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Summary

Interventions for obesity prevention in early childhood (first 5 years of life) are likely

to have a significant preventive health impact. This mapping review identified recom-

mended policy options for the Australian Federal Government (AFG) by comparing

countries with similar population, income, and language to Australia. Policies were

mapped in six countries using two matrices. The first matrix examined policy context,

describing obesity prevention governance. The second matrix examined policy con-

tent, compared with global recommendations. Policies were grouped into down-

stream (healthcare), midstream (lifestyle and settings), and upstream (determinants

of health, including food and built environments). Results identified variance in obe-

sity governance across the six countries including policy coherence, leadership, insti-

tutional drivers, and overlapping responsibility across different levels of government.

While countries tended to have more downstream or midstream policies, upstream

policies were more likely when countries had invested in system‐wide approaches

to obesity such as developing a national obesity strategy, having separate

food/nutrition and physical activity plans, and a dedicated preventive health agency.

This study recommends a range of initiatives for the AFG to strengthen policies for

the prevention of obesity in early childhood, including prioritising the development

of a national food/nutrition strategy.
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1 | INTRODUCTION

Globally, 41 million children in their first five years of life (early years)

are above their healthy weight.1 Recent reports suggest that child-

hood overweight and obesity rates may have plateaued in some

high‐income countries, although remain at a high rate.2 In Australia,

20% of children aged 2‐4 years are above their healthy weight.3

The Australian National Health Survey (2011‐2012) found children

aged 2‐3 years consumed approximately 30% of their total energy

intake from foods and beverages higher in saturated fat, salt and

added sugars.4 In Australia, these foods and beverages are termed dis-

cretionary choices and are commonly energy dense.5 However, this

survey did not collect data on physical activity for this age group. A

recent study among 248 Australian children attending childcare (mean

age 4.2 years) found a high proportion of children met the new 24‐

hour movement guidelines in the domains of sleep (88.7%) and phys-

ical activity (93.1%) but far fewer met the screen time guidelines

(17.3%).6

Although parents play a key role in the diet and levels of physical

activity of their young children,7 they are making these choices amid

a broader social and physical environment. There is a growing body

of evidence supporting interventions, which incorporate multiple

strategies such as engaging communities, considering the built envi-

ronment and settings, and acting across all levels of the

socioecological model, beyond family‐focused strategies, to fully

address the problem.8,9 Such an approach requires coordinated policy

across multiple sectors and levels of government.

Australia's response to childhood obesity is impacted by a system

that splits health care responsibility among the federal and

state/territory governments. The Australian Federal Government

(AFG) is responsible for national health policy development, adminis-

tration of the national universal health care system, and funding most

medical services and medicines.10 Federally funded primary health

care is delivered through independent health practitioners, supported

by 31 Primary Health Networks responsible for improving the coordi-

nation, quality and efficiency of care across systems. State and terri-

tory governments are largely responsible for health service delivery

in hospital and community settings and funding community health ser-

vices.10 Obesity and chronic disease prevention continues to be

inhibited by a lack of coordination and cooperation across jurisdic-

tions,11 which is a barrier not unique to Australia.

A national policy framework focuses multiple levels of government

and their respective sectors on a particular issue, such as obesity pre-

vention in the early years. Policies can create leverage or work syner-

gistically within or between sectors. Many researchers have identified
classifications of “policy levers,” but no universal typology exists.12

Research has shown that single strategies often require multiple policy

levers to be applied for successful implementation.12 Policy levers are

the tools available for government to drive a particular outcome,

including: law and regulations, economic instruments (eg, taxation

and incentives), organizational structure (eg, allocation of physical

and human capital), procedures and standardized practices, or commu-

nity education (eg, guidelines or mass media campaigns).12

Policy mapping is a method used to review policies in a systematic

way. Policies are reviewed against a set of criteria to identify gaps and

opportunities for developing a policy space. While there are examples

of obesity‐related policy mapping in Australia, these are limited to a

focus on adult obesity or the food environment.13,14 Policy mapping

and between country comparison provide a useful approach for coun-

tries to address similar challenges, to identify policy gaps, and to

improve policy coherence, especially for a “wicked problem” such as

childhood obesity.

The aim of this review was to identify opportunities for a compre-

hensive national obesity strategy in Australia that prevents obesity in

the first 5 years of life. This review drew on international recommen-

dations and actions taken in other countries to identify what polices

are available to the AFG for the prevention of early childhood obesity,

what actions are presently happening, and what can be improved.
2 | METHODS

Policy mapping was conducted by the first author between July‐

December 2017. Three inclusion criteria were used. Included coun-

tries were defined as high income by the World Bank, majority

English‐speaking, and an a priori population range of 4‐70 million

was identified to exclude very large countries and small island states

so the comparison was relevant to Australia. The first author com-

pleted data collection and extraction, and obesity experts in each of

the identified countries (recognized in the acknowledgements) cross‐

referenced this work for both completeness and accuracy.
2.1 | Data collection

Official government websites were searched to identify national policy

documents for the early prevention of obesity in childhood. Search

terms included “childhood obesity,” “obesity prevention,” and “chronic

disease prevention.” Searches were also made against each of the

Items of the WHO Ending Childhood Obesity Report: Implementation

Plan (WHO ECHO IP),15 directly through official government websites
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and web searches (using Google search engine with regional settings).

Policy documents identified through this search were reviewed for

references to other relevant policies (see Figure 1). A more detailed

explanation of the methods undertaken for data collection and

abstraction is provided in Table S1 in the Supporting Information. It

is important to note that the existence of a policy document express-

ing a government position or intention does not always indicate that

action is being undertaken in practice, a phenomena known as “imple-

mentation deficit”.16 Policy searches were current at 31

December 2017.

Policies were mapped in each of the countries included and

reviewed using two matrices to extract policy context and content.

Policy content and context data provided the basis for country com-

parisons, identifying examples of specific policies for obesity preven-

tion that could be adapted for implementation in an Australian

context.
2.2 | Policy context

The first matrix was developed to extract policy context from key

national policies that specified obesity or chronic disease prevention,

into an Excel spreadsheet. Informed by policy theory,17,18 the gover-

nance of obesity prevention in the early years was described. This

included policy description, organizational oversight, identification of

sectors involved, surveillance plans, associated plans for diet or phys-

ical activity, and key country characteristics.
FIGURE 1 Search strategy process
2.3 | Policy content

The second matrix was developed using two existing frameworks. The

WHO ECHO IP15 and Obesity Policy Action (OPA) Framework19 were

used to analyse the comprehensiveness of national policies relevant to

obesity prevention in the early years. The WHO ECHO IP was

endorsed by the World Health Assembly to address the global prob-

lem of childhood obesity.20 The OPA Framework recommends

targeting policies that influence downstream or health system factors,

midstream or lifestyle factors, and upstream or social determinants of

health factors.19 The OPA Framework was used to group the WHO

ECHO IP Items, identifying policy solutions across the sociological pol-

icy spectrum. This study focused on the prevention of obesity in early

childhood (ie, before children start school), so specific WHO ECHO IP

Items for school‐aged children or obesity management/treatment

were excluded.

Information was extracted from identified policies into an Excel

spreadsheet (one for each country included in the study), relating to

each of the WHO ECHO IP Items. Data extracted included policy con-

tent and aims, policy mechanisms, and government agencies responsi-

ble. Policies were ranked (“Yes,” “Partial,” and “No”) according to how

comprehensively they related to each of the WHO ECHO IP Items. A

“Yes” result indicated that a policy matching the item description had

been implemented or there was a plan for its implementation. “Partial”

indicated that either the policy lacked a plan for implementation or the

policy in place lacked key elements described in the WHO ECHO IP

Item. It is important to note that a “Partial” result has a large range,

between meeting some to a substantial amount of the Item. Finally,

a “No” result that indicated no policy was found that matched the Item

description.
3 | RESULTS

Six nations were identified as meeting the inclusion criteria: England

and Scotland in the United Kingdom (UK), Canada, Republic of Ireland,

New Zealand, and Australia.
3.1 | Policy context

There are similarities and differences in political context across the

countries included in this study. While the British Government rules

England and passes laws that are applicable to all of the UK, Scotland

has a devolved national government responsible for many of the pol-

icy decisions (although not all) around obesity prevention. The Austra-

lian, Canadian, and British Governments each have overlapping

responsibilities for obesity prevention across different levels of gov-

ernment. New Zealand, Scotland, and the Irish Republic have more

direct mechanisms for implementing policies. Canada in particular

was the most contextually similar to Australia in terms of the division

of responsibility between federal and state or provincial/territorial

governments. A notable exception here is that in Australia the AFG

regulates the early childhood education and care (ECEC) sector,
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whereas in Canada, ECEC sector regulation is devolved to the

provinces/territories. The health sector is central in all six nations. A

summary of the national policy environment in each of the six nations,

the first matrix, is in Table 1.

At the time of policy mapping, Australia was the only country not

to have a national obesity strategy nor a national preventive health

agency. There were no current national physical activity nor

food/nutrition plans—such plans would support better implementation

of dietary or physical activity guidelines by influencing the food sys-

tem and built environment. Australia has had attempts at developing

such plans, although at the time of policy mapping, there was only a

White Paper, which focused on food exports (excluding population

health or food supply sustainability) and not underpinned by the Aus-

tralian Dietary Guidelines (ADGs) (seeTable S3.1 Item 1.0). Institution-

ally, Australian and New Zealand policies were driven by their

respective Health Departments, as opposed to the other countries

where rhetoric around whole‐of‐government initiatives were promi-

nent. It is important to note that despite an expressed intent to under-

take a whole‐of‐government approach, competing priorities and

stakeholders can make achieving this challenging.16 New Zealand

and Australia were both centre‐right governments. The key difference

was that New Zealand's policies were also driven by a social invest-

ment agenda, with a focus on early intervention (see Table S3.4, Item

1.0), and while New Zealand had a childhood obesity strategy, it had

neither a food/nutrition nor a physical activity plan. It had voluntary

guidelines about healthy food provision in health settings only

(Table 1).

England and the Republic of Ireland were both centre‐right gov-

ernments with obesity strategies including children. England and the

Republic of Ireland identified partnerships with the private sector, as

major stakeholders, as central to addressing the environmental causes

of obesity. While England had healthy food procurement policies in

government settings, it did not have national food/nutrition nor phys-

ical activity plans. The Republic of Ireland had a physical activity plan

and a food/nutrition plan in progress but not policies for healthy food

provision in government settings (Table 1). Canada identified child-

hood obesity as a problem to be addressed across all levels of govern-

ment, and across multiple sectors. Canada had a centre‐left

government with a childhood obesity strategy, a national food plan,

a physical activity plan in progress, and healthy food provision policies

for government settings. Like Australia, it has three levels of govern-

ment and it used vertical governance to ensure childhood obesity

was on the agenda nationally and at the province/territory level

(Table 1).

Scotland was a centre‐left government with an obesity plan includ-

ing children, two plans for food/nutrition and a physical activity plan,

and healthy food procurement policies in government settings.

Scotland's policies were structured around the communities that peo-

ple live in. It used horizontal governance to identify the cobenefits of a

healthy nation across sectors. This included aims such as safe

neighbourhoods and infrastructure to support active travel to encour-

age the population to not only be physically active but also to reduce

congestion and pollution and lower crime. Scotland was the only
country to have integrated physical activity and food and nutrition

plans, though they were all in the process of being updated at the time

of data collection (Table 1). The policy context in each of these coun-

tries has influenced the existence and type of policy content across

the socio‐ecological spectrum.
3.2 | Policy content

National policy documents were mapped against a total of 83 Items

from the WHO ECHO IP. Of those, 13 (15.7%) were identified as

downstream, 38 (45.8%) as midstream and 32 (38.6%) as upstream.

The midstream items were further classified as healthy lifestyle infor-

mation (lifestyle) (22 items, 25.5% of total) and settings young children

occupy (settings) (16 items, 19.3%of total) (see list in Table 2).

Upstream items were further classified as food environment (27 items,

32.5% of total), physical activity environment (3 items, 3.6% of total),

and other determinants of health (2 items, 2.4% of total). The food

environment Items make up a third of included WHO ECHO IP Items,

emphasizing their relative importance to childhood obesity. Table 2

describes the matrix developed for policy content analysis. It also indi-

cates where there is shared responsibility for obesity prevention

across different levels of government in Australia.

Policy areas, where all six countries had “Yes” or mostly “Yes” (at

least four “Yes” and zero “No”) results, were highly concentrated in

the downstream areas (clinical guidance [Items 3.1, 3.1.a, 3.2, 3.2.a,

and 6.1.b) and preventive care guidance (3.4 and 3.4.a]) and midstream

areas (nutrition promotion and guidance [Items 1.1.a‐d, 4.6, and 4.7],

physical activity guidance [2.1, 2.1.b‐c, 4.12.a‐b, and 4.13.b], and

advice to caregivers about childhood obesity [4.13.a]). There were

very few Items with all “No” or mostly “No” results (at least four

“No” and zero “Yes”), most were upstream: laws on maternity leave,

regulation of labelling, and marketing of foods (Items 1.6, 4.1.a, 4.4.a,

and 4.5.a‐c); but also midstream: guidance for nonchildcare settings

to establish healthy food environments (Items 1.8 and 1.8.b). A range

of detailed supplementary files have been provided. Table S2.1 repre-

sents a tabulation of policies from the second matrix, the extent to

which policies were identified in each of the included countries,

grouped by the policy action areas in the OPA Framework. A summary

of national policies in each of the six countries mapped against the

WHO ECHO IP Items are presented in Table S2.2. Finally, see

Tables S3.1–S3.6 for the full mapping of all six nations.
3.2.1 | Downstream action areas: healthcare system

Australia's “Yes” results in the downstream action areas were focused

on the establishment of guidelines for professional conduct and

aligning services with clinical guidelines (Items 3.1, 3.1.a, 3.2, 3.2.a,

3.4, 3.4.a, and 6.1.b). Australia only partially met the description for

Items about preconception care, especially to inform prospective

mothers and fathers about the importance of good nutrition and other

health behaviours for biological parents prior to conception (Items 3.3

and 3.4.b). New Zealand offers advice on health‐related behaviours to
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TABLE 2 The policy content matrix

Policy action areas WHO ECHO IPa

Downstream (health care services) approaches

Health services

and

professional

support

‐ Ownership of the early prevention of obesity in childhood

‐ Allocation of resources and management of services

‐ Programs in clinical settings

‐ Access and availability of health services to the public (eg, subsidies

to access services not formally within public health sector)

‐ Monitoring of population weight status, mechanisms for reporting

‐ Clinical practice guidelines (preconception; pregnancy care and

management of co‐morbidities; maternal and child health)

‐ Professional development, training and curriculum

3.0, 3.1, 3.1.a, 3.2, 3.2.a, 3.3, 3.4, 3.4.a, 3.4.b, 3.4.c, 4.2, 4.2.

a, 4.8.b, 6.1.bc

Midstream (lifestyle and settingsb) approaches

Healthy lifestyle

information

Healthy lifestyle information: guidelines and/or programs

‐ Preconception (mothers and fathers) and pregnancy

‐ For parents with children aged 0‐5 years which cover diet, sleep,

physical activity, and sedentary behaviour (including screen time)

guidelines for children aged 0‐5 years

Dissemination of healthy lifestyle information

‐ Social marketing and public education campaigns

‐ Easily accessible guidance for parents, carers and early educators

‐ Community engagement and representation in public policy

1.1, 1.1.b, 1.1.c, 1.9.b, 2.1, 2.1.b, 2.1.c, 3.4.c, 4.0, 4.3.a, 4.12,

4.12.a, 4.12.b

1.1.a, 1.1.d, 2.1.a, 4.3, 4.13, 4.13.a, 4.13.b, 4.13.c, 4.13.dc

Settings young

children

occupy

Early childhood education and care centres

‐ Standards for child diet, activity, screen time, and sleep in settings

‐ Policies and procedures within settings to meet standards

‐ Training programs for staff working in settings (formal education and

professional development)

Healthy food policies in other settings young children occupy

4.6, 4.7, 4.8, 4.8.a, 4.9, 4.9.a, 4.9.b, 4.10, 4.10.a, 4.10.b, 4.11,

4.11.a, 4.11.b

1.8, 1.8.a, 1.8.bc

Upstream (socio‐logical) approaches

Physical activity

environment

‐ Access to appropriate spaces and equipment to be active

‐ Design of neighbourhoods and transport supportive of active travel,

consideration of green open spaces, safety, and places to play

2.0, 2.2, 2.2.ac

Food system ‐ Marketing and advertising of foods that compete with optimal

feeding and eating practices

‐ Access to and cost of healthy food, incentivising the consumption of

healthy foods for disadvantaged families

‐ Incentives to produce or manufacture healthy foods, including

reformulation

‐ Unhealthy food taxes or levies; subsides for healthy food

‐ Agricultural policy and trade agreements

‐ Food product information: nutrition labelling, front‐of‐pack
interpretive labels, health claims, and nutrition disclosure in

marketing practices

1.0, 1.2, 1.2.a, 1.2.b, 1.3, 1.3.a, 1.3.b, 1.3.c, 1.4, 1.4.a, 1.5,

1.5.a, 1.6, 1.6.a, 1.6.b, 1.7, 1.7.a, 1.7.b, 1.9, 1.9.a, 1.9.cc,

4.1, 4.5, 4.5.a, 4.5.b, 4.5.c

Other

determinants

of health

‐ Employment rights of parents

‐ Early childhood experiences (outside of settings, see below)

‐ Housing and neighbourhood

4.4, 4.4.a

aWHO ECHO IP Items are in full in Tables S1 and S2.1‐S2.6,
bSettings and lifestyle were identified as unique subgroups in the WHO ECHO IP.
cItems underlined indicate shared (or ambiguous) responsibility between Australia's federal, state, and territory governments.
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prospective parents and Scotland is progressing work to consider pre-

conception care, in primary health settings (see Tables S3.3 and S3.6).

Australia partially met the Baby Friendly Hospital Initiative (BFHI)

Items (Items 4.2 and 4.2.a), primarily because states and territories

are responsible for the provision of maternity facilities. New Zealand

has a national requirement for all maternity facilities to ensure compli-

ance with the BFHI in order to achieve accreditation. Scotland uses

the same accreditation process as New Zealand; additionally, under
the national maternal and infant nutrition strategy, curriculum training

for all midwives and public health nurses will include BFHI (see Tables

S3.4 and S3.6). While Australia does have a national breastfeeding

strategy, it has been under review since 2016.There is potential for

an updated Australian breastfeeding strategy to incorporate such

strategies, including the BFHI. This could occur by engaging with

state/territory governments and the national midwifery body. The

only “No” result for Australia in the area was for the training of
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community workers to support complementary feeding (Item 4.8.b), as

training of community health workers usually sits with state/territory

health departments. Australia's Infant Feeding Guidelines support the

dietary guidelines around breastfeeding promotion and include com-

plementary feeding (see Item 1.1 in Table S3.1). An updated

breastfeeding strategy could connect these elements and Australia

could learn from the training practices used in New Zealand, Scotland,

England, or Ireland (seeTables S3.3‐S3.6) to ensure consistently across

the jurisdictions.

3.2.2 | Midstream action areas: Settings and healthy
lifestyle information

The first midstream area was settings young children occupy. There is

overlap between some Items in this area. Items 1.8 (including 1.8.a‐b)

and 4.9 (including 4.9.a‐b), both relate to healthy food provision in set-

tings. To distinguish, this study considered only ECEC settings for Item

4.9 and all other settings young children occupy in Item 1.8 (eg, activ-

ity centres or transport hubs). Further, this study interprets Items 1.1.

a‐d as dietary information to parents and Items 4.8 and 4.8.a as dietary

information for carers, educators or managers in ECEC settings.

The ECEC sector is regulated at a national level in Australia under

the National Quality Framework, administered by the Australian Chil-

dren's Education and Care Quality Authority (ACECQA). Australian

policies for these services had the most “Yes” responses compared

with other countries (Items 4.6, 4.7, 4.9.b, 4.10, 4.10.a‐b, and 4.11.a‐

b). Food and physical activity education were required to be part of

daily routine and integrated into the core curriculum; these require-

ments were codesigned between health and education sector and

are a training requirement at centres (“Yes” result for Items 4.10,

4.10.a‐b, and 4.11). Statutory requirements exist for foods served at

ECEC centres as do standards for physical activity in Australia; how-

ever, their implementation is different across the states and territories

(eg, jurisdictions interpret the ADGs to recommend different serve

sizes and daily amounts) (Items 4.9, 4.9.a “Partial” and 4.9.b, 4.11.a

“Yes”). There were guidelines to support these requirements being

met at the ECEC centres (see Item 4.9.a in Table S3.1). These centre‐

focused guidelines resulted in a “Yes” for Items that avoided unhealthy

foods, encouraged a wide variety of healthy food and how to encour-

age children to be physically active (Items 4.6, 4.7, and 4.11.b) but

“Partial” for age‐specific portion sizes and support for young child

feeding (Items 4.8 and 4.8.a). Guidance should be updated to include

the new physical activity guidelines for under‐fives (see Item 4.12 in

Table S3.1). Scotland and the Republic of Ireland both have guidelines

to support ECEC centres meet the statutory requirements for nutri-

tion and physical activity (Table S3.3 and S3.6).

There were three non‐ECEC sector settings items in government

assets and private sector settings. All six countries had a “No” result

for Items with statutory requirements for healthy food environments

and catering services in community settings likely to be occupied by

children (Items 1.8 and 1.8.b). For the Item about creating food provi-

sion standards, based on a nutrient‐profile model, Australia had “No”

with mixed for the other countries (Item 1.8.a). Policies are being
progressed in government assets (New Zealand, Scotland, England,

and Republic of Ireland; Tables S3.3‐S3.6) and engagement strategies

to support private businesses to provide healthier food options (volun-

tary) (England and Scotland; Tables S3.5‐S3.6). England and Scotland

both have procurement policies for foods provided in government

settings.

The second midstream action area focuses on the provision of

healthy lifestyle information and programs. There were several WHO

ECHO IP Items, which focused on the creation of evidence‐based

guidelines to support breastfeeding, nutrition, physical activity, sleep,

sedentary or screen‐time, and healthy body size, across the life course

(1.1, 1.1.b‐c, 2.1, 2.1.b, 4.3.a, 4.12, and 4.12.a‐b). Australian results

were “Yes” to all of these Items. Several Items focused on the dissem-

ination of healthy lifestyle information such as public awareness and

education campaigns and providing support to parents (including pro-

spective parents) and members of the public likely to impact on the

development of healthy lifestyle behaviours—all of which were “Par-

tial” in Australia (Items 1.1.a, 1.1.d, 2.1.a, 3.4.c, 4.0, 4.3, and 4.13.a‐

b). Two examples of this are the ADGs and movement guidelines for

under‐fives, which are evidence‐based but not well disseminated

(Items 1.1 and 4.12 in Table S3.1). While the ADGs underpin most

nutrition initiatives and guidelines produced by the AFG, if the intent

of these guidelines is to underpin food/nutrition policy, it was not

explicitly stated. This leads to a “No” result for an Item requiring stan-

dards for nutrition‐based programs to be based on dietary guidelines

(1.9.b).

At the time of mapping there were no national education cam-

paigns promoting healthy eating or being physically active.

In contrast, the dissemination of evidence‐based healthy lifestyle

information resulted in mostly “Yes” for the other countries. Some

exceptions with low “Yes” results were public campaigns for prospec-

tive parents (New Zealand only), the promotion of breastfeeding for

parents, and community and standards for programs, which include

nutrition advice—“Yes” for New Zealand, England, and Scotland (see

Items 3.4.c, 4.3, and 1.9.b inTables S3.4‐S3.6). Items specifically about

community engagement and representation in the development of

healthy public policy and to promote healthy lifestyles were also lim-

ited in Australia (“Partial” for Items 4.13 and 4.13.c; “No” for Item

4.13.d). These Items had mixed results in other countries (see New

Zealand, Scotland and Ireland in Tables S3.3, S3.4, and S3.6).

3.2.3 | Upstream action areas: Food and physical
activity environments and determinants of health

Policies for the food environment were very limited in Australia and

were predominantly voluntary where they did exist. The only Item in

this domain where all six countries had a “Yes” result was for manda-

tory laws for nutrition labelling (Item 1.6.b). While Item 1.6.b does not

specify what information should be provided to consumers on nutri-

tion labels, all countries labelling required: energy content, protein,

carbohydrate, sugars, fat, and saturates. Only Canada required

reporting of trans‐fat in “nutrition facts” and all added sugars must

be grouped together in the ingredient list. No country uses the
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WHO definition of free sugars28 in their back‐of‐pack nutrition infor-

mation. For Australia, the only other “Yes” result was for consumer

testing of its interpretive front‐of‐pack labelling scheme (Item 1.7.a).

However, uptake of this scheme was voluntary resulting in “No” for

an associated Item with mandatory provisions (1.7.b).

Several of the WHO ECHO IP Items recommend implementing the

WHO International Code on the Marketing of Breast‐milk Substitutes

(the “WHO Code”). The WHO Code covers specific manufactured

foods intended for young children: breast milk substitutes, infant for-

mula, and follow‐on formula (or “toddler milks”) and commercially pre-

pared complementary foods. The Items that relate to the marketing of

breastmilk substitutes (4.1 and 4.1.a) and complementary foods and

“follow‐on” formula (4.5 and 4.5.a‐c) to parents and carers of young

children all had “No” results in Australia. Australia's preference was

for voluntary measures, established by industry; was limited to infant

formula only, and does not include the marketing of follow‐on formula

or commercially produced complementary foods. None of the coun-

tries had a “Yes” result for any items relating to the WHO Code. Can-

ada had “Partial” across all of these items, many of their strategies

were in progress at the time of data collection for this study and pres-

ent an opportunity for policy learning in Australia (Table S3.2).

The WHO Set of Recommendations on the Marketing of Foods and

Non‐alcoholic Beverages to Children (WHO Set of Recommendations)

forms the basis of Item 1.3 (including 1.3.a‐c), Australia's policies in

this area focused on two separate industry‐led and voluntary codes;

results were “Partial” and “No” for these Items. Consideration of a

sugar‐sweetened beverage levy was very limited in Australia, mostly

“No” results for Item 1.2 (including 1.2.a‐b). England, Scotland, and

the Republic of Ireland were in the process of strengthening existing

regulations about marketing of unhealthy foods to children and have

recently been advancing regulatory approaches as well as a sugar‐

sweetened beverage levy was due for implementation in April 2018

in the UK (Tables S3.3, S3.5, and S3.6).

Countries are also engaging with actors outside of health to

improve the food environment for disadvantaged communities,

although to a lesser extent (Items 1.9, 1.9.a, and 1.9.c). While Australia

has previously considered these factors, current results for Australia

for these Items were “Partial” for Items 1.9 and 1.9.a and “No” for Item

1.9.c (Table S3.1). Scotland has a comprehensive national food policy

across the food system including a range of programs driven by com-

munity, supported by a government agency, and national planning for

equal access to healthy food (Table S3.6).

The second upstream action area was the physical activity environ-

ment. Australia did not have national policies that support young chil-

dren to be active nor were there policies for the structural support of

different government agencies across different levels of government

(“Partial” for 2.0 and “No” for 2.2 and 2.2.a). In an Australian context,

most of the structural policy levers are available at the

state/territory level (eg, planning or transport sectors). However, there

are other policy levers that could be used. Canada was in the process

of developing policies in this area, driven nationally but in consultation

with its province/territory governments (Table S3.2). Scotland has a

planning policy, which requires local authorities to ensure community
access to open spaces for recreation and sports facilities in urban and

rural areas. The physical environment for play, being active and trans-

port, and the need to ensure a perception of neighbourhood safety,

are identified as central to normalising being active (Table S3.6).

No country had a “Yes” result for the final upstream action area,

other determinants of health. Both items (4.4 and 4.4.a) relate to

parental working and paid leave rights, as well as legislation to protect

breastfeeding.
3.3 | Australian governance of obesity prevention in
the early years

The Australian Government had a “Yes” result for 27 of the included

83 WHO ECHO IP Items (32.5 percent), across 14 policy documents

and three sectors. These included health, consumer protection, and

early childhood care and education, although most were in the health

sector. Across the OPA Framework, Australia had “Yes” results for

54% of downstream Items, 47% of midstream items, and 6% of

upstream Items (Table S2.1). In total, 58 Australian policy documents

across five sectors (above plus human services and agriculture) were

included in the analysis (Table S3.1).

Australia's key policy document (Table 1) does not identify institu-

tional responsibility for leading these priority areas, specific goals to

achieve outcomes, or measures of success. There is no plan for accu-

rate (measured) surveillance of childhood obesity nor its behavioural

or environmental causes. It does not refer to other existing policies

or strategies at the national or state/territory level that might be uti-

lized for operationalization, such as comprehensive national

food/nutrition or physical activity plans or agreements with its

jurisdictions.

Policy responsibility was shared between different levels of

Australia's government for 30 of the 83 Items (Table 2). While down-

stream items with shared responsibility had mostly “Yes” results, mid-

stream and upstream Items were mostly “No” and “Partial” results.

This indicates relatively high policy coherence in downstream action

areas but relatively low policy coherence in midstream and upstream

areas (Table 1). In regard to the food and physical activity environ-

ments (two of the upstream areas), while responsibility is shared

across all levels of government, the key levers for improving the

healthiness of the built environment for physical activity (eg, planning

and transport) sits with state/territory governments in Australia. There

were three shared Items between the AFG and state/territory govern-

ments in the food environment relating to the built environment. In

contrast, the remaining 24 food environment items (75% of upstream

Items) sit with the AFG as a result of the Bi‐National Food Regulation

Agreement with New Zealand. Yet, Australia had only two “Yes”

results for these Items (see Tables S2.2 and S3.1).
4 | DISCUSSION

This study used the WHO ECHO IP to identify opportunities for the

current Australian obesity prevention policy landscape, by comparing
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policy context and content in six countries. In general, this study found

that countries used policy levers geared more towards individual

behaviour and were more likely to act in downstream and midstream

areas and to a lesser extent in upstream areas. The findings of this

study are unsurprising given that there are a range of competing inter-

ests and other factors that are not entirely within the control of a

national government. However, establishing obesity prevention as a

priority is within their control. The results of this study suggest coun-

tries with a specific policy focus on childhood obesity (New Zealand,

England, and Canada) did not necessarily result in a more comprehen-

sive policy approach. Countries that had food and/or nutrition plans

(Canada and Scotland) had more policies relating to the WHO ECHO

IP upstream Items. This suggests that while a childhood focus is impor-

tant, it is not as important as a policy environment which also con-

siders the upstream determinants of health. Countries tended to

have more “Yes” results and better “Partial” content when they exhib-

ited particular characteristics, including dedicated agencies for preven-

tive health, taking a whole‐of‐government approach rather than health

department led, policies linked up across different sectors (horizontal)

and across different levels of government (vertical), separate plans for

diet and physical activity, and community engagement. Given the need

for a policy environment, which considers upstream approaches, the

development of an early years obesity prevention strategy should be

integrated into a national obesity strategy. Such a strategy would

identify the early years as a key life stage and include downstream

and midstream action areas specifically for the early years. It would

also include upstream action areas for the population more broadly.
4.1 | Renewed political attention for a national
obesity strategy

Obesity has had previous periods of political attention nationally in

Australia, most recently under the National Partnership Agreement

on Preventive Health (NPAPH) in 2008.14 The policy responses of

the NPAPH primarily focused on downstream and midstream areas,

with limited upstream focus, preferring self‐regulation with industry.29

Some of the reasons why upstream policy actions are not currently

being progressed have been identified in the literature. A study by

Baker et al observed a change in institutional culture within the AFG

Department of Health and Ageing around the time of the NPAPH,

where the focus had shifted from upstream regulatory interventions

aimed at addressing obesogenic environments to a focus on lifestyle

interventions.29 Interferences with market drivers and the costs asso-

ciated with policy implementation/evaluation have commonly been

used as justification for not supporting regulatory action.29,30 How-

ever, it is likely that the political cost is a greater barrier than the finan-

cial costs with food and advertising industries having been identified

as key inhibitors of establishing obesity as a political priority in Austra-

lia.14,29,30 Evidence for interventions in the built and food environ-

ments is emerging, although many argue there is sufficient evidence

to enact policies for health‐supportive environments.31,32 The transla-

tion of evidence into practice can also be obscured through
oversimplifying multi‐component issues or disparate work in separate

disciplinary silos.31,33,34 In order to prevent what Howlett35 refers to

as repeating policy cycles, Australia has an opportunity to learn from

previous experiences in developing obesity policy and include regula-

tory, fiscal, environment and socio‐cultural initiatives in downstream,

midstream and upstream action areas.

Since data collection in late 2017, there have been recent develop-

ments in the progress of Australia's obesity policy representing oppor-

tunities for the development of a comprehensive plan to prevent

obesity in the early years. While childhood obesity has not been on

the political agenda nationally since the end of the NPAPH, it has con-

tinued, to varying degrees, as a priority in some jurisdictions. The Coun-

cil of Australian Governments is the key intergovernmental forum in

Australia, consisting of leadership from the AFG, the states/territory

governments, and the peak local government association. It recently

announced a commitment to develop a national obesity strategy, with

a focus on prevention and early childhood,36 and a national Obesity

Summit was held in February 2019, led by the AFG Minister for Sport,

with no attendance by other AFG Ministers. The Australian Healthy

Food Partnership, established in 2015, is voluntary in nature and

includes the AFG minister responsible for food policy, industry, and

public health groups. It includes initiatives, which are not specifically

identified in the WHO ECHO IP, such as the development of voluntary

targets for food reformulation and portion sizes of manufactured foods.

A recent AFG Senate Inquiry into obesity focused on childhood

and had 22 recommendations, many of these recommendations mirror

the WHO ECHO IP.37 Among these recommendations are the use of

nonstigmatizing language and the establishment of a national obesity

taskforce to oversee the development of a national obesity strategy,

frequent revision of the ADGs, national education campaigns, a sepa-

rate national childhood obesity strategy, and a national physical activ-

ity strategy (recommendations 1‐5, 14, 15, and 18, respectively37).

There are two areas of note. The first was the identification of the

need for a separate childhood obesity strategy, but no mention of

how this would be implemented or operationalized. The second was

the absence of a recommendation to develop a national

food/nutrition strategy despite 11 recommendations relating to the

food system and there being a separate recommendation for a physi-

cal activity strategy. However given the opposition to these recom-

mendations expressed by government Senators in their Dissenting

Report,37 any meaningful action on obesity prevention policy seems

unlikely under the current government. Attempts to promote obesity

prevention strategies must overcome several barriers such as narrow

perspectives of departmental or ministerial responsibilities30 and

counter‐arguments about personal responsibility powerfully put

through lobbying from industry.29,30 In the absence of a comprehen-

sive national policy, Australian jurisdictions are seeking to address

childhood obesity in a range of different ways. Future research in this

area should consider the policy mechanisms available to Australian

states and territories and the policy context for implementation.

The next two sections consider ways that Australia could improve

national efforts across upstream, midstream, and downstream policy

action areas.
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4.2 | A focus on upstream policy action areas

A key finding of this review is that a national obesity strategy, which

identifies the early years as a key life stage, requires a robust plan to

address upstream approaches for the whole‐of‐population. While

one third of the included WHO ECHO IP Items related to the food

environment, the majority of Australia's results for food environment

items were “No”. Australian policy tools for upstream Items were lim-

ited; in the few places, they did exist; they were either a focus on per-

sonal responsibility (eg, mandatory food labelling laws) or the use of

voluntary measures where broader environmental considerations

was addressed (eg, voluntary codes for the marketing of discretionary

choices to children).

Several studies support the findings of this review to address the

gaps in upstream policy action Items, especially across the food envi-

ronment. The INFORMAS Food Environment Policy Index (Food‐EPI)

has been applied in multiple countries as a way of influencing govern-

ments into action on creating healthy food environments,38 including

all but two of the countries in this study (Ireland and Scotland).

Food‐EPI Australia, conducted in 201713 and followed‐up in 2019,39

considered initiatives at the national and state/territory levels. In the

countries included in the Food‐EPI analyses, the studies found that

there was limited action in upstream areas including regulatory and fis-

cal policies.40-43 While Canada was noted for its strong leadership to

support healthy food environments, Australia, New Zealand, and

England were encouraged to develop or strengthen their national obe-

sity strategies (with appropriately funded agencies for implementa-

tion) and food/nutrition plans as priority recommendations. In

Australia, with high variability of policy implementation among Austra-

lian jurisdictions, there is a need for a nationally coordinated approach

to issues such as food provision (including school food, and foods in

healthcare settings) and restrictions of marketing to children.39,40 As

Australia moves towards the development of a National Obesity Strat-

egy, it should consider the recommendations from the Australian

Food‐EPI reports and also look to Canada to identify lessons from

another federated nation.

Two policy levers were central to WHO ECHO IP Items on food

choice: regulatory and fiscal approaches. Australia lacks a clear and

effective regulatory response to implement the WHO Set of Recom-

mendations or the WHO Code, preferring limited voluntary measures.

In the period since Australia introduced its voluntary responses to the

WHO Code and the WHO Set of Recommendations, there has been a

substantial increase in the promotion of toddler formula and commer-

cial toddler foods44 and an overall increase in the number of new dis-

cretionary choices from manufacturers who sign up to voluntary

pledges.45 Numerous studies identify the limitations of national obe-

sity policy that exclude legislative approaches in the food system

and warn against public‐private partnerships where industry drives

the agenda.29,46-48

The implementation of a sugar‐sweetened beverage tax is a key

fiscal approach. The UK Government actioned this through fiscal mea-

sures in conjunction with engagement with industry. The announce-

ment of plans to implement a soft drinks industry levy (on
manufacturers and importers) in 2016 stimulated product reformula-

tion ahead of its implementation in 201849 alongside a voluntary pro-

gram with industry to improve fat, salt, and sugar content of the foods

they produce. Economic modelling in the UK indicates product refor-

mulation leads to better population health outcomes than taxes

alone.50

While these regulatory and fiscal approaches focus on marketing,

price, and reformulation, there are other areas within the food system

that influence consumption and the nutritional quality of foods avail-

able for purchase.51 A national food/nutrition plan could consider

these broader influences including agricultural, manufacturing, and

food retail/service sectors, as well as marketing and reformulation,

as is evident in the Scottish food plan. While such a plan would con-

sider the prevention of malnutrition in all its forms (including undernu-

trition and chronic disease), obesity is only one consideration among

many potential outcomes of an unhealthy food system. As such, a

national food/nutrition strategy should be linked to, but ultimately

stand apart from, a national obesity strategy.

The development of a national food/nutrition strategy for Australia

can learn lessons from previous attempts. In 2010, Australia's National

Food Plan (NFP) was intended to reflect “Paddock to Plate” compo-

nents of the Australian food supply and its food environment. A recent

study found that the NFP was heavily influenced by food and agricul-

tural industries, underpinned by economic objectives, which resulted

in aims for public health nutrition being shifted out to a National

Nutrition Policy (NNP) (announced in 2011, but not progressed).52 A

scoping paper for an Australian NNP was undertaken in 2013 and

released under a freedom of information request in 2016.53 It consid-

ered international evidence and applied it to a conceptual framework

of Australia's food and nutrition system. The scoping paper identified

the need to integrate a NNP with the NFP, specifically around the pro-

duction, processing, and distribution of food as well as nutrition

knowledge and education.53

Soon after the NFP was released in 2013, there was a change in

government and it was rescinded, the new government published a

White Paper focused on food exports.54 Australia lost an opportunity

for an integrated national food and nutrition plans underpinned by the

ADGs and linking nutrition and sustainability to the production of

food.55

A physical activity strategy should also be linked to, but separate

from, a national obesity strategy. Since mapping a national sports plan

has been developed,56 although it has a narrow focus on sport rather

than population physical activity. Policies to improve the physical

activity environment include planning guides for development, trans-

port, and land use to support consistent physical activity environment

outcomes across Australian cities and towns.57 Contextually, while the

WHO ECHO IP Items on physical activity have shared responsibility

between different levels of government, most of the planning and

transport policy levers reside with state/territory authorities in Austra-

lia. However, the development of a national physical activity strategy

could support consistency across jurisdictions.

Other determinants of health centred on parental employment

leave and breastfeeding rights. Sufficient duration and financial
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support in parental leave are associated with multiple social and eco-

nomic benefits, the effects of which are likely to be greater in less

advantaged families.58-60 Australia's regulatory framework in this area

is insufficient; lessons from the UK and New Zealand could be used to

adopt similar policies in Australia, with particular focus on paid leave

for at least six months to increase rates of exclusive breastfeeding.
4.3 | Improving downstream and midstream policy
action areas

In addition to action in upstream areas, an Australian national obesity

strategy needs to identify solutions specifically for the early years, as a

key life stage, through maintaining and improving downstream and

midstream areas. Responsibility for downstream actions (healthcare)

area is shared between federal and state/territory governments. That

these Items had mostly “Yes” and zero “No” results indicates vertical

collaboration within the health sector. Downstream policy recommen-

dations include updating clinical guidelines to include preconception

care for parents and updating the national breastfeeding strategy. This

strategy, under review since 2016, could include training consider-

ations for health workers and link to policies which uphold the

WHO Code and international recommendations for parental leave to

support exclusive breastfeeding.

Midstream Items had two areas of focus: settings young children

occupy and lifestyle information. ECEC sector Items were mostly

“Yes” and zero “No” results in Australia. The regulatory framework in

Australia for the ECEC sector is fairly new, and there are opportunities

through ACECQA to better support the sector to meet nutrition and

physical activity goals. For example, a single set of ECEC menu plan-

ning guidelines across Australia. In non‐ECEC setting supportive poli-

cies in government settings include food procurement guidelines and

marketing of discretionary choices (eg, in transport hubs). Healthy

food policies in government settings show leadership in establishing

healthy food environments, also signalling demand to food

outlets/catering services. In private or community settings,

nonstatutory healthy food provision guides could be developed (eg,

community centres or restaurants). Healthy lifestyle information could

be better disseminated, eg, through funding a sustained national

health promotion campaign to improve nutrition and physical activity

across the lifespan. National dietary and physical activity guidelines

could be explicitly linked to policy formation in these areas. Also, life-

style programs should provide a seamless link between

healthcare/clinical services and community settings. These down-

stream and midstream improvements to Australia's policy landscape

are important, but insufficient. The current best evidence suggests

that interventions, which impact on the upstream determinants of

health are most likely to impact on childhood obesity.61
4.4 | Relevance for decision makers

In light of the renewed political attention on childhood obesity, a

national obesity taskforce and childhood obesity strategy appear to
be progressing. In the development of a National Obesity

Strategy, due consideration should be given to pregnancy and the

early years as a key life stages in downstream and midstream

action areas. Australian‐specific analyses reflect that the most cost‐

effective approaches to childhood obesity are legislative and regula-

tory46,53; these levers sit with the AFG. Examples of such

actions include a sugar‐sweetened beverage tax and legislation

to restrict the marketing of discretionary foods to children.

The findings of this study suggest that the area the AFG is

likely to have the biggest impact, given its authority over specific

policy levers, is in the food environment. Food policy addresses a

range of social, health, and climate change problems, of which

obesity is just one. Multiple recent international bodies of work have

identified the need for integrated food policies and include the EAT‐

Lancet Commission62; the Lancet Commission on the Global Syndemic

of obesity, undernutrition, and climate change63; and the Food

and Agricultural Organisation's Policy Guidance Series on nutrition

and food security.64 These bodies of work indicate that obesity

sits within a wider context65 and there has been a significant para-

digm shift with the emergence of a food systems sustainability era

in public health nutrition.66 Domestically, a national approach is

important to ensure food producers have a level playing field in

terms of competition across jurisdictional borders. The AFG

should focus on the development of an integrated national food

and nutrition strategy. In developing such a strategy, the AFG

should consider the shared responsibility with states/territory gov-

ernments and work with jurisdictions especially around the built

environment.
4.5 | Limitations

While every effort was made to ensure the most comprehensive mix

of policies from the six study countries, it is likely that documents

exist that are not publicly available (through a web search) and were

therefore not included in this analysis (eg, some policies are only

available as a hard copy). Another limitation is that there may be

implicit intent in a policy (eg, the use of ADGs to underpin all nutri-

tion policy) but not explicitly stated, and therefore not captured in

the analysis. Conversely, a policy may express an intent of govern-

ment that is not carried out, referred to as “implementation defi-

cit”.16 The policy mapping undertaken in this study is not tied to

process or outcomes, which is a limitation. However, given the cur-

rent activity in this space, this paper provides an important baseline

mapping, which can be used to measure progress and recognize if

identified gaps are being filled. This analysis compared nations at a

set point in time and as such policy options and their modes of

operationalization will surely change over time, forever influenced

by changing political climates. As an example, an election was held

in New Zealand in the middle of the data collection phase (on 23

September 2017). This mapping exercise shows a snap shot of

polices that were current at the end of 2017.
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5 | CONCLUSIONS

Policy mapping was a useful tool for identifying potential opportuni-

ties for policies to prevent obesity in early childhood in Australia, iden-

tifying examples of these policies across the six countries included in

this study. Obesity prevention in the early years is likely to have the

biggest impact on health and reducing economic burden.42 Given the

expected benefits of preventing obesity in the early years, the devel-

opment of a national obesity strategy should identify early childhood

as a key life stage for the focus of downstream and midstream action

areas, while ensuring upstream actions are applied for the benefit of

the whole population. Consideration of health‐supportive environ-

ments is key. Such a strategy should integrate national plans for

food/nutrition and physical activity and consider the built environ-

ment as a “setting” for experiencing healthy living. It is unlikely that

a single piece of policy can undertake all of these tasks; however, pol-

icy integration and cohesion can be managed when obesity prevention

is a political and organizational priority. This study identified that most

policies to prevent obesity in early childhood were in the downstream

and midstream areas across all six countries. It also found that those

countries, which fulfilled more of the upstream WHO ECHO IP Items,

had dedicated plans for food/nutrition systems and/or the physical

activity environment. This analysis suggests the broader impact of

these plans over childhood obesity policies in isolation. Given the

number of ways in which the AFG is not meeting upstream policy

action areas, and the relative emphasize of the food environment to

the WHO ECHO IP, it is the recommendation of this study that Aus-

tralia prioritize the development of a national food/nutrition strategy.
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