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the European network for &blic health,
health promotion and #ease prevention

EuroHealthNet is a European Network that consist
of regional and national agencies responsible an
accountable for healthpromotion, public health

and disease prevention in Europe. The networ
aims to improve the health of European citizens b
striving for a healthier Europe with greater health
equity  between and  within  countries.
EuroHealthNet supports projects and polic
development together with its members and the
EU institutions; by exchanging information and b
communication in and beyond our network.






Introduction

This report has been compiled by EuroHealthNet with the aim of produaing
accessible source of ideas amtspiration for practitionersand policy makers
about counteracting obesity and improving health equity. The work is funded
under the Equity Channel special projexft EuroHealthNet(see page 207)],
which is part of tle International Collaboration on Social Determinaotdiealth
initiated by the Department of Health for England.

The report:

describes innovative approaches and promising practices to reduce obesity
by health promoting bodies at local, regional, natignBuropeanand
internationallevel;

is an identification of work where the initiativesddress different socio
economic groups with a specific focusn lower socieeconomic
communities and thereforecontribute toreducing healtlinequalities; and

is an update of the 2006 summary of action collated by EuroHealthNet

Report Content

Lifestyle choices regarding nutrition and physical activity are the mastimal
determinants of overweight and obesity. However, while predominantly
concerned withnutrition and physical activity initiatives, the remit of the report
was to include any possibly relevant interventiadhat counteract obesity This
information was collected from:

EuroHealthNet member and partner organisations;

DETERMINE member andpartner organisation;

statutory bodies at European, national, regional and local levels in Europe;
and

other sources with their clear permission (e.g. academic, private or
nongovernmental organisations)

While the report mainly focuses on obesity preventiamtiatives targeting
different socieeconomic groups in Europe, it also describes projects
implemented at the international level. As various people involved in obesity
prevention projects outside the EU had expressed their interest in the document
after its first publication in July 2009, they were invited to make a contribution as
well. The international project descriptions can be used to further stimulate
debate, to provide new ideas, and to highlight interesting approaches
implemented overseas.

A framework document, including specific questions related to counteracting
20SaAie lY2y3a @dzZ ySNIrofS INRdMzLA | yR RSO
developed and sento interested parties in and outside Europk total 97

relevant descriptions ofnnovative approachesvere submitted running in

twenty-four different countriesin Europefigure 1)and four countriesoutside the

EU.The practices described are implemented at eith@ernational, European,

national, regional or local level. Most intemtions found are community based
approaches that are active at the regional or local level.

The report includes
interventions which are
WA Yy 2 @hidiisiadh®ac

concept that can be
defined as a new or
different approach to

addressing an issug. This
could for instance include
involving new partnerships
or finding new ways to
target and reach specific
groups.

Figure 1 Austria, Belgium, Bulgari&roatia, Czech Republic, Denmark, England, Finland,
France, Germany, Greecklungary,lreland, the Netherlands, Norway, Portugal,
Romania, Scotland, Slovak Republic, Slovenia, Spain, S@edererland, Wales



However, it is important to note that the aim of this report wast to categorise
the projects,to say whether onéntervention is moreinnovative than another
nor to find new strategies that auld be implemented all across Europe.
Innovation depends on the context it operates in, it is relative to the country
where it is implemented and it will constantly be changing.

The goal of the report was therefore to highlight newrecentapproaches that
have the potenial to work and to be effective, to make local practices visible at
the international leveland to provide others with new ideas and inspiration to
tackle obesity and improve healequity.

Report Layout

After an introduction to the obesity pandemic, aestription of health
inequalities and the importance of targeting vulnerable graquite content of
the report is laid out as follows:

Chapter 2Examples of programmesnning at European level

Chapter 3Examples of ongoing interventions at national level

Chapter 4Examples of projects that are operatiagregional or local level
Chapter 5: Examples of initiatives implemented at international level
Chapter 6 & 7: Ovgiew of Responses ar@onclusions

Chapter 8: Index

European LevelRegarding the programmes that are being implemented at
European level, examples were included which focus on the prevention of
obesity or obesity and health inequalitiec€hapter two is dodivided into two
sections: programmes that target (school) children and their families and
programmes that were set up for the general population. Also, the projects
described NB SAGKSNJ WNHzyyAy3 LINRINFYYSaQ:x
WNE & SildRG S 330 ©

National Levelln 2006 EuroHealthNet published a document highlighting health
promotion measures that had been put in place by EU Member States at national
level [;]. These actions include the implementation of national action plans,
health policies or national programmes and campaigns. However, this report did
not identify whether these actions acknowledged lower semionomic
communities as speciakk groups or ngtor whether these actions contribute to
reducing health inequalities

The third chapter of this current report therefore reviewed the outcomes and
summarizes which actionalso address disadvantaged communities when the
goal is to counteract obesityln addition, further information on new
developments since 2006 is provided.

WLI2 |



Regionaland Local LeveMany examples of active initiatives at the regional or
local levels were found. Basemh their focus they were divided over three
categories: nutrition, physical activity or a combined approach.

International LevelFinally, thereport describes several projects running at the
international level. Examples of ongoing initiatives in Brazil, Australia and the
United States of America are included. Descriptions of projects implemented at
the global level are given as well.

All projects included in this report, either running at International, European,
national, regional or local level, are described according to the following
framework:

Aim & objectives what are the aim and objectives of the project?

Design when did theproject started and how was it set up? Was there a
pilot phase before the project was launched? Is it based on agodmg
programme or is it a new initiative?

Support where does the financial support come from? Which parties i.e.
partnerships are invokd?

Trigger what was the exact trigger of the project? Who was it initiated by
(e.g. local authorities, government etc)?

Targeted Communities why is the project able to target the most
disadvantaged communities and what are the benefits to the tardete
individuals? Also, how does the project prevent tltammunities with a
high(er) socieeconomic status will profit as well and thus that the gap
regarding health inequity between the two groups will increase? Does this
issue get special attention, or deé not play a role?

Evaluation has the project proven to be effective? Are there any
(published) reports? Are disadvantaged groups indeed targeted and are
their health conditions concerning obesity improving?

Contact Detailswho can be contacted itifther information is requested?

Report Limitations

The majority of the information considered has been taken from English
language sources. When possible, reports were translated into English from
other languages. Nevertheless it was difficult to obtaiformation from non
English speaking countries concerning initiatives being implemented at the local
level, which has seldom been translated. Programmes being implemented at
national or European level were more likely to be available in English.

This rgort does not provide an exhaustive review of innovative approaches
nor is this its aim. The role of this report is to identify examples and to stimulate
debate and, where relevant, encourageractitioners to adopt innovative
approaches.

In addition, aghe information supply largely depended on the response rate of
parties approached, the report is not complete in its description of national
action plans, policies and campaigns being implemented at national level in
European countries. It only includ#isose countries and authorities that were
able to provide new information and that were willing to contribute to this
report.

Finally, it is important to take into account that some descriptions of innovative
approaches in this report are only coveredryebriefly. Therefore if further
reading is requested, please contact the person involved.



1. Obesity and Health Inequalities

The following chapter outlines the prevalence of obesity within and beyond
Europe and gives a detailed overview of the situation within the countries
included in this report. In addition, the concept of health inequalities is
explained: how do they evolvend how can they be counteracted? In the third
paragraph health inequalities are discussed in relation to obesity as well as the
importance and relevance of addressing the obesity problem among lower-socio
economic groups.

1.1 Obesity and Overweight: Theuerent situation & its longterm vision

Obesity is one of the major health challenges worldwide and is rapidly reaching - ~ ._ . = - § -

epidemic proportionss 4. The World Health Organisation (WHO) estimates that 1995-99

in 2005, more tharl billion people worldwide were overweight and more than

300 million were obese. Prevalence is expected to increase further in almost all % Obesity With the limited data available, prevalences are not age standardised

. . - . N 5 % i i - - -

countries, with 1.5 billion people being overweight in 2035 5‘?9.9% and_ data |s_n0t always directly comparable. The illustrations above give
To 1409 an impression of the changes that have taken place over the last 20

The fghest prevalence of obesity and overweight are found in the Americas, 15-19.9% i’eafs' se'fl reportes surveys (2'“St;at9d MdOtsgay underestimate

. . . 20-24.9% rue prevalence. Sources and references afeg™
Europe and Eastern Mediterranean regions. Data published by the WHO and the 0 available fromobesity@iaso.org laso

International Association for the Study of Obesity (IASO) suggest that the number
of obese people in Europeah tripled in the last two decades and has resulted in

a prevalence of 130 million obesand 400 million overweight persons living in
the WHO European Region todagure 2) . This means that oves0% of the
adult population in the EU is currently aweeight or obese, and about 20% of
children are overweight. A third of these are obgsg.

Figure2, first four illustrations: Obesity prefeace (in per cent) in European males
last four illustrations: Obesity prevalence (in per cent) in European females
Source®© International Association for the Study of Obesity (IASO), LanEeh 2009

A report published by Sassi et al] predicts that the increasing obesity rates in Sixtyfive percentof the 2 NX RQa L2 LJdz | GA2y y246F Rl @&

OECD countries will happen at a faster pace in countries where rates sityobe overweight and obesity kills more people than underweight The condibtn is

are historically lower (e.g. Korea, France), and are expected within the next 10 regarded as one of the five leading global risks for mortality in the world, as

years to reach the same proportions of ppbese population in countries that overweight and obesity are responsible for 5% of deaths globally. In addition,

currently rank near the top, such as England. 19% of all global deaths are caused by five different-gikited risks combined
with low levels of physical activityable 1)
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a map that gives insight into the complexity of and interrelationships between
the numerous determinants of the condition. Some of the variables are fairly
straight forward and easy to measure, while others arare difficult to quantify.

Low and :
Risk World middle income High income

Percentage of deaths Examples of key determinants that can influence our environment and promote
: a high energy intake or sedentary behaviour

High blood pressure 128 121 16.8 g 9 i are

High blood glucose 58 56 70 Psychologlcal -anc.j Cultural (e.g. rel-lglon, failmlly influences, beliefs);
Physically activdifestyle (e.g. social environment, access to sport/play

PhySl(a| lna(tIVIty 5.5 5.1 7.7 areas, urban design);

Overweight and obesity 48 4.2 8.4 Nutritional (cost, taste, marketing, availability and access);
Physiological (e.g. energy expenditure, genetic factors, pregnanc

High cholesterol 45 43 5.8 ysiological (e.g ey EXPe 9 ors, Pred ) .
Knowledge (e.g. nutrition labelling, nutriticand physical activity education

Low fruit and vegetable intake 29 29 25 through the life course); and

Al six risks 19.1 181 25.2 Socieeconomic status (e.g. education, income, social isolation, welfare)

Figure 3 shows the prevalence of obesity and overweight in all countries
Table 1, Percentage of deaths attributable to five dietated risks and physical described in this report. These ranges weletermined using the Body Mass
inactivity, and to all six risks combined, grouped by WHO region (200 Index (BMI), a commonly used measure to classify overweight and obesity. It is

(kg/mz). BMI classifications apply only to adults, as weight amsght

measurements of children are constantly changing through normal growth
Obesity is responsible for a large proportion of the total burden of disease, as patterns.
65% of the obesity and overweight in the WHO European Region is associated
with growing rate of chronic diseases such as heart disease, diabetes and
cancers. The condition is thus affecting longevity, and in particular trends in
childhood obesity are widely expected to lead to shorter life expectancy for
2RI @ Q4 OKA T RNBY

The year in brackets following the country name represents the year of data
collection. Please note that the age range and years differ between countries and
that the prevalence figures are not standardised by age. Due to these
dissimilarities and differences in methodology, surveys are therefore not strictly
comparable.

Tacklingtheodzd S& 2F 20SaArié A& | O02YLX SE (F&a1® ¢KS 'Y D2OSNYyYSyiQa C2NB&AIT
Programme, which together with the Horizon Scanning Centre produces visions
of the future of key challenges for society in the UK, published a report on
obesity in 2007,4].This report iderifies over 100 causes of obesity and provides

underestimate trueprevalence; e.g. women tend to undegport their weight
and men ovetreport their height. Biases of up to 30% have been described in the
prevalence levels of obesity by using these self reported heights and weights.

2, Ka,
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Figure3: Bars on the left side shofemale overweight (BM# 25 ¢ 29.99) and obesity (BNH30), Bars on the right side show male overweight (BRB ¢ 29.99) and obesity (BMH30).

Sourcelnternational Association for the Study of Obesity (IASO)



1.2 Health inequalities and the Social Determinants ldéalth societies. Health inequalities are thus also a consequence of the social conditions

_ _ _ that people operate in, known as the social determinants of heg]thA model
Even though there has been an improvement in overall health in Europe over the which describes this in more detail can fmind in a report published by the

past few decades, European countries are faced with substantial disparities in WHO Commission on the Social Determinants of Heah Qonceptual

health within their populations. These health inequalites can be found . o0 for Action on the Social Determinants of Heal007)[,j. Lastly, it
worldwide and can & described ad8ystematic differences in morbidity and is not simply the poorest that experience less than optimal healthretie a

mortality rates between people of higher and lower seetonomic status, as social_gradient of risk across society. There is a systematic correlation between
AYRAOIUSR o0& Sodo f SPSHt 27T SRHanSthé2yzso@aps%l%@‘elhdjl&e%(%ﬁeglthOf Faa 2NJAYyO2YS f SOSt Q

health of those from upper classesimproving at a faster rate, the gap between

high and low soci@conomic communities is growing and has increased the Both Machenback and the WHO pathways model show the complexity of health

urgency of this public health challengé inequalities due to multlayered factors that influence the health of individuals.
Consequently, it illustrates the many difficulties one has to face when aiming to

Figure 4 shows a simplified diagram explaining which factors mediate between improve health egity

low socieeconomic status (SES) and risk didalth.

Material 1.3 Health inequalities in relation to obesity
> factors

A review of studies published by Sobal and Stunkard in L98&ncluded that
obesity in developing countries would essentially be a disease of the higher
sociaeconomic classes. It would be a disea$dhe elite. Nowadays this view
has changed as this positive association between wealth and obesity is only
found among adults and children in lamcome countries. The trend flattens out

in middleincome countries and transforms to a negative associatiorigh
income countries, where the obesity risk is thus higher among lower socio
economic groups (SEGQsg]). In addition,evidence suggests that the difference
between socieeconomic groups is widening, i.e. the gradient is becoming

Socio-economic
status

Figure4: Explanatory diagram of factors mediating between SES and ill health. steeperyz].

SourceJP MackenbacfHealth Inequalities: Europe in Profile (2006 ) ] ] ]
A studyby Robertson, Lobstein and Knai showed that here is a consistent

and profound social gradient in the prevalence of obesity in countries in Western

Health inequalities are not exclusively determined by-iviedical factors or Europe. Some 205% of the obesity found in men, and some-3@% of the
lifestyle choices. Research has shown that health inequalities reflect structural obesity found in women can battributed to differences in socieconomic
inequalities in the distribibn of wealth and resources within and between status.



Severalstudies have found that the fooéaten by people in lower SEGs are
higher in energy and lower in micronutrients compared with higher SEGs. Also,
members of low SEGs eat less fruit vegetables elmittiren drink more soft
drinks than those from higher classgs,g. Physical activity levels amoiaglults

and children, especially girls, from lower SEGs are lower in general ds,well

21-22]-

There are various reasons why a relation betweeniGeconomic status and
obesity is relevantMany variables have been described that seem to have an
effect on obesity prevalence and the processes leading to obesity between and
within different groups in society. Some key examples are:

Income

Income inegality has been associated with numeroush#alth and negative
psychosocial effects. A book published in 2009 by Richard Wilkinson and Kate
Pickett[,5 shows the link between income inequalities and obesity prevalence;
the levels of obesity tend to be lower in countries where income differences are
smaller. The differences between countries are smaller for overweight children
than for obese adults, buthe same pattern is observed internationally for
children. Thus, more children are overweight in more unequal countrigs: 5)
Besides obesity prevalence, other studies have shown that income inequality is
also related to average calorie intake, BMI @arg women, diabetes mortality,

and weight gain at the waist (in American men)-|.

Also, as a result of low income, material disadvantage can affect obesity
prevalence since it influences the ability to purchaséritious food or to live in a
neighbairhood with markets that sell affordable healthy products and offer
facilities to exercise. For example, people with higher incomes can obtain social
and material resources (e.g. gym subscription) that maintain physical activity
even in adverse weather cditions|,,].

In addition to this, material hardship could also increase obesity risk as it is a
a2dz2NDS 2F OKNRYAO auNBaad ¢KAa YAIKG
related behaviours even when informed and motivategs »d.
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Gender

In many countries in the world, particularly in the OECD area, gender seems to
have an effect on obesity prevalence as women in lower secémomic groups
(SEGS) tend to show higher obesity rates compared to men This might be

due todifferent lifestyle choices (e.g. smoking, alcohol abuse) or environmental
pressures (e.g. discrimination in employment; family gegeper; and lower self
esteem associated with a failure to meet societal norms and moggls).

In addition, women belonging to diglvantaged soci@conomic groups are more
likely to give birth tounder and overweight babies (both are risk factors for
later obesity) and are less likely follow recommended breastfeeding and infant
feeding practices (also linked to obesity rigk). Their children will in turn have
fewer chances of moving up the social ladder, perpetuating the link between
obesity and soci@conomic disadvantadey, 1.

Education

Other studies suggest that disparities by education among women (in OECD
countries) have an effect on overweight and obesity rates, as more educated and
higher socieeconomic status women display substantially lower overweight and
obesity rates[;o 3. However, mixed patterns are observed among men. This
finding is supported by the WHO MONICA projegt, which for ten years
monitored ten million men and women living in 21 countries (14 in the European
region). It found that higher educational levels welinked to lower BMIs in
about half of the population groups with respect to men, and in almost all of the
groups with respect to womeny].

Ethnicity

Wardle et al.[3;] showed that, even after controlling for differences in secio
economic conditions, woen in certain ethnic minority groups are substantially
more likely to be obese than other women. However, not all minority groups
display higher rates of overweight and obesity.

Living Environment

Unequal distributions and availability of resources ahrand poor areas that can
promote opportunities for physical activity (e.g., green areas, recreational trails,
YR aARSgltl1av INB tA{1Ste (2 AyTFftdz$SyoS
live in a neighbourhood with safe, pleasant places to exerfeés an effectss zg).

In addition, esearchers have found that there are differences in the density of

food stores within urban settings. Privileged areas often have a higher number of
large food stores, which sell more fresh products and good quabid f
compared to small shopss, 34

Also between different types of living environments, disparities exist. For
example, studies have shown that rural residents are less likely than people in
urban areas to be physically active, and within rural popoites, people with
lower income are less active than people with higher incomed.

Social Support

Studies have reported an association between social support (family and friends,
healthcare providers, community organisations) and healthy behaviasr,
socially isolated people are less likely to eat enough fruit and vegetable or to
meet physical activity guidelines than people with large social networks. As social
support and integration are more prevalent in higher SEGs, this is again
confirming thelink between obesity and socieconomic disadvantage 4o 41]-

In conclusion, around the world obesity and overweight are reaching epidemic
proportions and especially affect disadvantaged communities. Explanations
limited to lifestyle causes such dget and exercise are inadequate as there are
many more complex underlying factors (e.g. genetic, physiological, psychological,
social, economic, educational etc.). Better understanding of the complexity of
causation is therefore needed and interventiotmat address the prevention and
treatment of obesity and overweight at multiple levels across the gradient are of
great importance. By sharing evidence, success factors of strategies can be
identified that can contribute to a reduction of the social gradienobesity.
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2. Projects at European Level

Several projects are implemented at European level aiming to counteract the The chapter is laid out as follows:
obesity pandemic and to improve health equity. This chapter is subdivided into
two sections; (1) Programmes that target (school) ckitdand their families, and
(2) Projects that were set up for the general European population. Furthermore, 2.1.1 Running programmes
iKSasS (g2 aSOGA2ya INBE RAGARSR Ayid2 &aSO@OSNIf =LIcNGFANGEIKA ® Wwdzy YAy 3
IA06Sa ty 20SNBASSE 2F 2y3I2iAy3 LNBgEQhia i 9dNeTELVTEsst 0 wr2ta0e
describes approaches that effectively evaluated or developed policy projects In Form Project
throughout Europe. Finally, a third paragraph consists of examples of research .

. . . o L . L. . 2.1.2 Policy development
studies¢ projects with scientific objectives. The aim of these studies is to gain Schools for Health in Europe (SHE) Network

2.1 (School) Children in Europe

13
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. . HEPS
and their social context.
2.1.3 Research studies

Pro Children Project

Health Behaviour in Scheaged Children (HBSC)

ENERGY Project

2.2 Overall European population

2.2.1 Running Programmes
Most Deprived People (MDP) Scheme

2.2.2 Policy development
HOPE Project
EURGPREVOB
Teenage Project
European Pulst Health &Agriculture Consortium

2.2.3 Research studies
HELENA Study
IMAGE Project

32
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2.1 (School) Children in Europe

2.1.1 Running Programmes

School Fruit Scheme

http://ec.europa.eu/agriculture/markets/fruitveg/sfs/

The School Fruit Scheme is a European Uwioie progranme aiming to
encourage good eating habits in young people. Besides providing Fruit &
Vegetables (F&V) to be consumed, the scheme requires participating Member
Stakes to set up, accompanying measures including educational initiafimesh

as farm visits, gardening sessions, etc.) in order to ensure the effectiveness of the
program by raising the awareness of the target group to the importance of a

healthy diet

The scheme began at the beginning of the 2009/2010 school year and 23
Member States opted to participat@articipation in the scheme is voluntary and

Declat A2y adtGAy3 GKId bxLy tA3KG 27 (KS

school children, which has been highlighted in the recently published
Commission White Paper 'A Strategy for Europe on

Nutrition, Overweight and Obesity related health issues/ ‘_—
the @uncil invited the Commission to come forwar 2
with a proposal for a school fruit scheme (SFS) as s¢ge
as possible based on an Impact assessment (I1A) of
benefits, practicability and administrative cost
involved".

Aim & Objectives The aim is to revees children's
stagnated consumption of F&V, as an effort to tack
child obesity and serious diseases) linked to unhealt|
diet and obesity, by ensuring a policy and fundi
framework for Member State initiatives. Finally, the S
plays an important role igontributing to social cohesion
by ensuring equal opportunities to schoolchildrel
concerning the consumption of F&V

\7,

the EU co finances 50% of the cost, 75% in convergence regions. In total,

9dzNR LISIYy TFdzyRa 62NIK € dn

distribution of fresh and processed F&V to schoplas some relted costs for

YAt EAZY

LIS NdguieSdchdl FréisEhéme LIF & F2NJ G KS  LIzNOKE &S | yR

Source: http://ec.europa.eu/agriculture/markets/fruitveg/sfs/documents/index_en.htr

logistics, monitoring, evaluation and communication. The Community aid cannot

be used to replace existing national financing, but should encourage additional

activities in the existing programmes or create completely new initiatives. Support:¢ KS / 2 YYA &d&aA2y A& LdzidAy3a 2y GKS
Member States have to draw up a national strategy in conjunction with public  provision of fruit and vegetables ischools[,;. Governments would have the
health and education authorities and also involve the industry and interest choice of whether to participate or not. The programmes would bdimanced,
groups, tailored to national preferences. An evaluation report to the European either on a 50/50 basis, or 75/25 in the-salled 'convergence regions', where
Parliament and the Council amopanied, if necessary, by appropriate amending  GDP/capita is lower, as well as outermost regions. Member Statesf ¢hayi

proposals, will be prepared by the Commission in 2012

BackgroundOn 15 June 2007, in the context of the reform of the Common
Market Organisation (CMO) for Fruit and Vegetables, the Council launched a

wish require a compulsory parental contribution. This money could not be used
to replace existing national financing, but would encourage additional activities,
be it linked to existing programmes or creating completely new initiatives. And
Member Sates could of course add extra money if they wanted to. National

13
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