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Executive summary 
 

This report on progress achieved in the WHO European Region and Member States in 

implementing the European food and nutrition action plan 2015–2020 presents selected 

epidemiological data on the nutritional status of populations throughout the Region and on 

implementation of policies recommended in regional and global frameworks to promote 

healthy nutrition and prevent obesity. The data contained in the report are derived from the 

responses of Member States to the WHO Global nutrition policy review questionnaire.  

Implementation of key policies has improved significantly in recent years. Substantial 

progress has been made in areas such as school food, food product reformulation, fiscal 

approaches and surveillance of childhood obesity. Areas in which implementation is lagging 

and which therefore require more attention include front-of-package labelling and 

comprehensive marketing restrictions. Other areas in which work might be reinvigorated or 

extended include support for breastfeeding and good complementary feeding practices. 

The report identifies some differences among countries in the breadth and depth of policies. 

Reformulation is a good example: some countries have taken a minimal approach and others 

a more ambitious one. More ambitious approaches in food and nutrition policy might be 

required in the years to come if we are to achieve the Sustainable Development Goals and 

related targets, agreed upon by governments throughout the European Region. 
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Introduction  
 

The interrelated challenges of an unhealthy diet and obesity have never been as high on the 

European public health agenda as they are today. For good reason: the findings of recent 

work by WHO show that the prevalence of obesity is either rapidly increasing or stabilizing 

at very high levels in almost all European countries, and dietary behaviour remains far from 

optimal (1). Excess intake of saturated fats, trans fats, salt and sugar contribute to diet-related 

noncommunicable diseases (NCDs), while inadequate intake of fruit, vegetables and whole 

grains undermines their beneficial health effects (2). Groups of low socioeconomic status are 

the most severely affected, with significant economic and welfare costs for individuals and 

society as a whole (3). Together, these factors paint a bleak picture that requires ambitious 

action by governments.  

The WHO Regional Office for Europe has advocated for implementation of comprehensive 

policies to promote healthy diets and prevent obesity in the European Region since at least 

2000. The first action plan on food and nutrition policy, adopted in 2000, explicitly called on 

Member States to introduce strategies or action plans on food and nutrition (4). Since then, 

almost all Member States have adopted some form of government-approved policy on 

nutrition or obesity. Nevertheless, understanding of the challenge and the evidence for 

successful policies have increased to such an extent that the guidance must now be updated, 

refined, expanded and extended. The most recent policy endorsed by Member States – the 

European food and nutrition action plan 2015–2020 (5) – included state-of-the-art knowledge 

on the factors that influence dietary behaviour throughout the life-course and policies and 

interventions for a wide range of settings and domains.  

The importance of food environments in influencing people’s food preferences, dietary 

behaviour and health outcomes has been well described in the literature, and a suite of 

policies is now recognized as essential for creating a healthy food environment (6). 

Furthermore, the importance of nutrition throughout the life-course, starting in early life, for 

later development of obesity and NCDs is ever clearer. Tailored policies and interventions 

are therefore needed, targeting each stage of the life-course. The health system plays a role in 

promoting healthy diets and weight management, but service delivery and the scope of 

practice and training for health professionals might have to be transformed, including 

investment in more diversified human resources at primary care level. 

In order to respond to these challenges, Member States should have systems for routine 

surveillance, monitoring and evaluation, so that they can identify their own challenges and 

the effects of activities over time. Similarly, policy mechanisms and new policy-making 

competence are required to facilitate intersectoral action in areas that influence food and diet 

but may lie outside the traditional purview of the health sector. 

The European food and nutrition action plan 2015–2020 outlines a comprehensive set of 

policy actions for Member States, which, if implemented collectively, would help to turn the 

tide on obesity and unhealthy diets. This report provides a snapshot of progress in 

implementation of these policy actions in the Region at the mid-point of implementation of 

the action plan. It is based on the most up-to-date data on epidemiology and policy reported 

to WHO by Member States and on case studies of innovative activities throughout the 

Region. 
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Epidemiological context 

NCDs are the leading causes of death, disease and disability in the WHO European Region. 

In 2015, NCDs, including cardiovascular diseases, cancer, diabetes and chronic respiratory 

disease, caused 89% of deaths in Europe, an increase of 3 percentage points over the 

proportion in 2000 (7). This burden continues to place increasing strain on health systems, 

human and economic development and the well-being of large sectors of the population. 

While most of the countries in the Region are on track to achieve the global target of 

reducing premature mortality from these diseases by 25% by 2025, morbidity from NCDs 

remains worryingly high, especially in vulnerable groups, with associated economic and 

welfare costs (6).  

Persistent challenges in addressing the four common behavioural risk factors – tobacco 

smoking, alcohol consumption, an unhealthy diet and physical inactivity – underlie this trend. 

Population-level measures are required in response. At the same time, men experience higher 

rates of premature mortality than women, particularly in the east of the Region, but women 

spend many of their additional years in poor health. There is thus a growing need for equity- 

and gender-responsive approaches that take into account the impacts of socioeconomic status, 

gender and environmental and cultural determinants on risk-taking behaviour, so that 

responses can be tailored to each group. 

Numerous analyses have demonstrated the increasing importance of dietary risk factors in 

this equation, especially when elements that are usually investigated separately (such as high 

body-mass index (BMI), excess sodium or salt intake and low fruit and vegetable 

consumption) are combined in one estimate. The latest results from the ongoing Global 

Burden of Disease Study (8) show that one in five deaths globally can be attributed to an 

unhealthy diet; the proportion soars when high BMI and other measures of maternal and child 

malnutrition are included. The importance of an unhealthy diet and the risks associated with 

high BMI have increased significantly since previous analyses were performed. 

Unhealthy diets in the European Region are characterized by energy imbalance and excessive 

intake of saturated fats, trans fats, sugar and salt (9–11), largely due to increased 

consumption of highly processed, energy-dense manufactured foods and sugar-sweetened 

beverages (5,12) and inadequate consumption of vegetables, fruits and whole grains (13). 

Over time, foods and beverages high in saturated fats, trans fatty acids, salt and sugar (HFSS 

products) have become more widely available and cheaper and are heavily promoted, 

particularly to children (14). Continuous monitoring of the composition of manufactured 

foods reveals startlingly high levels of nutrients of public health concern and wide variation 

within and across product categories (15). Poor maternal nutrition (especially excess body 

weight before, during and after pregnancy), inadequate breastfeeding and inappropriate 

complementary feeding also play an important but often overlooked role in the development 

of overweight and obesity (16). 

A recent review for WHO of diets in countries in the European Region since 2000 (17) found 

that attainment of the WHO-recommended nutrient intakes was poor throughout the Region. 

For example, the WHO-recommended upper limit on fat of 30% of total energy intake was 

exceeded in all countries, and the recommendation that saturated fats represent only 10% of 

total energy intake was also exceeded in most countries. In all countries that reported on 
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added sugars, intake was over the recommended 5% of total energy intake.
1
 The highest 

intakes are those of children and adolescents, whose intake routinely exceeds the 10% upper 

limit; sugar-sweetened beverages, confectionery, cakes, pastries and breakfast cereals are the 

main sources (18). An increasing number of countries have performed surveys of 24-h 

urinary sodium excretion, which provides the most accurate measure of salt intake. The 

results show that intake exceeds the WHO recommendation of ≤ 5 g/day in all countries. 

Some of the highest measured intakes in our Region are in Central Asia, where an intake of 

17.4 g/day was reported in Kazakhstan and 14.9 g/day in Uzbekistan.
2
 

The prevalence of overweight and obesity in the WHO European Region has thus been 

increasing steadily, to alarming levels (19). WHO estimated that, in 2010, 56.1% of the adult 

population of Europe was overweight, and the prevalence had increased to 58% by 2014 

(Table 1). In general, men were more frequently overweight than women (62.5% versus 

53.7%), and the rate of increase was faster among males, especially in central and eastern 

European Member States. 

  

Table 1. Age-standardized prevalence of overweight in 2010 and 2014, observed changes 

and predicted relative changes up to 2025 in the WHO European Region and in other 

European country groups 

 

2010 2014 

Observed change 

2010–2014 (%) 

Predicted relative 
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WHO European Region 56.1 60.1 52.4 58 62.5 53.7 3.3 4 2.6 13.8 16.2 11.2 

EU-13 56.3 62.8 50.3 57.8 65.2 50.9 2.6 3.8 1.2 11.7 16.1 6.6 

EU-15 57.2 64 50.8 58.9 65.7 52.3 2.8 2.6 3.1 12.3 11.5 13.2 

NIS 52.8 53.3 52.4 55 56.8 53.4 4.1 6.4 1.9 15.9 23.8 9 

SEEHN 53.9 59.3 48.7 55.6 62 49.5 3.2 4.5 1.7 13.7 18.1 8.6 

 
EU-13: the 13 countries that joined the European Union after 2004: Bulgaria, Croatia, Cyprus, Czechia, Estonia, 

Hungary, Latvia, Lithuania, Malta, Poland, Romania, Slovakia and Slovenia 

EU-15: Austria, Belgium, Denmark, Finland, France, Germany, Greece, Ireland, Italy, Luxembourg, the 

Netherlands, Portugal, Spain, Sweden and the United Kingdom 

NIS: Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, Kyrgyzstan, the Republic of Moldova, Russian 

Federation, Tajikistan, Turkmenistan, Ukraine and Uzbekistan 

SEEHN: Albania, Bosnia and Herzegovina, Bulgaria, Croatia, the Former Yugoslav Republic of Macedonia, 

Israel, Montenegro, the Republic of Moldova, Romania and Serbia 

 

 

                                                      
1
  Most countries that reported sugar intake defined “added sugars”, whereas the intake of free sugars recommended by 

WHO should be used. The definitions are similar, and WHO has not recommended intake for added sugars. The WHO 
definition of “free sugars” is broader than that typically used for added sugars, and there is therefore no risk for 
overestimation. 

2
  WHO Regional Office for Europe. Results forthcoming. 
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Projected trends to 2025 (based on trends since 2000) suggest that more than half the adult 

population of all countries in the European Region except Tajikistan will be overweight or 

obese; therefore, the majority of the adult European population will be at increased risks for 

disease and disability. A similar exercise predicted that, by 2025, obesity will increase in 44 

countries. If present trends continue, 33 of the 53 countries are predicted to have a prevalence 

of obesity of ≥ 20% (20). The WHO European Region is thus inlikely to reach the global 

target to halt the rise in adult overweight and obesity, and urgent action is needed if the trends 

are to be changed. 

The trends in childhood and adolescent obesity are particularly worrying, as they have 

implications for health and well-being, not only immediately but also in the future as these 

groups transition to adulthood. It is generally understood that the risks for many NCDs are 

determined by risk factors not only in adult life but in childhood or even earlier, during fetal 

development, and that the risks continue throughout life (21). Promoting good maternal and 

early-life nutrition, preventing childhood obesity and supporting the development of healthy 

dietary preferences from an early age are therefore essential. 

Data from the WHO European Childhood Obesity Surveillance Initiative (COSI) in 2014 

showed that one in three children aged 6–9 years was overweight or obese, and these studies 

and other research showed that the prevalence was highest in southern European countries 

and among groups of low socioeconomic status (22,23). In addition, 15–39% of 11-year-old 

schoolboys and 9–32% of schoolgirls were reported as being overweight or obese in the 

2013–2014 study of health behaviour in school-aged children (HBSC), which includes 42 

countries in the WHO European Region (24). A recent report from WHO (25) indicated that 

the rate of adolescent obesity has stabilized in some countries, but the prevalence has 

increased in over half of those covered by HBSC surveys since 2002. The most marked 

increases have been observed in eastern European countries, where the rates of obesity were 

relatively low in 2002.  

The WHO European Region has witnessed major improvements in infant and young child 

health in recent decades, and the Region includes countries with the lowest rates of infant and 

child mortality in the world (26). The rates of stunting and wasting have fallen dramatically, 

and progress continues rapidly. Although the European Region has the fewest stunted or 

wasted children worldwide (27), the Region is diverse, and, in some countries, these forms of 

undernutrition remain a concern, notably in Central Asia and the Caucasus. The availability 

of data varies, but the prevalence of stunting ranges from 8% in Kazakhstan (28) to 26% in 

Tajikistan (29) and that of wasting from approximately 3% in Kyrgyzstan (30) to 

approximately 10% in Tajikistan. The trend across countries in more recent data, however, is 

towards lower prevalence. At the same time, the prevalence of overweight and obesity is 

increasing. Addressing the double burden of malnutrition – underweight, micronutrient 

deficiency and overweight co-existing within the same families and communities – is 

therefore a priority in some countries (31).  

Inadequate early nutrition is also a concern. Recent data on exclusive breastfeeding from 21 

countries in the Region show that, on average, only 13% of infants are exclusively breastfed 

during the first 6 months of life. The European Region has the lowest prevalence of exclusive 

breastfeeding at 6 months of all six WHO regions (32). The reasons are diverse but include 

continued promotion of breast-milk substitutes and poor implementation of the International 

Code on Marketing of Breast-milk Substitutes; high participation of women in the labour 

market and variable rules for maternity leave among countries; lifestyle choices; and mixed 

feeding practices. There is considerable scope for increasing the rates of exclusive and 

continued breastfeeding, in line with WHO recommendations. Recent research continues to 
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confirm the superior nutritional benefits of breastmilk for optimal growth and shows that 

breastfeeding is intrinsically linked to the best start in life in countries at all income levels 

(16).  

At the same time, evidence suggests that some infants in Europe receive inappropriate 

complementary feeding, with early introduction of solid foods and/or a nutritionally 

imbalanced diet (33). The nutritional composition and promotion of some commercial 

complementary foods has been criticized in studies that showed high levels of sugar and 

sodium (34,35). 

 

Policy mandates and relevance of this status report 

In view of this epidemiological situation, WHO and its Member States have mobilized 

themselves to ensure that nutrition and prevention of obesity receive attention at the highest 

political level and that relevant, evidence-informed policies and interventions are clearly 

defined in guidance and recommendations. Recent work took its lead from the European 

Charter on Counteracting Obesity (36), adopted in 2006; since that time, there have been 

many important developments in European and global nutrition policy.  

In 2011, the United Nations General Assembly adopted a political declaration on the 

prevention and control of NCDs (37), which was a first call for United Nations-wide action 

on the drivers of NCDs, including unhealthy diets. Progress by Member States was reviewed 

in 2014 (38). In 2012, the World Health Assembly approved the Comprehensive 

implementation plan on maternal, infant and young child nutrition (39), with six global 

nutrition targets to be achieved by 2025, including reductions in young child stunting and 

wasting, no increase in overweight, reductions in maternal anaemia and low birth weight and 

increased breastfeeding. In 2013, the Health Assembly approved the Global action plan for 

the prevention and control of noncommunicable diseases 2013–2020 (40), with nine 

voluntary global targets and 25 indicators, including targets on salt reduction and halting the 

rise in adult obesity. These global targets are summarized in Box 1. 

 

Box 1. Global targets relevant for nutrition- and diet-related 

NCDs
 

• a 25% relative reduction in risk for premature mortality from 

cardiovascular diseases, cancer, diabetes and chronic respiratory 

diseases by 2025 

• a 0% increase in the prevalence of diabetes and obesity by 2025 

• a 30% reduction in sodium/salt intake by 2025 

• a 10% reduction in physical inactivity by 2025 

• no increase in childhood overweight by 2025 

• end to all forms of malnutrition by 2030 

Sources: references 37 and 38 

 

In Europe, the WHO ministerial conference on nutrition and NCDs in the context of Health 

2020, hosted by the Austrian Government in 2013, resulted in the Vienna Declaration, which 

called for a new European food and nutrition action plan, which was unanimously adopted by 

Member States in 2014. The goal of the action plan is to reduce significantly the burdens of 

preventable diet-related NCDs, obesity and all other forms of malnutrition through 
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comprehensive, integrated policy action to improve the nutritional quality of diets (4). The 

specific objectives of the action plan were to: 

 create healthy food and drink environments; 

 promote the gains of a healthy diet throughout life, especially for the most vulnerable 

groups; 

 reinforce health systems to promote healthy diets; 

 support surveillance, monitoring, evaluation and research; and 

 strengthen governance, alliances and networks to ensure a health-in-all-policies 

approach. 

Within these objectives, more specific policy options were proposed for the consideration of 

Member States in implementing the action plan. The Regional Office has since prepared 

policy guidance and tools to support Member States in areas as diverse as surveillance of 

childhood obesity (41), food marketing to children (42), elimination of trans fats (43), use of 

price policies to promote healthier diets (44), nutrition and weight management in primary 

care (45) and good maternal nutrition (21). WHO has also published updated guidelines on 

the intake of sodium (salt) (46) and free sugars (47) to support Member States in defining 

their population and individual nutritional goals. 

Resolution EUR/RC64/R7 on the action plan (48) called on the Regional Office to monitor 

and report on policy implementation in Member States. This report describes the current 

status of adoption and implementation of relevant policies in Member States at the mid-point 

of implementation of the action plan, which is a good opportunity to reflect on progress, 

challenges and opportunities.  

This regional agenda is fully aligned with other initiatives, such as the European Union 

Action plan on childhood obesity (49), the Rome Declaration on Nutrition (50) and its 

accompanying framework for action (51), in addition to the United Nations Agenda for 

sustainable development (52) with the 17 Sustainable Development Goals. The data gathered 

from Member States will therefore serve many purposes. 

 

Approach and methods 

A comprehensive on-line questionnaire, with nine sections, was designed by WHO and 

circulated to all the WHO regions. Collaboration between WHO headquarters and the WHO 

Regional Office for Europe ensured that the questionnaire was consistent with the European 

food and nutrition action plan and fulfilled our reporting obligations to Member States, 

including in relation to the European Union Childhood obesity action plan. Parts of the 

questionnaire were reviewed by external experts and partner agencies to ensure that the 

questions asked would capture the relevant information. Efforts were also made to collect 

details of the design and scope of national policies, as research has shown the limits of policy 

monitoring that fails to make necessary distinctions among different approaches (e.g. 

comprehensive versus minimal monitoring). Such details of the design and scope of policies 

are important, because they may affect their effectiveness (6,53).  

Internet versions of the questionnaires, with information from WHO databases already 

entered, were circulated to Member States during the second half of 2016. The questionnaire 

was available in English, French, Russian and Spanish. Most responses were received before 

March 2017. An abbreviated questionnaire was prepared as an off-line PDF form and 

disseminated in January 2017 to obtain information from Member States that had not 

completed the full on-line questionnaire. The abbreviated version contained 42 questions 
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covering the most important areas, without the level of detail requested in the full on-line 

questionnaire. Responses from Member States were received up to September 2017. A total 

of 50 countries responded to the questionnaire, corresponding to 94% of the WHO European 

Region Member States. 

The data reported by Member States were validated to the fullest extent possible against 

documents submitted by Member States and other resources, such as WHO publications, the 

academic literature and the databases of partner agencies and regional monitoring initiatives. 

After careful review, respondents were contacted to obtain any missing information or to 

seek clarification, if necessary; further documentation was requested in certain cases. The 

WHO country offices further verified some nutrition actions implemented in Member States. 

This report focuses on the sections and indicators most relevant to the European food and 

nutrition action plan (Fig. 1). Therefore, not all the indicators for which data were collected 

are reported, although these will be integrated into WHO on-line databases.  

 

Fig. 1. Objectives of the European food and nutrition action plan 2015–2020, with the 

relevant indicators from the global nutrition policy review  
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Not all countries responded to all sections of the questionnaire. This report gives priority to 

those indicators relevant to WHO European policy frameworks and for which the most 

complete information was available. When possible, more detailed information is included, 

but for fewer countries than those that responded to the full questionnaire or for which 

policies, protocols, guidelines and regulations were available to the team. As no answers 

were excluded from the data presentations in the report, the denominators used within the 

same section may differ. 

 

Structure of the report 

The next four sections of this report reflect the four objectives of the European food and 

nutrition action plan. The rationale and evidence for action on each objective are 

recapitulated and compared with existing WHO recommendations and guidance. Summaries 

of country data are provided to illustrate implementation of various policy actions, with case 

studies from countries that have taken innovative approaches. The survey did not specifically 

ask about work by Member States to strengthen governance, alliance and networks for 

nutrition and food policy; however, the case studies address these aspects explicitly. 

 

Objective 1. Creation of healthy food environments  
 

The environments in which we learn, work and play have a significant impact on the 

development of our food preferences, food choices and the overall nutritional quality of our 

diets (54). “Modern” food environments are characterized as promoting high energy intake 

and excess nutrients from widely available, inexpensive, heavily promoted, highly palatable, 

manufactured HFSS products (55). The term “obesogenic environment” was first coined in 

1997; since then, a large body of research has investigated ways in which environmental 

factors (such as the availability, price and promotion of foods) influence dietary behaviour 

and encourage weight gain (56).  

The decisions of manufacturers and retailers about the locations of their outlets, the foods 

they sell, the prices they charge, the promotional strategies they use (including marketing and 

packaging) and the composition of their products all influence purchase and consumption 

(57–59). In addition, the foods available in settings such as nursery schools, schools, 

hospitals and public institutions strongly affect our diets. For example, as children in most 

European countries spend most of their daily life in a school environment, school food 

policies are an important entry point for promoting healthy nutrition (60). At the same time, 

policies that address the supply chain may make it easier or cheaper for manufacturers to 

include certain ingredients (e.g. sugar, hydrogenated fats, saturated fats) and incentivize their 

use in food (61). With increasing globalization of food supply chains that encourage adoption 

of the “western” diet and HFSS products, exposure to unhealthy diets and obesity are 

concerns throughout the European Region (62).  

Governments have therefore been seeking ways to improve their countries’ food environment 

through policy and regulation in areas as diverse as restricting the marketing of food to 

children, using interpretative front-of-package labelling, enacting healthy food policies for 

schools and the public sector, banning the use of trans fatty acids, reducing sodium and 

taxing HFSS products, such as sugar-sweetened beverages. These approaches have been 
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supported by reviews of evidence of the cost-effectiveness and effectiveness of different 

policy options (63–65).  

For its part, WHO has issued more guidance in this area, encouraging governments to enforce 

standards such as the WHO Set of recommendations on the marketing of foods and non-

alcoholic beverages to children (66), to explore the option of introducing fiscal measures to 

influence diets (67) and to extend salt reduction initiatives (68). In the European food and 

nutrition action plan 2015–2020, countries agreed to consider the following as priorities: 

 Adopt strong measures to reduce the overall impact on children of all forms of marketing 

of foods high in energy, saturated fats, trans fats, sugar or salt, including through nutrient 

profiling. 

 Consider economic tools, including supply chain incentives, targeted subsidies and taxes, 

to promote healthy eating, with due consideration to the overall impact on vulnerable 

groups. 

 Promote, through government leadership, product reformulation, improvements to the 

nutritional quality of the food supply, use of easy-to-understand or interpretative, 

consumer-friendly labelling on the fronts of packages and healthy retail environments. 

 Engage in across-government collaboration to facilitate healthier food choices in settings 

such as schools, nursery schools, nurseries, hospitals, public institutions and workplaces, 

including by setting standards. 

The following section provides summaries of the data reported by countries to WHO on 

implementation of policies to promote healthy food environments. 

 

1.1 School food and nutrition 

Schools may be important, protected settings for learning healthy dietary preferences and 

habits. Appropriate action should be taken to ensure the availability of healthier foods and to 

limit the availability of HFSS products. Specific actions to promote healthy diets in school 

settings include free or subsidized fruits and vegetables, food- or nutrient-based standards for 

the foods and meals available in schools, changes to the presentation of food choices at points 

of offer and nutrition education and skills to increase nutrition literacy and capacity (69).  

School food policies can improve knowledge, preferences, attitudes and behaviour towards 

food. Evidence suggests that nutrition education is most effective if it involves learning skills, 

such as cooking or food product literacy, rather than just providing information (70). Well-

designed policies can also contribute to improving the nutritional quality of diets (i.e. 

influence caloric and nutrient intake as well as dietary diversity) by limiting the availability 

of HFSS products and encouraging healthy food choices (71,72). Partial restriction, such as 

the presence of vending machines, has been shown to undermine the effectiveness of these 

policies, however, as children can still access HFSS products (73). The evidence therefore 

suggests that a comprehensive, multifaceted approach will have more positive results (74). 

The WHO Regional Office for Europe has published guidance on the development of school 

food policies, based on key steps to healthy eating (75). Subsequent research by the European 

Commission Joint Research Centre on implementation of school food policies in the 

European Union Member States (76) indicated that most countries have taken some action in 

this area (through either mandatory or voluntary guidelines), although the scope and nature of 

implementation differ by country. The findings are broadly similar to those of this review. 
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The data reported by countries to WHO show that most have adopted measures to promote 

healthy diets in schools (96%), including by setting standards for the foods available (87%) 

(Fig. 2). The responses to the questionnaire, however, did not indicate whether the policies 

were universally implemented and enforced. In many instances, the policies declared are 

mandatory but the scope of the standards varied significantly in terms of the foods to which 

the standards apply (Fig. 3 and Fig. 4), the availability of HFSS products in schools (e.g. 

from vending machines) (Fig. 5) and the promotion of fruit and vegetables (Table 2). For 

example, 60% of countries reported having a school fruit and vegetable scheme; only 23% 

countries reported a ban on vending machines on school premises, and 60% of countries had 

standards for foods and beverages served for lunch in school canteens and cafeterias. 

 

Fig. 2. Components of school health and nutrition policy, programme or standard 

 

 

Fig. 3. Meals or snacks to which standards or rules for foods and beverages available in 

schools apply  
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Fig. 4. Mandatory or voluntary prohibition, limitation and promotion of foods and 

beverages in schools 

 

 

Fig. 5. Nutrients covered under the mandatory or voluntary standards or rules in 

schools 
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Table 2. School fruit and vegetable and milk schemes 

School fruit and vegetable scheme (n=47) 

All children in targeted schools 

eligible to participate 
 

40% 

 

Types of fruit and vegetable products provided 

Fresh fruit and vegetables 
34% 

Dried fruit 13% 

100% fruit juices 13% 

Tinned or otherwise prepared fruit in water 6% 

Tinned or otherwise prepared fruit in syrup 2% 

Frequency of provision of fruit and vegetables 

Daily 
 6% 

Two or three times per week 
 13% 

Once per week 2% 

School milk scheme (n=47) 

All children in the targeted 

schools are eligible to 

participate 

 28% 
  

 

1.2 Nutrition labelling 

The European food and nutrition action plan encourages Member States to increase use of 

consumer-friendly labelling by establishing easy-to-understand or interpretative front-of-

package schemes. Front-of-package labelling can facilitate consumer understanding of the 

nutritional content of many foods, especially complex processed foods, and might also affect 

their diets by encouraging food producers and retailers to reformulate their products or 

develop new ones.  

Although nutrient declarations on the backs of packages are essential, they are sometimes 

difficult to understand, particularly by consumers of low socioeconomic status (77,78). Front-

of-package labels with interpretative information about nutrient content – explained with 

words, symbols and colours – have been found to be easiest for consumers to understand and 

interpret correctly (79–81). Schemes that are less easy to interpret are generally disliked, with 

a preference for schemes that are simple and easy to use but that still provide full information 

(82). There is evidence that people who purchase more foods with endorsement and summary 

logos (e.g. Keyhole, Finnish Heart, Choices, Nutri-Score) have healthier diets (83–85).  

Widespread use and uptake of a front-of-package labelling system can ensure that a critical 

mass of pre-packaged food products bear the label; manufacturers and retailers can be 
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important partners at this stage. Experience across Europe shows that this is feasible. Public 

messages about use of the scheme are also important. Consumers now increasingly request 

front-of-package information, and continued education will reinforce this tendency.  

Much progress is being made in the Region on mandatory nutrition declarations and lists of 

ingredients: 90% of countries reported declarations on pre-packaged food (of which 77% 

require mandatory declarations on all pre-packaged foods), and 98% of countries require lists 

of ingredients. In addition, many countries reported voluntary front-of-package labelling 

(69%), although only 27% had issued specific guidelines, legislation or regulations to guide 

such labelling (Fig. 6). Fig. 7 indicates the nutrients that are to be declared. There was less 

progress in the use of interpretative front-of-package labelling (27%), which is increasingly 

understood to be most important for consumers. Some countries are showing leadership in 

this area, with national schemes for the use of text, symbols, colours and warnings (Fig. 8). 

Best practices in front-of-package labelling in Europe are summarized in Box 2. 

 

Box 2. Progress in implementing front-of-package labelling schemes in Europe 

Denmark, Iceland, Norway and Sweden: Nordic keyhole 

Denmark, Iceland, Norway and Sweden have been working since 2009 to design a joint 

Nordic nutrition label – the “Keyhole”. The logo was first introduced in Sweden in 1989. It 

certifies that a product has met certain requirements for salt, sugar, fat and fibre content in a 

category-based nutrient profile model, which was updated most recently in 2015 (87). Its 

aim is to make it easier for consumers to find and choose healthier foods. In the context of 

the European Union Directive on nutrition and health claims, the European Commission was 

notified about the label through a joint Danish, Norwegian and Swedish ministerial order. 

Each country has evaluated knowledge and awareness of the logo as well as its impact on 

consumer behaviour and industry activities. For example, in Sweden, it was found that the 

criteria for Keyhole labelling are used by many companies as a guideline and for quality 

assurance in product development (88). More recently, Lithuania has also adopted the 

“Keyhole” logo. 

 

Finland: “Better choice” heart symbol and salt warning labels 

Labelling of salt and salt warning labels have been compulsory in Finland since the 1980s. 

The Finnish Government has made it mandatory to label foods in specific food groups as 

“high salt” if the salt content exceeds established criteria (see section 1.3). The criteria have 

been restricted over time and have stimulated industry to reformulate products to avoid 

application of the label (89).  

The Finnish Heart Association introduced a voluntary “Better choice” heart symbol, a 

nutrition claim logo, in 2000 for foods and in 2007 for meals. In 2010, the Ministry of Social 

Affairs and Health introduced criteria for the procurement of meal services. The positive 

logo is administered by the Finnish Heart Association and Diabetes Association but is 

acknowledged by the authorities, including within national nutrition recommendations (90), 

and it is the only symbol regarded as a nutrition claim in Finnish law. The nutrient criteria 

address the main nutritional challenges in Finland, including total fat, saturated and trans 

fats, salt, sugar and fibre, and the main dietary sources of these nutrients as derived from 

data on population diets. Criteria are set for nine food categories, the criteria differing by 

category (91). 
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France: Nutri-score 

The “Nutri-score” system includes a summary indicator presented in ordered colours 

(green–red) and letters (A–E) to define the nutritional quality of a product along a graded 

scale. The letters ensure better visibility of the label, especially for people who have 

difficulty in distinguishing colours. The score is based on computation in a nutrient profiling 

system, derived from that of the United Kingdom Food Standards Agency, which was 

developed to regulate television advertising to children by the United Kingdom Office of 

Communications (92).  

The profile assigns positive points (0–10) for energy content (kJ), total sugar (g), saturated 

fatty acids (g) and sodium (mg) and negative points (0–5) for the content of fruits, 

vegetables, nuts, fibres and proteins. The score is therefore based on a discrete continuous 

scale, from – 15 (healthiest) to + 40 (less healthy). The number of categories was selected to 

ensure high discriminatory power within food groups (93). 

Development of the five-colour front-of-package “Nutri-score” nutrition labelling system 

was followed by validation of the various aspects of the label, such as improvements in 

purchasing intention and the overall nutritional quality of a “shopping basket” (94). In 2017, 

the French Government signed a decree backing voluntary adoption of the scheme. 

 

United Kingdom: traffic lights  

A harmonized “traffic light” labelling system was adopted by the Government in June 2013. 

It was based the best available evidence and successful aspects of existing schemes on the 

market (95). The system is a voluntary, traffic light colour-coded percentage reference 

intake system, with green, amber and red coding. Manufacturers and retailers can include the 

words “low”, “medium” and “high” if they wish. The system is based on 12 years of 

research, including by the United Kingdom Food Standards Agency, starting in 2001, of the 

various schemes used by supermarkets in the country. The main finding was that consumers 

were confused by the use of multiple systems. 

Threshold cut-off points for colours are established separately for foods and drinks, the 

criteria for “green” being aligned with the relevant European Union regulations for nutrition 

and health claims (e.g. low fat = < 3 g/100 g), and criteria for “red” per 100 g are set at 25% 

of the reference intake for the nutrient. These were tested on the United Kingdom food 

supply to ensure their appropriateness. The label is now found on an estimated 60% of 

packaged foods in the country (96).  

 

Measures to regulate or guide nutrition or health claims were reported by 87% of countries; 

however, implementation of the rules was less clear: 68% of countries reported that claims 

must be substantiated with evidence, and a similar percentage (66%) reported that specific 

eligibility criteria applied, although the latter figure may not accurately reflect the situation. 

For example, legislation in 28 European Union countries requires a nutrient profile model for 

identifying foods, for which claims would not be permitted (86). The European Commission 

has not yet established a nutrient profile model.  
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Fig. 6. Type of nutrition labelling on pre-packaged foods and beverages 

 

 

Fig. 7. Mandatory nutrients provided in nutrient declarations 
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Fig. 8. Countries that have consumer-friendly labelling, with symbols, colours or words 

 

 

1.3 Measures to promote reformulation of foods and beverages 

Reformulation of foods, whereby the composition of manufactured foods is modified so as to 

improve the overall nutritional quality of diets, is considered one of the key mechanisms for 

achieving the goals of population nutrient intake in current food environments (97). Healthier 

food choices can be provided by reformulating manufactured foods to remove certain 

harmful ingredients (e.g. partially hydrogenated fats, industrial trans fats) or reducing the 

quantities of nutrients of public health concern (e.g. free sugars, saturated fat, salt). The 

challenge for manufacturers is to maintain, to the best of their ability, characteristics such as 

flavour, texture and shelf-life (97). WHO recommends salt reduction as one of the most cost-

effective, feasible means for preventing NCDs (98,99). In industrial countries, about 75–80% 

of dietary salt is obtained from manufactured food (100,101).  

The reports from countries showed that it is possible to reduce the salt intake of a population 

by reformulation while maintaining consumer acceptance. Evaluation of the United 

Kingdom’s salt reduction strategy demonstrated its feasibility, with a 15% reduction in salt 

intake between 2003 and 2011 (102). Average salt intake also fell in Finland, by 25–30% 

between 1979 and 2007, as a result of systematic action on salt, including labelling 

regulations that help consumers to identify products with a reduced salt content (103). 
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Major improvements have also been made in the elimination of trans fatty acids in 

margarine, pastries, cakes and biscuits in Europe
3
 through both legislative and voluntary 

measures (see section 1.4). Manufacturers have used new liquid fats in cooking and baking to 

replace saturated fats with (poly)unsaturated fatty acids (97).  

Given the success of reformulation to reduce salt, it has been proposed that free sugars could 

be reduced by a similar “systematic, unobtrusive and gradual reformulation programme for 

manufacturers” to achieve the WHO recommendations (104). Recently, the United Kingdom 

Government challenged every sector of the food industry (retailers, manufacturers and the 

out-of-home sector) to reduce the overall sugar content of the food products that contribute 

the most sugar by 20% by 2020, including an initial 5% reduction in the first year of the 

programme (see Box 3) (105).  

 

Box 3. Paths to improving food products 

Notable differences in the approaches to product reformulation are seen in countries in the 

Region. Some countries use mandatory approaches, setting legal limits on specific nutrients, 

while others choose voluntary reformulation initiatives through industry engagement.  

The mandatory approaches include establishing a maximum limit for the sodium content of 

foods, taxing certain products differentially, mandatory front-of-package labelling schemes 

and warning labels and standards for publicly procured foods. Some governments have set 

targets for certain categories of food product (e.g. reductions in the nutrient contents of 

specific food categories), while others have set overall population intake targets to be 

achieved through reformulation (e.g. a reduction in intake of a nutrient by a given date). 

 

Legislative limits 

Eleven countries reported mandatory measures to reduce the content of at least one nutrient 

in food and beverages. This is most common for salt in bread, where countries set maximum 

limits. These limits date back to at least the 1970s in some countries (107). A recent example 

is legislation in The Netherlands that applies to salt in bread, for which the criteria were 

tightened in 2013. The maximum allowed salt content of bread has decreased gradually over 

the past decade, from 2.5% per 100 g of dry matter in 2009 to 2.1% in 2011 and 1.9% in 

2012. The maximum level was last amended on 1 January 2013, to 1.8% per 100 g dry 

matter. For an average dry matter content of 64%, the limit is approximately 1.15 g/100 g of 

bread (109). Many bread producers supported the move in order to eliminate unfair 

competition and to ensure that consumer tastes were adapted to universally reduced salt.  

Consistent with the results of monitoring of salt reduction initiatives, other countries report 

that mandatory school food policies in which standards are set for the nutritional composition 

of foods are the main vehicle for reformulation (110,111). 

 

Comprehensive reformulation targets  

Targets for 14 food categories were set in the United Kingdom for the entire food and drink 

industry with the aim of achieving a 20% reduction in the sugar content of the products that 

contribute most to children’s sugar intake by 2020. The guidelines recognize that different 

                                                      
3
  Rippin H et al. An exploration of socio-economic and food characteristics of high trans fatty acid consumers in the Dutch 

and UK national surveys after voluntary product reformulation (forthcoming). 
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approaches will be more effective for different categories of products. For example, the 

baseline sales-weighted average content of total sugar in breakfast cereals was 15.3 g/100 g; 

the 20% reduction goal for 2020 is 12.3 g/100 g. In the case of confectionery, it was 

recognized that reductions in portion size would potentially be more effective; and, in the 

case of sugary drinks, a two-tiered tax was introduced to reduce the sugar content (112).  

In The Netherlands, sector-wide agreements have been reached covering the period 2014–

2020 to make it easier for consumers to consume less salt, saturated fat and energy. The 

agreements were reached in a public–private partnership between the Central Bureau for the 

Food Trade, the Dutch Federation for the Food Industry, the Royal Dutch Hotel and Catering 

Association, the Dutch Catering Association and Government authorities. To achieve the 

objectives by 2020, manufacturers are encouraged, when possible, to reduce the energy 

density of products by reducing sugar and/or (saturated) fat and/or portion sizes. In relation to 

sugar, specific agreements have been reached for baby foods, dairy products and soft drinks, 

with category-based benchmarks established. In the case of soft drinks, a reduction in energy 

intake is adopted as the target (113). 

In Norway, the Health Minister established a food industry group to enforce the industry’s 

responsibilities to improve public health. In late 2016, the members of this group signed a 

letter of intent to improve the Norwegian diet (114), in which the industry set specific 

population intake goals to be achieved by 2021:  

• Reduce salt intake from 10 g/day to 8 g/day. 

• Reduce added sugar intake by 12.5%, corresponding to about 11% of energy from 

added sugars.  

• Reduce intake of saturated fat from 14% to 13% of energy (to be achieved by 2018). 

• Increase the intake of healthy foods such as fruit, vegetables, whole-grain products 

and seafood by 20%. 

The signatories are free to choose the approach they wish to use to contribute to the common 

goal. Possible approaches include:  

• reformulating existing products, creating new healthy products or shifting advertising 

to healthier products; and 

• helping consumers to make healthier choices, such as through placement, portion 

sizes, pricing, packaging, labelling and advertising. 

A specific goal has been set for sweetened beverages; in other areas, discussions are under 

way. The priorities for reducing sugar consumption are the commonest sources of added 

sugar, based on food consumption: 

• breakfast cereals, 

• bakery goods (including cakes and biscuits), 

• fruit and berry products (including jams and drinks), 

• dairy products (including milk, yoghurts and ice cream), 

• sugar and confectionery (including chocolate, sweets and sweet spreads) and 

• sugary beverages. 

Annual evaluations are planned, and the signatories are invited to demonstrate their 

contribution in the preceding year publicly. 

 

Warning labels for salt, saturated fat and sodium 

Finland has made it compulsory for “salt warning labels” to be displayed on processed foods 

that have been identified as significant contributors to salt intake in the Finnish diet. The 
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labelling strategy has three components: the percentage of salt must be displayed on 

packages; foods with a salt content above the maximum level must display a high-salt content 

warning label; and foods with a salt content below a specified level are permitted to display 

the “Better choice” heart symbol. The thresholds, most recently updated in 2016, are as 

follows (115): 

 Food product Threshold for “high salt”  Upper limit for “Better choice” 

  (>) (%) heart symbol (<) (%) 

 

Cheese 1.4 1.2 

Sausages 2.0 1.5 

Other “cold cut”  

meat products 2.2 2.0 

Fish products 2.0 1.0% (marinated), 1.3% (smoked), 

  1.1% (tinned) 

Bread 1.1 0.7 

Crisp breads 1.4 1.2 

Breakfast cereals 1.4 1.0 

Salted snacks 1.4  

Ready-to-eat meals  

and sauces 1.2 0.75% (but different criteria apply 

  for e.g. soups, porridges) 

Israel has also taken steps to introduce warning symbols (or negative front-of-package 

labelling) on food packages, with easily identifiable icons. The policy establishes thresholds 

for sugar, saturated fat, sodium and calories and is modelled on the successfully introduced 

system in Chile (116). If the thresholds are exceeded, the food package must bear a warning 

symbol and the wording “contains a high amount of (e.g.) sodium”. Some food packaging 

may bear up to three such warning symbols. It is planned that the thresholds will become 

progressively stricter over time. The three proposed icons are shown below:  

  

Translations (left to right): high amount of sugar; high amount of sodium; high amount of 

saturated fat 

 

Criteria for warning labels on solid foods, by nutrient: 

Nutrient (per 100 g) 2018 (stage 1) > 18 months (stage 2) > 36 months (stage 3) 

Sodium (mg) 800 500 400 

Sugar (g) 22.5 15 10 

Saturated fat (g) 6 5 4 

 

“Positive” front-of-package labelling of packaged foods is also planned in Israel, with easily 

identifiable icons to indicate which foods are recommended as healthiest. Category-specific 
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criteria similar to those in widespread use in systems such as the “Keyhole” will be used but 

adapted to the Israeli context. The backs of packages will state the number of teaspoons of 

sugar per 100 g, and figures for sugar, salt and saturated fat will be highlighted in bold. The 

relevant legislation will be introduced by the end of 2017, with implementation scheduled for 

mid-2018.   

A priority in a successful reformulation plan is use of category-specific targets. Setting clear, 

progressively lower targets for levels in foods is a straightforward goal for the food industry 

to achieve within a specified time. The targets should be reasonable (based on evidence of 

consumer acceptability and feasibility) but should be significant enough to reduce population 

intake (106). Regardless of the nutrient, initiatives for food reformulation should preferably 

focus on the basic foods commonly eaten by all socioeconomic groups of the population that 

make a significant contribution to intake of the nutrient. For example, in most European 

countries, a few staple food items are responsible for the highest intake of salt, i.e. bread, 

cereals and bakery products, although other food groups, such as processed meats, dairy 

products, sauces and convenience meals, also contribute. 

Most countries in the Region (76%) reported activities to encourage reformulation of food 

products; however, fewer countries reported specific activities, and many concentrated on salt 

(57%) rather than on other relevant nutrients such as saturated fat (28%) and sugar (37%) 

(Fig. 9). The extent of reformulation varied among countries, with far fewer reporting 

specific targets (11% of countries for saturated fatty acids; 17% for sugars; 30% for salt) or 

comprehensive reformulation for various product categories (Fig. 10). In some countries, 

critical elements of an effective reduction strategy were missing, such as data on food 

composition. 

 

Fig. 9. Mandatory or voluntary reformulation measures to reduce the content of specific 

nutrients in foods and beverages  
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Fig. 10. Specific reformulation targets to reduce the content of specific nutrients in 

foods and beverages 

 

 

The findings of this WHO policy survey are broadly similar to those of previous research, 

showing that most European countries have introduced some measures for salt reduction and 

encourage reformulation to reduce the salt content (107). Box 3 shows the various strategies 

used to improve food products. Most countries do so by engaging the industry in reducing the 

salt content of products; bread is the food mainly targeted for reformulation (37%), followed 

by processed meat (28%) and ready-made foods (24%). Fewer countries have taken steps to 

establish category-specific targets for a wider range of food products, and far fewer have 

initiated work on sugar or saturated fat at this stage. Reformulation is least prevalent in 

eastern European and Central Asian countries. This is potentially a concern, because recent 

WHO data for six countries in those areas of our Region indicate extremely high levels of salt 

and trans fat in commonly available foods (108). 

 

Compatibility of salt reduction with salt iodization 

The best way of preventing vitamin and mineral deficiency is to ensure consumption of a 

balanced, diversified diet that is adequate in all micronutrients. This is not being achieved in 

all countries. Actions to further improve vitamin and mineral intake beyond a balanced diet 

generally include micronutrient supplementation and fortification of foods with 

micronutrients.  

Iodine is the most common micronutrient added to foods in Europe, with salt as the primary 

vehicle, but iodization is not always mandatory. Food-grade salt was reported to be fortified 

in 74% of countries; however, in the case of fortification with iodine, it was mandatory in 

table salt in only 23% of countries. WHO recommends fortification of food-grade salt with 

iodine, where indicated, as a safe, effective strategy for the prevention and control of iodine 

deficiency (117). The WHO guideline on sodium intake for adults and children notes that salt 

reduction and salt iodization are compatible (35). One means of ensuring that salt reduction 

does not adversely affect iodine levels is to increase the concentration of iodine added to salt, 

so that iodine intake remains the same even if the salt intake decreases (55). 
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1.4 Elimination of trans fatty acids 

Trans fats are a type of unsaturated fatty acid; they may occur naturally or be produced 

industrially. During partial hydrogenation, the primary reaction used in the industrial 

production of trans fats, oil is hardened, which improves its commercial appeal by enhancing 

its sensory profile and texture and increasing its shelf life and tolerance to repeated heating 

(118). The majority of trans fat in the diet is of industrial origin. 

Guidance for minimizing trans fat intake is based predominantly on evidence that their 

consumption significantly increases the risk for coronary heart disease (119), more than any 

other dietary source of energy. An increase of 2% in total energy derived from trans fat is 

associated with an increase in the risk for death from coronary heart disease or myocardial 

infarction of 23% (120,121). In addition, there is evidence that trans fat intake is associated 

with the development of other cardiovascular diseases, central adiposity, diabetes, Alzheimer 

disease, breast cancer, impaired fertility, endometriosis and cholelithiasis (121). 

On the basis of this evidence, Denmark was the first country in the world to impose a 

national limit on the content of industrial trans fat in all oils and fats intended for human 

consumption, in 2003. It set an upper limit for industrial trans fats of 2 g/100 g of fat (2% 

total fat). After a 6-month transition period, when the limit in some foods was slightly less 

strict, the 2% trans fat limit was applied to all foods. Studies on the efficacy of this 

legislation show that industrial trans fats are now “virtually eliminated” from Danish food 

(122,123), and the decrease in the rate of mortality from coronary heart disease during the 

period 1980–2009 (70%) was the largest in the European Union. As the decrease was 

particularly large between 2000 and 2009 as compared with the rates in other European 

Union countries, it was concluded that the policy had reduced mortality (124). 

Excellent progress has since been made throughout Europe in introducing measures to 

eliminate industrial trans fats from the food supply (Fig. 11). The Danish legislation provided 

a model for a further six countries in the Region, and a technical regulation of the Eurasian 

Economic Union on fats and oils in food products now commits its five member countries to 

limit the availability and use of trans fats in food products by 2018 (125). A total of nine 

countries reported that they had mandatory measures in place to ban or limit the use of trans 

fats, and a further five – countries of the Eurasian Economic Union – will be included from 

2018.  
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Fig. 11. Countries with a current (red) or soon-to-be implemented (yellow) legislative 

ban on trans fats in food products 

 

Voluntary agreements by food companies to remove trans fats from their product ranges have 

also undoubtedly contributed to a reduction in their use in many European countries, but 

legislative limits may still be required to fully eliminate them. Leading food companies 

themselves have called for a legislative ban in the European Union (126).  

Despite progress in many countries, recent research at the WHO Regional Office for Europe 

indicates a worrying situation in eastern Europe and Central Asia (Box 4). 

Box 4. Two sides of the story in Europe 

Since Denmark introduced legislation to remove trans fats from food products, many other 

European countries have adopted similar legislation, setting mandatory limits on the use of 

industrial trans fats, including Austria, Hungary, Iceland, Latvia, Norway and Switzerland. 

More countries, such as Lithuania and Spain, have initiated legislative proposals or apply 

slightly different legislative measures. At the same time, companies have been removing 

trans fats from their product ranges voluntarily.  

 

Progressive improvement 

The Netherlands and the United Kingdom have largely pursued voluntary industrial trans fat 

reduction (127,128). Voluntary approaches may, however, have significant limitations, as 

they may not be applied by the entire food supply chain (i.e. small and medium-sized 

enterprises may continue to use trans fats), and reformulation may be uneven for product 

categories (43). The main concern is that some population subgroups would continue to 



 

24 
 

consume high amounts of trans fats even if the average population intake is at or below 

recommended levels (129). This could occur due to less reformulation of products that are 

consumed predominantly by low socioeconomic groups or less reformulation of “entry-level” 

or “basic” food products. These countries, with good dietary intake and food composition 

data, provide sound case studies for identifying the potential advantages and drawbacks of 

voluntary approaches (130). 

The latest Dutch National Food Consumption Survey (131) and the United Kingdom 

National Diet and Nutrition Survey (132) both reported that, on average, adults in the two 

countries met the WHO and national limits of < 1% total energy intake (133). This may be 

attributed in large part to successful voluntary reduction programmes; however, these 

averages do not indicate whether there is higher intake among certain groups such as those 

with low incomes (134). Further analyses, by the University of Leeds and the Dutch National 

Institute for Health and the Environment,
4
 indicate that, in The Netherlands there are some 

differences by socioeconomic status and sex, but further investigation may be needed to 

understand why; no significant trend in socioeconomic characteristics was found for high and 

lower consumers of trans fatty acids in the United Kingdom. It is possible, however, that the 

intakes in the two countries were underestimated because of the nature of food composition 

databases and inequalities in consumption of trans fatty acids by certain vulnerable groups. 

 

Continuing concern 

Although there are clear downward trends in the availability and intake of trans fats in the 

western European diet, concern remains in the east of the Region because of a general lack of 

policy. As there were few published investigations into the composition of foods in these 

countries, the WHO Regional Office for Europe is collaborating with the University of Porto 

to conduct a study (FEEDCities) of commonly available manufactured and homemade foods 

available on food markets in Central and eastern Europe (108). Studies have been conducted 

in six countries to determine the nutritional composition of foods, with specific attention to 

trans fats and sodium. The results for the first two countries in which the project has been 

implemented, Kyrgyzstan and Tajikistan, showed that the mean trans fat content per serving 

in the most frequently available foods was highest in industrial wafers (3.8 g), traditional 

dumplings (2.9 g) and cakes and pastries (1.6 g), corresponding to 170%, 129% and 83% of 

the recommended maximum daily intake (65). Clearly, policies to limit the use of industrial 

trans fat in food production in these countries are needed. 

 

1.5 Marketing to children 

There is unequivocal evidence that marketing of HFSS products affects children’s food 

preferences, dietary behaviour and intake and influences childhood obesity (59). Marketing 

of these foods to children is highly prevalent, with active use of persuasive techniques likely 

to appeal to children in multiple media, including broadcast television and on-line social 

media. The foods most commonly advertised to children reported in international studies are 

“non-core” foods, which should not form the major part of a healthy diet, including fast-food 

meals, chocolate and confectionery, sugary drinks and breakfast cereals, as well as high-fat, 

high-sugar or high-salt spreads and sauces (135).  

                                                      
4
  Rippin H et al. An exploration of socio-economic and food characteristics of high trans fatty acid consumers in the Dutch 

and UK national surveys after voluntary product reformulation (forthcoming). 
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WHO therefore recommends, as stated most recently by the WHO Commission on Ending 

Childhood Obesity (55), to reduce children’s exposure to all such marketing, to introduce 

restrictions on marketing of HFSS products to children in all media, including digital, and to 

close any regulatory loopholes (66). 

Much policy to date has addressed the issue of television food advertising, yet, in the digital 

age, food and beverage marketing has undergone a shift (136). Targeted or personalized 

digital marketing, with its capacity to identify the children who are most vulnerable to 

marketing at their most vulnerable moments, makes it potentially a far more powerful 

influence on children’s preferences and dietary behaviour. Evidence on digital platforms and 

marketers indicates that digital marketing amplifies the effects of other media. Restrictions 

must therefore cover all media, including digital, to minimize the likelihood that restriction in 

one medium simply shifts marketing to other, less regulated media (42).  

Previous policy monitoring by the WHO Regional Office for Europe showed that some 

countries in the Region have explicit regulatory policies for marketing of HFSS products to 

children, but many limit their scope to broadcast advertising (137). Others were found to rely 

on general marketing and advertising regulations, which do not specifically address the 

promotion of HFSS products to children, or on self-regulatory codes of conduct, which are 

often designed and implemented by the food and advertising industries themselves.  

Evaluations of self-regulatory schemes indicate good compliance with agreed criteria, and it 

could be argued that “some action is better than none” (138). Nevertheless, independent 

assessments consistently show that self-regulatory or voluntary schemes are typically narrow 

in scope, with weak criteria and limited government oversight (139–141). For example, use 

of narrow definitions of “child-directed advertising” in self-regulatory approaches, typically 

based on audience indexing, has been criticized (142). Furthermore, focusing on the 

purported target audience of marketing material means that more qualitative targeting (e.g. 

use of licensed and brand characters, child-directed messages and themes) is overlooked, 

despite evidence that children engage with and are affected by such components, even when 

they appear in adult-targeted promotions (143). Comparisons of nutrient profiling approaches 

– which are increasingly recognized as an essential component of marketing restrictions – 

show wide variation. A comparison of the WHO European Regional Office nutrient profile 

model with the European Union Pledge model showed that, overall, the WHO model is 

stricter, in that it would permit fewer products to be advertised to children (144). 

Countries in the WHO European Region therefore have two challenges. First, they should 

ensure that the criteria of policies are robust and strict enough to achieve the desired objective 

of reducing the total amount and power of marketing for HFSS products to which children 

are exposed. Secondly, the “offline” protection that applies to broadcast media should 

logically be extended to cover digital media (including social media). Adequate routine 

monitoring of compliance with policies will also be required (145). 

The latest data reveal that many countries in the WHO European Region have taken steps to 

limit marketing of HFSS products to children (Fig. 12, Box 5), but too many countries (44%) 

still report no action. The overwhelming preference is for self-regulatory measures, and there 

is a continuing focus on television rather than other media, such as digital social media 

platforms, apps or advergames (Fig. 13). Countries have become more aware of and use 

nutrient profiling and monitoring tools in policy planning, and several have conducted studies 

on the nature and extent of marketing; however, the use of nutrient profile models in 

government policies remains limited (13%) and formal monitoring of marketing to children is 

not widespread (11%). 
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Fig. 12. Mandatory or voluntary measures to regulate or guide marketing of food and 

non-alcoholic beverages to children in specific communication channels, settings and 

contexts 
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Fig. 13. Clear definitions in the measures to regulate marketing of food and non-

alcoholic beverages to children 

 
 

 

Box 5. Progress in restricting food marketing to children in Europe  

Policies to restrict marketing of HFSS products to children were reported by the majority of 

European countries (56%), although a significant minority reported no action. As in previous 

monitoring studies, most countries reported voluntary measures. Furthermore, countries 

found it difficult to report specific details of the policy. For example, only 44% of countries 

specified that the measures applied to television, while 29% specified measures that applied 

to the Internet. 

The most common objectives of the policies are to reduce children’s exposure to marketing 

of HFSS products and to prevent misleading marketing messages. Countries were divided in 

terms of the definitions adopted with regard to age, marketing techniques and the foods 

covered. The most common approach to defining “marketing to children” was to identify 

specific programmes, films or other communication channels, including digital, that are 

directed at or of particular appeal to children. Only six countries reported using a nutrient 

profile model to define the foods and beverages to which the restrictions apply. Despite this 

mixed picture from across the Region, there have been some notable developments in recent 

years.  

In 2015, the WHO Regional Office for Europe published its nutrient profile model (146), 

which was developed with countries participating in the WHO Europe Action Network on 

Reducing Marketing Pressure to Children. The model has since been used by countries to 

evaluate policy options and to introduce tighter criteria in national policies and voluntary 

schemes. Slovenia was the first country in the WHO European Region to integrate the model 

into national regulations, as part of its revised Media Law, which directs the Ministry of 

Health to provide nutrition guidelines to support implementation of a national code of 

conduct. The Ministry thus adapted the WHO model to the Slovenian context, with minor 

adjustments to thresholds in some categories.  
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In Portugal, amendments to the Advertising Code adopted by Parliament prohibit 

“advertising of foods and beverages with a high content of sugar, fat or sodium on television 

and radio within 30 minutes before and after children's programmes and television 

programmes which have a minimum of 20% audience under 12 years of age, as well as the 

insertion of advertising in their interruptions.” Although the new rules have been adopted, 

they not yet been enforced. 

Other countries are monitoring the situation and preparing accountability frameworks for 

self-regulatory schemes. In 2012, Norway proposed a comprehensive regulation based on the 

WHO set of recommendations (66). There was significant public debate on the proposal, with 

support from consumer and public health nongovernmental organizations but major 

opposition from the food and advertising industries. The regulation was temporarily 

suspended, and a trial self-regulatory scheme was introduced for 2 years. The Norwegian 

Food and Drink Industry Professional Practices Committee was established to oversee the 

scheme, which was largely in line with the legislative proposal, although the age threshold 

was lowered to 13 years. Marketing was defined as “all sales promoting activities targeted 

specifically at children”, except normal displays in shops, the product itself and its packaging 

and sponsoring with only the name and logo. The first evaluation was conducted in 2016, 

with an independent systematic survey of advertising of HFSS products to children on 

television and the Internet based on a forthcoming Nordic marketing evaluation model. Few 

television advertisements for HFSS products were found to be associated with typical 

children’s programming. The identified advertisements were judged to have relative little 

appeal for younger children, with respect to both form and content. On social media, 

however, the form and content of the advertising were clearly designed for a younger 

audience with respect to e.g. language, activities portrayed and contests. 

Other countries have been attempting to introduce rules that cover digital marketing. The 

United Kingdom Committee of Advertising Practice has introduced new rules banning the 

advertising of HFSS products in traditional and online children’s media, from magazines and 

cinema billboards near schools, social media, apps and “advergames” (147). This 

complements and is harmonized with previous rules on children’s broadcast media; the new 

rules will apply the same Department of Health nutrient profiling model to differentiate 

HFSS products and the same age threshold (< 16 years). According to the new rules: 

 Advertising that directly or indirectly promotes an HFSS product cannot appear in 

children’s media. This includes new, stricter rules regarding brand marketing when there 

is a reasonable likelihood that an HFSS product is being promoted. 

 Advertising of HFSS products cannot appear in other media for which children make up 

over 25% of the audience.  

 Advertising of HFSS products will not be allowed to include promotions, licensed 

characters or celebrities popular with children, although advertisers may now use those 

techniques to better promote healthier options. 

When audience data are not available, the Advertising Standards Authority relies on other 

factors to assess whether media are directed to children, such as media content, including 

themes and imagery, and the context in which it appears. It may be difficult to monitor and 

enforce this rule, given that there is no common industry-wide standard or routine, publically 

available data on audience share. When the content appeals to children but the context is not 

targeted at children, it is not immediately clear which will take precedence. Packaging, in-

shop marketing, sponsorship and educational materials are not covered by the rules.  
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1.6 Fiscal policies 

Given that price has a well-established role in influencing food choice, interest in taxes and 

subsidies to improve diets and prevent NCDs remains high. There is increasingly clear, 

consistent evidence that taxes and subsidies influence purchasing behaviour (54). The 

collective evidence shows reasonably well that both individual consumers and population 

groups respond to price changes as predicted and that targeted taxes and subsidies can 

influence the decisions that consumers make and incentivize healthy eating (148–151). Such 

changes can contribute to a healthier diet and better weight outcomes (152) and will 

ultimately contribute to the prevention of NCDs and savings in health care costs (54). The 

size and nature of the effect vary significantly, however, depending on the size and target of 

the price change (153).  

The most common proposal studied is taxation of sugar-sweetened beverages, as these 

products are easy to define as energy-dense and nutrient-poor and for which there are similar, 

healthier substitutes. An analysis of 11 systematic reviews on the effectiveness of fiscal 

policy interventions for improving diets
5
 shows that the evidence is strongest and most 

consistent for taxes in the range of 20–50% decreasing consumption of sugar-sweetened 

beverages and for subsidies in the range of 10–30% increasing consumption of fruit and 

vegetables. While the evidence for a net effect of fruit and vegetable subsidies on caloric 

intake and weight outcomes is mixed, diet quality improves overall, thus leading to 

improvements in health outcomes. 

On the basis of the evidence described above and WHO guidance, a growing number of 

countries in the Region have introduced health-related taxes on specific foods or nutrients 

with the objective of influencing what people buy and eat (Fig. 14 and Box 6). A recent trend 

in the European Region is to establish two-tiered taxes, whereby products in the same 

category (e.g. soft drinks) are taxed differentially according to their nutritional composition. 

Estonia, France, Ireland, Portugal and the United Kingdom have all announced or introduced 

such taxes. Provision of subsidies remains an underused measure, as no countries reported 

having such measures in place. Although school fruit and vegetable schemes (e.g. EU School 

Fruit and Vegetables Scheme) are sometimes considered a form of “in-kind” subsidy. 

There is a continuing lack of robust data from monitoring and evaluation. Countries that have 

recently introduced taxes should establish evaluation frameworks to determine their impact 

on food choice and shifts in consumption and to fully characterize the substitutions. 

Nevertheless, the available evidence does appear to be consistent with economic theory and  

other evidence (31).  

 

  

                                                      
5
  Fiscal policy options with potential for improving diets for the prevention of noncommunicable diseases (NCDs). Geneva: 

World Health Organization (draft). 
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Fig. 14. Countries with health-related fiscal measures applied to food or drinks 

 

 

Box 6. Rapid advances in application of health-related taxes across Europe 

Before adoption of the European food and nutrition action plan, a small group of countries 

had already used price policies to promote healthy diets. A report from the WHO Regional 

Office for Europe (154) included case studies from Finland, France and Hungary, which had 

applied taxes. Denmark formerly had a tax on saturated fat, which the Government decided to 

discontinue. Ten countries now report fiscal policies to reduce the consumption of HFSS 

products. The most common food product subject to taxation is sugar-sweetened soft drinks, 

followed by non-sugar-sweetened beverages. 

The “public health product tax” in Hungary remains the most comprehensive in Europe in 

terms of the number of food product categories covered. The categories of goods affected by 

the tax are sugar-sweetened beverages, energy drinks, confectionery, salted snacks, 

condiments, flavoured alcohol and fruit jams. The impact of the tax has been evaluated twice. 

In the most recent evaluation, most consumers (59–73%) were found to have reduced their 

consumption of the targeted products, and more than two thirds chose healthier alternatives, 

most frequently mineral water, fresh fruit and vegetables and herbs and spices. The 

evaluation showed that the groups at greatest risk, namely adults who are overweight or 

obese, were approximately twice as likely to change their consumption than adults of normal 

weight (154). 

A recent trend is a two-tiered tax, whereby products with a higher content of the target 

nutrient are taxed at a higher rate. In the United Kingdom, a new levy applies to the 

producers and importers of soft drinks containing sugar, with a lower rate applied to drinks 
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with a total sugar content ≥ 5 g/100 mL and a higher rate for drinks with a sugar content of ≥ 

8/100 mL (112). The objectives of two-tiered taxes are to encourage producers of soft drinks 

to reformulate their products in order to reduce the sugar content and to encourage consumers 

to shift to healthier products. Similar approaches are under consideration in other countries. 

In October 2017, France amended the taxation thresholds so that beverages containing 

different amounts of added sugar (< 1 g/100 mL, 2–4 g/100 mL, 5–7 g/100 mL and > 8 g/100 

mL) will be taxed at different rates (155). The amended legislation will enter into effect in 

June 2018. Ireland and Portugal use similar models.  

Estonia announced plans to introduce a tiered tax. It is planned that the law, accepted by 

Parliament in 2017, will lead to the following levies: 0.10 €/L on products with only artificial 

sweeteners or with a sugar content of 5–8 g/100 mL, 20 €/L on products with both artificial 

sweeteners and a sugar content of 5–8 g/100 mL and 30 €/L on products with a sugar content 

> 8 g/100 mL (156). A review has been conducted by the WHO Regional Office for Europe 

on the basis of the evidence-informed policy network (EVIPNet), with a brief and a 

modelling exercise, to determine the potential impacts of various taxation scenarios (157).
6
 

However, in September 2017, the Government decided that the tax law would not come into 

effect from 2018; therefore, it remains unknown exactly when it will enter into force. 

 

Objective 2. Promotion of healthy nutrition throughout the life-course 
 
The life-course approach is based on recognition that health and illness are rooted in lived 

experience at all stages of life, both present and past. The principles of a life-course approach 

include starting early, reacting appropriately to important transition periods and taking 

collective action to support the creation of healthy environments (158). The approach starts 

with maternal nutrition before and during gestation and continues with the promotion, 

protection and support of exclusive breastfeeding in the first months of life; subsequent 

actions to encourage healthy diets start with timely introduction of appropriate 

complementary feeding and then promotion of healthy diets in school settings, promoting 

healthy foods in the workplace and considering the specific nutritional needs of the older 

population.  

In the European food and nutrition action plan 2015–2020, governments are encouraged to 

consider the following priorities for action throughout the life-course: 

 Invest in nutrition at the earliest possible stage, before and during pregnancy, including 

protecting, promoting, supporting and addressing barriers to adequate breastfeeding, and 

providing appropriate complementary feeding. 

 Improve the ability of citizens to make healthy choices, taking into account the needs of 

different age groups, genders and socioeconomic groups. 

 Encourage the use of social media and new techniques to promote healthy food choices 

and healthier lifestyles. 

 Adopt tools and strategies to address the special nutritional needs of vulnerable groups. 

 

                                                      
6
  Thao Thi Hong Thai MA et al. The potential health effects of taxing soft drinks in Estonia (forthcoming). 
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2.1 Maternal nutrition 

There is growing recognition of the importance of maternal nutrition before and during 

pregnancy for the later risk for NCDs and obesity in their children. Although the biological 

mechanisms that increase the risks of offspring for obesity and NCDs are not yet fully 

understood, evidence indicates important developmental windows during pre- and neonatal 

periods of life (the first 1000 days). A report from the WHO Regional Office for Europe, 

Good maternal nutrition – the best start in life (21), summarizes the most recent evidence on 

maternal nutrition and prevention of obesity and NCDs. It also provides an overview of 

national recommendations for nutrition, physical activity and weight gain during pregnancy 

in the Member States in the WHO European Region. The report shows that all forms of 

malnutrition during pregnancy require attention. Studies of undernourishment in pregnancy 

indicate a raised risk for abdominal obesity, diabetes and cardiovascular diseases in offspring 

and show that obesity (and co-morbid conditions) during pregnancy increase the risk for 

trans-generational effects, whereby offspring are at increased risk, further contributing to 

entrenched social inequalities in the prevalence of obesity. Overlapping overnutrition (from 

excess energy intake) and undernutrition (from lack of micronutrients) in pregnant women is 

an additional concern, particularly in the east of the European Region.  

In view of this evidence and in the context of a steep rise in maternal overweight in many 

European countries, pregnancy is considered an appropriate time for monitoring nutritional 

status and targeting health-related behaviour, such as changes in diet and physical activity 

(Fig. 15). National guidelines are an essential component to ensure good standards of practice 

and consistent communication with the population. Services to support women of 

reproductive age in maintaining a healthy body weight are also required, with emphasis on 

supporting them in regaining their pre-pregnancy weight during the first year after pregnancy 

(Fig. 16). 

 

Fig. 15. Vitamin and mineral supplementation schemes targeting pregnant women and 

women of reproductive age 
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Fig. 16:  Countries with specific dietary recommendations and nutrition counselling for 

at-risk groups 

 

 

2.2 Nutrition in early life 

Young children’s nutrition during the first months and years of life as growth patterns, 

feeding practices, taste preferences and dietary habits are established is of great importance. 

Children and adolescents who were breastfed as babies are less likely to be overweight or 

obese or have type-2 diabetes in adulthood (159). Exclusive breastfeeding from birth to 6 

months of age and continued breastfeeding up to 2 years and beyond are thus recommended 

for optimal growth (160). The benefits are universal: they are as relevant to mothers and 

children living in high-income countries as to those in living in middle- and low-income 

countries.  

Nevertheless, the European Region has the lowest breastfeeding rate of all the WHO regions. 

Recent data on exclusive breastfeeding from 21 countries in the Region show that, on 

average, only 13% of infants are exclusively breastfed during the first 6 months of life. Even 

though the rate of early initiation of breastfeeding is high in some countries, exclusive 

breastfeeding rates drop rapidly between 4 and 6 months of age and are very low at 6 months 

(32). 

To protect, promote and support breastfeeding, measures are required at many levels, 

including full implementation of the International Code of Marketing of Breast-milk 

Substitutes (the Code), adopted at the Thirty-fourth World Health Assembly in 1981. This 

depends on whether individual Member States legislate, monitor and enforce the Code;
7
 

however, it also requires effective training of health workers and peer counsellors to provide 

support to all mothers to practise the recommended feeding practices, including in difficult 

                                                      
7
  The Code was not included in the questionnaire because WHO published an update of country status with regard to the 

marketing of breast-milk substitutes in 2016. 
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situations and through the Baby-friendly Hospital Initiative, which is a global effort launched 

by WHO and UNICEF in 1991 (since revised) to protect, promote and support breastfeeding 

in maternity facilities through the “ten steps to successful breastfeeding” (161). Many 

countries in the European Region have implemented or incorporated the concepts of the 

Initiative (Fig. 17), but not all are currently operational. 

 

Fig. 17. Indicators for early-life nutrition: breastfeeding, complementary feeding, Baby-

friendly Hospital Initiative and feeding of low-birth-weight infants 

 

 

98% of countries reported that they provided counselling on breastfeeding, commonly for 

early initiation and continued exclusive breastfeeding to 6 months (Fig. 18). Hospitals were 

the most often-cited settings for breastfeeding counselling (67%), followed by primary care 

clinics (50%); 75% of countries reported that they were currently implementing the Baby-

friendly Hospital Initiative (Fig. 19). Case studies of early-life nutrition are described in Box 

7. 
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Fig. 18. Components of counselling on breastfeeding and complementary feeding 

 

 

 

Fig. 19. Settings and time period when counselling on breastfeeding and complementary 

feeding is provided 
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Box 7. Case studies of early-life nutrition: experience from Austria and Germany 

“Healthy eating from the start!” is a health promotion programme funded by the Austrian 

Agency for Health and Food Safety, the Federal Ministry of Health and Women’s Affairs and 

the Association of Austrian Social Insurance Institutions. The programme targets pregnant 

and breastfeeding women and families with children up to 10 years of age. The aim is to 

support women and families in establishing healthy eating habits from the start, based on 

sound science. In addition to recommendations, the programme runs free-of-charge 

workshops on nutrition during pregnancy, lactation and complementary feeding and on 

training trainers, which are held in Bosnian, Croatian, English, German, Serb, Turkish and 

sign language; the materials are available on-line (162).  

In Germany, in response to the increasing prevalence of maternal and childhood obesity, the 

Federal Ministry of Food and Agriculture established a network of health professionals and 

scientific societies to provide face-to-face training for staff and materials for parents. The 

“Healthy start – young family network”, publicized through flyers, posters and web apps, 

addresses nutrition and physical activity. The network has also published recommendations 

on nutrition and physical activity for infants and young children and on nutrition in 

pregnancy in a number of languages. Particular efforts are made to reach ethnic minorities 

and newly arrived migrant communities and to tailor the materials to their needs. The 

network was formalized in 2016, although it has been operating since 2009. In 2012–2015, 

the network distributed 3.6 million information leaflets, trained 3000 health professionals and 

sent newsletters to 70 000 subscribers. With about 700 000 live births per year in Germany, 

the network estimates that it has distributed at least one leaflet for every infant.
8
  

Sources: the Austrian Centre for Nutrition and Prevention and the German Federal Centre for 

Nutrition  

 

From the age of 6 months, the breastfed infant’s nutritional requirements exceed those 

provided by breast-milk alone. Hence, timely introduction of nutritionally adequate, safe 

complementary foods is essential while breastfeeding continues (163). Parents require 

guidance from health care professionals on the introduction of complementary foods, the 

variety of foods necessary to meet nutrient requirements, appropriate amounts and an 

appropriate frequency of meals to ensure appropriate growth. Recent evidence suggests that 

the commercial complementary food products available on the market contribute to excess 

intake of nutrients of public health concern, including salt, saturated fats and sugar, and may 

encourage the development of unhealthy taste or dietary preferences (34,35). It has been 

shown that preferences are modified by experience and child feeding practices (164). For 

example, children who eat sweet foods in infancy are more likely to prefer sweeter tastes in 

later childhood (165). The first foods given to infants are therefore extremely important in 

ensuring both optimal nutrition and the development of appropriate taste preferences. 

New global guidance to end the inappropriate marketing of foods for infants and young 

children, approved by the World Health Assembly in 2016 recommends that such foods be 

promoted only if they meet all the relevant national, regional and global standards for 

composition, safety, quality and nutrient levels and are in line with national dietary guidelines
 

(33). 

                                                      
8
  Personal communication from the German Federal Centre for Nutrition 
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77% of countries reported that they provide counselling, including timely introduction and an 

appropriate variety of foods to ensure nutrient needs are met. 

Health-care providers play an important role in tracking child growth and should use routine 

monitoring as opportunities to measure children’s BMI-for-age and give appropriate advice 

and guidance to caregivers (see Objective 3). This can help to prevent overweight and obesity 

and also to identifify underweight. WHO has issued new guidelines to support primary health 

care workers in identifying and managing children who are overweight or obese (166). Thus, 

both the weight and height of all infants and children aged < 5 years who are presented at 

primary health care facilities should be measured in order to determine their weight-for-

height and their nutritional status. Children who are overweight or obese before puberty 

according to WHO child growth standards are at increased risk for remaining overweight or 

becoming obese in adulthood. The preschool years (ages 0–5) are therefore an opportunity 

for prevention, when children can be encouraged to be active, develop healthy eating habits 

and maintain healthy growth. A case study is presented in Box 8. 

 

Box 8. Talking about weight: experience from The Netherlands 

“Talking about weight” is a guideline developed for health care professionals working with 

infants and young children in The Netherlands (167). When a young child is found to be 

overweight, the guideline can support health care workers in discussing the child’s weight 

with the parents. It helps professionals to handle this sensitive topic and provides parents with 

helpful insights and tools to ensure that their child’s weight does not further deviate from 

expected growth patterns. This is done by means of illustrations that help to explain, for 

example, that their child has gained too much weight (e.g. BMI growth charts for boys and 

girls and depictions of healthy weight over time) and by tips on addressing the problem (e.g. 

drawings of appropriate sizes of meals for children and for adults; illustrations showing the 

estimated number of sugar cubes in soft drinks and juices and in water). The guideline also 

provides recommended daily intakes for children. Particular attention is given in 

conversations with parents of Moroccan or Turkish origin about cultural differences in habits 

and beliefs about their children’s weight and eating habits.  

About 90% of health care organizations working with infants and young children use the 

intervention, which was funded entirely by the Ministry of Health, Welfare and Sports.  

Source: The Netherlands Nutrition Centre 

 

2.3 Communication with the public 

In this era of digital mass media, the public has easy access to an enormous amount of 

information on health, nutrition and foods, which is a positive development. However, 

validated information from respected authorities competes with advice from self-declared 

experts, and controversial statements made by the media may be taken out of context or 

based on questionable research. Reliable information is often considerably more nuanced 

and, as a result, is sometimes seen as less interesting or harder to grasp.  

Dietary guidelines from a reliable source can nevertheless help the public to recognize which 

information is correct and how to convert it into action. Dietary guidelines translate nutrient 

recommendations into simple language and symbols and provide information on commonly 

consumed foods, portion sizes and consumption behaviour. The guidelines can be 

communicated to the public in media campaigns in a way that is easily understood. They can 
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also be used as the basis for public policies (such as school food procurement) and nutrition 

education programmes in various settings to foster healthy eating habits. Dietary guidelines 

complement rather than replace nutrient recommendations, especially as modern dietary 

practices include frequent consumption of manufactured food and food eaten outside the 

home, the nutrient composition of which may vary significantly. Attention must therefore be 

drawn to nutrient intakes that increase the risk for NCDs. 

Most countries in the WHO European Region reported that they had performed media 

campaigns (81%), and an even high proportion (88%) had adopted food- or nutrient-based 

dietary guidelines as the basis for guidance to the population (Figs 20 and 21). The objectives 

of the media campaigns were usually to raise awareness about healthy diets, including 

increasing fruit and vegetable consumption (38%), and also about the health effects of high 

intakes of fats, sugars and salt or sodium (40%) (Fig. 22). Less frequent objectives were to 

control portion size (17%) and to provide information on using nutrition labels (23%). 

Preparation of food guides or educational materials was reported by 51% of countries.  

Dietary guidelines used in the Flemish region of Belgium are presented in Box 9. 

 

Fig. 20. National dietary guidelines: food- and nutrient-based dietary guidelines 

 

 

Fig. 21. Target groups for which food- and nutrient-based dietary guidelines exist 
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Fig. 22. Objectives of media campaigns on healthy diets and nutrition 

 

 

Box 9. Case study: food triangle in Flanders (Belgium) 

The revised food-based dietary guideline for Flanders was launched in 2017. The “food 

triangle” approach was based on an extensive literature review and consultation, which 

indicated that the guide should:  

 encourage people to eat proportionally more foods derived from plants than foods 

derived from animals, 

 encourage people to avoid ultra-processed foods as much as possible and  

 communicate the importance of moderating consumption and avoiding food waste. 

These starting-points resulted in 10 principles of healthy living with regard to which foods 

should be consumed and some tips for sustaining behavioural change. 

1. Make foods derived from plants the basis of every meal. 

2. Limit your intake of animal products.  

3. Drink water.  

4. Choose as few ultra-processed products as possible.  

5. Vary your diet, and look for alternatives.  

6. Eat at set times, with others. 

7. Eat consciously and with moderation.  

8. Adapt your environment.  

9. Work step by step.  

10. Enjoy what you eat!  

The category at the top of the triangle is water. The triangle is then divided into three colours 

that reflect effects on health:  

 Dark green indicates foods that originate from plants and have a favourable effect on 

health.  

 Light green indicates foods derived from animals that have a favourable or neutral effect 

on health, including fish, yoghurt, milk, cheese, poultry and eggs. The guide encourages 

the public to choose the least processed or non-processed variety of each.  
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 Orange indicates foods that originate from plants or animals that may have an 

unfavourable effect on health when consumed in large amounts. These products 

nevertheless contain some useful nutrients, such as iron in red meat and fat-soluble 

vitamins in butter.  

A fourth, red, category is set apart from the triangle. This indicates highly processed products 

to which large amounts of sugar, fat or salt are added and which have clearly unfavourable 

effects on health. They are not considered part of a healthy diet, and the public is advised to 

eat or drink them rarely and in small portions. 

 

Source: Flemish Institute for Healthy Living 

 

Media campaigns can be used to spread messages about healthy diets. They are typically 

based on components of the dietary guidelines and may target specific behaviour (e.g. excess 

salt intake) or specific population groups (e.g. children) (Fig. 23). The most popular channels 

for media campaigns are internet and social media (38%) television (33%), events (29%) and 

radio (27%) (Fig. 24). In the countries that replied to the survey, the most popular focus of 

media campaigns was salt intake (35%), followed by fruits and vegetables (29%) and total fat 

and sugar (25%) (Fig. 25). Box 10 presents a case study of targeted media campaigns. 
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Fig. 23. Target groups of media campaigns on healthy diets and nutrition 

 

 

Fig. 24. Channels through which media campaigns on healthy diet and nutrition are 

implemented 
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Fig. 25. Nutrients, foods or beverages addressed by media campaigns on healthy diets 

and nutrition 

 

 

Box 10. Case study: reaching the public and specific target groups  

The Dutch food-based dietary guideline is known as the “wheel of five” and combines health 

with sustainability. The Voedingscentrum (Netherlands Nutrition Centre) launched a 

campaign in 2017 to bring the wheel’s advice into the daily lives of consumers by posts on 

social media platforms. The topics selected for raising awareness included legumes, whole-

grain products, nuts and fruit. For each topic, the Nutrition Centre analysed the behaviour of 

consumers as the basis of a communication strategy and prepared up to three social posts for 

each topic. For example, their analysis showed that the Dutch population found it difficult to 

distinguish legumes from vegetables. So, in an interactive promotional advertisement that 

opens within Facebook, they demonstrated what legumes are and their benefits. The analysis 

showed that consumers were familiar with the benefits of whole grains but would welcome 

tips on incorporating them into their diet. The promotional interactive posts provided recipes 

for breakfast, lunch and dinner. Video posts were also used, such as the “50/50 whole grain 

challenge”, which encouraged people to exchange half of their rice, bread or pasta for a 

whole-grain variety.  

Supported by Government funding, the campaign was viewed 15 million times and reached 

1.4 million individuals. The interactive format (known as Facebook canvas) often performed 

best, receiving the most clicks and engagement; people spent 20–33 s looking at the 

information. The Nutrition Centre plans to examine the impact of the campaign according to 

level of education in order to establish whether different socioeconomic groups respond 

differently to the posts. 

Denmark has also worked to ensure that programmes and initiatives reach the right target 

audiences, by tailoring their communication materials. For example, most Danish consumers 

recognize the Nordic Keyhole logo on packaged foods, and many find that healthy food 

choices have become easier. Analysis showed, however, that men (and particularly men with 

less education) are less likely to recognize or choose products with the Keyhole logo. The 

Danish Food and Veterinary Administration therefore decided to tailor their last two 

campaigns to this group, including recipes targeting men and spokespersons likely to appeal 

to this group (168). Both campaigns were evaluated in a YouGov analysis, which showed 

that women also tend to listen when men are targeted (169). 
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The Danish authorities have tailored materials to reach expectant mothers and the mothers of 

infants and young children. The materials have been translated into other commonly spoken 

languages, and specific materials have been produced for newly arrived communities to assist 

them in identifying and providing healthy foods for young children in their new country 

(170). Specific dietary advice has also been prepared for the older population, as a 

supplement to standard dietary guidelines (171). Support materials for local municipalities, 

nursing homes and companies that deliver food to the elderly have been developed, and they 

can share their experience and best practices in providing healthy meals for this population. 

The platform was developed by the Danish Food and Veterinary Administration, the Danish 

Health Authority, the Danish Diet and Nutrition Association and “Madkulturen” (Food 

Culture) and has been in place since 2015 (172). 

Sources: The Netherlands Nutrition Centre and the Danish Food and Veterinary Authority 

 
 

Objective 3. Reinforcement of health systems to promote healthy nutrition 

 

3.1 Education and counselling on nutrition and healthy diets for prevention of 
overweight, obesity and diet-related noncommunicable diseases in primary health 
care 

Services in primary health care for addressing nutrition and body weight have been shown to 

help patients make useful changes to their diets and to manage their weight in the short term. 

The best results are observed when the intervention is appropriately tailored to each person’s 

requirements and barriers. A review of the topic from the WHO Regional Office for Europe 

(45) indicated that services to address diet and physical activity simultaneously are the most 

effective. Initial referral by a primary care physician and routine follow-up by nurses and 

allied health professionals (such as dieticians and physiotherapists) result in better outcomes, 

as support in self-management is crucial for patient engagement in a longer-term strategy. 

As a result, the WHO Food and nutrition action plan calls on Member States to: 

 ensure that nutrition and healthy eating are priorities in people-centred health and social 

care systems, including nutrition counselling in primary health care; 

 ensure universal health coverage for preventable and treatable diet-related problems, 

with a continuum of high-quality nutrition services and appropriately qualified and 

resourced health professionals; and 

 establish nutritional assessment and intervention procedures for different age groups, 

especially children and the elderly. 

The challenges to the delivery of such services in primary care are numerous. Many studies 

found lack of clear guidance in clinical recommendations; outdated knowledge and 

competence of primary care providers, including the skills to assess and address patient 

resistance to behaviour change; unclear scope of practice; and limited task-sharing in 

interdisciplinary teams (i.e. doctors, nurses, dieticians).  

Given the current burden of disease and the distribution of modifiable risk factors, promotion 

of healthy diets and of physical activity should be a core competence of primary care 
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providers in most countries. Even opportunistic provision of individual support to high-risk 

populations attending primary care can, however, represent in an overwhelming workload for 

primary care providers. Health service delivery will have to be further transformed to 

incorporate diet and physical activity services at scale. 

Most countries (93%) reported that they provided education and counselling on nutrition and 

healthy diets for patients, with the most common setting being primary care (56%); however, 

many countries reported only delivering information, and far fewer incorporated elements of 

behaviour change communication (20%) (Fig. 26). Some countries reported targeting specific 

population groups, especially pregnant and lactating women (Fig. 27). In most cases, 

however, education and counselling were targeted to the general population (47%). The most 

popular topics were the health effects of high levels of saturated fat, sodium and sugar in the 

diet (58%) and the benefits of eating more fruits and vegetables (53%). 

 

Fig. 26. Approaches used in delivering education and counselling on nutrition and 

healthy diets 

 

 

Fig. 27. Target groups for education and counselling on nutrition and healthy diets in 

primary health care 
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3.2 Nutrition capacity 

A key requirement for improving the integration of diet and weight management into primary 

care is the availability of “nutrition capacity”, i.e. knowledge, ability and expertise in 

nutrition, in the health system. The majority (77%) of countries reported that they had higher 

education institutions that offered training in nutrition, and 57% reported that maternal, infant 

and young child nutrition was included in pre-service training for health professionals. Most 

of the higher education training programmes were in public health nutrition and clinical 

nutrition (Table 3).  

 

Table 3. Nutrition capacity in countries 

Nutrition capacity (n=44) 

Higher education in nutrition 

Higher education training institutions that offer training in 

nutrition   
77% 

Nutritionists and dieticians 

Trained nutritionists and dieticians working in nutrition-

related areas in government or nongovernment sectors 
86% 

Nutrition training for health personnel 

Health personnel trained in maternal, infant and young child 

nutrition 77% 

4% 

7% 

13% 

13% 

16% 

16% 

18% 

18% 

47% 

Other

Overweight or obese individuals only

Adolescents

Older people

Children’s caregivers  

Women of reproductive age

Adults

Pregnant and lactating women

All users of primary health care

% of countries 
(n=45) 
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Maternal, infant and young child nutrition included in pre-

service training of health personnel 57% 

Maternal, infant and young child nutrition included in in-

service training of health personnel 
41% 

 

“Malnutrition” covers deficiencies, excesses and imbalances in a person’s intake of energy or 

nutrients. The double burden of malnutrition is the coexistence of undernutrition with 

overweight and obesity or diet-related NCDs. This double burden may exist at individual 

level (for example, obesity with a deficiency of one or various vitamins and minerals or 

overweight in an adult who was stunted during childhood), at household level (a mother who 

is overweight or anaemic and a child or grandparent who is underweight) and at population 

level (with a high prevalence of both undernutrition and overweight in the same community, 

country or region) (31). 

The double burden of malnutrition is a continuing concern in some countries in the WHO 

European Region, with significant portions of the population who are stunted (up to 26% in 

Tajikistan) and pockets of population who are underweight (up to 12% in Tajikistan). These 

conditions co-exist with increasing rates of diet-related NCDs and overweight (7).  

Inadequate intake of vitamins and minerals (micronutrients) also remains a challenge in some 

countries, iodine and iron being the most important in terms of public health. The groups 

most vulnerable to micronutrient deficiency are pregnant women, lactating women and young 

children, because they have a relatively greater need for vitamins and minerals and are more 

susceptible to the harmful consequences of deficiencies (173). Malnutrition in children, 

particularly severe acute malnutrition, increases their risk for dying from common childhood 

illnesses; it contributes to 45% of deaths in children under 5 years of age (174). Globally, in 

2016, an estimated 52 million preschool-age children were wasted, of whom 17 million were 

severely wasted (27).  

 “Double-duty interventions” can potentially reduce the risks or burdens of both 

undernutrition and overweight, obesity or diet-related NCDs. Such interventions should be a 

priority in the parts of the Region where the conditions co-exist and should include 

breastfeeding, appropriate complementary feeding and improved maternal and antenatal care 

(31). Specific programmes and interventions can be established to prevent acute malnutrition, 

such as food distribution programmes and dietary interventions with locally available foods. 

In food-insecure settings, distribution of supplementary foods is usually necessary, either to 

vulnerable groups or to specific groups (e.g. all children aged from 6 months to 5 years) (Fig. 

28). Table 4 illustrates the treatment of severe and moderate acute malnutrition. 
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Fig. 28. Supplementation for pregnant women, women of reproductive age and children 

 

 

Table 4. Programmes related to the treatment of moderate- and severe-acute 

malnutrition 

Treatment of acute malnutrition (n=40) 

Programmes related to the 

management of moderate acute 
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25% 
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management of severe acute 
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28% 

MAM protocol  18% SAM protocol 13% 

Target groups  Target group   

Children 0-5 months with MAM  13% Children 0-5 months with SAM  10% 

Children 6-59 months with MAM  13% Children 6-59 months with SAM  8% 

Other 10% Other 3% 

Components   Components   

Breastfeeding promotion and 

support 
18% 

Inpatient treatment  
13% 

Nutrition counselling 15% Outpatient treatment  8% 

Activities that identify and address 

the underlying causes of 

malnutrition  

10% 

Regular screening for SAM 

10% 

Water, sanitation and hygiene 

interventions 
8% 
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Objective 4. Surveillance, monitoring and evaluation 

Good-quality health information is essential for planning and implementing nutrition policies. 

Detailed, comprehensive assessments of the magnitude of any problem are required to ensure 

an adequate political response and the necessary information to respond in a timely manner. 

The European food and nutrition action plan explicitly encourages Member States to 

“strengthen and expand nationally representative diet and nutrition surveys” and to ensure the 

availability of anthropometric data (particularly for children). It calls on countries to: 

 consolidate, adjust and extend existing national and international monitoring and 

surveillance systems, such as the Childhood Obesity Surveillance Initiative and the 

Health Behaviour in School-aged Children surveys; 

 establish and maintain nutrition and anthropometric surveillance systems that allow 

disaggregation by socioeconomic status and gender; 

 establish and extend food composition databases as a priority; 

 make effective, proper use of the available data, including through knowledge translation 

and transfer, to inform policy-making; and  

 monitor and evaluate diet-related activities, interventions and policies in different 

contexts in order to determine their effectiveness and to disseminate good practice. 

An unpublished assessment by the Regional Office in 2005 indicated that only 13 (25%) of 

the 53 European Member States of WHO had nationally representative data on the prevalence 

of overweight or obesity in children aged 6–10 years based on objective measures that were 

available from 1999 onwards. For the age group 0–6 years, 15 (28%) countries had data on 

overweight. WHO therefore called for the development of standardized, harmonized 

surveillance systems, and significant progress has been made (Box 11). 

 

Box 11. WHO Childhood Obesity Surveillance Initiative 

The WHO COSI system ensures continuous, systematic collection, analysis, interpretation 

and dissemination of descriptive information for monitoring excess body weight. The aim of 

the system is to measure trends in overweight and obesity in children aged 6.0–9.9 years to 

clearly understand the epidemic, to reverse it and to allow comparisons among countries in 

the European Region. The use of a standardized surveillance protocol over time provides 

comparable longitudinal information on nutritional status, making it possible to monitor the 

obesity epidemic in children and identify groups at risk. 

A first round of data collection with the COSI protocol took place during the school year 

2007–2008, a second during the school year 2009–2010 and a third during the school year 

2012–2013. The most recent, fourth, round was held during the school year 2015–2016. Fig. 

29 shows the latest data on the prevalence of overweight and obesity in school-age children. 

COSI is now established in 35 Member States of the WHO European Region, and the number 

of countries is increasing with each data collection round. It is a unique system that provides 

a large data set covering at least 250 000 children in the Region and is based on nationally 

representative samples and standardized measures of weight and height. 

 

Fig. 29. Preliminary prevalence values for overweight and obesity from the WHO 

European Childhood Obesity Surveillance Initiative 2012/2013 and 2015/2016 data 

collection rounds 
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Dietary surveys to assess food and nutrient intake are also important for assessing dietary 

patterns in the population. They provide a means of monitoring trends, identifying areas of 

concern and inequality and evaluating policy impact, thereby ultimately contributing to the 

promotion of best practice across the Region. A global review of national surveys during 

1990–2010 (9) covered only dietary fat and oil intake. A comprehensive, updated review of 

dietary surveys is thus needed for an assessment of total nutrient and food intakes in different 

populations and subgroups in Europe (8). 

 

4.1 Monitoring the growth of children under 5 years 

Growth monitoring programmes were reported by 91% of the countries that responded to the 

survey. Taking measurements is the most common component of such programmes (47%). 

Overweight and obesity were the most commonly monitored indicators (27%), usually 

measured as height:length and weight. A recent review by the WHO Regional Office for 

Europe found that 35 of the 53 Member States have published data on the prevalence of 

overweight and obesity in children under the age of 5 years (175). Nevertheless, the current 

status of surveillance and monitoring in the European Region for these children is 

discouraging, with pervasive inconsistency in both methods and collection. Surveillance of 

children under the age of 5 years should be strengthened in order to ensure timely, regular, 
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high-quality data for designing policies and interventions. The components of growth 

monitoring are illustrated in Fig. 30. 

 

Fig. 30. Components of growth monitoring and promotion for children less than 5 years 

of age 

 

4.2 Surveys of food consumption and nutrient intake  

Implemented or planned food consumption or nutrient intake surveys were reported by 90% 

of countries (Fig. 31). The most common methods used for dietary assessment were multiple 

24-h dietary recall (31%) and food frequency questionnaires (31%), followed by food diaries 

(27%) (Fig. 32). A literature review by the Regional Office (8), however, found that fewer 

than two thirds of Member States, mainly central and eastern European countries, had 

conducted nationally representative dietary surveys. The reasons for the difference between 

Member States’ responses and the results of the literature review may include publication 

bias or stricter inclusion criteria for the literature review than for the survey, as they excluded 

surveys that were not nationally representative (e.g. regional), those that did not cover the 

whole diet or all food groups, those conducted before 1990 and those with small samples. 

The coverage of dietary surveys could nevertheless clearly be improved.  

Sodium intake surveys were reported by 25% of countries, and 23% of these countries 

reported use of the gold-standard 24-h urinary sodium excretion method. Countries also 

provided details on the nutrients included in the surveys and the types of food for which data 
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was collected (Figs 33 and 34). Stratifiers used to disaggregate data in surveys of food 

consumption and nutrient intake are shown in Fig. 35. 

 

Fig. 31. Countries that have performed a food consumption or nutrient intake survey 

and have national food composition tables 
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Fig.  32. Methods used in food consumption or nutrient intake surveys  

 

 

Fig. 33. Nutrients assessed in the food consumption/ nutrient intake surveys 
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Fig. 34. Foods and beverage categories assessed in the food consumption surveys 
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Fig. 35. Stratifiers used to disaggregate data by social determinants in food 

consumption and nutrient intake surveys 
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9
  WHO Regional Office for Europe and George Institute for Global Health. Using dietary intake modelling to achieve a 

30% reduction in population salt intake. Copenhagen: WHO Regional Office for Europe (forthcoming). 
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Conclusions 
 
This report indicates progress in Member States in the WHO European Region in 

implementing the European food and nutrition action plan 2015–2020. It presents selected 

epidemiological data on nutritional status throughout the Region and reports on 

implementation of recommended regional and global policy frameworks to promote healthy 

nutrition and prevent obesity. It includes case studies of particularly innovative policies and 

programmes that may be considered good examples. 

The findings indicate that implementation of key policies has improved significantly in recent 

years as compared with previous reports. Substantial progress has been made in areas 

including school food, food product reformulation, fiscal policies and surveillance of 

childhood obesity. Areas in which implementation is lagging include consumer-friendly 

front-of-package labelling and the introduction of comprehensive marketing restrictions with 

appropriate criteria. Evidence suggests that these are critical but remain underused. Other 

areas might have to be “reinvigorated” or extended, such as support for breastfeeding and 

appropriate complementary feeding if Member States are to achieve the ambitious goals they 

have set for themselves. 

The report also identifies some differences among countries in terms of the breadth and depth 

of policies. Reformulation is a good example: while some countries take a minimal approach, 

focusing on one nutrient and one product category, others reported more ambitious 

approaches, covering multiple nutrients and multiple food product categories, so that they are 

in a better position to influence dietary intake. A move towards more ambitious policies may 

be required in the years to come if we are to achieve the global Sustainable Development 

Goals and related nutrition and NCD targets agreed upon by governments throughout the 

European Region. 
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