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Abstract 

In 2011 the USA Institute of Medicine identified that early childhood was ‘missing’ from policies to 

prevent obesity. The World Health Organisation (WHO) Commission on ending childhood obesity 

released their findings in 2016, followed quickly by the WHO Ending Childhood Obesity 

Implementation Plan in 2017. Crucially, they identified the need to include pregnancy and early 

childhood alongside recommendations for school aged children, and where environments held equal 

importance to health and education settings. Children grow and develop as a direct consequence of 

their active participation and engagement with the world around them. This PhD candidature sought 

to hold space for both the immediate activities directed towards children, the contexts and needs of 

different community’s children live in all around Australia, and their experiences of the world around 

them.  

This candidature focused on the actions undertaken and policy infrastructure provided by the 

Australian Federal, State and Territory Governments to prevent obesity in early childhood. Five 

studies were undertaken. The first used the WHO implementation plan to undertake policy mapping 

and compare Australia’s national action to five similar countries – English speaking, high income, 

medium population size (published paper, Chapter 3). It found that compared to the other countries 

very few activities were being undertaken to address upstream policy areas at the Commonwealth 

level and limited policy infrastructure for early prevention of obesity.  

In the absence of national infrastructure for obesity prevention the second study explored the role 

of intergovernmentalism in improving the Australian food regulatory system and achieving policy 

coherence across states working on the same policy areas (published paper, Chapter 4). This study 

utilised communications from two key intergovernmental forums and interviews with senior officials 

from the commonwealth, state, and territory health departments (n=10). It found limited 

collaborative policy infrastructure to enable policy coherence between jurisdictions and an absence 

of political will at the commonwealth level to engage in this policy space.  

The third study explored the subnational approaches to obesity prevention in the absence of 

national and limited intergovernmental policy infrastructure. It utilised a modified WHO 

implementation plan to undertake policy mapping and interviews with senior officials in each state 

and territory health department (n=9) to explore the contextual differences and policy approaches in 

each jurisdiction (published paper, Chapter 5). It found a high degree of eclecticism between 

jurisdictions including two distinct types of local health promotion models operating. Findings from 

this study indicate a high degree of interest in obesity prevention from the subnational public sector 

but insufficient resources beyond health. Key opportunities lay in a national forum to support 
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collaboration between jurisdictions and investment in natural experiments to build the evidence 

base for upstream approaches in different contexts.  

The fourth study used the New South Wales Healthy Eating and Active Living (HEAL) Strategy 2013-

2018 as a case study of cross-sectoral collaboration in Australia (manuscript submitted, Chapter 6). 

An in-depth policy mapping tool was developed to undertake iterative policy mapping. While based 

on the WHO implementation plan, this tool used evidence reviews (commissioned by Australian 

state governments) and other studies to identify specific policy activities relevant for Australian state 

governments. Semi-structured interviews with senior public officials (n=25) across 18 agencies (eight 

clusters) in the New South Wales Government explored the factors effecting implementation of 

obesity prevention policies. This study found that both external challenges (such as the removal of 

national funding) and internal ideological, political, and economic constraints, narrowed the scope of 

obesity prevention in New South Wales. Opportunities to collaborate across sectors and address the 

wider determinants of health were limited.  

The fifth study explored the perspectives of mothers of young children living in New South Wales 

regarding policies to prevention obesity in childhood (published paper, Chapter 7). In this cross-

sectional study design, survey questions were developed and embedded into the one-year follow-up 

survey in a randomised control trial called the Communicating Healthy Beginnings Advice by 

Telephone (CHAT) Trial. Additional data were taken from surveys undertaken at baseline and when 

their children were six months of age to determine if their beliefs about obesity severity or 

perceptions of susceptibility to obesity impacted on their perspectives about these policy areas. 

Participants (n=1155) were asked to what extent did they support policies ranging from food and 

physical activity environments, settings, support programs and routine measurement of children at 

health appointments. This study found very high support across all six policy areas and strong beliefs 

about the severity of obesity. For the small group of participants who did not support each of the six 

policies (range 5-11%) there were some distinct characteristics that influenced each of the policy 

options, but there were no clear patterns for policy disapproval overall. This indicates the need to 

consider different narratives for different policy options when engaging with the public.  

This thesis identified key actions for health services, early childhood education and care settings, 

information and guidance for families, and environments. However, the policy levers for obesity 

prevention were restricted by ideological, political, and economic barriers despite the findings from 

the project also finding broad public acceptance for action to address childhood obesity. Australia 

needs a paradigm shift, to rethink and reframe the way talk about and address obesity. For that to 

work we need to focus on the enablers of obesity prevention, structural (institutional) oversight and 
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citizen participation. Australia needs an independent wellbeing agency with sustained funding 

capacity to ensure all jurisdictions can participate long term. We also need to include our citizens in 

the solutions that are relevant for their communities.  
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Chapter 1 | Thesis context and 

overview   

 

Chapter Overview  

This chapter presents the research context for this PhD candidature and an overview of the thesis.  
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Research context 

Early Prevention of Obesity in Childhood Centre for Research Excellence  

The Early Prevention of Obesity in Childhood (EPOCH) Collaboration was established in 2012, bringing 

together trialists from four interventions: Healthy Beginnings (New South Wales),1 INFANT (Victoria),2 and 

NOURISH (South Australia and Queensland)3 in Australia, and POI.nz4 in New Zealand. The investigators 

agreed to prospectively align their evaluation tools to carry out a meta-analysis of immediate, 

intermediate, and longer-term outcomes of their studies.  

The EPOCH Centre for Research Excellence (CRE) was subsequently funded by the National Health and 

Medical Research Council (NHMRC) from 2016 to 2021, led by Professor Louise Baur at The University of 

Sydney. It included chief investigators from The University of Sydney, Deakin University, Flinders University, 

Queensland University of Technology in Australia, and the University of Otago in New Zealand. The EPOCH 

CRE had four streams of work, summarised in Figure 1. Stream 1 of the EPOCH CRE undertook the 

prospective meta-analysis of the initial EPOCH Trials5, 6 while streams 2 and 3 investigated short 

measurement tools for diet and movement in children under five years and economic evaluations of 

interventions respectively.  

 

My thesis sits within the Stream 4 body of work, the translation of evidence into policy and practice. Other 

Stream 4 projects investigated the scaling up of efficacious trials into existing services and their potential 

for adaptation in different contexts. My work focused on identifying policy gaps and leverage for the early 

prevention of obesity in childhood across the public health spectrum.  

 

Figure 1: The EPOCH CRE streams of work 
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Exploring the policy space for obesity prevention 

Policy actors operate within a ‘policy space’ to progress policy areas, including public health.7 Driving policy 

implementation involves an interaction between the expression of agency by policy actors, and broader 

policy contexts which provide opportunities and constraints to policy development and implementation.8  

Grindle and Thomas9 identified that the expansion or contraction of a policy space is driven by interactions 

in three areas: (1) contextual factors, (2) agenda setting circumstances, and (3) policy characteristics (see 

Figure 2). Contextual factors are the pre-existing circumstances which act as either opportunities or 

constraints for prioritising obesity prevention policy. These could be social, cultural or political 

characteristics and are influenced by the values, expertise and degree of influence of policy elites.9 Agenda-

setting circumstances ‘shape the dynamics of decision making’ and are either supportive of or oppose 

action. They are underpinned by the way the policy issue is perceived, including in terms of urgency.9 Policy 

characteristics can act as an incentive or disincentive to the progression of policy implementation and 

sustainability. Characteristics include impact on bureaucratic processes and the public, political support 

especially in terms of resources, level of risk versus tangible reward, and likely length of time for payoff.9  

 

 

 

 

Figure 2: Policy space, adapted from Grindle & Thomas9 
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Locating the researcher  

Reflexivity requires researchers to participate in self-reflection and acknowledge their role in knowledge 

generation.10 This is practised more thoroughly in qualitative research11 but it is my belief that all research 

and knowledge generation is impacted by the researcher. With this in mind below is a short summary 

about me and my perspectives on obesity.  

I am a middle-aged, middle-class, white woman. My ancestry is mixed European and my family has been in 

Australia for between 3-6 generations. I fully acknowledge that my ancestors settled on stolen land and 

sovereignty was never ceded by the First Nations of this land. I recognise the cultural heritage of the 

dominant ‘pan-Australian identity’ is heavily attached to the norms of English-speaking countries and 

Christianity. The moral paradigm of this identity is bound up in liberalism, the individual, and modern 

capitalism.  

My first career was in hospitality where I worked in restaurants, bars and cafés. Somewhere in the 

background I undertook an arts degree where I majored in political and economic philosophy and cultural 

studies. In my late 20s I studied again and became an Accredited Practising Dietitian because I love food 

and I wanted to contribute to society in a different way. My learning and practice with the medical model 

were always encountered though a social lens that was shaped by my formative experiences. My worldview 

is heavily influenced by a harmonious view of nature and nurture, rather than a dichotomous one. I believe 

we have agency, but we are also enabled and/or restrained by biological, social, political, economic, and 

cultural layers.  

I believe it is necessary to say a few words about my perspective on obesity. Obesity is defined in adults as 

a body mass index from 30kg/m2 which is associated with increased risks of some illnesses and poorer 

quality of life. It is less easily defined in children. The way weight status is portrayed in our culture tends to 

moralise people’s bodies; however, I do not view higher weight as a moral failing of any individual. There 

will always be people with bigger bodies as throughout history and across all human communities the 

human body has natural variation in size, shape, and ability. What is problematic to me is that over the last 

40 years the proportion of people with higher weight has exponentially changed, with previously unseen 

concentrations at the extreme ends of that range. That, to me, signals a global phenomenon with social, 

political, and economic causes. When I began my investigation into policy levers for obesity prevention in 

the early years, my concern was the intense focus on parents as the vectors and the loss of these complex 

causes. Yes, parents make decisions for their children which impact on their healthy lifestyle behaviours – 

eating, sleep, sedentary behaviour, physical activity – but they do so based on a complicated set of factors. 

Their own knowledge, skills, and self-efficacy are only one small part of that.  
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Theoretical perspective 

My ontological position was embedded in relativism and utilised an epistemology12 that embraced a 

pragmatic approach. Pragmatism falls somewhere between objective and subjective (constructivist) reality 

on the epistemological continuum without committing to either,13, 14 allowing a selection of methods that 

best suit the research contexts and needs.15 Methodologies and methods were selected to meet the 

research aims of this thesis. Study methodologies included qualitative, quantitative, and mixed methods 

approaches and data collection methods included interviews, policy mapping, and surveys.  

 

Funding for this candidature  

I was the recipient of a Commonwealth Government Research Training Program scholarship and received a 

scholarship top up from the NHMRC funded EPOCH CRE (Grant No. 1101675). The EPOCH CRE supplied 

some funds for publications and travel relating to this candidature. Professor Louise Baur provided material 

support (desk, computer, etc) for this candidature via the Prevention Research Collaboration, Charles 

Perkins Centre, School of Public Health, The University of Sydney. I additionally received grant funding from 

the School of Public Health Postgraduate Research Support Scheme and Research Student Grant Scheme.  

 

Ethical approval  

The study in Chapter 3 did not require ethical approval. The University of Sydney Human Research Ethics 

Committee granted ethics approval for the studies published in Chapters 4, 5, and 6 (Ref. 2017/507). 

Written informed consent was obtained prior to participation. The study in Chapter 7 included data from 

the CHAT Trial with ethical approval from the Ethics Review Committee of Sydney Local Health District 

(Protocol No. X16-0360 & LNR/16/RPAH/495).  
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Thesis overview  

Thesis purpose and aims  

The primary purpose of this thesis was to explore the policy levers for obesity prevention in the early years 

for an Australian context. The thesis focused on a distinct period of obesity policy in Australia, between the 

end of the National Partnership Agreement on Preventive Health and the development of a National 

Obesity Strategy (2013-2019). The thesis findings have implications for policy, research, health promotion, 

and healthcare. This thesis aimed to:  

1. Investigate the obesity prevention policy context for Australia at national, intergovernmental, and 

subnational levels of government and identify policy lessons 

2. Map Australian policies for the early prevention of obesity across the public health spectrum  

3. Identify factors that support or hinder the development and implementation of policies to prevent 

higher weight in the early years  

Thesis structure  

The overall structure of this thesis was to (a) establish the national and intergovernmental contexts in 

which states and territories inhabit the implementation of policies, programs and services and (b) examine 

the contexts and needs of states and territories in their use of policy levers for the early prevention of 

obesity in childhood. The chapters of this thesis are outlined in Figure 3 where published papers are 

indicated with this icon:  

Part A sets the scene for this thesis, comprised of Chapters 1 and 2. Chapter 1 describes the context of the 

PhD candidature and gives an overview of the thesis. Chapter 2 includes the literature review covering the 

conceptualisation of the first 2000 days, the prevalence of higher weight in Australia and its determinants 

in children under five years, and an overview of the policy frameworks for obesity prevention in the 

literature.  

Part B presents the results of this thesis, comprised of Chapters 3 to 7. Chapter 3 set the stage for 

Australian policy levers by using policy mapping to compare Australian national policies to five similar 

countries – English speaking, high income, medium population size (published in Obesity Reviews, 2019). It 

found that Australia lacked national policy infrastructure for obesity prevention and very few activities 

were being undertaken to address wider determinants.  
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Chapters 4-6 all used interviews with senior officials to provide institutional and regional contexts to the 

policy mapping findings. In the absence of national infrastructure for obesity prevention Chapter 4 

explored the role of intergovernmentalism in achieving national action in the food regulatory system and 

policy coherence across states working on the same policy areas (published in PLOS ONE, 2022). It found 

both enabling and restraining factors among Australian intergovernmental institutions and forums.  

Chapter 5 explored the subnational policy context in Australia. State and territory government policies 

were compared to understand the barriers and enablers to policy implementation. It found that 

jurisdictions undertake eclectic approaches to obesity but each face barriers relating to funding and 

structural support (published in Frontiers in Public Health, 2022).  

Chapter 6 presents the findings of a case study of the New South Wales Healthy Eating and Active Living 

(HEAL) Strategy 2013-2018. It included in-depth policy mapping and interviews with 25 senior public 

officials across 18 agencies (eight clusters) in the New South Wales Government explored the factors 

effecting implementation of obesity prevention policies (manuscript submitted to Journal of Public Health). 

It found that despite a priority to reduce childhood obesity prevalence, policy action areas were limited in 

scope and collaborative mechanisms were insufficient to enable intersectoral initiatives.  

Figure 3: Thesis structure 
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Finally, Chapter 7 used a cross-sectional study design to explore the perspectives of mothers of young 

children living in NSW (published in Health Promotion Journal of Australia, 2020). Survey questions were 

developed and embedded into a follow-up survey in large, randomised control trial called the 

Communicating Healthy Beginnings Advice by Telephone trial. These questions asked mothers of children 

aged one year if they supported six different types of policy interventions, ranging from food and physical 

activity environments, settings, support programs and routine measurement of children at health 

appointments. The questions asked if they would support the NSW Government acting in these areas. 

Potential confounders were included in the analysis to explore associations with their level of policy 

support. It found that this cohort strongly supported a broad range of policy options available to the New 

South Wales government to address obesity in early childhood.  

Part C contains one chapter, Chapter 8. This discussed the overall findings and implications of this thesis 

and its strengths and limitations. Finally, it makes recommendations for future research.  

Other work arising from this PhD candidature is listed in Appendix 1.   
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Chapter 2 | Background   

 

Chapter Overview  

This chapter presents the overarching literature review of my PhD candidature. It was first undertaken in 

2016 and refreshed with pertinent new literature 2016-2022. However, this thesis contains four published 

articles and one manuscript under review (Chapters 3-7), each with their own literature reviews, unique to 

the separate projects of this candidature. As such, the material presented here is not a repeat of the 

information in those chapters.  

This chapter contains the literature review exploring early childhood obesity in Australia, the concept of the 

first 2000 days, and determinants of higher weight in early childhood, an overview of frameworks for 

childhood obesity prevention, the Australian policy context, and thesis scope.   
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Literature Review  

This literature review locates the aims of this PhD candidature, exploring the policy levers in Australia for 

the early prevention of obesity in childhood. It is not a comprehensive review of the causes of higher 

weight in the early years. Rather, it is a summary of the research context around higher weight in early 

childhood, the emergence of discourse around ‘the first 2000 days’, a summary of the determinants of 

obesity, an overview of childhood obesity prevention frameworks, and the policy context in Australia.  

Early childhood obesity in Australia 

Use of non-stigmatising language in obesity prevention policy discourse  

In obesity-related policy documents, the term ‘obesity’ is often used to encompass both overweight and 

obesity categories.1 This thesis uses the same accepted practice in instances where the subject is obesity 

policy or for the constructs of ‘obesity prevention’ or ‘childhood obesity’. However, when talking about 

people with higher weight the language children with z-score>2 or children with higher weight is used. This 

aligns with the Australian clinical practice guidelines for the management of eating disorders for people 

with higher weight, published in mid-2022 by the National Eating Disorders Collaboration.2 The language 

around obesity and the categorisation of ‘obese’ is stigmatising to people with higher weight.2 In the 

interest of minimising any further use of stigmatising language, I have used non-stigmatising language in 

the sections of this thesis that were written since this clinical practice guidelines was published (i.e. the 

opening and closing chapters).  

 

Prevalence of obesity in early childhood in Australia  

Data from the 2017-18 National Health Survey estimated that 24.6% of Australian children aged 2-4 had 

higher weight, 16.0% with z-score 2-3, 9.2% with z-score >3.3 Other surveys have indicated that higher 

weight among Australian children had a socioeconomic4 and geographic gradient.5 Children were more 

likely to have higher weight if they lived in outer regional or remote areas and/or were in the least 

advantaged socioeconomic group.5 

Categorising higher weight in early childhood can be difficult, as we use three different methods in 

Australia. We use both the World Health Organisation (WHO) and USA Centres for Disease Control and 

Prevention (CDC) charts clinically, and in research we tend to use International Obesity Taskforce (IOTF) 

cut-offs to report obesity category in childhood.6 The variance between these three different ways of 

categorising childhood obesity can be problematic. A systematic review and meta-analysis of studies (27 

and 19 respectively) using these three standards between 2010 to 2021 found high heterogeneity in 

classification of weight status globally.7 A study reviewing the reporting of obesity prevalence in Australian 
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pre-school children (aged 3-5 years, n=1926) found dramatic differences in prevalence between the three 

standards, WHO (9.3%), CDC (33.1%), and IOTF (21.7%).6 There are growing calls to unify an international 

standard for the development of national or local references that account for child age, ethnicity and 

geographic region.7, 8 

 

The First 2000 Days 

The term ‘the first thousand days’ refers to the critical life period between conception and the first years of 

life. It has been identified as a critical life period for mental, cognitive, emotional, and social development, 

behavioural programming, establishing health behaviours, and weight trajectory.9, 10 The ‘first thousand 

days’ concept is gaining momentum in guiding public policy in Australia and abroad.9 The ‘first thousand 

days’ includes the time immediately before conception (peri-conception), pregnancy, birth, and infancy to 

two years of age.11 The term ‘the first 2000 days’ extends this period out to about 5 years of age, as critical 

early years of life before starting school, and sets life course foundations influencing “basic learning, school 

success, economic participation, and social citizenry. Each of these provides skills and resources that 

influence” health behaviours and outcomes.12 Given that higher weight and its determinants are prevalent 

in early childhood and track throughout childhood, adolescence and adulthood,13-18 the importance of early 

intervention “cannot be understated”.19 The life-course model suggests intervening when biology is most 

plastic, i.e. during early childhood.20  

It is essential to understand the importance of early life within the context of intergenerational and 

transgenerational considerations. Evidence suggests that the increasing prevalence of higher weight is an 

intergenerational phenomenon – including nature, nurture, and the intersection of wider determinants.21 

Nader et al. identified the uniqueness of the first 2000 days within the interplay of higher weight across 

developmental stages.22 Figure 4 highlights the key life stages of a parent of a young child. All the elements 

that influence parents throughout their own life (brown spiral) will impact on their child (blue spiral), which 

in turn will impact the child’s life trajectory and influence their own child (not shown).  
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Source: original work. The blue spiral shows the life cycle of a child across the first 2000 days, the brown spiral shows the life cycle 

of a parent. The shaded blue area represents the extended potential period of preconception from adolescence into mid-life. 

 

Some research concerned with the intergenerational aspect of higher weight focuses on (epi)genetics while 

other research is concerned with the intersection of the cultural and social transmission of normative 

behaviours such as parenting care and knowledge and practices around food and movement.23 Transient 

environmental exposures across the first 2000 days can alter physiology with potential persistent impacts 

on gene expression and metabolism, influencing the long term health of the individual and their future 

offspring.24 Additionally, normative engagement of parents with food and physical activity environments 

will influence children’s formation of lifelong habits. Studies have found that one-off behaviour change 

techniques during only one life stage, e.g. pregnancy, are insufficient to overcome impacts of 

environmental exposures.24 For example, one study found that efforts to reduce higher weight among 

adolescent women (through behavioural and environmental modifications) may normalise food and 

movement behaviours and reduce transgenerational risk.14 A sustainable, systems approach to obesity 

prevention requires intervention during the first 2000 days, however, this life stage should not be isolated 

from the complexity of the broader issues at play.22  

 

Figure 4: Intergenerational life cycles 
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Determinants of higher weight in early childhood 

Obesity research tends to focus on four behaviours - diet, physical activity, sedentary behaviour and sleep – 

as the (individual) modifiable determinants of higher weight. These behaviours have been grouped into 

eating and movement in Australian recommendations for these behaviours in early childhood.  

Eating and movement recommendations 

Australian dietary guidelines for children under five years 

The latest Australian Dietary Guidelines for children under five years were released in 2013.25, 26 Legislation 

requires the renewal of the Australian Dietary Guidelines every 10 years and review every five. The five-

year review in 2018 was missed and initial efforts to review the definition of discretionary choices were put 

on hold. As of mid-2022 the process to renew both had just commenced.  

The Australian Infant Feeding Guidelines recommend exclusive breastfeeding to six months and continued 

breastfeeding to twelve months (and beyond) with the introduction of solids from about six months.25 Any 

breastfeeding has benefits for both mother and child and can continue for as long as they desire. Breastfed 

infants do not require any additional fluids up to 6 months. Any tap water given to a child under 12 months, 

including formula preparations, should be boiled and cooled. If children are not breastfed, then appropriate 

breastmilk substitutes are recommended. Infant formulas are recommended from birth to 12 months. 

Foods Standards Australia New Zealand (FSANZ) uses the term ‘follow-on formula’ to refer to breastmilk 

substitutes that are suitable from 6-12 months. These can be used beyond 12 months but are not 

recommended or needed. Both infant and follow-on formula composition is protected under law and their 

promotion are ‘limited’ by a self-administered industry code. ‘Toddler milks’ are a newer product on the 

market, promoted as following-on. These are not recommended nor needed and have no legal coverage for 

composition and do not fall under the breastmilk substitute industry (manufacturers) code.  

Infant formulas have varying influences on satiety and growth patterns27, 28 For example, high protein infant 

formulas are associated with rapid growth and the selection of low protein infant formulas 

(<1.7g/100kcal)29 may reduce risk of higher weight at 2 years,30 with reported benefits up to 6 years of 

age.31 While cow milk formula is associated with more rapid growth than breastfed infants, a study found 

that infants fed extensive protein hydrolysate formula had similar growth patterns to breastfed infants.27, 28  

The Infant Feeding Guidelines recommend the introduction of solids at about 6 months.25 There are no 

specific recommendations on amounts to feed children aged 6-12 months. Children’s first foods, from 

about 6-12 months, are called complementary foods as they complement breastmilk as the primary source 

of energy and nutrients. It is recommended that:  

• iron-rich or -fortified foods be introduced from about six months to meet growing needs  

• a variety of textures  

• a wide variety of core foods are recommended, and consider introducing foods individually 
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• salt and sugar are not added  

• minimise choking hazards, e.g. blending peanut butter into a food already introduced, grating apple 

The Infant Feeding Guidelines do not provide recommendations for how much to feed infants between 6-

12 months of age.25 However, Eat for Health: Australian Dietary Guidelines do supply a sample eating 

pattern as a guide for infants aged 7-12 months.32 This guide uses different serve sizes to all other dietary 

recommendations with little advice to help parents identify their child’s early feeding needs.  

Parental concerns about potential or confirmed food allergy has been identified as a reason for limiting 

child diet variety and higher reliance on commercially available complementary foods, both leading to 

poorer child diet quality.33-35 Recently, advice about the introduction of potential allergen foods was 

updated but has not been widely circulated to the public. The Australasian Society of Clinical Immunology 

and Allergy (ASCIA) developed recommendations for the prevention of allergy (i.e. these do not apply to 

infants who have developed allergies before the introduction of solids).36 For children in families with high 

risk of food allergy, i.e. a parent or sibling have confirmed allergy, it is recommended to introduce the 

confirmed allergen at about six months (but not before 4 months). For children not in families with high 

risk, it is recommended to introduce potential allergen foods (egg, peanut, soy, wheat, cow milk, tree nuts, 

sesame, fish, seafood) at least twice a week before 12 months.36  

Commercially prepared infant foods, specifically for infants aged 6-12 months (but not before 4 months) 

are covered under the Food Code for food safety, and in terms of content added sugar must be displayed 

on the label. There are no other considerations for texture or nutrition quality in the current Food Code nor 

legislation regarding marketing. Likewise, there are no additional considerations for the nutrition quality or 

marketing of toddler foods and drinks.  

It is recommended that toddlers transition to family foods from one year of age. The Australian Dietary 

Guidelines has consistent serve sizes for each of the five food groups and varies the number of serves based 

on age and gender.37  

 

Discretionary choices 

Discretionary choices are non-core foods and beverages available in the food supply, i.e. they are not 

required to meet energy, macro- or micronutrient needs. These foods tend to be high in energy, added salt, 

sugar and fat, can typically be identified as ultra-processed products, tend to last longer (e.g. packaged 

baked goods) or have a longer shelf-life, and are abundantly available. If these foods are chosen, the advice 

is they should be served in small amounts (a serve is <600kJ) and eaten only sometimes.37 There are no 

specific guidelines on portion sizes or frequency of use for children under five years of age.  
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Australian 24-hour movement guidelines for children under five years  

The Australian 24-Hour Movement Guidelines for the Early Years (birth to 5 years): An Integration of 

Physical Activity, Sedentary Behaviour, and Sleep, were released in 2019. These guidelines incorporate 

three of the four behavioural determinants of higher weight – physical activity, sedentary behaviour, sleep 

– collectively referred to as ‘movement’ behaviours.38  

 

Diet patterns 

Breastfeeding  

In 2017-18 approximately 61% of children under 4 years had been exclusively breastfed to at least 4 

months. In single parent families, this dropped down to 46%. Of those living in areas of highest advantage 

70% were exclusively breastfed to 4 months of age, while 53% of those living in areas of least advantage 

were.39 Consistent data collection on exclusive breastfeeding to at least 4 months of age have identified a 

socioeconomic gradient to breastfeeding that has widened over time in Australia.39, 40 Breastfeeding has 

increased among mothers in the most advantaged and decreased in the least advantaged areas. 

Breastfeeding has an inverse association with higher weight and weight gain velocity in infancy, attenuated 

with any formula use.41 Similarly in a Brazilian study duration of breastfeeding with a minimum of two 

months was also inversely related to weight gain among mothers and infants.42 One Australian study found 

that children who were breastfed for 12 months or more were about half as likely as those breastfed for 

less than 17 weeks to have z-score>2 at 36 months of age.43 Another Australian study found that 

breastfeeding duration was associated with BMI z-score trajectory in early childhood.44  

 

Early childhood diet quality  

The composition of the meals people eat changes frequently and the consumption of nutrients does not 

happen in isolation of this. Dietary patterns analysis offers an overview of diet quality.45 Some key 

Australian studies show the relationship between discretionary choice consumption and fruit and vegetable 

consumption.   

A recent study did secondary analysis of the Australian National Health Survey between 2011-12 and 2014-

2015.46 It found that among children aged 2-3 years those meeting the recommendations for fruit 

consumption was high (94.5%, 96.6%) but for children aged 4-5 years this reduced greatly (71%, 72.6%). It 

also found consistently low consumption of vegetables among children aged 2-3 years (17.9%, 20.2%) and 

children aged 4-5 years (2.8%, 3.3%).46 These drops are likely reflective of the subsequent changes in the 

number of fruit and vegetable serve recommendations that occur between ages 3 and 4, in addition to 
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children attending pre-school at this age. Nevertheless, it is striking how few children met the 

recommendations for vegetables at both time points and age groups. Another study of the same 2011-12 

data found that among Australian children aged 2-3 years there were high consumption patterns across 

multiple categories of discretionary choices.47 While sweet biscuits were the most consumed food grouping 

by children aged 2-3 years (37.5%), similar sweet products were also consumed, including cakes, muffins 

and slices (13.6%), sweet sack bars (11%). Confectionary and lollies (14.7%), chocolate (15.3%), and ice 

creams/blocks (14%) were also regularly consumed sweet items. As for salty foods, there was regular 

consumption of higher-fat savoury biscuits (11.4%), potato crisps and similar (17%), and processed meats 

(18.8%), dishes with processed meats (19%), and meat pies and other savoury pastries (7.1%).47 These 

discretionary foods contributed an average of 1858kJ of daily energy to the diets of children aged 2-3 years 

and 38.5% of total energy consumption among children aged 2-18 years.  

An Australian study found that children at three years were more likely to have healthy eating patterns if 

their mothers were older, their fathers had a higher BMI, not working mothers and lived in one carer 

households.45 These last two predictors were still significant at five years, although the five year response 

rate was low (22%) of baseline.45 These seemingly contradictory predictors, given the known impact of 

household income on food security and consumption, highlight the complexity of household factors on 

dietary intake. Eating behaviour and the quality of child dietary intake are known to be influenced by a 

variety of socio-ecological determinants. Some studies have shown that children of lower socio-economic 

position (SEP) tend to consume higher discretionary choices and lower wholegrains, fruit and (especially) 

vegetables.48, 49 That does not exclude the central role that individual and family-level factors play as 

predictors of consumption.50, 51 Family level measures of SEP, such as maternal education, seem to be more 

important predictors of these consumption patterns in early childhood, but there are many other SEP 

indictors that are less well explored among Australian children.45, 52, 53  

 

Food preference development   

Studies have shown that adult food preferences are mostly set by 2-3 years of age (even with divergence 

after puberty).54 These are influenced by early food exposures and social norms. Studies have shown that 

the development of food preferences commences during pregnancy27, 55 and are impacted by both 

breastmilk27 and formula feeding.56 Some children have higher genetic propensity towards dislike of bitter 

flavours,57 and there are  sensitive periods (i.e. “age related changes in functional plasticity”) for flavour 

learning in infancy.27 An Australian study of children aged 2-5 years found that food fussiness, enjoyment of 

food and food responsiveness were reliable predictors of child food preferences.58  

Although studies identify that in Australia a healthy diet costs less than an unhealthy diet overall,59 this 

does not account for the costs of food waste that inevitably come with offering a frequent and wide variety 
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of foods. These results may not be generalisable for early childhood due to methodological considerations. 

Additionally, for those living in very remote areas and/or low-income households even recommended diets 

are beyond their means.60 Wealthier people tend to eat healthier foods due to their taste preferences, 

developed from early childhood, not because they have different health preferences.61 Families with lower 

incomes tend to buy foods that they believe their children will eat (based on their own preferences and 

their perception of their child’s preferences) in order to minimise food waste.62 In this way, taste 

preferences from early childhood can be influenced by family income. A cross-sectional study in two 

Australian cities about the motives of food choice by parents of children aged 2-5 years found key 

motivators for parents were taste, health and nutrition. It found a higher motivation for selecting foods 

based on what their children wanted (taste motivator) was linked to children liking vegetable, fruit and 

cereals less, and a trend towards significance between parents with health and nutrition motives and child 

fruit and vegetable preferences.63  

Parents need support across the first 2000 days to establish lifelong taste preferences for healthy food. 

Potential strategies to increase healthy food (especially vegetable) and decrease discretionary choices 

include:  

• Exposure to bitter flavours during pregnancy, breastfeeding, infancy and toddlerhood to 

desensitise aversions in infancy may potentially be effective27, 64, 65  

• Depending on maternal diet, breastmilk can pass through a wide range of flavours and so breastfed 

children have a “more varied flavour experience” that can provide a “flavour bridge” to similar 

foods with the introduction of solids66  

• Frequent exposure to a wide variety of healthy foods67-69 

• Resist urging children to eat, so that they retain their control around food decisions to minimise 

fussiness and maximise enjoyment of food58  

• Flavour-flavour learning (introducing new flavours with an already liked flavour) was shown to be 

an effective strategy from a systematic review69 

• Modelling: from parents and carers, between siblings, between peers (e.g. within ECEC settings)66, 

69 

Feeding behaviours using rewards to incentivise children to eat vegetables may be effective at increasing 

the consumption of those foods,69 but those efforts may mot positively influence the development of a 

preference for those foods.70 Long-term, food enjoyment of food is the most associated with a healthy 

diet.58   

 

Movement patterns 

Physical literacy is the combination of physical competencies, motivation, confidence, physical skills and 

social skills to be active with others. It is developed through a lifetime of building and practicing skills, 

behaviours, and knowledge.71 The earliest recommended movement for infants is ‘tummy time’, which is 

time spent in supervised prone position building up to 30 minutes a day. It is recommended for the early 



20 

support of muscle development and as the first physical literacy skill.72 Physical activity is an important 

component of healthy growth and development including the early years,73, 74 however, Sport Australia 

refers to the early years as the ‘pre-foundational’ stage of physical literacy. Recognition for this unique life 

stage is embodied in the term ‘active play’.75 Truelove et al., defined active play as “a form of gross motor 

or total body movement in which children exert energy in a freely chosen, fun, and unstructured manner” 

(p.164).76 

There is limited data available on movement patterns in early childhood in Australia. A subset of data from 

the Australian Health Survey 2011-12 was obtained through the National Nutrition and Physical Activity 

Survey. It was the last nationally collated dataset on movement in Australia, based on previous guidelines 

for physical activity and screen time and did not include sleep. Approximately 72% of children aged 2-4 

years met the recommendation for 180 minutes of physical activity daily, 26% met the recommendations 

for screen time, and only 20% met both. These results were consistent for boys and girls. Screen time 

averaged 83 minutes a day for this cohort.39 For older cohorts, aged 5-14 years, a social gradient for those 

meeting physical activity and screen time recommendations was reported. While overall those meeting 

screen time recommendations was around 10%, for those in the least advantaged areas that sat under 6% 

and it was more than 12% for those in the most advantaged areas.39 A study in southern Queensland and 

northern New South Wales with 138 parent-child dyads found preschool children tend to have higher 

preferences for sedentary behaviour when parents are older, have restrictive rules about outdoors play, 

and use screen time to control child behaviour (e.g. reward).77 There are also gaps in the literature 

exploring movement in early childhood relating to the health outcomes. In a systematic review including 96 

studies about the health impacts of physical activity (71,291 participants aged 0-4 years) found a linear 

relationship with physical activity and health outcomes – psychosocial, cardiometabolic, cognitive 

development and motor function.78 Higher physical activity has been found to be associated with lower fat 

mass in children aged 5-19 years.79  

Sedentary behaviour is any waking sitting, reclining or lying down behaviour that requires very little energy 

expenditure.80 In the last National Nutrition and Physical Acitivty Survey screen time was taken as a proxy 

for sendentary behaviour but not all sedentary bahviours are equal. A systematic review found that some 

sedentary behaviours, such as storytelling and reading, have positive impacts on cognitive development.81 

While seated, restrained seating, and supine position have been associated with adiposity, screen time was 

consistently shown to have negative (or neutral) impacts in early childhood across a range of social and 

cognitive developmental considerations and adiposity.81  

A study found that for children aged 5-19 years sedentary behaviour was not associated with higher fat 

mass, whereas TV viewing was, suggesting a combination of effects are in play during TV viewing time.79 A 

study of 135 children aged 2-6 years in Melbourne explored the relationship between TV viewing, its 

content, food intake, physical activity and weight.82 It found that TV duration independently had a small but 
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significant effect on child weight but this increased to a moderate effect when controlling for the additional 

eating and displaced physical activity that occurred concurrently.82 These findings support making a 

distinction between passive screen-time – where children passively consume content, such as television – 

and active screen-time, where children actively participate in the creation of content, they use a device for 

social connections, or they are using a device to read (or learning to read), i.e. the context matters.83 

Overall, there are still many gaps in the measurement and interpretation of sedentary behaviour in early 

childhood and its impacts on immediate, intermediate and distal health and developmental outcomes.  

There was no data collected on sleep in the last Australian National Nutrition and Physical Activity Survey. 

Data from the Longitudinal Study of Australian Children were used in a study exploring the relationship 

between sleep, its determinants and, their influence on wellbeing.84 The article found four patterns of sleep 

duration including 45% initially short sleepers, 41% typical sleepers, 12% persistent short sleepers, and 2% 

poor sleepers. Household factors including size, financial hardship and maternal employment and child 

factors including irritability and sleep problems distinguished between the patterns. Lower quality sleep 

was associated with poorer health outcomes, suggesting sleep patterns have implications for health-related 

quality of life.84 Sleep has been positioned as both an independent factor effecting risk of higher weight and 

a mediator of physical activity and diet. A Danish study found an inverse relationship between sleep 

duration and weight, mediated by energy intake among 368 children aged 2-6 years.85 A randomised 

controlled trial in New Zealand found that interventions focused on sleep affected child weight but not 

physical activity nor diet.86 A systematic review on the impacts of sleep interventions on weight, physical 

activity (fitness), and diet had inconclusive results for early childhood.87  

 

Lifestyle programs 

The key primary and community settings in Australia for the delivery of individual services include through 

General Practitioners (GPs), child and maternal (or family) health or community health centres and 

embedding obesity prevention practices into home visitation programs for families at higher risk.  

 

Primary healthcare  

A recent scoping review identified the dearth of policy and programs to support GPs in Australia to provide 

services to encourage healthy growth and promote diet and movement factors relating to higher weight 

and rapid growth in the early years.88  
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Home visitation  

Home visiting services are provided to families that need additional support across a range of social and 

health needs. They have been identified as an ideal setting for the inclusion of obesity prevention practices, 

commencing in infancy and offered in a range of frequencies, e.g. weekly, fortnightly, or tied to key 

developmental stages.89 The Healthy Beginnings Trial in Sydney was embedded into an existing home 

visiting program and delivered by specially trained maternal and child health nurses.90 As a home visiting 

program, 667 first time mothers enrolled into the program were from socioeconomically disadvantaged 

areas of Sydney. They were enrolled in late pregnancy and followed until the child was aged 2 years. The 

trial was effective in preventing obesity among the children in the intervention group compared to the 

control group (assessed by the difference in mean body mass index).90 A follow-up study (79% of 

participants from phase 1 trial participated) found that the intervention effects were not sustained to five 

years of age.91  

 

Community healthcare  

Family or maternal and child health (MCH) nurses facilitate community services for early childhood in most 

Australian jurisdictions. These include drop-in centres and well-child visits aligned to the baby book every 

parent is given if they give birth in an Australian health setting (although different in each jurisdiction).  

These services are state/territory funded and managed. A Melbourne study found that within these 

services around three-quarters of MCH nurses regularly took anthropometric measures but only half 

regularly reported providing nutrition of breastfeeding support and between 30-40% provided support for 

child movement.92 That study found MCH nurses were well placed to offer support (during scheduled well-

child visits, at community drop in centres, or at parenting groups) but they require additional training to do 

so.92 

MCH nurses typically facilitate existing community, group-based interventions for the prevention of higher 

weight in the early years in Australia.93-95 An anticipatory guidance approach is tailored to developmental 

stage96 and formed the basis of two Australian group parenting interventions for infants and toddlers 

(mostly delivered by MCH nurses), also known as NOURISH and INFANT studies. Anticipatory guidance was 

effective for medium-term impacts on protective parenting behaviours in both studies, i.e. responsive 

feeding,94, 95, 97, 98 leading to less rapid weight gain and lower BMI z-scores in early childhood in NOURISH,97 

and improved diet and movement behaviours in INFANT.94, 99 For the INFANT study the only behaviour 

change to persist at five years was a lower consumption of sweet snacks, although there was an emergent 

trend of lower discretionary drinks consumed at the five year follow-up suggesting that some intervention 

aspects (e.g. advice to avoid sugary drinks) can be sustained long-term.99 A similar intervention, although 
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aimed at pre-school aged children, MEND 2-4, in Victoria resulted in significant diet related improvements, 

but did not reduce higher weight nor limit its gain. The only sustained behavioural change (at 12 months 

post-intervention) was lower food neophobia.93  

 

Evidence of effectiveness of family-level interventions 

Several systematic reviews on interventions with parents and carers found that, despite heterogeneity, 

programs to improve movement factors tend to do so.19, 100 Some reviews report efficacy with at least 3 

months101 while others report more pronounced outcomes if they are at least six months duration,100 

although dose (frequency) has not been identified. These reviews found that the community settings and 

group-based interventions hold the most promise, identifying an opportunity to embed interventions into 

existing groups, such as new parents’ groups. However, there is still a need to consider service delivery 

gaps, e.g. between third trimester and early postpartum when most parenting groups commence. As such, 

some reviews note interventions should be multi-setting (e.g. early childhood education and care (ECEC) 

settings, primary health and community settings) and multicomponent (targeting both diet and movement 

behaviours).102 A Cochrane review investigating multi-component interventions for the prevention of 

higher weight found overall improvements in BMI but inability to identify the specific components of the 

interventions that cause the positive trends in BMI.101 These findings highlight earlier calls to refine 

intervention designs to confirm component efficacy.103  

Multiple systematic reviews found that the heterogeneity of studies, methods, and measures made it 

problematic to understand true effect size under meta-analysis.19 The EPOCH Collaboration was a collection 

of several research groups in Australia and New Zealand who prospectively agreed to use the same core 

data collection tools and outcomes (i.e. many still captured additional outcomes and covariates) in their 

randomised controlled trials. Outcome data of these four trials – Healthy Beginnings, INFANT, NOURISH, 

and Poi – found statistically significant improvements in BMI at 18 and 24 month follow up.104 These 

positive BMI effects were not sustained 3.5- or 5-years post intervention across these four studies.105 While 

there were improvements in total TV viewing time, duration of breastfeeding and feeding practices at 18 

and 24 months,104 only some of these behavioural improvements were detected at 3.5 years and 

diminished by 5 years post intervention.105  

Intervention effects are generally attenuated over time, i.e. ‘fade out’.105, 106 Overall, these types of 

interventions tend to have modest effects on BMI even if clinically significant at the time of intervention.11 

Some critiques of parent-focused interventions identified potential areas for improving participant 

outcomes including utilising a broader range of behaviour change techniques.107 However, parenting 

intervention is largely biased towards white, educated, high income, and English-speaking families due to 

sampling bias and the overreliance on convenience sampling.108 Overcoming these types of sampling bias is 
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especially relevant for Australian policy makers with more than 200 identified ancestries in the ABS Census 

data. Additionally, the focus on downstream approaches to influence diet and movement behaviours 

through carers has coincided with the decline in research of the social and cultural context of behaviour.109, 

110 An Australian study on the discourse of childhood obesity found higher social responsibility attributed to 

women as mothers and upon whom the primary responsibility of their child’s body is laid.111 These 

narratives centred on the responsibilities for ensuring child health during pregnancy and food production 

and feeding.111 Despite the evidence that effective support at the individual level should include the whole 

household, almost all interventions aimed at preventing higher weight in early childhood focus on women, 

but not men due to the difficulties in recruiting them.94 

 

Settings in early childhood 

ECEC settings occupy a unique position between family-level interventions focused on lifestyle behaviour 

and policies focused on the wider determinants of health. ECEC settings are the key midstream venue for 

efforts to prevent higher weight in the early years. Two-thirds of Australian children aged 1-4 years attend 

some form of childcare,112 with long day care centres used the most.113 Children spend a lot of time in ECEC 

settings each week, an average of 29 hours in long day care and 27 hours in family day care each week.113 

Although ECEC services are regulated nationally, there are no nationally consistent nutrition guidelines 

used across Australian jurisdictions.114 A systematic review found that some ECEC centres were protective 

against higher weight compared to informal care (e.g. with grandparents).115 Another review found that 

child higher weight in ECEC settings was associated with educator physical activity and weight, foods served 

(high fat/sugar), time to be active, and opportunities to be physically active or sedentary.116 These findings 

identify ECEC settings, with the right practices and policies, as an ideal setting for prevention initiatives.  

A systematic review of the implementation outcomes of ECEC interventions found little to no difference in 

efforts to improve child diet, movement, or weight status.117 Another systematic review found some 

individual studies were each able to impact on one behavioural area (reducing sedentary behaviour, 

improving physical activity, or reducing fat intake).19 In both reviews, interventions in ECEC settings tended 

to focus more on movement factors than diet (or both).  

Scaled-up programs in Australia include Munch & Move in New South Wales,118-120 the Achievement 

Program in Victoria and Tasmania,121 and the former South Australian program Start Right, Eat Right.122 

These programs, or their precedent intervention trials (e.g. Tooty Fruity Vegie or Romp & Chomp), have 

been shown to have improved nutrition policies and menus and positive impacts on staff nutrition 

practices,123-125 and had significant positive impacts in terms of diet and movement factors and lower 

weight outcomes in children attending care.119, 120, 122, 126  
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Early childhood educators have the potential to be positive or negative influences on child health and 

development. Educator wellbeing, knowledge, practices and behaviours are an increasing area of research 

interest.127 Early studies have identified that educators have inadequate training in food provision and its 

nutritional adequacy,128 and they have been identified as being a significant source of weight bias 

(especially for girls) impacting on child educational attainment.129 Sector support for educators is limited in 

Australia.130  

 

Wider determinants 

Behaviour change approaches are more likely to benefit people with a higher socio-economic position and 

are therefore likely to have a negative effect on equity. Interventions that address the wider determinants 

of health are, in contrast, likely to positively affect equity.131 The WHO Commission on Social Determinants 

of Health released a report on health equity in 2008.132 This report identified three principals of action to 

achieve this, improving daily living conditions, address structural barriers caused by unequal distribution of 

power, money and resources, and empower a health workforce to measure, understand and raise 

awareness about the social determinants of health. This report collated policy action areas to address the 

social determinants of health under two overlapping areas related to social and economic resources:  

1. Structural: socioeconomic status, income, education, occupation, sociocultural 

2. Daily living conditions: early child development, physical environment (built and natural), the 

nature of working conditions and employment, and social capital 

Policy actions to address these areas require an integrated approach including leadership, commitment, 

and policy coherence, and governance to embed equity into all policies and programs, ensure fiscal levers 

are progressive and distributive, and legislative frameworks that ensure market responsibility. The need to 

centralise equity at the heart of policy for governance and planning, fair employment and working 

conditions, and social protection policies.132 

The Sax Institute recently published an evidence check, a review of reviews, on the social and commercial 

determinants of healthy weight.12 In addition to the social determinants of health, the commercial 

determinants of obesity are “the activities of commercial players recognised as influencing the 

environments in which people eat and expend energy”.12 Influence of these commercial players is exerted 

via four channels including marketing (to enhance desirability), extensive supply chains (to enhance global 

influence), lobbying (to restrict public health policy), and the use of corporate social responsibility (to 

deflect criticism).12 

The term ‘liveability’ has recently gained traction in Australian discourse around built environments. 

Liveability domains identified by the RMIT Creating Liveable Cities in Australia include walkability, public 

transport, affordable housing, public open space, local employment, local food environment, and 
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alcohol.133 Each of these elements were identified as being influenced by economic and social policies, 

urban design, land use and transport planning and have unique influences on health.134 Walkability relates 

to the likelihood of everyday physical activity (distance can be extended with cycling). Public transport can 

increase everyday physical activity, but it also permits access to employment, education, etc. Access to 

quality public open space improves mental wellbeing, encourages physical activity and helps to mitigate 

impacts of climate change.  Housing affordability and the “quality, location and density of housing are all 

health equity issues”.134 People experiencing financial stress relating to housing and high rental costs are 

more likely to report poor health and feeling unsafe. Local employment opportunities impact on access to 

work and the daily commute (time in transit, transport modality, time spent driving). Local food 

environment includes the relative density of food type, availability and access – with higher frequency of 

supermarkets related to higher fruit and vegetable consumption. Food retail options within 

neighbourhoods are associated with local active transport. A higher frequency of alcohol outlets was found 

in more deprived areas with greater associated harms.134 A health promoting built environment includes 

access to healthy food as well as spaces to be physically active and achieve social connectedness.  

 

Early childhood adversity 

Although studies have been able to show that following a healthy diet is cheaper than consuming an 

unhealthy diet in Australia,135 a healthy diet is still too expensive for many families, especially those that are 

welfare-dependent.135, 136 Healthy eating is associated with higher total household spending on food, and 

while low-income families spend a higher proportion of their income on food it is still less per person (and 

less healthy) than high income families.137  

Adverse childhood experiences (ACEs) are associated with a range of chronic health issues such as mental 

health issues, heart disease, diabetes and substance misuse in adulthood. ACEs include those caused by 

direct exposure (e.g. neglect or abuse) or indirect exposure via living situation (unstable household, 

parental conflict or mental health issues) and can cause chronic stress.138 Chronic stress can cause changes 

in the development of children’s immune, endocrine, and nervous systems138 and have long term impacts 

on social cognition.139 A growing body of literature connects early life ACEs with obesity.140-144 Adverse 

family experiences are a subset of ACEs and are “more contextual or environmental than direct abuse or 

neglect” (p. 82).145 Hemmingsson et al. developed a causation model whereby parental socioeconomic 

disadvantage can lead to a disharmonious family environment, and cause stress and distress for the 

child(ren).146 A recent study in the USA explored adverse family experiences, higher weight in children and 

positive contextual factors as secondary analysis of the 2011 National Survey of Children’s Health. It found 

that among children aged 10-17 years statistically significant contextual factors that protected against 

higher weight (z-score>3) were maternal mental wellbeing, child ability to stay calm, and a positive 
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neighbourhood support/safety score. A positive neighbourhood support/safety index score meant children 

responded positively to all four neighbourhood factors, that it was usually/always safe and supportive, it 

contained at least three amenities “essential to childhood” (footpaths, libraries, parks and 

community/recreation centres) and children in the area usually attended school (that were safe).145 The 

initial National Survey of Children’s Health did not report on the reliability or validity of these positive 

contextual questions, however, results suggest that positive neighbourhood factors may help to mediate 

the impacts of family stress.  

 

Neighbourhood disadvantage  

At both the neighbourhood and household level higher socio-economic position is inversely associated with 

higher weight.12 More advantaged neighbourhoods are positively associated with physical activity and 

healthy eating in children and a decreased risk of higher weight in childhood.12, 147, 148 Studies have found 

that the built environment not only reflects disadvantage, but it can also amplify its consequences.149 

Geographical risk studies in Australian cities found the odds of having chronic disease greatly depended on 

where people lived.  In Sydney having type II diabetes was associated with living in areas with higher 

density fast food and alcohol outlets.150-152 Similarly, identified ‘hotspots’ of obesity, cardiovascular disease, 

and type II diabetes were characterised by geographical disadvantage in Adelaide.153 Another study 

examining the relative density of healthy versus unhealthy food outlets and the association with higher 

weight in childhood in Perth found that for each additional healthy food outlet, children were 20% less 

likely to have higher weight (z-score >2).154 A study in Melbourne, Australia, found that supermarket access 

(within 800 and 1000 metres) was protective against higher weight among adults, except for those living in 

less advantaged areas. The disadvantage experienced in those areas was compounded by low access to 

public transport.155 A similar study, comparing Australian capital cities, found that supermarket access 

(within 1km/1.5km) were protective against higher weight and higher central adiposity among adults in 

most Australian capital cities (but not Perth, Darwin, Canberra).156  

Safety and social cohesion are also key characteristics of the built environment that enhance a health 

promoting environment,157 158 especially as they relate to physical activity. Studies have shown liveability 

domains are significant predictors of BMI >30 for women prior to conception. One study found area 

deprivation, high violent crime, rates of physical inactivity, the use of public transport, and green space and 

parkland access were all significantly associated with higher weight even after significant individual-level 

risk factors (ethnicity, age, relationship status, country of birth, maternal education and parity) were 

considered.159 One study investigated the relationship between crime and higher weight. They found that 

living in neighbourhoods with long-term exposure to crime was associated with a perceived lack of safety. 

Those who reported higher perceived safety had higher physical activity and lower BMI, suggesting that the 
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relationship between perceived safety and physical activity may explain the association between crime and 

higher weight.160  

Good urban planning is not enough to overcome other social determinants of health, notably race and 

ethnicity-based determinism,161 but it is a key component of addressing daily living conditions. Theories of 

planning and economics identify the net benefits of living in well-designed urban areas (sense of 

community, active transport, good public transport, heterogeneity in social class, social capital, optimal 

services, high quality and mixed employment, public spaces) can peter out if mismanaged (overcrowding, 

congestion, insufficient services, etc).162 Inappropriate or insufficient planning can lead to higher inequality, 

deprivation, and sense of stress.162 However, due to the vastly unique interactions between built 

environments and personal health outcomes there currently a dearth of evidence to identify what specific 

changes will work for whom and in what context. Recent advances in data collection, linkage, 

anonymisation and computational power all point towards potential to unravel these three-dimensional 

problems. Advancing this space requires funding commitment across decades and relationships across 

multiple sectors and levels of government.162 The UK Biobank Morphometric Platform is a great example of 

this.162 

 

Food environments 

Food environments are those factors that impact on a person’s diet including the availability and 

accessibility of food, factors affecting food quality such as supply, cost and distribution, and the physical 

distribution of retail stores and foodservice outlets that sell foods.163 Three key areas of food environments 

are food retail, foodservice outlets, and food marketing. Drivers of higher weight relating to food in the 

built environment are the proximity, density, and ratio of these elements in consideration of food costs.164 

Several studies found that factors within Australian food environments led to social norms about the 

‘normal’ use of discretionary foods and contributed to child pestering, which led to high consumption of 

these products in Australian children.165, 166 UNICEF recently published a special rapporteur on the 

protection of children’s right to a healthy food environment,167 positioning children’s rights at the heart of 

food systems that also prioritise nutrition outcomes.  

 

Food retail  

Food retail includes supermarkets, convenience stores, and specialised stores (bakery, greengrocer, 

butcher, etc). A Food Map undertaken in 2012 showed that Australians spend approximately 63% of their 

food dollars in food retail settings,168 making them a major source of discretionary choices for Australian 

households. Food retail marketing practices include the strategic placement of discretionary choices in 
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terms of within- and end-of-aisle stocking practices and at checkouts, it extends to household distributed 

catalogues and other forms of advertising to the public.  These practices were commonly observed in all 

Australian supermarkets in one study that found that compared to urban stores, suburban and rural stores 

stocked less fruit and vegetables, and checkouts had more soft drinks.169 The study noted those stocking 

practices ‘paralleled’ higher weight prevalence.169 Another study found in Australian supermarkets between 

63-73% of shelf space was devoted to the sale of discretionary products, and discretionary products 

occupied 50% of end-of-aisle displays and 90% of staffed checkouts.170 The high promotion of ultra-

processed foods in food retail is not unique to Australia, and retailers globally practice similar marketing 

approaches.171 Food retail is a key potential setting for improving Australian food environments especially 

given that four retailers make up 83% of the market share (Woolworths 37%, Coles 28%, Aldi 11%, IGA 7%).  

 

Foodservice outlets 

Foodservice outlets include restaurants, cafés, clubs and hotels, and takeaways. Food Map reported that 

the 2010-11 ABS data reported these outlets represented 25% of Australian food spending. However, Food 

Map believes the true proportion is higher as the ABS data excludes spending from hotels and clubs, as well 

as institutional food market (hospitals, military, etc).168 Public Health England developed a map of the 

density of fast-food outlets across England and found significantly higher density in areas of higher 

deprivation.172 A study in the UK found that neighbourhood fast food exposure was independently 

associated with higher weight.173 Some preliminary studies in Sydney, Australia have found the ratio 

between supermarkets and foodservice outlets to be higher in wealthier suburbs than less advantaged 

suburbs and these had an inverse relationship with prevalence of type II diabetes.150  

 

Marketing 

Marketing or advertising is ubiquitous: television, print media, online, digital and apps, outdoor billboards, 

public transport vehicles and stops, shopping centres and supermarkets, sporting clubs and stadia. The food 

industry in Australia spends an estimated $400 million on food and beverage marketing annually, most of 

which are ultra-processed products.174 Children are exposed to powerful food marketing in transit, in places 

where they learn, and in when they accompany their family to buy and eat food.175 A New Zealand study 

found that during children’s everyday activities they were, on average, exposed to discretionary choices 

marketing 27.3 times in a single day.176 Children are a crucial market because they influence family 

purchasing decisions and have the potential to be loyal to the brand for their lifetime.177 A small study in 

Sydney found discretionary product marketing was predominant around schools.178  
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The purpose of advertising to children is to create brand recognition and loyalty from a young age179 and 

evidence shows not only that this recognition happens very early180 but it also affects the development of 

taste preference,181 impacting on lifelong eating habits. In Australia, the majority of food advertising to 

children were for non-core foods and persuasive marketing techniques are widely used.182 In an Australian 

study where parents self-reported pressure to eat or restrictive feeding behaviours, their children aged 7-

12 years consumed more energy after exposure to marketing than those children whose parents did not 

self-report those behaviours. It also found that all children who were exposed to any marketing condition 

consumed more energy than children who were not.183 Parents are not solely responsible for how their 

children’s eating habits develop, and exposure to marketing is an independent risk factor for 

overconsumption in children.184  

Multiple studies have shown that self-regulatory practices for marketing are ineffective.185-188 A USA study 

found that an industry self-regulation ‘pledge’ not to market to children under 6 years was ineffective. Not 

only were children between ages 2-6 frequently exposed to their child-directed ads, but their study also 

found that among children aged 2-3 years brand recognition and liking was independently predicted by 

previous consumption and liking the ads.189 A UK study has shown that even with regulation the marketing 

of discretionary choices had not changed and children were still exposed to frequent marketing,190 

highlighting that regulation requires monitoring and penalties for non-compliance. Evidence in Australia 

shows that food manufacturers who sign up to pledges about the improvement of nutrient quality in foods 

actually increased the number of new discretionary foods they produced compared to those who have not 

made the same public statements.191 Likewise, since Australia implemented the Marketing in Australia of 

Infant Formulas (MAIF) Agreement, a breastmilk manufacturers code not to promote their products, these 

same companies have exponentially increased their product offerings and promotion of toddler milks and 

foods.192  

Marketing practices of commercial infant and toddler food products influence parent feeding behaviours. 

An Australian study found that in addition to social/peer norms and perceptions of infant readiness, first 

time mothers were influenced to introduce complementary foods earlier than six months due to food 

labels that stated ‘from 4 months’.53 Marketing claims on packaged products can increase the perception 

that they are healthy and influence purchasing.193-195 Children are particularly susceptible to packaging 

cues.184 Front-of-pack labelling is touted as a health promotion strategy to inform consumers of the 

healthiness of the products available in food retail settings. One meta-analysis found that nutrition labels 

can assist some consumers to identify ‘healthier’ options but had limited to no impact on purchasing 

behaviour.196 The information these labels provide is incomplete. A USA study of 2000 adults found that 

front-of-pack labels were appropriate for consumers to make assessments in terms of overall quality, 

however, stop sign labels were able to affect the accuracy of nutrition use, disease risk, nutrient 

perceptions and impacted brand attitudes and intentions to purchase.197 These effects were higher among 
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participants who already had high ‘objective nutrition knowledge’, which indicate inherent inequity in these 

health promotion strategies.  

 

Infant and toddler food retail market 

In addition to the high availability of discretionary choices in the Australian food supply generally, there has 

been an explosion in the food retail market of products for infants and toddlers over the last 15-20 years.198 

While commercially prepared complementary foods aimed at children 6-12 months have some coverage 

under the Australian Food Code, the toddler food retail market (aimed at children aged 1-3 years) does not. 

One recent assessment of Australian commercial infant and toddler foods found that 30% of the products 

sold were classified as discretionary choices, 80% of commercial ‘first foods’ were fruit based, and half were 

purees.199 Another study found all new toddler meals introduced to the Australian market between 2003-

2020 were classified as core foods according to the Australian Dietary Guidelines, 65% of them were also 

classified as ultra-processed (UP).198 That study also found an exponential increase in toddler ‘snacks’ in the 

last 15 years, and overall 74% of toddler meals and snacks launched since 1996 were UP.198 A third study 

found that the majority of products in the toddler food retail market were snack foods that were UP and 

not core foods and that although all toddler milks were UP they aligned with the Australian Dietary 

Guidelines.200 Similar results were found in New Zealand where the food supply is shared under the joint 

Food Regulation System with Australia.201 These findings identify that there is low variety of texture and 

questionable nutrition quality of commercial toddler foods and drinks in the Australian food supply. The 

normalisation of discretionary choices/UP product consumption – via the swamped toddler food retail 

market – from early childhood can negatively impact the development of healthy eating habits, taste (and 

texture) preferences, weight status, and long-term health outcomes.66, 198, 202-206  

UP products are ready-to-eat “formulations of ingredients, mostly of exclusive industrial use, that result 

from a series of industrial processes, many requiring sophisticated equipment and technology” across 

different industries.207 Commencing with high yield plant crops (e.g. corn, wheat, sugarcane, canola) or 

intensive livestock farming, which are fractioned into component parts, pureed, hydrogenated or undergo 

other chemical modifications. These substances are assembled and prepared into products with the use of 

cooking and shaping techniques, made palatable or hyper-palatable with the addition of cosmetic additives 

and other functions for preservation and stability served through the addition of emulsifiers, flavours and 

colours.207 These highly palatable products are generally high in energy, free sugars, fat (saturated, partially 

hydrogenated and/or trans-fat) and salt and include sugar sweetened beverages (SSBs), sweet biscuits and 

savoury crackers, frozen confections, reconstituted meat products (e.g. nuggets), instant meals (e.g. instant 

noodles), etc. They are typically low in dietary fibre, protein, micronutrients, and phytochemicals.208 Design 

elements such as mouthfeel, flavours and aromas have been found to promote over-consumption in 
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children.209 Early studies suggest that the consumption of highly palatable and hyper-caloric foods can lead 

to “maladaptive neural plasticity” driving compulsive eating behaviours.210  

In Australia 108.5kg per capita of UP food and 141.2kg per capita of UP drinks, respectively, were sold in 

2016 (see Table S1211). A representative cross-sectional study of Australian consumption patterns found 

that on average 42% of energy consumption was attributed to UP products.212 This study also found a 

positive and linear relationship between the quintiles of UP product consumption and nutrients linked with 

NCDs (total energy, energy density, saturated and trans-fat, sodium, and free sugars) which was reverse for 

protective nutrients such as potassium and fibre.212 Using a UP product lens to reconceptualise modern 

interpretations of poor nutrition offers an opportunity to develop and position structural changes 

(including trade and agricultural policies) “rather than simply continuing with reformulation, education, or 

motivational strategies. It may also help researchers and policy makers redefine outcomes of interest”.213 

 

Physical activity environments 

Physical activity environments include both built and natural environments. Built environments include 

buildings (family home, parental workplace, ECEC centres, retail, recreation) and spaces (greenspace such 

as parks and recreation, transport systems including footpaths, cycleways, public transport and roads) and 

are directly influenced by planning, transport and environmental policy.214 Natural environments include 

areas of open space where people can be physically active and those aspects of nature which might impact 

on being active (e.g. topography, weather).214 Many of the aspects of liveability (walkability, public 

transport, public open space) discussed above apply to physical activity environments. Transport modes 

including active and public transport have health benefits and co-benefits with climate change mitigation, 

congestion, and pollution.1, 215 Physical activity environments influence time spent outdoors in both active 

and passive physical activity.216 Studies have shown that positive physical activity environments (high 

quality green space including public gardens, low crime) could prevent higher weight among children aged 

3-11 years, but not change weight status once a higher weight was attained.217  

The built and natural assets and social cohesion of neighbourhoods’ matter.218 A systematic review of 

physical environments found that in the USA urban sprawl and land use mix were associated with higher 

weight in adults.164 Drivers of higher weight in the built environment are land use mix, urban sprawl, the 

accessibility of recreation areas, quality green and open spaces, quality footpaths and cycleways, reliable 

and affordable public transport (compared to car use).164 Evidence on the impact of physical activity 

environments on child weight is emerging. For example, access to infrastructure for active play 

(playgrounds and parks) and active transport (commuting) are associated with lower weight, although 

these findings varied by SES measures, ethnicity, and gender.219 A systematic review on the effects of street 

connectivity found an impact on child physical activity although the impact on weight was inconclusive.220 

This is likely due to the synergistic relationship of multiple elements in physical activity environments and 
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their overlay with food environments. Preliminary evidence suggests the importance understanding both 

physical and activity and food environments. In one study, a magnitude of difference in higher weight in 

children (z-score>3) between the most and least ‘obesogenic neighbourhoods’ was 8%.221  

The “exposure to and connection with nature” has significant wellbeing benefits222 and perceptions about 

nature can develop in very early childhood.223, 224 The quality of greenspace has been identified as key 

contributor to both the frequency of experiences and wellbeing outcomes. For example, exposure to 

residential greenness in the early years of life has been shown to have persistent beneficial effects on blood 

pressure into early adulthood.225 However, social and cultural trends can impact on the quality and 

frequency of these experiences.226 Freedom of movement in early childhood in open spaces may be socially 

or culturally attributed. Parents of young children may be cautious about young children being in green 

space due to perceived threats226 or safety risks posed by urban design, e.g. road safety.227  

In a multilevel analysis on the association between physical activity and social cohesion in Canada, 

increases in social cohesion and physical activity were associated with each other at both the individual and 

community level.228 This indicates that where people live impacts on the likelihood of engaging in physical 

activity, and efforts to increase physical activity within geographically-defined communities may benefit 

from concurrent interventions to increase social cohesion.228 A study on the effects of green space on 

health found that social cohesion and stress and passive physical activity were mediators of these benefits, 

and that quality had a higher impact than quantity.229 These studies support the findings above about ACES 

and the mediating effects of positive neighbourhood attributes on family stress.  

 

The constraints of evidence  

Single interventions are unlikely to have an impact on the prevalence of higher weight.131, 230-233 A 

comprehensive approach with a variety of interventions is needed, but there is limited data investigating 

the impact of systems on early childhood obesity prevention.234, 235 A review of Cochrane reviews about the 

prevention of obesity in children, using a wider determinants of obesity lens, found that most interventions 

(58%) focused on education for behaviour change or downstream rather than upstream approaches.230 

These findings were stable over time (between 1993-2015) and although approximately 45% of included 

studies did target wider determinants, they tended to function as an extension on a focus on behaviour 

change (e.g. training teachers to deliver education to children).230 

In a Sax Institute evidence check on population-level strategies, a review of systematic reviews, good 

evidence was found for the impacts of decreasing the price of healthy and increasing the price of less 

healthy food on weight-related outcomes. Most food systems interventions had impacts on or were 

promising for improving diet-related outcomes and all physical activity environments interventions 

improved physical activity-related outcomes.131 There was inconclusive evidence at the population level for 
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social marketing and interventions focused on education and personal skill development, although social 

marketing can be cost-effective. As such it may be a valid tool within multi-component community-based 

interventions, which were the only socio-cultural interventions that positively impacted weight-related 

outcomes.131 Alongside this evidence check, the Sax Institute published another evidence check on the 

commercial and social determinants of higher weight in Australia found evidence of effective and plausible 

interventions to address structural levers and daily living conditions.12 Structural drivers included welfare, 

income, taxation, trade, education, and infrastructure and transport policy in addition to accountability 

measures such as requiring health impact assessment of economic policy, participatory and inclusionary 

governance and ensuring self-determination of First Nations people. Daily living conditions included 

comprehensive childcare initiatives, safe and clean green space, urban agriculture or local food security 

initiatives, and community-level participatory governance. In addition to these individual skills 

development and parental skill building programs were also identified.12 

Evidence supports interventions aimed at nutrition and physical activity but less so for outcomes relating to 

weight. Likewise, evidence of efficacy for interventions targeting the wider determinants of health, 

although likely to be both sustainable and more potent, is also limited.12, 131 This is attributed to the 

limitations of study design and opportunities to evaluate real world interventions at scale and unpacking 

the nuance of obesity determinants across different contexts. Support for new research methods and 

interventions that are aimed at changing social norms and the commercial determinants of health may go 

some way in overcoming these limitations.12 

 

Frameworks for childhood obesity prevention 

There are numerous suggested frameworks for policies to prevent obesity including or focused solely on 

childhood obesity.  

Early conceptualisations of childhood obesity prevention  

Early frameworks for obesity prevention identified the problem and strategies for interpreting 

opportunities in different policy contexts. The connection between obesity prevention and environments 

has a long history in the literature. For example, the Analysis Grid for Environments Linked to Obesity 

(ANGELO) was developed in 1999. This framework was developed to support policy makers identify policy 

levers across four types of environments (physical, economic, policy/political, sociocultural) at both the 

micro and macro-environment level.236  

Sacks et al. developed the Obesity Policy Action framework and analysis grids for use as a tool in a 

comprehensive approach to obesity reduction.237 They used the WHO Global Strategy on Diet, Physical 

Activity and Health to inform the development of their framework to identify actions among three public 
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health approaches to obesity prevention. These were socio-ecological (upstream), behavioural 

(midstream), and health services (downstream). Each of these approaches had different perspectives on 

the determinants of obesity, the targets for intervention, responsibility for action, and primary outcome 

measures.237 The Obesity Policy Action tool was designed to enable policy coherence and influence the 

determinants of health through strategic and systematic action across multiple sectors and levels of 

government.  

The UK Foresight Programme developed a causal loop model for obesity in 2007, known as the Foresight 

Obesity Systems Map.238 Causal loop models are used to communicate, make sense of, and develop 

strategies for complexity by identifying all the relevant factors and their interrelationships. It was 

developed by obesity researchers and identified 108 variables and 300 connections within seven thematic 

clusters – physiology, individual physical activity, physical activity environment, individual psychology, social 

psychology, food consumption, food production.239 The project characterised obesity as an output of a 

complex adaptive system and the growing need to enact multifactorial strategies to address it, giving rise to 

the appreciation of systems theory.240  

Nader et al. presented a community systems framework for the early intervention of obesity in childhood. 

It identified the central role of local, state, and national policies aimed equally between health, physical 

environment support (settings such as ECEC, food access, urban and regional planning) and social 

environment support (peer and family networks, culture and social norms, institutional norms). Central to 

these government activities were how these policies impact on family practices, which empower them to 

be active agents of change and influencers of ongoing policies.22  

 

Policy context and benchmarking  

Some frameworks were focused on describing the problem in specific contexts or providing opportunities 

for countries to map their policies against a benchmark and compare to each other. The Institute of 

Medicine (IOM) Expert Committee on Obesity made five recommendations to accelerate the progress on 

obesity prevention in the USA.241 These were: physical activity environments, food and beverage 

environments, information environments, health and workplace environments, and schools as the centre 

point for obesity prevention. Each of these recommendations identified the levels of government involved, 

and both government and non-government stakeholders, and had a series of strategies. Although these 

recommendations and strategies were designed for the USA policy space, there were no indications for the 

types of government instruments to achieve these.241 The USA IOM emphasised the need for both a 

systems perspective and interventions in early life.22 It was noted there was a large gap in the evidence for 

what works for obesity prevention and a framework to inform decision making was developed by the IOM, 

recognising that quality data would take a long time to produce and concluded by saying “the urgency of 
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the issue of obesity in young children demands that action be taken now with the best available evidence”. 

242 In response to the limited availability of recommendations for obesity prevention policy in early 

childhood,243 the IOM Committee on Obesity Prevention Policies for Young Children released a report in 

2011 with 11 goals. The goals included monitoring early childhood growth, parent-level factors such as 

health promotion and programs to encourage healthy eating, age-appropriate sleep, and physical activity 

and discourage screen time and some interventions in childcare. It also included goals around healthy 

eating environments and access to affordable healthy food (via nutrition assistance programs).244 In 

developing these goals, the IOM Committee considered a range of evidence sources beyond systematic 

evidence reviews, drawing on their own expertise, advice from experts ‘in the field’, a review of published 

reports of organisations working with young children, and materials from existing programs delivered by 

health practitioners.243  

In 2011 the European Commission funded the SPOTLIGHT consortium, 13 collaborators in eight countries, 

for four years. Its aim was to identify targets for intervention to address obesity.245 It contributed to the 

literature on the complexity of obesity and the relevance of determinants in context for adults with higher 

weight.240 Its contributors found that obesity prevention strategies must go beyond individual, social or 

environmental and “embrace the system-based multi-level intervention approaches” that address all 

elements.240  

International Network for Food and Obesity/non-communicable diseases Research, Monitoring and Action 

Support (INFORMAS) (https://www.informas.org/) is an international public health expert network that 

developed the Food Environment Policy Index (Food-EPI). The Food-EPI has two domains, policy actions and 

the underlying infrastructure needed to implement policy and ensure its sustainability:  

• Policy domains: food composition, labelling, promotion, prices, provision, retail, trade 

• Infrastructure support domains: leadership, governance, monitoring and intelligence, funding and 

resources, platforms for interaction, support for communities 

In 2017, researchers used the Food-EPI and adapted it to an Australian Federal and State/Territory context. 

They partnered with government officials to identify policies and documents across the 42 policy areas, 

which were then ranked by more than 100 experts, and produced the Food Policy Index Report, see 

https://www.foodpolicyindex.org.au/. This report showed limited actions and infrastructure in food 

environments at the national level, and substantial variation between states and territories. This work was 

repeated in the 2019 Food Policy Index Progress Update. Additionally in 2019, INFORMAS researchers 

published an 11-country comparison using Food-EPI.246 In this study a range of health experts (academics, 

not-for-profit and other civil society organisations) and policy makers (in four of the 11 countries) 

participated in the ratings process.246 Australia had no area in the infrastructure support domain ranked 

‘high’. In 2017 INFORMAS Food-EPI work was published that explored food environment policies at state 

and Commonwealth levels of government in Australia. The Food-EPI did not include the first 2000 days-

https://www.informas.org/
https://www.foodpolicyindex.org.au/
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specific policy areas, physical activity or physical activity environments, nor many other considerations of 

the wider determinants of health. The key strength of this international comparison was that it showed the 

Food-EPI had utility in comparing countries even though they had different policy contexts; the benchmark 

can be used to measure progress over time and act as a powerful advocacy tool. The key limitation of this 

method was that it was time consuming and labour intensive. As a benchmarking exercise it did not explore 

the barriers and enablers to implementing the policy areas; it was focused on food and has less 

consideration for wider determinants or consideration of physical activity; consideration of settings for the 

early years were absent.  

The World Cancer Research Fund International developed the NOURISHING Framework in 2013.247 The 

Framework was concerned with identifying food-related policy areas for the prevention of non-

communicable diseases and included 10 policy areas across three domains.248 The food system domain had 

one policy area, the harmonisation between food system supply chains and health. The food environment 

domain included nutrition labelling, healthy food provision in key settings, incentives for foodservice 

outlets and food retail, the use of economic tools to improve affordability and incentivise healthy 

purchases, restrict the promotion of discretionary choices, improve quality of the food supply. The 

behaviour change and communication domain focused on informing the public and raising awareness, 

routine care to provide nutrition advice, and provide opportunities to develop nutrition skills through 

education.247 The NOURISHING food policy database was structured using the NOURISHING framework and 

was launched in 2015.  

 

Obesity as a global problem 

Some frameworks positioned obesity as a global problem. The Lancet Series on obesity in 2011 identified 

its causes and focused on the social changes that co-occurred with the changes to the global food systems 

over the last 40 years, “the increased supply of cheap, palatable, energy-dense foods; improved 

distribution systems to make food much more accessible and convenient; and more persuasive and 

pervasive food marketing” (p.807).249 The series identified a spectrum of determinants and solutions from 

systemic and environmental drivers at one end, behaviours and health promotion programs in the middle, 

and physiology and pharmacotherapy at the other end. Here it noted that both the population effect and 

political difficulty were at their greatest at the systemic/environmental end.  

The following 2015 Lancet Series on obesity focused on the need to understand the complexity of the rapid 

changes and the emergence of higher obesity prevalence as a social phenomenon. It explored the ways 

obesity had been reduced to a series of dichotomise arguments – environment versus individual causes, 

government versus personal responsibility to act, the drivers of consumption were supply or demand – 

each polarising aspects of issues that are layered over each other, a messy reflection of humanity.250 One of 



38 

the articles in the series noted the powerful industry lobbying in comparison to the dearth of calls to action 

from an empowered civil society due to a combination of reasons including low prioritisation of the issues, 

restricted funding and capacity and limited organisations to lead.250The second paper in the series 

identified that neither supply nor demand were solely responsible for the changes in food consumption, 

food preferences, and the ability to express these preferences. Rather it is the interaction between these 

elements that are critical to address in policy development.251 One paper in the series noted that while 

public health efforts have focused on specific ages (such as infancy) or nutrition concerns (such as 

undernutrition), they ought to be extended for older children and broader health promotion. It argued for 

the subordination of commercial activities through food system governance that both protects and 

promotes child health.252 Another paper recognised the passive role the public are afforded (as recipients 

of information and programmes they did not ask for) and the challenges of the grassroots (bottom up) 

versus government (top down) dichotomy. It focused on the strategies that place the public as active 

change agents within their environments.253 The final paper in the series discussed shifting away from the 

current responsibility framework – responsibility for food policy (government), production (food industry), 

and demand for healthy food (the public/consumers) – towards an accountability framework for food 

policy with multiple parties are obligated to take responsibility.254  

The 2019 Lancet Commission report on the Global Syndemic of Obesity, Undernutrition, and Climate 

Change1 was published after data collection finished for this thesis. However, it is worthwhile mentioning 

here as it drew together threads from across the other frameworks discussed above. It sought to unpack 

the drivers consistent across high rates of chronic disease (agriculture and food – land use – transportation 

and urban design) and frame them with “human health and wellbeing, ecological health and wellbeing, 

social equity, and economic prosperity” in mind (p.791).1 Similarly, the UN 2030 Agenda for Sustainable 

Development was adopted by the UN General Assembly in 2015. Among the 17 Sustainable Development 

Goals includes the reduction of premature death from non-communicable disease (NCD) by a third and 

ending “all forms of malnutrition”.255 The intersection of obesity and NCD prevention reverberates across 

goals to end poverty, ensure food and nutrition security, achieving gender equity, sustainable economic 

growth and secure employment, the promotion of health and wellbeing for all ages, sustainable and safe 

built environments, sustainable consumption and production, take action against climate change, and 

improve governance.  

An emphasis on early life was clearly articulated in the 2016 WHO Ending Childhood Obesity Report (ECHO 

Report).20 The WHO ECHO Report was a landmark piece that found consensus among international experts 

on the synthesis of research and presented directions for policy levers to be taken up and interpreted by 

national governments. It highlighted the “central importance of environmental modifications during pre-

conception, pregnancy, infancy, and early childhood”.11 This emerged from a commission of experts as 

global guidance. It included the first 2000 days, rather than only a focus on school aged children and 
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physical activity appeared in the context of both behaviours and environments. Although it did have some 

limitations around the wider determinants of health. The WHO ECHO implementation plan had six areas:  

1. Promote intake of healthy foods  

2. Promote physical activity  

3. Preconception and pregnancy care 

4. Early childhood diet and physical activity  

5. Health, nutrition and physical activity for school aged children  

6. Weight management  

 

Additional layers of frameworks  

Some frameworks sought to put a stronger focus on elements that previously had less attention, such as 

equity or physical activity. Many of the recommendations of the 2012 IOM Committee were mirrored in 

ECHO, however, the wider determinants were not highlighted.241 An Equity-Orientated Obesity Prevention 

framework in 2017 reconfigured the previous IOM frameworks with equity in mind.256 It included potential 

actions at both systems and family and community capacity ends of the spectrum. The framework 

suggested systems approaches focused on increasing healthy options (food retail and foodservice, settings, 

open spaces and parks, transport and built environment) and minimising deterrents (social exclusion, 

ensure personal safety, increasing costs of unhealthy foods and reduce the promotion of discretionary 

choices). The family and community capacity approaches focused on resource improvement (programs for 

economic development, education, training, legal services, and subsidies for housing and nutrition) and 

building community capacity (partnerships, behaviour change programs, empowered communities).256 

However, early childhood did not feature in these considerations.  

Like NOURISHING (via World Cancer Research Fund) and Food-EPI (via INFORMAS), the Global Action Plan 

on Physical Activity (GAPPA) started with advocacy through physical activity orientated health promotion 

organisations, via Global Advocacy for Physical Activity (GAPA) and WHO.257 GAPPA had four Strategic 

Objectives – create active societies, environments, people and systems – and 20 policy actions.258 These 

actions were aligned to sustainable development goals. They included both adults and children, focused on 

schools, with little attention to children under 5 years. The policy actions were heavily skewed towards 

downstream actions, but built and natural environments were mentioned. It provided more detail about 

potential action areas for physical activity that were lacking in the WHO ECHO implementation plan.  

Recently, the World Cancer Research Fund International developed the MOVING Framework to mirror the 

NOURISHING Framework.247 It identified physical activity-related policy areas for the prevention of non-

communicable disease. It’s four domains mirrored the GAPPA – active societies, active environments, 

active people and active system. However, it had only six policy areas. The NOURISHING database was 

redesigned and relaunched along with the MOVING physical activity policy database under the CO-CREATE 
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project in mid-2020.247 The data presented in these databases are a collection of implemented national 

policy actions. Early in this thesis, the data for Australia in the NOURISHING database was reviewed and 

was found to have limited data and had included policies that were implemented at a state level only.  

 

Summary of policy frameworks  

Several policy frameworks emerged to address higher weight in childhood, often identified as a contained 

phenomenon within the larger context. In doing so, connections to environments and social determinants 

of health became strained. The policy frameworks discussed here tended to lean more towards food or 

physical activity. Without discarding the impact of built environments on behaviour, the Lancet 2011 

obesity series noted that “built environments have not changed simultaneously and universally to become 

more obesogenic during the past few decades. The built environment is thus unlikely to have been a major 

driver of the global epidemic, although the way in which people have responded to the built environment 

(e.g. increased traffic congestion) has changed with time and might be important” (p.807).249 The global 

food system by its nature is grounded in trade and therefore always moving and influencing. The trade in 

fresh produce, processed and (in particular) ultra-processed products has led to an increasingly 

homogenous global food system influenced by a handful of food manufacturers. Whereas the impacts of 

the social changes that have taken place over the last decades have been woven into the fixed physical 

(built and natural) environments based on the contexts within physical space. The built environment 

changes are less of a uniform change than the global food system, the influences are expressed and felt 

locally, rather than globally. For example, it is much quicker and more noticeable to change what is sold in a 

store than the buildings and streetscape where that store resides. The intersection of policy between 

obesity prevention and physical activity is bound up with NCD prevention more broadly. Furthermore, the 

visibility of policy actions such as those in the built environment may become powerful levers for other 

policies in public spaces (e.g. how design can be used to influence social or food policy).  

Frameworks had variable emphasis on the social (or wider) determinants of health. For example, a key 

criticism of the Foresight report highlighted that obesity and health are socially patterned and the absence 

of the wider determinants of health was highly problematic, given that those determinants “drive the social 

inequalities that are present across society” (p.998) through which obesity is both entangled within and 

product of those complex adaptive systems.259 Additionally, the Foresight causal loop model was tested in a 

study using data from a community developed systems map with participants from Victoria, Australia.260 

This study found that the community map put much lower emphasis on physiology, than the Foresight Map 

(2% vs 23%), and focused more on social psychology and the built environment for physical activity. Both 

highlighted available time and the media as crucial.260 This study’s findings highlighted the findings from 

SPOTLIGHT that the use of causal loops or indeed any frameworks to understand the complexity of obesity 
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prevention, need to be considered in local contexts and applications.164, 240, 261 There are so many obesity 

prevention frameworks available, but not without warning of the ‘problem of transferability’ between 

settings and countries, as they tend to seek consensus or rely on analysis across multiple countries “with a 

natural focus around the mean” (p.85).262 This highlights the importance of unravelling the policy context of 

interest and both identifying a framework to meet the needs of research or policymaking and/or adapting 

them where it is needed, and the central role of good governance in the development and implementation 

of policy.  

 

Australian policy context  

The Commonwealth of Australia is a federation of six states (Tasmania, South Australia, Western Australia, 

Queensland, New South Wales and Victoria) and two territories (Northern Territory and Australian Capital 

Territory). The policies that shape the complex systems influencing higher weight discussed above have 

overlapping international, national, intergovernmental, intra-jurisdictional, and local government contexts. 

For example, the policy context for the health system includes complex arrangements for the division of 

responsibilities between the three levels of government.  

The Australian Federal Government (AFG) is responsible for setting national policies (including a series of 

intergovernmental agreements); the redistribution of collected taxes to fund services; regulating health 

services (including private health) and general practitioners (GPs) in primary health settings; funding 

Medicare, the Pharmaceutical Benefits Scheme, First Nations community-controlled health services, and 

health and medical research.263 Due to the design of the Australian taxation system, the AFG benefits from 

a ‘vertical fiscal imbalance’ which grants them influence over state/territory governments in negotiations of 

national policy and funding.264 State/territory governments hold the primary responsibility for health 

service management and delivery including public hospitals and other community health settings (not GPs) 

including prevention programs. Some key areas are shared between AFG and state/territory governments, 

including:  

• Health workforce regulation and training  

• Ensuring the safety and quality of healthcare  

• Public health programs and service funding  

Local governments around Australia also provide some community and home-based health services, 

delivery some health promotion activities and provide key services for environmental health (e.g. food 

safety monitoring).263 However, as discussed above, the policy context for obesity prevention is far more 

complicated than the health system alone.  

 



42 

 

Priority populations 

In Australia, several ‘priority populations’ have been identified for targeted interventions in the prevention 

of obesity. These include First Nations people, people from culturally and linguistically diverse 

communities, people who arrived in Australia as refugees, people from (some but not all) migrant 

communities, people in communities experiencing higher disadvantage, and people living in rural and 

remote communities.  

 

Historical policy context in Australia  

Wutzke et al. describe the historical context of preventive health in Australia over the last few decades.265 

Most recently the Australian National Preventative Health Strategy was launched in 2009,266 with the 

prevention and reduction of higher weight as a core focus. Each state government could access funds under 

an agreement called the National Partnership Agreement on Preventative Health (NPAPH).267 Within the 

NPAPH were several initiatives including the Healthy Children’s Initiative and the Australian National 

Preventive Health Agency (ANPHA), which provided structural support for the implementation and 

coordination of initiatives across jurisdictions.265 In 2014, the Commonwealth Government abolished the 

NPAPH and ANPHA, and each State and Territory Government was left to pursue their initiatives 

independently.  

Conclusions and research gaps 

The literature shows that isolated obesity prevention interventions have lower effect due to the complexity 

of obesity determinants. The solution will not be found in a single answer but a range of policy instruments 

and consideration across the public health spectrum, different levels of government, and the contexts and 

needs of the communities involved. Due to the transgenerational nature of the social phenomena that is 

the global obesity pandemic, efforts to reduce the prevalence of higher weight in early childhood needs to 

include family, community, and structural/environmental policy levers. Crucial to this is the consideration 

of equity.  

 

 

 

Policy levers are the tools or instruments available to government to shape society in any given policy area 

or across systems. There is no universal typology of policy levers.264 For example, Roberts et al. identifies 

THESIS RESEARCH QUESTION 

What are the policy levers for early 
childhood obesity prevention across the 

public health spectrum in Australia? 
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health policy levers as organisational (public institutions), regulatory (enforceable), financial (revenue 

generation and distribution), payment (system incentives), and community education (to influence 

behaviour change).268 Policy levers can be used independently or in any combination and their selection is 

driven by the prevailing political climate264; they are unique to each system of governance. Policy is enacted 

through a series of governing instruments, driven by frameworks, strategic plans and directives that filter 

down through government agencies, and increasingly through partnerships with private and not-for-profit 

actors.  

 

 

Thesis scope 

This candidature commenced at the end of 2016. At that time, a review of the literature was undertaken to 

explore if there were any comprehensive reviews and/or analysis of the policies in place for the prevention 

of obesity in early childhood. While there were some assessments of individual obesity prevention 

strategies, there were no comprehensive reviews of the component use of policy levers at either the 

national or state level. As such, a comprehensive review of current policies in Australia to prevent obesity in 

early childhood was identified as a gap in the literature. The body of work presented in this thesis sought to 

contribute to this research gap and identify what policy areas were being progressed in Australia that 

incorporated both the first 2000 days and wider determinants of obesity, in different contexts. It also 

examines the complexity of the Australian federal system, intergovernmentalism and the divergent 

contexts of the Australian state and territory governments.  

This was explored through two key mechanisms, policy mapping and interviews with senior officials in 

national, state and territory government agencies. The specific methods used for each of the studies are 

explained at length in their respective chapters and are discussed collectively in Part C of the thesis. Briefly, 

I was interested in both creating a picture of the existing policy in this space and unpacking some of the 

complexity and nuance of implementing prevention policy across multiple contexts in Australia. I also 

explored the perceptions of mothers of young children (as pregnant women and mothers are almost always 

the target population for interventions) about the acceptability of policy avenues.  

Some areas of relevance were beyond the scope of this thesis. While policies and programs focused on pre-

conception and pregnancy were included in policy mapping, they were not a primary focus of this thesis as 

they were the focus of other substantial research groups in Australia (i.e. the Health in Preconception, 

Pregnancy, and Postpartum (HiPPP) Collaboration which went on to become the Centre for Research 

Excellence of Health in Preconception and Pregnancy (CRE HiPP)). Likewise, policies and programs aimed at 

‘priority populations’ were captured in policy mapping exercises, however, were not the focus of this thesis. 

Other PhD projects within my research group explored the experiences of culturally diverse communities.  
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While the dearth of evidence of what works best in this space for First Nations communities is 

problematic,131 it is my belief that such consideration ought to be undertaken separately and governed by a 

steering committee of representatives of First Nations communities.  
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Chapter 3 | National context   

 

Chapter Overview  

This chapter presents the findings from the first study of this thesis. This mapping review provides the 

national policy context for Australia in comparison to five similar countries (high income, English language, 

medium population size). This chapter addresses the first two thesis aims as set out in Chapter 1: to 

investigate the obesity prevention policy context in Australia at the national level, map policies across the 

public health spectrum and identify policy lessons. These findings informed the interview guides for 

Chapters 4-6.  
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Summary

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

of a national food/nutrition strategy.
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1 | INTRODUCTION

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

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

hood overweight and obesity rates may have plateaued in some

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

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

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

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

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

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

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

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

recent study among 248 Australian children attending childcare (mean

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

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

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

(17.3%).6

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

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

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

of evidence supporting interventions, which incorporate multiple

strategies such as engaging communities, considering the built envi-

ronment and settings, and acting across all levels of the

socioecological model, beyond family‐focused strategies, to fully

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

across multiple sectors and levels of government.

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

that splits health care responsibility among the federal and

state/territory governments. The Australian Federal Government

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

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

medical services and medicines.10 Federally funded primary health

care is delivered through independent health practitioners, supported

by 31 Primary Health Networks responsible for improving the coordi-

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

tory governments are largely responsible for health service delivery

in hospital and community settings and funding community health ser-

vices.10 Obesity and chronic disease prevention continues to be

inhibited by a lack of coordination and cooperation across jurisdic-

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

A national policy framework focuses multiple levels of government

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

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

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

Research has shown that single strategies often require multiple policy

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

the tools available for government to drive a particular outcome,

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

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

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

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

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

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

opportunities for developing a policy space. While there are examples

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

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

and between country comparison provide a useful approach for coun-

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

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

childhood obesity.

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

hensive national obesity strategy in Australia that prevents obesity in

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

dations and actions taken in other countries to identify what polices

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

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

Policy mapping was conducted by the first author between July‐

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

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

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

was identified to exclude very large countries and small island states

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

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

the identified countries (recognized in the acknowledgements) cross‐

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

Official government websites were searched to identify national policy

documents for the early prevention of obesity in childhood. Search

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

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

Items of the WHO Ending Childhood Obesity Report: Implementation

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

Policy documents identified through this search were reviewed for

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

explanation of the methods undertaken for data collection and

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

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

ing a government position or intention does not always indicate that

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

mentation deficit”.16 Policy searches were current at 31

December 2017.

Policies were mapped in each of the countries included and

reviewed using two matrices to extract policy context and content.

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

parisons, identifying examples of specific policies for obesity preven-

tion that could be adapted for implementation in an Australian

context.
2.2 | Policy context

The first matrix was developed to extract policy context from key

national policies that specified obesity or chronic disease prevention,

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

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

included policy description, organizational oversight, identification of

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

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

The second matrix was developed using two existing frameworks. The

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

used to analyse the comprehensiveness of national policies relevant to

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

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

lem of childhood obesity.20 The OPA Framework recommends

targeting policies that influence downstream or health system factors,

midstream or lifestyle factors, and upstream or social determinants of

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

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

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

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

Items for school‐aged children or obesity management/treatment

were excluded.

Information was extracted from identified policies into an Excel

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

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

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

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

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

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

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

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

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

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

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

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

description.
3 | RESULTS

Six nations were identified as meeting the inclusion criteria: England

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

New Zealand, and Australia.
3.1 | Policy context

There are similarities and differences in political context across the

countries included in this study. While the British Government rules

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

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

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

lian, Canadian, and British Governments each have overlapping

responsibilities for obesity prevention across different levels of gov-

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

direct mechanisms for implementing policies. Canada in particular

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

of responsibility between federal and state or provincial/territorial

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

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

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

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

the first matrix, is in Table 1.

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

to have a national obesity strategy nor a national preventive health

agency. There were no current national physical activity nor

food/nutrition plans—such plans would support better implementation

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

tem and built environment. Australia has had attempts at developing

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

White Paper, which focused on food exports (excluding population

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

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

ally, Australian and New Zealand policies were driven by their

respective Health Departments, as opposed to the other countries

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

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

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

stakeholders can make achieving this challenging.16 New Zealand

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

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

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

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

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

guidelines about healthy food provision in health settings only

(Table 1).

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

ernments with obesity strategies including children. England and the

Republic of Ireland identified partnerships with the private sector, as

major stakeholders, as central to addressing the environmental causes

of obesity. While England had healthy food procurement policies in

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

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

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

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

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

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

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

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

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

ment and it used vertical governance to ensure childhood obesity

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

(Table 1).

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

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

and healthy food procurement policies in government settings.

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

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

healthy nation across sectors. This included aims such as safe

neighbourhoods and infrastructure to support active travel to encour-

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

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

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

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

tries has influenced the existence and type of policy content across

the socio‐ecological spectrum.
3.2 | Policy content

National policy documents were mapped against a total of 83 Items

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

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

The midstream items were further classified as healthy lifestyle infor-

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

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

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

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

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

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

emphasizing their relative importance to childhood obesity. Table 2

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

cates where there is shared responsibility for obesity prevention

across different levels of government in Australia.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

which policies were identified in each of the included countries,

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

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

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

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

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

on the establishment of guidelines for professional conduct and

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

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

Items about preconception care, especially to inform prospective

mothers and fathers about the importance of good nutrition and other

health behaviours for biological parents prior to conception (Items 3.3

and 3.4.b). New Zealand offers advice on health‐related behaviours to



TABLE 1 National policy environment for obesity prevention in early childhood

Australia New Zealand Ireland England Canada Scotland

Country
summary

Centre‐right
government.

Constitutional

monarchy, federation

of eight jurisdictions.

Three levels of

government.

Significant overlap

between national and

state/territorial

government

responsibilities for

population health.

Population 24.2

million.

Centre‐right
government.a

Constitutional

monarchy. Two levels

of government.

National government

does not devolve

policy authority to

any jurisdiction,

although

implementation of

policy is directed

locally. Population 4.7

million.

Centre‐right
government. Republic

and parliamentary

democracy. Two

levels of government.

National government

does not devolve

policy authority to

any jurisdiction,

although

implementation of

policy is directed

locally. Population 4.8

million.

Centre‐right
government.

Constitutional

monarchy. Three

levels of government.

British Parliament is

first and second level,

responsible for

reserved matters

across the UK (eg,

broadcasting,

industry, social

benefits) and England.

Population 53.0

million.

Centre‐left government.

Constitutional

monarchy, federation

of 13 jurisdictions.

Three levels of

government. Canada

devolves a significant

amount of authority

to its provinces (eg,

ECEC sector

regulation), but

retains much

authority over its

territories. Population

36.3 million.

Centre‐left government,

monarchy of the United

Kingdom. Three levels

of government,

Scotland is the second

level, responsible for

ECEC settings and most

built environment

policy areas. Food

policy and parental

leave split with the

British Government.

Population 5.3 million.

Key policy
document

National Strategic

Framework for

Chronic Conditions.21

Oversight: Health

Department. No

national preventive

health agency.

Childhood Obesity

Plan.22 Oversight:

Health Department.

Have a national

preventive health

agency.

A Healthy Weight for

Ireland.23 Oversight:

Irish Government.

Have a national

preventive health

agency.

Childhood Obesity: A

Plan for Action.24

Oversight: British

Government. Have a

national preventive

health agency.

Curbing Childhood

Obesity.25 Oversight:

Canadian

Government. Have a

national preventive

health agency.

Preventing Overweight

and Obesity in

Scotland.26 Oversight:

Scottish Government.

Have a national

preventive health

agency.

Key policy
description

Policy focus is on

chronic disease

prevention and

management. The

early years are

mentioned as a

critical life stage but

not in the context of

obesity. Identified as

a response to the

WHO Global Action

Plan. References

midstream and

downstream

strategies, does not

identify policy tools.

Policy focus is on

childhood obesity.

Identified as a

response to the WHO

Ending Childhood

Obesity Report.

Refers to

downstream,

midstream and

upstream strategies.

Policy tools centre

on: community

education, support

through health

services, sport sector

and education, and

voluntary codes of

practice for industry.

Policy focus is on whole

of population.

Children are

recognized as a

special group.

Identified as a

response to WHO

ECHO Report. Policy

sits within a whole‐
of‐government health

framework,27 incl.

social determinants of

health. Refers to

upstream, midstream

and downstream

strategies. Policy

tools include

regulation, economic

instruments,

community education

Policy focus is on

children. Identified as

a response to the

Foresight Tackling

Obesity Report.

Refers to

downstream,

midstream and

upstream strategies.

Policy tools include

regulation, economic

instruments,

procedural guidelines,

community education

and support in health

sector and settings.

Policy focus is on

children and early

action. Purpose is to

articulate collective

commitment from all

levels of government.

Identified as a

response to WHO

Global Action Plan.

Refers to upstream,

midstream and

downstream

strategies. Policy

tools are not

identified in key

document, but are in

linked policies:

healthy food, acting

early, supportive

environments. Include

Policy focus is on

population‐wide

obesity prevention.

Children and the early

years are recognized as

a special group.

Identified as a response

to the Foresight

Tackling Obesity

Report. References to

downstream,

midstream and

upstream strategies.

Policy tools include

regulation, economic

instruments, procedural

guidelines, community

education and support

in health sector and

settings.

(Continues)
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TABLE 1 (Continued)

Australia New Zealand Ireland England Canada Scotland

and support in health

and settings.

regulation, economic

instruments, practice

guidelines,

community

education.

Multisector
involvement

Focus is on the health

sector, other sectors

are briefly mentioned

as partners. No

separate plans for

food/nutrition or a

physical activity plan.

No specific

partnerships with

industry identified.

No healthy food

provision policies in

government settings.

Collaboration with sport

and education

sectors. Healthy

Families NZ is offered

in 10 communities

and focuses on

families and settings.

No separate plans for

food/nutrition or

physical activity were

identified.

Partnerships with

food and beverage

industry are identified

and voluntary.

Healthy food

provision policies in

health settings only.

Multi‐sector partnership
approach (through

high‐level and intra/

interdepartmental

working groups),

regulation and

engagement with

industry are identified

in the key policy.

Have a physical

activity plan, nutrition

policy was

incomplete. Policy

documents were

identified across

sectors with common

goals. No healthy

food provision

policies in

government settings.

Food industry major

stakeholder, policy

includes taxes and

voluntary goals to

improve food supply.

Health and Education

sectors identified, eg,

voluntary guidelines

for food policies in

the early year's

sector, and tertiary

sector research

partnerships. No

separate plans for

food/nutrition or

physical activity.

Healthy food

provision policies in

government settings.

Commitment of health

sector across multiple

levels of government

to address childhood

obesity. Identification

of specific sectors (eg,

infrastructure and

education) to impact

on communities and

built environment.

Canada has a food/

nutrition policy,

physical activity plan

was incomplete.

Healthy food

provision policies in

government settings.

Co‐produced between

national and local

government.

Partnerships with

transport, planning,

agriculture and food

manufacturing,

education and care.

Local implementation

through Community

Planning Partnerships.

Scotland has food/

nutrition plan (incl.

healthy food provision

in government settings)

and a physical activity

plan.

Surveillance
plan

Intermediary indicators

for individual

behaviour change are

suggested (eg, diet or

physical activity) but

not for settings or

broader

environmental

indicators.

Intermediary indicators

identified, include

individual behaviour

change and some

settings based

measures. No

investment into

research evidence

gaps.

Priorities identified for

establishing a national

obesity research plan,

surveillance system

for nutrition and

physical activity, and

annual reporting on

progress.

No surveillance plan in

this policy document.

Public Health England

regularly surveys

population. Specific

funds allocated to

childhood obesity

prevention research.

Measuring and reporting

on progress through

investment in

research and

monitoring child

weight and health‐
related behaviours is

one of three pillars in

policy.

Tracking progress using

identified intermediary

indicators, population

monitoring and

investment into

research and evidence

gaps.

aNew Zealand was a conservative government at the time data collection commenced.
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TABLE 2 The policy content matrix

Policy action areas WHO ECHO IPa

Downstream (health care services) approaches

Health services

and

professional

support

‐ Ownership of the early prevention of obesity in childhood

‐ Allocation of resources and management of services

‐ Programs in clinical settings

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

to access services not formally within public health sector)

‐ Monitoring of population weight status, mechanisms for reporting

‐ Clinical practice guidelines (preconception; pregnancy care and

management of co‐morbidities; maternal and child health)

‐ Professional development, training and curriculum

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

a, 4.8.b, 6.1.bc

Midstream (lifestyle and settingsb) approaches

Healthy lifestyle

information

Healthy lifestyle information: guidelines and/or programs

‐ Preconception (mothers and fathers) and pregnancy

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

physical activity, and sedentary behaviour (including screen time)

guidelines for children aged 0‐5 years

Dissemination of healthy lifestyle information

‐ Social marketing and public education campaigns

‐ Easily accessible guidance for parents, carers and early educators

‐ Community engagement and representation in public policy

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

4.12.a, 4.12.b

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

Settings young

children

occupy

Early childhood education and care centres

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

‐ Policies and procedures within settings to meet standards

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

professional development)

Healthy food policies in other settings young children occupy

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

4.11.a, 4.11.b

1.8, 1.8.a, 1.8.bc

Upstream (socio‐logical) approaches

Physical activity

environment

‐ Access to appropriate spaces and equipment to be active

‐ Design of neighbourhoods and transport supportive of active travel,

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

2.0, 2.2, 2.2.ac

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

feeding and eating practices

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

healthy foods for disadvantaged families

‐ Incentives to produce or manufacture healthy foods, including

reformulation

‐ Unhealthy food taxes or levies; subsides for healthy food

‐ Agricultural policy and trade agreements

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

marketing practices

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

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

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

Other

determinants

of health

‐ Employment rights of parents

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

‐ Housing and neighbourhood

4.4, 4.4.a

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

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

Australia partially met the Baby Friendly Hospital Initiative (BFHI)

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

are responsible for the provision of maternity facilities. New Zealand

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

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

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

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

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

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

an updated Australian breastfeeding strategy to incorporate such

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

state/territory governments and the national midwifery body. The

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

training of community health workers usually sits with state/territory

health departments. Australia's Infant Feeding Guidelines support the

dietary guidelines around breastfeeding promotion and include com-

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

breastfeeding strategy could connect these elements and Australia

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

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

the jurisdictions.

3.2.2 | Midstream action areas: Settings and healthy
lifestyle information

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

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

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

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

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

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

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

information for carers, educators or managers in ECEC settings.

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

the National Quality Framework, administered by the Australian Chil-

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

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

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

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

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

ments were codesigned between health and education sector and

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

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

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

ever, their implementation is different across the states and territories

(eg, jurisdictions interpret the ADGs to recommend different serve

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

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

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

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

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

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

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

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

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

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

to support ECEC centres meet the statutory requirements for nutri-

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

There were three non‐ECEC sector settings items in government

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

for Items with statutory requirements for healthy food environments

and catering services in community settings likely to be occupied by

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

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

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

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

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

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

both have procurement policies for foods provided in government

settings.

The second midstream action area focuses on the provision of

healthy lifestyle information and programs. There were several WHO

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

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

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

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

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

ination of healthy lifestyle information such as public awareness and

education campaigns and providing support to parents (including pro-

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

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

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

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

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

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

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

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

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

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

(1.9.b).

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

paigns promoting healthy eating or being physically active.

In contrast, the dissemination of evidence‐based healthy lifestyle

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

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

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

parents, and community and standards for programs, which include

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

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

community engagement and representation in the development of

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

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

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

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

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

Policies for the food environment were very limited in Australia and

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

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

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

specify what information should be provided to consumers on nutri-

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

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

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

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

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

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

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

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

Several of the WHO ECHO IP Items recommend implementing the

WHO International Code on the Marketing of Breast‐milk Substitutes

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

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

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

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

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

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

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

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

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

or commercially produced complementary foods. None of the coun-

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

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

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

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

The WHO Set of Recommendations on the Marketing of Foods and

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

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

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

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

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

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

the Republic of Ireland were in the process of strengthening existing

regulations about marketing of unhealthy foods to children and have

recently been advancing regulatory approaches as well as a sugar‐

sweetened beverage levy was due for implementation in April 2018

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

Countries are also engaging with actors outside of health to

improve the food environment for disadvantaged communities,

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

has previously considered these factors, current results for Australia

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

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

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

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

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

The second upstream action area was the physical activity environ-

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

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

different government agencies across different levels of government

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

most of the structural policy levers are available at the

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

included in the analysis (Table S3.1).

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

tional responsibility for leading these priority areas, specific goals to

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

rate (measured) surveillance of childhood obesity nor its behavioural

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

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

lized for operationalization, such as comprehensive national

food/nutrition or physical activity plans or agreements with its

jurisdictions.

Policy responsibility was shared between different levels of

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

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

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

This indicates relatively high policy coherence in downstream action

areas but relatively low policy coherence in midstream and upstream

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

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

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

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

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

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

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

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

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

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

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

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

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

that countries used policy levers geared more towards individual

behaviour and were more likely to act in downstream and midstream

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

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

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

national government. However, establishing obesity prevention as a

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

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

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

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

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

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

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

siders the upstream determinants of health. Countries tended to

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

ited particular characteristics, including dedicated agencies for preven-

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

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

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

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

for a policy environment, which considers upstream approaches, the

development of an early years obesity prevention strategy should be

integrated into a national obesity strategy. Such a strategy would

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

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

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

Obesity has had previous periods of political attention nationally in

Australia, most recently under the National Partnership Agreement

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

the NPAPH primarily focused on downstream and midstream areas,

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

Some of the reasons why upstream policy actions are not currently

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

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

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

where the focus had shifted from upstream regulatory interventions

aimed at addressing obesogenic environments to a focus on lifestyle

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

ciated with policy implementation/evaluation have commonly been

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

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

cial costs with food and advertising industries having been identified

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

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

ments is emerging, although many argue there is sufficient evidence

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

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

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

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

previous experiences in developing obesity policy and include regula-

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

midstream and upstream action areas.

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

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

tunities for the development of a comprehensive plan to prevent

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

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

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

cil of Australian Governments is the key intergovernmental forum in

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

governments, and the peak local government association. It recently

announced a commitment to develop a national obesity strategy, with

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

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

with no attendance by other AFG Ministers. The Australian Healthy

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

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

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

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

targets for food reformulation and portion sizes of manufactured foods.

A recent AFG Senate Inquiry into obesity focused on childhood

and had 22 recommendations, many of these recommendations mirror

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

nonstigmatizing language and the establishment of a national obesity

taskforce to oversee the development of a national obesity strategy,

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

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

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

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

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

how this would be implemented or operationalized. The second was

the absence of a recommendation to develop a national

food/nutrition strategy despite 11 recommendations relating to the

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

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

mendations expressed by government Senators in their Dissenting

Report,37 any meaningful action on obesity prevention policy seems

unlikely under the current government. Attempts to promote obesity

prevention strategies must overcome several barriers such as narrow

perspectives of departmental or ministerial responsibilities30 and

counter‐arguments about personal responsibility powerfully put

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

sive national policy, Australian jurisdictions are seeking to address

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

area should consider the policy mechanisms available to Australian

states and territories and the policy context for implementation.

The next two sections consider ways that Australia could improve

national efforts across upstream, midstream, and downstream policy

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

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

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

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

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

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

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

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

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

voluntary measures where broader environmental considerations

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

choices to children).

Several studies support the findings of this review to address the

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

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

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

ments into action on creating healthy food environments,38 including

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

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

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

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

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

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

support healthy food environments, Australia, New Zealand, and

England were encouraged to develop or strengthen their national obe-

sity strategies (with appropriately funded agencies for implementa-

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

Australia, with high variability of policy implementation among Austra-

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

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

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

Australia moves towards the development of a National Obesity Strat-

egy, it should consider the recommendations from the Australian

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

another federated nation.

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

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

effective regulatory response to implement the WHO Set of Recom-

mendations or the WHO Code, preferring limited voluntary measures.

In the period since Australia introduced its voluntary responses to the

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

substantial increase in the promotion of toddler formula and commer-

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

cretionary choices from manufacturers who sign up to voluntary

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

sity policy that exclude legislative approaches in the food system

and warn against public‐private partnerships where industry drives

the agenda.29,46-48

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

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

sures in conjunction with engagement with industry. The announce-

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

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

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

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

mulation leads to better population health outcomes than taxes

alone.50

While these regulatory and fiscal approaches focus on marketing,

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

that influence consumption and the nutritional quality of foods avail-

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

these broader influences including agricultural, manufacturing, and

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

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

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

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

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

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

stand apart from, a national obesity strategy.

The development of a national food/nutrition strategy for Australia

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

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

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

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

tural industries, underpinned by economic objectives, which resulted

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

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

scoping paper for an Australian NNP was undertaken in 2013 and

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

ered international evidence and applied it to a conceptual framework

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

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

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

knowledge and education.53

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

government and it was rescinded, the new government published a

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

for an integrated national food and nutrition plans underpinned by the

ADGs and linking nutrition and sustainability to the production of

food.55

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

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

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

than population physical activity. Policies to improve the physical

activity environment include planning guides for development, trans-

port, and land use to support consistent physical activity environment

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

WHO ECHO IP Items on physical activity have shared responsibility

between different levels of government, most of the planning and

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

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

could support consistency across jurisdictions.

Other determinants of health centred on parental employment

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

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

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

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

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

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

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

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

key life stage, through maintaining and improving downstream and

midstream areas. Responsibility for downstream actions (healthcare)

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

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

collaboration within the health sector. Downstream policy recommen-

dations include updating clinical guidelines to include preconception

care for parents and updating the national breastfeeding strategy. This

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

ations for health workers and link to policies which uphold the

WHO Code and international recommendations for parental leave to

support exclusive breastfeeding.

Midstream Items had two areas of focus: settings young children

occupy and lifestyle information. ECEC sector Items were mostly

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

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

through ACECQA to better support the sector to meet nutrition and

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

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

cies in government settings include food procurement guidelines and

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

food policies in government settings show leadership in establishing

healthy food environments, also signalling demand to food

outlets/catering services. In private or community settings,

nonstatutory healthy food provision guides could be developed (eg,

community centres or restaurants). Healthy lifestyle information could

be better disseminated, eg, through funding a sustained national

health promotion campaign to improve nutrition and physical activity

across the lifespan. National dietary and physical activity guidelines

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

style programs should provide a seamless link between

healthcare/clinical services and community settings. These down-

stream and midstream improvements to Australia's policy landscape

are important, but insufficient. The current best evidence suggests

that interventions, which impact on the upstream determinants of

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

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

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

Strategy, due consideration should be given to pregnancy and the

early years as a key life stages in downstream and midstream

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

effective approaches to childhood obesity are legislative and regula-

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

actions include a sugar‐sweetened beverage tax and legislation

to restrict the marketing of discretionary foods to children.

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

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

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

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

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

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

Lancet Commission62; the Lancet Commission on the Global Syndemic

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

and Agricultural Organisation's Policy Guidance Series on nutrition

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

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

digm shift with the emergence of a food systems sustainability era

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

important to ensure food producers have a level playing field in

terms of competition across jurisdictional borders. The AFG

should focus on the development of an integrated national food

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

should consider the shared responsibility with states/territory gov-

ernments and work with jurisdictions especially around the built

environment.
4.5 | Limitations

While every effort was made to ensure the most comprehensive mix

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

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

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

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

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

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

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

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

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

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

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

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

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

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

operationalization will surely change over time, forever influenced

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

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

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

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

Policy mapping was a useful tool for identifying potential opportuni-

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

tifying examples of these policies across the six countries included in

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

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

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

opment of a national obesity strategy should identify early childhood

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

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

the whole population. Consideration of health‐supportive environ-

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

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

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

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

icy integration and cohesion can be managed when obesity prevention

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

policies to prevent obesity in early childhood were in the downstream

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

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

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

activity environment. This analysis suggests the broader impact of

these plans over childhood obesity policies in isolation. Given the

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

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

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

tralia prioritize the development of a national food/nutrition strategy.
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Chapter 4 | Intergovernmentalism 

 

Chapter Overview  

This chapter presents the findings from the second study of this thesis, which used policy mapping and 

stakeholder interview methods. The study focused on Australian intergovernmental institutions to identify 

national policy opportunities to improve the food system among national and intergovernmental 

mechanisms. It also assessed the potential levers for the nationally regulated Early Childhood Education 

and Care sector. This chapter addresses the first and third thesis aims as set out in Chapter 1: to investigate 

the intergovernmental obesity prevention policy context, identify policy lessons and factors that support or 

hinder the policies to prevent higher weight in the early years. Findings influenced the study design of 

Chapters 5 & 6.  

Published article  

I am corresponding author for this article, accepted for publication in PLOS ONE in April 2022.  This is an 

open access article distributed under the terms of the Creative Commons Attribution License, which 

permits unrestricted use, distribution, and reproduction in any medium, provided the original author and 

source are credited.  

Esdaile EK, Rissel C, Baur LA, Wen LM, Gillespie J. Intergovernmental policy opportunities for 

childhood obesity prevention in Australia: Perspectives from senior officials. PLOS ONE. 2022; 17(4): 

e0267701. https://doi.org/10.1371/journal.pone.0267701 

 

Author contribution statement 

EKE conceptualised the study and led the ethics application, data curation, formal analysis, investigation, 

methodology, project administration, visualisation, and wrote the original and subsequent drafts (review 

and editing). CR and LMW contributed to the formal analysis by undertaking dual coding to ensure 

consistency in interpretation. CR and JG supervised this work and LAB provided resources for this study. All 

authors contributed to the review and revision of the manuscript. 

 

Supplementary files for this paper are in Appendix 3.2 

https://doi.org/10.1371/journal.pone.0267701


RESEARCH ARTICLE

Intergovernmental policy opportunities for

childhood obesity prevention in Australia:

Perspectives from senior officials

Emma K. EsdaileID
1,2,3*, Chris Rissel1,2,3, Louise A. Baur1,2,3,4, Li Ming Wen1,2,3,5,

James GillespieID
1,2,6

1 Sydney School of Public Health, Faculty of Medicine and Health, The University of Sydney, Sydney, New

South Wales, Australia, 2 Charles Perkins Centre, The University of Sydney, Sydney, New South Wales,

Australia, 3 NHMRC Centre of Research Excellence for the Early Prevention of Obesity in Childhood,

Canberra, Australia, 4 Specialty of Child and Adolescent Health, The University of Sydney, Sydney, Australia,

5 Health Promotion Unit, Population Health Research & Evaluation Hub, Sydney Local Health District,

Sydney, Australia, 6 Menzies Centre for Health Policy, The University of Sydney, Sydney, New South Wales,

Australia

* emma.esdaile@sydney.edu.au

Abstract

Background

Early childhood (from conception to five years) is a key life stage for interventions to prevent

obesity. In the Australian Federation, policy responsibility for obesity prevention sits across

all levels of government and several intergovernmental institutions, rendering a complicated

policy space. There is a gap in our understanding of the role of intergovernmentalism in

developing obesity prevention policy in Australia. Given the complexity of intergovernmental

structures and initiatives influencing childhood obesity prevention policy, it is important to

understand the perspectives of senior health officials within the bureaucracy of government

who through their roles may be able to influence processes or new strategies.

Methods

Document analysis relating to obesity prevention in the intergovernmental context provided

material support to the study. This analysis informed the interview guides for nine interviews

with ten senior health department officials (one interview per jurisdiction).

Findings

Several opportunities exist to support nutrition and obesity prevention in early childhood

including marketing regulation (discretionary choices, breastmilk substitutes, commercial

complementary foods and ‘toddler milks’) and supporting the early childhood education and

care sector. This study found a widening structural gap to support national obesity policy in

Australia. New public management strategies limit the ability of intergovernmental institu-

tions to support coordination within and between governments to address complex issues

such as obesity. Subnational informants perceived a gap in national leadership for obesity

prevention, while a Commonwealth informant noted the commitment of the national
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government to partner with industry under a self-regulation model. In this gap, subnational lead-

ers have pursued nationally consistent action to address obesity, including the development of

a national obesity strategy as a bipartisan endeavour across jurisdictions. Public officials calcu-

late the strategic possibilities of pursuing opportunities within state agendas but note the limited

chances of structural change in the absence of national leadership and funding.

Introduction

The global increase in the prevalence of childhood obesity over the last few decades [1, 2] has

deep systemic causes. It can be seen as a collateral by-product of an integrated global food sys-

tem and complex transnational patterns of commerce and social change [3]. Addressing child-

hood obesity requires action spanning governments, industries, environments, communities

and families, and public health approaches [4].

Childhood obesity prevention in the early years represents a key opportunity for govern-

ment intervention for a range of lifelong outcomes [5–7]. There is growing evidence support-

ing investment in the First 2000 Days (from conception to about five years) as most excess

weight in childhood is attained before children start school in Australia [8, 9]. In the 2017–

2018 Australian National Health Survey 24.6% of children aged 2–4 years were overweight or

obese [10]. Children under five years of age in Australia do not meet core food recommenda-

tions [11, 12] and discretionary choices contribute approximately one third of energy intake

for children aged 2–3 years [13]. Internationally the First 2000 Days is increasingly recognised

as crucial for obesity prevention, however, to date most national childhood obesity prevention

policies have focused on school-aged children [14, 15].

Obesity prevention is complex, requiring coordinated policy responses vertically (all levels

of government) and horizontally (cross-sectoral) across governments. This paper focuses on

the intergovernmental institutions of the Australian Federation relating to obesity policy, and

the perspectives of public officials operating in the New Public Management paradigm. It

argues for the need for strong intergovernmental mechanisms, funding, and national political

leadership to address complex issues like obesity prevention.

Background: Obesity policy making in the Australian federation

Obesity prevention policies are shaped by political systems. They require “trade-offs between

competing interests and values” [16], and considerations of short-term political calculations

such as the effects of policy options on public opinion, powerful interests, and prospects for re-

election. This ‘political policy lens’ [17] is also affected by deeper, systemic issues and institu-

tional forces–established patterns of power and behaviour which are slow to change. The intro-

duction of policies to confront the obesity crisis provides striking examples of the complex and

“explicit engagement with the political and institutional factors affecting the use of health evi-

dence in decision-making” [16].

Australian public policymaking has been shaped by the federal structure of public finance

and decision-making. It has also been affected by a high level of political partisanship, espe-

cially at the national level. Since the 1980s federal Labor (centre-left) governments have been

more sympathetic towards cooperative approaches to federalism, often working with political

rivals at state level, whereas Liberal-National (Coalition) (centre-right) governments have been

more resistant to the compromises involved in working with the states. Additionally, since the

1980s both sides of politics have been heavily influenced by New Public Management–founded

on neoliberalism which concurrently frames our understanding of obesity and forms the
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governance tools to address it. New Public Management emphasises the efficiency, cost-effec-

tiveness, and productivity of the public sector and public services via results-driven methods

of the market system [18–21]. A ‘culture of austerity’ [21] has driven public sector and health

service reform across all jurisdictions via New Public Management strategies. These institu-

tional and political structures, and the ideological tensions of New Public Management, have

framed intergovernmental will and capacity to prevent early childhood obesity in Australia

(see [22–29] for in-depth analysis).

Australian health policy is subject to a pattern of ‘polycentric regulation’ [30]. Decision-

making crosses the federal system of Commonwealth national government, six states with con-

stitutionally protected powers and two relatively autonomous territories. The state/territory

(subnational) governments have extensive (and costly) responsibilities to deliver health care

but have access to few own-source revenues (taxes that they control) and are dependent on fis-

cal transfers from the Commonwealth government and the conditions that are often attached.

This ‘vertical fiscal imbalance’ creates tensions between states’ limited revenue raising capacity

and a tendency towards ‘Commonwealth centralisation’ [23]. The Australian Constitution

assigns overlapping and contested powers between the levels of government, which can lead to

‘joint decision traps’ (i.e. all levels have to agree or stalemate) or ‘veto points’ (i.e. overlapping

power to block change) preventing action on an issue [31]. Such ‘hold out’ powers are referred

to as ‘negative coordination’ and can cause gridlock or ‘lowest common denominator out-

comes’ [27, 32]. However, confrontation and policy paralysis are less typical than attempts to

find paths through the institutional undergrowth.

The Council of Australian Governments (COAG) has been the key forum for multilevel

governance in Australia; membership includes Commonwealth, state, territory, and local gov-

ernment representatives. Prior to its establishment in 1992 by a Labor government, Australia

had a more ad hoc approach to intergovernmental relations with the central government using

its financial powers to direct policy agendas and the states quietly resisting [24]. COAG’s role

was to establish greater policy coherence and accountability and smooth out the effects of ‘ver-

tical fiscal imbalance’ and negative coordination [23]. Although agreements can pass with a

majority, COAG and its Councils sought consensus. The new approach recognized that policy

making was not a zero-sum game. Commonwealth fiscal dominance was matched by state and

territory control of implementation. While states can refuse a national agreement, coherent

national action was more likely to follow from cooperation rather than coercive use of federal

fiscal dominance [27]. States can also join forces to push for policy change, although success of

these approaches are rare in the face of Commonwealth fiscal dominance. They require a rare

level of agreement across party and regional lines, but are more successful in regulatory policy,

where states may control more of the policy instruments.

In 2007, again under a Labor government, the National Preventive Health Agency was

established by agreement between states and the Commonwealth, to drive the national agenda

in preventive health. The new COAG Reform Council reported on state and territory policy

outcomes across a wide array of sectors, including health. These intergovernmental reforms

included National Partnership Agreements between the Commonwealth and state and terri-

tory governments. The Agreements funded targeted projects rewarding measured outcomes

[24]. The National Partnership Agreement on Preventive Health (NPAPH) was Australia’s

largest investment in prevention, with food and nutrition policy identified as a central concern

[33]. As a National Partnership Agreement, it had significant Commonwealth funding

attached allowing governments to invest in the scaling up of programs in many settings. Its

Healthy Children Initiative focused on community-based obesity prevention programs. A

change to a Coalition government in 2013 saw the termination of the COAG Reform Council

along with major Commonwealth-state funding agreements, including the NPAPH. The
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National Preventive Health Agency was disbanded along with associated governance, report-

ing, and monitoring infrastructure. The current federal Coalition Government maintains its

position that each jurisdiction should be “sovereign in its own sphere” but the loss of the Inter-

governmental Agreement on Federal Financial Relations in particular “gave rise to an espe-

cially acrimonious period in Commonwealth-state relations” [22].

The abolition of the COAG Reform Council underscored the ‘institutional frailty’ of

COAG. Its status remained dependent on the Commonwealth seeing it as a useful policy tool

[24]. Successive Coalition governments sidelined COAG due, in part, to its close identification

with Labor governments [25, 27]. As a result, so too have national public health policies. Since the

end of the NPAPH, Australia has not had a formal overarching national obesity prevention frame-

work. Obesity prevention policy has been shaped–and limited–by these partisan issues and

COAG’s institutional structure. While decision-making is shared across governments, consider-

able power is devolved to industry to self-regulate. The premise of New Public Management has

created ideological barriers to public health interventions from both sides of government, where

the view is that governments set the general direction of policy but execution is best left to markets

and the private sector [18, 21]. This is a tension within Labor, who have been more willing to use

policy instruments for intergovernmental cooperation, such as National Partnership Agreements,

which accounts for the mixture of policy activism and trust in self-regulation [34].

A recent policy review [14] mapped Australian Commonwealth policies for the early pre-

vention of obesity against the WHO Ending Childhood Obesity Implementation Plan [35].

The review found that Australia had undertaken limited national action in line with the rec-

ommendations of the Implementation Plan [14]. These failures were linked to the complexities

of Australia’s federal structures and inherent beliefs about who is responsible for childhood

obesity prevention. Nationally, ‘personal responsibility’ is the dominant narrative presented

for the early prevention of obesity in childhood, shifting attention away from industry regula-

tion to the market preferences of individual consumers [14]. The WHO Ending Childhood

Obesity Implementation Plan [35] recommends regulating the marketing of two types of prod-

ucts to prevent obesity across childhood (including early childhood). The Australian responses

to these WHO guidelines for these types of products is an industry self-regulation model. The

first is the marketing of discretionary choices, supported by the WHO Set of Recommenda-

tions on the marketing of foods and non-alcoholic beverages to children. The Common-

wealth’s Broadcasting Services Act [36] governs broadcast media but does not set standards for

food advertising. These are left to self-regulation by advertising and food industry peak bodies

(Australian Association of National Advertisers and Australia Food and Grocery Council

respectively). The second is the marketing of breastmilk substitutes (or formula), supported by

the WHO International Code of Marketing of Breastmilk Substitutes (WHO Code) and ‘tod-

dler milks’ and commercial complementary foods (for use between 6 to 36 months of age) by

subsequent World Health Assembly resolutions (63.14, 63.23, 69.9)) [37]. Australia’s response

to the WHO Code is the Marketing in Australia of Infant Formulas (MAIF) Agreement, a self-

regulatory voluntary code set by the manufacturers and importers of formula and does not

include ‘toddler milks’ or commercial complementary foods. These actions reflect federal

political will whose values align with the aims of lobbying by the food and advertising indus-

tries, as noted elsewhere in the literature [38–40].

Background: Obesity prevention and intergovernmental forums

To add to the complexity of obesity prevention policy making, health and the Australian food

regulation system are jointly regulated by both the national and subnational governments, sit-

ting under two intergovernmental institutions with various councils and subcommittees–
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COAG and Foods Standards Australian New Zealand (FSANZ). The COAG Health Council is

made up of national and subnational health ministers and supported by their respective

departments [41]. FSANZ is a bi-national statutory agency with an independent board, includ-

ing public health and nutrition specialists. FSANZ makes recommendations on food policy

through the Australia New Zealand Ministerial Forum for Food Regulation (the Forum),

membership includes health and other food-related ministers (e.g. Agriculture) of Australia

(national and subnational) and New Zealand. Early iterations of the Forum operated within

COAG, but a decision to operate outside of COAG was made in 2013 (see S1 File). Since the

removal of the Forum from COAG, the Health and Food Collaboration was established to

maintain a connection between the COAG Health Council and the Forum. Beyond these insti-

tutions there are other forums where obesity prevention work happens, with several policies in

draft through the Commonwealth Health Department–see Fig 1 (for a more in-depth descrip-

tion of these institutions see S1 File).

Obesity prevention in Australia is complex, with overlapping responsibilities across juris-

dictions, sectors, and institutions such as COAG and FSANZ. In the absence of clear overarch-

ing direction to develop a coordinated policy response for obesity prevention, overlapping

jurisdictions conflict and block clear lines of policy responsibility. Since the end of the NPAPH

there has not been a nationally coordinated approach to obesity prevention. Several pieces of

obesity prevention policy have been progressing in intergovernmental forums and through

engagement with industry, starting with the National Childhood Obesity Prevention Project in

2016, led by the Obesity Working Group under the COAG Health Council. A summary of

activities between 2016–2019 is presented as a timeline in Fig 2.

The Reduce Children’s Exposure to Unhealthy Food and Drink project (2016) (which we

refer to as Food & Drink Reform in this study) was initiated by the states and driven by the

Fig 1. National obesity prevention [42].

https://doi.org/10.1371/journal.pone.0267701.g001
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COAG Health Council, not through FSANZ processes. The Food & Drink Reform project had

five programs of work. The first three were in settings children were likely to attend (health,

school, and sport and recreation spaces), the fourth focused on food promotion within state/

Fig 2. Timeline of recent national obesity prevention activities.

https://doi.org/10.1371/journal.pone.0267701.g002
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territory government control, and the fifth focused on identifying activities within the food

regulation system.

In 2018 the Senate Select Committee into the Obesity Epidemic in Australia (Senate

Inquiry) was chaired by the Australian Greens Party (a minor left party). In response to Com-

monwealth government inaction to the Senate Inquiry recommendations, the states

announced via the COAG Health Council that they would lead the National Obesity Strategy

(for more detail on these pieces of work, see S1 File).

Study aims

Given the complex intergovernmental structures and initiatives influencing childhood obesity

prevention policy, it is important to understand the perspectives of senior health officials

within the bureaucracy of government who through their roles may be able to influence pro-

cesses or new strategies. The aim of this study was to explore the perspectives of senior Com-

monwealth, state, and territory health department officials about the intergovernmental

opportunities for obesity prevention in early childhood. For brevity, this paper focused on a

key determinant of obesity, food and nutrition. To the best of our knowledge, there has been

no published research on the role of intergovernmentalism in the early prevention of child-

hood obesity in Australia.

Methods

Design

We undertook a qualitative case study of the experiences of senior health officials (in each

jurisdiction) relating to the early prevention of childhood obesity in the context of Australian

intergovernmentalism. Using semi-structured interviews to provide the content, the data from

these interviews were supported by a review of documents to identify initiatives and gaps relat-

ing to obesity prevention in Australian intergovernmental forums. Document analysis

informed the interview guides and provided context for data interpretation. Our study investi-

gated the current institutional shaping of obesity prevention policies in Australia’s system of

multi-level governance. The timeframe under consideration (April 2016 to December 2019)

marked new intergovernmental efforts to address childhood obesity since the end of the

NPAPH–starting from the COAG Health Council announcement to address childhood obe-

sity through limiting the impact of unhealthy food and drinks to children.

Participant selection and recruitment

A purposive snowballing sampling strategy was undertaken through the authors professional

networks, and those of our colleagues, to identify appropriate respondents in each jurisdic-

tions’ health departments. Potential participants identified were current senior officials within

the population health or prevention branches of health departments with responsibility for

developing/implementing obesity prevention initiatives in their jurisdiction. Invitations to

participate in our study were sent to senior health officers with responsibility for obesity policy

in Australian Commonwealth, state and territory health departments. Each potential partici-

pant was invited to participate via email containing the study information sheet and consent

form and contacted a maximum of three times before the next potential participant was pur-

sued. For more information about study replicability and the transparency criteria used [43]

including documentation of interactions and management of power imbalance with partici-

pants, see S2 File. In four jurisdictions the initial person contacted agreed to participate. In

four other jurisdictions the first person contacted referred our invitation to colleagues within
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the same branch who they considered more appropriate. Due to internal department restruc-

turing, one jurisdiction required a second round of engagement. In two instances, participants

from the same branch chose to be interviewed together, however, this only occurred in one

jurisdiction. To support study aims, the minimum requirement for recruitment was at least

one participant from each jurisdiction. Interview transcripts were reviewed after each inter-

view to perform first-order coding until at least one interview per jurisdiction had been under-

taken and saturation point achieved. This decision was undertaken to ensure the case study

had equal representation among jurisdictions.

Data collection and analysis

To provide material support for the interviews across all Australian jurisdictions, a search was

undertaken to identify relevant publicly available documents relating to early childhood obe-

sity prevention. Study authors identified appropriate health-related intergovernmental institu-

tions and Commonwealth/national websites to search for policies and documents relating to

early childhood obesity prevention in the context of intergovernmentalism. Periodic reports

from intergovernmental institutions were reviewed. For the national websites, key words

(child, obesity, healthy, food, physical activity, national) were used in embedded search bars in

addition to sitemap reviews. Supportive information for study reproducibility is detailed in S1

File (Part B). The review of documents was undertaken to identify initiatives and gaps relating

to national obesity prevention with an early childhood lens, support the development of the

interview guides and interpret interview findings.

A semi-structured interview tool was developed based on the study design and the initia-

tives and gaps identified in the document review (S1 File, Part B). It included informants’

reflections of the NPAPH, their thoughts on what should be considered in the upcoming

national obesity strategy, and the intergovernmental institutional mechanisms for communi-

cation and collaboration on obesity prevention. Interviews were used to collect data from rep-

resentatives from national and subnational health departments. In total there were 10

informants including two from the Northern Territory (conducted as one interview). State

and territory informants were interviewed by telephone between November and December

2018; the Commonwealth interview was conducted in July 2019. The nine interviews were 61

minutes on average (range: 46–95 minutes). All participants were interviewed by one inter-

viewer. EE is an Accredited Practising Dietitian undertaking this study as part of her PhD can-

didature. She has professional experience with interviewing and has completed tertiary level

training on undertaking qualitative research, including interviewing skills. All interviews were

recorded and transcribed verbatim. Informants were given the opportunity to review the tran-

scribed interviews prior to analysis. Interviews were analysed using the Framework Method in

NVivo 11 Software.

The Framework Method was developed to manage and analyse data in qualitative research

and is commonly used in policy research [44]. A framework was developed for the first-order

coding of study data using a range of contextual factors–such as the political nature of child-

hood obesity, features of the Australian political system, and institutional mechanisms for

multilevel governance in Australia [17]–for comparative analysis across a range of institutional

settings with obesity prevention in their remit (S1 File). The Framework Method is particularly

suited for comparative thematic analysis as it allows researchers to move beyond a description

of content from any one participant towards developing themes and offering explanations

across the data set [45]. Through this method second-order coding was undertaken in the

form of pattern coding [46] to classify the material, determine data themes and develop the

study narrative.
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Coding was led by EE with dual coding undertaken by LMW and CR to ensure consistency

in interpretation. The University of Sydney Human Research Ethics Committee granted ethics

approval for this project (Project 2017/507).

Results

The results are presented in two sections. The first section centres on a key theme that emerged

from the interviews with state/territory participants–there was a dominant perception of a lack

of national leadership in the obesity prevention space since the end of the NPAPH. The second

section centres on the subnational use of intergovernmental mechanisms to pursue national

obesity prevention policy formation. Direct quotes from informants are indicated with a ‘P’

followed by a number and jurisdictional indicator (s- state, t-territory, or c-commonwealth),

for example: (P1s).

Lack of national leadership since the NPAPH

NPAPH provided good structural and financial support. Study participants were asked

to reflect on the NPAPH in the context of the upcoming National Obesity Strategy develop-

ment. They noted institutional mechanisms–scope and purpose, procedure, designated

responsibility/authority, interrelation and cooperation, and funding–through which policies

can support obesity prevention. Despite its political demise, the NPAPH had a strong institu-

tional capacity based on a national taskforce and clear governance. Intergovernmental forums

set its agendas and directed activities, collaboration, and action among senior policy officers.

As a National Partnership Agreement, jurisdictions who signed up to the agreement received

financial incentives to reach milestones and this drove “sharing of information and resources”

(P2s) to monitor activities and coordinate programs “to try to have some consistency around

or agree where we would just be happy to vary different things” (P1s). The standardisation of

processes within the Healthy Children Initiative “drove a lot of ideas sharing and collaboration

among the states and territories” (P8s).

While the monitoring and reporting structures in the NPAPH were considered useful, the

set-up costs were prohibitive in smaller jurisdictions, and several noted they lacked the capac-

ity to obtain timely data for policy decisions:

“You’ve got some jurisdictions where they do a survey every 2 years or something. We just

don’t have that capacity to do it” (P7t)

The fiscal imbalance between the Commonwealth and the states/territories created several

barriers to program delivery in the states. There were long delays between NPAPH signage

(2008) and the money starting to flow out to jurisdictions to implement programs under the

Healthy Children Initiative (2011):

“The process by which the money flowed out to the states was quite fraught and bureau-

cratic, so it did mean there were big delays between the agreements being signed off and

money coming to states” (P2s)

While the NPAPH enabled a “boost in investments in prevention” (P2s), soon after there

was a change in government (from Labor to a more conservative Coalition) in 2013 the agree-

ment was cancelled. Although some jurisdictions were able to fund Healthy Children Initiative

programs to planned completion, few continued after. Over a short period, states experienced
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an “expansion and then a contraction of investment and activity” (P2s), which had structural

and human capital impacts throughout the jurisdictions:

“Nonetheless, when that money was cut, we obviously went through a massive restructure

and lost positions and all the rest of it. That then takes time to then get that momentum

back again. Because you sort of damage people in that process, even if they’re the ones that

survive, they’ll still feel damaged” (P6s)

The NPAPH was seen as a positive initiative that led to useful coordination across Austra-

lian jurisdictions, which was ended by the Coalition Government for unknown, but probably

ideological, reasons [47].

A national plan for nutrition. During the interviews a series of perspectives emerged

about specific areas of Australia’s food system. These included a national food and nutrition

plan, food and marketing regulation, and fiscal options relating to obesity prevention. Austra-

lia does not have an overarching national food and nutrition plan. Study participants noted

that states have been anticipating such a plan for “about 25 years” (P9t), and that the consider-

able work undertaken within the last ten years “. . .came to nothing” (P2s). Study participants

saw the role of a national food and nutrition policy as supporting the population to eat in

accordance with dietary guidelines. State and territory informants believed such a plan should

be broad and “cover ‘paddock to plate’” (P5s). However, a Commonwealth informant argued

nutrition could be adequately incorporated into a National Obesity Strategy and therefore not

require a standalone plan:

“What would be the added benefit of a national nutrition policy when we can sort of

address it in these other areas?” (P3c)

While this approach reflected the expectations of the Commonwealth government from the

public sector, there was concern among subnational study participants that such an approach

would be too limited in its scope, as an overarching nutrition policy would be greater than the

sum of its parts. Several jurisdictions identified tension between the prevailing view of food as

a commodity and public health goals for a food system orientated towards health:

“I would be concerned that if it [nutrition] was only framed under obesity prevention that

some of those other aspects might be lost” (P5s)

“[There is a] fundamental problem with our food supply. . . we actually need a food supply

to feed the population in a healthy way” (P6s)

“I think there are some challenges with agriculture’s view of food as a commodity, and

engaging with that sector” (P2s)

“I’ve noticed that the call for a national food and nutrition policy is also coming from the

agricultural sector and the manufacturing sector” (P7t)

“It’s just a matter of how do we shape what we eat and how do we keep a competitive mar-

ket domestically, a competitive market internationally in all of these areas. I think it’s just

slightly more complex because there are divergent views in that sector” (P3c)

Study participants voiced concerns that the Commonwealth was not taking a leadership

role in the nutrition policy space or the obesity prevention policy space:
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“We really support the idea of a national obesity strategy. . . though there needs to be more

of a focus on nutrition, less on physical activity. I think physical activity is far less contested

in the political sense and is also less of a contributor to overweight and obesity. The energy

imbalance elements are far more concerning–not to say that physical inactivity isn’t impor-

tant, but I think it’s less of a priority at the moment. . . we would like to see some national

leadership on some of those nutrition spaces” (P4t)

Subnational participants noted barriers to developing multi-strategy initiatives were shaped

by ideological drivers, often pursuing cost-effectiveness arguments to rationalise investment in

prevention:

“. . .at the moment we go through these incredibly long, drawn-out policy debates around

issues. Then they go through long, drawn-out standard development processes in the food

regulatory space. . . It all comes from the political driver, which is around reducing regula-

tory impact and minimal effective regulation. . . but the whole driver of minimum effective

regulation should be overridden. . . [because] when it starts driving a food supply in an

unhealthy direction, then there’s going to be other costs that come up later” (P6s)

“. . .a lot of it depends on the political priorities. . . and it’s also presenting the financial

argument around: if you do commit to this, you’re going to be saving a bunch of money

down the track” (P7t)

“There’s a lot of rhetoric. . . particularly at the national level about how important preven-

tion is, but it continues to not get anything like the level of funding. . . [for] frontline

services. . . As a public servant it has meant having to argue and compete against other gov-

ernment priorities, which is very challenging. I think everyone can see that prevention, it’s a

bit of a long game. . . It’s also quite difficult to make some of the economic arguments

around it because attribution is so challenging” (P4t)

In the absence of an overarching national obesity prevention framework since the end of

the NPAPH, or a national food/nutrition plan, states and territories have used intergovern-

mental forums to progress national obesity prevention activities.

Commonwealth-only policy areas. A recurring theme identified by subnational study

informants was the absence of national leadership in both shared and Commonwealth-only

policy areas. Commonwealth-only policy areas include regulatory options such as marketing

of discretionary choices on broadcast and digital/online media, marketing of breast milk sub-

stitutes and fiscal options such as a health levy or tax on sugar-sweetened beverages.

Marketing of discretionary choices to children was considered “critical” (P9t) among study

participants for childhood obesity prevention. The Commonwealth Health Department does

not have the authority to regulate broadcast and digital/online media advertising:

“We would like to see those strengthened [but]. . . it’s not necessarily us that can strengthen

them. . . we need to partner with others to help them determine what the criteria are for

what could/should be advertised to children. And then working with the industry to ini-

tially strengthen their own voluntary codes. That’s the way this government is operating to

really work with others to enhance what they’re already doing rather than coming in and

regulating in the area” (P3c)

Just as the Commonwealth Health Department does not have the authority to regulate mar-

keting of discretionary choices, the Department also does not have the authority to regulate
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the marketing of formula, complementary foods, and foods/drinks marketed to young chil-

dren. In 2013, “responsibility for adherence to MAIF [the Marketing in Australia of Infant For-

mulas Agreement]” (P3c) was moved from the Commonwealth Health Department to

industry self-monitoring. In 2017 this role was taken back by the Department, implying indus-

try self-monitoring was insufficient to ensure the MAIF Agreement was honoured. Even so,

the Department has little recourse to initiate punitive measures for violations of adherence to

the MAIF Agreement. A Commonwealth Health Department participant noted the depart-

ment “would like to see a review of” (P3c) the MAIF Agreement, a position supported by other

participants who felt that “MAIF is a little bit too weak” (P7t). Areas the Commonwealth

Health Department were considering at the time of data collection included a review of how

infant and follow-on formulas (includes birth to 12 months) were covered, and in addition

‘toddler milks’ (from 12 months) which–like the Foods Standards Code–were not covered by

MAIF:

“My team has initiated some initial work in this area. . . So that’s the sort of bucket we are

considering within the MAIF discussion [infant formula, follow-on formula, and toddler

milks] are all products that sit on the same shelf and are marketed reasonably in the same

way” (P3c)

While complementary foods are a component of the WHO Code and subsequent World

Health Assembly Resolutions, they were not under consideration in the ‘MAIF discussion’.

Furthermore, comments from a study participant reinforced the unlikelihood of pursuing reg-

ulatory approaches under the Coalition government:

“So again, it really is about partnership in this area and actually working out what our

expectation is of our adherence to the WHO [Code], but also what public health expects

and what industry expect and actually working through that to come up with what we

would consider a reasonable outcome of that. . . I wouldn’t suggest that we’re looking to

regulate in this area just now” (P3c)

In addition to limitations of national political will to regulate, neither the Government nor

the Opposition support fiscal interventions [48]. Fiscal policy options as levers for obesity pre-

vention, such as a sugar-sweetened beverage levy, are beyond health and food regulatory sys-

tems as fiscal policy sits with the Prime Minister and Cabinet, including Treasury. In the

current political environment study participants recognised significant barriers to implement-

ing such a policy:

“When you’ve got industry on board who are influencing policy, I think that’ll be a big chal-

lenge to get something like that through, a sugar tax while they’ve got so much power at the

table. Just thinking clearly about who gets a say and who is invited. Things like that get

derailed” (P9t)

“WA Health Minister has come out and said that in Western Australia that they want the

Commonwealth to introduce the sugar tax” (P1s)

“We know that addressing the consumption of sugar sweetened beverages is a priority

across a range of child and adult settings, so a sugar tax is aspirational, but is certainly some-

thing that would have an impact” (P5s)
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However, the interviews with the Commonwealth informant made it clear that regulatory

and fiscal measures were not a consideration, and that regulation would only be a consider-

ation where a ‘market failure’ could be shown,

“. . .the Liberal-National [Coalition] government is more committed to working with others

rather than to regulate. . . It’s only when you’d see a market failure that you might step in

and regulate that area. . . If you had something in place and everyone was meeting it but

people didn’t think it was strong enough, that’s not necessarily a market failure. The market

failure comes if you had something in place and the industry weren’t meeting it that would

be the market failure in this particular area. So I think yes, there are levers in place that we

can pull if there are failures in these areas” (P3c)

In the absence of Commonwealth leadership, subnational leaders have pursued a new

national strategy for obesity prevention.

Subnational use of intergovernmental mechanisms

This section focuses on activities through the COAG Health Council and FSANZ/the Forum

which progressed in the absence of national obesity strategy and national food/nutrition plans.

National Childhood Obesity Prevention Project. The COAG Health Council’s National

Childhood Obesity Prevention Project evolved over time. The project focused on a key

upstream commercial area for obesity prevention (which influences child health in general),

reducing children’s exposure to marketing of unhealthy foods and beverages:

“the COAG preventing child obesity. . . It’s not actually child obesity, it’s unhealthy food

and drink marketing to children” (P1s)

The Food & Drink Reform project sought coordination in two ways: collaboration across

sectors and policy harmonisation across jurisdictions, seeking “some national coordination of

things” (P1s) within subnational policy control. Largely the first three Food & Drink Reform

programs affected school aged children rather than early childhood, as early childhood educa-

tion and care (ECEC) settings were not included. Current interventions to support children

during the early years, in the ECEC sector, to achieve appropriate nutrition and physical activ-

ity in line with the national regulatory framework are primarily programs driven by state and

territory health departments and are absent from COAG Education Council communiques.

The Australian Capital Territory decided to remove advertising of discretionary choices

from their trains and buses as a strategy to address childhood obesity. An informant noted

“quite a lot of interest” (P4t) in the policy among jurisdictions at the Food & Drink Reform

meetings, relating to its fourth program. A notional link can be drawn from there to the

Queensland government’s announcement to apply a similar policy to all government-owned

outdoor advertising sites (excluding stadia). The Western Australian government has removed

alcohol advertising on public transport assets, to support their public health aim of reducing

alcohol consumption and alcohol-related harm. Extending this policy to cover discretionary

choices and their childhood obesity prevention aim will be considered in the future:

“[That] has been raised. . . I would expect the government probably wants to see how that

[alcohol advertising removal] plays out before it looks to expanding that to junk food” (P2s)

South Australia has developed good will internally with a whole-of-government approach

to health policy (Health-in-All-Policies, which commenced under a Labor government and
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continued under a Coalition government) and are exploring ways to apply the fourth Food &

Drink Reform program:

“We’re in the process of using our Health in All Policies processes to link in with the deci-

sion-making processes of the new government to try to actually get whole of government

buy-in to do this”

However, restrictions on discretionary choices marketing on government assets have not been

implemented in South Australia to date. Despite Food & Drink Reform’s fourth program also

having the potential to be applied to Commonwealth-controlled settings, that was not something

being actively pursued, “we at the Commonwealth haven’t put some thought into that yet” (P3c).

Under the Food & Drink Reform project’s fifth program, the food regulation system was

engaged to “achieve outcomes” (P3c) of the Food & Drink Reform project. This engagement

linked intergovernmental forums and contributed to food regulation system priority changes

in 2017, including supporting efforts to prevent chronic disease [49]. Two pieces of work were

being considered under this program: the definition of discretionary choices and menu label-

ling. Menu labelling was initially implemented in New South Wales in 2011, followed by other

jurisdictions each of which implemented the policy in different ways. Since many food outlet

businesses in Australia exist in more than one jurisdiction, participants noted that the different

applications of menu labelling policy were confusing for industry:

“I honestly have huge sympathy for industry, because they’ve got different guidelines to

cope with in different jurisdictions” (P6s)

An outcome of this program was guidance on ensuring a nationally consistent approach to

menu planning legislation for all jurisdictions, should they choose to implement it.

The term ‘discretionary choices’ was defined in the Australian Dietary Guidelines in 2013

[50], however, a Commonwealth participant noted that there was confusion “about what a dis-

cretionary food is” (P3c). Since national guidelines are supposed to be reviewed every five

years the Food & Drink Reform work presented an opportunity to review the term. The Com-

monwealth Health Department commissioned the National Health and Medical Research

Council (NHMRC) to look at how ‘discretionary choices’ was being used by different organisa-

tions including industry, government and public health:

“And that piece of work did show that we [government and industry] are using it differently

in different settings. So, there is a need for a better definition for these products. . .But it’s

still got a little way to go” (P3c)

The NHMRC Discretionary Foods and Drinks Expert Working Group (five members from

industry, media, not for profit sector, public health, and academia) were due to report to the

NHMRC CEO in June 2020, but a decision was taken to delay the definition review until a full

review of the Australian Dietary Guidelines could be undertaken.

While the Food & Drink Reform was dedicated to developing nationally consistent

approaches in this space, this work was voluntary and had no funding attached. Study partici-

pants reflected that its implementation is likely to be sporadic:

“I have seen a couple of jurisdictions leading, which is great, and we hope that many will

follow. It’s down to jurisdictions to implement what’s appropriate within their jurisdiction”

(P3c)
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“So it’s been implemented in a voluntary way by each jurisdiction, so some jurisdictions are

going to implement it and others probably won’t” (P10s)

Engagement with the food regulation system was an aim of the Food & Drink Reform

project.

Food regulation. Study participants noted the incongruency between the public health

and best-practice regulatory priorities in the updated FSANZ priorities, noting that ‘best prac-

tice regulation’ adds a significant barrier to achieving ‘chronic disease prevention’:

“Everything that food ministers try to do is checked by the Office of Best Practice Regula-

tion, which says you have to do a regulatory statement that meets their standards. . . I think

there’s something about the standard-by-standard assessment process that we have, that

fails in terms of actually driving our food supply in a positive direction” (P6s)

Several policy areas were being considered at the time of data collection, including a review

of the way ‘added sugars’ appear on food labels. A Forum Communique noted “the option to

quantify added sugars in the nutrition information panel best met the desired outcome” and a

“pictorial approach applied to sugary beverages. . . warrants further investigation” [51], omit-

ting many recommendations from the review of labelling laws and policy [52]. For example,

Recommendation 12, to group all ‘added sugars’ (as well as ‘added fats’ and/or ‘added vegeta-

ble oils’) in the ingredient list was omitted, a policy implemented in Canada [53]. The Com-

monwealth is committed to limiting all forms of regulation, a position discussed further

below.

In the absence of regulatory change in the food system, there are some voluntary activities

underway, such as the voluntary interpretive front-of-pack food labelling (Health Star Rating).

Jurisdictions have noted the potential of these types of interventions, but also their limitations:

“Whether you want to be critic or not, the Health Star Rating stuff is a step in the right

direction. It’s got a long way to go, before it’s really effective, but that’s really a piece of

work that is helpful, I think longer term” (P6s)

A participant noted that a key barrier to pursuing regulatory approaches is the tendency

towards having “very diverse views” (P3c) between industry and public health. The Common-

wealth appears very supportive of maintaining the presence of an industry voice at all stages,

even in the development of voluntary actions to improve food offerings, e.g. Healthy Food

Partnership. The Tasmanian submission to the Senate Inquiry highlighted the strengths and

weaknesses of engaging with the food industry through the Healthy Food Partnership. That

submission argued that while the food industry is well placed to inform the “implementation

and success of healthy eating strategies” and should therefore be “a key stakeholder or partner

in the development of some initiatives”, careful consideration should be given to the “risk of

undue commercial influence on the development of policy and guidelines” [54].

In addition to foods and beverages within the general food supply there are other food regu-

lation opportunities with potential to support obesity prevention efforts in early childhood,

such as speciality foods and formulas targeted at young children. Infant (birth to 12 months)

and follow-on formulas (6–12 months) are “tightly regulated within the Food Standards Code”

(P3c), Standard 2.9.1 (under review at time of data collection). However, toddler formulas or

toddler milks (from 12 months) are not specifically regulated even though the term ‘follow-on’

is used in promotion of these products. Foods for infants, such as commercial complementary

foods (from around six months), have some nutrient standards (maximum sodium and
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minimum iron) and labelling requirements (more than 4% added sugar must state ‘sweet-

ened’), Standard 2.9.2. However, there are no standards for commercial ‘toddler foods’ (aimed

at 12–36 months), which some participants identified as a problem:

“Some of the issues are coming out are in that toddler food area where some products have

been identified as not being particularly healthy. . . having high sugar content, those sorts of

things. I think industry would expect the market to sort itself out in this area, i.e. parents

won’t buy it. But that always assumes an underpinning knowledge of what’s in a food”

(P3c)

Access to appropriate long-life infant and young child foods can also be a problem in rural

and remote Australian communities. A participant noted that in remote stores in the Northern

Territory it can be difficult to find commercially available toddler foods in appropriate textures

with sufficient iron for their needs.

A new national strategy for obesity prevention. While states working through COAG

could initiate new policy agendas over Commonwealth resistance, they recognized the prob-

lems of implementation without national leadership. Participants noted that the COAG-led

National Obesity Strategy was a voluntary, unfunded project. Driven by the states, it had no

authority to ensure that each jurisdiction would act within their sovereign spheres. Without

funding, the capacity to act would be limited. Participants felt that “having money will be abso-

lutely key to drive more activity” (P8s), this would require National Agreements or NPAs.

Study informants noted that the National Obesity Strategy was being driven fundamentally by

the states and territories and wanted national leadership:

“I think we just need some leadership at the national level and at the moment it feels a bit

like the cart leading the horse and often there are lots of nice sort of platitudes and state-

ments but it is very reliant on jurisdictions” (P4t)

Other participants noted a key benefit of the National Obesity Strategy being progressed

through the COAG Health Council to overcome political cycles and shifting priorities,

“[The] real benefit is that it then doesn’t matter about who’s in power because it’s about a

majority government response to it. So, you can then have changes in government, and it

won’t necessarily impact the implementation across the country. So, there are some real

benefits to that COAG Health Council process” (P3c)

Study participants identified that a National Obesity Strategy should clarify the roles and

direct national and subnational responsibilities, rendering ownership for obesity prevention

less opaque:

“We anticipate that we would clearly identify which elements the Commonwealth is directly

responsible for and which elements the jurisdictions are, and similarly probably for the

[National] Prevention Strategy because we need to be clear on who’s doing what and where

the overlap is so that we can actually achieve that outcome” (P3c)

Further, its role will be to articulate key priorities and measures to prevent obesity, includ-

ing a focus on the First 2000 Days (as articulated in [55]). This would mark a new era in child-

hood obesity prevention in Australia.
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Jurisdictions were further interested in a commitment to the development of action plans

for a nationally consistent approach, with flexibility to “respond to opportunities” (P6s) for

locally relevant implementation and align with domestic “government commitments, policies

and strategies” (P7t). Overall, study participants were keen to ensure the strategy considered

environments as well as settings and families:

“I think we’d definitely want to see aspects there around environments and that that’s not

lost. . . The risk is that it could become too emphasised on things that just focus on individ-

uals” (P8s)

“[We expect] domains of action from public education to awareness raising to marketing

legislation to fiscal policy to community developments to monitoring and surveillance. . .

that would include tax and regulations. . . as well as specific sub-populations where there

may be need for more intensive efforts or specific programs” (P2s)

Currently, Australia does not have any national social marketing campaigns promoting

healthy eating and being active. While jurisdictions were interested in a national social market-

ing strategy “around core foods. . . and being active” (P6s), they would like to have input into

the content and retain flexibility for appropriate materials and “culturally and geographically

appropriate” [56] local messages:

“I think you’ve always got to allow a certain amount of stuff to be bottom up versus top

down” (P6s)

Study participants were also interested in a national monitoring system. Of importance for

jurisdictions was that information collected will be comprehensive, comparable across Austra-

lia, and policy-relevant:

“We need to be able to track trends in obesity over time. We’ve been really challenged by

that in Australia. . . where we haven’t had surveys that have been done in the same way, on

the same population. What we’re tracking over time has been very unclear” (P6s)

Some jurisdictions suggested the establishment of a permanent national monitoring and

evaluation system (with consistent periodic data collection). Such a system, which included

the monitoring of weight status, movement, and nutrition, was generally desirable among

study participants, whether that was controlled nationally or the standardisation of locally col-

lected data:

“I think that the monitoring and surveillance stuff should be kept at the national level and

done nationally, rather than hand it out to the jurisdictions” (P6s)

“One of the things is probably around standardisation, and so we’re comparing the same

data. . . and information to base those things [policy decisions] on” (P7t)

Some study participants noted the limitations of the Australian Institute of Health and Wel-

fare (AIHW), the national health statistics agency, and its capacity to produce policy-relevant

data:

“There’s just not much happening in the coordinated policy sense, at the national level. . .

That’s not to suggest that AIHW and NHMRC [National Health and Medical Research
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Council] aren’t doing some amazing stuff, because they are and we’ve worked with them

really closely, but it’s just not coming out in a policy sense” (P4t)

However, there was a recognition that the development of such a system would need to

overcome some barriers between jurisdictions and across sectors:

“The problem is though, that all the jurisdictions have now developed their little CATI

[Computer-Assisted Telephone Interview] surveys that they have had going for 20 years

and to stop doing that would be very challenging, because it would disrupt their trends over

time. There would be some argy bargy [sic] around trying to restructure that” (P6s)

“What’s a bit more challenging to do is get a full monitoring and evaluation system around

that. . . So I guess that’s one aspect, is just the context and the culture of different agencies

that you’re working with” (P8s)

Working with differences such as these between jurisdictions to achieve national policy har-

monisation is at the heart of Australian intergovernmentalism and obesity prevention.

Intergovernmentalism and obesity prevention. Study participants noted ongoing public

sector and health service reforms have impacted on the nature of the relationships within and

between organisational structures. Formal mechanisms for collaboration have been “dropped”

(P9t) since the end of the NPAPH and “informal networks” (P6s) have risen in their place.

Senior officials recognise the value of maintaining engagement with other jurisdictions at mul-

tiple hierarchical points:

“There’s regular contact across the jurisdictions at both senior and I suppose operational

officer level, and there’s quite a lot of sharing of information on new resources, updates to

policies, issues that we’re encountering, and how they are or have been addressed by differ-

ent jurisdictions, also sharing of research” (P2s)

There was recognition among study participants that current intergovernmental activities

for obesity prevention were limited in the extent of reach and impact for early childhood, e.g.

the Food & Drink Reform was aimed at school-aged children. They noted that the National

Obesity Strategy would seek to do more to try to fill this gap.

Among study participants pursuing obesity prevention through COAG processes was

viewed as a pragmatic way to increase participation across jurisdictions and maintain obesity

as a priority even as government leadership changes over time:

“The real benefit to that is it gives you the ownership from a Commonwealth and a jurisdic-

tional perspective. . . then it doesn’t matter about who’s in power because it’s about a major-

ity government response to it. So, you can then have changes in government, and it won’t

necessarily impact the implementation of this across the country” (P3c)

“[Having] COAG approved or recommended strategies does give states who don’t have

something like the Premier’s Priority [a strategic state-level priority to reduce childhood

obesity by 5%] in place a mandate or an imprimatur to action some of this work” (P5s)

The limitations of the siloed processes of COAG were identified. Study participants noted

that the pursuit of broad environmental action areas (once agreed to by health ministers)

would require engagement with other sectors, especially to implement, and rationalised such

an approach as cost-effective:
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“. . .people working together would be cost effective. But sometimes you can’t get things

moving. Because you can actually make connections at your level and they all agree to it but

it’s still got to be supported by the people above to drive it. So that’s where I’m coming

from. I think it’s important and it’s a commitment. With COAG you’ll get the ministers

agreeing but then maybe at COAG they might need to consider having it a bit broader than

just the health minister. Maybe at the national government level they might need to think

about that and then drive it through” (P7t)

“If through the National Obesity Strategy, we can get higher-level engagement across whole

of government that would be amazing” (P6s)

A further identified limitation was the pace through which agreements have been reached

through the COAG Health Council, e.g. a participant noted that:

“. . .the next National Health Agreement has been in development for a while” (P1s)

Study participants noted the limitations to what COAG was able to achieve and advocated

for improved institutional support for intergovernmental work:

“Look, we talk to our jurisdictional colleagues a lot, and that’s great, but that there are limits

to what we can do. . . collecting information and feeding it up is done in an inconsistent

way. And it would be useful, particularly in smaller jurisdictions, I think to have those.

There are some economies of scale that I think all jurisdictions could draw from” (P4t)

Subnational study participants saw value in more formal collaborative mechanisms which

are both vertical and horizontal in their structure. Study participants reflected that without

clear governance and leadership, there is no commitment to achieving or maintaining national

consistency, expressing a need for a “process on-going for how we continually work” (P6s).

Concurrently, study participants felt a degree of flexibility in the implementation of obesity

prevention measures was warranted, and that such flexibility was a benefit of being a

federation:

“But you know, we do operate in the Australian government system, which means that

states and territories do have different rules about things, and it’s not just in obesity. . . I

don’t know that you can ever completely erase that or whether you’d want to” (P1s)

“There is an argument and I think there’s some truth in it that, if you allow different juris-

dictions to do some different things, then that’s a good thing, because you get the leapfrog

effect in the same way that the tobacco legislation happened over many years. I don’t think

that we should make it so tight, that everybody has to do exactly the same things” (P6s)

Discussion

The findings of this study indicate that public officials in different jurisdictions calculate the

strategic possibility and barriers and the degree of state agenda setting but note the limited

chances of structural change in the absence of central leadership and funding. Since the fund-

ing for the NPAPH was stopped in 2014 there has been no national preventive health frame-

work in Australia. In the absence of national leadership states and territories pursued action

on obesity through the intergovernmental mechanisms available to them. This avenue was
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available because of the ongoing structure of COAG, its Councils, and working groups [23].

The end of the NPAPH (2014) coincided with the total removal of prevention from the

national agenda. The National Childhood Obesity Prevention Project (2016) was an attempt

by states to push it back on the agenda. Similarly, as the senate can allow alternative views to

emerge because it is often not controlled by the ruling party, the Senate Inquiry (2018) was an

example of a minor party attempting to bring obesity prevention back on to the national

agenda.

Stalled action since the Senate Inquiry at the national level reflects limited Commonwealth

political will. In the space of obesity prevention policy, the Commonwealth has been absent in

pursuing fiscal and regulatory policies within their control. Despite efficiency being a key

premise of neoliberalism, arguments for the cost-savings and cost-effectiveness of preventive

health interventions [57] have been insufficient to persuade the current government to act.

This suggests limitations of evidence-based policy making in the Australian health paradigm

[17]. The interviews in this study highlighted that there is little political appetite to bring in

national legislative measures. This is most clearly highlighted in the major party responses to

the Senate Inquiry. In their Dissenting Reports, both the Government (Coalition) and the

Opposition (Labor) opposed recommendations for a sugar-sweetened beverage tax, manda-

tory front-of-packet food labelling, and introducing regulatory measures on the marketing of

discretionary choices to children on broadcast media [48], while the states supported these

measures (in interviews and submissions to the inquiry [54, 56, 58, 59]). This indicated a clos-

ing of obesity prevention agenda setting at the national level and took the issue from one Com-

monwealth forum (the Senate) to an intergovernmental forum (COAG), led by the states. At

the closing remarks of the National Obesity Summit (2019), the national Sports Minister (not

Health Minister) indicated the Commonwealth position was that the states and territories–

through COAG–should have ownership for the health of the nation, “I look forward to driving

change through COAG to get all the states and territories working together to create a health-

ier nation” [60]. These positions shifted the problem out to the states, leaving policy gaps at the

national level.

Despite these gaps, states and territories used soft power to ‘lead from below’ [25]. To over-

come ineffective hierarchical modes of policy making, coordination within and between sub-

national governments through exercising ‘soft power’ can influence national agendas by

building good will across party lines while still allowing jurisdictions to respond to their own

‘domestic’ politics [24, 25, 27]. The work of the Food & Drink Reform project was promoted

by the study informants as an example of jurisdictions working together across partisan lines.

The successes of the Food & Drink Reform were followed by the announcement of the

National Obesity Strategy. In the Australian institutional framework that included COAG,

obesity policy emerged in a sporadic and disconnected way. Study informants noted their frus-

trations with different systems in each jurisdiction and the watering down of language to get

consensus, and each ‘going back’ to their own jurisdictions with piecemeal versions of the orig-

inal concepts then implemented.

On 29 May 2020 Australian leaders agreed to the cessation of COAG, and an ongoing role

for a new National Cabinet (with only First Ministers of each jurisdiction) created during the

COVID-19 pandemic. The new National Federation Reform Council will meet once a year to

focus on a “priority national federation issue” [61], the first meeting (December 2020) focused

on national emergency management and mental health. Before its cessation, there had been

long-term disinvestment in the strategic management of intergovernmental relations, and

inadequate governance mechanisms to address the complex social problems of our time–such

as chronic disease prevention [26]. The loss of COAG represents a widening structural gap to

support national obesity policy in Australia. Study participants noted their frustrations with
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the machinations of government. Nevertheless, despite the COAG agenda being set by the

Commonwealth, it had ‘its own momentum’ [24]. Issues could gain traction as jurisdictions

have dedicated internal mechanisms for intergovernmental work, whose regular contact with

their intergovernmental counterparts were a ‘standard feature’ of public service [23]. COAG

mechanisms included senior departmental officials as the knowledge holders of how to imple-

ment policy, bureaucrats participated as trusted extensions of Ministers and relationship-

building extended within and between jurisdictions [27].

A strength of federalism is the diversity of forums–its complexity provides openings for

new policy agendas. To achieve success in obesity prevention, Australian policy makers at all

levels of government need to work across policy domains with “continuous interaction across

jurisdictions” [23] to ensure policy coherence. Such a capacity was not present within COAG,

nor exists within the new National Cabinet. The ‘institutional frailty’ of COAG [24] was

highlighted by how quickly it was terminated during the COVID-19 crises. The upcoming

National Obesity Strategy and the National Prevention Strategy represent a potential opportu-

nity to encourage institutional mechanisms for preventive health in this vacuum, including

identifying jurisdictional responsibility and funding opportunities.

An identified need for an intergovernmental preventive health agency has strong support

across a range of efforts to prevent chronic disease. The Senate Inquiry suggested a National

Obesity Taskforce, to be embedded in the Commonwealth Health Department (supported by

Opposition) [48]. The National Obesity Summit (see Fig 2 and S1 File) proceedings identified

that a coordinated approach is essential and “systems need to be created to accelerate collabo-

ration and coordination between parties” [60]. The COAG Health Council consultation paper

for the National Obesity Strategy public consultation suggested an intergovernmental forum

to sit under COAG [55]. Public feedback from this consultation suggests public support for

such an agency, recommending it to be “led by the Commonwealth (because a national

approach is needed), centrally coordinated at a state/territory level and implemented at a local

level” [62]. Such an agency ought to limit Commonwealth power to control the institution and

establish a permanent organisational structure with a dedicated workforce and undertake an

integrated approach (‘cross portfolio’ and across all levels of government) to policy formation

and implementation [22–24, 26]. It is timely that both the National Obesity Strategy (subna-

tional led) and National Prevention Strategy (national led) are being drafted concurrently, and

an opportunity exists to harmonise these strategies for a truly national obesity prevention

framework and establish an enduring national preventive health agency.

Establishing a permanent intergovernmental preventive health agency (broader than obe-

sity, but its prevention as a key pillar) is needed to ensure that these complex social and health

problems are addressed in a coordinated way. However, it is unlikely there will be support

from the Commonwealth to establish such an agency. While Labor supported the Senate

Inquiry recommendation for a National Obesity Task Force, the Coalition did not, noting in

their Dissenting Report that it was a “structural solution rather than a strategic one and it is

unclear how adding another layer of bureaucracy will lead to better addressing obesity policy

issues” [48]. The institutional frailty of COAG, underpinned by ideological differences and

decision-making gridlock, weakened its effective power. As an outcome of the post-COAG

intergovernmental review, the architecture of the new National Cabinet Councils is classic

neoliberalism/New Public Management: designed to answer discrete questions, “task-orien-

tated and time-limited” [42], with support from temporary expert advisory groups. Under the

new framework, there are insufficient structural mechanisms to support and coordinate the

required long-term strategies to prevent obesity. There are also concerns about who will be

given a voice in expert advisory groups, given the current Commonwealth government’s pref-

erence for industry inclusion. The changes to Australian intergovernmentalism pushes obesity
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back onto health, as the portfolios who most directly deal with its consequences, and with lim-

ited formal institutional opportunity to cooperate between jurisdictions. The ‘straight-jacket of

neoliberalism’ ensures a focus on immediate priorities of the government and inhibits public

sector funding for the long-term good of society [19, 63]. Healthcare services make up the vast

majority of health portfolios and they are “designed for illness”, not prevention [64], and as

such are not designed to solve complex systems problems. The prevalent view of obesity pre-

vention and the nature of healthcare both centre the solutions to obesity on the person (per-

sonal responsibility). A recent study suggests that applying the health services mindset to

prevention can actually make obesity stigma worse, because it translates to a focus on individ-

ual change [64]. A national prevention agency, with clear institutional mechanisms and

authority, is warranted in this new intergovernmental architecture. It ought to have both struc-

tural and strategic elements to encourage cooperation and coordination for implementation–

vertically and horizontally–but with clear caveats to focus on systems-level approaches away

from a focus on personal responsibility.

Participants identified the need to have structural support to coordinate implementation.

Additionally, they identified a need for a national (or nationally consistent) system to monitor

the progress of implementing strategies that are likely to be different in each jurisdiction. In

the development of a national system for monitoring progress, a balance between the reporting

of progress on common objectives [24], which is useful for making policy decisions, with the

limitations faced by smaller jurisdictions is required. Historic attempts for nationally consis-

tent measurements of policy outcomes highlight flaws of such systems set up only to monitor

discreet policy options [23]. Therefore, a prevention-focused set of data should be sought

which is both accessible (affordable) and useful (timely and representative) for jurisdictions.

Policy areas specific to the First 2000 Days

The First 2000 Days is emerging as a key life stage for obesity prevention efforts. It was promi-

nent in the recommendations of Senate Inquiry [48], the National Obesity Summit [60], and

the National Obesity Strategy evidence check [65] and consultation paper [55]. The Common-

wealth Health Department is in the early stages of developing their First 1000 Days policy

space. This would mark a change in Australian obesity prevention policy [14] and signals that

a policy window may be opening. Two key opportunities for national consistency in this

potential new policy space exist. The first opportunity is focusing on a key setting for young

children–the ECEC sector, as approximately 57% of Australian children (from birth to five

years) usually attended care [66]. An initial project could extend the Food & Drink Reform out

from school settings to include the ECEC sector, as this is already covered by the Education

Ministers Meeting (formerly COAG Education Council). In the long term, consideration

could be given to driving nationally consistent approaches (while still allowing jurisdictions to

meet the needs of their communities) to the ECEC sector across Australian jurisdictions. A

recent study has noted the difficulties in harmonising nutrition-focused practices across juris-

dictions [67]. Currently, the national regulatory body maintains an advisory and reporting

role on the ECEC sector (reporting to the Education Ministers Meeting) and instruction to

jurisdictions on how to meet national standards is not permitted.

The second opportunity is the marketing of foods and beverages to infants and young chil-

dren. Study informants noted the inadequacies of the MAIF Agreement in terms of reducing

the impact of marketing of breastmilk substitutes but that its coverage is not as broad as the

WHO Code, because it does not cover complementary foods. That an independent review of

MAIF Complaints Handling Process [68] returned the responsibility for monitoring the agree-

ment to the Commonwealth Health Department is an indication of part of the problem with
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MAIF. Concurrently informants noted that toddler ‘milks’ and foods targeted at young chil-

dren are co-located with infant formulas and complementary foods in supermarkets and

should be included in considerations for ensuring a healthy food supply for infants and young

children.

A recent audit of products available in the Australian food environment by a consumer

group found products being marketing for children under 12 months with added sugar con-

tent as high as 40% [69], which is incongruent with the Food Standards Code (Standard 2.9.2).

Another audit by the same group found substantially high added sugar content in toddler

foods and noted these are not covered by the Food Standards Code [70]. Options to address

this are warranted given that Australian children are not consuming foods according to the

Australian Dietary Guidelines in the early years [11, 12], and iron intake is suboptimal [71]. In

a UK study, many parents reported that they felt commercial foods were both safer and nutri-

tionally superior compared to homemade foods and they felt these foods were highly conve-

nient [72]. There is emerging (although limited) peer-reviewed literature on the nutritional

inappropriateness of these foods [73, 74].

Research has shown that some food marketing undermines optimal nutrition, and consen-

sus in international health supports regulatory intervention [37, 75–78], as industry self-regu-

lation has been shown not to work [79]. The Commonwealth Health Department

commissioned an evidence check in 2018 to support the promotion of breastfeeding [80]. Its

findings about the inadequacies of MAIF are repeated in the Enduring Breastfeeding Strategy

[81]. Nevertheless, evidence-based policy is a political challenge as well as a technical process

of translating research into real-world settings [16], involving interplay “between facts, norms

and desired action”, where ‘evidence’ is contestable [17]. A recent study about party-based

framing relating to the marketing of discretionary choices found that the Coalition (current

Government) frames obesity as ‘personal responsibility’ and Labor (current Opposition) has

no fixed opinion on the issue [34], perhaps reflecting the ideological tension within the Labor

party.

A Commonwealth study informant felt that the underlying problem with inappropriate

foods aimed at infants and young children is a gap in parents’ ‘underpinning knowledge’. The

adjoining solution to this framing is education for parents. This oversimplifies the problem as

one of ‘personal responsibility’ at the family level rather than acknowledging the role the food

industry can play in improving child dietary intake. It also detaches the solutions from govern-

ment action in the food regulatory space.

Advancing prevention through the food regulation system

The origins of Australia’s food regulation system to establish a national food market (S1 File)

have influenced the ongoing prioritisation of the food industry over preventive health in legis-

lative considerations. For example, the Office of Best Practice Regulation requires a set of stan-

dards be met to reach a threshold to undertake a regulatory approach (FSANZ Priority 3).

There is no equivalent threshold test to support chronic disease prevention (FSANZ Priority

2).

These new FSANZ priorities highlight an example of institutional ‘polarised pluralism’ with

Coalition/Liberal national/some state governments on one side and Labor states on the other

side, causing a ‘centre-fleeing haemorrhage’ [82], resulting in two contradictory institutional

priorities being established. While Priority 3 has an institutional procedure in line with New

Public Management (i.e. Office of Best Practice standards), Priority 2 has no equivalent proce-

dure to support it. A national prevention agency could lead the development of a set of stan-

dards to support chronic disease prevention for FSANZ. By virtue of being a national agency it
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could also provide some subnational political cover from pressure by different parts of the

food industry (e.g. food manufacturing, sugarcane farming, or national supermarket chains),

felt differently in each jurisdiction. Industry pressure is likely to inform some of the delays in

rolling out implementation of Food & Drink Reform projects (national menu labelling, remov-

ing promotion of discretionary choices from state-controlled settings). Additionally, the

Forum is always chaired by the Commonwealth Health Minister, with considerable power to

ensure only the ‘lowest common agreement’ is reached [27] or through continual deferent of

decisions so that no action occurs, often coupled with prolonged ‘hold outs’ [83]. For example,

the NHMRC-led definition of discretionary choices was due in 2020, but then delayed until

the full dietary guidelines are reviewed. The interim guides of the Food & Drink Reform are

awaiting this definition to be finalised. Such a definition could also serve as the basis for the

regulation of broadcast and online media marketing.

The industry-led self-regulation model is prioritised over the use of legislative measures, an

ideological feature of Australian national politics. Criticisms of the NPAPH have highlighted

that while states/territories implemented programs, the national government failed to use pol-

icy levers available to them [33]. Reflecting on Australia’s national policies to impact on child-

hood obesity in the last decade, neither the current nor previous national governments

implemented Australia-wide policies solely within their control, instead supporting a self-reg-

ulation model. However, the self-regulation model is constructed in a way that industry can

meet the standards that they set, and therefore continue their practices, even though the agree-

ments themselves are not effective. In this way it can then be argued that it is ‘not necessarily a

market failure’, and even when a self-regulation model is shown to not be effective (e.g. the

MAIF Agreement) the Commonwealth seeks to ‘partner’ with industry to ‘enhance’ the exist-

ing self-regulation model. Increasing rates of early childhood obesity can be seen as an out-

come of a market failure [84, 85], similar to illnesses related to tobacco use are a market

failure, and as such require a move away from self-regulation model and towards government

intervention.

It is evident that food/beverage and advertising industries are aware of the traction gained

towards the restriction of marketing internationally and Australian subnational efforts. While

there remains a critical lack of action on digital/online platforms, advertisers have updated

codes to broadcast media self-regulation (noted in Fig 2) and made announcements to self-

restrict discretionary choices advertising within 150m of schools [86, 87]. This latter decision

is in response to actions taken by the Australian Capital Territory and announcements by the

Queensland government to limit discretionary choices advertising in settings such as govern-

ment buildings and billboards, public transport vehicles, transport hubs, and street furniture

within their control (Food & Drink Reform, program four). The Australian Capital Territory

successfully implemented a policy to remove discretionary choices advertising from their pub-

lic transport vehicles and they were also able to show no net loss of revenue [88]. Although,

such a strategy may prove more difficult in states with significantly larger outdoor advertising

portfolios like Victoria and New South Wales [86], or for those governments who had child-

hood obesity platforms but whose ideology is resistant to such measures, such as South Austra-

lia or New South Wales. These steps by industry are attempts to delay, or even prevent,

additional Australian jurisdictions implementing these types of policies. Lessons from success-

ful implementation of food system regulations such as a sugar-sweetened beverages tax in

Mexico highlight the need for flexible framing in different contexts to overcome embedded

ideological resistance to government intervention [89].

Despite a resistance at the national level to frame obesity prevention as anything beyond

personal responsibility, the political context of commissioned research such as the evidence

check [65] for the National Obesity Strategy consultation paper [55] reflects that the COAG
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Obesity Working Group were interested in framing obesity as a social and commercial prob-

lem and sought solutions framed with that lens [17]. Through the Food & Drink Reform

states/territories were pursuing subnational policy harmonisation, agreeing to a set of nation-

ally consistent protocols with enough flexibility to use different policy instruments and focus

on different settings to achieve a shared goal [22, 24, 25]. The unevenness and diversity of Aus-

tralia’s economic geography is expanding; undertaking this approach within the Australian

federation creates “a laboratory for natural experiments in policy that enhance opportunities

for cross-jurisdictional learning through comparison of different approaches to related prob-

lems” [24]. The reality of Australia’s federated system means that a national approach to obe-

sity prevention will likely be implemented slightly differently in each jurisdiction. It is

encouraging that despite the loss of COAG, the progression of the National Obesity Strategy

has continued (the Secretariat position maintained by Queensland Health). Childhood obesity

continues to draw attention from the media. That lens validates the authority of subnational

leaders to take ownership of its resolution, while concurrently promoting the Common-

wealth’s role [25]. As a subnational bipartisan endeavour, the National Obesity Strategy is an

example of states seeking to ‘lead from below’ [25].

A draft National Obesity Prevention Strategy was released in October 2021 for public feed-

back [90]. Key strengths of the strategy draft are the identification of the social and commercial

determinants of obesity, the first ambition focuses on environments, and the significance

placed on prevention with its addition to the title of the strategy. However, the strategy lacks

commitment by governments to act, funding allocation, and timelines for implementation.

The ‘examples of action’ under the strategies listed use vague, non-committal language and

there are no clear mechanisms for accountability or transparency noted. Findings from this

research suggest several priority recommendations for action for the early years. These

include:

• Sustained funding at Commonwealth and state/territory levels and an enduring national

prevention agency (with clear monitoring and surveillance that provides policy-relevant

data) to support intergovernmental efforts.

• Clear accountability by identifying who is responsible for enacting each action.

• Align the strategy to other national plans, such as the upcoming National Prevention Strat-

egy and develop a National Food and Nutrition Strategy.

• Fully implement the WHO Code and adhere to WHA resolutions using a regulatory

framework.

• Reduce the exposure of children to marketing of discretionary choices across all government

domains, including those aimed at early childhood (i.e. government settings, government-

controlled assets, out-of-home advertising, and print, broadcast and digital/online media).

• Leverage off existing Food Codes to protect a broader range of foods and drinks (i.e. compo-

sition) aimed at children the early years.

• Use economic tools to not only increase access and affordability of core foods, but also to

decrease access and affordability of ultra-processed discretionary choices.

This study had a number of strengths and limitations. To our knowledge, this is the first

publication to consider the role of intergovernmentalism in obesity prevention from the per-

spective of senior public servants in all Australian jurisdictions. These insights will be of use in

other multi-level governance systems such as the European Union and federated countries

such as the USA, Malaysia, Nigeria and Canada, but also in countries whose politicians have
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wholeheartedly embraced New Public Management (e.g. the Netherlands or United King-

dom). A limitation of this study is that only one interview per jurisdiction was undertaken.

While the aim was to ensure the most appropriate senior officials were interviewed, and

authors felt a saturation point was reached, it may have inadvertently limited the diversity of

perspectives. This study considered the social-structural determinants of early childhood obe-

sity through a food and nutrition lens. While the findings touched on multiple policy settings

(e.g. food regulation and ECEC settings) it did not specifically investigate other important

environmental determinants of obesity (e.g. transport or urban planning).

Conclusions

The First 2000 Days is beginning to be recognised as a key life stage for obesity and chronic

disease prevention. It is important that the impacts of the food system on the First 2000 Days

are taken into consideration when forming policies which are directed at the whole of popula-

tion. While the National Obesity Strategy consultation did identify areas to address social and

commercial determinants, it is important that consideration of these elements in implementa-

tion is not lost in a paradigm that focuses on personal responsibility in their implementation

[34]. Reliance on slow, soft, and sporadic political change is unlikely to be sufficient to address

the increase in chronic disease related to overweight/obesity and poor nutrition. There are

considerable opportunities to develop new forms of chronic disease prevention collaboration

within and between Australian governments, especially as the National Prevention Strategy

and the National Obesity Strategy are still being developed and while intergovernmental rela-

tions are facing a ‘reset’ now that COAG has been disbanded. The New Public Management

philosophy severely restricts the institutional mechanisms available for effective obesity pre-

vention in Australia. State and territory study participants advocated strongly that central to a

national approach to obesity prevention is the development of a permanent national preven-

tion agency, whose remit can extend past short term political cycles and have the capacity to

coordinate this complicated policy space. Without such an agency, the complex problem of

obesity/chronic disease prevention will only be addressed in a piecemeal way.
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Chapter 5 | State and Territory 

eclecticism  

 

Chapter Overview  

This chapter presents the findings from the third study of this thesis, which used policy mapping and 

stakeholder interview methods. The study included a snapshot of policies across the public health spectrum 

and interviews with senior health officials for each Australian state and territory. It extended existing policy 

mapping works identified in Chapter 2 (e.g. Crammond, Allender, and INFORMAS) by including early 

childhood metrics in the policy mapping tool. It also expanded the interpretation of the WHO Ending 

Childhood Obesity Implementation Plan in Chapter 3 for the Australian subnational context. The 

participants in this study were the same as those who participated in the study presented in Chapter 4 

(except for the Commonwealth participant).  

This chapter addresses all three thesis aims as set out in Chapter 1: to investigate the subnational policy 

context for obesity prevention, map policies across the public health spectrum, and identify policy lessons 

and factors that support or hinder policies to prevent higher weight in the early years.  
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Background: The international increase in the prevalence of childhood obesity has

hastened in recent decades. This rise has coincided with the emergence of comorbidities

in childhood—such as type II diabetes, non-alcoholic fatty liver disease, metabolic

syndrome, sleep apnoea and hypertension—formerly only described in adulthood. This

phenomenon suggests global social and economic trends are impacting on health

supportive environments. Obesity prevention is complex and necessitates both long-

term and systems approaches. Such an approach considers the determinants of health

and how they interrelate to one another. Investment in the early years (from conception

to about 5 years of age) is a key life stage to prevent obesity and establish lifelong

healthy habits relating to nutrition, physical activity, sedentary behavior and sleep. In

Australia, obesity prevention efforts are spread across national and state/territory health

departments. It is not known from the literature how, with limited national oversight, state

and territory health departments approach obesity prevention in the early years.

Methods: We conducted a qualitative study including policy mapping and interviews

with senior officials from each Australian state/territory health department. A series of

questions were developed from the literature to guide the policy mapping, drawing

on the World Health Organisation Ending Childhood Obesity Report, and adapted to

the state/territory context. The policy mapping was iterative. Prior to the interviews

initial policy mapping was undertaken. During the interviews, these policies were

discussed, and participants were asked to supply any additional policies of relevance to

obesity prevention. The semi-structured interviews explored the approaches to obesity

prevention taken in each jurisdiction and the barriers and enablers faced for policy

implementation. Thematic analysis was used to analyse the data, using NVivo software.

Results: State and territory approaches to obesity prevention are eclectic and

while there are numerous similarities between jurisdictions, no two states are the
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same. The diversity of approaches between jurisdictions is influenced by the policy

culture and unique social, geographic, and funding contexts in each jurisdiction. No

Australian state/territory had policies against all the guiding questions. However, there are

opportunities for sharing and collaborating within and between Australian jurisdictions to

establish what works, where, and for whom, across Australia’s complex policy landscape.

Conclusions: Even within a single country, obesity prevention policy needs to be

adaptable to local contexts. Opportunities for jurisdictions within and between countries

to share, learn, and adapt their experiences should be supported and sustained

funding provided.

Keywords: early childhood, policy, obesity prevention, systems-thinking, qualitative, eclecticism

INTRODUCTION

The international increase in the prevalence of childhood obesity
has coincided with the emergence of comorbidities formerly
only described in adulthood—such as type II diabetes, fatty liver
disease, metabolic syndrome, sleep apnoea and hypertension
(1, 2). The first 2,000 days (from conception to about 5 years of
age) is a key life stage to establish lifelong behaviors for health and
to prevent obesity (3, 4).

In Australia, the issue of childhood obesity emerged as
a distinct policy agenda in the early 2000s. Over the last
two decades obesity has risen and fallen from national and
subnational political agendas. Federalism shapes the ability
to take policy initiatives. The six states (New South Wales
(NSW), Victoria, Queensland, South Australia (SA), Western
Australia (WA) and Tasmania) and two territories [Australian
Capital Territory (ACT) and Northern Territory (NT)] are
constrained by “vertical fiscal inequality”—the disproportion
between Commonwealth dominance of tax revenues and the
high spending responsibilities of the states. The Commonwealth
uses its fiscal dominance to set conditions on expenditure
in national funding agreements, e.g., the National Housing
and Homelessness Agreement. State and territory governments
have limited resources to fill funding gaps. Commonwealth
fiscal decisions can greatly influence the social determinants of
health, including the social safety net (e.g., welfare payments
and conditions), housing policy and funding, out of pocket
costs for primary health care, and industrial relations policy
such as workforce casualisation and minimum wage (5).
In 2008, the National Partnership Agreement on Preventive
Health (NPAPH) was Australia’s largest national investment in
prevention and included a national Healthy Children’s Initiative
which focused on childhood obesity. Since that national funding
was cut prematurely in 2014, subnational governments have
independently pursued childhood obesity prevention initiatives.

Abbreviations: ACT, Australian Capital Territory; NSW, New South Wales; NT,

Northern Territory; SA, South Australia; WA, Western Australia; ACECQA,

Australian Children’s Education &Care Quality Authority; ECEC, Early childhood

education and care; GQ, Guiding question; HPM, Health Promotion Model; LG,

Local government; LHN, Local Hospital Network; NPAPH, National Partnership

Agreement on Preventive Health; WHO, World Health Organisation.

The Early Prevention of Obesity in Childhood (EPOCH)
Collaboration sought to answer if interventions in early life
could prevent obesity across a range of modalities in real
world intervention settings (6). The cohort included more than
2,300 first-time mothers in Australia and New Zealand. These
interventions commenced in pregnancy or by 6 months of age
and all ended by 2 years of age. They focused on knowledge,
skills and self-efficacy for parents (usually mothers, although not
exclusively) in relation to breastfeeding, transition to solids, the
importance of “tummy time,” avoidance of screen time, and sleep
(6). The EPOCH trials resulted in improved behaviors and small
but significant improvements in child bodymass index compared
to controls at 18–24 months follow-up (6). Internationally, there
is a paucity of programs to support parents in the latter half of the
first 2,000 days (2–5 years) (7).

As some form of childcare is attended by approximately
two thirds of children aged 1–4 years in Australia (8), early
childhood education and care (ECEC) services are considered a

key community setting for health promotion interventions for
obesity prevention and establishing healthy lifestyle behaviors

in the early years. A recent study among mothers of young
children inNSW identified strong support for these interventions
in ECEC settings (9). State and territory education departments

(and the communities department in WA) have tasked
Authorised Officers to enter and assess ECEC services against
regulatory obligations and standards set by the national authority

for the ECEC sector, the Australian Children’s Education & Care
Authority (ACECQA). State authorities and their Authorised
Officers are given little guidance on how to support services to

maximize the health and well-being for children attending care
(10, 11). Nor has there been extensive engagement with the sector
to identify how (or if) health promotion could be part of their
core business.

Despite the positive intervention effects found in the EPOCH
trials, difference between intervention and control groups had
disappeared at follow-up at 3.5 and 5 years of age (12). This
suggests that families need ongoing intervention to overcome
the obesogenic environments in which they live. Families exist
within societies and provide their children with opportunities for
healthy nutrition and being active based on the environments in
which they live and the resources available to them. Spheres of
influence include the child and their family and their community
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(including ECEC settings, public spaces and infrastructure,
public transport), and societal and political influences (industry,
agriculture, media, transport and planning, healthcare, and social
norms) (13). To prevent “fade-out effects” such as seen in the
EPOCH trials it is prudent to align early childhood obesity
prevention interventions with broad environmental actions to
prevent obesity (14). That is, to consider broad social/whole
of population strategies along with specific interventions for
families during the first 2,000 days. However, a recent study
found that policies for this life stage tend to focus on support
programs for parents (usually mothers) and more recently the
ECEC sector (7).

Where we live matters. A 2017 Australian health analysis
found people in the lowest two quintiles by socioeconomic
status have significantly increased risk of poor health outcomes
(15). The proportion of the population in the two lowest
socioeconomic status quintiles differ across jurisdictions—while
4.2% of the population in the ACT are in the lowest two quintiles,
for Tasmania it is 63.3% (16). There are key contextual differences
between Australian jurisdictions, including population size and
density, budgets, and degree of rurality. Australia’s urban
populations (just over 70%) experience determinants of health
very differently to the almost 30% of the population in non-
metropolitan areas (including rural, regional and remote) (17).
See Supplementary File 1.1 for a summary of key demographic
differences between the jurisdictions.

Given the complexity of childhood obesity prevention, it
is important to examine “where we are” and “why we are.”
Frameworks for obesity prevention consider these spheres of
influence noted above and identify points where governments
can influence and possibly prevent it. Systems approaches
and sense-making frameworks (18, 19) seek to identify key
areas where public policy can influence both lifestyle behaviors
and the wider determinants of health. Systems thinking
places a “high value on understanding context and looking
for connections between the parts, actors and processes of
the system” (20) and aligns strongly with ecological models
which consider the social determinants of health (21). A
recent study of 18 Australian policy-makers found a trend
toward the uptake of systems thinking in developing “new
prevention narratives,” although a minority were unclear of its
utility and methods (21), suggesting emerging opportunities for
collaborative partnerships.

We have previously undertaken a comparison of national
policies for the early prevention of obesity in childhood
for Australia compared to five similar countries (7). The
present study had two aims. The first aim was to provide a
snapshot of policies for the early prevention of obesity in
childhood, across the public health spectrum, at the state
and territory level in Australia. The second aim of this
study was to explore the perspectives of senior state and
territory health department officials about their experiences
and the local context of developing and implementing
policy options for childhood obesity prevention. To our
knowledge, this is the first publication of cross-sectoral policy
mapping for obesity prevention in the early years among
Australia’s jurisdictions.

METHODS

Study Design
We conducted a qualitative study of early childhood obesity
prevention policy (including prevention programs and
initiatives) among Australian states and territories using
(1) policy mapping and (2) semi-structured interviews with
senior health officials who have responsibility for obesity policy.
The purpose of the policy mapping was to provide context and
evidence of government policy in addition to the subjective
responses of the participant interviews.

Policy Mapping and Analysis
Tool Development
A policy mapping tool was adapted to the Australian state
and territory context from the WHO Ending Childhood
Obesity Report with additional supportive literature
(Supplementary File 1.2), to develop guiding questions to
prompt policy searches. This report provides an action plan to
“translate evidence into practice” emphasizing the importance
of regulation (22). This adaption included public health
approaches to obesity across the social model of health (23)
and built upon an earlier Australian policy mapping analysis
(7) that identified state and territory governments) policy
responsibilities. The broad policy areas were governance, health
supportive environments, ECEC settings, and health services
aimed at the first 2,000 days. The policy mapping provided a
snapshot of key policy examples for early childhood obesity
prevention across Australian jurisdictions.

Mapping
We identified relevant government agencies in each state and
territory, developed a search strategy, and extracted data.
The policy search was an iterative process undertaken by EE
commencing 1 October 2018 (prior to interviews in late 2018)
with follow-up after interviews prior to mapping being finalized
on 30 June 2019. The online search used key words, from the
guiding questions of the policy mapping tool, in embedded
search engines in identified agency websites. These searches were
augmented by the advanced search tool function in the Google
search engine [described in a previous study (7)]. To minimize
bias the incognito function was used, the researcher browser
history, cache, and cookies were cleared, and regional settings
were used to localize results to Australia.

Analysis
Data were extracted by EE (and reviewed by CR) using a policy
content analysis approach (24) and included policy name and
a description of how policies were being used to achieve the
elements of the guiding principles, or ways that they could
potentially be leveraged to do so, and an overall rating was given.
The ratings are described in Table 1.

Interviews With Senior Health Officials
A semi-structured interview tool was developed based on
systems approaches to obesity prevention and adapted to each
jurisdiction (see Supplementary File 1.3). Ethics approval for
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TABLE 1 | Ratings and descriptions for the policy mapping analysis.

Result Description*

Policy (or initiative) in place There is a policy or initiative in place that aligns to the guiding question. This does not mean the policy has been

implemented or evaluated for effectiveness.

Policy Infrastructure Moderate alignment to existing policies or frameworks. There are many elements in place but to extend or develop

a policy in this space requires input from key stakeholders to develop or adapt to local context.

Policy Scaffolding Low alignment to existing policies or frameworks, however, there is some potential (in a single or multiple policy

settings) for development of a policy or program in this area.

Policy Void No policies were found at the time of mapping, or an absence of alignment. In some instances, policies were not

contextually relevant or possible for that jurisdiction (in which case it is noted in Supplementary File 2).

*Mapped policies were publicly available online. It is likely that some policies are in existence but were not found in the desktop review nor provided by jurisdictional informants at the

time of interview.

this project was granted by the University of Sydney Human
Research Ethics Committee (Project 2017/507).

Purposive snowball sampling was used to identify potential
informants through the professional networks of the authors and
their colleagues. Senior officials with current active responsibility
for obesity prevention in each jurisdiction’s health department—
a handful in each jurisdiction—were eligible for participation
(inclusion/exclusion criteria). Prospective participants were
invited to participate via email. Three attempts were made
to reach identified informants before attempts were made
to contact another informant. In three instances, the person
invited referred our invitation to a colleague within the same
branch, who then accepted. In total, nine informants were
recruited (of 12 invited) from Australian state and territory
health departments, one from each jurisdiction except the
Northern Territory, which had two informants. All participants
contributed to the development and/or implementation of
obesity prevention policy and programs. Interviews with
state and territory informants were conducted between
November and December 2018. First order coding after each
interview was performed to ensure saturation point had been
achieved while ensuring one interview per jurisdiction as
a minimum for equal representation. Interviews averaged
63min (range: 42–95 min).

All interviews were conducted via telephone, recorded
and transcribed verbatim. Interviews were coded using
thematic analysis in NVivo 10 software. All data coding and
extraction were undertaken by EE. CR and LMW cross-
referenced a sample of interviews to ensure a consistent
coding frame. Thematic analysis (25, 26) is a tool or a method
to identify, analyse, and interpret meaning—“themes”—
from qualitative data. The themes provided structure to
report on research findings separate to or with the use of
theoretical frameworks.

RESULTS

The results of this study are presented in four sections. The
first section summarized the policy mapping and describes
a key finding of the policy mapping and interviews with
senior health officials—that Australia has two distinct local
health promotion models. The second and third sections

describe the approaches taken to collaborate across government
agencies and health supportive environments. The final
section identifies key political drivers and policy levers for
obesity prevention.

Policy Mapping and Local Health
Promotion Models
References to policy mapping are indicated by their Guiding
Question (GQ) area or specific identifier, e.g., (GQ area A) or
(GQ A.1.1) throughout the results. The policy mapping found
that childhood obesity was identified as a problem in most
jurisdictions (GQ A.1.1). The key life stages of pregnancy and/or
early childhood (or as the first 2,000 days) were less well-defined
in key strategic documents (GQ A.1.2). Having an overarching
policy framework or strategy to address obesity/childhood
obesity (GQ A.3) did not guarantee action or implementation
plans in the areas of health supportive environments, ECEC
settings, or health settings. Instead, the language used to describe
the causes of obesity and to identify policy action areas were a
better indication of policy infrastructure available across these
areas. For the most part the initiatives that flowed out from
the key strategic frameworks in Areas B–D were focused on
increasing skills and knowledge at the family level, whereas the
language to describe the structural causes of obesity in the context
of policy options was vague, e.g., “partnerships to improve
environments.” Where clear language was used to identify
specific areas (e.g., food advertising) as contributing to obesity
in key policy documents, specific policies to address the social
determinants of health and health supportive environments were
more likely. Less than half of jurisdictions had statewide funded
programs to support food and physical activity environments and
curriculum in ECEC services (GQ area C.1). While antenatal
care and child health services/universal checks were present
in all jurisdictions (GQs D.1.1, D.2.1), sub-elements within
these areas were less prevalent. Additionally, programs aimed
at obesity prevention across the first 2,000 days were limited
(GQ D2.2.2). The limitations of these areas followed workforce
capacity considerations such as training and resources (GQ area
D.3). Policymapping results were tabulated and ranked, as shown
in Table 2. A one page summary and the full policy mapping
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TABLE 2 | Policy mapping tabulated results, by Health Promotion Model type.

Area Guiding questions Local Government Local health network

ACT SA Vic WA NSW NT Qld Tas

A. Governance and leadership

A.1 Leadership A.1.1 Has childhood obesity prevention been identified as a priority by leadership?

A.1.2 Is there an overarching policy framework, or a series of key policies or action plans

to guide initiatives for the early prevention of obesity in childhood?

A.1.3 Does public health legislation include prevention/health and wellbeing?

A.1.4 Are their statutory grant-giving bodies with a remit to fund prevention-related

community projects?

A.2 Partnerships A.2.1 Are partnerships across government noted in “key policy” identified above?

A.2.2 Are there formal mechanisms for collaborative exchange across sectors?

A.3 Equity A.3.1 Do the key policies identified outline the structural causes of obesity?

A.3.1a Do recommendations for action address these structural causes?

A.3.2 Are target populations, with higher risk of developing obesity, identified for additional

support?

B. Environments in which we live

B.1 Health supportive

environments

B.1.1 Do planning policies orientate built environments toward principles of active living?

B.1.2 Are there investments for public infrastructure (e.g., footpaths or bikeways) to

encourage being active?

B.1.3 Are there food/nutrition policies aimed at ensuring a nutritious, affordable, accessible

food system?

B.1.4 Are there programs to support vendors to improve food offerings in food outlets

(restaurants, cafes, take-away, vending machines)?

B.1.5 Is nutrition information at food outlets (menu board labeling) required by legislation?

B.1.6 Is there engagement with food retail (supermarkets, grocers, corner stores, etc.) to

reduce the availability and promotion of discretionary choices in-store?

B.1.7 Are local governments empowered to encourage health-supportive environments?

B.1.8 Are there any initiatives to reduce exposure to the marketing/promotion of

discretionary choices in:

B.1.8a out-of-home advertising within government control?

B.1.8b healthcare settings?

B.1.8c other government-controlled buildings/parks?

B.1.9 Are there policies limiting the availability/provision of discretionary choices in:

B.1.9a healthcare settings (for visitors and staff)?

B.1.9b buildings, community centers, and parks under government control?

B.2 Health promotion

campaigns

B.2.1 Are there health promotion campaigns aimed at encouraging healthy lifestyle

behaviors?

B.2.2 Are there health promotion campaigns aimed at developing/supporting healthy food

systems and built environments (incl. community-capacity building)?

C. ECEC settings

C.1 ECEC settings C.1.1 Are there support programs for center-based care settings to encourage healthy

food provision?

C.1.2 Are there programs to support provision of food and physical activity experiences as

part of the curriculum?

D. Health

D.1 Antenatal and birth

services

D.1.1 Does antenatal care screen and manage hypertension, hyperglycemia, appropriate

gestational weight gain?

D.1.2 Antenatal care within public health services:

D.1.2a Do they include nutrition counseling for healthy pregnancy or are there other

healthy lifestyle support programs available during pregnancy?

D.1.2b Is breastfeeding education free (standalone or embedded into services)?

D.1.3 Do maternity facilities fully adhere to the Baby Friendly Health Initiative (based on 10

Steps to Successful Breastfeeding)?

(Continued)
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TABLE 2 | Continued

Area Guiding questions Local Government Local health network

ACT SA Vic WA NSW NT Qld Tas

D.2 Early childhood health

services

D.2.1 Are there free health/parenting services to support early childhood growth/nutrition

(e.g., breastfeeding, complementary feeding, transition to family foods)?

D.2.1a Is information to support parents readily available (e.g., phonelines, websites)?

D.2.1b Do these include breastfeeding support?

D.2.2 Are there healthy lifestyle (education) programs to support families during early

childhood?

D.2.2a Are target populations identified and actively recruited for programs?

D.2.3 Are Supported Playgroups offered for families that need additional support and do

they include healthy lifestyle skills?

D.3 Workforce D.3.1 Are there training and resources available for health care professionals to support

families?

D.3.1a Is preconception advice for nutrition and being active provided to prospective

parents?

D.3.2 Is there a state/territory health promotion…

D.3.2a …agency (independent or adjunct to health department)?

D.3.2b …workforce (to implement initiatives locally)?

ACT, Australian Capital Territory; SA, South Australia; Vic, Victoria; WA, Western Australia; NSW, New South Wales; NT, Northern Territory; Qld, Queensland; Tas, Tasmania.

Legend Policy in place Policy infrastructure Policy scaffolding Policy void.

results, augmented with quotes from participants, can be found
in Supplementary File 2.

Policy mapping indicated that no two jurisdictions were the
same in their approach to obesity prevention. Policies were
eclectic and sporadic, rather than coordinated or long-term.
These heterogenous results emerged out of the different health
promotion contexts which have developed across Australia.
We found that Australian state and territory governments
have developed unique authorizing environments for obesity
prevention. Across Australia’s six states and two territories
there were broadly two local Health Promotion Model (HPM)
types. These HPMs relate to the eclectic practices of local
program delivery, the presence and structure of Local Hospital
Networks (LHN) (see Supplementary File 1.1), and the extent of
involvement from Local Governments (LG).

In the first local HPM, obesity prevention activity is primarily
delivered through local hospital or health networks, which link
hospitals and population health services across a geographic
area (LHN HPM). In the second, health promotion activity is
primarily driven through local government (LG HPM). Table 2
is organized by these two HPM types.

The LHN HPM was typified by NSW and included the
NT, Queensland, and Tasmania. In NSW the authorizing
environment sat under the Premier’s Priority to reduce
childhood obesity by 5%. The health department developed
a statewide prevention strategy (Healthy Eating and Active
Living), and the Office of Preventive Health delivered the
Healthy Children Initiative with settings-based approach
(Supplementary File 2.2). Munch & Move is a program
to improve ECEC settings delivered by a dedicated health
promotion workforce embedded in health promotion units of
the 15 Local Health Districts in NSW. It is the main state-wide

early years initiative in NSW. Another program funded by the
Office of Preventive Health is the Get Healthy in Pregnancy
program (a coaching services delivered via telephone and
managed by a third-party provider). Under this model, the
Office of Preventive Health provides centralized support and
strategic direction to Local Health Districts for specific settings
and does not offer centralized support for healthy food and
built environments.

In 2013 Queensland lost its dedicated health promotion
workforce embedded in its Hospital and Health Services (see
Supplementary File 2.4, GQ D.3.2). It does have Children’s
Health Queensland, a state-wide Hospital and Health Service
aimed at health service delivery for children. However,
at the time of mapping and interviews Children’s Health
Queensland lacked state-wide early childhood programs for
obesity prevention. Recent election commitments were made to
rebuild the health promotion capacity and a new authorizing
environment for prevention was established, including the
Health and Wellbeing Strategic Framework (27), and Health
& Wellbeing Queensland as an independent health promotion
agency. Queensland led intergovernmental work for childhood
obesity prevention and the development of the national
obesity strategy.

The Healthy Tasmania Five Year Strategic Plan (28) is
guided by the Premier’s Health and Wellbeing Council and
identifies the early years as a key life stage for health
(Supplementary File 2.6). Tasmanian approaches to preventive
health implementation drew from previous experiences of
success at a community level. The Tasmanian participant
noted that several initiatives/programs have been running for
more than 10 years, including Neighborhood Houses, Eat Well
Tasmania, and Family Food Patch.
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While historically child health has been more focused on
remote communities in the NT, there has been a shift toward
whole-of-NT child health services which includes emerging
attention toward obesity prevention (Supplementary File 2.3).
This is supported by the 10 year Starting Early for a Better Future
(29) strategy. The NT Nutrition and Physical Activity Strategy
(30) has five objectives including remote food security, healthy
gestational weight and an early years focus. NT has the highest
proportion of people living in remote areas, as well as the highest
proportion of First Nations people. NT Health is working with
the Aboriginal Health Forum to develop standardized reporting
against national BMI key performance indicators across NT.
The Northern Territory and Tasmania have very small local
governments, with very limited capacity in some instances to
participate in health promotion activity:

“There is huge disparity between those local government councils

that have got big capacity, versus those that have got little

capacity. . . we’ve got 29 local government councils for half a million

people” (Tasmania)

The second type, LG HPM, was typified by Victoria, but also
included SA, WA, and the ACT. Victoria, SA, and WA have
pivoted toward LG responsibility for health promotion, each
updating their Public Health Acts, while the ACT acts as both
territory and LG. A state public health plan is the primary central
mechanism for health promotion work, and LGs are required to
develop local plans in response.

Victoria has had a more fragmented public health
administrative structure, historically, local government
has played a much greater role than in other states
(Supplementary File 2.7). In addition to the health promotion
goals of the Victorian Public Health and Wellbeing Plan (31),
Victoria’s Early Years Compact (32) is an agreement between
health, education, and LGs to ensure continuity of services
across the early years. Local councils are also supported through
nine Regional Assemblies by regional arms of state departments.
VicHealth is a statutory health promotion foundation that
provides structural support to LGs and community health
promotion projects. As VicHealth is independent it has the
autonomy to be able to take a longer-term view to health
promotion, advocate for broad public health actions at the state
and territory level, and challenge industries that are harmful to
health. VicHealth also runs health promotion campaigns (GQ
B.2) aimed not only at personal/family behaviors, but also aimed
at changing cultural norms.

Western Australia’s Sustainable Health Review (33) has
underpinned a significant amount of recent and ongoing health
system change. The WA Public Health Act 2016 (34) requires
a state-wide State Public Health Plan (Chief Health Officer)
and Local Public Health plans (from each local district). The
first objective of the State Public Health Plan (35) is to enable
healthy living (including healthy eating, being active, reducing
sedentary time) and is supported by the WA Health Promotion
Strategic Framework (36). At the time of mapping, LGs were
not yet required to develop their local public health plans,
although some had already commenced these activities (see

Supplementary File 2.8, GQ A.1.3). The Western Australian
Health Promotion Foundation Act 2016 (37) merged two grant-
giving bodies, Healthway (∼$20 million spend) and Lotterywest
(∼$260 million community grant spend):

“The two organizations merging together provided some efficiency

in terms of a shared corporate governance system, but also had

potential to expand the reach and influence of Healthway and its

messages” (Western Australia).

The SA Public Health Act 2011 (38) established the new health
promotion model in SA, requiring LGs to respond to state public
health plans. The Act enables partnerships at the local level to
connect LG and Public Health Partner Authorities with state
entities, e.g., in planning, transport, and environment. Although
SA has established strong cross-government mechanisms, the SA
participant noted that the most recent state health plan could
have gone further to promote a whole of government approach
to prevention:

“It missed the mark to address the whole government agenda, it’s a

bit of a gap at the moment” (South Australia)

SA also recently updated their planning laws, which centralized
authority on local planning decisions to state authority. At
the time of mapping, there appeared to be little additional
structural support for LGs. Like Queensland, SA lost their health
promotion workforce in 2013 under a review of health system
services (Supplementary File 2.5, GQ area D.3). Wellbeing SA
was being established at the time of mapping, designated to
be a health promotion agency within the health department,
although without the independence or funding capacity of other
similar organizations (e.g., VicHealth, Lotterywest, Health &
Wellbeing Queensland).

For both SA and WA their LHNs provide additional health
promotion support to LGs. Like Victoria, the ACT has no LHNs
(Supplementary File 1.1). While the ACT Public Health Act
does not specify principles of prevention and well-being, a core
role of the Chief Health Officer is prevention:

“The Public Health Act tends to be. . . a bit old school public

health. . . There is still a focus though on protecting and promoting

the health of the population as a key role and a statutory function

of the Chief Health Officer” (Australian Capital Territory)

The uniqueness of the ACT as both territory and LG and the
absence of LHNs, aligns the ACT more with the LG HPM
(Supplementary File 2.1). ItsHealthyWeight Initiative leveraged
this capacity to deliver on projects that normally require at least
two levels of government (more on this in the next section).

While jurisdictions were similar in the leadership areas
under both models (GQ A.1), the LG HPM jurisdictions
have more policies in all areas, most notably in the health
supportive environments areas (see Table 2). Policies and policy
infrastructure were more likely under the LG HPM for health
promotion workforce (GQ area D.3), universal child health
checks and parent support lines/online information (GQ D.2.1),
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health supportive environments (GQ B.1), and a stronger
emphasis on equity and partnerships (GQ areas A.2–A.3).
Policies and policy infrastructure were more likely under the
LHNHPM for statewide universal healthy lifestyle programs and
targeted programs for families needing additional support (GQs
D.2.2–D.2.3), antenatal care (GQ area D.1), and slightly more
likely for health promotion campaigns (GQ area B.2). However,
these associations are not necessarily causally related.

Health departments in most jurisdictions engage with the
strong community not-for-profit sector who have positive
community standing to deliver programs or fill service gaps.
For example, Nutrition Australia is a not-for-profit health
promotion organization with branches in most jurisdictions.
In their ACT and Queensland branches, they offer pay-for-
service programs into the ECEC sector where neither funding
nor health promotion capacity is forthcoming from government.
In contrast, the Victorian branch of Nutrition Australia is
funded directly by the health department to deliver the
Healthy Eating Advisory Service (alongside the Cancer Council
who deliver the Achievement Program) into ECEC settings
(Supplementary File 2.7, GQ C.1). In Victoria’s service model
delivery, the health department does not deliver services but
funds a mixture of government and non-government agencies
to provide services. These “frontline” organizations provide
feedback on community needs and contribute to the evidence
base used to develop policy in Victoria. Health departments use
a range of different ways to report on the progress of policy
implementation, presenting an opportunity to contribute to
building evidence and justify ongoing investment into initiatives,
e.g., Public Health Information Management System in NSW
(Supplementary File 2.1, area D.3).

Participants noted the use of a range of structural elements
to keep health promotion and prevention on the agenda.
These included updated public health (Victoria, SA, WA) and
planning acts (Queensland, Tasmania, SA) and legislation to
include/consider the prevention side of public health and well-
being, and the establishment of statutory agencies (Victoria,
NSW, Queensland) with a health promotion and prevention
remit. Several jurisdictions noted the waxing and waning
of mandates to progress prevention policy is influenced by
political ideology.

Partnerships that developed through these HPMs were at
the local health network or council level and may include
local implementation arms of state/territory departments such
as transport or planning. This is different to the centralized
health promotion work managed by health departments in
conjunction with other state/territory government agencies in a
more top-down approach. That work tends to focus on strategic
partnerships and initiatives at the state/territory or regional level,
which is the context for the next sections.

Approaches to Collaboration Across
Government Agencies
This study identified many themes and subthemes from the
interviews and policy mapping. Table 3 provides a summary
of these themes sorted into enablers and barriers to policy

development and implementation. References to the appropriate
policy mapping area are indicated throughout the text.

This section explores approaches to collaboration across
government agencies, commencing with two brief case studies
(ACT, SA) before exploring broader experiences across all states
and territories. Consistent enablers were ongoing support from
leadership, clearly defined scope, flexibility, shared outcomes
and successes, and incremental change. Barriers to collaboration
across sectors were perceptions of health “imperialism,” limits
on leadership, departmental restructuring, and funding or
workforce capacity.

The ACT has a well-developed approach to cross-government
prevention (39). From 2011 the health department had amandate
from their Chief Minister, who was also the Minister for
Health, to undertake several years of collaborative work across
sectors, including commissioning research and partnering with
academics and non-government health promotion organizations
to provide an evidence base for population approaches to obesity
prevention. In developing their Healthy Weight Action Plan
(40) the ACT had multiple discussions across government and
invited experts:

“. . . into the room with us. And we talked through [the evidence

and]. . .what people have suggested in terms of their contributions

from a Directorate [government agency] perspective and what was

achievable and what wasn’t” (Australian Capital Territory)

The key factors identified as helping in this policy development
were a clearly defined scope, inviting perspectives from all
relevant agencies about what might be feasible or not, and having
agencies take ownership of specific policy areas. At the core of
implementation was a clear mechanism for collaborative work
across agencies, that brought:

“. . . the whole of government together and having really good

mechanisms of working across government to achieve big policy

outcomes” (Australian Capital Territory)

Similarly, Health in All Policies (HiAP) in SA adopted a broader
whole-of-government approach (41–44). This benefited from
significant support from state leadership over an extended
period. Starting in 2007, with an opportunity to experiment
with policy innovation, was followed by an ongoing mandate
to build on their community of practice for over 12 years.
The SA Public Health Act 2011 established partnerships across
government (vertical and horizontal) and principles such as the
equity principle required by the Act, which also enables the State
Public Health Plan, create a long-term enabling environment
beyond single policy cycles (Supplementary File 2.5, area A).
This in turn supported developing relationships in an ongoing
manner, reflecting:

“. . . an evolutionary change in the South Australian public

sector policy group where we’ve all been learning from each

other and incrementally, hopefully, getting better at doing it”

(South Australia)
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TABLE 3 | Summary of themes—barriers and enablers.

Enablers Barriers

Leadership enablers

• Provide mandate

• Facilitate structural support incl. legislation, strategic oversight, funding

• Proactive investment

• Ministerial support beyond health

Limitations of leadership

• Perception of health “imperialism”

• Perception that health is already well-funded

• Funding and workforce capacity

• No enduring structural support for prevention

• Personal beliefs of ministers

• Preference for immediacy, visibility

Governance

• Flexibility in policy design

• Flexible funding considerations

• Clearly defined scope

• Multi-strategy approaches

• Long-term strategies and investment

• Creative approaches to policy e.g., use of legal infrastructure

(not regulatory)

Governance

• Focus on health services/family-directed

• Departmental restructuring, workforce implications

• Nature of short policy cycles, conflict with long term investment

for prevention

• Limitations on policy experimentation

Collaboration enablers

• Partnership approach, minimize competition

• Policy co-production

• Commitment to participate (by all parties) and maintaining relationships

• Supporting submissions/business cases

• Ongoing mechanisms for collaboration to build off existing successes

• National funding supports longer-term investment, policy experimentation

and sharing

Barriers to Collaboration

• Ad hoc partnerships

• No or limited understanding of other agencies priorities

Discourse

• Physical activity initiatives have more positive narratives, e.g., social

connectivity, seen as giving people more

Discourse

• Nutrition initiatives have negative narratives, e.g., “nanny state”

or taking something away from people

• Economic rationalism

• “Personal responsibility”

• Resistance to regulatory pathways

Evidence

• Evidence of policy efficacy and impacts across sectors

• Policy experimentation

• Re-framing narrative to “evidence-informed” rather

than “evidenced-based”

Evidence

• Attribution tricky

• Trend toward single initiatives focus on the individual/families

Economic

• A place for well-being

• Liveability, population growth

• Food tourism

Economic

• Industry influence

Other

• Public acceptability

Other

• Poor communication with the public

• Hyper-focus on obesity narrative

This authorizing environment, over time, changed public sector
culture toward collaboration. If the policy workforce tends to
stay in the public sector, even as they move across agencies, it
enriches these networks over time—although this may be more
possible in SA with a smaller bureaucracy (like the ACT) than
other jurisdictions:

“Most policy people. . . they might move around [the public sector]

. . . but they don’t leave it” (South Australia)

With a mandate, SA were able to develop their own
HiAP methods appropriate to an Australian context over
time, such as Health Lens Analysis and 90-day Projects
(Supplementary File 2.5, area A). They took the view that
starting with a determinants approach opened up the dialogue

with other government departments by making opportunities
for alignment more explicit and:

“. . . working with them in ways that respects their understanding

and their ways of knowing and their evidence approaches. . . The co-

design methodology, the shared agenda, the shared responsibility,

the finding of common solutions acceptable to all, is the cornerstone

of our approach” (South Australia)

While many jurisdictions supported the principles of HiAP
several noted barriers to using the approach, such as its time-
consuming methods. They also noted the language appears
to preference health which may put-off other agencies they
are trying to engage, two jurisdictions referring to their
own processes of collaboration as HiAP “by stealth” (WA,
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ACT). SA recognized that HiAP has a different meaning in
other jurisdictions:

“. . . for South Australia people know what that means in the policy

world. So the understanding of what it is and how we work precedes

the name” (South Australia)

Elements identified for successful engagement across
government include having a mandate from leadership and the
provision of concurrent structural opportunities to undertake the
work. These include long-term strategic policies (Queensland,
WA, ACT), Public Health Acts which ensure the long-term
maintenance of a health and well-being mandate (Victoria, SA,
WA), and a dedicated health promotion workforce (NSW). No
jurisdiction had all of these elements at the time of mapping.

Participants noted barriers to engagement with other sectors
included the perception that health already has a lot of funding
to deliver on their core business and health’s “imperialist”
reputation (based on historical context). These barriers can
be overcome by taking steps to understand the priorities of
those agencies:

“we take that whole government lens, without being health

imperialistic. . . actually asking people, ‘What do you guys do?’ And

then assessing where there are elements of co-production that they

may not have been aware of. . . ” (Australian Capital Territory)

Informants from all jurisdictions felt that it was the role of
health departments to make connections with external partners
to prevent obesity. However, as their capacity to do so can be
limited the default becomes ad hoc relationships or negotiating
to the point where strategies are developed but initiatives not
implemented (and an expectation that other agencies will take
the lead). Participants noted that health departments were
clear on the actions needed, and which departments were
responsible, but have neither the authority nor the capacity to
lead other agencies. When health departments do have capacity
to seek policy alignment with other sectors, participants noted
elements that supported success. These included minimizing
competition between agencies and taking pro-active investment
for capacity building. Partnerships developed out from offering
support, identifying common ground, working on small projects,
developing good will, maintaining relationships, and co-defining
problems and solutions. This process of alignment supported
the sustainability of cross-government relationships by finding
solutions that both appease “the hierarchy” and focused on
shared outcomes:

“So that means that the agencies that we partner with have to be

prepared to put people around the table in a consistent way and we

have to listen to them. . . it doesn’t mean there’s not tension, but it’s

generally characterized with positive outcomes” (South Australia)

It also means being creative in filling some of the capacity gaps
in other sectors, for example funding positions in other agencies
to ensure a health lens is included in policy formation and
implementation. Study participants highlighted some examples

such as Victoria funding health promotion positions in LGs
during the Healthy Together Victoria initiative. The ACT funds
an official in education to act as a health-education nexus,
and Tasmania has a HiAP-trained health official seconded to
contribute to liveability projects with the Department of Premier
and Cabinet. Other examples were given of health providing
capacity support for funding:

“You need to apply quite a lot of ingenuity to get things done. . .

We will sometimes partner or provide letters of support, to other

agencies (government, NGOs, research groups), when it comes to

funding submissions. . . ” (Western Australia)

“So how can we support each other even in business cases and

submissions to government and things like that, to do things with

mutual benefits” (Australian Capital Territory)

Some participants also talked about utilizing different parts of
the health department to engage in different activities in order
to maintain relationships, by:

“. . . seeking mutual gains – the ‘carrot’ approach. . . [however],

where a mutual gain outcome is not possible. . . [it] is not our

role [to push for an outcome] as this work would compromise

our positive relationship. So, we need other players in the health

department to play the ‘stick’ role” (South Australia)

Some jurisdictions (ACT, SA, WA) noted other sectors initiating
engagement with health when reviewing or updating their own
high level policy frameworks in recent years (GQ A.2.2). This
indicates that cross-government work is being considered and
there is a growing willingness to harmonize strategies. Examples
include harmonizing active travel policies with emissions
reduction targets for climate change (ACT) and reducing traffic
congestion (ACT, NSW, WA, Victoria), and planning legislation
updates (Queensland, SA, ACT) were developed in partnership
with health. While collaboration on prevention is desirable
it is not core business for most agencies so when funding
contracts, whole of government work is unlikely to continue
in the absence of structural support such as the methodologies
undertaken in SA and ACT (GQs A.1.2, A.2.2), or public
health acts that embody partnership principles (SA, Victoria—
Supplementary Files 2.5, 2.7, GQ A.1.3).

Childhood obesity is widely recognized as a public health
problem, requiring collaboration across sectors to implement
“multiple strategic approaches” (Tasmania). However, the specific
mix of interventions and investments needed to address it are not
yet known:

“Determining the dose, scale, volume and mix of a variety of types

of interventions. . . remains a challenge” (Tasmania)

While the role of environments in obesity prevention are
becoming more accepted, where and how to act is less well-
understood. Participants noted the challenges in pursuing
environment policy where the evidence was less clear about how
to translate or scale up in different jurisdictional contexts or
making the business case for economic investment:
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“It’s also quite difficult to make some of the economic arguments

around it because attribution is so challenging” (Australian

Capital Territory)

“There might be some windows coming up soon, but we probably

need a little bit more evidence from where other places have tried to

do this sort of work” (Tasmania)

The next section explores the key components of health
supportive environments through the lenses of physical activity
and food/nutrition.

Health Supportive Environments
The themes that emerged about policy development and
implementation for health supportive environments were the
importance of leadership beyond health, the interplay of positive
and negative discourses about physical activity and nutrition, and
the influence of industry. Successful strategies took a long-term
multi-strategy approach, building upon successive policies and
looked beyond single strategies aimed solely at parents.

By promoting the mental health benefits and social and
community connectedness, and its impacts on learning, rather
than a focus on an energy balance or physical fitness alone,
physical activity policies have gained more traction with
departments beyond health, notably education, planning and
transport (active living/transport features in most jurisdictions).

The promotion of the social benefits of an active population
and environmental considerations (such as creating and
protecting green space), influenced Queensland, Tasmania, ACT,
SA, and WA to add broader principles of health and well-being
and “liveability” to their planning laws. For planning:

“. . . terms like liveability and wellbeing are big important issues

there. People would rarely think about obesity though, outside of

Health” (Queensland)

“In the Act. . . developers, for example, have to address the active

living principles in their application. . . So yeah, walkability and

liveability are key considerations” (Australian Capital Territory)

In SA, the impact of recent changes to the Planning Act on health
will depend on new compliance rules under development at the
time of this study. SA health and environment departments were
partnering to support the planning department in developing
compliance rules to support healthy built environments, in
turn supported by Cabinet. However, this process came with
resistance from other players in the built environment:

“Well, industry is lobbying, of course, the government. The

Department of Planning is drafting the guidelines, so we are

consulting with them. We’re trying to help shape and inform the

way they do it, but they’ve got lots of needs to balance. . . And

we’re working really hard (and to some small success) to increase

the focus on ‘healthy liveable neighborhoods’. . . The work we do

with the Environment Department is. . . really about increasing the

community’s re-connection with nature and open green space. . . So

there’s tension and that tension is being played out here, but the

Environment Department and the Health Department are working

together to present a united voice to the Planning Department”

(South Australia)

A study was undertaken in the ACT that demonstrated the
connection between physical activity and academic outcomes in
school (GQ B.1.1). This supported engagement with education
about physical activity and alignment with the national
curriculum. However, this alignment has not driven similar
approaches to ECEC settings (GQ area C.1). The ACT also
commissioned research to look at both physical activity and food
environments, they:

“. . . saw some evidence of effects, particularly in the physical activity

space, but in terms of nutrition and. . . the food environment,

there was really nothing, the best we can hope for there was

sort of ‘promising’ things as evaluated by them” (Australian

Capital Territory)

The physical activity evidence was another lever that made
engaging with other agencies more straightforward. The
limitations of evidence for food environments were an
extension of the limitations in government monitoring of
food environments. The issues raised with the availability and
use of evidence was a recurring theme, explored further in the
next section.

Some study participants noted that it was politically easier
to promote physical activity because of positive messaging
attributes—being active “gives” you more—whereas a lot of the
messaging about nutrition comes across as restricting people.
The high attribution to personal responsibility and a concurrent
concern about being perceived as infringing on personal choice
(i.e., “nanny-state” approaches) can result in policy choices
regressing toward personal/family skills and knowledge unless
efforts are made to gain public interest:

“A lot of those things by default can come back to people, knowledge

and skills” (Queensland)

At the same time, advocates for the food and advertising
industries can influence politicians across multiple sectors, and
interrupt efforts to act in the food environment, especially when
less “scientific” evidence is available. Food manufacturing and
the head offices for food retail are limited to two or three
jurisdictions, influencing how policy makers act:

“I think for the NT because we’re a small jurisdiction and we don’t

have big manufacturers, we’re not bombarded as much, as such.

So we don’t have that pressure they have in other jurisdictions”

(Northern Territory 2)

“We probably don’t have the same issues that Victoria

and New South Wales have, in that we haven’t got a big

commercial manufacturing sector, that’s constantly lobbying our

government” (Tasmania)

Despite these barriers, there are examples of leadership in food
environment policy. The ACT and Victoria have policies to
remove all promotion of discretionary foods and drinks from
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government-controlled settings (GQs B.1.8b-c, B.1.9). The ACT
has enacted policy that prohibits discretionary foods and drinks
from their out-of-home advertising assets on their bus network,
and at the time of mapping Queensland had announced a policy
to prohibit discretionary foods and drinks from all government-
owned assets (GQ B.1.8a). For the ACT, the transport minister
announced the decision to remove discretionary foods and
beverages food from public buses, a policy which was supported
by Health to implement. It was:

“. . . relatively out of the blue . . . And obviously we’ve had good

outcomes in that people [department revenue or advertising

companies] haven’t lost money so the world didn’t explode because

we don’t advertise [fast food]. . . And I think we should look

to extend it, frankly, to other modes of travel” (Australian

Capital Territory)

Key to the policy success (and permanence), was monitoring
the potential fiscal outcomes and generating evidence that the
policy did not cause a net loss to the transport department.
Other jurisdictions note hesitancy and taking a slow approach
in the out-of-home advertising policy space. Participants in
different jurisdictions noted that barriers to this policy lever
include the perception that a non-health agencymay lose revenue
from advertising on their assets (usually transport), seemingly
unaware of the evidence available from the ACT, and hesitancy
to implement a policy that might have negative public blow back:

“[The concern is] . . . the transport department may temporarily lose

funds if they do a lot of advertising of unhealthy food and drink on

public transport vehicles and bus stops. . . I think it’s early days in

this space” (South Australia)

“. . . the government probably wants to see how [the introduction

of a ban of alcohol advertising on public transport infrastructure]

plays out before it looks to expanding that to junk food for instance”

(Western Australia)

In the ACT, it was the cross-government mechanisms and
supportive policy environment that allowed the expansion of
healthy food availability and promotion policies from health and
school settings to all government buildings and assets across the
ACT (GQs B.1.8–B.1.9). By starting with health and education
sectors, using consistent criteria, and offering support through
the ACT Nutrition Support Service (developed and delivered
by Nutrition Australia ACT, a not-for-profit), it gave suppliers
and vendors an opportunity to grow to meet a new food supply
demand, and then expand into other government settings. It also
provided opportunities for businesses to expand their offerings
more widely in the community, and for health to establish
partnerships with business representatives and to co-create
evidence of economic viability. At the same time the partnership
with Nutrition Australia ACT established an ongoing workforce
who specialize in partnering with businesses to improve their
food offerings, which carried over to the Healthier Choices
Canberra (GQs B.1.4, B.1.6) program:

“[It] has unbelievably popular with businesses. . . We have

relationships with the Canberra Business Chamber through the. . .

program and that has been amazingly useful and beneficial in terms

of being able to bring businesses along and really getting them to see

themselves as a partner in establishing that there is in fact a market”

(Australian Capital Territory)

Some programs exist to support better stocking practices and
promotion signaling in local food retail (NT, ACT), or to
support the sport and recreation sector to establish appropriate
sponsorship (i.e., not from fast food) while maintaining their
capacity to attract funding (ACT). Support for local stocking
practices in food retail can be very different for urban vs. remote
communities. While in the ACT this included using information
tags on products to promote comparable healthier options in-
store, in remote NT communities it can be around the cost
of healthy food and making sure appropriate infant foods are
available at all (Supplementary Files 2.1, 2.3, GQ B.1.6).

Support for foodservice outlets (GQ B.1.4) included engaging
with training institutes to build capacity among the hospitality
workforce (ACT, Tas) and engaging with businesses to develop
healthy food options on menus (ACT) or children’s menus (SA).
Take away food outlets in remote areas have been flagged as
a potential element to increasing rates of obesity and chronic
disease in some remote communities in the NT:

“Take-away stores are becoming more prevalent and affecting the

local food environments. With longer opening hours than remote

stores, some concerns have been raised about the potential link

between increasing obesity and chronic disease in remote areas with

increased take-away options” (Northern Territory 2)

Underlying the development and implementation of prevention
policy were some key political drivers and levers, explored in the
next section.

Key Political Drivers and Levers
The key political drivers identified by study participants
included funding, a deregulation agenda, economic growth, and
positive perceptions of the government by the public. Levers
included creative policy experimentation, positive framing, and
community engagement. Some participants noted while external
funding from the Commonwealth can enable major investment
into obesity prevention initiatives, its withdrawal can damage
structural support especially in jurisdictions with less resources.

Key economic drivers, such as funding changes within
health departments, influence the approaches taken to achieve
long-term outcomes. While having supportive departmental
leadership is essential, changes to funding can incapacitate
the workforce to deliver policy outcomes, e.g., defunding
the health promotion workforces in SA and Queensland
(Supplementary Files 2.4, 2.5, GQ D.3.2). Health departments
undergo restructuring often which has implications in terms
of loss of corporate knowledge and relationships within and
beyond the health department. It takes time to build up a
community of practice for preventive health work and requires
an authorizing environment. While the prevention of obesity
was noted as a priority in all jurisdictions health departments,
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participants described that the level of funding attributed to
prevention (compared to “frontline” services) and workforce
capacity (e.g., due to restructuring) reflected that it was less
urgent than other priorities.

Participants noted the barriers to taking a legislative approach
under a broader deregulation agenda:

“...the whole regulatory impact statement work, is to distill things

[each single initiative] down to, ‘Well, what is the evidence that this

will make a difference?”’ (Tasmania) [original emphasis]

When faced with resistance to regulatory approaches to
prevention, departments can be creative in circumnavigating the
regulatory framework ideology to normalize health-supportive
environments. These include using procurement policies to meet
food standards in government-controlled settings and contracts
with companies who sell advertising space on public assets
to remove discretionary choices advertising—both using legal
infrastructure to modify food environments.

In response to this—and their own unique circumstances—
Australian states and territories take quite eclectic and
occasionally experimental approaches to obesity prevention.
Many note that what is missing is providing adequate funding
to learn from natural experiments to find “what works” in
different contexts:

“. . . doing ‘safe-to-fail’ experiments. . . you throw a lot of small

amounts of money out to see what comes up from the grass

roots and where the strengths are. Then, you can start to play to

community strengths. . . [It’s] a more creative approach to [explore]

what the mix of interventions that we need might be” (Tasmania)

There are a lot of different types of evidence used in policy (45),
and its use in obesity prevention is complicated. While scientific
evidence is valued by policy elites, it is not the only factor taken
into consideration and there are evidence gaps about what works
best especially for physical activity and food environments. Most
health officials are acculturated to think in terms of “evidence-
based practice,” which is appropriate for clinical and acute health
care needs. However, this study found many participants were
changing evidence narratives, referring to “evidence-informed”
prevention policy making. This was found to be a more inclusive
in considering a broader policy context:

“. . . there’s a lot of different ways that we describe

evidence” (Victoria)

This approach includes peer-reviewed literature but also
respects different forms of evidence, including: community
voices, personal and practitioner experiences, informal process
evaluation to demonstrate impact of programs, using case studies
to develop workforce capacity, international consensus (e.g., the
WHO Ending Childhood Obesity Report), policy benchmarking
(e.g., www.informas.org), and commissioned research/scoping
reviews which identify “promising” interventions to make the
case for policies aimed at built and food environments. It can
also include the experiences of other departments and leveraging

off routinely collected data to develop policy and monitoring
systems for policy experimentation.

Participants discussed leveraging economic growth aims
for health and well-being aims. For example, the concept of
“liveability” is emerging as important in the planning sector.
It presents an opportunity for a determinants approach to be
taken to influence policy decisions about social and affordable
housing, public transport and services accessibility. Liveability
intersects with smaller jurisdictions seeking to increase their
populations (to encourage economic growth) by promoting
liveable neighborhoods (Supplementary Files 2.5, 2.6). Food
tourism is another area which can be leveraged to progress
healthy environments, especially in SA and Tasmania. For
example, in Tasmania there is political appetite for supporting
tourism, because of its positive impact on the economy. The Eat
Well Tasmania campaign has leveraged off this appetite to engage
with primary producers and retailers to develop Tasmania’s local
food culture (Supplementary File 2.6). Additionally, they have
worked with training institutes to build the capacity of the food
service work force, impacting on the local economy, and making
healthy affordable food available locally:

“There is quite an interest that is evolving with the food culture

thing, at a whole government level. . . . because tourism is a

major economic driver, but if you make it available for tourists,

you’re also going make it available for the local community. We’re

trying to intersect with the tourism sector. . . [and] the primary

producers” (Tasmania)

An identified barrier to successfully make the case for
investments for long-term population level interventions, is
the political driver to demonstrate policy success within short
political/election cycles. While some jurisdictions identified
policymakers are beginning to see the political value of investing
in long-term strategies, that prevention is a “marathon not a
sprint” (ACT), there are many barriers to securing ongoing
support and keeping prevention on the agenda:

“I think some politicians recognize there may be votes in being

committed to longer term agendas” (Tasmania)

Participants noted a political preference toward immediacy
(being able to show what actions are being taken now), over
longer-term actions such as legislative changes. This preference
for something visible and fast can override the value of evidence:

“The experience of just making something happen fast and

for it to be visible, can preference what is evidenced-based

practice” (Queensland)

This preference for visibility reflects a culture where policies
and programs aimed directly at families as recipients are
perceived by policy makers as having a higher value than policies
aimed at addressing determinants of health and the food and
physical activity environments. This culture is influenced by
political leanings:
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“A political environment can influence how much is focused on

individual responsibility, versus more community collaborative

collective impact.” (Tasmania)

Decision makers are influenced by a range of factors relating
to personal and political party ideology, and perceptions of
public value. Senior officials respond to their ministers’ needs
which are influenced by industry, stakeholder, and community
group representatives who speak to the interests and portfolios
of politicians. Having a strong mandate (e.g., NSW Premier’s
Priority) represents an opportunity to influence ministers across
multiple sectors, however, it is limited by the ideological
constraints of “personal responsibility,” a deregulation agenda,
and economic growth. The presence of economic rationalism is
strong on both sides of politics, and presenting a business case
for prevention across a system is trickier than tapping into lesser
interests of ministers:

“. . . politicians of the day have particular issues that they are

specifically interested in, perhaps because stakeholder groups have

come in and spoken about it, or they’ve heard it through their

interactions with the Victorian community” (Victoria)

The potential influence policy makers may lay in approaches to
engagement with the public. Study participants had divergent
views about the way obesity prevention is/should be portrayed
to the public. Some cited concerns over the consequences of
stigma relating to public health messages, relying too heavily
on telling people what to do (rather than how to), or the use
of non-health settings (such as schools) to monitor childhood
obesity prevalence:

“Obviously, we need to be able to track trends in obesity over time. . .

tick yes, that needs to happen. Is it about weighing every child in

school? I’m not sure. Then, how do you manage that feedback to the

parents. . . in a way that’s sensitive and appropriate?” (Tasmania)

“I think it’s far more about having something that people can

understand and engage with.When you start talking about physical

activity or sedentary behavior or the nutrition environment,

[people] will immediately switch off and think that it’s like the

nanny state” (Australian Capital Territory)

Some jurisdictions identified problems with historical
approaches taken by their own departments, such as an
overt focus on obesity, rather than its causes. Those participants
willing to learn from past misjudgements emphasized the need
for public engagement to focus on environmental causes and
desired outcomes, such as well-being or social connectedness, to
overcome the potential stigmatizing impacts of obesity policy:

“We used the word obesity and that was wrong. . . I think labeling

is really important and not creating a stigma around that. Because

we know in South Australia that people in our poorest communities

are... you know, over 40% of the population of poor suburbs are

big compared to 20% in our wealthiest suburbs. So ‘being obese’

is normalized in that community. . . And they’re not necessarily in

control of that” (South Australia)

DISCUSSION

This study provided a snapshot of obesity prevention policies
which impact on the first 2,000 days across Australian
jurisdictions. It found that no Australian state or territory had
policies in place against all the guiding questions, derived from
international consensus on actions for the prevention of obesity
in childhood. It also found eclectic policy practices between
the jurisdictions, influenced by the unique local contexts in
each jurisdiction.

Support Services, Early Childhood Settings
and Environments
Health Services/Settings
Standalone obesity prevention programs for pre-conception,
during pregnancy, or supporting parents of young children were
limited across Australian jurisdictions. The only two guiding
questions where all jurisdictions had policies in place—antenatal
care and universal child health checks—were also two areas with
clear national guidelines (46, 47), suggesting the utility of national
policy frameworks.

There are opportunities to extend the support offered
in community health settings or telephone-based services to
include health promotion messages aimed at obesity prevention.
However, the contextual option for such programs is likely
to sit with upskilling an existing workforce such as those
within universal well child programs and child and family
services. Within that option, the maldistribution of the health
workforce between urban and rural settings—and its association
with poorer health outcomes—needs to be addressed to ensure
equity (48). Studies have shown workforce interest in obesity
prevention (49), including rural communities (50), but health
promotion workforce investment needs to be sustained alongside
strong policy infrastructure such as that for the Key Ages
& Stages program in Victoria. Alternatively, states/territories
can tap into existing third party provided telephone-based
programs (such as the Get Healthy suite of programs).
Proportionate or progressive universalism applied to healthcare
services is likely to benefit those experiencing deprivation the
most (51).

Early Childhood Education and Care Settings
Three jurisdictions had programs to improve the food and
physical activity environments and curriculum in ECEC
settings. An umbrella review (52) on the characteristics
of successful ECEC interventions for nutrition found that
ECEC staff need external support to achieve and maintain
healthy eating initiatives. Successful interventions were multi-
component (i.e., nutrition, physical activity, child development,
etc.), multi-strategy (e.g., educator training to increase skills
and knowledge, educator feeding styles, menu planning, positive
feeding environments, policy support, etc.) and included
parents (52).

While ECEC settings are a key setting for child development
and equitable health outcomes (53), educators face high burn out
due to workload and limited remuneration (54). Those seeking
to promote health within ECEC settings should understand the
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different roles of those within the sector (e.g., center directors,
educators, cooks, etc.). Furthermore, national or statewide
policies that seek healthy food provision in ECEC settings must
also be supported by policy infrastructure for equitable food
access, especially in regional and remote communities. There
may be some economies of scale gained from the national
harmonization of health promotion policies to support the sector,
such as harmonizing state/territory nutrition guidelines which
are currently not aligned across Australia (10).

Studies in Australia (55) and the UK (51, 56) confirm
interventions in ECEC settings are effective in preventing obesity
in the early years especially when partnered with broader
community capacity building focused on children in socially
deprived areas. However, as with prevention programs aimed
at families (14), these too have “fade out” effects in later
childhood (51).

Environments
The ACT and Victoria had the highest coverage of policy
infrastructure for health supportive environments. Australian
overweight and obesity data from the 2017–18 Census reflects
that Victoria has the lowest prevalence of childhood obesity in
Australia, this had decreased since the previous Census (2014–
15) (57). Research data from a Victorian community obesity
prevention program, Romp and Chomp, showed the effectiveness
of community-wide interventions in preventing obesity in the
early years (55). Data from the same Census shows that ACT
residents (adults) are healthier than other Australians (58).
However, it must be noted that the ACT population is generally
more advantaged, the jurisdiction is geographically small with
a budget less constrained by the disadvantages of population
dispersal than other jurisdictions, and the ACT government is
enabled to undertake both territory and LG functions. Those
features make the ACT public sector quite agile compared to the
other states and territory.

Environments are physical sites where systems of power
(racism, sexism, capitalism and inequality) are exchanged
from society to the individual/families (53, 59). Environmental
policies improve the social/individual interface to compensate
for inequality, they can exhibit significant cost savings in the
mid-to-long term (13), and they can eventually change the
norm (60). Such interventions are likely to impact on the wider
determinants of obesity across the life cycle and would support
any intervention aimed at the family or ECEC settings level.

Two interrelated neoliberal political drivers impacted on the
likelihood of policies trying to change food or physical activity
environments. Policies perceived to impact on personal freedom,
e.g., the removal of sugary drinks from government settings, are
bound up within public sector reform to reduce the impact of
regulation—the “deregulation agenda” (61). Often referred to as
“nanny state” in media discourse (62), implementing regulatory
measures require the development of a business case assessed
through the national Best Practice Regulation framework. The
driver to avoid appearing to be a “nanny state” acts as an ongoing
constraint in this policy space and has been noted in other studies
(63, 64). This study found several examples of jurisdictions
using legal frameworks (procurement policies and contractual

agreements), but not regulation, to improve health supportive
environments—thus circumventing the deregulation agenda. For
those processes to succeed,ministerial support (including beyond
health) was required.

A focus on growing the economy was the second political
driver. While this driver can act as a constraint in this policy
space, i.e., it is difficult to progress policies which can be argued
as posing a risk to the economy or jobs, it also represents
an opportunity. The increased attention to policies which
impact on “liveability” and “wellbeing” are linked to efforts to
make an area seem desirable to live and encourage population
growth. Many jurisdictions are leveraging these terms (rather
than “health” or “obesity”) to partner with multiple agencies
across government (e.g., planning, communities, environment,
transport, and economic development) in addition to LGs
and the private sector to progress healthy environments. The
co-benefits for liveability with public health, social inclusion,
environmental sustainability and the economy “are now well
recognized by urban policymakers internationally” (p.1) (65).
Currently, although many planning policies aspire toward
“liveability” the reality is they are not being implemented. A
recent study found that despite the “policy rhetoric championing
urban liveability” (p.11) (65) no capital city in Australia
performed well on the domains underlying healthy, liveable
neighborhoods. As such environments continue to be a space
requiring more leadership in Australia.

Local Health Promotion Models
The findings of this study show that both LG and LHN HPMs
can enable programs and initiatives for the early prevention of
obesity in childhood. For example, NSW and Victoria—LHN and
LG HPM, respectively—are very similar in their settings-based
approaches. They both had ECEC programs and both states had
invested in large trials for obesity prevention programs in the
early years with additional national research funding support.
At the time of writing, both states were working on strategies
to scale-up these interventions into existing services state-
wide.

Additionally, this study found that jurisdictions with the LG
HPM were more likely to have policies for health supportive
environments. In Australia, LGs have been identified as a key
target for action as “they manage many settings where children
congregate” (p.356) (66) as well as local planning considerations
for health, e.g., enabling employment opportunities, food access
and walkability. The findings of this study suggest the LG
HPM may have more capacity to engage with environments
at the local level than seen in the LHN HPM. As their
primary purpose is to deliver health services, LHNs may have
trouble divorcing from a (service delivery or) hospital-centric
point of view.

Given the division on power between federal, state and LGs
in Australia there are constraints on local governance powers,
which sit within their state/territory legislative framework—
they are “creatures of the states” with no constitutional
autonomy (65). The main independent source of revenue
for LGs are property/business owner rates, user charges,
and fines (67). A study found these constraints heavily
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impeded NSW LGs ability to implement international
recommendations for nutrition interventions at the local
level (67). Investment by some jurisdictions in systems
approaches at the local level in Australia (68) are subject to the
overarching strategies of the state government of the day. There
may be multiple political cycles where statewide prevention
strategies “miss the mark” to enable systems approaches at the
local level.

The Public Health Act 2016 (WA) is contributing to LGs
higher involvement in obesity prevention activities, although
there is evidence that LGs have been participating in such
activities for over a decade in WA (66), and many Sydney LGs
(in NSW) also participate in health promotion policies with
no overarching central government structural framework (67),
indicating that LGs are interested in health promotion activities.
A study investigating Victorian LGs experiences with health
promotion found they held a stronger affinity with addressing
the social determinants of health (enabled in the Victorian public
health Act) than with aligning to the state priorities within the
Victorian Public Health and Wellbeing Plan (69). This indicates
legislative elements of public health or planning Acts may
galvanize LGs in the prevention space more so than statewide
strategic policies.

We can look to other countries to learn lessons for LG
involvement in prevention initiatives. In 2013 the UK transferred
the responsibility for public health from the National Health
Service to local authorities (local government), taking a clinical
mindset with it (70). This included mandatory and non-
mandatory services such as obesity prevention. Since the
adoption of austerity measures from 2010, local authorities
have faced significant funding cuts, forcing the prioritization
of statutory functions and trade-offs between non-statutory
services (56). A recent natural policy experiment found that
these funding cuts were incrementally correlated to increases
in obesity among children at school entry, where the Sure
Start program (community based early years health service with
additional supportive links to childcare and employment/income
for parents) had been defunded as a result of these austerity
measures (56).

This suggests that policy should shift toward the constraints
on LGs as there may be validity in decentralization.
However, there is a risk that requiring LGs to participate in
health promotion, including strategies aimed at improving
determinants, could “bring with it a cost-shifting, or even
legitimization of state or national governments’ divestment
of some of their responsibility for public health” (p.86) (69).
Instead, Australia needs long-term commitment to prevention
and investment for the wider determinants of health at all levels
of government.

Systems Approaches
Whole of government approaches represent an opportunity to
overcome the siloed nature of government agencies. Leadership
is required to declare priorities, establish cross-government
meetings, and provide the imprimatur to continue. Study
participants felt these structures are important, but also sought
organizational commitment through maintaining the presence

of the same people over time to develop cohesive relationships.
The ACT and SA experiences were the accumulation of a
range of supportive structural factors that embedded cooperation
across sectors and into a range of public sector workforce
practices. The success of working across government was tied
to (horizontal) collaborative approaches and shaking off “health
imperialist” approaches of the past. Policy harmonization can
reduce the barriers to collaboration with other sectors by
providing top-down (vertical) signaling from leadership as well
as structural support.

Although language around partnerships and equity featured
in most jurisdictions’ key preventive health documents, when it
came to specific initiatives to address these areas there was limited
policy infrastructure or policy scaffolding to build upon. Three
interrelated concepts may help to explain these findings, “short-
termism” (70), “lifestyle drift” (59, 70), and “implementation
deficit” (71). Policymakers face many competing interests, and
the temptation to follow the path of least resistance (22), coupled
with the desirability of showing actions and outcomes in the short
term are strong incentives for policymakers to focus on lifestyle
factors (70).

However, this only explains some of the gap between
identified causes of obesity and the implementation of actions.
Implementation deficit is the phenomenon whereby the intent
of a government is expressed in their policies, however actions
to that end are not carried out (71). Lifestyle drift is a
phenomenon whereby there is a shifting from interventions
aimed at determinants onto individual/family behavior using
language such as “empowerment” and “choice” (59). Neoliberal
modes of governance inherently reconfigure the responsibility for
health and well-being at the feet of the individual (59), which
extends to parents in the case of young children. This is not to
dismiss the utility of interventions aimed at individual/family
lifestyle behaviors (6, 72, 73) or in ECEC settings (52), rather
it is to highlight the need to also address wider determinants
concurrently (13, 70, 74). Mixed in with lifestyle drift is
another phenomenon known as “policy invisibility” (75). As
policies move away from families or key settings toward
determinants, they lose their visibility. However, they can be
made apparent through resource allocation, identifying material
impact, and acceptability (public reaction) (75). Interventions
are urgently needed from all levels of government and across
the public health spectrum (23) between the family, the
environments in which they live, and the broader social (76) and
commercial (63) determinants of health. Achieving this requires
government commitment including the design of governance
for implementation by agencies fit for purpose. Partnering with
specialized non-government organizations can be beneficial,
such as having a specialized workforce, established community
relationships, and the ability to be more flexible and meet local
community needs. However, these organizations rely heavily on
government funding so their workforce is susceptible to the
same economic shocks as health departments. Outsourcing what
is essentially a government service (i.e., delivering community
programs and policies) slowly erodes the responsibility and
accountability of government, key features of neoliberalism
and short-termism.
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Eclecticism and Collaboration to Find the
Way Forward
Multiple jurisdictions referred to their processes as “HiAP by
stealth” reflecting a key element of eclecticism across Australian
jurisdictions—the way a solution or process is represented in one
jurisdiction is often not organisationally compatible in another.
While the same or similar concepts can (and have) been taken
up across jurisdictions, they first need to be re-packaged to fit
intoministerial priorities and use language and jargon that makes
sense in the local context. Eclecticism in health care can be
associated with negative outcomes (77), but it is not inherently
responsible for policy gaps. A systems approach to address
obesity will never have a “one size fits all” solution and eclectic
practices across jurisdictions help to resist oversimplifying the
complexity of the ongoing nature of obesity prevention. An
opportunity exists to position systems thinking at the forefront
of obesity prevention, without rejecting everything that has come
before it (21).

In the UK, guidance for LGs notes that they “should not feel
constrained to implement only interventions with evidence of
effectiveness. The evidence base to tackle this serious issue will
only improve if areas try new interventions and then evaluate
them” (p.63) (78). The utility of natural experiments has been
identified in the literature as an emerging area to generate
evidence for population health interventions aimed at health-
supportive environments (79). HiAP was a policy experiment,
and it took leadership to permit a shift in the ways sectors
collaborated for preventive health in SA.

Taking an eclectic approach allows for innovation within
and between states but what is needed are better ways for
jurisdictions to learn from each other, to share, adapt, and scale
up initiatives so they are contextually relevant but still have
some consistency across jurisdictions. To achieve this requires
a mechanism to facilitate sharing, learning, and adaptation
to context. Previous examples of such mechanisms could be
found in the NPAPH and Australian National Prevention Health
Agency for intergovernmental exchange, and the ACT Healthy
Weight Action Plan developed good mechanisms for working
across government.

The lack of national funding widens disparity between
jurisdictions as only those jurisdictions with enough internal
funding can continue to provide health promotion interventions
if national funding is revoked. Calls for a renewed national
prevention agency and reinvestment in health promotion are not
new (7, 80). However, this study identified some key elements
that such an agency could provide. An agency that facilitates
the sharing of ideas and practice-based knowledge across all
levels of government, including LGs (67). It could provide a
mechanism for policy makers and practitioners to link up with
the right part(s) of agencies within and beyond health who share
contextually similar circumstances (e.g., rural vs. urban or LG
vs. LHN HPMs). It could shoulder the administrative burden
that acts as a barrier to collaboration for public servants between
jurisdictions, and it could fund “safe-to-fail” natural experiments
and use easy and cost-effective measurements to ascertain the
elements of efficacy that are context specific and how they
can be adapted across multiple Australian contexts. Creating

such a learning policy environment allows for the curiosity and
experimentation needed to answer “what works” and “for who”
with obesity prevention (81).

Strengths and Limitations
To our knowledge, this is the first study to compare policies
for the early prevention of obesity across Australian states and
territories. The guiding questions used in the policy mapping
tool can monitor progress in policy development over time. It
must be restated that the tool did not quantify the effectiveness
of found policies, a limitation that extends to this study
generally. This study sought to capture some of the complexity of
obesity prevention policy between Australian state and territory
governments, from the perspectives of senior health officials, and
it contributes to the limited empirical evidence of “lifestyle drift”
[see also (70)]. This study did not seek out the perspectives from
senior officials in other relevant departments, as the primary
aim was to consider the complexity of obesity policy between
jurisdictions, not within a single jurisdiction. However, future
research should consider exploring the complexity of obesity
prevention policy within a single jurisdiction across more sectors
with policy responsibility (or opportunity to implement policies)
for obesity prevention.

CONCLUSIONS

The first 2,000 days is a critical period in which to intervene
for establishing lifelong habits. However, without concurrent
intervention in environments and the wider determinants of
health, the positive effects of interventions in family and ECEC
settings are likely to “fade out” and therefore not maximize
their potential impact across the life cycle. Even within a single
country, obesity prevention policy needs to be adaptable to local
contexts. The eclecticism undertaken by Australian states and
territories provides opportunities to share, learn, and adapt their
experiences within and between jurisdictions (at all levels of
government) but need funding and structural support to do so.

This study found that senior health officials worked within a
neoliberal paradigm. This often resulted in an implementation
deficit between the identified causes of obesity in overarching
strategic frameworks and the interventions/programs that
flow from them. The global disruption of COVID-19 presents
an “important window of opportunity to collectively change
the system such that communities are able to live with
good health, dignity and in an environmentally sustainable
way” (53). Eclectic governance structures enable diverse
policy responses in Australia. While eclecticism captures this
diversity, a national prevention agency has the potential
to create a decentralized, innovative, and experimental
learning policy environment to enable learning within and
between jurisdictions.
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Chapter 6 | New South Wales 

policy levers 

 

Chapter Overview  

This chapter presents the findings from the fourth study of this thesis, which used policy mapping and 

stakeholder interview methods. The study included in-depth policy mapping and interviews with 25 senior 

officials across 18 agencies in the New South Wales government. The policy mapping tool used for this 

study was developed for an in-depth analysis of New South Wales (see Appendix 3.4). The policy mapping 

and interviews with senior officials for this study were unique and did not overlap with previous studies in 

this thesis. However, the policy learnings identified from the studies in Chapters 3-5 did inform this study. 

This chapter addresses all three thesis aims as set out in Chapter 1: to investigate the subnational policy 

context for obesity prevention, map policies across the public health spectrum, identify policy lessons and 

factors that support or hinder policies to prevent higher weight in the early years. 
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ABSTRACT   56 

Aim: To explore the implementation of the HEAL Strategy and its governance as a policy tool for 57 

collaboration across the NSW Government to prevent obesity in the first 2000 days.  58 

Subject and methods: This paper presents a case study of childhood obesity prevention in the context of 59 

implementing the New South Wales (NSW) Healthy Eating and Active Living (HEAL) Strategy. We undertook 60 

reflexive thematic analysis of interviews with senior officials (n=25) and content analysis of policy mapping 61 

across the NSW Government. 62 

Results: HEAL was dominated by approaches focused on health services and settings and few 63 

environmental actions were undertaken. Four themes were identified: (1) making good citizens, (2) 64 

narrowing the scope of prevention, (3) competing government interests, and (4) limited collaborative 65 

mechanisms. We additionally identified a cross-cutting theme around the expressed need for more 66 

evidence.  67 

Conclusion: Ultimately the HEAL Strategy provided a comprehensive framework with the potential to 68 

prevent obesity in early childhood, but it lacked commitment from leadership and willingness across 69 

agencies to ensure collaboration on its most contentious areas, notably food environments. 70 

 71 

Keywords: obesity prevention, policy, early childhood, intersectoral collaboration, deliverology 72 

 73 

Acronyms  74 
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Partnership Agreement on Preventive Health; NSW: New South Wales; PCAL: Premier’s Council on Active 77 

Living; PHIMS: Public Health Information Management System; SD: Strategic Directions; SIF: supportive 78 

information files 79 
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INTRODUCTION  81 

In Australia there were approximately one in four children (24.6%) aged 2-4 years with overweight or 82 

obesity in 2017-18 (Australian Bureau of Statistics 2018). There is a socioeconomic gradient of obesity in 83 

Australian children, most notably in middle childhood (defined as 4-11 years), although also in early 84 

childhood (<4 years) (Killedar, Lung, and Hayes 2022). Rapid weight gain under 2 years is linked to long term 85 

adiposity status (Zheng et al. 2018) and obesity prevention in the first 2000 days (pregnancy to 5 years) has 86 

been identified as a key life stage to intervene. 87 

The 2017 WHO Commission on Ending Childhood Obesity implementation plan called for comprehensive 88 

interventions to promote healthy diet and physical activity, including the first 2000 days (World Health 89 

Organisation 2017). Obesity is a complex, global, social phenomenon. Responsibility to address it sits with 90 

families and communities but also the private sector and governments (World Health Organisation 2016; 91 

Mihrshahi, Gow, and Baur 2018). While acknowledging this complexity, this study focused on the policy 92 

levers for the New South Wales (NSW) Government.  93 

 94 

History of childhood obesity policy in NSW  95 

The NSW Government has held a long interest in childhood obesity prevention starting with the multi-96 

sector Childhood Obesity Summit in 2002 (Innes-Hughes et al. 2019). While some criticised the summit 97 

resolutions as diluted by negotiations among competing stakeholders (including food industry 98 

representatives) (King, Turnour, and Wise 2007; Nathan et al. 2005), it informed the development of the 99 

Prevention of Obesity in Children and Young People: Government Action Plan 2003-2007 (NSW Government 100 

2003). 101 

The National Partnership Agreement on Preventive Health 2008-2014 (NPAPH) was the largest pool of 102 

chronic disease funding in Australis to date and provided a national mandate to act. The commencement of 103 

the NPAPH an external event according to the Advocacy Coalition Framework (ACF), a theory of policy 104 

processes (Clarke, Swinburn, and Sacks 2018; Sabatier and Weible 2007). Each state and territory designed 105 

their own set of initiatives to meet the NPAPH aims in line with their own policies and health system 106 

contexts, of which obesity reduction was a central pillar. The NSW Healthy Children Initiative was 107 

developed in 2010 by the NSW Ministry of Health (the Ministry), drawing on learnings from the regional 108 

Good4Kids initiative which had resulted in reductions in child weight status among primary school aged 109 

children (Wiggers et al. 2013). It received half of NSW’s $79 million NPAPH funding in 2011 (Innes-Hughes 110 

et al. 2019) and focused on schools and the Early Childhood Education and Care (ECEC) sector as key 111 

settings.  112 
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Within the NPAPH context the Ministry developed and adopted the Healthy Eating and Active Living (HEAL) 113 

Strategy 2013-2018 (NSW Ministry of Health 2013). The HEAL Strategy was identified as the key 114 

‘framework for action’ to retain childhood obesity reduction as an NSW Government priority despite the 115 

loss of NPAPH funding in 2014 (Innes-Hughes et al. 2019), another external event (Esdaile, Gillespie, et al. 116 

2022) (see supportive information file (SIF) 2.5, HEAL Strategy timeline). It was approved by the NSW 117 

Cabinet as a whole-of-government obesity prevention strategy and aimed to improve healthy lifestyle 118 

behaviours (eating and movement) in the short to medium term, with the ultimate long-term goal of 119 

preventing overweight and obesity across the population via four strategic directions (SD) outlined in Figure 120 

1 (see SIF2.1) (NSW Ministry of Health 2013). Within the Ministry, the Centre for Population Health took 121 

carriage of the policy and strategy relating to HEAL and the Office of Preventive Health managed and 122 

monitored state-wide programs (SD2). 123 

 124 

Fig 1. HEAL Strategy strategic directions (NSW Ministry of Health 2013) 125 

 126 

Recommitment to the reduction of obesity in childhood was made in 2015 with the Premier’s Priority to 127 

reduce childhood obesity by 10% by 2025 (Premier’s Priority). In total there were 12 Premier’s Priorities 128 

(SIF2.4) each overseen by a team in a unit within the Department of Premier and Cabinet (Premier & 129 

Cabinet). The Premier’s Implementation Unit was driven by deliverology, a governance methodology, 130 

focused on achieving targets, performance the use of performance data and ‘routines’ to drive outcomes 131 

(Barber, Kihn, and Moffit 2010).  132 

The aim of this study was to explore the implementation of the HEAL Strategy and its governance as a 133 

policy tool for collaboration across the NSW Government to prevent obesity in the first 2000 days.  134 

 135 

METHODS  136 

Study design  137 

We conducted a case study of early childhood obesity prevention policy in NSW using policy mapping and 138 

semi-structured interviews with senior public officials. Case studies are a useful method to analyse 139 

complexity and provide insights for other contexts (Gerring 2004; Meinen et al. 2016). We focused on 140 
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policies intersecting with the HEAL Strategy and the Premier’s Priority (2013 - mid-2019). We have used the 141 

Standards for Reporting Qualitative Research to report study methods (O’Brien et al. 2014), with additional 142 

detail provided in SIF1.1.  143 

We assessed two distinct data types in this case study. We used content analysis to systematically explore 144 

the stated intent of the NSW Government in official policy documents (Hsieh and Shannon 2005; 145 

Vaismoradi, Turunen, and Bondas 2013), and reflexive thematic analysis of interviews with senior officials 146 

to explore their experiences of developing and implementing policy in this space (Braun and Clarke 2006, 147 

2019).  148 

Theoretical framework  149 

The ACF is based on the premise that public policy decisionmakers are ‘boundedly rational’ and policies are 150 

fundamentally driven by beliefs (Jenkins-Smith et al. 2014). A policy subsystem, such as the NSW obesity 151 

prevention policy subsystem being studied here, includes policy actors (any people who regularly attempt 152 

to influence the policy subsystem) (Jenkins-Smith et al. 2014). Coalitions are made up of individual actors 153 

who share a set of beliefs around the policy subsystem and drive public policy change (Jenkins-Smith et al. 154 

2014). Subsystem policy is mostly controlled by a dominant coalition, an aggregated group of policy actors 155 

with shared beliefs who tend to hold resource superiority (Jenkins-Smith et al. 2014). The ACF offers four 156 

conceptual pathways to policy change, each insufficient to create change on their own. The first is external 157 

subsystem changes (beyond policy subsystem territory, e.g. national funding) are short term events that 158 

can be exploited for policy change. The second is internal subsystem events (within subsystem territorial 159 

boundaries) directly caused by subsystem actors. The third is policy orientated learning, which tends to 160 

lead to incremental, minor policy change. The fourth is negotiated agreement between coalitions, 161 

facilitated by policy brokers or collaborative forums (Jenkins-Smith et al. 2014). 162 

The ACF accounts for the agency (political behaviour) dimensions of the policy process (Jenkins-Smith et al. 163 

2018; Weible, Sabatier, and McQueen 2009; Leach and Sabatier 2005; Leach et al. 2013) but has been 164 

criticised for not taking institutional (organisational) aspects of the policy process into account (Weible, 165 

Sabatier, and McQueen 2009; Wood and Tenbensel 2018; Salignac et al. 2019; Jenkins-Smith et al. 2014). 166 

To account for these two aspects, this study’s framework also included dynamic institutionalism as 167 

described by Schmidt (Schmidt 2010). Traditional institutionalism posits that institutions themselves are 168 

crucial to the formation of public policy (Howlett, Ramesh, and Perl 2009; Immergut 1998). Their cultural 169 

norms shape the ‘appropriateness’ and utility of policy levers in addressing any given policy area 170 

(Hassenteufel et al. 2010; March and Olsen 2006; Smith 2013). Schmidt [28] describes a form of 171 

institutionalism that acknowledges the corrupting role institutions have on decision making (Smith 2013) 172 

and highlights the dynamic relationship institutions have with their officials, who shape institutional 173 

cultural norms.  174 
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Interviews with senior officials 175 

A semi-structured interview guide was developed based on the study’s theoretical framework. The 176 

interview guide (SIF1.1) was additionally tailored for each participant based on findings from the initial 177 

policy mapping. Mixed sampling methods were used to recruit study participants – purposive and snowball 178 

sampling. Prospective participants from the HEAL Strategy Senior Officers Group (HEALSOG) were invited to 179 

participate via email, with up to three contact attempts. All but one agency replied and accepted to 180 

participate. There were several instances where a participant initially accepted the invitation but handed 181 

over to a colleague within their agency. The reasons given for these changes related to internal 182 

organisational considerations, e.g. they felt a more senior person (n=1) or subordinate (n=1) was 183 

appropriate to comment on the study questions, or there was a change in representation at HEALSOG 184 

(n=1). Additional participants were recruited using snowball sampling, recommended by participants, from 185 

NSW Health, Heart Foundation, a Local Health District, Early Childhood Directorate, and Treasury. In total 186 

25 people participated in the study. Interviews averaging 57 minutes (35 – 79 minutes). Study participants 187 

held senior positions within their organisations, see Table 1.  188 

Table 1: Study participants and their agencies, grouped by 2018 departmental cluster   189 

Government 
Cluster Government institutions and agencies 

Participant 
# 

Premier & Cabinet  

Department of Premier and Cabinet (Premier & Cabinet) 

• Health, Education, Intergovernmental Relations Branch 

• Health Policy team 

• Premier’s Implementation Unit  

1, 2, 3, 6 

Health  

NSW Ministry of Health (Ministry) 

• Centre for Population Health, Population Health Strategic 
Program, State Programs, Food Policy 

Office of Preventive Health 
Local Health District, Greater Sydney area 
Heart Foundation (not-for profit organisation and external provider) 

4, 5, 7, 9, 
10, 11, 14, 
19, 20, 22 

Family and 
Community 
Services 

Department of Family and Community Services  

• Inclusion and Early Intervention, Family and Child Services 
(Community) 

The Advocate for Children and Young People (Advocate) 

15, 18 

Industry  
NSW Food Authority (Food Authority)  
Office of Sport (Sport)  

17, 21 

Planning and 
Environment 

Department of Planning & Environment 

• Strategic Planning Team (Planning)  

• Office of Environment & Heritage: National & International 
Partnerships (Environment) 

• Office of Government Architect (Government Architect)  

8, 12, 16 

Transport Transport for NSW: Infrastructure & Services (Transport)  13 

Education Department of Education: Early Childhood Directorate  23 

Treasury 

Treasury NSW (Treasury)  

• Economic Strategy Division 

• Health Budget & Policy Group   

24, 25 

Note: shortened names of agencies used throughout the text are presented here in parenthesis 
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Author EE conducted all interviews between April and September 2018. These were held face-to-face at a 190 

location suitable to the participants (n=24) or via telephone (n=1). They were recorded following written 191 

consent, and transcribed verbatim. After initial familiarisation, authors EE and SH used NVivo 11 software 192 

to code the transcripts. In line with the principles of reflexive thematic analysis, rather than an a priori 193 

coding frame, the themes emerged from the data (Braun et al. 2018; Braun and Clarke 2013). Richer 194 

interpretations of the data were sought through a collaborative analytical process (Braun and Clarke 2019; 195 

Byrne 2022). Our approach was embedded in social constructionism. We recognised that the attitudes and 196 

experiences of senior officials in different agencies, with respect to obesity, would be idiosyncratic. In turn, 197 

we acknowledge that our own experiences of working in health influenced our interpretation and 198 

understanding of the data and contributed to knowledge creation through the exchange.  199 

 200 

Policy mapping and analysis  201 

A policy mapping tool was developed using Bronfenbrenner’s ecological systems theory (Bronfenbrenner 202 

2004), interpreted for the NSW policy context (SIF1.2). It included the wider determinants of health, health 203 

supportive environments, settings, and services, represented by the three white circles in Fig 2. The 204 

elements of the policy mapping tool were developed using the best available evidence and international 205 

consensus, drawing heavily from the WHO Ending Childhood Obesity Report (World Health Organisation 206 

2016). Settings that did not apply to the first 2000 days, such as schools, were excluded.  207 

 208 

Fig 2: Policy mapping areas 209 

We identified NSW Government agencies relevant for inclusion, based on their participation in the HEAL 210 

Strategy and their contribution to policy areas identified in the policy mapping tool. We developed a search 211 

strategy for policies and extracted data. Policy searches were iterative, commencing in March 2018 prior to 212 

interviews, revised during interviews, and finalised in June 2019 when the Premier’s Priority ceased. 213 

Government agency websites were searched using embedded search engines and keywords relating to 214 

each area in the policy mapping tool. Additional searches were carried out using the advanced search tool 215 

function in Google search engine to ensure comprehensiveness of included data, as described in previous 216 
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studies (Esdaile et al. 2019; Esdaile, Gillespie, et al. 2022). Bias was minimised by localising results to 217 

Australia, use of the incognito function and clearing user browser history, cookies, and cache.  218 

A directed content analysis approach (Hsieh and Shannon 2005) was used to guide analysis relating to the 219 

evidence-informed policy mapping tool, the interrelationship between existing policies and the HEAL 220 

Strategy, and the identification of potential opportunities to fill policy gaps in NSW. Data were extracted by 221 

EE into a word document and the extent to which policies were enacted was ranked for each area, as 222 

described in Fig 3 (reviewed by CR).  223 

  224 

Fig 3: Description of policy status 225 

HEAL: Healthy Eating and Active Living 226 

 227 

Additional consideration was given to the interrelationship of these elements in the implementation of 228 

HEAL. This interrelationship, indicated by the blue section in Fig 2, was a key focus on Bronfenbrenner’s 229 

theory (Darling 2007). We organised this information into the partnership principles of leadership, 230 

governance, and resource allocation (Indig et al. 2019). It was not ranked as its primary purpose was to 231 

provide additional context to the policy mapping tool data and the interviews with study participants (SIF3).  232 

 233 

RESULTS 234 

The policy mapping areas and their links to elements of the HEAL Strategy and the Premier’s Priority actions 235 

are summarised in Table 2 (SIF2.1, 2.3). Descriptions of the SIFs are provided in Table 3 at the end of this 236 

manuscript. Briefly, the HEAL Strategy acknowledge the wider determinants of health, and a central role of 237 

food and physical activity in obesity prevention. However, there were stark differences in policy activity 238 

between these areas. Policy enactment and infrastructure was concentrated around health services and 239 

settings and focused on individuals rather than determinants or environments (SIF4). Policy mapping 240 

findings are incorporated into the manuscript themes.  241 

 242 

 243 
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Table 2: Policy mapping at a glance  244 

Policy mapping tool area* Status HEAL Strategy and Premier’s Priority 
actions† 

1 Wider Determinants    

1a) Cost of living   

1b) Early childhood adversity   HEAL 3.2.1 

2 Physical activity environments   

2a) Built environment and planning  HEAL 1.8(1.8.1); PP 4.3 

2b) Physical activity in open spaces 
 HEAL 2.1.3, 2.3(2.3.1-2), 1.7(1.7.1-3), 

1.8(1.8.1-3), 1.9(1.9.1); PP 1.2, 1.3, 1.4, 4.4, 
4.5, 4.6, 4.11 

3 Food Environments    

3a) Out of home advertising   HEAL 1.3(1.3.2) (national only) 

3b) Foodservice outlets  HEAL 1.1(1.1.1-3), 1.2, 1.5(1.5.3); PP 4.2 

3c) Food retail   

3d) Local food considerations  HEAL 1.4, 1.5.4, 3.1.2, 3.3; PP 4.8 

4 Settings   

4a) Government settings  
 HEAL 1.3 (1.3.1-2), 1.5 (1.5.1-2), 2.4(2.4.1), 

3.4, 4.14-5; PP 4.1, 4.7 

4b) Early childhood education and care  HEAL 2.1(2.1.3), 4.1.4-5; PP 1.1 

5 Services    

5a) Preconception, pregnancy and birth   HEAL 2.2(2.2.1-3), 4.14-5; PP 2.1 

5b) Family-orientated services 
 HEAL 2.1(2.1.1-3), 3.1(3.1.1,3.1.3), 

3.2(3.2.1-4), 3.4, 3.5, 4.14-5; PP 2.2, 2.3 

5c) Health promoting workforce  HEAL 3.3, 4.1(4.1.1-3) 

5d) Provision of public health 
information 

 HEAL 4.1(4.1.1-5); PP 3.1, 3.2, 3.3 

*References to SIF4 throughout the text align with Table 3, e.g. SIF4.4a aligns to Table 3, 4a) Government settings. 
†See SIF2.1 and SIF2.3.  
HEAL: Healthy Eating Active Living; PP: Premier’s Priority; SIF: supportive information file  

 245 

Legend 246 

 Policy enactment  

 Policy infrastructure  

 Policy scaffolding 

 Policy void 

 247 

Five study themes were identified. These were: (1) making good citizens, (2) narrowing the scope of 248 

prevention, (3) competing government interests, and (4) limited collaborative mechanisms. Additionally, 249 

there was a cross-cutting theme around a perceived need for more evidence.  250 

 251 

Making good citizens 252 

The theme of ‘making good citizens’ explores the roles for action on obesity prevention attributed to 253 

citizens, as it contributed to public spending there was a moral imperative to act. It was a central narrative 254 
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of the dominant policy subsystem coalition. Obesity was framed as a burden on the state, consistently 255 

recognised as both a social and financial problem:  256 

“Anything that we can do to manage demand within the health system is going to be critical to the 257 
sustainability of the budget over the longer term. We know that chronic disease is one of the most 258 

significant drivers of demand.” (Treasury, P24) 259 

Key policies such as the HEAL Strategy and the Premier’s Priority were presented as responses to “public 260 

concern” (Health, P7). The early prevention of obesity was framed through the lens of parents and carers, 261 

their proxy for a child’s ‘personal responsibility’, and a moral imperative for parents to act:  262 

“I just can't emphasise enough this issue for us is about parents and adults, how they perceive and 263 
understand the issue” (Health, P7) 264 

Causes (and solutions) for discretionary choices focused on parents as decision makers for young children, 265 

rather than contesting food provision decisions made by food retail, foodservice outlets, and advertisers. 266 

Perceptions of parental drivers of “treating” and wanting their children “to be happy” (Health, P11) were 267 

identified:  268 

“…parents saying, ‘We want crap food on the menu because it's a reward for our kids’” (Treasury, 269 
P24)  270 

Blame was assigned to parents (mothers) through intergenerational changes in social and cultural 271 

expectations, which: 272 

“…changed the way that mothers of young children operate… [using unhealthy food in a café] to keep 273 
the kids quiet because they want to have a chat” (Health, P11) 274 

It was common for participants to mention the limits to their field of influence. Agencies who saw 275 

themselves as “part of the solution” (Treasury, P24) felt their role was primarily to help parents “make the 276 

right decision” (Industry, P17, emphasis added). Solutions were framed through the lens of raising 277 

awareness of the problem of ‘obesogenic elements’ in environments and empowering parents to “question 278 

things around them” (Health, P9). Families/communities were positioned as having the power to change 279 

these environments through their role as consumers:   280 

“…because it's the consumer demand that will change what's actually there” (Health, P5)  281 

A broader narrative about ‘citizen as consumer’ was reflected in the way public officials referred to citizens 282 

as customers of services provided by government. These narratives downplayed the role of government 283 

and framed the rights of citizens as consumers as a core value of the NSW Government, driving the latter’s 284 

resistance to act in ways that could be interpreted as restricting choice:   285 

“The reluctance of government to be intruding on an individual’s right to choose… we have to decide 286 
what’s more our ‘consumer values’?” (Industry, P17)  287 

Study participants felt that obesity prevention as a construct was viewed by most people as “that mode of 288 

telling people what to do” (Health, P7). Citizens were collectively framed as having the power to change 289 

environments through ‘consumer demand’ if only they engaged – another moral imperative to act. It was 290 



Manuscript Under Review 

145 

noted that extensive evidence reviews were not enough to overcome this core government value, and 291 

many viewed ‘community engagement’ as a driver for more controversial policy areas:  292 

“It's not just the evidence. It's also about willingness of community engagement, that's an important 293 
driver” (Health, P7) 294 

The moral imperative for citizens to act did not extend to industry or governments: 295 

“Government can't do things… it's community responsibility, parental responsibility, individual child 296 
responsibility” (Treasury, P24)  297 

Health participants recognised their focus on public awareness, getting “the messages out there,” was 298 

insufficient to create change (Health, P14). This one-way communication strategy left a gap around citizen 299 

engagement. Several participants recognised they were yet to “work out” how to do this (Health, P7) 300 

(SIF4.5d). There were no mechanisms to support the public – to empower them – to collectively take up 301 

these issues and overcome those broader environmental barriers to healthy living. 302 

 303 

Narrowing the scope of prevention  304 

The Ministry led the HEAL Strategy and co-led HEALSOG with Premier & Cabinet, overseen by three 305 

successive NSW Premiers from the same party (SIF2.5). Initially, HEAL “was focused on the whole 306 

population” (Premier, P2). A preceding 2011 target to reduce childhood obesity (5-16 years) was made in 307 

the context of the external subsystem event, the NPAPH. The end of the NPAPH and its nationally enabling 308 

policy environment was another external subsystem event (Sabatier and Weible 2007) that shifted the 309 

NSW policy space. The 2015 Premier’s Priority on reducing childhood obesity (5-12 years) was the result of 310 

the shift in the “political landscape” (Health, P14). It was an internal subsystem event that lent an 311 

‘imprimatur’ to obesity prevention, allowing conversations that otherwise could not have happened. 312 

However, policy actors failed to harness the potential of it or the preceding NPAPH to challenge the 313 

dominant policy subsystem coalition. Instead, the Premier’s Priority “cut across the HEAL Strategy” (Health, 314 

P7) re-directing focus onto children and narrowing the intervention areas ‘allowed’:  315 

“It's easier to think about intervening in children's wellbeing than it is in trying to shift behaviours 316 
than what's allowed for adults” (Premier, P2, emphasis added) 317 

The recommendations of the NSW Inquiry into Childhood Overweight and Obesity focused on school 318 

settings, reflecting the Government’s view on the scope of obesity prevention (SIF3A). The Premier’s 319 

Priority Implementation Plan (NSW Government 2016) used the same strategic directions as the HEAL 320 

Strategy but moved supportive environments to the end (SIF2.3).  321 

As policy brokers for the Premier’s Priorities, the Premier’s Implementation Unit had authority to act in 322 

specific areas, to encourage partnerships between agencies, and drive implementation. Modelling 323 

indicated that interventions already in place were likely to result in a 3% reduction in childhood obesity, so 324 

the Premier’s Implementation Unit (and Health) were focused on chasing the target:  325 
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“…we've got a 2% gap to target. Then the Premier said, ‘How are you going to close that gap?’” 326 
(Premier, P6)  327 

A focus on BMI change as the outcome measure of policy success was frequently noted as a barrier to 328 

obesity prevention policy. Several participants spoke of the lack of intermediate indicators for policy 329 

success, unlike other priorities:  330 

“It is really hard, there's nothing in between… It goes straight from what you guess is effective – or 331 
what your evidence might say slash you guess what's an effective program, and you're just doing 332 

implementation milestones – straight to ‘kids weigh less now’” (Premier, P2) 333 

To ‘chase’ the target of reducing obesity in children aged 5-12 years, measured in 2025, the focus shifted 334 

again to children born between 2013 to 2020. Children under five years were “the key” to meeting their 335 

target (Health, P7). This shift in policy focus happened with the second leadership change (SIF2.5) and the 336 

first 2000 days were identified as the “next frontier” (Premier, P1):  337 

“The Premier really focused on pregnancy and the early years” (Premier, P6)  338 

For the second time, the focus of obesity prevention narrowed the scope of action to parents and carers for 339 

a younger cohort, further limiting authority to act on broader social, environmental, and commercial 340 

drivers of obesity.  341 

State-wide programs (settings and services)  342 

Place-based approaches – engaging and partnering with a community to address their specific and diverse 343 

needs – were frequently mentioned in NSW policy documents. However, enacted initiatives focused on 344 

(state-wide) programs in closed settings: schools, ECEC settings, hospital and healthcare settings, etc (with 345 

exceptions such as Brighter Futures, SIF4.1b). Substantial investments were made into a suite of state-wide 346 

programs as visible settings-based policy outputs:  347 

“Government needs to offer up something and say, ‘This is what we're doing’” (Health, P19)  348 

PHIMS (Public Health Information Management System) is an IT system to monitor these settings-based 349 

state-wide health promotion programs, with granular data populated at the Local Health District (LHD) level 350 

(see (Innes-Hughes et al. 2019)). There are 15 LHDs in NSW, the decentralised arms of NSW Health 351 

responsible for health services delivery and answerable to the Ministry. Collated data allowed for local- and 352 

program-level quality improvement. It was also a powerful lever to ensure ongoing funding of programs, by 353 

showing impacts across sectors (e.g. the ECEC sector). It held great value for state-wide program 354 

implementers, as it redirected health promotion:  355 

“We can create confidence in being able to achieve targets and deliver, and it's very consistent with the 356 
deliverology ethos of the Premier's Implementation Unit… It's an extremely good way to inspire faith” 357 

(Health, P19) 358 

Within the suite of state-wide programs Munch & Move was aimed at obesity prevention via ECEC settings 359 

– the only policy mapping area enacted (Table 2, 4b). In the context of national ECEC regulatory changes 360 

and the Premier’s Priority the program strengthened and enhanced its practices. Using data from PHIMS, 361 
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participants noted internal reviews found the program had “good reach and impacts” (Health, P5) among 362 

vulnerable groups and regional and remote areas across the state.  363 

The First 2000 Days Framework (NSW Ministry of Health 2019) was released in mid-2019, at the end of this 364 

study period (with an implementation plan to follow). It acknowledged ECEC services as key settings and 365 

focused on health services. The Parliamentary Inquiry into support for new parents and babies reported the 366 

fragmented nature of antenatal and postnatal care and gaps in universal and targeted health services for 367 

early childhood (SIF4.5a-b). These services had received less state-wide focus because they sat within LHD 368 

authority.  369 

The value attributed to the first 2000 days authorised Health to focus on research (generating evidence) 370 

and to develop policy specific to this area. Research investment focused on the scaling up of a suite of 371 

state-wide healthy lifestyle programs for families (SIF4.5b):  372 

“Investment is going into the research of that age group because we think there’s more benefit to the 373 
Premier outcome” (Health, P10) 374 

Health orientated their resources to politically acceptable arenas. Their research agenda was driven by a 375 

“pressure to act quickly” (p.12) (Centre for Epidemiology and Evidence 2018) and focused on visible policy. 376 

Some participants noted the lack of investment in action in environments was “because of the evidence 377 

base” (Treasury, P25). However, Health was not leading projects to fill the evidence gaps in determinants or 378 

environments (SIF3C), suggesting high participation within the dominant policy subsystem coalition among 379 

Health officials.  380 

Health views their scope as behaviour change 381 

Participants noted that the process by which the Government and its respective agencies decided where to 382 

invest their efforts was:  383 

“…very exposed to people's ideologies, how much we invest in prevention and whose responsibility 384 
you believe it really is” (Premier, P1) 385 

The Ministry saw their role in prevention as the provision of a health lens to those agencies responsible for 386 

food and built environments and to support behaviour change (via programs or media campaigns), 387 

emphasising “we don’t hold the levers” to make structural changes (Health, P14). This separation of 388 

responsibility and a focus on behaviour change indicates an organisational culture in line with the ‘making 389 

good citizens’ theme and the dominant coalition. Participants noted there was “almost no resourcing” for 390 

HEAL’s environments strategic direction (Health, P19).  391 

Multiple Health participants framed food security as “…more of a FACS [Family and Community Services] 392 

thing” (Health, P14). Family and Community Services funded not-for-profit organisations that responded to 393 

“families not having enough to eat” (Community, P15), but neither agency took ownership of policy to 394 

address food insecurity at a structural level (SIF4.3d). Likewise, Health participants were resistant to 395 
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concerns about ‘food deserts’ (absence of healthy food locally) and ‘food swamps’ (excessive unhealthy 396 

food locally) in key geographical areas of concern for obesity:  397 

“People talk about a Western Sydney food desert hotspot. I don't think I believe that” (Health, P5)  398 

While some LHDs had self-funded food and nutrition security projects (SIF4.3d), their approaches were 399 

viewed by the Ministry as “bitsy” and “not scalable” (Health, P11). This was one example of how 400 

decentralisation has been prohibitive of central coordination and structural support. Decentralisation also 401 

limited structural support for local healthy built environment action. The Ministry funded LHDs to deliver a 402 

“core package” (Health, P7) of state-wide programs under the Healthy Children Initiative. Additionally, LHDs 403 

were expected to internally fund additional initiatives based on their community’s needs:  404 

“They're the ones who have the best knowledge of their population needs” (Health, P7) 405 

The Ministry did not fund LHDs to “deliver healthy built environments” but thought it “makes sense” for 406 

LHDs to partner with local governments in their health promotion efforts (Health, P4). In practice, the 407 

experiences of LHDs and local governments in food environments were fragmented at best:  408 

“I have to be frank and say not much is happening… [LHDs have] limited capacity to influence 409 
environmental change. The experience of working with local councils is very much based on your 410 

relationship and whether they see our health promotion as part of their role” (Local Health District, 411 
P20)  412 

The absence of structural support for local activities focused on determinants highlight these areas were 413 

less of a priority for the Ministry than behaviour change.  414 

Food environments and informed choice 415 

Under the HEAL Strategy, the Ministry explored a range of food environment approaches called “bold 416 

initiatives” (Health, P7). However, no new food environment policies were enacted within or beyond the 417 

HEAL Strategy or Premier’s Priority mechanisms (SIF4.3). A participant noted one of the reasons the ‘bold 418 

initiatives’ had not been enacted was due to limited evidence and that they needed to be tested “before 419 

they can be scaled” up (Health, P7). However, they also noted the ‘contentious’ nature of food policy 420 

because of the “personal nature… of obesity” (Health, P7). The combination of the Premier’s 421 

Implementation Unit “not working on anything” in the food environment (Premier, P6) and limited 422 

resourcing within Health indicated there was limited authority for actions in the food environment:  423 

“It's a big task, and there's no commitment from government” (Health, P19)  424 

Instead, the Ministry focused on food policies aimed at ‘informed choice’ – Menu Kilojoule Labelling and 425 

the Health Star Rating. Menu Kilojoule Labelling required some fast-food chains to display the energy 426 

content of each menu item (and later some items in supermarkets). Many participants noted it became 427 

legislation due to “political timing” of a Labor Government on its way out (Industry, P17). While it appeared 428 

in HEAL (SIF4.3b), it was established prior to the strategy (SIF2.5). The Health Star Rating was a national, 429 

voluntary, front-of-pack food labelling system. Within NSW, the Ministry used the Health Star Rating to 430 
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“change some internal policies” (Industry, P17) such as Healthy food and drink in NSW health facilities for 431 

staff and visitors: Healthy Choices in Health Facilities (SIF4.4a). We refer to this body of work as Healthy 432 

Food Provision throughout.  433 

Steps towards winning ‘hearts and minds’ 434 

Leveraging established settings-based approaches and the Health Star Rating, the Ministry developed the 435 

Healthy Food Provision framework to improve food offerings across NSW Government settings (SIF4.4a). 436 

Despite the low likelihood of this framework influencing childhood obesity, it sought to serve as a 437 

‘leadership piece’ for improving food provision in general. Initially, Healthy Food Provision was going to 438 

apply to all government settings, however, “that didn’t actually go anywhere” (Premier, P6). Around the 439 

time of the end of the NPAPH, there was effective pushback around:  440 

“…personal choice, and particularly in agencies where adults are impacted” (Health, P11) 441 

Health continued with the framework in settings where they had authority to do so (healthcare and 442 

schools). The roll out of Healthy Food Provision sought to win the ‘hearts and minds’ of government 443 

agencies beyond health by first testing the concept within health settings:  444 

“In Health, the ‘hearts and minds’ are all there. In other government settings… their priorities are 445 
different” (Health, P7) 446 

Health had contractual levers at their disposal, circumventing regulation and its associated political 447 

ramifications. However, they preferred to undertake a partnership approach to change management in 448 

implementing the framework:  449 

“We've got contractual levers… but we wouldn't really want to use those unless we had to... Our 450 
preferred model is to engage, get the ‘hearts and minds’ of the people, get their support, and take them 451 

on that journey” (Health, P11)  452 

In developing Healthy Food Provision Health engaged stakeholders along the food supply chain, including 453 

manufacturers who undertook a “coordinated approach” such as presenting “joint positions” and 454 

influenced the framework (Health, P11). Health reported taking a “pragmatic approach” to industry:  455 

“…basically, we want to shift the dial from where it is now, which is pretty unhealthy, to healthier” 456 
(Health, P11, original emphasis) 457 

In anticipation of scaling up Healthy Food Provision the Ministry sought to leverage the prior utility of their 458 

public health IT monitoring system, PHIMS, to collect data to ‘inspire faith’ in the framework. Their 459 

approach was to provide a proof of concept:  460 

“What we've come to understand through working with the Premier’s Implementation Unit and 461 
deliverology… it's really good to focus on something and get it done, and then build on that success” 462 

(Health, P7) 463 

Some agencies reported keeping a watching brief on Healthy Food Provision and were open to 464 

reengagement “once all of the numbers are in” (Environment, P12). Likewise, the Ministry felt more 465 
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confident of cross-agency uptake once they had more information about how the policy would work in 466 

practice:  467 

“Then we're in a position to ask other government agencies to do the same… to explain how it works 468 
and the impacts, for example, on loss of revenue, which is a big deal breaker for other government 469 

agencies” (Health, P11) 470 

Approaches aimed at winning the ‘hearts and minds’ of non-health agencies to undertake similar 471 

partnership approaches were not enough in the absence of a mandate from leadership. When the initiative 472 

was originally going to be applied across government, agencies were provided with cover from potential 473 

pushback. Without this imprimatur the barriers to negotiating contractual relationships were too high for 474 

non-health agencies:  475 

“If there is a whole of government mandate or policy then we say, ‘It's not us, it's the government… we 476 
are aligning with government policy’” (Environment, P12) 477 

However, institutional barriers relating to managing contractual relationships and the perception of loss of 478 

revenue made voluntary action from non-health agencies unlikely.  479 

 480 

Competing government interests  481 

The political landscape constrained the type of policies under consideration and framed the narratives for 482 

institutional competition. The third study theme explores these competing government interests and how 483 

they uniquely interplay with food environment versus physical activity environment policy. The ‘ubiquitous’ 484 

nature of unhealthy food and physical activity environments was widely noted by study participants, but 485 

higher-level policy tools (e.g. legislative) were largely unavailable. The “conservative forces of politics” 486 

drove “nanny state” narratives about regulation by government and industry policy actors alike (Heart 487 

Foundation, P22). Although state governments have “a lot more powers than they necessarily use” 488 

(Treasury, P24), for political reasons, direct and public challenges to industry were not an option:  489 

“You wouldn’t be likely to see anything where there's a vocal pushback” (Treasury, P24) 490 

There was an implicit understanding that any challenge to industry around environments, would have 491 

economic consequences for industry – which shut down all discussion on the topic:  492 

“If we want people to drink less sugary drinks, that's not going to help people who want to sell a lot of 493 
sugary drinks” (Health, P9) 494 

Health promotion campaigns and other (public) activities of the NSW Government asked nothing from 495 

these industries (SIF4.5d). 496 

Food policy  497 

Food policy was characterised by resistance and inaction bound up in neoliberal ideology, powerful 498 

industries, a multitude of stakeholders, and (perceived) impacts on revenue for government agencies. A 499 
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recurring narrative was that there was “little appetite” for food environment policy in NSW (Industry, P21). 500 

It was deeply affected by the interrelationship between NSW and the national food system. Jurisdictions 501 

face difficulties when they have different goals for the food system, impacting their willingness to 502 

“sponsor” a paper (Health, P5), i.e. take carriage of an issue through the intergovernmental process.  503 

NSW houses the largest share of Australia’s food industry and held a unique position in the national food 504 

policy space where food retail and manufacturers’ “business interests are really high” (Health, P5) (SIF4.3). 505 

Food industry representatives were welcome partners in policy formation. For example, the Ministry 506 

hosted the Food Forum 2014 and invited food industry representatives to speak. Their “overwhelming 507 

message” was to have a “level playing field” (Health, P9) or NSW risked being “at a disadvantage” (Industry, 508 

P17). This signposted a preference for national policy, and even distribution across multiple players within 509 

the food system (manufacturing, food retail, advertisers, etc).  510 

At national forums, the Ministry and the Food Authority co-lead the NSW position on food policy. They 511 

were “heavily involved in the [national] Health Star Rating work” (Health, P5), and its use in the Healthy 512 

Food Provision framework indicates the central role industry played in the development of both policies. 513 

Institutionally, the position of the Food Authority (within the NSW Government Industry cluster) conflicts 514 

with chronic disease prevention aims. The Ministry and the Food Authority were joint policy brokers for 515 

food policy in NSW however these agencies had different visions for the food system. When it comes to 516 

food policy, competing institutional interests – between the food industry ‘flourishing’ and population 517 

health – favour industry.  518 

“They [the Food Authority] want to make industry flourish and we want to make industry healthy. 519 
They don't have to be mutually exclusive, but they can be, so what happens in practice is we have to 520 

have a very pragmatic approach to industry, and it may not pan out so well for that young age group” 521 
(Health, P11)  522 

The NSW Government holds policy levers to influence out-of-home advertising of discretionary choices 523 

(energy dense, nutrient poor foods and beverages) (SIF4.3a). Out-of-home advertising includes billboards, 524 

transport vehicles, street furniture (e.g. bus shelters), and train stations, and more broadly public places 525 

with high traffic, such as stadia. It was broadly acknowledged that built environments are full of advertising 526 

that influences food choices and impressions of the normal diet:  527 

“There's just so many unconscious things going on as well as conscious things in the choices that we 528 
make, and marketing is so ubiquitous” (Heart Foundation, P22)  529 

In NSW these assets were owned by Transport and Sport, who were seen as unlikely to pursue advertising 530 

restrictions and risk losing revenue:  531 

“The money is big… the big advertisers are transport and stadia… it’s definitely a growth area” 532 
(Health, P11)  533 

When presented with information that other Australian jurisdictions have policies on the removal of 534 

discretionary choices from out-of-home locations, and saw no net loss in revenue, the response was:   535 
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“We don't really have sufficient information to know what the true impact could be of trialling an 536 
approach like that in our location” (Health, P7, original emphasis) 537 

The cross-cutting theme around evidence arose here, in this instance as a way of justifying delayed action, 538 

indicating that challenges to both industry and (potential) impacts of government revenue were highly 539 

protected. By default, Health falls back to choices made by families as the sphere of influence available to 540 

them, noting that advertising companies were:  541 

“…very skilled at being able to identify how to market to children and families and we can't counter 542 
that. It's really about helping families with their own decisions” (Health, P7) 543 

Healthy built environments  544 

Population food and nutrition security focuses on the proximity of sufficient quality food, that is stable over 545 

time. Issues with food “supply into regional areas” were observed (Health, P11) and the preservation of 546 

productive agricultural land for local food supply was identified in the HEAL Strategy (SIF2.1, SD1.4/1.6). 547 

Participants noted collaboration between Health and Planning to include “high level standards” for 548 

agricultural land preservation in NSW’s Regional Plans (Health, P4) (SIF4.2a). However, Planning noted this 549 

was only one of a “number of considerations” that needed to be “balanced” locally and details to achieve 550 

this standard were “not precisely quantified” (Planning, P8). Another of the Premier’s Priorities was to 551 

improve housing across the state (SIF2.4, SIF4.1a), with Planning as the lead agency. This influences their 552 

position between these competing interests, including the benefits of developing land “adjacent to an 553 

existing settlement” (Planning, P8). Affordable housing and access to services were key community drivers 554 

for the planning system. The NSW Government was heavily focused on “infrastructure investment and 555 

planning reforms” (Health, P7) and the Planning cluster aligned with three Premier’s Priorities – creating 556 

jobs, making housing more affordable, and delivering infrastructure (SIF2.4). The housing affordability 557 

Premier’s Priority was primarily focused on reducing ‘red tape’ to make it easier for housing developers to 558 

increase the housing supply and less to do with social housing (SIF4.1a). Zoning considerations for councils 559 

to increase housing were strengthened and it was a Planning priority to “facilitate development in an 560 

efficient and speedy way” (Planning, P8). Participants from Planning noted that the focus on supply to meet 561 

housing demand did not have its intended outcome of improving housing affordability:  562 

“There doesn’t seem to be perfect correlation in Sydney between increasing housing supply and prices 563 
falling” (Planning, P8) 564 

Increased density drove demand for key infrastructure, “quality of open space” (Planning, P6) and the need 565 

for “liveable neighbourhoods” (Premier, P6).  Constructs such as social connectivity (a passive aspect of 566 

healthy built environments in the HEAL Strategy) served as a bridge between housing, community and safe 567 

public spaces. For example, Safe Active Streets was about “reclaiming community space” (Transport, P13) 568 

through creating bike boulevards on local roads as part of an integrated transport system. In response to 569 

increased housing density and the “ever diminishing backyard” (Transport, P13), investing in quality 570 

community spaces gained momentum, because it would:  571 
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“…get popular support because everybody's concerned about the private development that is going 572 
on… and at some point in time, there's going to be community backlash if we can't also be 573 

demonstrating we're doing infrastructure for good” (Heart Foundation P22)  574 

The construct of ‘infrastructure for good’ aligned with Transport’s organisational shift towards integrated 575 

transport and the view of transport as a lever for “place-making” (Transport, P13). In contrast to the 576 

contentious nature of food policy, community places for being active were framed as ‘giving’ the public 577 

something, rather than a direct attack on industry or constraining choice:  578 

“Physical activity is something you can make fun with” (Heart Foundation, P22)   579 

Planning, however, were “confronted” with balancing a “broad range of priorities and interests” in the 580 

planning system (Planning, P8). While design guides included open space, affordability, and other elements 581 

of liveability (SIF4.2a), these were weighed up by developers/builders, and ultimately must:  582 

“…compete for attention with other priorities about keeping costs down and doing things efficiently” 583 
(Planning, P8).  584 

 585 

The 2016 NSW Inquiry into Childhood Overweight and Obesity recommended Planning consider health 586 

objectives in one of the few recommendations not focused on schools (SIF4.3d). Significant efforts to 587 

recognise health and wellbeing explicitly in planning legislation updates from 2011 did not occur (SIF4.2a). 588 

Instead, the Planning Legislation Amendment Bill 2019 implied health is a consideration of ‘principles of 589 

good design’. Healthy built environment advocates noted an explicit declaration would have driven follow-590 

on impacts throughout the planning system and the absence of mandatory levers remains the “biggest 591 

challenge” (Heart Foundation, P22). Strategic design documents such as Better Placed (SIF4.2a) identified 592 

health as a priority for the planning system and recognised that a well-designed place is “healthy for 593 

people” (Planning, P8). However, these were guidelines with no mechanisms to support or enforce them. 594 

Interviewees commented that Government builds very limited infrastructure themselves and their 595 

reluctance to legislate or mandate has left Planning with limited control on the outcome. Industry is left to 596 

interpret and implement guidelines and Planning had limited confidence of unmandated requirements 597 

being met:  598 

“It's ultimately only when something is made a requirement that it can be a fair degree of confidence 599 
that there will be an effect” (Planning, P8)   600 

Similarly, when Transport responds to infrastructure proposals or tenders by developers, they are limited 601 

by how far they can direct their contractors to meet their own guidelines:   602 

“‘These are the mandatory things you have to do; these are the things we want you to do’, and then 603 
there's a long process of trying from developers in bringing that list down… because if it was ‘had to 604 

do’ we’d have it” (Transport, P13) 605 

NSW’s ten Regional Plans (SIF4.2a) have placed a greater emphasis on consideration for the design and 606 

shape of urban environments (Heart Foundation, P22), and were contributing to a healthier built 607 
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environment more explicitly than they had before (Planning, P8). The corresponding Urban Design Guides 608 

were an action under the Premier’s Priority (SF2.3, PP4.3) and support healthy built environments alongside 609 

the Better Placed suite of documents. While these policy instruments were identified as a response to 610 

community preferences for access to services in a paradigm of high housing costs and urban sprawl 611 

(Planning, P8), they were insufficient to cause institutional change.  612 

At the time of the study, opportunities to influence high level planning instruments as they were being 613 

revised had concluded for the foreseeable future. Efforts by minor policy coalitions were made at each 614 

stage of the revisions to the planning systems legislative and strategic frameworks, long-term planning 615 

documents and regional plans, down to policy instruments at the local level (SIF4.2a). New requirements 616 

for local governments included the development of Community Plans with a more consultative approach. 617 

Some participants viewed this as an opportunity to address some of the community drivers discussed 618 

above and engage the community in local decision making:  619 

“…this new emphasis of people wanting to see Community Plans that are much more respectful and 620 
reflective of community views and ideas.” (Heart Foundation, P22)  621 

The Inquiry into Childhood Overweight and Obesity noted walking and cycling infrastructure funding ($284 622 

million), indicating government endorsement of planning system policies for physical activity. However, it 623 

was unclear how local councils – responsible for the bulk of that infrastructure – could leverage these funds 624 

in what one participant identified as an example of a “’non-controversial’, highly controversial opportunity” 625 

(Treasury, P24). Similarly, several recommendations in the 2018 Inquiry into Fresh Food Pricing noted 626 

structural levers from state agencies to support local agencies had not been enacted (SIF4.3c). Multiple 627 

participants noted the “problematic” nature of working across levels of government (Treasury, P24). Local 628 

councils and LHDs were framed as though they had real power in changing local food environments. 629 

Language about healthy built environments or liveability increasingly appeared in Planning and Health 630 

strategic policies over the last 10 years. Despite the cascade of planning tools and the working relationship 631 

between Planning and local councils, state level participants noted they did not have the authority (through 632 

legislation) to “make councils do anything” (Premier, P6), only provide guidelines. Likewise, the ultimate 633 

lever for action at the council level was to ensure its appearance in their Council Delivery Program. If the 634 

desired action was not there “it doesn’t get done by the council” (Health, P4). Active Living New South 635 

Wales provided some ‘soft infrastructure’ to councils who had expressed interest and had funds to 636 

participate, potentially exacerbating inequalities between councils. Due to the costly nature of 637 

infrastructure and its maintenance, considerations for healthy built environments were “really 638 

overwhelming” for some councils (Heart Foundation, P22). Soft infrastructure was heavily dependent on 639 

whether the 128 local councils in NSW saw health promotion as integral to their town planning goals, and 640 

making it “financially viable” (Premier, P6).  641 

 642 
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Limited collaborative infrastructure 643 

The final theme explores the limited collaborative infrastructure for obesity prevention across NSW 644 

Government agencies. HEALSOG was the primary policy venue for the HEAL Strategy and the Premier’s 645 

Priority. Meetings took carriage of the Premier’s Priority displacing some HEAL Strategy activities (see 2018 646 

projects, SIF2.2), with a stronger focus on state-wide programs (SIF2.3, SD1). The Premier’s Priority also 647 

pushed the focus towards new parent-focused healthy lifestyle programs for children under 5 years of age 648 

(SIF2.3, SD2). As a policy lever, the Premier’s Priority managed to get all the cross-agency partners “to the 649 

table” but it was not enough to commit them to act (Health, P19). Some participants reasoned this was due 650 

to HEALSOG meetings being dominated by “everyone just listening to Health” which “perpetuated” obesity 651 

as a Health priority (Premier, P2).  This suggests that although the policy venue of HEALSOG had the 652 

prestige to bring representatives of relevant government agencies ‘to the table’, its institutional 653 

mechanisms were insufficient for policy orientated learning or negotiated agreement.  654 

HEALSOG meetings had established a good network that ‘practised in good faith’ around built 655 

environments, with many interested in “connecting the dots” (Planning, P16). Some participants noted that 656 

‘intangible ties’, the soft infrastructure such as connections to drive work across agencies, deserved more 657 

recognition. Despite this, the ‘tangible ties’ between specific interventions in built environments and 658 

obesity prevention were still identified as a gap. A Government Architect participant voiced interest in 659 

developing partnerships between the planning system and research. They suggested to ‘flip’ the focus from 660 

how built environments cause chronic disease (observational) to study the impacts of “improvements to 661 

the built environment in its relationship to health” (intervention) (Planning, P16). They felt the change in 662 

focus would incentivise earlier active engagement in the design of buildings and surrounding places.  663 

There was no organisational ownership of physical activity policy. Although strategic documents noted 664 

Sport would develop a physical activity plan, it was not embraced institutionally, remaining an ongoing 665 

internal “debate” (Industry, P21). The Ministry did not “lead on built environments” (Health, P7) because 666 

the levers for infrastructure – its funding, planning, design and guidance – were so dependent on other 667 

clusters. They saw their role as supportive, rather than “being brokers” of cross-agency physical activity 668 

environments policy (Premier, P6). Both the Ministry and Sport preferred an interagency approach. The 669 

Premier’s Priority enabled a “shift” to explore cross-sectoral collaboration on physical activity, as the “flip 670 

side of [food] consumption” (Premier, P2), which had substantively stalled:  671 

“There's probably more political appetite for the ‘Active Travel and Play’ over really substantially 672 
changing our food environment, at the moment.” (Premier, P6)  673 

This established a HEALSOG sub-committee, the Physical Activity Working Group. It was led by Sport which 674 

to some was an indication they had: 675 

“…shifted away from thinking of themselves as sport infrastructure… [towards being] responsible for 676 
people's behaviour or use of that space” (Premier, P2)  677 
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Many participants noted a policy window for both programs and infrastructure to support physical activity 678 

in NSW had opened “in the last 18 months” (Health, P7). Participants noted the potential for alignment 679 

between physical activity policies and other priorities for the government, such as infrastructure and 680 

planning reform. During this time, there were several policy venues for physical activity and healthy built 681 

environments including Healthy Living New South Wales and the Premier’s Council on Active Living (PCAL) 682 

and the Healthy Planning Expert Working Group. PCAL was established in 2004 and initially operated under 683 

Premier & Cabinet. Its membership included health experts, planners, local and state government 684 

representatives and had created substantial momentum across sectors. PCAL moved to Health with 685 

support provided by the Heart Foundation. It focused on physical activity but took on food environments 686 

and obesity under the Premier’s Priority. It was overstretched with these additional narratives, lost focus 687 

with their partners and was eventually disbanded (Heart Foundation 2017). One of three proposals 688 

developed by the Premier’s Implementation Unit to chase the Premier’s Priority target was Active Travel, 689 

Active Play (SIF4.2b).  690 

Active Travel, Active Play  691 

The Premier’s Implementation Unit identified opportunities to repurpose already distributed funds and 692 

align approaches across agencies, specifically, Health, Government Architect, Sport, Transport, Community, 693 

Planning, Environment, and other agencies that manage open spaces and parklands. The Premier’s 694 

Implementation Unit received feedback from these agencies about what information they needed to agree 695 

upon, and “presented it back to them” in a call to action (Premier, P6). Participants noted “good 696 

conversations” around the project (Health, P7), although there was no explicit agreement from agencies to 697 

realign their existing funding. For example, Sport was “well resourced” having successfully leveraged off the 698 

momentum around physical activity (Heart Foundation, P22), receiving $100 million for sports 699 

infrastructure from the $290 million Open Spaces Commission funding (SIF4.2b). When Sport was 700 

approached by the Premier’s Implementation Unit to leverage some of these funds for Active Travel, Active 701 

Play, their response was:  702 

“We're kind of going ‘Well, actually neither of those are what we do in the Office of Sport’ …Our 703 
constituents would just go crazy if we did that” (Industry, P21)  704 

Sport’s participation in the Physical Activity Working Group through HEALSOG was a temporary alignment 705 

rather than institutional change. The position of Sport within the Industry cluster in NSW Government 706 

aligned their focus to the sport industry and sporting organisations, their ‘constituents’. Their response to 707 

the policy proposal reflected a perceived risk of backlash from industry if they were to organisationally 708 

‘shift’ towards ownership for physical activity policy in NSW:  709 

“We shouldn't be stretching so far as also to be driving people to get active… our relationship's really 710 
been with organised sports” (Industry, P21) 711 
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On the other hand, Transport funded a dedicated position for a “cultural piece” to embed active transport 712 

into their infrastructure projects (Transport, P13). Transport had internal drivers to reduce traffic 713 

congestion and were shifting towards an integrated (multi-modal) transport system (SIF4.2b). They were 714 

active at HEALSOG meetings and sought to leverage the Premier’s Priority by demonstrating the utility of 715 

infrastructure to normalise active transport from a young age:  716 

“We've now got this whole piece around how you can set travel behaviour at a very young age by 717 
providing safe walking and cycling environments for kids” (Transport, P13)  718 

Changing organisational cultural norms was necessary for the sustainability of active transport being 719 

embedded into Transport practice as their role in public transport and infrastructure required them to think 720 

“about the customers” (Transport, P13). However, Active Travel, Active Play did not eventuate, and the 721 

Premier’s Implementation Unit noted that any future submissions for additional funding would “have to be 722 

submitted by Health” (Premier, P6).  723 

Structural levers for collaboration  724 

The Premier’s Implementation Unit provided temporary structural support for, and between, agencies. 725 

They positioned themselves as policy brokers rather than “owning projects and implementation” because 726 

they did not have the resources to “remain the lead” (Premier, P6). The Premier’s Implementation Unit 727 

aimed for project sustainability without the need for their continued support and sought to smooth out 728 

issues when there was joint business between agencies and “difficulty in agency culture” (Health, P7).  729 

Although many participants mentioned the presence of inter-agency collaboration, this was mostly ad hoc 730 

and were not aimed at ensuring sustainability. Premier & Cabinet had multiple mechanisms to 731 

communicate centrally and regionally across agencies (SIF3B). For example, under the Premier’s Priority an 732 

action to coordinate enhanced efforts in the South West Sydney region was led by Premier & Cabinet 733 

(SIF2.3, SD4.8). There were three additional local ‘whole-of-systems’ community projects to collaborate for 734 

obesity prevention under the Premier’s Priority (SIF3B). They had “value-add from the central agency” 735 

through the coordination of efforts centrally with Premier & Cabinet but not the Ministry (Premier, P2): 736 

“…but without the Premier's Priority, no I'm not sure they would have had a real sharp focus on this 737 
issue” (Premier, P6) 738 

These projects focused on families rather than on communities or environments – integrating health 739 

services and increasing local capacity for state-wide programs. Despite these projects, there were limited 740 

communication channels for obesity prevention between agencies at both strategic (decision-making) and 741 

operational (functional) levels:  742 

“The signals to collaborate come from the top down… you have to then have the channels of 743 
communication between agencies open, at all levels, really” (Health, P7) 744 

Some participants suggested more formal structures to encourage relationship building between agencies 745 

as a starting point towards ongoing collaborative mechanisms. One suggestion was an “innovation hub” 746 
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where multiple agencies work through an implementation plan jointly over a “short, sharp intensive time” 747 

(Transport, P13). The tension between the recognised benefits of collaboration and independent 748 

organisational identity (i.e. siloed organisational structure) remained an ongoing problem, where agency 749 

identity is fixed such as “I'm a transport agency and I deliver trains’ (Premier, P2). Tensions were identified 750 

with funding across clusters where budget allocations and spending happen separately, and some agencies 751 

do not receive attribution when they pay the upfront costs that benefit another agency. Additionally, 752 

administrative challenges were identified where “the incentive isn’t necessarily correct” for an agency’s bid 753 

for operational management (Treasury, P25). In consideration of this, alternative funding mechanisms were 754 

in early stages in NSW at the time of this study. Outcome budgeting – first mentioned in the 2017-18 755 

Budget Estimates (NSW Government 2017) – would aim to facilitate funding that had “cross-cluster 756 

impacts” (Treasury, P24). Clusters could be jointly funded and held “jointly accountable” (Treasury, P24) for 757 

outcomes, such as obesity prevention (SIF3C). At the time of data collection, there was no organisational 758 

ownership of a policy broker role for outcome budgeting, although Premier & Cabinet saw Treasury as best 759 

suited for that role:  760 

“Hopefully the next wave is Treasury being the broker in the middle of that and saying, ‘Well, if it's 761 
Transport that needs to invest but it's a Health outcome, we can deal with that business case there so 762 

our heads don't explode’… And it will support a lot more innovative ideas and more collaboration 763 
from non-traditional Health areas” (Premier, P2) 764 

However, Treasury felt any submissions under outcome budgeting ought to be “agency-led” (Treasury, 765 

P24), which seemed to undermine the spirit of collaboration.  766 

 767 

DISCUSSION  768 

We undertook a case study of the HEAL Strategy and investigated the governance mechanisms which 769 

inhibited and facilitated actions for obesity prevention in the early years. We found that while HEAL was 770 

positioned as a strategic whole-of-government response, policy outputs were limited in addressing the 771 

fundamental causes of obesity, the scope of which was narrowed with the introduction of the Premier’s 772 

Priority. This was similar to findings about a previous NSW strategy, Prevention of Obesity in Children and 773 

Young People: NSW Government Action Plan 2003-2007, which ‘staked out’ the childhood obesity 774 

prevention policy agenda using existing infrastructure but was also limited in scope (King, Turnour, and 775 

Wise 2007).  776 

The settings-based programs managed by the Office of Preventive Health (since disbanded) have likely 777 

contributed to a reduction of some risk factors for childhood obesity (Innes-Hughes et al. 2019). However, 778 

dynamic systems modelling predicted those measures would not be enough to meet the Premier’s Priority 779 

target by 2025 (had it continued beyond 2019) (Roberts et al. 2019). More than 200 health promotion 780 

practitioners across 15 LHDs implemented the settings-based programs of the HEAL Strategy. LHDs were 781 
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accountable to state-wide targets but were given discretion over the use of funds in a ‘tight-lose-tight’ 782 

model (Grøn et al. 2020). Studies found additional work undertaken by LHDs created tension to “balance a 783 

moral imperative to attend to equity issues, with a practical need to meet implementation targets” 784 

(p.1415-6) (Grøn et al. 2020). While the use of PHIMS to monitor and report on these activities contributed 785 

greatly to dialogue around efficacy and ongoing funding (Innes-Hughes et al. 2019), it did not capture the 786 

additional work such as ‘soft infrastructure’ (Kavanagh et al. 2022) undertaken by health promotion 787 

practitioners (Conte et al. 2020). Local partnerships were found to have limited mechanisms for 788 

collaboration and knowledge sharing (Kovai et al. 2022; Farrell et al. 2014). Including process evaluation 789 

and local experiences to demonstrate progress within different contexts is a pressing need for public health 790 

policy makers (Conte et al. 2020). 791 

HEALSOG was the key forum or policy venue for obesity prevention in NSW (Jenkins-Smith et al. 2018). 792 

HEALSOG meetings and the Premier’s Priority brought key stakeholders to the table which was beneficial 793 

for policy-orientated learning. However, other key conditions needed for negotiation and implementation 794 

were lacking including commitment by member agencies, funding diversity, and consensus-based rules 795 

driven by trust for decision making (Weible, Sabatier, and McQueen 2009). 796 

The Premier’s Priority generated a perception of urgency for childhood obesity (Head 2008), linked to the 797 

political power it brought (including resources and authority) and the potential to cut through ‘bureaucratic 798 

roadblocks’ (Birch and Jacob 2019). The Premier’s Implementation Unit were key policy brokers for the 799 

Premier’s Priority. Their actions were a combination of self-interest, to meet the target of the Priority, and 800 

understanding the potential benefits and losses of reaching policy compromise versus maintaining the 801 

status quo (Ingold and Varone 2011). They used deliverology methods in their approach which involved the 802 

use of data, targeted actions and routines. While older versions of deliverology were heavily top-down 803 

(Birch and Jacob 2019), the Premier’s Implementation Unit undertook fieldwork that emphasised the 804 

experiences of local implementers (Needs 2019). Deliverology posits that within a strategy each 805 

intervention should be proven (evidence-based) or promising (evidence-informed) to impact directly on the 806 

target (Barber, Kihn, and Moffit 2010).  807 

Critics of deliverology rebuke claims that it is both an art and a science, pointing to the absence of quality 808 

peer-reviewed literature of its efficacy (Birch and Jacob 2019; Behn 2017). Others scholars have noted 809 

issues when there are too many priorities (such as NSW’s 12 Premier’s Priorities and 18 State Priorities), 810 

then “nothing is a priority” (May 2019). Ideologically, deliverology is rooted in neoliberal accountability and 811 

‘private-sector inspired’ performance management, leading to a focus on “costs rather than values and on 812 

gaming targets rather than achieving higher outcomes, which leads to increased costs to support gaming 813 

strategies, with perverse effects on outcomes especially in the health-care and education sectors” (p.312) 814 

(Birch and Jacob 2019). For HEAL and the Premier’s Priority, the focus was on a BMI target and strategies to 815 

meet the 2025 target without thinking beyond that target. Limited authority to act in social policy and 816 
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built/food environments, lack of intermediary goals to reflect these elements, and the need to be seen 817 

‘doing something’, diverted attention to short term strategies like healthy lifestyle programs whose impacts 818 

‘fade out’ (Seidler et al. 2020; Rudolf et al. 2019). These elements point to a stable dominant policy 819 

subsystem coalition that is reinforced by institutional cultural norms.  820 

 821 

Social, political and economic considerations  822 

The policies and practices of the NSW obesity prevention policy subsystem indicated dominant beliefs 823 

about parental responsibility and citizen morality (Weible, Sabatier, and McQueen 2009). Overlapping this 824 

were political beliefs about the role of government, acceptable policy areas and the roles of specific 825 

government agencies. Narrowing the scope of the HEAL Strategy and a focus on discrete age groups 826 

reaffirmed path dependency and embedded norms. Policies aimed at adults and environments were not 827 

‘allowed’ and the upstream elements of HEAL dissolved as the strategy progressed. An Australian study 828 

found the HEAL health promotion campaign (Make Healthy Normal) focused on individual and family 829 

behaviours and did not address what made it hard to change those behaviours (Kite et al. 2020). Food 830 

policy was recognised as contentious and attributed to the ‘personal nature’ of obesity among Health 831 

participants reflecting an institutionally entrenched personal responsibility narrative. Young children were 832 

considered within the context of the family home or ECEC settings and were not viewed as citizens in their 833 

own right who engaged with the environments around them. Policy solutions sat at the feet of personal 834 

(parental/carer) responsibility.  835 

From a service delivery perspective, the decentralisation of programs and a model that included for- and 836 

not-for-profit partners has led to fragmented governance with limited mechanisms for central coordination 837 

(Sumah, Baatiema, and Abimbola 2016). While public sector employees are concerned with effective 838 

implementation and account for program design, outsourced program implementation is focused on 839 

efficient implementation driven by “contractual relations and accountabilities for service delivery” (Head 840 

2008). The exacerbation/perversion of policy intention via outsourcing implementation has been 841 

documented elsewhere (Riboldi et al. 2021). Care must be taken in a model that relies so heavily on 842 

outsourcing of services and the dramatic impacts of cost-cutting at arm’s length. The threat of funding 843 

removal is an ongoing burden faced by local practitioners (both within government and community 844 

organisations that are funded by government), in one study a participant referred to this as ‘community 845 

bullying’ (Kavanagh et al. 2022). In the paradigm shift towards decentralisation, ministers have become 846 

increasingly involved in the process of policy implementation (May 2019) which coincided with changes in 847 

the political landscape around the public service and their role as experts in implementation (Liverani, 848 

Hawkins, and Parkhurst 2013; Head 2008).  Changes in the political landscape in Australia have amplified 849 

issues surrounding how ministers use the advice of bureaucrats (Liverani, Hawkins, and Parkhurst 2013), 850 
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decreasing the likelihood of ‘bottom drawer’ policies to rise to the top as institutional path-dependencies 851 

become rigid within ministerial cycles. The fear of ‘pushback’ cited by study participants was driven by 852 

ministerial anticipation of these social and political considerations.  853 

In a study by Baker et al., the ‘selecting out’ of policy options perceived to be ‘politically dangerous 854 

territory’ (especially surrounding important economic and political players) was an institutional cultural 855 

practice cultivated by policy elites within the Commonwealth Health Department (Baker et al. 2017). This 856 

practice established institutional norms to filter out policy options beyond personal responsibility. Our 857 

study found similar institutional norms among NSW Health participants who emphasised a focus on 858 

behaviour change and making healthy choices. When pressed about environmental actions, Health 859 

participants noted they did not hold environmental levers, or they must take a pragmatic approach to the 860 

food industry.  861 

‘Nanny state’ dismissals of policy opportunities imply that the public do not accept policy actions that 862 

encroach on individual choice. Countries that culturally attribute a high value to individualism value 863 

individual choice (Akaliyski et al. 2022), yet many studies show majority support for many upstream policies 864 

to prevent in individualist countries (Harray et al. 2018; Esdaile et al. 2021; Allender et al. 2015; Butler et al. 865 

2022). Instead, ‘Nanny state’ and ‘slippery slope’ arguments may be explained politically, more than 866 

socially, in Australia. Not only does a significant proportion of the food industry sit within NSW, more than 867 

half of Australia’s food manufacturing is in (electorally powerful) rural areas (Baker et al. 2017). The 868 

influence of the food industry on obesity prevention policy formation in NSW has been documented for 869 

some time (King, Turnour, and Wise 2007).  870 

There were also key economic considerations. Study participants referred to ‘powerful interests’ that 871 

prevented policies to remove out-of-home advertising of unhealthy food/drinks, including concerns about 872 

loss of revenue for the two major sellers of advertising space on NSW Government assets – Sport and 873 

Transport. A single media company held the primary out-of-home advertising contract with NSW during the 874 

study period and had recently increased their stake in ‘commuter’ platforms (oOh! Media 2018). Within 875 

this context, there is growing evidence of out-of-home unhealthy food advertising targeting children on 876 

their way to school (Richmond et al. 2020) and a higher concentration of unhealthy food/drink advertising 877 

(up to 40%) on transport assets in less advantaged areas in Sydney, NSW (Sainsbury, Colagiuri, and 878 

Magnusson 2017). Transport assets including train stations and bus stops are key settings for reducing 879 

advertising exposure to children, as they have been shown to have the highest concentration of 880 

discretionary food/drinks in NSW (Kelly et al. 2008). 881 

Efforts to develop food policy were met with food industry demands for a ‘level playing field’, i.e. a 882 

nationally consistent approach. This approach has political and institutional contextual restraints. Firstly, 883 

the Commonwealth Government during the study period had no plans to address food policies solely 884 
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within their jurisdiction, such as restrictions on advertising on television (Esdaile, Rissel, et al. 2022). 885 

Secondly, the regulation of food in Australia is developed through an intergovernmental forum with veto 886 

rights. NSW may actively block regulation through this forum given the paradigm where Health takes a 887 

‘pragmatic approach’ and the Food Authority wants to support the food industry to ‘flourish’. 888 

Organisationally within the NSW Government, the Food Authority (like the Office of Sport) sat within the 889 

industry cluster and was orientated towards supporting industry. A potential solution to this stalemate 890 

could be to move the Food Authority out of the Industry cluster and into the Health cluster. Given its 891 

primary function in upholding the NSW Food Act, it makes sense to be in the same cluster as those 892 

responsible for food policy in NSW (i.e. the Ministry). It also has the potential benefit of bringing Health 893 

institutionally closer to local governments whose responsibility it is to monitor food regulation at the food 894 

outlet level. Such a move would likely come with institutional resistance.  895 

In the context of these factors, HEAL narratives about food and physical activity became polarised instead 896 

of being a holistic focus on healthy built environments. Community places for being active were framed as 897 

‘giving’ the public something rather than confronting industry or constraining choice. Even in the absence 898 

of regulation, food systems actions were viewed as highly contentious, e.g., the preference for use of a 899 

partnership model under Healthy Food Provision. This was reflected in the directional political appetite to 900 

pursue policies such as Active Travel, Active Play over food policy collaboration. However, despite positive 901 

built environment narratives the policy tools implemented were only guidelines. In a decentralisation of 902 

policy, focus shifted to local governments to deliver on healthy built environments, who have less power 903 

and authority to confront business interests. Given the disparity between local councils (in terms of 904 

resources, budgets, workforces, and geographical size) interventions at this level of government are likely 905 

to exacerbate existing inequalities between communities.  906 

 907 

Towards collaboration  908 

There are calls to progress action on complex problems using systems science, ensuring that the “whole 909 

system is in the room” so that problems and potential solutions can be considered from multiple points of 910 

view, unintended consequences can be avoided (Leach et al. 2013), and political issues and philosophical 911 

tensions can be overcome (Pescud et al. 2019). Policy visibility is an approach to policy design and 912 

communication that involves the public (Onyango 2019). 913 

The importance of taking an equity lens (Friel et al. 2017) and including community views (Allender et al. 914 

2015; Butler et al. 2022) cannot be overstated – two areas not embraced in the governance of HEAL. Study 915 

participants noted the public can challenge businesses and industry in a way that governments cannot (for 916 

fear of ‘pushback’). Community and parent voices are an opportunity to “accelerate policy action” in 917 

contentious areas such as reducing exposure to out-of-home marketing of unhealthy food/drinks (Driessen 918 
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et al. 2022). The ACF suggests that public opinion is a resource for policy orientated learning (Jenkins-Smith 919 

et al. 2014). Previous community-driven obesity prevention trials in Australia documented a ‘viral-like 920 

spread’ of public health policy activity between communities (Swinburn et al. 2014), indicating the central 921 

role of community in policy success.  922 

Leadership in this context centres on enabling an authorising environment for collaboration and providing 923 

structural support to do so. Collaborative implementation partners need tools to navigate uncertainty 924 

(Leach et al. 2013; Salignac et al. 2019), four key areas were identified in the literature. The first is designing 925 

processes aimed at long-term sustainability (Leach et al. 2013) and the second is the cultivation of 926 

procedural fairness and interpersonal trust (see (Leach 2011)). The third is ensuring respect for a diverse 927 

range of collaborators who can perceive their own agency in the goals being sought (Leach and Sabatier 928 

2005). Agencies need to commit to supporting the same people (or at least, their role) to participate in the 929 

process in an ongoing manner. And the fourth is to ensure scientific certainty and engage in joint fact 930 

finding (Leach et al. 2013).  931 

This study found examples of efforts by some agencies to generate evidence within the existing dominant 932 

coalition paradigm. Health participants expressed this was because they did not ‘hold the levers’ to enact 933 

other changes. However, collaborative efforts could be made to ensure scientific certainty by jointly 934 

generating evidence about NSW-specific components of built environments. These partnerships could 935 

focus on the use of data already being collected across multiple agencies to minimise operational costs.  936 

 937 

Limitations  938 

This study had several limitations. Our study methods permitted knowledge creation through exchange 939 

between the researchers and participants, as such the results are not generalisable. However, given that 940 

obesity is a global issue and similar ideological narratives are prevalent in high income countries, the 941 

learnings from this paper provide insights for researchers and policy makers. Study participants were public 942 

sector officials and there are some things that cannot be shared publicly, even with anonymity. Participants 943 

indicated there were other examples of collaboration underway that could not be shared until they were 944 

finalised or were just too sensitive to discuss. Further, due to our study design we primarily focused on 945 

agencies directly involved in the HEAL Strategy and additional agencies as recommended by study 946 

participants, therefore external perspectives about the strategy were omitted.  947 

While some argue for the exclusivity of reflexive thematic analysis (Braun and Clarke 2021a, 2021b) we felt 948 

its combination with content analysis were appropriate methods for our study aims. The policy mapping 949 

and content analysis provided an opportunity to examine what policies were enacted alongside the HEAL 950 

Strategy and identify policy opportunities for the early prevention of obesity in childhood. The reflexive 951 
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thematic analysis with senior public officials allowed us to explore the machinations of government in a 952 

much deeper and more meaningful way than content analysis of documents alone would allow 953 

(Vaismoradi, Turunen, and Bondas 2013).  954 

 955 

CONCLUSIONS  956 

Ultimately the HEAL Strategy provided a comprehensive framework with the potential to support 957 

reductions in obesity in early childhood. However, it lacked commitment from leadership and partners 958 

across government to ensure collaboration on its most contentious areas. Strong cross-institutional 959 

leadership and structural support is required to ensure engagement across sectors and achieve outcomes, 960 

changing institutional norms and subsystem beliefs along the way. Understanding the challenges of 961 

implementing these kinds of long term, high impact interventions can help to shape future work. 962 

The areas where the studies themes were most salient had less attention, investment, and action. The 963 

avoidance of controversial political actions minimises efforts to respond to policy challenges and holding 964 

out for a ‘softening up process’ only delays action further (King, Turnour, and Wise 2007). Negative impacts 965 

on equity are likely in the absence of structural and environmental interventions (Bauman et al. 2016).  966 

The complexity of obesity prevention is such that it is not a singular problem to solve. Trying to pull out 967 

component parts as discrete solutions is a reductionist approach (Sturmberg and Martin 2009). Addressing 968 

the complex social, economic, and political causes of increased obesity prevalence requires a shift in 969 

thinking – one that is grounded in collaboration (Sturmberg and Martin 2009). Our focus should be on 970 

policies that value wellbeing over a focus on never ending economic growth. 971 

 972 

 973 

 974 

 975 
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 980 

 981 
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Table 3: Index of supportive information files  982 

File name Description 

SIF1 
Methods:  
SIF1.1 Additional methods reporting 
SIF1.2 Policy Mapping Tool  

SIF2 

HEAL Strategy context:  
SIF2.1 HEAL Strategy actions 
SIF2.2 HEAL Senior Officers Group implementation plan 
SIF2.3 Premier’s Priority Implementation Plan actions  
SIF2.4 The 12 Premier’s Priorities 
SIF2.5 HEAL Strategy timeline  

SIF3 

Results, partnership principles: 
SIF3A Leadership 
SIF3B Governance 
SIF3C Resource allocation 

SIF4 

Results, policy mapping:  
SIF4.1 Wider Determinants 
SIF4.2 Physical Activity Environments 
SIF4.3 Food Environments  
SIF4.4 Settings 
SIF4.5 Services 

SIF: supportive information file 
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 990 

 991 

 992 

 993 

 994 

 995 

 996 

 997 

 998 



Manuscript Under Review 

166 

REFERENCES  999 

Akaliyski, Plamen, Michael Minkov, Jianghong Li, Michael Harris Bond, and Stefan Gehrig. 2022. The weight of 1000 
culture: Societal individualism and flexibility explain large global variations in obesity. Social Science & 1001 
Medicine, 307115167 https://doi.org/10.1016/j.socscimed.2022.115167.  1002 

Allender, Steven, Brynle Owen, Jill Kuhlberg, Janette Lowe, Phoebe Nagorcka-Smith, Jill Whelan, and Colin Bell. 1003 
2015. A Community Based Systems Diagram of Obesity Causes. PLOS ONE, 10(7): e0129683 1004 
https://doi.org/10.1371/journal.pone.0129683.  1005 

Australian Bureau of Statistics. 2018. 'National Health Survey: First results 2017-18 (Table 16).', Accessed 2 December. 1006 
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/national-health-survey-first-results/latest-1007 
release#data-download. 1008 

Baker, Phillip, Timothy Gill, Sharon Friel, Gemma Carey, and Adrian Kay. 2017. Generating political priority for 1009 
regulatory interventions targeting obesity prevention: an Australian case study. Social Science & Medicine, 1010 
177141-49 https://doi.org/10.1016/j.socscimed.2017.01.047.  1011 

Barber, M, P Kihn, and A Moffit. 2010. Deliverology 101: A field guide for educational leaders (Corwin Press: 1012 
Thousand Oaks). 1013 

Bauman, A, B Bellew, S Boylan, M Crane, B Foley, T Gill, L King, J Kite, and S Mihrshahi. 2016. Obesity prevention 1014 
in children and young people aged 0-18 years: A rapid evidence review brokered by the Sax InstitutePhysical 1015 
Activity Nutrition Obesity Research Group, The University of Sydney: Sydney 1016 

Behn, Robert D. 2017. How scientific is “the science of delivery”? Canadian Public Administration, 60(1): 89-110 1017 
https://doi.org/10.1111/capa.12207.  1018 

Birch, L, and S Jacob. 2019. "Deliverology" and evaluation: A tale of two worlds. The Canadian Journal of Program 1019 
Evaluation, 34(2):  https://doi.org/10.3138/CJPE.53365.  1020 

Braun, V, and V Clarke. 2013. Successful Qualitative Research: A Practical Guide for Beginners (Sage Publications: 1021 
Thousand Oaks). 1022 

Braun, V, V Clarke, G Terry, and N Hayfield. 2018. 'Thematic analysis.' in P Liamputtong (ed.), Handbook of Research 1023 
Methods in Health and Social Sciences (Springer: Singapore). 1024 

Braun, Virginia, and Victoria Clarke. 2006. Using thematic analysis in psychology. Qualitative Research in 1025 
Psychology, 3(2): 77-101 https://doi.org/10.1191/1478088706qp063oa.  1026 

———. 2019. Reflecting on reflexive thematic analysis. Qualitative Research in Sport, Exercise and Health, 11(4): 1027 
589-97 https://doi.org/10.1080/2159676X.2019.1628806.  1028 

———. 2021a. Can I use TA? Should I use TA? Should I not use TA? Comparing reflexive thematic analysis and other 1029 
pattern-based qualitative analytic approaches. Counselling and Psychotherapy Research, 21(1): 37-47 1030 
https://doi.org/10.1002/capr.12360.  1031 

———. 2021b. One size fits all? What counts as quality practice in (reflexive) thematic analysis? Qualitative Research 1032 
in Psychology, 18(3): 328-52 https://doi.org/10.1080/14780887.2020.1769238.  1033 

Bronfenbrenner, U. 2004. 'Ecological systems theory.' in U Bronfenbrenner (ed.), Making Human Beings Human: 1034 
Bioecological perspectives on human development (Sage publications: New York). 1035 

Butler, Ailsa R., Nerys M. Astbury, Lucy Goddard, Anisa Hajizadeh, Philippa Seeber, Bruce Crawley, Paul Aveyard, 1036 
and Susan A. Jebb. 2022. Setting the top 10 priorities for obesity and weight-related research (POWeR): a 1037 
stakeholder priority setting process. BMJ Open, 12(7): e058177 https://doi.org/10.1136/bmjopen-2021-058177.  1038 

Byrne, David. 2022. A worked example of Braun and Clarke’s approach to reflexive thematic analysis. Quality & 1039 
Quantity, 56(3): 1391-412 https://doi.org/10.1007/s11135-021-01182-y.  1040 

Centre for Epidemiology and Evidence. 2018. Population Health Research Strategy 2018-2022NSW Ministry of Health: 1041 
North Sydney 1042 

Clarke, Brydie, Boyd Swinburn, and Gary Sacks. 2018. Understanding health promotion policy processes: A study of 1043 
the government adoption of the Achievement Program in Victoria, Australia. International Journal of 1044 
Environmental Research and Public Health, 15(11): 2393 https://doi.org/10.3390/ijerph15112393.  1045 

Conte, Kathleen, Leah Marks, Victoria Loblay, Sisse Grøn, Amanda Green, Christine Innes-Hughes, Andrew Milat, 1046 
Lina Persson, Mandy Williams, Sarah Thackway, Jo Mitchell, and Penelope Hawe. 2020. Can an electronic 1047 
monitoring system capture implementation of health promotion programs? A focussed ethnographic 1048 

https://doi.org/10.1016/j.socscimed.2022.115167
https://doi.org/10.1371/journal.pone.0129683
https://doi.org/10.1016/j.socscimed.2017.01.047
https://doi.org/10.1111/capa.12207
https://doi.org/10.3138/CJPE.53365
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1002/capr.12360
https://doi.org/10.1080/14780887.2020.1769238
https://doi.org/10.1136/bmjopen-2021-058177
https://doi.org/10.1007/s11135-021-01182-y
https://doi.org/10.3390/ijerph15112393


Manuscript Under Review 

167 

exploration of the story behind program monitoring data. BMC Public Health, 20(1): 917 1049 
https://doi.org/10.1186/s12889-020-08644-2.  1050 

Darling, Nancy. 2007. Ecological Systems Theory: The Person in the Center of the Circles. Research in Human 1051 
Development, 4(3-4): 203-17 https://doi.org/10.1080/15427600701663023.  1052 

Driessen, Christine, Bridget Kelly, Fiona Sing, and Kathryn Backholer. 2022. Parents’ Perceptions of Children’s 1053 
Exposure to Unhealthy Food Marketing: a Narrative Review of the Literature. Current Nutrition Reports, 1054 
11(1): 9-18 https://doi.org/10.1007/s13668-021-00390-0.  1055 

Esdaile, Emma K., James Gillespie, Louise A. Baur, Li Ming Wen, and Chris Rissel. 2022. Australian State and 1056 
Territory Eclectic Approaches to Obesity Prevention in the Early Years: Policy Mapping and Perspectives of 1057 
Senior Health Officials. Frontiers in Public Health, 10 https://doi.org/10.3389/fpubh.2022.781801.  1058 

Esdaile, Emma K., Chris Rissel, Louise A. Baur, Li Ming Wen, and James Gillespie. 2022. Intergovernmental policy 1059 
opportunities for childhood obesity prevention in Australia: Perspectives from senior officials. PLOS ONE, 1060 
17(4): e0267701 https://doi.org/10.1371/journal.pone.0267701.  1061 

Esdaile, Emma, Katherine B. Owen, Huilan Xu, Louise A. Baur, Chris Rissel, and Li Ming Wen. 2021. Strong support 1062 
for broad policies to prevent childhood obesity among mothers in New South Wales, Australia. Health 1063 
Promotion Journal of Australia, 32(2): 197-207 https://doi.org/10.1002/hpja.351.  1064 

Esdaile, Emma, Anne Marie Thow, Tim Gill, Gary Sacks, Rebecca Golley, Penelope Love, Li Ming Wen, and Chris 1065 
Rissel. 2019. National policies to prevent obesity in early childhood: Using policy mapping to compare policy 1066 
lessons for Australia with six developed countries. Obesity Reviews, 20(11): 1542-56 1067 
https://doi.org/10.1111/obr.12925.  1068 

Farrell, Louise, Beverley Lloyd, Rhonda Matthews, Andrea Bravo, John Wiggers, and Chris Rissel. 2014. Applying a 1069 
performance monitoring framework to increase reach and adoption of children’s healthy eating and physical 1070 
activity programs. Public Health Research & Practice, 25(1):  https://doi.org/10.17061/phrp2511408.  1071 

Friel, Sharon, Melanie Pescud, Eleanor Malbon, Amanda Lee, Robert Carter, Joanne Greenfield, Megan Cobcroft, Jane 1072 
Potter, Lucie Rychetnik, and Beth Meertens. 2017. Using systems science to understand the determinants of 1073 
inequities in healthy eating. PLOS ONE, 12(11): e0188872 https://doi.org/10.1371/journal.pone.0188872.  1074 

Gerring, John. 2004. What Is a Case Study and What Is It Good for? American Political Science Review, 98(2): 341-54 1075 
https://doi.org/10.1017/S0003055404001182.  1076 

Grøn, Sisse, Victoria Loblay, Kathleen P Conte, Amanda Green, Christine Innes-Hughes, Andrew Milat, Jo Mitchell, 1077 
Lina Persson, Sarah Thackway, Mandy Williams, and Penelope Hawe. 2020. Key Performance Indicators for 1078 
program scale-up and divergent practice styles: a study from NSW, Australia. Health Promotion International, 1079 
35(6): 1415-26 https://doi.org/10.1093/heapro/daaa001.  1080 

Harray, Amelia J., Xingqiong Meng, Deborah A. Kerr, and Christina M. Pollard. 2018. Healthy and sustainable diets: 1081 
Community concern about the effect of the future food environments and support for government regulating 1082 
sustainable food supplies in Western Australia. Appetite, 125225-32 1083 
https://doi.org/10.1016/j.appet.2018.01.009.  1084 

Hassenteufel, Patrick, Marc Smyrl, William Genieys, and Francisco Javier Moreno-Fuentes. 2010. Programmatic 1085 
Actors and the Transformation of European Health Care States. Journal of Health Politics, Policy and Law, 1086 
35(4): 517-38 https://doi.org/10.1215/03616878-2010-015.  1087 

Head, Brian W. 2008. Three Lenses of Evidence-Based Policy. Australian Journal of Public Administration, 67(1): 1-1088 
11 https://doi.org/10.1111/j.1467-8500.2007.00564.x.  1089 

Heart Foundation. 2017. Achievements of the NSW Premier's Council for Active Living 2004-2016. Heart Foundation: 1090 
Sydney 1091 

Howlett, M, M Ramesh, and A Perl. 2009. Studying Public Policy: Policy cycles and policy subsystems (Oxford 1092 
University Press: New York). 1093 

Hsieh, Hsiu-Fang, and Sarah E. Shannon. 2005. Three Approaches to Qualitative Content Analysis. Qualitative Health 1094 
Research, 15(9): 1277-88 https://doi.org/10.1177/1049732305276687.  1095 

Immergut, EM. 1998. The theoretical core of the New Institutionalism. Politics & Society, 26(1): 5-34 1096 
https://doi.org/10.1177/0032329298026001002.  1097 

Indig, Devon, Anne Grunseit, Alexandra Greig, Helen Lilley, and Adrian Bauman. 2019. Development of a tool for the 1098 
evaluation of obesity prevention partnerships. Health Promotion Journal of Australia, 30(1): 18-27 1099 
https://doi.org/10.1002/hpja.10.  1100 

https://doi.org/10.1186/s12889-020-08644-2
https://doi.org/10.1080/15427600701663023
https://doi.org/10.1007/s13668-021-00390-0
https://doi.org/10.3389/fpubh.2022.781801
https://doi.org/10.1371/journal.pone.0267701
https://doi.org/10.1002/hpja.351
https://doi.org/10.1111/obr.12925
https://doi.org/10.17061/phrp2511408
https://doi.org/10.1371/journal.pone.0188872
https://doi.org/10.1017/S0003055404001182
https://doi.org/10.1093/heapro/daaa001
https://doi.org/10.1016/j.appet.2018.01.009
https://doi.org/10.1215/03616878-2010-015
https://doi.org/10.1111/j.1467-8500.2007.00564.x
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1177/0032329298026001002
https://doi.org/10.1002/hpja.10


Manuscript Under Review 

168 

Ingold, Karin, and Frédéric Varone. 2011. Treating Policy Brokers Seriously: Evidence from the Climate Policy. 1101 
Journal of Public Administration Research and Theory, 22(2): 319-46 https://doi.org/10.1093/jopart/mur035.  1102 

Innes-Hughes, Christine, Chris Rissel, Margaret Thomas, and Luke Wolfenden. 2019. Reflections on the NSW Healthy 1103 
Children Initiative: a comprehensive state-delivered childhood obesity prevention initiative. Public Health Res 1104 
Pract, 29(1): e2911908 https://doi.org/10.17061/phrp2911908   1105 

Jenkins-Smith, HC, D Nohrstedt, CM Weible, and K Ingold. 2018. 'The Advocacy Coalition Framework: An overview 1106 
of the research program.' in CM Weible and PA Sabatier (eds.), Theories of the policy process (Westview 1107 
Press: New York). 1108 

Jenkins-Smith, HC, D Nohrstedt, CM Weible, and PA Sabatier. 2014. 'The Advocacy Coalition Framework: 1109 
Foundations, Evolution, and Ongoing Research.' in CM Weible and PA Sabatier (eds.), Theories of the policy 1110 
process (Westview Press: New York). 1111 

Kavanagh, Shane A., Penelope Hawe, Alan Shiell, Mark Mallman, and Kate Garvey. 2022. Soft infrastructure: the 1112 
critical community-level resources reportedly needed for program success. BMC Public Health, 22(1): 420 1113 
https://doi.org/10.1186/s12889-022-12788-8.  1114 

Kelly, Bridget, Michelle Cretikos, Kris Rogers, and Lesley King. 2008. The commercial food landscape: outdoor food 1115 
advertising around primary schools in Australia. Australian and New Zealand Journal of Public Health, 32(6): 1116 
522-28 https://doi.org/10.1111/j.1753-6405.2008.00303.x.  1117 

Killedar, Anagha, Thomas Lung, and Alison Hayes. 2022. Investigating socioeconomic inequalities in BMI growth 1118 
rates during childhood and adolescence. Obesity Science and Practice, 8(1): 101-11 1119 
https://doi.org/10.1002/osp4.549.  1120 

King, Lesley, Caroline Turnour, and Marilyn Wise. 2007. Analysing NSW state policy for child obesity prevention: 1121 
strategic policy versus practical action. Australia and New Zealand Health Policy, 4(1): 22 1122 
https://doi.org/10.1186/1743-8462-4-22.  1123 

Kite, James, Margaret Thomas, Anne Grunseit, Vincy Li, William Bellew, and Adrian Bauman. 2020. Results of a 1124 
mixed methods evaluation of the Make Healthy Normal campaign. Health Education Research, 35(5): 418-36 1125 
https://doi.org/10.1093/her/cyaa022.  1126 

Kovai, Vilas, Zeenat Mahjabeen, Bin Jalaludin, and Francis Fox. 2022. Towards an effective collaboration between the 1127 
South Western Sydney Local Health District and local councils: insights from a qualitative study. Health 1128 
Research Policy and Systems, 20(1): 47 https://doi.org/10.1186/s12961-022-00850-1.  1129 

Leach, WD. 2011. 'Building a theory of collaboration.' in EF Franklin, KE Firehock and JE Birkhoff (eds.), Community-1130 
based collaboration: Bridging socio-ecological research and practice (University of Virginia Press: 1131 
Charlottesville). 1132 

Leach, WD, CM Weible, SR Vince, SN Siddiki, and JC Calanni. 2013. Fostering learning through collaboration: 1133 
Knowledge acquisition and belief change in marine aquaculture partnerships. Journal of Public Administration 1134 
Research and Theory, 24(3): 591-622 https://doi.org/10.1093/jopart/mut011.  1135 

Leach, William D., and Paul A. Sabatier. 2005. To Trust an Adversary: Integrating Rational and Psychological Models 1136 
of Collaborative Policymaking. American Political Science Review, 99(4): 491-503 1137 
https://doi.org/10.1017/S000305540505183X.  1138 

Liverani, Marco, Benjamin Hawkins, and Justin O. Parkhurst. 2013. Political and Institutional Influences on the Use of 1139 
Evidence in Public Health Policy. A Systematic Review. PLOS ONE, 8(10): e77404 1140 
https://doi.org/10.1371/journal.pone.0077404.  1141 

March, JG, and JP Olsen. 2006. 'Elaborating the "New Institutionalism".' in RAW Rhodes, SA Binder and BA 1142 
Rockman (eds.), The Oxford Handbook of Political Institutions (Oxford University Press: Oxford). 1143 

May, K. 2019. 'What ever happended to deliverology?', Policy Options Politiques, May 15. 1144 

Meinen, A, A Hilgendorf, AL Korth, BD Christens, C Breuer, H Joyner, M Polzin, A Adams, D Wolfe, A Braun, J 1145 
Hoiting, J Paulson, B Cullen, and K Stader. 2016. The Wisconsin Early Childhood Obesity Prevention 1146 
Initiative: An Example of Statewide Collective Impact. WMJ, 115(5): 269-74  1147 

Mihrshahi, Seema, Megan L Gow, and Louise A Baur. 2018. Contemporary approaches to the prevention and 1148 
management of paediatric obesity: an Australian focus. MJA, 209(6): 267-74 1149 
https://doi.org/10.5694/mja18.00140.  1150 

Nathan, SA, E Develin, N Grove, and AB Zwi. 2005. An Australian childhood obesity summit: the role of data and 1151 
evidence in 'public' policy making. Australia and New Zealand Health Policy, 2(1): 17 1152 
https://doi.org/10.1186/1743-8462-2-17.  1153 

https://doi.org/10.1093/jopart/mur035
https://doi.org/10.17061/phrp2911908
https://doi.org/10.1186/s12889-022-12788-8
https://doi.org/10.1111/j.1753-6405.2008.00303.x
https://doi.org/10.1002/osp4.549
https://doi.org/10.1186/1743-8462-4-22
https://doi.org/10.1093/her/cyaa022
https://doi.org/10.1186/s12961-022-00850-1
https://doi.org/10.1093/jopart/mut011
https://doi.org/10.1017/S000305540505183X
https://doi.org/10.1371/journal.pone.0077404
https://doi.org/10.5694/mja18.00140
https://doi.org/10.1186/1743-8462-2-17


Manuscript Under Review 

169 

Needs, A. 2019. Deliverology in NSW. Presented at the 'Deliverology: The science of delivering results for citizens' 1154 
conference, 10 April. Institute of Public Administration (Western Australia): Perth 1155 

NSW Government. 2003. Prevention of obesity in children and young people: NSW Government action planNSW 1156 
Health: Sydney 1157 

———. 2016. Premier's Priority: Reduce overweight and obesity rates of children by 5% over 10 yearsNSW 1158 
Government: Sydney 1159 

———. 2017. NSW Budget 2017-18: Budget Paper No. 3 Budget EstimatesNSW Government: Sydney 1160 

NSW Ministry of Health. 2013. Healthy Eating and Active Living Strategy: Preventing overweight and obesity in New 1161 
South Wales 2013-2018NSW Ministry of Health: North Sydney 1162 

———. 2019. The First 2000 Days FrameworkNSW Government: North Sydney 1163 

O’Brien, Bridget C., Ilene B. Harris, Thomas J. Beckman, Darcy A. Reed, and David A. Cook. 2014. Standards for 1164 
Reporting Qualitative Research: A Synthesis of Recommendations. Academic Medicine, 89(9): 1245-51 1165 
https://doi.org/10.1097/acm.0000000000000388.  1166 

Onyango, Gedion. 2019. 'Policy-Visibility and Implementation in Public Administration.' in Ali Farazmand (ed.), 1167 
Global Encyclopedia of Public Administration, Public Policy, and Governance (Springer: Cham). 1168 

oOh! Media. 2018. Annual Report 2018oOh! Media: Sydney 1169 

Pescud, Melanie, Ginny Sargent, Paul Kelly, and Sharon Friel. 2019. How does whole of government action address 1170 
inequities in obesity? A case study from Australia. International Journal for Equity in Health, 18(1): 8 1171 
https://doi.org/10.1186/s12939-019-0913-6.  1172 

Riboldi, Mark, Lisa Fennis, Elaine Fishwick, Susan Goodwin, and Marc Stears. 2021. Making commissioning work: 1173 
The relational gap between intent and implementation in the transition to ‘commissioning’ community services 1174 
in New South Wales. Australian Journal of Public Administration, 80(3): 565-76 https://doi.org/10.1111/1467-1175 
8500.12510.  1176 

Richmond, Korina, Wendy Watson, Clare Hughes, and Bridget Kelly. 2020. Children’s trips to school dominated by 1177 
unhealthy food advertising in Sydney, Australia. Public Health Res Pract, 30(1): e3012005  1178 

Roberts, Nick, Vincy Li, Jo-An Atkinson, Mark Heffernan, Geoff McDonnell, Ante Prodan, Louise Freebairn, Bev 1179 
Lloyd, Suzanne Nieuwenhuizen, Jo Mitchell, Thomas Lung, and John Wiggers. 2019. Can the Target Set for 1180 
Reducing Childhood Overweight and Obesity Be Met? A System Dynamics Modelling Study in New South 1181 
Wales, Australia. Systems Research & Behavioural Science, 36(1): 36-52 https://doi.org/10.1002/sres.2555.  1182 

Rudolf, Mary, Rafael Perera, Di Swanston, Janice Burberry, Kim Roberts, and Susan Jebb. 2019. Observational 1183 
analysis of disparities in obesity in children in the UK: Has Leeds bucked the trend? Pediatric Obesity, 14(9): 1184 
e12529 https://doi.org/10.1111/ijpo.12529.  1185 

Sabatier, PA, and Christopher M. Weible. 2007. 'The Advocacy Coalition Framework: Innovations and Clarifications.' 1186 
in PA Sabatier (ed.), Theories of the Policy Process (Westview Press: Boulder). 1187 

Sainsbury, Emma, Stephen Colagiuri, and Roger Magnusson. 2017. An audit of food and beverage advertising on the 1188 
Sydney metropolitan train network: regulation and policy implications. BMC Public Health, 17(1): 490 1189 
https://doi.org/10.1186/s12889-017-4433-2.  1190 

Salignac, Fanny, Axelle Marjolin, Jack Noone, and Gemma Carey. 2019. Measuring dynamic collaborations: 1191 
Collaborative health assessment tool. Australian Journal of Public Administration, 78(2): 227-49 1192 
https://doi.org/10.1111/1467-8500.12386.  1193 

Schmidt, Vivien A. 2010. Taking ideas and discourse seriously: explaining change through discursive institutionalism 1194 
as the fourth ‘new institutionalism’. European Political Science Review, 2(1): 1-25 1195 
https://doi.org/10.1017/S175577390999021X.  1196 

Seidler, Anna Lene, Kylie E. Hunter, Brittany J. Johnson, Mahalakshmi Ekambareshwar, Sarah Taki, Chelsea E. 1197 
Mauch, Seema Mihrshahi, Lisa Askie, Karen J. Campbell, Lynne Daniels, Rachael W. Taylor, Li M. Wen, 1198 
Rebecca Byrne, Julie Lawrence, Robyn Perlstein, Karen Wardle, and Rebecca K. Golley. 2020. 1199 
Understanding, comparing and learning from the four EPOCH early childhood obesity prevention 1200 
interventions: A multi-methods study. Pediatric Obesity, 15(11): e12679 https://doi.org/10.1111/ijpo.12679.  1201 

Smith, KD. 2013. Beyond evidence based policy in public health: The interplay of ideas (Palgrave Macmillan: 1202 
Melbourne). 1203 

Sturmberg, Joachim P., and Carmel M. Martin. 2009. Complexity and health – yesterday's traditions, tomorrow's future. 1204 
Journal of Evaluation in Clinical Practice, 15(3): 543-48 https://doi.org/10.1111/j.1365-2753.2009.01163.x.  1205 

https://doi.org/10.1097/acm.0000000000000388
https://doi.org/10.1186/s12939-019-0913-6
https://doi.org/10.1111/1467-8500.12510
https://doi.org/10.1111/1467-8500.12510
https://doi.org/10.1002/sres.2555
https://doi.org/10.1111/ijpo.12529
https://doi.org/10.1186/s12889-017-4433-2
https://doi.org/10.1111/1467-8500.12386
https://doi.org/10.1017/S175577390999021X
https://doi.org/10.1111/ijpo.12679
https://doi.org/10.1111/j.1365-2753.2009.01163.x


Manuscript Under Review 

170 

Sumah, Anthony Mwinkaara, Leonard Baatiema, and Seye Abimbola. 2016. The impacts of decentralisation on health-1206 
related equity: A systematic review of the evidence. Health Policy, 120(10): 1183-92 1207 
https://doi.org/10.1016/j.healthpol.2016.09.003.  1208 

Swinburn, B., M. Malakellis, M. Moodie, E. Waters, L. Gibbs, L. Millar, J. Herbert, M. Virgo-Milton, H. Mavoa, P. 1209 
Kremer, and A. de Silva-Sanigorski. 2014. Large reductions in child overweight and obesity in intervention 1210 
and comparison communities 3 years after a community project. Pediatric Obesity, 9(6): 455-62 1211 
https://doi.org/10.1111/j.2047-6310.2013.00201.x.  1212 

Vaismoradi, Mojtaba, Hannele Turunen, and Terese Bondas. 2013. Content analysis and thematic analysis: Implications 1213 
for conducting a qualitative descriptive study. Nursing & Health Sciences, 15(3): 398-405 1214 
https://doi.org/10.1111/nhs.12048.  1215 

Weible, Christopher M., Paul A. Sabatier, and Kelly McQueen. 2009. Themes and Variations: Taking Stock of the 1216 
Advocacy Coalition Framework. Policy Studies Journal, 37(1): 121-40 https://doi.org/10.1111/j.1541-1217 
0072.2008.00299.x.  1218 

Wiggers, John, Luke Wolfenden, E Campbell, K Gilham, C Bell, R Sutherland, L Hardy, L King, Anne Grunseit, AJ 1219 
Milat, and N Orr. 2013. Good for Kids, Good for Life 2006-2010: Evaluation reportNSW Health: Sydney 1220 

Wood, Amanda, and Tim Tenbensel. 2018. A Comparative Analysis of Drivers of Collaborative Governance in Front-1221 
of-Pack Food Labelling Policy Processes. Journal of Comparative Policy Analysis: Research and Practice, 1222 
20(4): 404-19 https://doi.org/10.1080/13876988.2017.1391462.  1223 

World Health Organisation. 2016. Report of the Commission on Ending Childhood Obesity. WHO: Geneva 1224 

———. 2017. Report of the Commission on ending childhood obesity: Implementation plan. WHO: Geneva 1225 

Zheng, M., K. E. Lamb, C. Grimes, R. Laws, K. Bolton, K. K. Ong, and K. Campbell. 2018. Rapid weight gain during 1226 
infancy and subsequent adiposity: a systematic review and meta-analysis of evidence. Obesity Reviews, 19(3): 1227 
321-32 https://doi.org/10.1111/obr.12632.  1228 

https://doi.org/10.1016/j.healthpol.2016.09.003
https://doi.org/10.1111/j.2047-6310.2013.00201.x
https://doi.org/10.1111/nhs.12048
https://doi.org/10.1111/j.1541-0072.2008.00299.x
https://doi.org/10.1111/j.1541-0072.2008.00299.x
https://doi.org/10.1080/13876988.2017.1391462
https://doi.org/10.1111/obr.12632


 

171 

Chapter 7 | Parents perspectives 

on policy 

Chapter Overview  

This chapter presents findings from the fifth study of this thesis. This cross-sectional study explored the 

perspectives of New South Wales mothers of children under two years of age, including the perceived 

susceptibility of their child or other children becoming higher weight, the perceived severity of obesity, and 

degree of support for six policy options available to the New South Wales government. This chapter 

addresses the third thesis aim as set out in Chapter 1: to identify the factors that support or hinder the 

development and implementation of policies to prevent obesity in the early years.  
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1  | BACKGROUND

Rates of childhood obesity have increased globally over the last few 
decades.1 In Australia, one in five children aged 2-3 years is above 
their healthy weight.2 The World Health Organisation (WHO) Report 
of the Commission on Ending Childhood Obesity3 identified a range 

of health promotion actions governments can take to prevent (and 
manage) childhood obesity across the spectrum of public health ap-
proaches to obesity. These approaches include socio-ecological (eg 
food and physical activity environments, behavioural (eg education 
for families and carers, and health care action areas.4 The WHO re-
port identified the early years, the first 5 years of life, as a key life 
stage for governments to act.

Australia has federal, state/territory and local governments, 
and policies intended to achieve the same outcome can be 

 

Received: 18 October 2019  |  Revised: 13 March 2020  |  Accepted: 2 April 2020

DOI: 10.1002/hpja.351  

L O N G  R E S E A R C H  A R T I C L E

Strong support for broad policies to prevent childhood obesity 
among mothers in New South Wales, Australia

Emma Esdaile1,2  |   Katherine B. Owen1 |   Huilan Xu3  |   Louise A. Baur1,2,4 |   
Chris Rissel1,2,5 |   Li Ming Wen1,2,3 

Abbreviations: AOR, Adjusted Odds Ratio; BMI, Body Mass Index; HBM, Health Belief 
Model; IRSD, Index of Relative Socio-economic Disadvantage; NSW, New South Wales; 
OR, Odds Ratio; SEIFA, Socio-Economic Indexes for Areas.

1Sydney School of Public Health, Prevention 
Research Collaboration, Charles Perkins 
Centre, University of Sydney, Sydney, NSW, 
Australia
2NHMRC Centre of Research Excellence 
in the Early Prevention of Obesity in 
Childhood, Sydney, NSW, Australia
3Health Promotion Unit, Sydney Local 
Health District, Sydney, NSW, Australia
4Discipline of Child and Adolescent Health, 
University of Sydney, Camperdown, NSW, 
Australia
5Office of Preventive Health, New South 
Wales Ministry of Health, Sydney, NSW, 
Australia

Correspondence
Emma Esdaile, Sydney School of Public 
Health, Prevention Research Collaboration, 
Charles Perkins Centre, University of 
Sydney, Sydney, NSW, Australia.
Email: emma.esdaile@sydney.edu.au

Funding information
NSW Health Translational Research Grant 
Scheme, Grant/Award Number: TRGS200; 
Australian Government, Grant/Award 
Number: Research Training Program

Handling Editor: Rosie Nash

Abstract
Issue addressed: Support for broad policies to prevent childhood obesity is not clear. 
This study aimed to investigate the level of support for state government health pro-
motion policies among mothers with infants and its associated factors.
Methods: This secondary analysis of data from 1155 mothers in NSW assessed 
approval for six policy options derived from public health approaches to obesity. 
Descriptive statistics were used to show the extent of policy approval across the 
cohort. Logistic regression models tested associations between perceived suscepti-
bility and perceived severity of childhood obesity and approval of each policy option.
Results: The proportion of mothers who felt these policy options were ‘about the 
right amount’ (56%-68%) or ‘not going far enough’ (24%-36%), collectively repre-
sented 89%-95% approval of government intervention. In comparison, 5%-11% felt 
that these policies were ‘going too far’. Factors associated with their levels of support 
varied between each policy option, based on mothers’ characteristics and percep-
tions of childhood obesity.
Conclusion: These findings indicate high support for government intervention to pre-
vent obesity among mothers in NSW and support health promotion advocacy in this 
area.
So what?: Governments should give due consideration to implementing each of the 
six policy options and prioritise the implementation of restrictions on fast food ad-
vertising in publicly owned or controlled areas.
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tailored for implementation at these three different levels of 
government. For example, consider if the outcome is to reduce 
exposure of children to marketing of discretionary choices. At 
the national level, a policy to achieve this could be regulations 
in broadcasting and online/app-based media. In contrast, at the 
state/territory and local levels a policy could include stipulations 
within advertising contractual agreements about what products 
may or may not be advertised in the public arena, such as on 
publicly owned or controlled assets like public transport spaces 
or community centres.

In Australia, most research on public support for population 
health policies has largely focused on options available to the 
Australian Federal Government, with mixed results.5 There is a gap 
in our understanding of public support for policy levers available to 
Australian state/territory governments. Support from state govern-
ments of prevention policy has been identified as a potential enabler 
for generating policy implementation at the federal level.6

Two Australian studies have noted that policy-makers are reluc-
tant to implement some obesity prevention policies in the belief that 
they are not widely acceptable to the public.7,8 A separate Australian 
study examined whether the ‘nanny state’ concerns9 in media dis-
course were views widely held in the Australian community across 
a range of public health issues. It found that community views sup-
ported both personal responsibility and government intervention, 
especially around measures to support children.5

Several personal characteristics influence the extent of an 
individual's support for policies for population health, including 
gender, age, education and income .5,10 Previous studies have 
called for further research into understanding the influences on 
peoples’ judgements about policy options.11,12 A recent systematic 
review10 about perceptions of prevention policies found that while 
there is a large amount of literature about moral judgements13 
and decision-making,14 there is comparatively limited social and 
behavioural science literature on judgement (ie people's beliefs, 
attitudes and core values). That review identified a specific gap 
in the policy domains of diet and physical activity. At present, it is 
unknown if people's beliefs about childhood obesity are related to 
the extent to which they support preventive health policies from 
government. The Health Belief Model (HBM)15 offers a theoretical 
framework to investigate associations between such beliefs and 
support for health policies.

2  | AIMS

We asked mothers who participated in the Communicating Healthy 
Beginnings Advice by Telephone (CHAT) Trial in New South Wales 
(NSW), Australia about their support for a selection of health pro-
motion policy options available to the NSW government.16 The 
aims of this study were twofold. The first aim was to identify lev-
els of support for these policy options available to state/territory 
governments among mothers of young children. In doing so, we 
hope to contribute to the gap in the literature and contribute to 

evidence-based policy-making for obesity prevention in NSW. The 
second aim was to use theoretical constructs of the Health Belief 
Model to identify levels of support for broad policy options available 
to the NSW government among mothers of young children, and to 
test if mothers’ support for these policies was associated with their 
perceptions about childhood obesity are associated with the extent 
of their support for these policies.

3  | METHODS

3.1 | Study design and participants

This study was interested in the perspectives of mothers of young 
children in terms of their perceptions of childhood obesity and the 
extent to which they support policies to prevent childhood obesity, 
across a spectrum of public health approaches. A secondary analy-
sis was conducted with data provided by CHAT Trial participants 
using linked cross-sectional survey data from baseline, 6-month and 
1-year surveys.

The CHAT Trial16 was a scaled-up program to support mothers 
to prevent childhood obesity in the early years,17 using telephone 
and short message service delivery methods.16 The CHAT Trial en-
rolled 1155 mothers from four Local Health Districts (statutory cor-
porations that deliver New South Wales health services, across 15 
geographical regions) between February and July 2017. More detail 
on the CHAT Trial design, recruitment, sampling, and data tools has 
been published elsewhere.16 The CHAT Trial was approved by the 
Ethics Review Committee of Sydney Local Health District (Protocol 
No. X16-0360 & LNR/16/RPAH/495).

3.2 | Data collection

Data for this analysis were collected via a computer-assisted tele-
phone interviewing survey, administered to mothers enrolled into 
the CHAT Trial by an external third party company (see Ref. [16]) dur-
ing late pregnancy (baseline), and when the child was 6 months and 
1 year of age, see Figure 1. Participant demographics and perceived 
personal susceptibility to obesity were collected at baseline, child 
sex and perceived severity of obesity were collected at the 6-month 
survey and perceived social susceptibility and support for policy op-
tions were collected at the 1-year survey.

F I G U R E  1   Data collection time points and measures

Baseline (late pregnancy) Par�cipant demographics  
Perceived suscep�bility (personal)   

Child 6 months of age  Child sex  
Perceived severity   

Child 1 year of age  Perceived suscep�bility (social) 
Support for policy op�ons 
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3.3 | Measures

3.3.1 | Attitudes towards preventive health 
policy options

The survey questions on attitudes towards preventive health 
policy options were adapted from the Australian Perceptions 
of Prevention Study (see Ref. [5]) to include policies available to 
the NSW government across the spectrum of public health ap-
proaches to obesity. They were collected during the 1-year sur-
vey. Respondents were asked to consider who they thought was 
responsible for childhood obesity prevention and their level of 
support for a range of policies that the NSW government could 
implement. They were read six policy options (see Figure 2) and 
asked whether they thought having these in place shows the gov-
ernment would be ‘going too far’, ‘not far enough’, or ‘having about 
the right amount of involvement in helping people be healthy’ (see 
Table S1). If a participant selected ‘going too far’ it indicated they 
believed such an intervention would be too much interference 
from the government; whereas ‘about the right amount’ indicated 
approval for the policy and ‘not going far enough’ indicated broad 
approval for the specific policy but that other interventions should 
also be considered.5 These policy options included the food and 
built environment (Policies 1-3), settings young children occupy 
(Policy 4), lifestyle support for families (Policy 5), and support 
within the health care sector (Policy 6) and were based on the 
WHO Report of the Commission on Ending Childhood Obesity.3

3.3.2 | Participant perceptions about 
childhood obesity

Participant perceptions of childhood obesity and its preven-
tion were assessed using questions based on two constructs of 
the HBM, perceived severity and perceived susceptibility, which 
collectively relate to the perceived threat of a health issue.15 
Perceived severity was constructed as the consequences of 
childhood obesity. To determine respondents’ perceptions of 
the severity of obesity, they were asked at the 6-month survey 
to consider three statements, adapted from the literature, about 
childhood obesity, ranked on a five-point Likert scale (between 
not at all and very much) (see Table S1).18 In this study, perceived 
susceptibility was constructed as the likelihood of ‘my child’ (per-
sonal) (asked at baseline) or ‘someone else's child’ (social) (asked at 

1 year) becoming above a healthy weight, questions were adapted 
from the literature (see Table S1).19,20

3.3.3 | Participant demographic characteristics

Participant demographic characteristics included maternal age, 
education level, employment, country of birth, pre-pregnancy 
body mass index (BMI) calculated from self-reported height 
and weight, relationship status, annual household income, if ei-
ther parent identified as Aboriginal and/or Torres Strait Islander, 
CHAT intervention arm, child sex, and socio-economic status. 
These variables were categorised into two to five groups (see 
Table 1). Socio-economic status was determined using residen-
tial postcodes and categorised using Socio-Economic Indexes 
for Areas Index of Relative Socio-economic Disadvantage (SEIFA 
IRSD, Postal Area, 2016).21 The IRSD includes 16 measures to 
indicate relative disadvantage within households of an area. A 
low score indicates relative greater disadvantage, for example, 
an area with many households with low income and many peo-
ple with no qualifications or low skill occupations. All participant 
demographic characteristics were collected at baseline, with the 
exception of child sex which was asked at 6 months. The litera-
ture is inconsistent about associations between demographics 
and policy support,5,10,22 so while many of these participant de-
mographics interact with each other, they have all been included   
in this study.

3.4 | Analysis

Descriptive analysis was conducted for demographic characteris-
tics, obesity severity and susceptibility as the independent vari-
ables. Frequencies and proportions were calculated. Chi-squared 
tests were conducted to determine if there were significant dif-
ferences in participant characteristics, obesity severity and sus-
ceptibility using linked data from baseline, 6-month and 1-year 
surveys. Proportions were generated for the responses to atti-
tudes towards preventive health policy options as the six depend-
ant variables.

Univariate logistic regression modelling was undertaken to ex-
amine the unadjusted associations of approval for each of the six 
policy options with participant demographics, perceived severity 
of obesity and perceived susceptibility to obesity. The six policy 
items were analysed individually to align with similar studies in the 
literature.5,23-26 Some variables were regrouped for this analysis. 
All six policy options were dichotomised into approval (‘about the 
right amount’ and ‘not going far enough’) and disapproval (‘going 
too far’). All three beliefs items were dichotomised into limited be-
lief (end points 1-4) and strong belief (end point 5) as responses 
were heavily skewed towards ‘very much’. Neither perceived sus-
ceptibility items were regrouped as there were no patterns in the 
data.F I G U R E  2   The six policy options

Policy 1 Zoning laws about number of fast food restaurants in an area 

Policy 2 Restric�ng unhealthy food adver�sing in and around public transport 

Policy 3 Building a network of connected walkways and bike paths 

Policy 4 
Requirements for childcare services to have policies around nutri�on, play, 
screen �me and sleep which meet a set standard 

Policy 5 Support programs for healthy ea�ng and ac�ve living 

Policy 6 
Develop a standard for child height and weight to be rou�nely taken at 
health appointments, and feedback on child growth provided to parents 
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TA B L E  1   Summary of characteristics of the survey respondents at baseline, 6 months and 1 year

Baseline Six month survey One year survey

Responded
n (%)

Responded
n (%)

Did not respond
n (%) P-valueb 

Responded
n (%)

Did not respond
n (%) P-valueb 

Maternal age 1155 947 208 .025* 920 235 .006*

16-29 369 (31.9) 286 (30.2) 83 (39.9) 274 (29.8) 95 (40.4)

30-34 442 (38.3) 371 (39.2) 71 (34.1) 359 (39.0) 83 (35.3)

35-49 344 (29.8) 290 (30.6) 54 (26.0) 287 (31.2) 57 (24.3)

Maternal education 1153 945 208 .003* 919 234 <.001**

University 761 (66.0) 642 (67.9) 119 (57.2) 634 (69.0) 127 (54.3)

Other 392 (34.0) 303 (32.1) 89 (42.8) 285 (31.0) 107 (45.7)

Maternal employment 1154 947 207 .001* 920 234 <.001**

Employed 711 (61.6) 604 (63.8) 107 (51.7) 598 (65.0) 113 (48.3)

Other 443 (38.4) 343 (36.2) 100 (48.3) 322 (35.0) 121 (51.7)

Country of Birth 1155 947 208 .047* 920 235 .059

Australia 425 (36.8) 361 (38.1) 64 (30.8) 351 (38.2) 74 (31.5)

Other 730 (63.2) 586 (61.9) 144 (69.2) 569 (61.8) 161 (68.5)

Maternal BMI (kg/m2) 1128 928 200 .062 900 228 .112

Underweight (<18.5) 48 (4.3) 33 (3.6) 15 (7.5) 32 (3.6) 16 (7.0)

Healthy (18.5-24.9) 688 (61.0) 576 (62.1) 112 (56.0) 558 (62.0) 130 (57.0)

Overweight (>25) 235 (20.8) 190 (20.5) 45 (22.5) 186 (20.7) 49 (21.5)

Obesity (>30) 157 (13.9) 129 (13.9) 28 (14.0) 124 (13.8) 33 (14.5)

Household Income 1027 853 174 <.001** 835 192 <.001**

<$40,000 136 (13.2) 94 (11.0) 42 (24.1) 96 (11.5) 40 (20.8)

$40,000 to $79,999 252 (24.5) 208 (24.4) 44 (25.3) 199 (23.8) 53 (27.6)

≥$ 80,000 639 (62.2) 551 (64.6) 88 (50.6) 540 (64.7) 99 (51.6)

Maternal relationship statusa  1154 946 208 .195 920 234 .010*

Married/de-facto partner 1075 (93.2) 887 (93.8) 188 (90.4) 865 (94.0) 210 (89.7)

Other 79 (6.8) 59 (6.2) 20 (9.6) 55 (6.0) 24 (10.3)

SEIFA IRSD 1151 943 208 .001* 916 235 .073

Relative greater disadvantage 225 (19.5) 169 (17.9) 56 (26.9) 179 (19.5) 46 (19.6)

2 83 (7.2) 63 (6.7) 20 (9.6) 58 (6.3) 25 (10.6)

3 265 (23.0) 211 (22.4) 54 (26.0) 205 (22.4) 60 (25.5)

4 281 (24.4) 239 (25.3) 42 (20.2) 226 (24.7) 55 (23.4)

Relative lack of disadvantage 297 (25.8) 261 (27.7) 36 (17.3) 248 (27.1) 49 (20.9)

(Continues)
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Baseline Six month survey One year survey

Responded
n (%)

Responded
n (%)

Did not respond
n (%) P-valueb 

Responded
n (%)

Did not respond
n (%) P-valueb 

Language at home 1155 947 208 .021* 920 235 .415

English 622 (53.9) 525 (55.4) 97 (46.6) 501 (54.5) 121 (51.5)

Other 533 (46.1) 422 (44.6) 111 (53.4) 419 (45.5) 114 (48.5)

Mother or father identify as Aboriginal 
or Torres Strait Islandera 

1154 946 208 .635 919 235 .537

Yes 28 (2.4) 22 (2.3) 6 (2.9) 21 (2.3) 7 (3.0)

No 1126 (97.6) 924 (97.7) 202 (97.1) 898 (97.7) 228 (97.0)

Child Sex - 927 150 .451 904 173 .468

Male - 476 (51.3) 82 (54.7) 464 (51.3) 94 (54.3)

Female - 451 (48.7) 68 (45.3) 440 (48.7) 79 (45.7)

Intervention Arma  1155 947 208 <.001** 920 235 .002*

Telephone 386 (33.4) 293 (30.9) 93 (44.7) 286 (31.1) 100 (42.6)

SMS 384 (33.2) 338 (35.7) 46 (22.1) 322 (35.0) 62 (26.4)

Control 385 (33.3) 316 (33.4) 69 (33.2) 312 (33.9) 73 (31.1)

aThese characteristics were not included in the regression models as they had no significance in any univariate analysis. 
bThese P-values report statistical difference within characteristics of those who responded to the six month and one year surveys and those who did not. 
*P-value <.05. 
**P-value <.01. 

TA B L E  1   (Continued)
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A series of multivariable logistic regression models were built 
which adjusted for participant characteristics that were significantly 
(P < .05) associated with policy options in the initial univariate mod-
els. Multivariable logistic regression examined the adjusted associ-
ations between policy disapproval for the policy options and each 
of the perceived susceptibility and perceived severity items. There 
were no differences in intervention effects between the three arms 
(delivery by telephone, delivery by SMS, and control) of the CHAT 
Trial from where this data came. As such, the cohort was analysed 
as one group. All analyses were conducted in IBM SPSS Statistics 
24 (USA).

4  | RESULTS

A total of 1155 mothers were enrolled into the CHAT Trial, of whom 
920 completed the survey at 1 year. Linked data (ie participant re-
sponses at baseline, 6-month and 1-year surveys) for the six policy 
survey questions were available for 835-920 mothers, depending on 
the variables included in the analysis (see Table 1). There were some 
significant differences in participant characteristics between those 
who completed the 1-year survey and those who did not. The 920 
participants who responded to the 1-year survey were older, more 
educated, had a higher household income, were more likely to be 
married or in de-facto relationships, and less likely to receive the tel-
ephone intervention than those who did not respond to the 1-year 
survey (see Table 1). Furthermore, compared to those who did not 
complete the 1-year survey, those who responded were significantly 
less likely to be worried about their child's personal susceptibility 
to overweight or obesity, however there were no significant dif-
ferences for perceived social susceptibility or any of the three per-
ceived severity variables (Belief 1-3) (see Table S2).

Perceived severity of childhood obesity was consistently very 
high in this cohort across the three items (Belief 1, 79%; Belief 2, 
81%; and Belief 3, 82% selected ‘very much’). However, perceived 
susceptibility was heterogeneous, with low concern for personal 
susceptibility (54.5% not worried at all) and moderate worry for so-
cial susceptibility (70.8% between a little worried and very worried) 
(see Table S1).

Table 1. Summary of participant characteristics.

4.1 | Support for policy options among mothers in 
New South Wales

There was very high support for a broad range of childhood obesity 
prevention policy options available to the NSW government, among 
mothers enrolled in the CHAT Trial (see Figure 3). The proportion of 
mothers who felt these policy options were ‘about the right amount’ 
(56%-68%) or ‘not going far enough’ (24%-36%), collectively repre-
sented 89%-95% approval of government intervention. In compari-
son, the proportion of those who felt that these policies were ‘going 
too far’ was 5%-11%.

4.2 | Relationship between support for policy 
options, participant characteristics and participant 
perceptions of childhood obesity

The univariate analysis identified significant associations between 
participant demographics and some of the policy options. These 
were maternal age (Policy 1); household income (Policy 2); country 
of birth, SEIFA IRSD, language spoken at home (Policy 3); maternal 
pre-pregnancy BMI, household income, SEIFA IRSD and child sex 
(Policy 4); country of birth, household income, SEIFA IRSD and lan-
guage spoken at home (Policy 5). No participant demographics were 
associated with Policy 6, so these models were not adjusted for any 
participant characteristics (see Table S3). While speaking English at 
home was associated with being more likely to approve, mothers 
who were over 35 years of age, born in Australia, had overweight or 
obesity, had household income <AUD$80,000, lived in less advan-
taged areas, and had baby boys were more likely to disapprove of 
policy options (see Table S3).

Results from the logistic regression models indicated that three 
of the policy options were significantly associated with perceived 
obesity susceptibility (see Table 2). First, mothers who were ‘mod-
erately worried’ about their own child's susceptibility to overweight 
or obesity, compared to those who were ‘extremely worried’, were 
more likely to approve of zoning laws regarding the number of fast 
food restaurants in an area (Policy 1) [AOR 0.23 (95% CI 0.08-0.69)]. 
Second, mothers who thought that other adults should be ‘very 
worried’ about the susceptibility of their children to overweight or 
obesity, compared to those who thought they should be ‘extremely 
worried’, were more likely to approve of requirements for childcare 
services (Policy 4) [AOR 0.31 (95% CI 0.13-0.76)]. Third, mothers 
who were ‘a little bit worried’ about their own child's susceptibility to 
overweight or obesity, compared to those who were ‘extremely wor-
ried’, were more likely to approve of routine measurement and feed-
back on children's growth (Policy 6) [OR 0.27 (95% CI 0.08-0.87)].

After adjustment for potential confounders, significant results 
were found for two of the policy options and perceived severity 
of obesity (see Table 2). First, mothers with a ‘limited belief’ that 
childhood obesity is serious (Belief 1), compared to those who had a 
‘strong belief’, were 1.90 times more likely to disapprove of routine 
measurement of, and feedback on, children's growth [OR 1.90 (95% 

F I G U R E  3   Frequency of support for six policy options
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L.TA B L E  2   Policy approval and associations with perceived susceptibility and perceived severity of obesity

1 Fast food zoningc 
2 Public transport 
advertisingc  3 Bikeways & pathsc  4 Childcare standardsc  5 Lifestyle programsc 

6 Routine 
measurementc 

Perceived susceptibilitya  OR (95%CI) AOR 
(95%CI)

OR (95%CI) AOR (95%CI) OR (95%CI) AOR (95%CI) OR (95%CI) AOR 
(95%CI)

OR (95%CI) AOR 
(95%CI)

OR (95%CI)

Child of 
participant 
(personal)

Not worried 
at all

0.6 
(0.27-1.29)

0.58 
(0.27-1.26)

1.07 
(0.37-3.13)

0.9 
(0.30-2.70)

0.81 
(0.23-2.78)

1.17 
(0.33-4.12)

1.03 
(0.30-3.49)

1.11 
(0.3-4.09)

0.99 
(0.29-3.38)

1.2 
(0.33-4.30)

0.73 
(0.29-1.80)

A little bit 
worried

0.6 
(0.26-1.42)

0.6 
(0.25-1.41)

0.95 
(0.29-3.04)

0.77 
(0.23-2.57)

1.28 
(0.35-4.69)

1.99 
(0.53-7.52)

1.03 
(0.28-3.86)

1.06 
(0.26-4.33)

0.57 
(0.14-2.36)

0.84 
(0.19-3.60)

0.27 
(0.08-0.87)*

Moderately 
worried

0.22   
(0.07-0.66)*

0.23   
(0.08-0.69)*

0.75 
(0.22-2.62)

0.51 
(0.13-1.96)

0.62 
(0.14-2.70)

0.88 
(0.20-3.89)

0.12 
(0.01-1.16)

0.14 
(0.01-1.41)

0.62 
(0.14-2.70)

0.98 
(0.22-4.44)

0.54 
(0.18-1.61)

Very worried 0.64 
(0.23-1.8)

0.63 
(0.22-1.78)

0.93 
(0.24-3.65)

0.66 
(0.15-2.84)

0.48 
(0.08-2.99)

0.7 
(0.11-4.45)

1.78 
(0.44-7.27)

1.69 
(0.37-7.77)

0.73 
(0.14-3.80)

0.35 
(0.03-3.58)

0.48 
(0.13-1.81)

Children of 
other adults 
(social)

Not at all 
worried

1.62 
(0.75-3.52)

1.58 
(0.73-3.43)

1.03 
(0.37-2.85)

0.94 
(0.31-2.82)

1.45 
(0.45-4.72)

1.09 
(0.33-3.61)

0.61 
(0.21-1.71)

0.81 
(0.27-2.45)

0.91 
(0.31-2.70)

0.44 
(0.11-1.71)

1.46 
(0.62-3.44)

A little worried 1.14 
(0.62-2.12)

1.14 
(0.61-2.12)

1.33 
(0.66-2.69)

1.28 
(0.61-2.68)

1.42 
(0.58-3.48)

1.36 
(0.55-3.39)

0.61 
(0.30-1.22)

0.68 
(0.32-1.47)

0.67 
(0.30-1.54)

0.59 
(0.24-1.42)

0.98 
(0.49-1.95)

Very worried 1.1 
(0.60-2.03)

1.09 
(0.59-2.02)

1.15 
(0.57-2.35)

0.98 
(0.46-2.09)

1.37 
(0.56-3.34)

1.33 
(0.54-3.27)

0.39   
(0.18-0.84)*

0.31 
(0.13-0.76)*

0.81 
(0.37-1.77)

0.68 
(0.28-1.61)

0.75 
(0.37-1.52)

Perceived severityb  OR (95%CI) AOR 
(95%CI)

OR (95%CI) AOR (95%CI) OR (95%CI) AOR (95%CI) OR (95%CI) AOR 
(95%CI)

OR (95%CI) AOR 
(95%CI)

OR (95%CI)

Belief 1d  Limited belief 1.2 
(0.72-1.99)

1.23 
(0.74-2.05)

1.07 
(0.59-1.95)

0.92 
(0.47-1.79)

1.3 
(0.66-2.55)

0.92 
(0.46-1.85)

0.9 
(0.44-1.83)

0.95 
(0.43-2.08)

1.01 
(0.47-2.15)

0.52 
(0.21-1.32)

1.9 
(1.09-3.29)*

Belief 2d  Limited belief 1.15 
(0.68-1.94)

1.18 
(0.69-2.01)

0.87 
(0.46-1.67)

0.77 
(0.37-1.61)

1.8 
(0.94-3.44)

1.32 
(0.68-2.59)

0.85 
(0.41-1.78)

0.95 
(0.42-2.15)

0.42 
(0.15-1.18)

0.27 
(0.08-0.91)*

1.16 
(0.63-2.16)

Belief 3d  Limited belief 1.03 
(0.59-1.79)

1.05 
(0.60-1.84)

0.97 
(0.51-1.87)

0.79 
(0.38-1.67)

1.22 
(0.59-2.52)

0.89 
(0.42-1.88)

1.1 
(0.54-2.25)

1.25 
(0.56-2.78)

0.59 
(0.23-1.52)

0.39 
(0.13-1.17)

1.43 
(0.78-2.62)

aReference: Extremely worried 
bReference: Strong belief 
cAOR models were adjusted for significant demographic variables identified in the univariate models. These were: Policy 1 Maternal Age; Policy 2 Household income; Policy 3 Country of birth, SEIFA 
IRSD, Language spoken at home; Policy 4 Maternal BMI, Household income, SEIFA IRSD, Child sex; Policy 5 Country of birth, Household income, SEIFA IRSD, Language spoken at home; Policy 6 there 
were no other significant variables in the univariate analysis – see Table S3 for the univariate analysis. 
dChildhood obesity is… serious (Belief 1); causes harm in childhood (Belief 2); leads to life-threatening diseases later in life (Belief 3) 
*Significant results. OR/AOR (95%CI) below 1.00 indicates policy approval was associated with perceived susceptibility and/or severity, and OR/AOR (95%CI) over 1.00 indicates policy disapproval was 
associated with perceived susceptibility and/or severity. If 95%CI crossed over 1.00 associations were not significant. 
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CI 1.09-3.29)]. Second, mothers with a ‘limited belief’ that childhood 
obesity causes harm in childhood, compared to those who had a 
‘strong belief’ (Belief 2), were 73% more likely to approve of healthy 
lifestyle programs [AOR 0.27 (95% CI 0.08-0.91)].

Table 2. Policy approval and associations with perceived suscep-
tibility and perceived severity of obesity.

5  | DISCUSSION

To the best of our knowledge, this is the first study comprehensively 
examining the levels of support for government policies and their 
associated factors among mothers of infants.

5.1 | Strong support for policies

Approval for all six policies ranged between 89%-95%, indicating 
very strong support for policies across the spectrum of public health 
approaches to obesity. Within this approval, 24%-36% felt that each 
individual policy option was ‘not going far enough’. In addition to 
individual policy support, effectively addressing childhood obesity 
may require multiple interventions. An Australian study found a 
broad recognition in the community that no one solution is likely to 
improve population health in isolation.26

In a recent Australian study, participants viewed government 
investment in prevention as a sensible use of taxpayer money that 
will lead to cost-savings, and the lack of this investment was seen 
as short-sighted.5 Participants felt that government should enable 
people to implement healthy practices (eg service or infrastructure 
provision), supporting a stewardship model of governance.5

A further Australian study identified that participants in disad-
vantaged areas equated the problem of obesity with the accessibility 
and affordability of healthy foods in tandem with personally expe-
rienced financial hardship.24 In that study and another,26 there was 
broad support for policies which could reduce the costs of healthy 
foods, restrict marketing of discretionary choices, enable reformu-
lation of fast food, and improve public transport in order to access 
fresh foods.

5.2 | Considerations for policymakers

This section of the discussion explores considerations for Australian 
state/territory policymakers in implementing policy options and en-
suring they reach across the public health spectrum. NSW has en-
acted, to some extent, four of the six policy options identified in this 
study.

Bikeways and paths (Policy 3): The NSW government has a range 
of policies to increase participation in active tourism and active trans-
port. In terms of infrastructure, the Walking & Cycling Program offers 
grants to local government providing 50%-100% of the costs to build 
cycling and walking infrastructure and promote of active transport.27

Childcare standards (Policy 4): Munch & Move is a professional 
development program for centre-based care services for young chil-
dren across NSW, with ongoing support provided by Local Health 
Districts.28 Its aim is to support staff in the areas of nutrition and 
physical activity, and to help centres meet their national require-
ments for accreditation in these domains. While participation is high, 
it is not compulsory. Given this experience NSW is in a unique posi-
tion to work with the national regulatory body for the early childhood 
sector, the Australian Children's Education & Care Quality Authority, 
in the development of clear and nationally consistent support for the 
sector in meeting their National Quality Framework requirements.

Healthy lifestyle programs (Policy 5): NSW offers a range of 
evidence-based state-wide programs to support families, which are 
at various stages of implementation. The Get Healthy in Pregnancy 
service is a health coaching program offered to pregnant women 
in NSW.29 An outcome of the CHAT Trial is its planned integration 
into the Get Healthy platform to make it available to all mothers of 
children aged 0-2 years in NSW. Finally, there is a support program 
being developed for parents of 2-6-year-old children funded by a 
Translational Research Grant.

Routine child measurement (Policy 6): Routine height and weight 
measurement of children in NSW Health facilities has been imple-
mented statewide.30 Due to jurisdictional differences in Australia's 
health system, these do not apply to General Practitioners in pri-
mary health care.

The two policy options that have not been implemented to date 
in NSW are Policies 1 (fast food zoning) and 2 (public transport ad-
vertising). Beyond the results of this study, there are multiple other 
studies which reflect broad community acceptance for interventions 
which would reduce the availability and promotion of unhealthy 
products to children.5,10,25 Evidence is emerging about the effec-
tiveness of implementing these types of environmental policies.31-33

Fast food zoning (Policy 1): While many believe zoning consid-
erations are the remit of local government, their authority to do so 
is primarily controlled through state legislation. Some examples of 
local governments trying to reject planning proposals based on pub-
lic health concerns include South Australia34 and Victoria.35 While 
the Victorian case was unsuccessful, the Adelaide Council success-
fully rejected an application. However, this was due to the fast food 
applicant failing to meet other planning requirements, not through 
the use of the ‘precautionary principle’ of the SA Public Health Act 
2011. Changes to planning laws could give local governments the 
authority to respond to their community and reject developments 
on public health grounds, and planning courts the tools to uphold 
that authority. These planning laws are decided at the state level. 
Queensland has changed their Planning Act to include health and 
wellbeing as a key consideration in the planning process and pro-
vides resources to local governments to promote healthy food 
and limit access to unhealthy food.36 Recent amendments to NSW 
planning legislation initially included ‘healthy built environments’ as 
an objective in the 2013 NSW Planning Bill, however this was re-
moved from the public consultation in 2017 and the passed Planning 
Legislation Amendment Bill 2019.37
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Public transport advertising (Policy 2): Public health advocates 
sought to make this an election issue in the lead up to the NSW 2019 
election.38 The removal of discretionary choices advertising on pub-
lic transport assets has a precedent in Australia. Queensland has 
recently announced that it will remove all discretionary food adver-
tising on government owned sites.39 Transport Canberra has imple-
mented such a policy in the Australian Capital Territory, by changing 
the terms of contract with their advertising suppliers for their bus 
and light rail network. The implementation of this policy resulted 
in no net loss of revenue for the government.40 This is an import-
ant consideration for Sydney Trains and the State Transit Authority 
who predicted $100 million in advertising revenue in 2013-2018.41 
They have between 5 and 10 suppliers advertising on their assets 
(vehicles, stops/stations, roadside billboards), whose contracts are 
awarded concurrently in 3- and 5-year cycles (see Ref. [42,43]).

Continuing the work happening around Policies 3-6 would likely 
have an impact on healthy lifestyle behaviours. In addition, consid-
eration for implementation of upstream policies could maximise 
outcomes in terms of obesity prevention. The NSW government 
could endow the authority for zoning (including fast food venues, 
Policy 1) and other considerations for public health and wellbeing 
through changes to the Planning Act. Furthermore, the NSW gov-
ernment could consider the prioritisation of enacting Policy 2 (public 
transport advertising), given its politically and economically cost-ef-
fective properties. There is evidence to support that advertising of 
discretionary choices is higher on trains in less advantaged areas 
around Sydney,44 so the implementation of such a policy is likely to 
be equitable.

5.3 | Association between obesity perceptions and 
approval of policy options

The second study aim was to assess the association between par-
ticipant's perceptions about childhood obesity and their approval 
of the policy options. The HBM was initially developed to under-
stand and predict preventive health behaviour, based on the beliefs 
and attitudes of individuals.15 Our study drew on two concepts of 
the HBM to understand if there is an association between sup-
port for selected government interventions to improve population 
health through prevention and perceptions about childhood obesity. 
Perceived severity and perceived susceptibility were used to assess 
perceptions about childhood obesity causing harm.45 Investigation 
of a relationship between these HBM constructs and support for 
preventive policy options, as used in this study, is a novel approach. 
Our findings suggest a theoretical basis (ie using the constructs of 
the HBM) to inform messaging which aligns with the core beliefs of 
the population especially for more intrusive policy options such as 
regulations.10

Perceived severity, perceived susceptibility, and respondent 
characteristics do not appear to be consistent predictors of policy 
approval in general. However, there may be an interaction between 
some respondent characteristics and either perceived susceptibility 

or severity depending on what the policy option is. Further research 
is needed to ascertain these relationships.

Responses to the two perceived susceptibility items were het-
erogeneous, indicating that this cohort held mixed views about the 
level of concern they (personal) or other parents (social) should have 
about children developing obesity. In the models, there was an as-
sociation between three policies and respondents perceived sus-
ceptibility. Policy approval of fast food zoning (Policy 1), childcare 
requirements (Policy 4) and routine measurement (Policy 6) were 
associated with moderate worry of obesity susceptibility. However, 
it is important to note that the two susceptibility items were asked 
at two time points (baseline and 1 year) so these results should be 
interpreted with caution.

Responses to the perceived severity questions were homog-
enous and skewed, indicating that this cohort held strong beliefs 
about obesity. A recent systematic review found that support for 
policies to restrict particular behaviours were more likely when 
participants were ‘aware of the harms associated with a be-
haviour’.10 This might be especially true for sensitive policy options 
such as routine measurement of children.46 The use of perceptions 
about childhood obesity to investigate reasons for policy support 
is a novel approach and has some potential for future research and 
practice.

Our results suggest some fluidity for participant characteristic 
variables and policy support, depending on the type of intervention. 
Similar findings have been noted in other studies. While in the litera-
ture higher attained education seemed to be consistently associated 
with higher support for policy options, especially those more intru-
sive options (ie regulation compared to softer options such as educa-
tion),5,10 it was not associated with any policy option in this study. On 
the other hand, inconsistencies among support for diet and physical 
activity related policy options for women, younger and older popula-
tions, and income (the mostly commonly used measure of SES) were 
found in the literature5,10 as well as in this study. Furthermore, inter-
ventions framed as helping children were generally better received 
than policies that are generally about the whole of population.5,22 
However a novel finding in our study was consistent support for 
food and built environment policies (Policy 1-3) aimed at the general 
population, as well as settings young children occupy, lifestyle pro-
grams, and health care policies (Policy 4-6) which are more readily 
identifiable as policies aimed at helping children.

5.4 | Limitations

There were several limitations of this study relating to the generalis-
ability of our results. This study may have potential selection bias 
due to convenience sampling among the CHAT Trial participants and 
loss-to-follow-up at the 6- and 1-year surveys. In the literature sup-
port for public health policy options are not usually as high as the 
results in this study. Some of the reasons for this might be due to 
the gender and age of participants in the CHAT Trial (as mothers of 
young children), and the skewed responses towards a ‘strong belief’ 
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about the severity of childhood obesity among the cohort. There 
was also a time lag between the collection of data for personal (at 
baseline) and social (at 1 year) perceived susceptibility variables and 
it is possible that opinions towards obesity susceptibility may change 
over time. All participants were enrolled into an obesity prevention 
randomised-controlled trial. While the control group received usual 
care the two delivery arms (support via telephone and via SMS) re-
ceived early messaging about preventing childhood obesity.16 This 
messaging may have contributed to the cohorts’ strong beliefs (sus-
ceptibility and severity) about childhood obesity, although, there 
were no intervention effects detected between the three groups 
and their support for the six policy options (see Table S3). However, 
it was not possible to know to what extent personal attributes of 
participants, which led to program enrolment (into the CHAT Trial), 
impacted on participant beliefs about obesity or the extent of their 
support for policy options. As such, generalisability of results was 
limited.

6  | CONCLUSIONS

This study suggests there is strong support for broad policies to 
prevent childhood obesity among mothers with young children in 
New South Wales, Australia. As high support among this cohort did 
not equate to high support across the general population it was not 
possible to make conclusions about the general populations support 
for these policy options. Furthermore, the potential confounder of 
participant enrolment into an obesity prevention program, research 
into community support for policies across the public health spec-
trum should aim for a representative sample of the NSW population.

Nevertheless, the NSW government should give due consider-
ation to implementing each of the six policy options. Given the low 
political cost (ie because of potentially high support and precedents 
set in other jurisdictions) and evidence to show no loss to revenue, 
the NSW government could prioritise the implementation of restric-
tions on fast food advertising in public areas. Future research should 
consider the utility of HBM constructs in predicting support for pol-
icy options.
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Chapter 8 | Conclusions   

 

Chapter Overview  

This chapter presents a summary of the findings of this thesis and my overall reflections of the policy levers 

for obesity prevention in Australia.   

 

Summary and key recommendations for action 

This thesis explored early childhood obesity prevention policy levers in Australia since the end of the 

NPAPH (2014) to the end of 2019, prior to the (delayed) release of the National Preventive Health Strategy 

2021-2030 (2021)1 and the National Obesity Strategy 2022-2032 (2022).2 This project utilised the WHO 

Ending Childhood Obesity Report as the framework underlying the five included studies. The report was an 

important policy artefact demonstrating an international consensus on the need to address global 

challenges in addressing child weight status, however, it was necessary to contextualise its 

recommendations in Australia at the national and subnational levels.3 This contextualisation was grouped 

into several areas across the public health spectrum: health services, lifestyle guidance, settings young 

children occupy, and wider determinants of health. Summaries of where Australian jurisdictions are doing 

well or not so well were presented in Chapters 3-6, and so will not be repeated here except to say that 

considerably more can be done to address the wider determinants of health including environments. This 

thesis along with other studies4 found that Australia has a long way to go to reach an equity-based 

approach to obesity prevention. Obesity prevention policy actions in Australia were primarily developed 

through a ‘personal responsibility’ lens. The cornerstone of these system interventions has been programs 

aimed at parents and carers. These interventions have been shown to have significant ‘fade out’ effects,5-7 

a dynamic phenomenon caused by the homeostatic tendencies of the underlying system. This resistance to 

change is driven by cultural, social, political, and economic forces.  

Some key recommendations for structural levers across the public health spectrum are:  

• Health services: Embed messaging for food and movement by upskilling the workforce in existing 

government funded programs (e.g. new parents groups, early childhood community and health 

services, and home visiting programs). Emphasise helping families ‘where they are at’ and allow for 

different ways of parenting and feeding. Apply progressive universalism to health and community 

services for families who need extra support.  
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• Information: The Australian Dietary Guidelines (ADGs) are being updated. Currently, the Healthy 

Eating for Children brochure starts at age 2 years, it is difficult to find number of serves for children 

aged 1-2 years. The limited information available for children aged 6-12 months (embedded into 

the Infant Feeding Guidelines) is insufficient as guidance to help parents during this period of early 

childhood. The revision of the ADGs should consider developing more user-friendly guides – with 

simple, practical examples and images – for such a critical time in children’s experiences with food 

(such as the Tasmanian Start Them Right booklet).  

• Early Childhood Education and Care settings (ECEC): Ensure better support for ECEC services by 

boosting intergovernmental structures (i.e. Health and Education Ministers Meetings and ACECQA) 

and develop ongoing positive institutional relationships between state health and education 

departments (N.B. communities in WA). 

• Environments: Tackle one major environmental issue first – the removal of discretionary choices 

advertising across all broadcasting formats, print, online/digital, and out of home media. The most 

comprehensive option for this is to use the national Tobacco Advertising Prohibition Act 1992 as a 

blueprint to restrict marketing across all these media platforms at once, ensuring a level playing 

field.  

Findings from this thesis supported previous research and identified strong public support for the 

prioritisation of regulation to restrict advertising of discretionary choices.8 Other studies proposed 

alternative policy levers, such as the removal of the tax deductibility status of advertising on ‘nutritionally 

poor’ products. This policy lever was identified as being cost effective in one USA study that estimated 

approximately $343 million would be saved over ten years.9 The policy is progressive rather than regressive 

as there are no direct costs imposed on consumers, in fact, it saves food manufactures millions of dollars 

every year. Due consideration needs to be given to powerful electoral seats, e.g. ‘sugar seats’ in 

Queensland,10 and potential loss of revenue for government agencies that lease space on their assets for 

advertising. A way of mitigating these losses is to offer incentives to the media companies to maintain 

revenue and offer to pay for any net loss of revenue for a fixed time, e.g. two years (on the condition of 

forensic accounting).  

Additionally, this thesis found that countries with actions designed to improve food systems were more 

likely to have a food/nutrition plan. Australia has anticipated a national food and nutrition plan for more 

than 25 years. The last attempt was a culmination of more than 10 years of work that was immediately 

dropped for a White Paper focused on food exports with a change of government. Findings from this thesis 

identified that countries with a specific food and nutrition plan also had more food environment initiatives. 

Participants in the studies in this thesis had mixed views on the role of a food/nutrition strategy. While the 

Commonwealth perspective considered existing obesity policies as sufficient, the subnational perspective 

was that a food and nutrition strategy must be comprehensive (including all aspects of the food system), 

rather than a focus on obesity, and be national.  
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There have been several external subsystem changes that have created an opportunity to re-focus efforts 

on the development of a national food and nutrition plan:  

• The National Preventive Health Strategy was released in 2021 and notes a ‘specific national’ 

nutrition and food policy document as a policy achievement before 2030.1  

• The National Preventive Health Strategy cites that through the COVID-19 pandemic it became 

apparent that Australia is not as food secure as previously thought.1 

• The 2022 election saw a change in Commonwealth Government leadership to the Australian Labor 

Party. The 47th Parliament of Australia has a clear mandate to act on climate change and food 

systems sustainability is a clear component of that.11 

• The ADGs and the definition of discretionary choices are both currently being reviewed which is 

timely for policy alignment.  

Institutional considerations 

Federal finance and decision-making have shaped obesity prevention in Australia. The absence of federal 

funding was essentially a centralised decision to defund obesity prevention in Australia since 2014. Lack of 

funding overall and limited action in wider determinants of health widened interjurisdictional disparity. 

New Public Management (NPM) took off in the 1980s, based on neoliberalism it shaped not only the 

framing of obesity but also the policy tools to respond to it.12 Key social determinants of health (such as the 

social safety net) were solely dependent on the AFG for improvement. A third of the WHO Ending 

Childhood Obesity action items were focused on food environments, 75% of these sat within the AFG or 

FSANZ remit, and Australia had limited action in these areas. The AFG ideological opposition to government 

intervention or funding for obesity prevention during the study period of this thesis set a tone for 

isolationist practices by state/territory actors, and yet, state and territory policy actors persisted.  

Limited capacity for structural change was identified by state/territory participants in the absence of 

national leadership and funding. While the end of the NPAPH led to a significant reduction (or cessation) of 

programs, jurisdictions sought out intergovernmental institutions and policy forums to wade through the 

policy paralysis, e.g. COAG and FSANZ. COAG-led projects were responses to limited national action and 

institutional stalemate within FSANZ. For example, the COAG-led project, Reduce Children’s Exposure to 

Unhealthy Food and Drink (referred to as Food & Drink Reform in Chapter 5) was a significant project to 

harmonise how each jurisdiction would develop their own food policies, and it sat outside of the FSANZ 

framework. This highlights the embedded ideological tensions within FSANZ between a priority to 

prevention chronic disease and a priority to enable a robust food industry. Additionally, as an institution 

COAG had experienced active divestment over the last ten years until its eventual cessation in 2020, leaving 

Australia with further siloed intergovernmental forums. The complex problems of chronic disease 

prevention, a healthy sustainable food supply and climate change need a range of institutional mechanisms 

to address them, not less.  
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This thesis found an unsurprising dominant paradigm of personal responsibility which drove the 

institutional shaping of obesity prevention. Other research13 indicates this predates the end of the NPAPH, 

therefore the personal responsibility paradigm is across both sides of politics. Additionally, the ‘selecting 

out’ of politically dangerous policies was a common cultural practice across Australian health departments. 

These elements coalesced to shape the institutional norm within health departments to focus on behaviour 

change. In some instances, health departments were able to circumnavigate the deregulation agenda and 

find contractual levers to achieve settings-based changes to food provision although their capacity to act in 

broader environments was constrained.  

Changes to the political landscape diminished the role of the public service who were traditionally the 

experts of policy implementation. Decentralisation also led to outsourcing services for efficiencies which 

eroded capacity for policy implementation, and fragmented services. Obesity prevention requires both 

local/regional and state/national approaches and structural oversight. This thesis found an institutional 

disconnect between state-level entities, their local/regional arms, and local governments. For example, 

many local initiatives were viewed as too small to invest in from the state level unless they showed 

scalability. However, jurisdictions under the local government health promotion model had more authority 

and structural capacity to impact local and statewide policy areas. It also identified emerging evidence of 

LG engagement with prevention efforts with14 and without15, 16 legal authority and structural support to do 

so, suggesting strong local drivers in play. Additionally, Victorian Regional Assemblies and NSW Regional 

Leadership Executives were identified as potential institutional opportunities for regional/local context, 

engagement with the public and to overlay with state level oversight. The aim of decentralisation should be 

putting local decisions in local hands, led by their community, and supported at the structural level for 

those universal policy levers, such as addressing advertising in public spaces.  

NPM was a fundamental barrier at the institutional level as it narrowed the landscape of responsibility to 

the public by limiting coordination between agencies. However, there were examples where agencies did 

still work together to achieve shared outcomes. These were characterised by solutions that would ‘appease 

the hierarchy’,17 signals from leadership to coordinate, and efforts by participating actors to minimise 

competition.  

 

Reframing  

Lessons from the implementation of a sugar-sweetened beverages tax in Mexico highlighted the need for 

flexible framing of the problems and solutions posed across multiple stakeholder groups.18 Recognition of 

this and examples of policy learning were identified by some participants, but not all, indicating there is 

some work to do at the institutional level to change these attitudes. For example, some identified that a 

focus on talking about obesity in community initiatives was not the right approach. Two key narrative shifts 
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were identified to address the issues with narratives about obesity, these can be summarised as agency 

and wellbeing.  

To counter narratives of those living with obesity as a ‘burden to society’, there is a need to reframe the 

burden so that the focus is on the inequitable daily living conditions and structural barriers that are a 

burden to citizens. These burdens lead to a loss of life agency, and it is the role of government to protect 

that agency. This helps to break down embedded narratives about ‘informed choice’ by separating out the 

distinction between choice and agency. Shifting a focus away from obesity and towards wellbeing comes 

from a strengths-based approach rather than from a deficit-based approach. Wellbeing is a holistic concept 

that incorporates emotional, physical, social and spiritual wellness. It ties into constructs of liveability and 

sustainability which have more meaning to people outside of health. For example, multiple thesis 

participants identified that officials in planning, transport and environment have priorities around liveability 

and sustainability principles but did not think about obesity at all in their work practice. Sustainability also 

features as a key pillar of the latest Australian Curriculum (version 9.0). This thesis found that physical 

activity policies were able to gain more traction than food policies because they could be positioned as 

giving something to the community, e.g. social and community connectedness, mental health benefits and 

improved learning outcomes for children.17 Additionally, there needs to be some reframing around food in 

the context of childhood obesity. Food is more than nutrition, health is more than weight, and diet is more 

than individual choices. Findings from this thesis indicate an emerging awareness among the public for the 

need for multiple strategies and a long-term agenda to move towards prevention, sustainability, and 

wellbeing.  

 

A national wellbeing agency  

The Australia Federation draws strength from the diversity of its governance forums, opening avenues to 

explore policy agendas. There were multiple structural constraints identified in this thesis, from an 

uninterested Commonwealth Government to stalemates and disintegration of intergovernmental forums. 

These constraints exacerbated complex barriers such as protectionist policy practices between the 

jurisdictions. The contextual differences between the jurisdictions cannot be wrapped up neatly into 

identical, discrete pieces of work. An opportunity for these diminished and dismantled institutions 

identified in this thesis to be redesigned exists.  

The former Australian National Preventive Health Agency (ANPHA) under the NPAPH was viewed as a 

constructive institution by the participants involved in this thesis. NPM restricted the existing institutional 

mechanisms needed for collaboration.12 A national wellbeing agency is needed to overcome the low 

institutional capacity to progress the key structural elements of the obesity policy subsystem. Study 

participants identified their desire for an intergovernmental organisation to facilitate institutional processes 
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focused on continual engagement and learning between jurisdictions and across sectors. An independent, 

decentralised organisation allows for jurisdictions to ‘dip in and out’, while maintaining institutional 

processes. As such, the agency must sit outside the new National Cabinet Councils whose stated purpose is 

to answer time-limited and task orientated policy problems. It also helps to build bipartisan goodwill. 

Project participants also expressed the need for flexibility and adaptability depending on differing contexts 

and needs within their own jurisdictions, and responsiveness to their ‘domestic’ politics.12  

Australia’s subnational eclectic approaches have facilitated some policy progression. These approaches 

have supported innovation but have been mostly disjointed activities. A permanent organisation can 

facilitate ongoing sharing, learning and adaptation across membership.17 It can also foster an experimental 

policy learning environment by funding natural experiments and identifying the transferable and 

translatable elements across different contexts. Four institutional requirements have been identified for 

this type of organisation. The first is a commitment to long-term goals and sustainability,19 ensuring 

partnerships across agencies, levels of government, and the inclusion of decision-makers as well as 

implementers (i.e. the whole system).17 The second is the cultivation of relationship that are built on 

trust,20 where there is scope for frank and open discussions,21 while efforts are made to shake off past 

‘health imperialism’.17 The third is an extension of the first and second, ensuring a diversity and inclusion of 

a range of agency goals in order to develop shared outcomes.22 And the final requirement is to engage in 

joint fact finding.19 These elements establish an evidence-generating paradigm. The research community 

can support such an organisation by facilitating the use of already collected government data in 

conjunction with the development of new study designs (see23) and methods (such as the use of AI and 

machine learning) for prevention research.  

For an effective, eclectic obesity prevention policy system to function there needs to be a “minimum viable 

alignment” between institutional members to reach objectives.24 Policy viability requires that the 

implementation plan (or strategy) fits into the overlapping systems of governance (or operating 

environment). ‘Coopetition’ is a term used to capture key dynamic features of complex policy systems, i.e. 

the presence of both competitive and collaborative objectives.25 To harmonise these objectives actions 

must be undertaken to reach a point of economic and cognitive (or ideological) alignment – from where 

change can be enabled – this point is the minimum viable alignment.24 The COAG Reduce Children’s 

Exposure to Unhealthy Food and Drink project (referred to as Food & Drink Reform in Chapter 4) is an 

example of a short-term project aimed at minimum viable alignment. State/territory policy actors from 

different sectors (health, education, sport and recreation) collaborated on food policy outside of FSANZ 

institutional procedures. The ‘output’ of this alignment was a simple guide (to identify inappropriate foods 

and beverages for food provision or marketing purposes in settings) for each of these sectors to 

consistently apply to food policies in all Australian jurisdictions. In research terms this allowed for a 

consistent prospective dependant variable across a range of natural experiments in Australia. However, 
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NSW pivoted (for unclear but probably political reasons) and chose to use a different principle to guide 

their food policy, basing their government settings-based food policies on the Health Star Rating.  

 

Community considerations  

The need to change the way we address complex issues cannot be overstated. Our approach must take an 

equity lens and include community views. Public support/policy acceptability is a key political driver for 

decision makers.8 The findings from Chapter 7 found that for the small groups of participants who did not 

support each of the six policies (range 5-11%) there were some distinct personal characteristics that 

influenced this, but there were no clear patterns for policy disapproval overall. This indicates the need to 

consider different narratives for different policy options when engaging the public. Despite results from this 

thesis and other supporting literature identifying high public support for government intervention in a 

‘stewardship’ style of governance, it has not led to a shift away from the ‘personal responsibility’ paradigm. 

An approach known as ‘policy visibility’, i.e. the inclusion of the public in developing complex policy 

solutions,26 is needed. This would overcome the phenomenon of ‘policy invisibility’ whereby policies 

become less apparent as they move away from individuals and towards determinants.27 In addition to 

reframing the narratives of personal responsibility and obesity to agency and wellbeing, the key to 

leveraging the power of public voices28 and improving civil action,29 is to improve social participation. Social 

participation includes supportive interpersonal relationships, civic engagement, “participation in decision-

making and implementation processes”, reciprocity, and a shared understanding, sense of identity, trust, 

values, norms, and cooperation.30 Communities with higher social participation have better health and 

wellbeing.30   

Community-based approaches should be designed with the aim of increasing community capacity, 

resources, and empowerment.4 Such initiatives are most effective when they include a broad 

representation of their community and ensure every group with an interest in the outcome is represented. 

By considering issues from multiple points of view, unintended consequences can be identified and 

managed from the outset. The collective must have representation of lived experiences and expertise – of 

both the issues and the policy environment to implement potential solutions.19 The recent Climate 

Assembly in France (see31) is one example of how to structure citizen participation in coming up with 

solutions to the complex social problems of our time. Ideally, such a forum would overlap with a national 

wellbeing agency to ensure a contextually relevant combination of policy levers are sought from the outset.  
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Implications for theory, methods, and future research 

The policy mapping undertaken in this thesis identified key gaps in existing policy mapping frameworks for 

chronic disease prevention. It found that the early years life stage was missing from these frameworks. It is 

my belief that it is better to improve existing policy mapping frameworks rather than develop or promote 

alternative frameworks for specific life stages. Policy mapping has a key role in observing (and promoting) 

the different ways jurisdictions can approach chronic disease prevention, as well as highlighting where 

more work needs to be done. The learnings from the policy mapping in this thesis relating to children under 

five years could be incorporated into existing policy mapping frameworks, such as the INFORMAS Food-EPI 

or the NOURISHING work. More effort needs to be put into the inclusion of social and commercial 

determinants of health and identifying the underlying drivers of policy practices into these observational 

models.  

The main weakness of policy mapping, both observational and longitudinal in nature, is the time and 

resources needed for each analysis. Technological advances, such as emerging AI technologies, could be 

used to reduce the lengthy processes behind the policy mapping elements of this work. The reduction of 

resource use in the initial policy mapping phases could free up resources to enable more effective 

interviews for real-time feedback into complex policy decision making processes. The interviews 

undertaken for this thesis offered valuable insights into two recent chronic disease prevention natural 

experiments in Australia (the NPAPH and the NSW HEAL Strategy). The interview methods leveraged off the 

concurrent policy mapping and enabled a deeper dive into the successes and failure of these natural 

experiments. However, the interviews were retrospective in nature and the limitations of institutional 

support available to a single PhD student restricted opportunities for ‘feeding back’ into the policy making 

process. In the future, consideration ought to be given to co-design and co-creation methods to promote 

real-time knowledge exchange and evidence-informed policy development and implementation. Many 

interviewees were cautious about expanding on their comments for fear of political ‘blow back’. The 

silencing of public servants has been steadily increasing over the last decade and it is problematic to the 

future of democracy. The public should be informed as to how decisions affecting their lives are made, but 

public officials fear losing their livelihoods should they express an opinion. However, it is difficult to say that 

if institutionally grounded research alone would be the best approach to ensure the real time ‘joining up’ 

across jurisdictions.  

The layered use of theoretical frameworks in this thesis was designed to explore the interactions between 

policy and its impact on the public, their natural and built environments and social, cultural, economic and 

political systems. The cultural, social, political, and economic forces that resist systems change (identified 

above) need to be identified and addressed. I believe that current research methods can identify the ‘what’ 

of these forces. There is a need for partnerships between research organisations and government to 

identify and develop solutions that are fit for purpose, rather than separate research or political vacuums. 
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There were several upcoming opportunities to explore these partnerships and for joined-up action noted 

under Summary and key recommendations for action above. Opportunities for research and evaluation 

include designing and testing effective institutional mechanisms for policy learning, the development of 

methods for real-time systems policy learning, knowledge exchange and adaptive responses to community 

needs. Accountability is driven by policy transparency including evaluation of policies and strategies and the 

extent that interventions are implemented, their efficacy and effectiveness. The barriers to policy 

transparency identified in this thesis are an ongoing issue in research-government partnerships.  

There are opportunities for new research methods to be developed that apply systems thinking to 

community-led action. Existing systems frameworks are primarily observational and often lack explicit tools 

to change the homeostatic elements of chronic disease promoting systems, such as neo-liberal thinking. 

Some systems theorists identify that complex systems are either control systems, where negative feedback 

reinforces the status quo, or complex adaptive systems, where systems can learn from themselves and 

grow in response to positive feedback.32 This thesis highlighted the central driver among policy makers of 

being viewed positively by the public. Existing systems theories have the potential to be re-orientated 

towards policy-in-action through their application to community development processes. These new 

methods can combine the observational and advocacy elements of policy mapping, the policy insights from 

engagement with policy makers and the use of community development methods. The role of community-

led systems changes in providing positive feedback to complex systems has not been greatly explored. 

Although there are some very recent examples in Victoria, Australia,33 and Scotland.34 The Victorian study 

included community development training for health promotion practitioners in local government areas to 

work across multiple agencies and community-based systems dynamics.33 The Scotland study presented a 

case study of a single practice in their transition from ‘relief action’ through a ‘reform lens’ and into a 

‘community lens’. The hazards of ‘relief action’ – which lead to “professional dominance and institutional 

overreach” – were addressed over several years and service practices were transformed using Asset Based 

Community Development (ABCD) methods.34 The only way to remove the neo-liberal ‘straight-jacket’ is to 

reframe to a wellbeing narrative and be driven by the public. Researchers have an opportunity to lead the 

re-orientation of chronic disease prevention policy towards systems that meet community need.  
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Final thoughts 

This thesis identified key actions for health services, early childhood education and care settings, 

information and guidance for families, and environments. However, the policy levers for obesity prevention 

were restricted by ideological, political, and economic barriers despite the findings from the project also 

finding broad public acceptance for action to address childhood obesity. Australia needs a paradigm shift, 

to rethink and reframe the way talk about and address obesity. For that to work we need to focus on the 

enablers of obesity prevention, structural (institutional) oversight and citizen participation. Australia needs 

an independent wellbeing agency with sustained funding capacity to ensure all jurisdictions can participate 

long term. We also need to include our citizens in the solutions that are relevant for their communities. 

Political parties tend to resist reform when they believe it is not in their party’s interests. With this in mind, 

social problems (such as obesity, poverty, low social participation) are a hard sell, whereas ‘wellbeing’ 

offers hope. They both tap into the self, the former digs into deeply ingrained constructs of personal 

responsibility but the latter recognises that agency is wrapped up in those around us.  
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Appendix 1 | Other work arising 

from this thesis 

Contributions to the National Obesity Strategy  

During this thesis project a National Obesity Strategy was under development. I led the responses to public 

consultation on behalf of the EPOCH CRE and the National Nutrition Network – Early Childhood Education 

and Care (see below). I also attended the in person open community forum Adelaide – Have your say on a 

national obesity strategy in Adelaide on 28 November 2019.  

 

EPOCH CRE outputs  

My role within the EPOCH CRE contributed to multiple knowledge exchange outputs including:  

• Leading a stream 4 evidence brief entitled National leadership needed to prevent obesity in early 

childhood, https://earlychildhoodobesity.com/wp-content/uploads/2022/01/Stream-4-policy_in-

template_final-21-July.pdf  

• An invited speaker at the EPOCH CRE National Dialogue on addressing obesity from early life, held 

on 9 September 2021 including policy makers and other researchers from the EPOCH CRE, which 

can be viewed here https://youtu.be/VOox7MMfuTI 

 

National Nutrition Network – Early Childhood Education and Care  

The National Nutrition Network – Early Childhood Education and Care (NNN-ECEC) is an alliance of 

researchers, policymakers and service/program practitioners interested in nutrition within ECEC settings in 

Australia. Through the connections I made via the EPOCH CRE I was invited to join the NNN-ECEC, and then 

co-lead its advocacy stream and expand the alliance. One of the academic outputs of my participation in 

the NNN-ECEC was a publication on the research opportunities for the ECEC sector in Australia:  

• Yoong SL, Jones J, Pearson N, Swindle T, Barnes C, Delaney T, Lum M, Golley R, Matwiejczyk L, Kelly 
B, Kerr E, Love P, Esdaile E, Ward D, Grady A. An Overview of Research Opportunities to Increase 
the Impact of Nutrition Intervention Research in Early Childhood and Education Care Settings 
According to the RE-AIM Framework. Int J Environ Res Public Health 2021;18(5):2745 
https://doi.org/10.3390/ijerph18052745  

https://earlychildhoodobesity.com/wp-content/uploads/2022/01/Stream-4-policy_in-template_final-21-July.pdf
https://earlychildhoodobesity.com/wp-content/uploads/2022/01/Stream-4-policy_in-template_final-21-July.pdf
https://youtu.be/VOox7MMfuTI
https://doi.org/10.3390/ijerph18052745
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Early years nutrition scoping project  

The Victorian Health Promotion Foundation (VicHealth) is a state-level statutory authority based in Victoria, 

Australia. The Early years nutrition scoping project was commissioned and funded by VicHealth and 

undertaken by the Institute for Physical Activity and Nutrition (IPAN), Deakin University. The purpose of this 

project was to support the development of a 3-5 year VicHealth roadmap for the early years. I was 

employed under contract by Deakin University given my experiences with policy mapping undertaken 

during the PhD project. The project included several components:  

• A rapid review of the evidence 

• Policy mapping based on 14 policy and program areas (pre-determined with VicHealth at the 
beginning of the project) 

• Key informant interviews with 14 nutrition practice and policy stakeholders in Victoria 

• An Early Years Roundtable event hosted by VicHealth, supported by a document summarising the 
above component findings 

I led the policy mapping component and authored its report, supported the rapid review, and co-wrote the 

document for the Early Years Roundtable event held on Friday 11 December 2020. References to the 

reports I contributed to are below:  

• Rapid review report: Adam M, Laws R, Campbell K, Esdaile E, Love P, from the Institute for Physical 
Activity and Nutrition (IPAN) Deakin University. Improving Food, Nutrition, and Food Sustainability 
across the First 2000 Days of Life: A Rapid Review. Melbourne: Victorian Health Promotion 
Foundation; 2020. 

• Policy mapping report: Esdaile E, Campbell K, Laws R, Love P, from the Institute for Physical Activity 
and Nutrition (IPAN) Deakin University. Policy Mapping Report: The First 2000 Days - weaving the 
golden thread for public health nutrition in Victoria Melbourne: Victorian Health Promotion 
Foundation; 2020. 

• Early Years Roundtable document: Laws R, Esdaile E, Love P, Adam M, Campbell K from the 
Institute for Physical Activity and Nutrition (IPAN), Deakin University (2020). Weaving the golden 
thread to promote nutrition and food sustainability across the first 2000 days of life: A summary of 
evidence, policy mapping, and key informant interviews. Victorian Health Promotion Foundation, 
Melbourne. 

 

In addition to these reports, two articles have been published because of this work. These are:  

• Laws R, Adam M, Esdaile E, Love P, Campbell KJ. What Works to Improve Nutrition and Food 
Sustainability across the First 2000 Days of Life: A Rapid Review. Nutrients 2022;14(4):731 
https://doi.org/10.3390/nu14040731  

• Love P, Laws R, Adam M, Esdaile E, Campbell KJ. A call for joined-up action to promote nutrition 
across the first 2000 days of life using a food systems approach. Public Health Res Pract 
2022;32(3):e3232226 https://doi.org/10.17061/phrp3232226 
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Publication  

• Mihrshahi S, Myton R, Partridge S, Esdaile E, Hardy LL, Gale J. Sustained low consumption of fruit 
and vegetables in Australian children: Findings from the Australian National Health Surveys. Health 
Promot J Aust 2019;30(1):83-87 https://doi.org/10.1002/hpja.201  

  

https://doi.org/10.1002/hpja.201
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Table S1: Methods  

S1.1 Data abstraction tool  

The data was abstracted from documents using a stepwise process:  

1. Each included WHO ECHO IP item was reviewed to identify the subject area (e.g. policies or programs to support 
breastfeeding, sugar-sweetened beverages, early education and childcare, etc.).  

2. Then they were identified as fitting into downstream, midstream or upstream categories as identified by the OPA 
Framework (see Table 1 in main text).  

3. Search terms were identified (see Table S1.1) and searches carried out on the appropriate government websites (see 
Table S1.2). For example, food policy could be located on agricultural or health portfolio websites, so in such an 
instance both would be searched. This was followed up with Google searches using regional settings and the same 
search terms, in addition to the country name (e.g. ‘search terms’ and Australian Government).  

4. The WHO ECHO IP Item was then reviewed for specific qualifying terms (e.g. mandatory, regulatory, develop, 
implement, monitor, etc.), these are identified in red text in Table S1.1.  

5. For each WHO ECHO IP Item, data was then extracted into a table in Microsoft Excel (one sheet for each of the six 
included countries in the study). Several elements of the identified policies were captured in relation to their subject 
area and qualifying terms: policy name, policy tool type, summary of policy, agency responsible, other elements of 
note, and an active URL was noted. See Tables S3.1 – S3.6. 

6. For each country once the mapping was complete against each WHO ECHO IP Item, the table was sent for review to 
at least one national expert in each of the included countries – eight primary independent reviewers in total. These 
experts are identified in the acknowledgements. In practice these reviewers consulted with their colleagues and 
responded with changes through a consultative process.  

 

Table S1.1: Search terms for the WHO Ending Childhood Obesity Implementation Plan Items 

WHO ECHO IP Item Search terms 
1.0 implement comprehensive programmes that promote the intake of healthy foods and 
reduce the intake of unhealthy foods and sugar-sweetened beverages by children and 
adolescents 

Nutrition and:  Nutrition/ 
dietary  guidelines; 
nutrition/ healthy diet 
information; obesity; 
programs; health 
promotion; campaigns; 
children; parents; carers; 
health professionals 

1.1. Ensure that appropriate and context specific nutrition information and guidelines for 
both adults and children are developed and disseminated in a simple, understandable and 
accessible manner to all groups in society. 
1.1.a Inform the population about childhood overweight and obesity and consequences for 
health and well-being. 
1.1.b Update, as necessary, guidance on the prevention of childhood obesity through the 
consumption of a healthy diet throughout the life course 
1.1.c Ensure that food-based dietary guidance is disseminated in an accessible manner for 
children, carers, school staff and health professionals. 
1.1.d Develop and implement evidence-based, public education campaigns about what 
constitutes a healthy diet and the need for it and for physical activity, which are 
appropriately funded and sustained over time. 

Nutrition/ physical activity 
campaign/ education/ 
information 

1.2 Implement an effective tax on sugar-sweetened beverages. Sugar-sweetened 
beverages; SSBs; tax; fiscal;  1.2.a Analyse the administration and impact of a tax on sugar-sweetened beverages. 

1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s guidance 
1.3 Implement the Set of Recommendations on the Marketing of Foods and Non-alcoholic 
Beverages to Children to reduce the exposure of children and adolescents to, and the 
power of, the marketing of unhealthy foods. 

 
 
 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the marketing of 
unhealthy foods and non-alcoholic beverages to children, where required 
1.3.b Adopt, and implement effective measures, such as legislation or regulation, to restrict 
the marketing of foods and non-alcoholic beverages to children and thereby reduce the 
exposure of children and adolescents to such marketing 
1.3.c Establish mechanisms to effectively enforce implementation of legislation or 
regulation on the marketing of foods and non-alcoholic beverages to children 
1.4 Develop nutrient-profiles to identify unhealthy foods and beverages. 



1.4.a Establish a national nutrient-profiling model to regulate marketing, taxation, labelling 
and provision in public institutions, based on WHO’s regional or global nutrient-profile 
models 

Nutrient profile/ profiling; 
nutrition standards; nutrient 
profile model 

1.5 Establish cooperation between Member States to reduce the impact of cross-border 
marketing of unhealthy foods and beverages. 

International trade and: 
nutrition; marketing; 
labelling; WHO regional 
committees  

1.5.a Engage in intercountry discussions on policies and proposals for regulating cross-
border marketing of unhealthy foods and non-alcoholic beverages to children through 
WHO regional committees and other relevant regional mechanisms 
1.6 Implement a standardized global nutrient labelling system. Food labelling system, WHO 

regional centres; Codex 
Alimentarius Commission; 
standardisation 

1.6.a At the international level, work through the Codex Alimentarius Commission to 
develop a standardized system of food labelling, to support health literacy education 
efforts through mandatory labelling for all pre-packaged foods and beverages 
1.6.b At the domestic level, adopt mandatory laws and regulations for nutrition labelling Nutrition labelling 
1.7 Implement interpretive front-of-pack labelling supported by public education of both 
adults and children for nutrition literacy. 

Front-of-pack labelling; food 
labelling; public education 

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-of-pack 
labelling, based on a nutrient-profile model 
1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack labelling 
system based on the best available evidence to identify the healthfulness of foods and 
beverages 
1.8 Require settings such as… children’s sports facilities and events to create healthy food 
environments^ 

Government settings food 
provision or food 
procurement; catering food 
laws, regulations; 
community settings food 
standards  

1.8.a Set standards for the foods that can be provided or sold in [government settings such 
as health facilities or transport hubs, or support community/ private venues aimed at 
children, such as]… children’s sports facilities and at events, based on a national nutrient-
profile model^ 
1.8.b Apply such food laws, regulations and standards in catering services for… relevant 
settings^ 
1.9 Increase access to healthy foods in disadvantaged communities. Food access and 

affordability; food security; 
disadvantaged 
communities; rural; food 
supply; food system; food 
manufacturing 

1.9.a Involve actors and resources outside the health system to improve access, availability 
and affordability of nutritious foods at a sustained scale in disadvantaged communities (for 
instance, through incentives to retailers and zoning policies) 

1.9.b Establish regulations and standards for social support programmes based on national 
and international dietary guidelines 

Social support program 
standards; health program 
standards 

1.9.c Incentivize local production of fruit and vegetables, such as urban agriculture 

Urban agriculture, food 
production, local food 
supply, peri-urban 
agriculture 

2.0 Implement comprehensive programmes that promote physical activity and reduce 
sedentary behaviours in children and adolescents 

Physical activity and:  
Programs; health 
promotion; campaigns; 
guidelines;  children; 
parents; educators; health 
professionals; carers; 
teacher; sleep behaviours; 
screen; sedentary behaviour 

2.1 Provide guidance to children and adolescents, their parents, caregivers, teachers and 
health professionals on healthy body size, physical activity, sleep behaviours and 
appropriate use of screen-based entertainment. 
2.1.a Develop and implement evidence-based, targeted and appropriately funded, public 
education campaigns on the importance of physical activity 
2.1.b Update existing materials, as necessary, to include guidance on physical activity 
throughout the life course 
2.1.c Disseminate guidance on physical activity to children, carers, school staff and health 
professionals in an accessible manner. 
2.2 Ensure that adequate facilities are available on school premises and in public spaces for 
physical activity during recreational time for all children (including those with disabilities), 
with the provision of gender-friendly spaces where appropriate. 

Physical activity and: urban 
planning; transport; 
community; children; school 
facilities or premesis 2.2.a Provide, in collaboration with other sectors (such as urban planning and 

transportation) and stakeholders, safe facilities, resources and opportunities for all children 
to be physically active during recreational time 
3.0 Integrate and strengthen guidance for non-communicable disease prevention with 
current guidance for preconception and antenatal care, to reduce the risk of childhood 
obesity 

Preconception advice 
(mothers and fathers); 
antenatal care; pregnancy 



3.1 Diagnose and manage hyperglycaemia and gestational hypertension. care; guidelines; nutrition; 
hyperglycaemia; 
hypertension; gestational 
weight gain; monitoring; 
health provider training or 
curriculum; guidance; 
supplementation; physical 
activity in pregnancy  

3.1.a Ensure that screening for hypertension and hyperglycaemia are included in antenatal 
care 
3.2 Monitor and manage appropriate gestational weight gain. 
3.2.a Ensure that measurement of weight and gestational weight gain are included in 
antenatal care 
3.3 Include an additional focus on appropriate nutrition in guidance and advice for both 
prospective mothers and fathers before conception and during pregnancy. 
3.4 Develop clear guidance and support for the promotion of good nutrition, healthy diets 
and physical activity, and for avoiding the use of and exposure to tobacco, alcohol, drugs 
and other toxins. 
3.4.a Ensure that diet and nutrition counselling is included in antenatal care 
3.4.b Include information on the association between prospective parents’ diet, physical 
activity and health behaviours and the risk of childhood obesity in the curriculum of health 
care providers 
3.4.c Disseminate guidance and provide support for healthy diet and physical activity to 
prospective parents whom preconception or antenatal care may not reach 
4.0 Provide guidance on and support for healthy diet, sleep and physical activity in early 
childhood to ensure children grow appropriately and develop healthy habits 

 

4.1 Enforce regulatory measures such as The International Code of Marketing of Breastmilk 
Substitutes and subsequent World Health Assembly resolutions 

WHO Code; breast milk 
substitutes; regulation; 
infant formula; toddler 
formula; complementary 
food 

4.1.a Ensure that legislation and regulations on the marketing of breast-milk substitutes 
adhere to all the provisions in the International Code of Marketing of Breast-milk 
Substitutes and subsequent related Health Assembly resolutions. 
4.2 Ensure all maternity facilities fully practice the Ten Steps to Successful Breastfeeding Ten Steps to Successful 

Breastfeeding; 
UNICEF/WHO Baby Friendly 
Hospital Initiative;  

4.2.a Establish regulations for all maternity facilities to practice the Ten Steps to Successful 
Breastfeeding. Build or enhance assessment systems to regularly verify maternity facilities’ 
adherence. 
4.3 Promote the benefits of breastfeeding for mother and child through broad based 
education to parents and the community at large 

Breastfeeding promotion; 
public education; public 
communication 4.3.a Include information on the benefits of breastfeeding for promoting appropriate infant 

growth, health and reducing the risk of childhood obesity in guidance for parents and 
public communications 
4.4 Support mothers to breastfeed, through regulatory measures such as maternity leave, 
facilities and time for breastfeeding in the work place 

Maternity leave; parental 
leave; law; regulation; 
breastfeeding rights; 
workplace and 
breastfeeding 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the provisions of ILO 
Recommendation 191 on maternity leave and provision of time and facilities in the work 
place for breastfeeding 
4.5 Develop regulations on the marketing of complementary foods and beverages, in line 
with WHO recommendations, to limit the consumption of foods and beverages high in fat, 
sugar and salt by infants and young children. 

Food marketing; regulation; 
complementary food; 
toddler food; infant 
formula; ready-to-eat 
complementary food 

4.5.a Assess the impact of legislation, regulations and guidelines to address the marketing 
of complementary foods for infants and young children, where required 
4.5.b Adopt and implement effective measures, such as legislation or regulation, to restrict 
the inappropriate marketing of complementary foods for infants and young children 
4.5.c Establish mechanisms to enforce effectively and monitor implementation of 
legislation or regulation on the marketing of complementary foods for infants and young 
children 
4.6 Provide clear guidance and support to caregivers to avoid specific categories of foods 
(e.g. sugar sweetened milks and fruit juices or energy-dense, nutrient-poor foods) for the 
prevention of excess weight gain. 

Childcare; early childhood 
services; ECEC sector; food; 
nutrition; nutrition 
education; infant and young 
child feeding; 
complementary feeding; 
food provision; portion 
sizes; catering; physical 
activity; play; screen time; 
fundamental movement 
skills; laws; regulation; 

4.7 Provide clear guidance and support to caregivers to encourage the consumption of a 
wide variety of healthy foods 
4.8 Provide guidance to caregivers on appropriate nutrition, diet and portion size for this 
age group. 
4.8.a Include the following in guidance on infant and young child feeding: (1) the 
introduction of appropriate complementary foods, avoiding the use of added sugar or 
sweeteners; (2) responsive feeding to encourage infants and young children to eat a wide 
variety of healthy foods; (3) which foods and beverages high in sugar, fat and salt should 



 
 
 
 
 
 
 
 
 
 
 
 
 

not be given to infants and young children; (4) appropriate portion sizes for children of 
different ages. 

training; curriculum; 
guidance; standards;  

4.8.b Train community health workers or peer support groups to support appropriate 
complementary feeding 
4.9 Ensure only healthy foods, beverages and snacks are served in formal child-care 
settings or institutions. 
4.9.a Set mandatory nutrition standards for foods and beverages provided (including 
meals) or sold (including vending machines and school shops) in public and private child-
care settings or institutions 
4.9.b Implement such food laws, regulations and standards into catering services for 
existing child-care and other relevant settings 
4.10 Ensure food education and understanding are incorporated into the curriculum in 
formal child-care settings or institutions. 
4.10.a Develop nutrition, food and health education curricula jointly between education 
and health sectors. Train teachers in curriculum delivery 
4.10.b Integrate nutrition and health education components, including practical skills, 
developed in collaboration with the education sector, into the core curriculum 
4.11 Ensure physical activity is incorporated into the daily routine and curriculum in formal 
child-care settings or institutions. 
4.11.a Set standards for physical activity in child-care settings 
4.11.b Provide guidance to carers on the provision of safe and developmentally-
appropriate physical activity, active play and active recreation for all children 
4.12 Provide guidance on appropriate sleep time, sedentary or screen-time and physical 
activity or active play for the 2–5 years of age group. 

Guidelines; 
recommendations; advice; 
sleep; screen; sedentary; 
physical activity; child; 
toddler; preschool 

4.12.a Develop guidance on physical activity for children under 5 years of age, including 
age-appropriate activities and ideas to support and encourage participation in physical 
activity at home and in the community all year round 
4.12.b Develop guidelines on appropriate sleep time and use of screen-based 
entertainment by children and adolescents (see recommendation 2.1) and ideas to avoid 
sedentary activities, including avoiding excessive screen-time, and to model regular 
physical activities for families 
4.13 Engage the whole-of-the community to support caregivers and child-care settings to 
promote healthy lifestyles for young children. 

Health promotion; childcare 

4.13.a Conduct public awareness campaigns and disseminate information to increase 
awareness of the consequences of childhood obesity 

Childhood obesity/ physical 
activity/ nutrition 
campaigns; education; 
community participation;  

4.13.b Promote the benefits of physical activity for both carers and children through broad 
based education to carers and the community at large 
4.13.c Promote communication and community participation to raise awareness and 
create an enabling environment and social demand for policy action to improve diet and 
physical activity in children 
4.13.d Identify community champions/leaders/civil society organizations to work with, and 
ensure community representation 

6.1.b Align services with existing clinical guidelines and clearly configure the roles of 
primary health care providers for effective multidisciplinary work 

Guidelines; primary health; 
clinical guidelines; allied 
health; health services; 
obesity; pregnancy; 
childhood 



 
Table S1.2: Websites searched 

Country  Name  URL  

Australia 

Department of Health http://www.health.gov.au/  

Department of Prime Minister and Cabinet https://www.pmc.gov.au/  

Department of Agriculture and Water Resources  http://www.agriculture.gov.au/  

Analysis & Policy Observatory  https://apo.org.au/   

Eat for Health (dietary guidelines website)  www.eatforhealth.gov.au  

Healthy Weight Guide http://healthyweight.health.gov.au/ 

Australian Food & Grocery Council  www.afgc.org.au  

Australian Communications and Media Authority www.acma.gov.au  

Federal Register of Legislation www.legislation.gov.au  

Ad Standards https://adstandards.com.au 
National Aboriginal Community Controlled Health 
Organisation https://www.naccho.org.au/ 

Australia’s Chief Scientist https://www.chiefscientist.gov.au/  

Royal Australian College of General Practitioners www.racgp.org.au  

Australian College of Midwives www.midwives.org.au  

Australian Association of National Advertisers http://aana.com.au/ 
Australian Competition & Consumer Commission: 
Legislation www.accc.gov.au  

Australian Children’s Education & Care Quality 
Authority www.acecqa.gov.au  

Department of Infrastructure, Regional 
Development and Cities  https://infrastructure.gov.au/  

Department of Industry, Innovation and Science https://www.industry.gov.au/ 
National Health and Medical Research Council  www.nhmrc.gov.au  

Health Star Rating (Aus/NZ)* http://healthstarrating.gov.au/internet/healthstarrating
/publishing.nsf/Content/Home 

Food Standards Australia and New Zealand (FSANZ) 
(Aus/NZ) http://www.foodstandards.gov.au/Pages/default.aspx 

WHO Western Pacific (Aus/NZ) https://www.who.int/westernpacific/#  

New 
Zealand 

New Zealand Government (Te Kāwanatanga o 
Aotearoa)  https://www.govt.nz/ 

Ministry of Health NZ https://www.health.govt.nz/  
Healthy Families New Zealand https://www.healthyfamilies.govt.nz/#home-2  
Ministry of Social Development https://www.msd.govt.nz/  
Health Ed (Ministry of Health) https://www.healthed.govt.nz/  
Healthy Kids website https://www.healthykids.org.nz/eat  
The Treasury New Zealand https://treasury.govt.nz/  
New Zealand Parliament (Paremata Aotearoa) https://www.parliament.nz/en/  
Advertising Standards Authority  https://www.asa.co.nz/  
Ministry for Primary Industries  https://www.mpi.govt.nz/  
Sport New Zealand https://sportnz.org.nz/  
NZ Transport Agency https://www.nzta.govt.nz/  
Department of Conservation https://www.doc.govt.nz/  
Society of Obstetric Medicine of Australia and New 
Zealand (NZ only) https://www.somanz.org/  

Baby Friendly Aotearoa https://www.babyfriendly.org.nz/  

Ministry of Business, Innovation and Employment https://www.employment.govt.nz/leave-and-
holidays/parental-leave/  

Inland Revenue Department https://www.ird.govt.nz/?id=globalnav  

http://www.health.gov.au/
https://www.pmc.gov.au/
http://www.agriculture.gov.au/
https://apo.org.au/
http://www.eatforhealth.gov.au/
http://www.afgc.org.au/
http://www.acma.gov.au/
http://www.legislation.gov.au/
https://www.chiefscientist.gov.au/
http://www.racgp.org.au/
http://www.midwives.org.au/
http://www.accc.gov.au/
http://www.acecqa.gov.au/
https://infrastructure.gov.au/
http://www.nhmrc.gov.au/
http://healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/Home
http://healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/Home
https://www.who.int/westernpacific/
https://www.health.govt.nz/
https://www.healthyfamilies.govt.nz/#home-2
https://www.msd.govt.nz/
https://www.healthed.govt.nz/
https://www.healthykids.org.nz/eat
https://treasury.govt.nz/
https://www.parliament.nz/en/
https://www.asa.co.nz/
https://www.mpi.govt.nz/
https://sportnz.org.nz/
https://www.nzta.govt.nz/
https://www.doc.govt.nz/
https://www.somanz.org/
https://www.babyfriendly.org.nz/
https://www.employment.govt.nz/leave-and-holidays/parental-leave/
https://www.employment.govt.nz/leave-and-holidays/parental-leave/
https://www.ird.govt.nz/?id=globalnav


Department of Education https://www.education.govt.nz/  
Education Review Office https://www.ero.govt.nz/  
Fuelled 4 Life/ Heart Foundation  http://www.fuelled4life.org.nz/early-learning-services  
Well Child Programme https://www.wellchild.org.nz/  
Ministry for the Environment http://www.mfe.govt.nz/  

Housing and Urban Development Authority https://www.hud.govt.nz/urban-development/housing-
and-urban-development-authority/  

England 
(UK) 

Government of the United Kingdom https://www.gov.uk/  

HM Treasury  https://www.gov.uk/government/organisations/hm-
treasury  

HM Revenue & Customs  https://www.gov.uk/government/organisations/hm-
revenue-customs  

National Health Service https://www.nhs.uk/  
Start4Life https://www.nhs.uk/start4life  
National Institute for Health and Care Excellence https://www.nice.org.uk/  

Public Health England  https://www.gov.uk/government/organisations/public-
health-england  

Ofcom https://www.ofcom.org.uk/  
Advertising Standards Authority https://www.asa.org.uk/  
Food Standards Agency  https://www.food.gov.uk/  

Department of Health & Social Care https://www.gov.uk/government/organisations/depart
ment-of-health-and-social-care  

Department for Transport  https://www.gov.uk/government/organisations/depart
ment-for-transport  

Department for Environment Food & Rural Affairs https://www.gov.uk/government/organisations/depart
ment-for-environment-food-rural-affairs  

Ministry of Housing, Communities & Local 
Government 

https://www.gov.uk/government/organisations/ministr
y-of-housing-communities-and-local-government  

Department for Education https://www.gov.uk/government/organisations/depart
ment-for-education  

Local Government Association  https://www.local.gov.uk/  

PHE: Public Health Matters https://publichealthmatters.blog.gov.uk/category/healt
h-improvement/  

Chief Medical Officer  https://www.gov.uk/government/collections/chief-
medical-officer-annual-reports  

Play England http://www.playengland.net/parks-and-open-spaces/  
UNICEF UK Baby Friendly Initiative  https://www.unicef.org.uk/babyfriendly/  
Benefits https://www.gov.uk/browse/benefits  
Children’s Food Trust http://childrensfoodtrust.org.uk/  
Foundation Years  https://foundationyears.org.uk/  
Action for Children  https://www.actionforchildren.org.uk/  
Health Education England https://www.hee.nhs.uk/  
National Archives (UK)* https://webarchive.nationalarchives.gov.uk/search/  
Legislation (UK) http://www.legislation.gov.uk/  
European Healthy Stadia Network (EU)* https://healthystadia.eu/  
EUR-Lex: Access to European Union Law (EU) https://eur-lex.europa.eu/homepage.html?locale=en  
WHO Europe (EU) http://www.euro.who.int/en/home  

Republic 
of 
Ireland  

Government of Ireland (Rialtas na hÉireann) https://www.gov.ie/en/  
Department of Health https://health.gov.ie/  
Healthy Ireland  http://www.healthyireland.ie/  
Office of the Chief Nursing Officer https://health.gov.ie/office-of-the-chief-nursing-officer/  
Health Service Executive https://www.hse.ie/eng/  
Safefood https://www.safefood.eu/Home.aspx  
Health Promotion  https://www.healthpromotion.ie/  

Department of Finance https://www.gov.ie/en/organisation/department-of-
finance/  

Budget Office www.budget.gov.ie  

https://www.education.govt.nz/
https://www.ero.govt.nz/
http://www.fuelled4life.org.nz/early-learning-services
https://www.wellchild.org.nz/
http://www.mfe.govt.nz/
https://www.hud.govt.nz/urban-development/housing-and-urban-development-authority/
https://www.hud.govt.nz/urban-development/housing-and-urban-development-authority/
https://www.gov.uk/
https://www.gov.uk/government/organisations/hm-treasury
https://www.gov.uk/government/organisations/hm-treasury
https://www.gov.uk/government/organisations/hm-revenue-customs
https://www.gov.uk/government/organisations/hm-revenue-customs
https://www.nhs.uk/
https://www.nhs.uk/start4life
https://www.nice.org.uk/
https://www.gov.uk/government/organisations/public-health-england
https://www.gov.uk/government/organisations/public-health-england
https://www.ofcom.org.uk/
https://www.asa.org.uk/
https://www.food.gov.uk/
https://www.gov.uk/government/organisations/department-of-health-and-social-care
https://www.gov.uk/government/organisations/department-of-health-and-social-care
https://www.gov.uk/government/organisations/department-for-transport
https://www.gov.uk/government/organisations/department-for-transport
https://www.gov.uk/government/organisations/department-for-environment-food-rural-affairs
https://www.gov.uk/government/organisations/department-for-environment-food-rural-affairs
https://www.gov.uk/government/organisations/ministry-of-housing-communities-and-local-government
https://www.gov.uk/government/organisations/ministry-of-housing-communities-and-local-government
https://www.gov.uk/government/organisations/department-for-education
https://www.gov.uk/government/organisations/department-for-education
https://www.local.gov.uk/
https://publichealthmatters.blog.gov.uk/category/health-improvement/
https://publichealthmatters.blog.gov.uk/category/health-improvement/
https://www.gov.uk/government/collections/chief-medical-officer-annual-reports
https://www.gov.uk/government/collections/chief-medical-officer-annual-reports
http://www.playengland.net/parks-and-open-spaces/
https://www.unicef.org.uk/babyfriendly/
https://www.gov.uk/browse/benefits
http://childrensfoodtrust.org.uk/
https://foundationyears.org.uk/
https://www.actionforchildren.org.uk/
https://www.hee.nhs.uk/
https://webarchive.nationalarchives.gov.uk/search/
http://www.legislation.gov.uk/
https://healthystadia.eu/
https://eur-lex.europa.eu/homepage.html?locale=en
http://www.euro.who.int/en/home
https://www.gov.ie/en/
https://health.gov.ie/
http://www.healthyireland.ie/
https://health.gov.ie/office-of-the-chief-nursing-officer/
https://www.hse.ie/eng/
https://www.safefood.eu/Home.aspx
https://www.healthpromotion.ie/
https://www.gov.ie/en/organisation/department-of-finance/
https://www.gov.ie/en/organisation/department-of-finance/
http://www.budget.gov.ie/


Advertising Standards Authority for Ireland https://www.asai.ie  
Broadcasting Authority of Ireland  https://www.bai.ie/en/  
Food Safety Authority of Ireland https://www.fsai.ie/home.html  
Get Ireland Active http://www.getirelandactive.ie/  
Irish Heart Foundation  https://irishheart.ie/  
Department of Children and Youth Affairs https://www.dcya.gov.ie/  
Department of Employment Affairs and Social 
Protection http://www.welfare.ie/en/Pages/home.aspx  

Baby Friendly Health Initiative in Ireland http://www.babyfriendly.ie/  
Breastfeeding Ireland  https://www.breastfeeding.ie/  
Early Childhood Ireland https://www.earlychildhoodireland.ie/about/  
Irish Nutrition and Dietetic Institute  https://www.indi.ie/  
Síolta: The National Quality Framework for Early 
Childhood Education http://siolta.ie/  

National Childhood Network https://www.ncn.ie/index.php  
Department of Community and Rural Development https://drcd.gov.ie/  
Department of Agriculture, Food and the Marine https://www.agriculture.gov.ie/  
Department of Transport, Tourism and Sport http://www.dttas.ie/  
Child and Family Agency (Tusla) https://www.tusla.ie/   
Irish Food Board https://www.bordbia.ie/Pages/Default.aspx  
Enterprise Ireland https://www.enterprise-ireland.com/en/  
Health Information and Quality Authority https://www.hiqa.ie/  
Local Government Management Agency http://www.lgma.ie/  
The Office of Public Works https://www.opw.ie/en/  
POBAL: Government supporting communities https://www.pobal.ie/  

Department of the Taoiseach (Roinn an Taoisigh) https://www.gov.ie/en/organisation/department-of-
the-taoiseach/  

Department of Housing, Planning and Local 
Government https://www.housing.gov.ie/  

Irish Statute Book http://www.irishstatutebook.ie/  

Canada  

Government of Canada (Gouvernement du 
Canada) https://www.canada.ca/en.html  

Health Canada https://www.canada.ca/en/health-canada.html  
Public Health Agency of Canada https://www.canada.ca/en/public-health.html  
Transport Canada http://www.tc.gc.ca/en/transport-canada.html  
Youth Council https://www.canada.ca/en/youth.html  
Parks Canada https://www.canada.ca/en/parks-canada.html  
Infrastructure Canada https://www.canada.ca/en/office-infrastructure.html  
Department of Finance https://www.canada.ca/en/department-finance.html  
Canada Revenue Agency  https://www.canada.ca/en/revenue-agency.html  

Employment and Social Development Canada https://www.canada.ca/en/employment-social-
development.html  

Canadian Food Inspection Agency https://www.canada.ca/en/food-inspection-
agency.html  

Canadian Industrial Relations Board http://www.cirb-ccri.gc.ca/eic/site/047.nsf/eng/home  
Agriculture and Agri-Food Canada http://www.agr.gc.ca/eng/home/?id=1395690825741  
Senate of Canada https://sencanada.ca/en  
Parliament Canada (Parlement Canada) http://www.parl.ca/  
Department of Justice (Justice Laws Website) https://laws-lois.justice.gc.ca/eng/  
National Collaborating Centre for Environmental 
Health  http://www.ncceh.ca/  

Nutrition North Canada http://www.nutritionnorthcanada.gc.ca/eng/14153857
62263/1415385790537  

Canadian Society for Exercise Physiology  https://csepguidelines.ca/  
ParticipACTION https://www.participaction.com/en-ca  
Diabetes Canada https://www.diabetes.ca/  

https://www.asai.ie/
https://www.bai.ie/en/
https://www.fsai.ie/home.html
http://www.getirelandactive.ie/
https://irishheart.ie/
https://www.dcya.gov.ie/
http://www.welfare.ie/en/Pages/home.aspx
http://www.babyfriendly.ie/
https://www.breastfeeding.ie/
https://www.earlychildhoodireland.ie/about/
https://www.indi.ie/
http://siolta.ie/
https://www.ncn.ie/index.php
https://drcd.gov.ie/
https://www.agriculture.gov.ie/
http://www.dttas.ie/
https://www.tusla.ie/
https://www.bordbia.ie/Pages/Default.aspx
https://www.enterprise-ireland.com/en/
https://www.hiqa.ie/
http://www.lgma.ie/
https://www.opw.ie/en/
https://www.pobal.ie/
https://www.gov.ie/en/organisation/department-of-the-taoiseach/
https://www.gov.ie/en/organisation/department-of-the-taoiseach/
https://www.housing.gov.ie/
http://www.irishstatutebook.ie/
https://www.canada.ca/en.html
https://www.canada.ca/en/health-canada.html
https://www.canada.ca/en/public-health.html
http://www.tc.gc.ca/en/transport-canada.html
https://www.canada.ca/en/youth.html
https://www.canada.ca/en/parks-canada.html
https://www.canada.ca/en/office-infrastructure.html
https://www.canada.ca/en/department-finance.html
https://www.canada.ca/en/revenue-agency.html
https://www.canada.ca/en/employment-social-development.html
https://www.canada.ca/en/employment-social-development.html
https://www.canada.ca/en/food-inspection-agency.html
https://www.canada.ca/en/food-inspection-agency.html
http://www.cirb-ccri.gc.ca/eic/site/047.nsf/eng/home
http://www.agr.gc.ca/eng/home/?id=1395690825741
https://sencanada.ca/en
http://www.parl.ca/
https://laws-lois.justice.gc.ca/eng/
http://www.ncceh.ca/
http://www.nutritionnorthcanada.gc.ca/eng/1415385762263/1415385790537
http://www.nutritionnorthcanada.gc.ca/eng/1415385762263/1415385790537
https://csepguidelines.ca/
https://www.participaction.com/en-ca
https://www.diabetes.ca/


Society of Obstetricians and Gynaecologists of 
Canada https://www.sogc.org/  

Breastfeeding Committee for Canada http://breastfeedingcanada.ca/Default_en.aspx  

Employment Insurance Benefits  https://www.canada.ca/en/services/benefits/ei/ei-
maternity-parental.html  

Chronic Disease Prevention Alliance of Canada www.cdpac.ca  
WHO/ Pan American Health Organisation (PAHO) https://www.paho.org/hq/index.php?lang=en  

Scotland  

Scottish Government (Riaghaltas na h-Alba) https://www.gov.scot/  
NHS Scotland https://www.scot.nhs.uk/  
Health and Social Care https://www.gov.scot/health-and-social-care/  
Food Standards Scotland https://www.foodstandards.gov.scot/  
Legislation   
Farming, Forestry and Rural Issues https://www2.gov.scot/Topics/farmingrural  
Take Life On http://www.takelifeon.co.uk/  

Healthier Scotland https://www2.gov.scot/topics/archive/About-
Archive/Strategic-Objectives/healthier  

Eat Better Feel Better https://www.parentclub.scot/articles/eat-better-feel-
better  

Inch By Inch for Scotland http://www.inchbyinchforscotland.co.uk/  
Community Food and Health (Scotland) https://www.communityfoodandhealth.org.uk/  
Healthy Living Award  http://www.healthylivingaward.co.uk/index  
Scottish Community Development Centre https://www.scdc.org.uk/  
Economic Development Directorate 
(Manufacturing)  https://www.gov.scot/policies/manufacturing/  

Built Environment  https://www2.gov.scot/Topics/Built-Environment  
Transport Scotland https://www.transport.gov.scot/  
Healthcare Improvement Scotland  http://www.healthcareimprovementscotland.org/  
Parent Club https://www.parentclub.scot/  
Skills Development Scotland https://www.skillsdevelopmentscotland.co.uk/  
Consultation Hub https://consult.gov.scot/  
Scottish Public Health Network  https://www.scotphn.net/  
COSLA http://www.cosla.gov.uk/  
Getting It Right For Every Child https://www.gov.scot/policies/girfec/  

ALL 

World Trade Organisation https://www.wto.org/  
International Labour Organisation  https://www.ilo.org/global/lang--en/index.htm  
Food and Agricultural Organisation of the United 
Nations  http://www.fao.org/home/en/  

World Health Organisation  https://www.who.int/  
* Some organisations have jurisdiction in more than one country, these are noted in the highest country listed. For example: 
England, Scotland and Republic of Ireland were all members of the EU at the time of data collection and share some 
institutions. In the table this relationship is denoted by (EU). Similarly Australia and New Zealand share some organisations 
across the Tasman, denoted by (Aus/NZ), and organisations across England and Scotland, (UK).   
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https://www.foodstandards.gov.scot/
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https://www2.gov.scot/topics/archive/About-Archive/Strategic-Objectives/healthier
https://www.parentclub.scot/articles/eat-better-feel-better
https://www.parentclub.scot/articles/eat-better-feel-better
http://www.inchbyinchforscotland.co.uk/
https://www.communityfoodandhealth.org.uk/
http://www.healthylivingaward.co.uk/index
https://www.scdc.org.uk/
https://www.gov.scot/policies/manufacturing/
https://www2.gov.scot/Topics/Built-Environment
https://www.transport.gov.scot/
http://www.healthcareimprovementscotland.org/
https://www.parentclub.scot/
https://www.skillsdevelopmentscotland.co.uk/
https://consult.gov.scot/
https://www.scotphn.net/
http://www.cosla.gov.uk/
https://www.gov.scot/policies/girfec/
https://www.wto.org/
https://www.ilo.org/global/lang--en/index.htm
http://www.fao.org/home/en/
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Table S2: Results – summary 

 

 

 

Table S2.1: Tabulation* of policies in each country using the policy content matrix 

Policy Area 
 Australia  New Zealand Ireland England (UK)  Canada Scotland 

n 
(%)  Yes Partial No Yes Partial No Yes Partial No Yes Partial No Yes Partial No Yes Partial No 

Downstream   Healthcare 
13 7 5 1 8 5 0 9 2 2 7 5 1 6 6 1 12 1 0 

(16) (54) (38) (8) (62) (38) (0) (69) (15) (15) (54) (38) (8) (46) (46) (8) (92) (8) (0) 

Midstream 38 18 15 5 22 14 2 27 8 3 19 15 4 14 11 13 23 11 4 
(46) (47) (39) (13) (58) (37) (5) (71) (21) (8) (50) (39) (11) (37) (29) (34) (61) (29) (11) 

Lifestyle 
22 9 11 2 19 3 0 14 7 1 12 9 1 14 6 2 12 9 1 

(27) (41) (50) (9) (86) (14) (0) (64) (32) (5) (55) (41) (5) (64) (27) (9) (55) (41) (5) 

Settings 
16 9 4 3 3 11 2 13 1 2 7 6 3 0 5 11 11 2 3 

(19) (56) (25) (19) (19) (69) (13) (81) (6) (13) (44) (38) (19) (0) (31) (69) (69) (13) (19) 

Upstream 32 2 12 18 8 12 12 10 10 12 13 12 7 4 21 7 16 10 6 
(39) (6) (38) (56) (25) (38) (38) (31) (31) (38) (41) (38) (22) (13) (66) (22) (50) (31) (19) 

Physical Activity 
Environment 

3 0 1 2 0 3 0 2 1 0 1 2 0 0 1 2 2 1 0 
(4) (0) (33) (67) (0) (100) (0) (67) (33) (0) (33) (67) (0) (0) (33) (67) (67) (33) (0) 

Food Environment 27 2 10 15 7 9 11 8 8 11 12 9 6 4 19 4 14 8 5 
(33) (7) (37) (56) (26) (33) (41) (30) (30) (41) (44) (33) (22) (15) (70) (15) (52) (30) (19) 

Other Determinants 2 0 1 1 1 0 1 0 1 1 0 1 1 0 1 1 0 1 1 
(2) (0) (50) (50) (50) (0) (50) (0) (50) (50) (0) (50) (50) (0) (50) (50) (0) (50) (50) 

Total 83 27 32 24 38 31 14 46 20 17 39 32 12 24 38 21 51 22 10 
(100) (33) (39) (29) (46) (37) (17) (55) (24) (20) (47) (39) (14) (29) (46) (25) (61) (27) 12) 

*This table presents a tabulation of policies against the WHO ECHO IP under the policy areas identified by the OPA Framework. For a summary with each of the WHO ECHO IP Items, see 
Table S2.2. For complete policy mapping for all six countries included in study see Tables S3.1 – S3.6.  

 



Table S2.2: Summary of policies in each country against the WHO Ending Childhood Obesity Implementation Plan  

WHO ECHO Implementation Plan: recommendations and strategies*+ 
Level of 

Government 
(Australia) 

Australia New 
Zealand Canada Scotland England 

Republic 
of 

Ireland 
OPA Framework Downstream Action Areas – Health system         

3.0 Integrate and strengthen guidance for non-communicable disease prevention with current guidance for 
preconception and antenatal care, to reduce the risk of childhood obesity National & State Partial Partial Partial Yes Partial Yes 

3.1 Diagnose and manage hyperglycaemia and gestational hypertension. National & State Yes Yes Yes Yes Yes Yes 
3.1.a Ensure that screening for hypertension and hyperglycaemia are included in antenatal care National & State Yes Partial Yes Yes Yes Yes 
3.2 Monitor and manage appropriate gestational weight gain. National & State Yes Yes Yes Yes Yes Yes 
3.2.a Ensure that measurement of weight and gestational weight gain are included in antenatal care National & State Yes Partial Yes Yes Yes Yes 
3.3 Include an additional focus on appropriate nutrition in guidance and advice for both prospective mothers and 
fathers before conception and during pregnancy. National & State Partial Partial Partial Yes Partial Partial 

3.4 Develop clear guidance and support for the promotion of good nutrition, healthy diets and physical activity, and for 
avoiding the use of and exposure to tobacco, alcohol, drugs and other toxins. National & State Yes Yes Yes Yes Partial Yes 

3.4.a Ensure that diet and nutrition counselling is included in antenatal care National & State Yes Partial Partial Yes Yes Yes 
3.4.b Include information on the association between prospective parents’ diet, physical activity and health behaviours 
and the risk of childhood obesity in the curriculum of health care providers National & State Partial Yes Partial Partial Partial Partial 

4.2 Ensure all maternity facilities fully practice the Ten Steps to Successful Breastfeeding State Partial Yes Partial Yes Partial No 
4.2.a Establish regulations for all maternity facilities to practice the Ten Steps to Successful Breastfeeding. Build or 
enhance assessment systems to regularly verify maternity facilities’ adherence. State Partial Yes Partial Yes No No 

4.8.b Train community health workers or peer support groups to support appropriate complementary feeding State & Local No Yes No Yes Yes Yes 
6.1.b Align services with existing clinical guidelines and clearly configure the roles of primary health care providers for 
effective multidisciplinary work National & State Yes Yes Yes Yes Yes Yes 

OPA Framework Midstream Action Areas – Healthy lifestyle information         
1.1. Ensure that appropriate and context specific nutrition information and guidelines for both adults and children are 
developed and disseminated in a simple, understandable and accessible manner to all groups in society. National Yes Yes Yes Partial Partial Partial 

1.1.a Inform the population about childhood overweight and obesity and consequences for health and well-being. National Partial Yes Yes Partial Yes Yes 
1.1.b Update, as necessary, guidance on the prevention of childhood obesity through the consumption of a healthy 
diet throughout the life course National Yes Yes Yes Yes Yes Yes 

1.1.c Ensure that food-based dietary guidance is disseminated in an accessible manner for children, carers, school staff 
and health professionals. National Yes Yes Yes Yes Partial Partial 

1.1.d Develop and implement evidence-based, public education campaigns about what constitutes a healthy diet and 
the need for it and for physical activity, which are appropriately funded and sustained over time. National Partial Yes Yes Yes Yes Yes 

1.9.b Establish regulations and standards for social support programmes based on national and international dietary 
guidelines National & State No Yes Partial No Yes Yes 

2.1 Provide guidance to children and adolescents, their parents, caregivers, teachers and health professionals on healthy 
body size, physical activity, sleep behaviours and appropriate use of screen-based entertainment. National Yes Yes Yes Yes Yes Yes 

2.1.a Develop and implement evidence-based, targeted and appropriately funded, public education campaigns on the 
importance of physical activity National Partial Yes Yes Partial Yes No 

2.1.b Update existing materials, as necessary, to include guidance on physical activity throughout the life course National Yes Yes Yes Yes Yes Yes 
2.1.c Disseminate guidance on physical activity to children, carers, school staff and health professionals in an accessible 
manner. National Partial Yes Yes Yes Yes Yes 



3.4.c Disseminate guidance and provide support for healthy diet and physical activity to prospective parents whom 
preconception or antenatal care may not reach National & State Partial Yes Partial Partial Partial Partial 

4.0 Provide guidance on and support for healthy diet, sleep and physical activity in early childhood to ensure 
children grow appropriately and develop healthy habits National Partial Partial Partial Partial Partial Partial 

4.3 Promote the benefits of breastfeeding for mother and child through broad based education to parents and the 
community at large National & State Partial Yes Partial Yes Yes Partial 

4.3.a Include information on the benefits of breastfeeding for promoting appropriate infant growth, health and reducing 
the risk of childhood obesity in guidance for parents and public communications National Yes Partial Partial Yes Partial Yes 

4.12 Provide guidance on appropriate sleep time, sedentary or screen-time and physical activity or active play for the 
2–5 years of age group. National Yes Yes Yes Partial Partial Partial 

4.12.a Develop guidance on physical activity for children under 5 years of age, including age- appropriate activities and 
ideas to support and encourage participation in physical activity at home and in the community all year round National Yes Yes Yes Yes Yes Partial 

4.12.b Develop guidelines on appropriate sleep time and use of screen-based entertainment by children and 
adolescents (see recommendation 2.1) and ideas to avoid sedentary activities, including avoiding excessive screen-
time, and to model regular physical activities for families 

National Yes Yes Yes Partial Partial Yes 

4.13 Engage the whole-of-the community to support caregivers and child-care settings to promote healthy lifestyles 
for young children. National & State Partial Partial Partial Partial Partial Yes 

4.13.a Conduct public awareness campaigns and disseminate information to increase awareness of the consequences 
of childhood obesity National Partial Yes Yes Yes Yes Yes 

4.13.b Promote the benefits of physical activity for both carers and children through broad based education to carers 
and the community at large National & State Partial Yes Yes Yes Yes Yes 

4.13.c Promote communication and community participation to raise awareness and create an enabling environment 
and social demand for policy action to improve diet and physical activity in children 

National, State & 
Local (All) Partial Yes No Yes No Yes 

4.13.d Identify community champions/leaders/civil society organizations to work with, and ensure community 
representation All No Yes No Partial Partial Yes 

OPA Framework Midstream Action Areas – Settings young children occupy         
1.8 Require settings such as… children’s sports facilities and events to create healthy food environments^ All No No No No No No 
1.8.a Set standards for the foods that can be provided or sold in [government settings such as health facilities or transport 
hubs, or support community/ private venues aimed at children, such as]… children’s sports facilities and at events, based 
on a national nutrient-profile model^ 

All No Partial No Partial Yes Partial 

1.8.b Apply such food laws, regulations and standards in catering services for… relevant settings^ All No No No No No No 
4.6 Provide clear guidance and support to caregivers to avoid specific categories of foods (e.g. sugar sweetened milks 
and fruit juices or energy-dense, nutrient-poor foods) for the prevention of excess weight gain. National Yes Partial Partial Yes Yes Yes 

4.7 Provide clear guidance and support to caregivers to encourage the consumption of a wide variety of healthy foods National Yes Partial Partial Yes Yes Yes 
4.8 Provide guidance to caregivers on appropriate nutrition, diet and portion size for this age group. National Partial Partial Partial Yes Partial Yes 
4.8.a Include the following in guidance on infant and young child feeding: (1) the introduction of appropriate 
complementary foods, avoiding the use of added sugar or sweeteners; (2) responsive feeding to encourage infants and 
young children to eat a wide variety of healthy foods; (3) which foods and beverages high in sugar, fat and salt should 
not be given to infants and young children; (4) appropriate portion sizes for children of different ages. 

National Partial Partial Partial Yes Partial Yes 

4.9 Ensure only healthy foods, beverages and snacks are served in formal child-care settings or institutions. National Partial Partial Partial Yes Partial Yes 
4.9.a Set mandatory nutrition standards for foods and beverages provided (including meals) or sold (including vending 
machines and school shops) in public and private child-care settings or institutions National Partial Partial No Yes Partial Yes 

4.9.b Implement such food laws, regulations and standards into catering services for existing child-care and other 
relevant settings National Yes Yes No Yes No Yes 



4.10 Ensure food education and understanding are incorporated into the curriculum in formal child-care settings or 
institutions. National Yes Yes No Yes Yes Yes 

4.10.a Develop nutrition, food and health education curricula jointly between education and health sectors. Train 
teachers in curriculum delivery National Yes Partial No Yes Yes Yes 

4.10.b Integrate nutrition and health education components, including practical skills, developed in collaboration with 
the education sector, into the core curriculum National Yes Partial No Yes Partial Yes 

4.11 Ensure physical activity is incorporated into the daily routine and curriculum in formal child-care settings or 
institutions. National Yes Yes No Partial Yes Yes 

4.11.a Set standards for physical activity in child-care settings National Yes Partial No No Partial Yes 
4.11.b Provide guidance to carers on the provision of safe and developmentally-appropriate physical activity, active 
play and active recreation for all children National Yes Partial No Yes Yes Yes 

OPA Framework Upstream Action Areas – Physical Activity Environment         
2.0 Implement comprehensive programmes that promote physical activity and reduce sedentary behaviours in 
children and adolescents National & State Partial Partial Partial Partial Partial Yes 

2.2 Ensure that adequate facilities are available on school premises and in public spaces for physical activity during 
recreational time for all children (including those with disabilities), with the provision of gender-friendly spaces where 
appropriate. 

National & State No Partial No Yes Partial Yes 

2.2.a Provide, in collaboration with other sectors (such as urban planning and transportation) and stakeholders, safe 
facilities, resources and opportunities for all children to be physically active during recreational time All No Partial No Yes Yes Partial 

OPA Framework Upstream Action Areas – Food Environment        
1.0 implement comprehensive programmes that promote the intake of healthy foods and reduce the intake of 
unhealthy foods and sugar-sweetened beverages by children and adolescents National & State Partial Partial Partial Partial Partial Partial 

1.2 Implement an effective tax on sugar-sweetened beverages. National No No No Yes Yes Yes 
1.2.a Analyse the administration and impact of a tax on sugar-sweetened beverages. National Partial Yes Yes Partial Yes Yes 
1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s guidance National No No No Partial Partial Partial 
1.3 Implement the Set of Recommendations on the Marketing of Foods and Non- alcoholic Beverages to Children to 
reduce the exposure of children and adolescents to, and the power of, the marketing of unhealthy foods. National Partial Yes Partial Yes Yes Partial 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the marketing of unhealthy foods and non-
alcoholic beverages to children, where required National No Yes Partial Yes Yes Yes 

1.3.b Adopt, and implement effective measures, such as legislation or regulation, to restrict the marketing of foods and 
non-alcoholic beverages to children and thereby reduce the exposure  of children and adolescents to such marketing National Partial Yes Partial Yes Partial Yes 

1.3.c Establish mechanisms to effectively enforce implementation of legislation or regulation on the marketing of foods 
and non-alcoholic beverages to children National No Yes Partial Yes Yes No 

1.4 Develop nutrient-profiles to identify unhealthy foods and beverages. National Partial Partial Partial Yes Yes Yes 
1.4.a Establish a national nutrient-profiling model to regulate marketing, taxation, labelling and provision in public 
institutions, based on WHO’s regional or global nutrient-profile models National No No Partial Yes Yes Yes 

1.5 Establish cooperation between Member States to reduce the impact of cross- border marketing of unhealthy foods 
and beverages. International No No No Partial Partial Partial 

1.5.a Engage in intercountry discussions on policies and proposals for regulating cross-border marketing of unhealthy 
foods and non-alcoholic beverages to children through WHO regional committees and other relevant regional 
mechanisms 

National No No Yes Yes Yes Yes 

1.6 Implement a standardized global nutrient labelling system. International No No No No No No 
1.6.a At the international level, work through the Codex Alimentarius Commission to develop a standardized system of 
food labelling, to support health literacy education efforts through mandatory labelling for all pre-packaged foods and 
beverages 

International Partial Partial Partial Partial Partial Partial 



1.6.b At the domestic level, adopt mandatory laws and regulations for nutrition labelling National Yes Yes Yes Yes Yes Yes 
1.7 Implement interpretive front-of-pack labelling supported by public education of both adults and children for 
nutrition literacy. National Partial Partial Partial Yes Yes No 

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-of-pack labelling, based on a nutrient-
profile model National Yes Yes Partial Yes Yes No 

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack labelling system based on the best 
available evidence to identify the healthfulness of foods and beverages National No Partial Partial Partial Partial No 

1.9 Increase access to healthy foods in disadvantaged communities.  National & State Partial Partial Yes Yes Yes Partial 
1.9.a Involve actors and resources outside the health system to improve access, availability and affordability of 
nutritious foods at a sustained scale in disadvantaged communities (for instance, through incentives to retailers and 
zoning policies) 

National & State Partial No Partial Yes Partial Partial 

1.9.c Incentivize local production of fruit and vegetables, such as urban agriculture National & State No No Partial Yes No No 
4.1 Enforce regulatory measures such as The International Code of Marketing of Breastmilk Substitutes and 
subsequent World Health Assembly resolutions National No Partial Partial Partial Partial Partial 

4.1.a Ensure that legislation and regulations on the marketing of breast-milk substitutes adhere to all the provisions in 
the International Code of Marketing of Breast-milk Substitutes and subsequent related Health Assembly resolutions. National No Partial Partial No No No 

4.5 Develop regulations on the marketing of complementary foods and beverages, in line with WHO 
recommendations, to limit the consumption of foods and beverages high in fat, sugar and salt by infants and young 
children. 

National No Partial Partial Partial Partial No 

4.5.a Assess the impact of legislation, regulations and guidelines to address the marketing of complementary foods for 
infants and young children, where required National No No Partial No No No 

4.5.b Adopt and implement effective measures, such as legislation or regulation, to restrict the inappropriate 
marketing of complementary foods for infants and young children National No No Partial No No No 

4.5.c Establish mechanisms to enforce effectively and monitor implementation of legislation or regulation on the 
marketing of complementary foods for infants and young children National Partial No Partial No No No 

OPA Framework Upstream Action Areas – Determinants of Health        
4.4 Support mothers to breastfeed, through regulatory measures such as maternity leave, facilities and time for 
breastfeeding in the work place National  Partial Yes Partial Partial Partial Partial 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the provisions of ILO Recommendation 191 on 
maternity leave and provision of time and facilities in the work place for breastfeeding National  No No No No No No 

*Not all the WHO ECO IP items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight 
and obesity rather than prevention. Items in bold are the overarching recommendations, the rest of the items are strategies under each of the recommendations.  
+ see Supplementary Tables 1 – 6 for more detailed mapping of all six countries against the WHO ECO IP 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and 
focused on other settings young children occupy in Item 1.8 with a particular focus on government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. 
event facilities).  
 

 



Table S3: Results – full policy mapping in each of the included countries 

 

The following six tables present the results of mapping policies for the prevention of obesity in early childhood in all six included countries in this study 
against the WHO Ending Childhood Obesity Implementation Plan.  

Table S3.1: Australian national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

Table S3.2: New Zealand national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

Table S3.3: Republic of Ireland national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

Table S3.4: England (UK) national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

Table S3.5: Canada national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

Table S3.6: Scotland national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

 



Table S3. Table S3.1: Australian national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

WHO Ending Childhood Obesity: Implementation Plan Result Describe policy/ action Policy type 
(mechanism) 

Agency responsible Other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the intake 
of healthy foods and reduce the intake of unhealthy foods and 
sugar-sweetened beverages by children and adolescents 

Partial The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation 
Food/nutrition plan in Australia - National Food Plan was developed, but then 
rescinded with a change of government within a few short months in 2013.  
The current policy is focused on food exports and food production as a commodity.  

White Paper  National Food Plan (2010) was intended to be ‘Paddock to Plate’, 
embedded in agricultural department. Nutrition goals were shifted 
out to a National Nutrition Policy, announced in 2011, but did not 
continue. Change of government saw the food plan rescinded, and 
a new plan focused on exports and production 

National Food Plan White Paper (released and 
rescinded in 2013) (Link);  
Agricultural Competitiveness White Paper (2014) 
(Link) 
 

1.1. Ensure that appropriate and context specific nutrition information 
and guidelines for both adults and children are developed and 
disseminated in a simple, understandable and accessible manner to all 
groups in society. 

Yes Brochures describing food groups, serves, number of serves depending on age and 
gender are available from aged 2 onwards. There are separate brochures for the 
introduction of solids and feeding to 12 months. There is a further guideline 
advising on infant feeding. Advice for 1-2 years in only provided on the website, 
and information on food groups, serve size and number of serves for this age group 
does not exist in the same brochure format as it does for ages two and up. See also 
Item 4.8.a 

Guidelines National Health & 
Medical Research 
Council (NHMRC) 

Website 'Eat for Health' contains links to PDF copies of the 
Australian Dietary Guidelines and consumer brochures, including 
'Healthy eating during your pregnancy', 'Giving your baby the best 
start' (0-12 months); 'Healthy eating for children (2-17years); 
'Healthy eating for adults' (18-70+). There are also the infant 
feeding guidelines (birth to 12 months) which have summaries on 
feeding between 1-2 years but no explicit information on 
appropriate number of serves in this age group.  
There is a gap in brochures-based information for Toddlers (aged 
1-2 years), the information is available but only available on a 
webpage.  

Eat for Health: guidelines; Infant Feeding 
Guidelines, summary; Infant Feeding Guidelines 
for Health Workers (all available on one 
webpage, Link)  
 
Recommended number of serves for children, 
adolescents and toddlers (webpage separate to 
above, is the only information source for number 
of food serves for children aged 1-2 years) (Link) 

1.1.a Inform the population about childhood overweight and obesity and 
consequences for health and well-being. 

Partial Government commissioned the development of a healthy weight guide for the 
purpose of public education, across the life course. It is aimed at adults, although it 
does contain a small section on children, from 2 years (food) and movement (from 
birth). While it is informational, it is not promoted. See also item 4.13.a 

Guidelines  Department of 
Health 

The guide was developed with expertise in nutrition, physical 
activity, obesity, consumer health information, and market 
research as well as consultations with health professionals and 
health consumers. 

Healthy Weight Guide (Link) 

1.1.b Update, as necessary, guidance on the prevention of childhood obesity 
through the consumption of a healthy diet throughout the life course 

Yes Update currently underway, see Item 1.1.a Information      

1.1.c Ensure that food-based dietary guidance is disseminated in an accessible 
manner for children, carers, school staff and health professionals. 

Yes Australian Dietary Guidelines are distributed primarily through a website, although 
hardcopies can be ordered through (and paid for by) a government agency (specific 
guidelines for early childhood carers is mentioned in Item 4.8.a) 

Guidelines  National Health & 
Medical Research 
Council 

website 'Eat for Health' contains links to PDF copies of the 
Australian Dietary Guidelines and consumer brochures, though 
this is a passive form of dissemination  

Eat for Health: guidelines (Link) 

1.1.d Develop and implement evidence-based, public education campaigns 
about what constitutes a healthy diet and the need for it and for physical 
activity, which are appropriately funded and sustained over time. 

Partial See Item 1.1.a – there are some items for healthy diet and need for physical activity 
for children; see also item 4.13.a for public education/ social media campaign 
examples at the state/ territory (S/T) level.  

Information    formerly the Australian National Preventative Health Agency was 
responsible for funding the promotion of healthy lifestyle, 
nationally there is not currently a consolidated public education 
campaign 

 

1.2 Implement an effective tax on sugar-sweetened beverages. No See items 1.2.a and 1.2.b     

1.2.a Analyse the administration and impact of a tax on sugar-sweetened 
beverages. 

Partial A research institute, funded by Commonwealth government undertook an analysis 
on the administration and impact of implementing a sugar-sweetened beverage tax 

Analysis   Grattan Institute While the Grattan Institute receives funding from the 
Commonwealth government, it is an independent think tank 
concerned with Australian public policy, their analysis is 
considered credible 

A sugary drinks tax: Recovering the community 
costs of obesity, 2016 (Grattan Institute) (Link) 

1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s 
guidance 

No      

1.3 Implement the Set of Recommendations on the Marketing of 
Foods and Non-alcoholic Beverages to Children to reduce the 
exposure of children and adolescents to, and the power of, the 
marketing of unhealthy foods. 

Partial Two voluntary, industry-led codes exist, their compliance is monitored by a 
marketing industry body. These actions are within the recommendations of the 
WHO Set of Recommendations (see Rec 7), but not all Recommendations are 
covered by these codes.  

Voluntary, 
industry-led 
code 

Australian 
Communications 
and Media 
Authority;  
Advertising 
Standards Bureau; 
Australian Food and 
Grocery Council  

Ultimately the objective of The Set of Recommendations is that it 
should reduce the impact of marketing to children, it if is 
unsuccessful a new policy should be considered (Rec 11). The 
AFGC believe it is mostly effective, the Australian Communications 
and Media Authority (ACMA) says it is not.  

Responsible Children's Marketing Initiative 
(RCMI); Quick Service Restaurant Initiative for 
Responsible Advertising and Marketing to 
Children (QSRI) (Link); Responsible advertising to 
children: and independent review of the 
Australian food and beverage industry self-
regulatory codes, AFGC (Link); Industry self-
regulation of food ads, ACMA (Link) 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the 
marketing of unhealthy foods and non-alcoholic beverages to children, where 
required 

No    A Bill to amend the Broadcasting Services Act 1992 (Cth) was 
tabled in 2011 (by Commonwealth Senators B Brown and R Di 
Natale), for the purpose of restricting junk food advertising to 
children, but it was not enacted.  

Protecting Children from Junk Food Advertising 
(Broadcasting and Telecommunications 
Amendment) Bill 2011 (Link) 

1.3.b Adopt, and implement effective measures, such as legislation or 
regulation, to restrict the marketing of foods and non-alcoholic beverages to 
children and thereby reduce the exposure of children and adolescents to such 
marketing 

Partial See Item 1.3      

1.3.c Establish mechanisms to effectively enforce implementation of 
legislation or regulation on the marketing of foods and non-alcoholic 
beverages to children 

No A voluntary code is reviewed by industry body, no legislation in place to enforce, 
and very limited sanctions exist for non-compliance 

Voluntary, 
industry-led 
code 

Advertising 
Standards Bureau; 
Australian 
Association of 
National Advertisers 

Advertising Standards Bureau was created by industry to 
determine the outcome of complaints against all advertising 
codes; AFGC report (see Link 2 in Item 1.3) does make 
recommendations to identify clearly defined rules and 
consequences, but action has not taken place 

Advertising Standard Bureau (Link) 

1.4 Develop nutrient-profiles to identify unhealthy foods and 
beverages. 

Partial Nutrient profiling in Australia and New Zealand defines eligibility of products for 
making health claims, based on the relative healthiness of the product. This system 
is not currently used to regulate marketing or taxation of unhealthy food.  

Legislation 
(health claims 
only); 
Voluntary 
code 

Food Standards 
Australia and New 
Zealand (FSANZ) 

There is also a voluntary front-of-package labelling scheme (Health 
Star Rating) which uses a modified nutrient profiling method, see 
Item 1.7 

Overview of the Nutrient Profiling Scoring 
Criterion, 2016 (Link); Australia New Zealand 
Food Standards Code - Standard 1.2.7 - Nutrition, 
health and related claims (Link) 

1.4.a Establish a national nutrient-profiling model to regulate marketing, 
taxation, labelling and provision in public institutions, based on WHO’s 
regional or global nutrient-profile models 

No WHO Western Pacific region created a tool to identify unhealthy foods and 
beverages; current national nutrient profiles are only applied to health claims on 
food products, not to identify unhealthy foods.  

Guideline 
(tool) 

WHO Western 
Pacific Region (WHO 
WPRO) 

FSANZ nutrient profile model was developed prior to the WHO 
WPRO tool.  
In Australia and New Zealand there is a nutrient profile system (for 
health claims, see Item 1.4) and the Health Star Rating system (see 
item 1.7), that could in theory be used more broadly across WHO 
WPRO countries.  

WHO Nutrient Profile Model for the Western 
Pacific Region: A tool to protect children from 
food marketing, 2016 (Link)  

https://apo.org.au/node/30225
http://agwhitepaper.agriculture.gov.au/white-paper
https://www.eatforhealth.gov.au/guidelines
https://www.eatforhealth.gov.au/food-essentials/how-much-do-we-need-each-day/recommended-number-serves-children-adolescents-and
http://healthyweight.health.gov.au/wps/portal/Home/home/!ut/p/a1/04_Sj9CPykssy0xPLMnMz0vMAfGjzOI9jFxdDY1MDD3dzbycDTzNLfwsfP2AAsbGQAWRQAUGOICjASH94fpRYCXO7o4eJuY-QD0mFkYGni5OHi7mlr4GBp5mUAV4rCjIjTDIdFRUBADr1DFv/dl5/d5/L2dBISEvZ0FBIS9nQSEh/
https://www.eatforhealth.gov.au/guidelines
https://grattan.edu.au/wp-content/uploads/2016/11/880-A-sugary-drinks-tax.pdf
https://www.afgc.org.au/our-expertise/health-nutrition-and-scientific-affairs/advertising-to-children/
https://www.afgc.org.au/download/1362/
https://www.acma.gov.au/Industry/Broadcast/Television/Advertising/acma-reports-on-industry-selfregulation-of-food-ads-i-acma
https://www.legislation.gov.au/Details/C2011B00239
https://adstandards.com.au/
http://www.foodstandards.gov.au/industry/labelling/Pages/Consumer-guide-to-NPSC.aspx
https://www.legislation.gov.au/Series/F2015L00394
http://iris.wpro.who.int/bitstream/handle/10665.1/13525/9789290617853-eng.pdf?ua=1


1.5 Establish cooperation between Member States to reduce the 
impact of cross-border marketing of unhealthy foods and beverages. 

No No agreements have been formally undertaken between members of the WHO 
Western Pacific region, which Australia is a member 

    

1.5.a Engage in intercountry discussions on policies and proposals for 
regulating cross-border marketing of unhealthy foods and non-alcoholic 
beverages to children through WHO regional committees and other relevant 
regional mechanisms 

No Bi-regional workshop between WHO Western Pacific & South- East Asia regions, 
assessing progress on WHO recommendations (see Item 1.3) and legal capacity of 
member states to address a range of strategies re: marketing; informal consultation 
undertaken by the WHO Western Pacific region  

  Australian Government did not support or attend this, instead a 
collection of non-government organisations and individuals did.  
Bi-regional workshop on restricting the marketing of foods and 
non-alcoholic beverages to children in the Western Pacific and 
South East Asia, 2015: Meeting Report (Link) and Press release 
(Link); Informal consultation on reducing the harmful impact on 
children of marketing foods, beverages, tobacco and alcohol, 2014 
(Link) 

 

1.6 Implement a standardized global nutrient labelling system. No See item 1.6.a     

1.6.a At the international level, work through the Codex Alimentarius 
Commission to develop a standardized system of food labelling, to support 
health literacy education efforts through mandatory labelling for all pre-
packaged foods and beverages 

Partial This work has commenced through WTO Thematic Session on Regulatory 
Cooperation between Members: Food Labelling. The work will be conducted via the 
Codex Committee on Food Labelling and supported by WHO and WTO. Australia did 
not present at this thematic session.  

International 
trade 
agreements, 
WTO 

Government of 
Canada; World 
Trade Organisation 
(WTO), WHO, Codex 
Committee on Food 
Labelling  

TBT Committee held this session on 9 November 2016. This is the 
mechanism to discuss 'Specific Trade Concerns' (STC); Codex 
Alimentarius Commission 
"The Codex Committee on Food Labelling  (CCFL) sets standards 
and guidelines for nutrition information on food packages 
enabling consumers to make informed food choices" (Link) 

WTO Thematic Session on Regulatory 
Cooperation between Members: Food Labelling 
(Link) Programme (Link) 

1.6.b At the domestic level, adopt mandatory laws and regulations for 
nutrition labelling 

Yes Legislated, mandatory food labelling is required to include information such as 
ingredient list, nutrition information panel, proof for health claims, be date marked 
and include directions for use 

Legislation Food Standards 
Australia and New 
Zealand (FSANZ) 

Australia and New Zealand share the same food code. Standard 
1.2.4 ingredient list and Standard 1.2.8 nutrition information panel 
requires listing of energy, number of serves, macronutrients, 
saturated fat and sugars. Note: sugars indicates all sugars not 
WHO definition of free sugars (Link). 

Food Standards Code (Link) 

1.7 Implement interpretive front-of-pack labelling supported by public 
education of both adults and children for nutrition literacy. 

Partial Front-of-pack labelling has been implemented, in a voluntary capacity, and public 
education mostly consists of information on a website.  

Information   Health Star Advisory 
Committee 

Consumers cannot use the HSR label to interpret if the amount of 
sugar, saturated fat, etc. in a product is too high. They are given an 
overall rating and amounts of three key nutrients (fat, sugar, 
sodium).  

Health Star Rating System (Link); How to use 
Health Star Ratings (Link) 

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-
of-pack labelling, based on a nutrient-profile model 

Yes Stakeholder consultation in 2013, and will be reviewed again in 2018. The star 
rating system is based on a modified Nutrient Profiling Scoring Criterion to give 
each product a score, from 1/2 star to 5 stars (with 1/2 start increments) 

Consultation  Health Star Advisory 
Committee 

 Stakeholder workshops (Link) 

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack 
labelling system based on the best available evidence to identify the 
healthfulness of foods and beverages 

No Australia has developed the Health Star Rating system, but it is applied as a 
Voluntary Code.  

  If the evidence review (currently underway) shows the voluntary 
code has been unsuccessful, the food standards authority may be 
asked to create a mandatory code for front-of-pack labelling 

 

1.8 Require settings such as… children’s sports facilities and events to 
create healthy food environments^ 

No    There are no requirements for Federal government assets, in 
general or specifically catered to the needs of children, to create 
healthy food environments.  

 

1.8.a Set standards for the foods that can be provided or sold in [government 
settings such as health facilities or transport hubs, or support community/ 
private venues aimed at children, such as]… children’s sports facilities and at 
events, based on a national nutrient-profile model^ 

No    There are no national standards for the foods that can be served 
at children’s sports facilities, or government assets that young 
children occupy. There are no current national programs to help 
catering services improve the nutritional quality of the foods they 
serve for the community or private sector. 

 

1.8.b Apply such food laws, regulations and standards in catering services 
for… relevant settings^ 

No      

1.9 Increase access to healthy foods in disadvantaged communities. Partial These types of initiatives tend to happen at the state/ territory or local government 
and community group levels.  
Also, see Item 1.9.a.  

  Some examples of strategies to improve Aboriginal and Torres 
Strait Islander health do mention access to nutritious foods, but 
there are no implementation plans.  

National Aboriginal and Torres Strait Islander 
Health Plan 2013-2023 (Link); Implementation 
Plan for the National Aboriginal and Torres Strait 
Islander Health Plan 2013-2023 (Link) 

1.9.a Involve actors and resources outside the health system to improve 
access, availability and affordability of nutritious foods at a sustained scale in 
disadvantaged communities (for instance, through incentives to retailers and 
zoning policies) 

Partial Report produced by the Prime Ministers council on science, engineering and 
innovation (PMSEIC) recommends establishing an Australian Food Security Agency, 
that would establish a National Land Use Planning Framework (Recommendation 
1), build partnerships with state/ local governments to increase local production 
and access to healthy foods, and the development of standards in community 
initiatives focused on healthy food supply (Recommendation 4).  
A now defunct document, the National Food Plan White Paper dedicates a chapter 
to Families and Communities, but the overarching theme of food security in 
Australia is about improving productivity for the purpose of export, not the 
nutrition needs of the population. References to food for health all intersect with 
the now dismantled National Partnership Agreement on Preventative Health 
(NPAPH), and reference to the National Nutrition Plan, which has been in 
consultation and development since 2011. 

 Prime Minister's 
Science, Engineering 
and Innovation 
Council (PMSEIC); 
Department of 
Agriculture and 
Water Resources 
(ABARES)  

2017 report from the Department of Agriculture and Water 
Resources (ABARES) (Link) reflects on the issues of food and 
nutrition security from household, community and production 
perspectives. Its conclusions mirror many of the recommendations 
in the 2010 PMSEIC report 

Australia and Food Security in a Changing World 
(2010) (PMSEIC) (Link); National Food Plan White 
Paper, Chapter 5: families and communities 
(2013) (ABARES) (Link); Food demand in Australia: 
Trends and food security issues (2017) (ABARES) 
(Link) 

1.9.b Establish regulations and standards for social support programmes 
based on national and international dietary guidelines 

No This item is mentioned in the report described in Item 1.9.a, but no action has been 
taken 

    

1.9.c Incentivize local production of fruit and vegetables, such as urban 
agriculture 

No This item is mentioned in the report described in Item 1.9.a     

2.0 Implement comprehensive programmes that promote physical 
activity and reduce sedentary behaviours in children and adolescents 

Partial The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation 

    

2.1 Provide guidance to children and adolescents, their parents, 
caregivers, teachers and health professionals on healthy body size, 
physical activity, sleep behaviours and appropriate use of screen-
based entertainment. 

Yes Australia recently endorsed 24 hour movement guidelines incorporating all of these  Guidelines Department of 
Health and Ageing  

 Australian 24 hour movement guidelines: the 
early years (birth to five years) (Link) 

2.1.a Develop and implement evidence-based, targeted and appropriately 
funded, public education campaigns on the importance of physical activity 

Partial A website promoting the importance of physical activity across the life course, and 
resources to support increasing physical activity for health  

Information   Department of 
Health and Ageing  

Specific sections on physical activity, diet and achieving and 
maintaining a healthy weight for children are all included  

Healthy Weight Guide (Link) 

http://iris.wpro.who.int/bitstream/handle/10665.1/13373/RS_2015_GE_61_MYS_eng.pdf
http://www.wpro.who.int/mediacentre/releases/2015/20151207/en/
http://www.wpro.who.int/nutrition/meetings/nutrition_child_health_marketing_food_tobacco_alcohol_beverages/en/
http://www.fao.org/3/a-a1390e.pdf
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/
http://www.foodstandards.gov.au/code/Pages/default.aspx
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/Home
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/How-to-use-health-stars
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/stakeholder-engagement
http://www.health.gov.au/internet/main/publishing.nsf/content/B92E980680486C3BCA257BF0001BAF01/$File/health-plan.pdf
http://www.naccho.org.au/wp-content/uploads/National-Aboriginal-and-Torres-Strait-Islander-Health-Plan-2013-2023.pdf
http://data.daff.gov.au/data/warehouse/9aat/2017/fdatfs_20170531/FoodDemandInAustralia_170531_v1.0.0.pdf
http://www.chiefscientist.gov.au/wp-content/uploads/FoodSecurity_web.pdf
http://www.agriculture.gov.au/SiteCollectionDocuments/agriculture-food/food/publications/national-food-plan-white-paper-chapter-5.pdf
http://www.agriculture.gov.au/SiteCollectionDocuments/agriculture-food/food/publications/national-food-plan-white-paper-chapter-5.pdf
http://www.health.gov.au/internet/main/publishing.nsf/content/FCE78513DAC85E08CA257BF0001BAF95/$File/Birthto5years_24hrGuidelines_Brochure.pdf
http://healthyweight.health.gov.au/wps/portal/Home/home/!ut/p/a1/04_Sj9CPykssy0xPLMnMz0vMAfGjzOI9jFxdDY1MDD3dzbycDTzNLfwsfP2AAsbGQAWRQAUGOICjASH94fpRYCXO7o4eJuY-QD0mFkYGni5OHi7mlr4GBp5mUAV4rCjIjTDIdFRUBADr1DFv/dl5/d5/L2dBISEvZ0FBIS9nQSEh/


2.1.b Update existing materials, as necessary, to include guidance on physical 
activity throughout the life course 

Yes See item 2.1.c     

2.1.c Disseminate guidance on physical activity to children, carers, school staff 
and health professionals in an accessible manner. 

Partial Guidelines on physical activity, sedentary behaviour throughout the life course 
exist, but they are not well distributed.  

Guidelines  Department of 
Health and Ageing  

Movement guidelines for 0-5 years are not well disseminated  Australia's Physical Activity and Sedentary 
Behaviour Guidelines (Link); Australian 24 hour 
movement guidelines: the early years (birth to 
five years) (Link) 

2.2 Ensure that adequate facilities are available on school premises 
and in public spaces for physical activity during recreational time for 
all children (including those with disabilities), with the provision of 
gender-friendly spaces where appropriate. 

No    No national policies to encourage schools or other public spaces 
for use by the public in out-of-school hours (recreational time). In 
New South Wales, the Education Department is encouraging 
schools to do this.  
Childcare settings are required to provide adequate facilities, 
design and a mix of indoor/ outdoor time to encourage physical 
activity, under the National Quality Framework - see Item 4.9 

 

2.2.a Provide, in collaboration with other sectors (such as urban planning and 
transportation) and stakeholders, safe facilities, resources and opportunities 
for all children to be physically active during recreational time 

No These activities are primarily happening at the state, territory and local levels. A 
national role could be in facilitating shared learnings between interstate authorities 
(and include local authorities) or ensuring that the private sector does not have 
undue influence on policy formation in these areas.  

    

3.0 Integrate and strengthen guidance for noncommunicable disease 
prevention with current guidance for preconception and antenatal 
care, to reduce the risk of childhood obesity 

Partial In Australia, the administration and delivery of health services is a shared 
responsibility between Federal (primary healthcare) and 6 State/ 2 Territory 
(secondary and tertiary healthcare) governments, with much overlap.  
The national antenatal care guidelines are well developed and include almost all 
items in this recommendation.  

Clinical 
guidelines 

 A few topics in the current antenatal care guidelines are under 
review (Link)  

National Antenatal Care Guidelines (Link): 
Module 1 (2013), Module 2 (2014) 

3.1 Diagnose and manage hyperglycaemia and gestational 
hypertension. 

Yes Antenatal clinical practice guidelines include a checklist for monitoring, diagnosing 
and managing gestational hypertension and hyperglycaemia at key antennal visits – 
see item 3.0 

  Blood pressure: Module 1 section 7.3.2; Hyperglycaemia Module 
2, section 8.2.2, 8.2.3; Pre-eclampsia: Module 2, section 6.3.2 

 

3.1.a Ensure that screening for hypertension and hyperglycaemia are included 
in antenatal care 

Yes see Item 3.1     

3.2 Monitor and manage appropriate gestational weight gain. Yes Antenatal clinical practice guidelines recommend to weigh, monitor and advise on 
gestational weight gain from the first antenatal appointment 

  Module 1, recommendations 3, 4  

3.2.a Ensure that measurement of weight and gestational weight gain are 
included in antenatal care 

Yes see Item 3.2     

3.3 Include an additional focus on appropriate nutrition in guidance 
and advice for both prospective mothers and fathers before 
conception and during pregnancy. 

Partial For nutrition and healthy lifestyle advice during pregnancy, see Item 3.4.  
Preconception advice to supplement with folate and iodine, and appropriate 
nutrition when planning a pregnancy is included in the clinical guidelines for 
prospective mothers (also, see Item 3.0). 
There is some information on reputable health websites (partnered with 
government) about preconception care for prospective mothers and fathers, but if 
they are not specifically planning a pregnancy, it is unlikely they will seek out this 
information. 

Information  Virtual Medical 
Centre 

Specifics from clinical antenatal guidelines: Supplementation, see 
Module 1 sections 10.4.1-10.4.4. 
General advice to prospective mothers and fathers who are not 
planning a pregnancy are not included, it is worth considering 
ways to include this in general practice/ primary healthcare as 
approximately 50% of pregnancies in Australia are unplanned. 

Pregnancy Advice: An Overview (Link) 

3.4 Develop clear guidance and support for the promotion of good 
nutrition, healthy diets and physical activity, and for avoiding the use 
of and exposure to tobacco, alcohol, drugs and other toxins. 

Yes These are included in the antenatal clinical practice guidelines, see Item 3.0   Supplementation, Module 1 sections 10.4.1-10.4.4; Nutrition and 
diet, Module 2 sections 5.1.2 and 5.1.3; Physical Activity, Module 2 
section 5.2.2; Tobacco, Module 1 sections 10.1.2-10.1.4; Alcohol, 
Module 1 section 10.2.2 

 

3.4.a Ensure that diet and nutrition counselling is included in antenatal care Yes see Item 3.4   Module 2, sections 5.1.2-5.1.3  

3.4.b Include information on the association between prospective parents’ 
diet, physical activity and health behaviours and the risk of childhood obesity 
in the curriculum of health care providers 

Partial Preconception care logically sits within primary healthcare and General 
Practitioners as they have the most contact with men and women of childbearing 
age. The professional body of General Practitioners has created preventative health 
guidelines but only considers women.  

Guidelines  Royal Australian 
College of General 
Practitioners 
(RACGP) 

 Preventative activities prior to pregnancy (pg 18-
23), in Guidelines for preventative activities in 
general practice (Link) 

3.4.c Disseminate guidance and provide support for healthy diet and physical 
activity to prospective parents whom preconception or antenatal care may 
not reach 

Partial While guidance for prospective fathers is limited (see Item 4.3.b);  multiple 
government websites have information for prospective mothers about healthy 
lifestyle including diet and physical activity 

Guidelines   National Health and 
Medical Research 
Council; 
Department of 
Health; Health 
Direct 

Information on preconception health for men is limited, and not 
published nor endorsed by government agencies, it is framed in 
terms of fertility more than potential child health outcomes. See 
'Men and Fertility' (Fertility Coalition, Link)  
 

Healthy eating during your pregnancy (Link); 
Australia's Physical Activity & sedentary 
behaviour guidelines for adults (18-64 years) 
(Link) Healthy Pregnancy (Health Direct: 
Pregnancy, Birth & Baby (Link) 

4.0 Provide guidance on and support for healthy diet, sleep and 
physical activity in early childhood to ensure children grow 
appropriately and develop healthy habits 

Partial The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation 

    

4.1 Enforce regulatory measures such as The International Code of 
Marketing of Breastmilk Substitutes and subsequent World Health 
Assembly resolutions 

No WHO 2016 status report indicates that Australia has no 'formal monitoring 
mechanism in place' (Annex 3) and as such is unable to enforce any regulatory 
measures, see Item 4.1.a 

    

4.1.a Ensure that legislation and regulations on the marketing of breast-milk 
substitutes adhere to all the provisions in the International Code of Marketing 
of Breast-milk Substitutes and subsequent related Health Assembly 
resolutions. 

No WHO 2016 status report indicates that Australia has 'no legal measures' in place 
(Annex 1); Australia has a voluntary, self-regulated code of conduct for producers 
and importers of infant formula only and this agreement has some similarity to The 
Code, however, it does not include toddler/ follow-on formula (intended for 
children aged 1-3 years) which is widely marketed and many argue this advertising 
is used to promote infant formula by proxy using cross-promotion strategies. 

Voluntary, 
self-regulated 
code of 
conduct for 
industry 

Department of 
Health 

The Marketing in Australia of Infant Formula: Manufacturers and 
Importers Agreement (MAIF Agreement), is monitored by a non-
statutory panel (Advisory Panel of the MAIF: APMAIF).  

Marketing of breast-milk substitutes: National 
implementation of the international code: Status 
Report 2016 (see Annex 1) (Link); Marking in 
Australia of Infant Formulas: Manufacturers and 
Importers Agreement (Link) 

4.2 Ensure all maternity facilities fully practice the Ten Steps to 
Successful Breastfeeding 

Partial No support from the Commonwealth has been formally provided for the BFHI, 
although there was the Australian National Breastfeeding Strategy 2010-2015, this 
included breastfeeding support in and out of hospitals and training for health 
professionals. An update of this strategy is underway (2017 and beyond) including 
the recent completion of a stakeholder consultation; S/T Governments are 
responsible for the provision of maternity facilities and as such cannot be forced 
(without COAG agreement) to implement such an initiative, UNICEF delegated 
governance of the BFHI to the Australian College of Midwives in 1995. 

Strategy   Australian College of 
Midwives  

 Australian National Breastfeeding Strategy 2010-
2015 (Link); Australian National Breastfeeding 
Strategy: 2017 and beyond: Report on 
stakeholder consultation, October 2017 (Link); 
Baby Friendly Health Initiative (Australian College 
of Midwives) (Link) 

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-phys-act-guidelines
http://www.health.gov.au/internet/main/publishing.nsf/content/FCE78513DAC85E08CA257BF0001BAF95/$File/Birthto5years_24hrGuidelines_Brochure.pdf
https://consultations.health.gov.au/health-services-division/antenatal-care-guidelines-review/
http://www.health.gov.au/internet/main/publishing.nsf/Content/phd-antenatal-care-index
https://www.myvmc.com/pregnancy/pregnancy-advice-an-overview/
https://www.racgp.org.au/download/Documents/Guidelines/Redbook9/17048-Red-Book-9th-Edition.pdf
https://yourfertility.org.au/for-men/
https://www.eatforhealth.gov.au/sites/default/files/content/The%20Guidelines/n55h_healthy_eating_during_pregnancy.pdf
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pubhlth-strateg-phys-act-guidelines#apaadult
http://www.pregnancybirthbaby.org.au/healthy-pregnancy
http://www.who.int/nutrition/publications/infantfeeding/code_report2016/en/
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-foodpolicy-apmaif.htm
http://www.health.gov.au/internet/main/publishing.nsf/content/aust-breastfeeding-strategy-2010-2015
http://www.health.gov.au/internet/main/publishing.nsf/content/D94D40B034E00B29CA257BF0001CAB31/$File/20171024%20-%20ANBS%202017%20-%20Stakeholder%20Consultation%20Report%20-%20Web%20Accessible.....pdf
https://www.midwives.org.au/baby-friendly-health-initiative-bfhi-accreditation


4.2.a Establish regulations for all maternity facilities to practice the Ten Steps 
to Successful Breastfeeding. Build or enhance assessment systems to regularly 
verify maternity facilities’ adherence. 

Partial Currently, there are no Commonwealth government-led regulations requiring 
maternity facilities to obtain BFHI status (Ten Steps in hospitals or 7 Point Plan in 
community centres), each of the States and Territories have different policies 
regarding requirements for meeting the BFHI criteria; Assessment is carried out by 
the Australian College of Midwives 

Regulation; 
Accreditation  

Australian College of 
Midwives  

Each of the States and Territories have different requirements for 
maternity facilities to meet the assessment criteria for the BFHI 

 

4.3 Promote the benefits of breastfeeding for mother and child 
through broad based education to parents and the community at 
large 

Partial A recent national breastfeeding strategy incorporated national and state/ territory 
level initiatives and policies has submitted a final report. A new strategy is under a 
consultation process 

Strategy  Australian Health 
Ministers Advisory 
Council (AHMAC); 
Department of 
Health  

AHMAC is an agency which represents the Health Ministers from 
each of Australia's states and territories. The Health Department 
(Commonwealth) is undertaking a consultation on behalf of the 
AHMAC to create an enduring breastfeeding strategy 

Breastfeeding: The Department of Health (Link) 

4.3.a Include information on the benefits of breastfeeding for promoting 
appropriate infant growth, health and reducing the risk of childhood obesity 
in guidance for parents and public communications 

Yes Handbook for antenatal educators on breastfeeding. 
Also, see Item 4.3; and Item 3.0 (clinical antenatal care guidelines, Module 2, 
section 4.3.2) 

Guidelines  Department of 
Health  

 Breastfeeding and You: A handbook for antenatal 
educators (Link) 

4.4 Support mothers to breastfeed, through regulatory measures such 
as maternity leave, facilities and time for breastfeeding in the work 
place 

Partial Parental Leave: statutory 12 months unpaid parental leave (Act);  
Paid Parental Leave (Act) is paid by the Federal Government, it is intended for the 
primary carer of the child and includes 18 weeks of minimum wage (capped at 
income of >AUD$150,000) and requires them to have worked 330 hours within 10 
of 13 months before parental leave taken, fathers/ partners are also eligible to take 
2 weeks minimum pay under these conditions. Employees are also able to claim 
employer-funded paid parental leave, i.e. an employee can be paid both;  
Protection of breastfeeding in the workplace comes under Sex Discrimination Act, 
but paid breaks are not federal law (Amendment Bill) 

Law and 
regulations: 
statutory 
entitlements, 
social 
payments, 
anti-
discriminatio
n protections 

Australian 
Government; 
Australian 
Department of 
Human Services 
(Centrelink); Fair 
Work Ombudsman 

Ensuring access to these rights and entitlements is upheld by the 
Fair Work Ombudsman   

Fair Work Act 2009 (National Employment 
Standards) (12 months unpaid leave) (Link); Paid 
Parental Leave Act 2010 (Link); Sex and Age 
Discrimination Legislation Amendment Bill 2010 
(Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the 
provisions of ILO Recommendation 191 on maternity leave and provision of 
time and facilities in the work place for breastfeeding 

No Australia has not ratified nor enacted legislation relating to Maternity Protection 
Convention (ILO Convention 183) 

   Up-to-date Conventions and Protocols not 
ratified by Australia (Link) 

4.5 Develop regulations on the marketing of complementary foods 
and beverages, in line with WHO recommendations, to limit the 
consumption of foods and beverages high in fat, sugar and salt by 
infants and young children. 

No Australia's interpretation of the WHO Code does not include complementary foods 
or foods and beverages intended for consumption by infants and young children, 
and toddler or 'follow on formula' (children aged 1-3 years) is not subject to any 
codes or standards - see Item 4.1 
Advertisers in Australia have a code of practice (see Link) for advertising to children, 
but it does not apply to the marketing of complementary foods to the parents and 
carers of young children (i.e. foods and beverages for infants and young children) 

   Code for Advertising & Marketing 
Communications to Children, Australian 
Association of National Advertisers (Link) 

4.5.a Assess the impact of legislation, regulations and guidelines to address 
the marketing of complementary foods for infants and young children, where 
required 

No see Item 4.5     

4.5.b Adopt and implement effective measures, such as legislation or 
regulation, to restrict the inappropriate marketing of complementary foods 
for infants and young children 

No see Item 4.5     

4.5.c Establish mechanisms to enforce effectively and monitor 
implementation of legislation or regulation on the marketing of 
complementary foods for infants and young children 

Partial The Australian Competition and Consumer Commission (ACCC) enforces Australian 
Consumer Law.  If a law was enacted that regulated the way complementary foods 
could be marketed, this could be a mechanism to enforce those rules.  

Law; 
statutory 
authority to 
enforce law 

Commonwealth 
Government of 
Australia; Australian 
Competition & 
Consumer 
Commission 

In Australia there is a mechanism in place that could potentially be 
used if a breach in regulations about appropriate marketing 
practices occurred. The Australian Competition and Consumer 
Commission (ACCC) enforces the Australian Consumer Law, within 
the Competition and Consumer Act 2010 (Cth)  

Australian Competition & Consumer Commission: 
Legislation (Link) 

4.6 Provide clear guidance and support to caregivers to avoid specific 
categories of foods (e.g. sugar sweetened milks and fruit juices or 
energy-dense, nutrient-poor foods) for the prevention of excess 
weight gain. 

Yes see Item 4.8.a     

4.7 Provide clear guidance and support to caregivers to encourage the 
consumption of a wide variety of healthy foods 

Yes see Item 4.8.a     

4.8 Provide guidance to caregivers on appropriate nutrition, diet and 
portion size for this age group. 

Partial see Item 4.8.a portion size information is limited in this document     

4.8.a Include the following in guidance on infant and young child feeding: (1) 
the introduction of appropriate complementary foods, avoiding the use of 
added sugar or sweeteners; (2) responsive feeding to encourage infants and 
young children to eat a wide variety of healthy foods; (3) which foods and 
beverages high in sugar, fat and salt should not be given to infants and young 
children; (4) appropriate portion sizes for children of different ages. 

Partial National-level guidelines for staff and carers of young children, encouraging 
appropriate nutrition and physical activity practices. However, this advice is not 
reflective of what is implemented at the state/ territorial level. Childcare and early 
education is set by the national government but the state/ territorial authorities 
are required to ensure services are meeting these accreditation requirements.  

Guidelines  Department of 
Health and Ageing  

 Get Up & Grow: Healthy eating and physical 
activity for early childhood: Staff and carer book 
(Link)  

4.8.b Train community health workers or peer support groups to support 
appropriate complementary feeding 

No These types of activities are primarily happening on the state/ territory level - see 
example noted in Item 4.13 

    

4.9 Ensure only healthy foods, beverages and snacks are served in 
formal child-care settings or institutions. 

Partial National Quality Framework ensures standards are being met across the majority of 
child care settings in Australia. These standards include provisions (among other 
things) for the promotion of eating healthy and being active, and statutory agencies 
in each S/T are responsible for ensuring the standards are being met. Accreditation 
of childcare settings ensures standards are being met. However, there are no 
national guidelines to support centres which serve food to ensure they meet 
requirements, and S/T agencies tend to make up their own.  

Act; 
Legislation; 
statutory 
agency 

Australian Children's 
Education & Care 
Quality Authority 

Commonwealth jurisdiction for early education, National Quality 
Framework (NQF) developed with agreement from education 
ministers from each of the states and territories - updated in 2017. 
Nutrition and physical activity requirements are very vague and as 
such S/T agencies do not have a clear remit on requirements to 
enforce via the NQF.  

Education and Care Services National Law Act 
2010 (Link); Education and Care Services National 
Regulations (Link); The National Quality 
Framework (Link) 

4.9.a Set mandatory nutrition standards for foods and beverages provided 
(including meals) or sold (including vending machines and school shops) in 
public and private child-care settings or institutions 

Partial Childcare settings do specifically come under national jurisdiction in Australia. 
Nutrition standards exist, they are only mandatory within the NQF for sites that 
prepare/ serve meals (see Item 4.9) and there are no guidelines to implement.  

Guidelines  National Health & 
Medical Research 
Council; 
Department of 
Health and Ageing 

Each S/T undertakes different activities to improve the food 
environment in childcare settings (e.g. Munch & Move in NSW, 
Link).  

Australian Dietary Guidelines (Link); Get Up and 
Grow: Healthy eating and physical activity for 
early childhood (staff and carer book) (Link) 

http://www.health.gov.au/breastfeeding
http://www.health.gov.au/internet/main/publishing.nsf/Content/4EC2B100DA0B10FECA257E4C001AA99A/$File/Breastfeeding_and_You.pdf
https://www.legislation.gov.au/Details/C2017C00323
https://www.legislation.gov.au/Details/C2017C00081
https://www.legislation.gov.au/Details/C2010B00227
http://www.ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:11210:0::NO::P11210_COUNTRY_ID:102544
http://aana.com.au/content/uploads/2014/05/AANA-Code-For-Marketing-Advertising-Communications-To-Children.pdf
https://www.accc.gov.au/about-us/australian-competition-consumer-commission/legislation
http://www.health.gov.au/internet/main/publishing.nsf/content/2CDB3A000FE57A4ECA257BF0001916EC/$File/HEPA%20-%20B5%20Book%20-%20Staff%20and%20Carer%20Book_LR.pdf
http://www.legislation.vic.gov.au/domino/Web_Notes/LDMS/LTObject_Store/ltobjst10.nsf/DDE300B846EED9C7CA257616000A3571/BD3667B63EBB8317CA2581AC007CDF9C/$FILE/10-69aa010%20authorised.pdf
https://www.legislation.nsw.gov.au/regulations/2011-653.pdf
http://www.acecqa.gov.au/national-quality-framework
http://www.preventivehealth.net.au/munch--move.html
https://www.eatforhealth.gov.au/sites/default/files/content/n55_australian_dietary_guidelines.pdf
http://www.health.gov.au/internet/main/publishing.nsf/content/2CDB3A000FE57A4ECA257BF0001916EC/$File/HEPA%20-%20B5%20Book%20-%20Staff%20and%20Carer%20Book_LR.pdf


Outside of the NQF nutrition standards for prepared meals, childcare services are 
referred to the Australian Dietary Guidelines and Get Up and Grow resources to 
support families to supply their children with healthy food at childcare.  

4.9.b Implement such food laws, regulations and standards into catering 
services for existing child-care and other relevant settings 

Yes Several regulations of the national Act underpinning the National Quality 
Framework instruct on standards for catering in childcare services 

Regulations   See Regulations 78-80 of Education and Care Services National 
Regulations. This only applies to services which provide food 
(which is not consistent across the country) 

Education and Care Services National Regulations 
(Link) 

4.10 Ensure food education and understanding are incorporated into 
the curriculum in formal child-care settings or institutions. 

Yes National Quality Standards require settings to promote healthy eating (see Item 
4.9). Settings are required to have early educators who are trained in the 
promotion of healthy lifestyles and guidelines exist to support early educators and 
carers.  

    

4.10.a Develop nutrition, food and health education curricula jointly between 
education and health sectors. Train teachers in curriculum delivery 

Yes There is an approved learning framework for children aged 0-5 years under the 
National Quality Standards (item 4.9) 

Framework  Department of 
Education 

Department of Education, Employment and Workplace Relations 
created the learning framework for the Council of Australian 
Governments, 2009 

Belonging, Being and Becoming : The early years 
learning framework for Australia (Link) 

4.10.b Integrate nutrition and health education components, including 
practical skills, developed in collaboration with the education sector, into the 
core curriculum 

Yes For educators: Obtaining accreditation for early educator courses requires specific 
content to be included in the course curriculum; For children: these items are 
included in Get Up & Grow (see Link 2, Item 4.9.a) 

Professional 
accreditation 
requirements 

Australian Children's 
Education & Care 
Quality Authority 

 Approval of a qualification or training course 
(Link) 

4.11 Ensure physical activity is incorporated into the daily routine and 
curriculum in formal child-care settings or institutions. 

Yes While the National Quality Standards require physical activity to be incorporated 
into daily activities (see Items 4.11.a and 4.11.b) 

  Ensuring these Standards are being practised falls to statutory 
agencies in each S/T, the same as for nutrition (see Item 4.9) 

 

4.11.a Set standards for physical activity in child-care settings Yes National Quality Standards require physical activity is promoted and embedded in 
program, planned and spontaneous physical activity is supported and the design 
and location of setting plus the equipment is fit for purpose to ensure quality 
experiences in natural and built environments - see Item 4.9 

  See Quality Areas 2 and 3 in The National Quality Framework 
(Link) 

 

4.11.b Provide guidance to carers on the provision of safe and 
developmentally-appropriate physical activity, active play and active 
recreation for all children 

Yes Included in carer guidelines, Get Up & Grow - see item 4.8.a     

4.12 Provide guidance on appropriate sleep time, sedentary or screen-
time and physical activity or active play for the 2–5 years of age group. 

Yes 24 hour movement guidelines, include recommendations for being active, sleep, 
and sedentary behaviour for children aged 0-5 years were recently endorsed 
nationally. This guidance has not been updated in early childhood settings.  

Guideline    Department of 
Health and Ageing 

It may take some time before this advice appears in the national 
guidelines for carers as the primary document for carers in early 
childhood education and care settings, Get Up & Grow, has not 
been updated since 2009 (see item 4.8.a).  

Australian 24-Hour Movement Guidelines for the 
Early Years (birth to 5 years): An Integration of 
Physical Activity, Sedentary Behaviour, and Sleep 
(Link) 

4.12.a Develop guidance on physical activity for children under 5 years of age, 
including age-appropriate activities and ideas to support and encourage 
participation in physical activity at home and in the community all year round 

Yes See Item 4.12     

4.12.b Develop guidelines on appropriate sleep time and use of screen-based 
entertainment by children and adolescents (see recommendation 2.1) and 
ideas to avoid sedentary activities, including avoiding excessive screen-time, 
and to model regular physical activities for families 

Yes See Item 4.12     

4.13 Engage the whole-of-the community to support caregivers and 
child-care settings to promote healthy lifestyles for young children. 

Partial These activities are primarily happening at the state, territory and local levels, some 
examples have been included below 

    

4.13.a Conduct public awareness campaigns and disseminate information to 
increase awareness of the consequences of childhood obesity 

Partial These are happening at the S/T level, there are no consolidated national campaigns 
on this issue.  
The Healthy Weight Guide (see item 1.1.a) aims it’s messaging about the 
consequences of obesity at adults not children.  

Campaign   S/T Examples: LiveLighter in Western Australia, Tasmania,  
Northern Territory, Australian Capital Territory, Victoria (Link); 
Make Healthy Normal in New South Wales (Link) 

 

4.13.b Promote the benefits of physical activity for both carers and children 
through broad based education to carers and the community at large 

Partial National physical activity guidelines across the lifespan (see Items under 2.0); 
guidelines specifically to assist carers to encourage physical activity.  
But broad-based messaging on the benefits of physical activity for young children 
and their carers does not exist nationally. 

Information, 
guidelines 

Department of 
Health and Ageing 

There is a current national physical activity promotion for young 
women called: Girls make your move (Link)  

Australia's Physical Activity and Sedentary 
Behaviour Guidelines (Link); Get Up and Grow: 
Healthy eating and physical activity for early 
childhood (staff and carer book) (Link) 

4.13.c Promote communication and community participation to raise 
awareness and create an enabling environment and social demand for policy 
action to improve diet and physical activity in children 

Partial These have mostly occurred at the S/T level. The Australian Government did 
previously fund an organisation tasked with sharing learnings from community 
obesity prevention projects (CO-OPS, now defunct).  

  Collaboration of Community-based Obesity Prevention Sites (CO-
OPS) (Link); Another area of engagement could be through the 
local arm of the national primary healthcare system, called 
Primary Health Networks (Link).  
S/T Examples: Healthy Together Victoria (Link); Obesity Prevention 
and Lifestyle (OPAL), South Australia (Link); Victoria's citizens' jury 
on obesity (2015) (Link) 
 

 

4.13.d Identify community champions/leaders/civil society organizations to 
work with, and ensure community representation 

No Not occurring at the national level, instead each S/T has different strategies in this 
space, e.g. initiatives to assist services to encourage healthy lifestyle experiences 
for young children and their families as they interact with the setting.  

  S/T Example: New South Wales implements a program called 
Much & Move (Link) which offers professional development for 
early educators, among other resources.  

 

6.0 Provide family-based, multicomponent services on lifestyle 
weight management for children and young people who are obese 

- Only one item within this recommendation (below) has applications for the 
prevention of childhood obesity 

    

6.1.b Align services with existing clinical guidelines and clearly configure the 
roles of primary health care providers for effective multidisciplinary work 

Yes Clinical practice guidelines for assessment, monitoring and management of obesity 
in children are intended for use by primary healthcare and allied health 
professionals, and other professionals (e.g. educators) who are in contact with 
people requesting advice about overweight and obesity 

Clinical 
guidelines  

National Health and 
Medical Research 
Council; 
Department of 
Health  

The existence of clinical guidelines is not the same as aligning 
services with those guidelines 

Clinical Practice Guidelines for the Management 
of Overweight and Obesity in Adults, Adolescents 
and Children in Australia (2013) (Link) 

*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus 
on government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. event facilities).  
KEY: S/T: Australian states and territories  

https://www.legislation.nsw.gov.au/regulations/2011-653.pdf
http://files.acecqa.gov.au/files/National-Quality-Framework-Resources-Kit/belonging_being_and_becoming_the_early_years_learning_framework_for_australia.pdf
http://www.acecqa.gov.au/Approval-of-a-qualification-or-training-course
http://www.acecqa.gov.au/national-quality-framework
http://www.health.gov.au/internet/main/publishing.nsf/content/F01F92328EDADA5BCA257BF0001E720D/$File/Birthto5years_24hrGuidelines_Brochure.pdf
https://livelighter.com.au/
https://www.makehealthynormal.nsw.gov.au/
https://campaigns.health.gov.au/girlsmove
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pubhlth-strateg-phys-act-guidelines
http://www.health.gov.au/internet/main/publishing.nsf/content/2CDB3A000FE57A4ECA257BF0001916EC/$File/HEPA%20-%20B5%20Book%20-%20Staff%20and%20Carer%20Book_LR.pdf
http://www.health.gov.au/internet/healthyactive/publishing.nsf/Content/co-ops
http://www.health.gov.au/PHN
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/What-is-Healthy-Together-Victoria
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/healthy+communities/local+community/opal/opal
https://www.newdemocracy.com.au/ndf-work/287-vichealth-victoria-s-citizens-jury-on-obesity-2015
https://www.healthykids.nsw.gov.au/teachers-childcare/munch-and-move.aspx
https://www.nhmrc.gov.au/guidelines-publications/n57


Table S3.2: New Zealand national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

WHO Ending Childhood Obesity: Implementation Plan Result 
Describe policy/ action Policy type 

(mechanism) 
Agency responsible Other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the intake 
of healthy foods and reduce the intake of unhealthy foods and 
sugar-sweetened beverages by children and adolescents 

Partial 

The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation.  
New Zealand (NZ) has developed a community-wide program to address healthy 
lifestyle in the home and in settings affecting adults (workplaces) and children 
(schools and early learning centres), but only in 10 selected communities. The local 
providers are required to develop a ‘prevention system’ locally.  
The social investment agenda in NZ used joined data sets across government 
agencies to identify (and monitor) key areas for investment for vulnerable groups, 
with a particular focus on children (although limited to abuse and maltreatment)  

Initiative 
(multiple 
programs) 

Ministry of Health; NZ 
Government 
 
Ministry of Social 
Development  

Uneven national roll out of Healthy Families NZ. This 
program has been implemented in 10 selected 
communities, with no plan to expand announced. 
 
Social investment approach acknowledges 
disproportionate social costs on most disadvantaged 
groups. The solutions to address this focus on change at 
the individual/ household level and not a broader 
recognition of environmental causes of poverty.   

Healthy Families NZ webpage (Link); Healthy Families 
NZ interim report (Link) – Ministry of Health  
 
Statement of Intent, 2017 (Link); The Investment 
Approach (Link)  – Ministry of Social Development  

1.1. Ensure that appropriate and context specific nutrition information 
and guidelines for both adults and children are developed and 
disseminated in a simple, understandable and accessible manner to all 
groups in society. 

Yes 

Food and nutrition guidelines have been developed for children under two years 
and for children aged 2-18 years. There is limited promotion of these guidelines. 
Also, see Item 1.1.c 

Guidelines  Health Ed (Ministry of 
Health) 

 Healthy Eating for Babies and Toddlers from Birth to 2 
Years Old (Link); Eating for Healthy Children aged 2 to 
12 (Link) 

1.1.a Inform the population about childhood overweight and obesity and 
consequences for health and well-being. 

Yes 
see Item 1.1.d     

1.1.b Update, as necessary, guidance on the prevention of childhood obesity 
through the consumption of a healthy diet throughout the life course Yes 

see Item 1.1.c     

1.1.c Ensure that food-based dietary guidance is disseminated in an accessible 
manner for children, carers, school staff and health professionals. Yes 

A series of resources are available to encourage healthy eating and physical activity 
for children. Dissemination is very limited. 

Information   Ministry of Health  See also, Resources for the public; current guidelines; 
Useful links 

Eating and Activity Guidelines (Link) 

1.1.d Develop and implement evidence-based, public education campaigns 
about what constitutes a healthy diet and the need for it and for physical 
activity, which are appropriately funded and sustained over time. 

Yes 
Website with public education information for healthy diet and exercise (and 
activities available locally). Very limited public education campaigns. 

Information   Health Promotion 
Agency 

 My Family Food (Eat Move Live website) (Link)  

1.2 Implement an effective tax on sugar-sweetened beverages. No see items 1.2.a and 1.2.b     

1.2.a Analyse the administration and impact of a tax on sugar-sweetened 
beverages. 

Yes 

Treasury undertook an analysis of the effects of SSB consumption on total energy 
intake if a SSB tax were implemented and argues total energy consumption would 
increase in response to purchasing elasticity. Other analyses have reputed this 
modelling.  

Government 
working paper 

New Zealand Treasury  Benchmarking Food Environments: Experts' Assessments 
of Policy Gaps and Priorities for the New Zealand 
Government – collaboration of experts arguing for a 20% 
excise on SSBs (Link) 

12915 (2015) Kevin Hague to the Minister of Health 
(response by Health Minister in Parliamentary question 
time, regarding any modelling on a SSB tax (Link);  
Sugar Taxes and Changes in Total Calorie Consumption: 
A Simple Framework (Treasury) (Link)  

1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s 
guidance No 

New Zealand has a Goods and Services Tax (GST), which equally applies 15% supply 
tax to sugar-sweetened beverages and to fresh produce, there have been 
unsuccessful moves to remove the GST from fresh produce and add on an 
additional tax to SSBs. 

    

1.3 Implement the Set of Recommendations on the Marketing of 
Foods and Non-alcoholic Beverages to Children to reduce the 
exposure of children and adolescents to, and the power of, the 
marketing of unhealthy foods. 

Yes 

It is within the Set of Recommendations to implement a voluntary code, which is 
the option undertaken by New Zealand.  

Code of 
practice   

Advertising Standards 
Authority 

the Code does require advertisers to consider not just 
designated children’s programs and viewing hours, but 
also when it is likely that children will make up a 
considerable proportion of the audience 

Children and Young People's Advertising Code (Link) 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the 
marketing of unhealthy foods and non-alcoholic beverages to children, where 
required 

Yes 

Government and industry have jointly created a Code relating to the marketing of 
unhealthy foods to children (see Item 1.3) as well as establishing an industry pledge 
to promote healthy lifestyles in children. 

Code of 
practice; non-
binding 
statement 

Ministry of Health, 
signatories to the 
pledge 

 Healthy kids industry pledge (webpage) (Link) 

1.3.b Adopt, and implement effective measures, such as legislation or 
regulation, to restrict the marketing of foods and non-alcoholic beverages to 
children and thereby reduce the exposure of children and adolescents to such 
marketing 

Yes 

See Item 1.3     

1.3.c Establish mechanisms to effectively enforce implementation of 
legislation or regulation on the marketing of foods and non-alcoholic 
beverages to children 

Yes 
Enforcement mechanisms are in place (see Item 1.3), but the outcomes range from 
the modification or removal or the advertisement and that decisions are made 
public. Often campaigns are completed before enforcement occurs. 

 Advertising Standards 
Authority 

 The complaints decision process (Link) 

1.4 Develop nutrient-profiles to identify unhealthy foods and 
beverages. 

Partial 

Nutrient profiling in Australia and New Zealand are not used to regulate marketing 
or taxation of unhealthy food. The current legislation does impact on health claims 
for labelling. There is also a voluntary front-of-package labelling scheme (Health 
Star Rating) which uses a modified nutrient profiling method, see Item 1.7 

Legislation 
(health claims 
only); voluntary 
code 

Food Standards 
Australia and New 
Zealand (FSANZ); 
Ministry of Primary 
Industries 

 Overview of the Nutrient Profiling Scoring Criterion, 
2016 (Link); Australia New Zealand Food Standards 
Code - Standard 1.2.7 - Nutrition, health and related 
claims (Link); Health Star Ratings (NZ information page) 
(Link) 

1.4.a Establish a national nutrient-profiling model to regulate marketing, 
taxation, labelling and provision in public institutions, based on WHO’s 
regional or global nutrient-profile models 

No 

WHO Western Pacific region created a tool to identify unhealthy foods and 
beverages; current national nutrient profiles are only applied to health claims on 
food products, not to identify unhealthy foods except in the instance of the front-
of-pack labelling scheme, see Item 1.4 and Item 1.7 

Guideline (tool) WHO Western Pacific 
region 

 WHO Nutrient Profile Model for the Western Pacific 
Region: A tool to protect children from food marketing, 
2016 (Link) 

1.5 Establish cooperation between Member States to reduce the 
impact of cross-border marketing of unhealthy foods and beverages. No 

No agreements have been formally undertaken between members of the WHO 
Western Pacific region, which Australia is a member 

    

1.5.a Engage in intercountry discussions on policies and proposals for 
regulating cross-border marketing of unhealthy foods and non-alcoholic 
beverages to children through WHO regional committees and other relevant 
regional mechanisms 

No 

Bi-regional workshop between WHO Western Pacific & South- East Asia regions, 
assessing progress on WHO recommendations (see Item 1.3) and legal capacity of 
member states to address a range of strategies re: marketing; informal consultation 
undertaken by the WHO Western Pacific region. Limited if any progress as a result. 

  Bi-regional workshop on restricting the marketing of 
foods and non-alcoholic beverages to children in the 
Western Pacific and South East Asia, 2015: Meeting 
Report (Link) and Press release (Link); Informal 
consultation on reducing the harmful impact on children 

 

https://www.healthyfamilies.govt.nz/#home-2
https://www.health.govt.nz/publication/interim-evaluation-report-healthy-families-nz
https://www.msd.govt.nz/about-msd-and-our-work/publications-resources/corporate/statement-of-intent/2017/index.html
https://www.msd.govt.nz/about-msd-and-our-work/publications-resources/evaluation/investment-approach/index.html
https://www.healthed.govt.nz/resource/eating-healthy-babies-and-toddlersng%C4%81-kai-t%C5%8Dtika-m%C5%8D-te-hunga-k%C5%8Dhungahunga
https://www.healthed.govt.nz/resource/eating-healthy-children-aged-2-12ng%C4%81-kai-t%C5%8Dtika-m%C5%8D-te-hunga-k%C5%8Dhungahunga
https://www.health.govt.nz/our-work/eating-and-activity-guidelines
http://myfamily.kiwi/foods
https://www.fmhs.auckland.ac.nz/assets/fmhs/soph/globalhealth/informas/docs/Full%20Food-EPI%20report1.pdf
https://www.parliament.nz/en/pb/order-paper-questions/written-questions/document/QWA_12915_2015/12915-2015-kevin-hague-to-the-minister-of-health
http://www.treasury.govt.nz/publications/research-policy/wp/2016/16-06/twp16-06.pdf
http://www.asa.co.nz/codes/codes/new-children-young-peoples-advertising-code/
https://www.health.govt.nz/our-work/diseases-and-conditions/obesity/childhood-obesity-plan/healthy-kids-industry-pledge
http://www.asa.co.nz/complaints/the-complaints-board-decision-process/
http://www.foodstandards.gov.au/industry/labelling/Pages/Consumer-guide-to-NPSC.aspx
https://www.legislation.gov.au/Series/F2015L00394
http://www.mpi.govt.nz/food-safety/food-safety-for-consumers/food-labelling/health-star-ratings/
http://iris.wpro.who.int/bitstream/handle/10665.1/13525/9789290617853-eng.pdf?ua=1
http://iris.wpro.who.int/bitstream/handle/10665.1/13373/RS_2015_GE_61_MYS_eng.pdf
http://www.wpro.who.int/mediacentre/releases/2015/20151207/en/


of marketing foods, beverages, tobacco and alcohol, 
2014 (Link) 

1.6 Implement a standardized global nutrient labelling system. No See item 1.6.a     

1.6.a At the international level, work through the Codex Alimentarius 
Commission to develop a standardized system of food labelling, to support 
health literacy education efforts through mandatory labelling for all pre-
packaged foods and beverages Partial 

This work has commenced through WTO Thematic Session on Regulatory 
Cooperation between Members: Food Labelling. The work will be conducted via the 
Codex Committee on Food Labelling and supported by WHO and WTO. New 
Zealand did not participate at this thematic session.   

International 
trade 
agreements, 
WTO 

Government of 
Canada; WTO, WHO, 
Codex Committee on 
Food Labelling  

TBT Committee held this session on 9 November 2016. 
This is the mechanism to discuss 'Specific Trade 
Concerns' (STC); Codex Alimentarius Commission 
"The Codex Committee on Food Labelling  (CCFL) sets 
standards and guidelines for nutrition information on 
food packages enabling consumers to make informed 
food choices" (Link) 

WTO Thematic Session on Regulatory Cooperation 
between Members: Food Labelling (Link) 

1.6.b At the domestic level, adopt mandatory laws and regulations for 
nutrition labelling 

Yes 

Legislated, mandatory food labelling is required to include information such as 
ingredient list, nutrition information panel, proof for health claims, be date marked 
and include directions for use 

Legislation Food Standards 
Australia and New 
Zealand (FSANZ) 

Australia and New Zealand share the same food code. 
Standard 1.2.4 ingredient list and Standard 1.2.8 
nutrition information panel requires listing of energy, 
number of serves, macronutrients, saturated fat and 
sugars. Note: sugars indicates all sugars not WHO 
definition of free sugars (Link). 

Food Standards Code (Link) 

1.7 Implement interpretive front-of-pack labelling supported by public 
education of both adults and children for nutrition literacy. Partial 

Front-of-pack labelling has been implemented, in a voluntary capacity, and public 
education mostly consists of information on a website 

Information  Health Star Advisory 
Committee 

 How to use Health Star Ratings (Link) 

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-
of-pack labelling, based on a nutrient-profile model Yes 

Stakeholder consultation in 2013, and will be reviewed again in 2018. The star 
rating system is based on a modified Nutrient Profiling Scoring Criterion to give 
each product a score, from 1/2 star to 5 stars (with 1/2 start increments) 

Consultation Health Star Advisory 
Committee 

 Stakeholder workshops (Link) 

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack 
labelling system based on the best available evidence to identify the 
healthfulness of foods and beverages 

Partial 

Australia has developed the Health Star Rating system, but its application is 
voluntary. If the evidence review shows the voluntary code has been unsuccessful, 
the food standards authority may be asked to create a mandatory code for front-of-
pack labelling 

Voluntary code Health Star Advisory 
Committee 

 Health Star Rating System (Link) 

1.8 Require settings such as… children’s sports facilities and events to 
create healthy food environments^ 

No 
There are no national requirements for healthy food at children’s sport facilities, 
nor venues.  

    

1.8.a Set standards for the foods that can be provided or sold in [government 
settings such as health facilities or transport hubs, or support community/ 
private venues aimed at children, such as]… children’s sports facilities and at 
events, based on a national nutrient-profile model^ 

Partial 

Healthy food policy was developed for uptake across district health board (DHB) 
facilities. It has been taken up by the Ministry of Health and is available for 
voluntary adoption by the DHBs.  
A similar tool for community or private organisations to develop a healthy food 
provision policy is also available.  

Voluntary  Ministry of Health; 
District Health Boards; 
private organisations 

DHB healthy food policies (No. 21) is part of the 
Childhood Obesity Plan (Link) 

National Healthy Food and Drink Policy, for DHBs 
(Link); Healthy Food and Drink Policy for Organisations 
(Link) 

1.8.b Apply such food laws, regulations and standards in catering services 
for… relevant settings^ 

No 
     

1.9 Increase access to healthy foods in disadvantaged communities. Partial See items 1.9.a - 1.9.d     

1.9.a Involve actors and resources outside the health system to improve 
access, availability and affordability of nutritious foods at a sustained scale in 
disadvantaged communities (for instance, through incentives to retailers and 
zoning policies) 

No 

Very little is happening at the food retail level relating to zoning laws or in-store 
food availability  

  Benchmarking Food Environments: Expert's Assessments 
of Policy Gaps and Priorities for the New Zealand 
Government, 2014 (INFORMAS review of food 
environment policies in New Zealand) (Link) 

 

1.9.b Establish regulations and standards for social support programmes 
based on national and international dietary guidelines 

Yes 

A social program exists which focuses on healthy eating and activity, families can 
refer themselves or be referred through the Green Prescriptions initiative which 
have been extended to include children aged 4 years. Programs are delivered by 
community organisations but funded by the health ministry and administration is 
handled by a local agency.  

Program, 
referral 
initiative  

Ministry of Health; 
District Health Boards; 
community providers 
of programs; primary 
health providers 
(referrals) 

GRx Active Families is a collection of community-based 
programs to encourage healthy eating and physical 
activity, these were open to families with children aged 
5-18 years, but were recently expanded to include 
children aged 4 years (via the B4School Check) in support 
of the Raising Healthy Kids target. (GRx = Green 
Prescriptions) 

GRx Active Families (Link); Health targets: Raising 
healthy kids (Link); Green Prescriptions Initiative (Link) 

1.9.c Incentivize local production of fruit and vegetables, such as urban 
agriculture 

No 
     

2.0 Implement comprehensive programmes that promote physical 
activity and reduce sedentary behaviours in children and adolescents 

Partial 

The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation.  
New Zealand has developed a community-wide program to address healthy 
lifestyle in the home and in settings affecting adults (workplaces) and children 
(schools and early learning centres). See Recommendation 1.0 (Link) 

  Uneven national roll out. This program has been 
implemented in 10 selected communities, with no plan to 
expand announced. 
New Zealand seems to have more traction with physical 
activity than nutrition. SportNZ is the national 
government agency responsible for this space.  

 

2.1 Provide guidance to children and adolescents, their parents, 
caregivers, teachers and health professionals on healthy body size, 
physical activity, sleep behaviours and appropriate use of screen-
based entertainment. 

Yes 

see Item 2.1.c and Item 4.12     

2.1.a Develop and implement evidence-based, targeted and appropriately 
funded, public education campaigns on the importance of physical activity Yes 

website with public education information for healthy diet and exercise (and 
activities available locally) 

Information   Health Promotion 
Agency 

 My Family Activities (Eat Move Live Website) (Link) 

2.1.b Update existing materials, as necessary, to include guidance on physical 
activity throughout the life course 

Yes 
see Item 2.1.c     

2.1.c Disseminate guidance on physical activity to children, carers, school staff 
and health professionals in an accessible manner. Yes 

a series of resources are available to encourage healthy eating and physical activity 
for children but not widely disseminated 

Information   Ministry of Health   Eating and Activity Guidelines, website (Link) – see 
also: Resources for the public; Current guidelines; 
Useful links 

2.2 Ensure that adequate facilities are available on school premises 
and in public spaces for physical activity during recreational time for Partial 

see Item 2.2.a     

http://www.wpro.who.int/nutrition/meetings/nutrition_child_health_marketing_food_tobacco_alcohol_beverages/en/
http://www.fao.org/3/a-a1390e.pdf
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/
http://www.foodstandards.gov.au/code/Pages/default.aspx
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/How-to-use-health-stars
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/stakeholder-engagement
http://www.healthstarrating.gov.au/internet/healthstarrating/publishing.nsf/Content/Home
https://www.health.govt.nz/our-work/diseases-and-conditions/obesity/childhood-obesity-plan
https://www.health.govt.nz/publication/national-healthy-food-and-drink-policy
https://www.health.govt.nz/publication/healthy-food-and-drink-policy-organisations
https://www.fmhs.auckland.ac.nz/assets/fmhs/soph/globalhealth/informas/docs/Full%20Food-EPI%20report1.pdf
https://www.health.govt.nz/your-health/healthy-living/food-activity-and-sleep/green-prescriptions/active-families
https://www.health.govt.nz/new-zealand-health-system/health-targets/about-health-targets/health-targets-raising-healthy-kids
https://www.health.govt.nz/our-work/preventative-health-wellness/physical-activity/green-prescriptions
https://www.healthyfamilies.govt.nz/#home-2
http://myfamily.kiwi/activities
https://www.health.govt.nz/our-work/eating-and-activity-guidelines


all children (including those with disabilities), with the provision of 
gender-friendly spaces where appropriate. 

2.2.a Provide, in collaboration with other sectors (such as urban planning and 
transportation) and stakeholders, safe facilities, resources and opportunities 
for all children to be physically active during recreational time 

Partial 

A range of initiatives are happening at the national level in conjunction with sport 
and active recreation organisations, transport and conservation agencies to 
promote physical activity (Link) 
There are also a range of local level initiatives.  

Sport New 
Zealand; 
Regional Sports 
Trust; NZ 
Transport 
Agency; 
Department of 
Conservation; 
New Zealand 
YMCA 

 Locally, within the community health boards within 
District Health Boards collaborate with other agencies 
and organisations to promote and encourage physical 
activity. Example of local-level community and public 
health in the Canterbury District Health Board, from the 
Community and Public Health Division(see: Encouraging 
and supporting physical activity in our community 
(webpage) (Link)) 
See also, Local Councils websites (Link) and city-based 
active transport plans  

Community Sport Strategy 2015-2020, Sport New 
Zealand (Link); Regional Sports Trust (directory, Link); 
NZ Transport Agency (Link); Department of 
Conservation (Link)  

3.0 Integrate and strengthen guidance for non-communicable 
disease prevention with current guidance for preconception and 
antenatal care, to reduce the risk of childhood obesity 

Partial 

The items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation.  
In New Zealand the Health Ministry is responsible for providing leadership and 
setting the policy agenda/ regulatory framework. The Ministry funds the 20 
District Health Boards (DHBs) who are responsible for the administration and 
delivery of services in their local area.  Also the Health Promotion Agency is 
responsible for social marketing in this area. 
The NZ government and the National Maternity Monitoring Group (NMMG) are 
working towards creating the Maternity National Clinical Guidance  

   National Maternity Clinical Guidance (Link) 

3.1 Diagnose and manage hyperglycaemia and gestational 
hypertension. 

Yes 

Formal clinical practice guidelines exist for diabetes in pregnancy and gestational 
diabetes. For gestational hypertension the obstetrics professional body 
recommendations have been accepted 

Clinical 
guidelines 

Ministry of Health; 
Society of Obstetric 
Medicine of Australia 
and New Zealand 
(SOMANZ)  

 Screening, Diagnosis and Management of Gestational 
Diabetes in New Zealand: A clinical practice guidelines 
(Link); Diabetes in Pregnancy (Link); The SOMANZ 
guidelines for the management of hypertensive 
disorders of pregnancy (Link) 

3.1.a Ensure that screening for hypertension and hyperglycaemia are included 
in antenatal care 

Partial 

Comprehensive antenatal care guidelines are under review; current 'referral 
guidelines' for maternity carers reference how and when to refer on to other health 
professionals (see Link 2) 

Guidelines   National Maternity Monitoring Group, under the 
Maternity Quality Initiative, recognises that there are 
multiple guidelines effecting practice across NZ. Their 
role is to find national consensus and produce guidelines 
in a range of areas for antenatal, maternal and infant 
care. 

National Maternity Clinical Guidance (Link); Guidelines 
for Consultation with Obstetric and Related Medical 
Services (Referral Guidelines) (Link) 

3.2 Monitor and manage appropriate gestational weight gain. 
Yes 

clinical practice guidelines for health professionals and public education materials 
are available for monitoring and addressing gestational weight gain 

Clinical 
guidelines, 
information 

Ministry of Health    

3.2.a Ensure that measurement of weight and gestational weight gain are 
included in antenatal care 

Partial 
comprehensive antenatal care guidelines are under review, see Item 3.1.a     

3.3 Include an additional focus on appropriate nutrition in guidance 
and advice for both prospective mothers and fathers before 
conception and during pregnancy. 

Partial 

Appropriate nutrition advice for mothers during pregnancy and while 
breastfeeding. Advice for preconception and prospective fathers is not consistent.  
Preconception care sits in general practice, some advice exists for GPs about 
preconception care for prospective mothers and fathers, produced by GP 
professional body.  

Information    Ministry of Health   Pregnancy and Kids (website) (Link); Preconception 
Care in general practice (Link) 

3.4 Develop clear guidance and support for the promotion of good 
nutrition, healthy diets and physical activity, and for avoiding the use 
of and exposure to tobacco, alcohol, drugs and other toxins. 

Yes 

New Zealand maternity services are delivered through dedicated maternity carers 
who coordinate all aspects of maternity care and referrals onto non-maternity care 
during pregnancy as well as healthcare after the early postpartum period.  
Guidance for healthy lifestyle and avoidance of alcohol, tobacco and other drugs 
are available 

Health service, 
guidelines, 
information  

Ministry of Health, 
Maternity; Midwifery 
Council of New 
Zealand; District 
Health Boards 

The National framework for the service requirements of 
all lead maternity carers (LMCs) is the Maternity Services 
Notice Pursuant to Section 88 of the New Zealand Public 
Health and Disability Act 2000 - aka Primary Maternity 
Services Notice (Section 88) 

New Zealand Maternity Standards (Link); Primary 
Maternity Services Notice (Section 88) (Link) 

3.4.a Ensure that diet and nutrition counselling is included in antenatal care Partial comprehensive antenatal care guidelines are under review, see Item 3.1.a     

3.4.b Include information on the association between prospective parents’ 
diet, physical activity and health behaviours and the risk of childhood obesity 
in the curriculum of health care providers 

Yes 
Preconception care will usually sit with general practitioners, see Item 3.3     

3.4.c Disseminate guidance and provide support for healthy diet and physical 
activity to prospective parents whom preconception or antenatal care may 
not reach 

Yes 
General information about healthy lifestyle for adults of reproductive age; specific 
websites about being healthy before (both parents) and during (mother) 
pregnancy. Not well disseminated 

Information   Ministry of Health; 
Health Promotion 
Agency 

 Pregnancy and Kids (website) (Link); Eating and Activity 
Guidelines (Link) 

4.0 Provide guidance on and support for healthy diet, sleep and 
physical activity in early childhood to ensure children grow 
appropriately and develop healthy habits 

Partial 

the items associated with this Recommendation are multi-component, see each 
item and strategy for policy items associated with this recommendation 

    

4.1 Enforce regulatory measures such as The International Code of 
Marketing of Breastmilk Substitutes and subsequent World Health 
Assembly resolutions 

Partial 

WHO 2016 Status Report indicates 'no legal measures' are in place, but there are 
some formal monitoring mechanisms in place (see Annex 3 in Link).  
The Code was accepted in NZ in 1993, but because it contravenes an established 
commerce law several voluntary codes of practice were accepted (noted in Item 
4.1.a) 

  Breastmilk substitutes are a major NZ export Marketing of Breast-milk substitutes: National 
Implementation of the International Code: Status 
Report 2016 (Link)  

4.1.a Ensure that legislation and regulations on the marketing of breast-milk 
substitutes adhere to all the provisions in the International Code of Marketing 
of Breast-milk Substitutes and subsequent related Health Assembly 
resolutions. 

Partial 

Industry driven, voluntary and self-regulatory  code prohibits the marketing of 
infant and follow-on formula and any practices which encourage health workers to 
promote the consumption of formula; follow-on formula (formula for infants 
starting from six months of age) are included in the interpretation of The Code 

 Ministry of Health  
Food Standards 
Australia New Zealand 
(FSANZ); New Zealand 
Infant Formula 
Marketers' 
Association (NZIFMA); 
Advertising Standards 
Authority (ASA) 

Three voluntary and self-regulatory Codes: Code of 
Practice for Health Workers (Health Workers' Code); 
Infant Nutrition Council (INC)/ New Zealand Infant 
Formula Marketers' Association (NZIFMA) Code of 
Practice for the Marketing of Infant Formula; Advertising 
Standards Authority Code for Advertising of Food;  
One non-voluntary Code (food quality and labelling): 
Australia New Zealand Food Standards Code (Food 
Standards Code) 

WHO Code in NZ (webpage) (Link); Implementing and 
Monitoring the International Code of Marketing of 
Breast-milk Substitutes in New Zealand: The Code in 
New Zealand (Link) 

https://www.health.govt.nz/your-health/healthy-living/food-activity-and-sleep/physical-activity/physical-activity-resources
https://www.cph.co.nz/your-health/physical-activity/
http://www.lgnz.co.nz/
https://sportnz.org.nz/about-us/our-publications/our-strategies/community-sport-strategy/
https://sportnz.org.nz/about-us/who-we-are/how-we-invest/regional-sports-trusts/
http://www.nzta.govt.nz/
http://www.doc.govt.nz/
https://www.health.govt.nz/our-work/life-stages/maternity-services/national-maternity-clinical-guidance
https://www.health.govt.nz/publication/screening-diagnosis-and-management-gestational-diabetes-new-zealand-clinical-practice-guideline
https://www.health.govt.nz/system/files/documents/publications/diabetes-in-pregnancy-quick-reference-guide-dec14-v4.pdf
https://www.somanz.org/documents/HTPregnancyGuidelineJuly2014.pdf
https://www.health.govt.nz/our-work/life-stages/maternity-services/national-maternity-clinical-guidance
https://www.health.govt.nz/system/files/documents/publications/referral-glines-jan12.pdf
https://www.health.govt.nz/your-health/pregnancy-and-kids
https://bpac.org.nz/bpj/2011/april/docs/bpj_35_pre-conception_care_pages_9-14.pdf
https://www.health.govt.nz/publication/new-zealand-maternity-standards
https://www.health.govt.nz/our-work/life-stages/maternity-services/primary-maternity-services-notice-section-88
https://www.health.govt.nz/your-health/pregnancy-and-kids
https://www.health.govt.nz/our-work/eating-and-activity-guidelines
http://apps.who.int/iris/bitstream/10665/206008/1/9789241565325_eng.pdf
https://www.health.govt.nz/our-work/who-code-nz
https://www.health.govt.nz/publication/implementing-and-monitoring-international-code-marketing-breast-milk-substitutes-nz-code-nz


4.2 Ensure all maternity facilities fully practice the Ten Steps to 
Successful Breastfeeding 

Yes 

the health ministry contracts an NGO to ensure all maternity facilities are compliant 
with the Ten Steps. The process operates as the Baby Friendly Hospital Initiative; 
there is another concurrent initiative called the Baby Friendly Community Initiative 
to extend support to mothers after discharge from a maternity facility.  

Accreditation   New Zealand 
Breastfeeding Alliance 
(NZBA); Ministry of 
Health; District Health 
Boards 

 Baby Friendly Initiative (Link) 

4.2.a Establish regulations for all maternity facilities to practice the Ten Steps 
to Successful Breastfeeding. Build or enhance assessment systems to regularly 
verify maternity facilities’ adherence. Yes 

it is a requirement in New Zealand that all maternity facilities achieve Baby Friendly 
Hospital Initiative accreditation 

Accreditation   New Zealand 
Breastfeeding Alliance 
(NZBA); Ministry of 
Health; District Health 
Boards 

 Baby Friendly Hospital Initiative: Documents for 
Aotearoa New Zealand (2014) (Link) 

4.3 Promote the benefits of breastfeeding for mother and child 
through broad based education to parents and the community at 
large Yes 

National strategy to support and promote breastfeeding. 
Public promotion of breastfeeding, resources for parents (see links in Item 4.3.a). 
Collaboration between Ministry of Health and (NGO) La Leche League has a peer 
support program to encourage and support breastfeeding.  
Also see Infant feeding information noted in Item 4.8.a; and more information 
about the Baby Friendly Initiative (hospitals and community) in Item 4.2 

National 
strategy, 
information, 
program 

Ministry of Health; 
District Health Boards; 
New Zealand 
Breastfeeding 
Alliance; La Leche 
League New Zealand 

 National Strategic Plan of Action for Breastfeeding 
2008 - 2012 (Link); Mother-to-mother peer support 
(Link) 

4.3.a Include information on the benefits of breastfeeding for promoting 
appropriate infant growth, health and reducing the risk of childhood obesity 
in guidance for parents and public communications 

Partial 

Advice to breastfeed does not explicitly include information stating that 
breastfeeding reduces the risk of childhood obesity (although is mentioned in 
national breastfeeding strategy, see Item 4.3), but it does advise of other health 
benefits for mother and child. Guidelines are available in multiple languages 

Information   Health Promotion 
Agency 

 Breastfeeding Your Baby (Link); Breastfeeding and 
Working (Link) 

4.4 Support mothers to breastfeed, through regulatory measures such 
as maternity leave, facilities and time for breastfeeding in the work 
place 

Yes 

Government funded paid parental leave (PPL) is for the permanent primary carer of 
child (i.e. not limited to biological mother), will be increased from 18 weeks to 22 
weeks in 2018 and again to 26 weeks by 2020 at a rate of usual income (capped at 
NZD$538.55 gross/week). If employed for 12 months, many carers will also be able 
to take extended maternity leave (unpaid up to 1 year, with position of 
employment protected). Some employment contracts allow for a higher rate of 
paid maternity leave, but no law requires this. 
Non-primary carer may take either one or two weeks unpaid leave (i.e. 
requirement that employers allow partners to take this leave).  
Codes of employment practice require employers to provide appropriate facilities 
and breaks for women to breastfeed and/ or express breast milk and store.  
Discrimination for pregnancy or parental leave is illegal in New Zealand and is 
covered by several Acts.  

Social 
payments, 
employment 
practice codes, 
Acts 

Ministry of Business, 
Innovation and 
Employment; Inland 
Revenue 

Multiple Acts relate to the protection of employment, 
parental leave and breastfeeding support in New 
Zealand, including: Human Rights Act 1993; New Zealand 
Bill of Rights Act 1990; Parental Leave and Employment 
Protection Act 1987, Employment Relations Act 2000 

Parental Leave (Link); Paid parental leave (Link); 
Breastfeeding at Work (Link); Protecting your job 
during pregnancy or parental leave (Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the 
provisions of ILO Recommendation 191 on maternity leave and provision of 
time and facilities in the work place for breastfeeding 

No 
New Zealand has not ratified Convention 183, see Item 4.4 for more details about 
maternity leave and workplace practices to support breastfeeding 

  Up-to-date Conventions and Protocols not ratified by 
New Zealand (Link) 

 

4.5 Develop regulations on the marketing of complementary foods 
and beverages, in line with WHO recommendations, to limit the 
consumption of foods and beverages high in fat, sugar and salt by 
infants and young children. Partial 

In New Zealand, complementary foods and beverages are covered by the same 
rules as implemented for The Code with respect to infant formula, but only to the 
point that the infant is six months old. The Code in New Zealand (see Item 4.1) 
requires that The Code be read in conjunction with the Global Strategy for Infant 
and Young Child Feeding (see Link in this row), which implies protections but does 
not guarantee them.  
Enforceable labelling regulations exist for foods for infants. 
Also, see Items under Item 1.3 

 Food Standards 
Australia New Zealand 
(FSANZ) 

World Health Organisation global strategy discusses the 
importance of ensuring sustained breastfeeding and 
protection from marketing which could challenge infants 
from receiving formula and complementary foods which 
are not nutritionally adequate 

Global Strategy for Infant and Young Child Feeding 
(Link); Standard 2.9.2 Food for infants, Australia New 
Zealand Food Standards Code (Link) 

4.5.a Assess the impact of legislation, regulations and guidelines to address 
the marketing of complementary foods for infants and young children, where 
required 

No 
See Item 4.5     

4.5.b Adopt and implement effective measures, such as legislation or 
regulation, to restrict the inappropriate marketing of complementary foods 
for infants and young children 

No 
See Item 4.5     

4.5.c Establish mechanisms to enforce effectively and monitor 
implementation of legislation or regulation on the marketing of 
complementary foods for infants and young children 

No 
See Item 4.5     

4.6 Provide clear guidance and support to caregivers to avoid specific 
categories of foods (e.g. sugar sweetened milks and fruit juices or 
energy-dense, nutrient-poor foods) for the prevention of excess 
weight gain. 

Partial 

See Item 4.8.a     

4.7 Provide clear guidance and support to caregivers to encourage the 
consumption of a wide variety of healthy foods Partial 

See Item 4.8.a     

4.8 Provide guidance to caregivers on appropriate nutrition, diet and 
portion size for this age group. 

Partial 
See Item 4.8.a     

4.8.a Include the following in guidance on infant and young child feeding: (1) 
the introduction of appropriate complementary foods, avoiding the use of 
added sugar or sweeteners; (2) responsive feeding to encourage infants and 
young children to eat a wide variety of healthy foods; (3) which foods and 
beverages high in sugar, fat and salt should not be given to infants and young 
children; (4) appropriate portion sizes for children of different ages. 

Partial 

No national guidelines specifically for early childhood caregivers (in childcare or 
early education services). The same advice in these areas could be sought from the 
advice given to parents of children. There are some guidelines available at the local 
level. Also see Item 1.1. 

  Auckland Regional Public Health Service produced the 
'Food for Under 5's' document for early childhood 
services (Link) 

 

4.8.b Train community health workers or peer support groups to support 
appropriate complementary feeding 

Yes 
See Items 4.13 and Item 6.1.b     

4.9 Ensure only healthy foods, beverages and snacks are served in 
formal child-care settings or institutions. 

Partial 
See Items 4.9.a and 4.9.b     

https://www.babyfriendly.org.nz/
https://www.babyfriendly.org.nz/fileadmin/documents/Baby_Friendly_in_an_National_and_International_Context.pdf
https://www.health.govt.nz/system/files/documents/publications/breastfeeding-action-plan.pdf
https://www.health.govt.nz/our-work/life-stages/breastfeeding/mother-mother-peer-support
https://www.healthed.govt.nz/resource/breastfeeding-your-baby-%E2%80%93-english-version
https://www.healthed.govt.nz/resource/breastfeeding-and-working-%E2%80%93-english-version
https://www.employment.govt.nz/leave-and-holidays/parental-leave/
http://www.ird.govt.nz/yoursituation-ind/parents/parents-paid-parental-leave.html#01
https://www.employment.govt.nz/hours-and-wages/breaks/breastfeeding-at-work/
https://www.employment.govt.nz/leave-and-holidays/parental-leave/types-of-parental-leave/protecting-your-job-during-pregnancy-or-parental-leave/
http://www.ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:11210:0::NO::P11210_COUNTRY_ID:102775
http://www.who.int/nutrition/topics/global_strategy/en/
http://www.foodstandards.gov.au/code/Documents/2.9.2%20Food%20for%20infants%20v157.pdf
http://www.arphs.govt.nz/Portals/0/Health%20Information/HealthyEnvironments/Early%20childhood%20education%20centres/ECEC%20Food%20for%20under%205s/Food%20for%20under%205s%202008/Food%20For%20Under%205%27s%20ECE%20resource%20Final%20June%202008-1.pdf


4.9.a Set mandatory nutrition standards for foods and beverages provided 
(including meals) or sold (including vending machines and school shops) in 
public and private child-care settings or institutions 

Partial 

Foods served in early learning centres which come under the legal framework are 
only required to serve food and drinks which are appropriate for child's needs, no 
details on specific nutrition standards, nor are their compliance reviewed by a 
government agency. Early learning centres participate in a program called 
Fuelled4Life, a partnership which uses an independently managed food and 
beverage classification system to rank products as every day or sometimes foods 
and beverages to guide what can be served in settings. Another classification, 
occasionally, are foods that cannot be served in settings.  

Partnership 
(government, 
civil and 
industry) 

Ministry of Health, 
Ministry of Education, 
Heart Foundation 

 Fuelled4life (webpage on Ministry of Health website) 
(Link) 

4.9.b Implement such food laws, regulations and standards into catering 
services for existing child-care and other relevant settings Yes 

Laws and licencing criteria apply to early learning centres that are serving food - 
however, there is no requirement for early learning centres to meet specific 
nutrition criteria 

Act; Regulation 
and licencing 
criteria 

Government of New 
Zealand; Ministry for 
Education; Ministry 
for Primary Industries 

 Food safety for ECE services (Food Act requirements) 
(links to Act, Regulations and National Programme) 
(Link); Licensing Criteria for Early Childhood Education 
and Care Services 2008 (Link) 

4.10 Ensure food education and understanding are incorporated into 
the curriculum in formal child-care settings or institutions. 

Yes 

National curriculum for early learning centres requires the development of a 
curriculum which incorporates child well-being and the promotion of their health. 
New Zealand has guidelines to support nutrition education in schools and early 
education which incorporates foods served in settings and inclusion of curricula for 
nutrition and physical activity.  

Curriculum 
(learning 
framework); 
guidelines 

Ministry of Education  Te Whāriki: Early Chilhood Curriculum (2017)  (Link); 
Food and nutrition for healthy, confident kids (website) 
(Link) 

4.10.a Develop nutrition, food and health education curricula jointly between 
education and health sectors. Train teachers in curriculum delivery 

Partial 

Early learning services must comply with Curriculum Standards, but are encouraged 
to do so in a way that encourages a learning partnership between children, parents, 
carers and culture. As such curricula is not explicitly prescribed and each centre is 
encouraged to create their own unique learning experiences. See Item 4.10 and the 
link in this column is to a report on nutrition and physical activity in early learning 
centres (and schools) in New Zealand  

Progress report Education Review 
Office 

 Food, Nutrition and Physical Activity in New Zealand 
schools and early learning services (2017) (Link) 

4.10.b Integrate nutrition and health education components, including 
practical skills, developed in collaboration with the education sector, into the 
core curriculum 

Partial 
see Items 4.10 and 4.10.a     

4.11 Ensure physical activity is incorporated into the daily routine and 
curriculum in formal child-care settings or institutions. Yes 

see Items 4.10 and 4.10.a     

4.11.a Set standards for physical activity in child-care settings Partial see Items 4.10 and 4.10.a     

4.11.b Provide guidance to carers on the provision of safe and 
developmentally-appropriate physical activity, active play and active 
recreation for all children 

Partial 
see Items 4.10 and 4.10.a     

4.12 Provide guidance on appropriate sleep time, sedentary or screen-
time and physical activity or active play for the 2–5 years of age group. Yes 

Guidelines on appropriate amounts and types of activity for children under five, 
advice about appropriate sleep and strategies to reduce sedentary behaviour 

Information   Ministry of Health  on the webpage there are links to a range of related 
areas including the guidelines  

Sit Less, Move More, Sleep Well: Active play guidelines 
for under-fives (Link) 

4.12.a Develop guidance on physical activity for children under 5 years of age, 
including age-appropriate activities and ideas to support and encourage 
participation in physical activity at home and in the community all year round 

Yes 
see Item 4.12     

4.12.b Develop guidelines on appropriate sleep time and use of screen-based 
entertainment by children and adolescents (see recommendation 2.1) and 
ideas to avoid sedentary activities, including avoiding excessive screen-time, 
and to model regular physical activities for families 

Yes 

see Item 4.12     

4.13 Engage the whole-of-the community to support caregivers and 
child-care settings to promote healthy lifestyles for young children. Partial 

Partnership between civil groups, government (health and education) and food 
industry to support healthy food provision in early learning centres.  
Also, see Recommendation 1.0. 

Program 
(partnership) 

Heart Foundation 
(Ministries of Health 
and Education) 

 Fuelled4life, Early Learning (website) (Link); webpage 
on Heart Foundation website (Link) 

4.13.a Conduct public awareness campaigns and disseminate information to 
increase awareness of the consequences of childhood obesity Yes 

see Item 1.1.d and Item 2.1.a     

4.13.b Promote the benefits of physical activity for both carers and children 
through broad based education to carers and the community at large Yes 

see Item 1.1.d     

4.13.c Promote communication and community participation to raise 
awareness and create an enabling environment and social demand for policy 
action to improve diet and physical activity in children 

Yes 
see Item 4.13; recommendation 1.0     

4.13.d Identify community champions/leaders/civil society organizations to 
work with, and ensure community representation 

Yes 
see Item 4.13; recommendation 1.0     

6.0 Provide family-based, multicomponent services on lifestyle 
weight management for children and young people who are obese 

- 
Only one item within this recommendation (below) has applications for the 
prevention of childhood obesity 

    

6.1.b Align services with existing clinical guidelines and clearly configure the 
roles of primary health care providers for effective multidisciplinary work Yes 

multiple guidelines and initiatives to ensure support for early nutrition, growth and 
development, monitoring of weight gain 

Health services; 
clinical 
guidelines 

Ministry of Health  The Well Child (Tamariki Ora) Programme schedules core 
visits across transitions in healthcare delivery to ensure 
appropriate child health and development 

Weight Management in 2-5 Year Olds (Link); The Well 
Child Programme (Link) 

*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus 
on government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. event facilities).  
KEY: New Zealand (NZ) 

https://www.health.govt.nz/our-work/preventative-health-wellness/nutrition/food-and-beverage-classification-system
https://www.education.govt.nz/early-childhood/running-an-ece-service/food-safety-for-ece-services-food-act-requirements/
https://www.education.govt.nz/assets/Documents/Early-Childhood/Licensing-criteria/Centre-based-ECE-services/CentreBased2008LicensingCriteriaECECareCentresBookletUpdatedMay2016.pdf
https://education.govt.nz/assets/Documents/Early-Childhood/ELS-Te-Whariki-Early-Childhood-Curriculum-ENG-Web.pdf
http://health.tki.org.nz/Key-collections/Healthy-lifestyles/Food-and-nutrition-for-healthy-confident-kids#Health
http://www.ero.govt.nz/assets/Uploads/Effective-practice-report-Food-Nutrition-and-Physcial-Activity-in-NZ-Schools-and-ELS2.pdf
https://www.health.govt.nz/publication/sit-less-move-more-sleep-well-active-play-guidelines-under-fives
http://www.fuelled4life.org.nz/early-learning-services
http://www.fuelled4life.org.nz/early-learning-services
https://www.health.govt.nz/publication/weight-management-2-5-year-olds
https://www.wellchild.org.nz/


WHO Ending Childhood Obesity Implementation Plan Result Describe policy/ action Policy Type 
(Mechanism) 

Agency 
responsible other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the 
intake of healthy foods and reduce the intake of unhealthy 
foods and sugar-sweetened beverages by children and 
adolescents 

Partial 

The items associated with this Recommendation are multi-component, see 
each item and strategy for policy items associated with this recommendation 

    

1.1. Ensure that appropriate and context specific nutrition 
information and guidelines for both adults and children are 
developed and disseminated in a simple, understandable and 
accessible manner to all groups in society. 

Partial 

Healthy eating guidelines, including serve sizes, exist for all age groups 
except children under 5 years. As part of usual care, information pamphlets 
about the early years are distributed to mothers. These come in three age 
groups (0-6 months, 6 months-2 years, 2-5 years). These mainly cover 
introduction to solids, encourage a wide variety of foods and some 
information about what foods to avoid. Portion size information is difficult to 
find for this age group.  

Information   Healthy Ireland 
(Agency of 
Department of 
Health); safefood; 
Health Service 
Executive 

Information pamphlets are also being developed for the antenatal period.  
Work has commenced on developing Healthy Eating Guidelines for the 1-5 year old 
age group. The Department of Health has established an “Obesity Policy 
Implementation Oversight Group” – there is a nutrition sub-group & their first task 
is to translate the scientific recommendations for 1-5 year olds into healthy eating 
guidelines (See minutes of November 2017 meeting of the All-island Obesity Action 
Forum Link) 

Healthy Food for Life > Healthy Ireland 
(website) (Link); Caring for your baby 
(Link) 

1.1.a Inform the population about childhood overweight and obesity 
and consequences for health and well-being. Yes 

See Item 1.1.a and 1.1.d 
  

Previous campaigns include: Little Steps, 2008 (Link) Let’s Take on Childhood 
Obesity, 2013-2016 (Link) 

START campaign (Link)  

1.1.b Update, as necessary, guidance on the prevention of childhood 
obesity through the consumption of a healthy diet throughout the life 
course 

Yes 

Guidelines on healthy eating at different life stages. Also, see Item 1.1 Information  Safefood; Health 
Service Executive; 
Food Safety 
Authority of Ireland  

Food Safety Authority of Ireland leads this work, developing  scientific 
recommendations for a national infant feeding policy (Link) and guidelines for 
health professionals based on this (Link); safefood and HSE develop materials for 
consumers and professionals (Link) 

Healthy Eating > Life Stages (Link) 

1.1.c Ensure that food-based dietary guidance is disseminated in an 
accessible manner for children, carers, school staff and health 
professionals. 

Partial 
See Item 1.1, not clear for children aged 0-5 years.  
[Step 5.3 in A Healthy Weight for Ireland] 

    

1.1.d Develop and implement evidence-based, public education 
campaigns about what constitutes a healthy diet and the need for it 
and for physical activity, which are appropriately funded and 
sustained over time. 

Yes 

National public education campaign to encourage healthy eating and being 
active, part of a larger strategy. 
[Step 4.1 in A Healthy Weight for Ireland] 

Information; 
framework 

Health Service 
Executive; safefood; 
Healthy Ireland 

START campaign  Healthy Eating and Active Living 
Programme (website) (Link); Healthy 
Ireland (framework) (Link) 

1.2 Implement an effective tax on sugar-sweetened beverages. Yes 
See item 1.2.b 
[Step 1.9 in A Healthy Weight for Ireland] 

    

1.2.a Analyse the administration and impact of a tax on sugar-
sweetened beverages. Yes 

See Item 1.2.b 
    

1.2.b Levy an effective tax on sugar-sweetened beverages according 
to WHO’s guidance 

Partial 

Charges of €0.20 per litre on drinks with 5-8g/100mL and €0.30 per litre on 
drinks with more than 8g/100mL have been introduced into the national 
budget, and will be introduced in May 2018. This will happen so long as the 
UK also introduces the same tax (Republic of Ireland and Northern Ireland 
seek to maintain the same rules for most commercial exchanges). It is 
assumed that this will happen as negotiations and consultations were 
concurrent in UK and Ireland.  

Tax/ Levy Department of 
Finance 

Tax was scheduled for introduction in April, but this has been delayed until 1 May 
2018 (Link) 

Budget 2018 (Link); Sugar-sweetened 
drinks: Information note - budget 2018 
(Link) 

1.3 Implement the Set of Recommendations on the Marketing 
of Foods and Non-alcoholic Beverages to Children to reduce 
the exposure of children and adolescents to, and the power of, 
the marketing of unhealthy foods. 

Partial 

See Items 1.3.b and 1.5 
As well as regulations for marketing in broadcasting (see Item 1.3.b) , Ireland 
also has a self-regulated advertising code, with a section dedicated to 
children.  

Self-regulatory 
code 

Advertising 
Standards Authority 
for Ireland  

A Voluntary Code of Practice for Non-Broadcast Media Advertising and Marketing 
of Food and Non-Alcoholic Beverages, including Sponsorship and Retail Product 
Placement was developed by the Department of Health (Link) 

Children (section 5), Manual of 
Advertising Self-Regulation with the Code 
of Standards for Advertising, Promotional 
and Direct Marketing in Ireland (Link) 

1.3.a Assess the impact of legislation, regulation and guidelines to 
tackle the marketing of unhealthy foods and non-alcoholic beverages 
to children, where required Yes 

The Irish broadcasting authority is a statutory agency which independently 
assessed the feasibility of regulations for the marketing of unhealthy food to 
children. The Irish government made a submission to the authority during its 
public consultation stage [Step 1.10 & 2.4 in A Healthy Weight for Ireland] 

Independent 
statutory 
agency 

   

1.3.b Adopt, and implement effective measures, such as legislation or 
regulation, to restrict the marketing of foods and non-alcoholic 
beverages to children and thereby reduce the exposure of children 
and adolescents to such marketing 

Yes 

Broadcasting regulations exists for the advertising of unhealthy foods to 
children, with provisions for scheduling (applying to children's programmes), 
advertising which is directed to children, and use of programme or licensed 
characters and celebrities or sports stars.  
[Step 3.2 in A Healthy Weight for Ireland] 

Regulation Broadcasting 
Authority of Ireland 
(BAI) 

Unhealthy foods identified using a nutrient profiling model cannot be advertised 
during children's programmes or programmes with a high child viewership, 
collectively across the day unhealthy foods cannot make up more than 25% of total 
advertising content. The Children’s Commercial Communications Code bans 
advertising of HFSS products on television up to 6pm where 50% of the audience is 
made up of under-18s 

Children's Commercial Communications 
Code (Link); BAI Issues Rules on Food 
Advertising to Children (media release) 
(Link) 

1.3.c Establish mechanisms to effectively enforce implementation of 
legislation or regulation on the marketing of foods and non-alcoholic 
beverages to children 

No 

  
  There is currently nothing in place to monitor the implementation of the voluntary 

codes. While Food Safety Authority of Ireland has the ability to enforce legislation 
they do not have remit to enforce voluntary codes. However, they do have a role in 
enforcing legislation around marketing of foodstuffs (Link) 

Enforcement and Audit (FSAI website) 
(Link); Food Safety Authority of Ireland 
Act, 1998 (FSAI Act and Related 
Legislation (Link) 

1.4 Develop nutrient-profiles to identify unhealthy foods and 
beverages. 

Yes 
See Item 1.4.a 

    

1.4.a Establish a national nutrient-profiling model to regulate 
marketing, taxation, labelling and provision in public institutions, 
based on WHO’s regional or global nutrient-profile models Yes 

Adoption of the UK nutrient profile model, to date this model has only been 
applied to regulate marketing to children (Item 1.3) and to implement a 
sugary drinks levy (Item 1.2). The UK nutrient profiling model is different to 
the WHO Regional Office for Europe's model.  

Classification 
model 

 
This nutrient profile model (Link 1) was developed by the UK Food Standards 
Agency and is applied in Ireland re: Item 1.3.b. It is a different model to the one 
developed by WHO Europe Regional Office and may have some implications in the 
future due to the UK leaving the EU.  

Nutrient Profiling Technical Guidance (UK: 
Department of Health) (Link); WHO 
Regional Office for Europe nutrient profile 
model (Link) 

1.5 Establish cooperation between Member States to reduce 
the impact of cross-border marketing of unhealthy foods and 
beverages. 

Partial 

See report in Item 1.5.a 
    

Table S3.3: Republic of Ireland national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

http://www.safefood.eu/Professional/Nutrition/All-island-Obesity-Action-Forum.aspx
http://www.healthyireland.ie/health-initiatives/heg/
http://www.hse.ie/eng/health/child/cfyb/
http://www.safefood.eu/Utility/About-Us/Campaigns/Little-Steps.aspx
http://www.safefood.eu/Publications/Research-reports/Let-s-take-on-childhood-obesity.aspx
http://www.safefood.eu/Start/Welcome.aspx
https://www.google.ie/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwiCktDCl6DaAhUBasAKHVdaD5UQFgguMAA&url=https%3A%2F%2Fwww.fsai.ie%2Fresources_publications%2Fnational_infant_feeding_policy%2F&usg=AOvVaw0lUiQasNnvdLTNIwBWJ2bV
https://www.google.ie/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&ved=0ahUKEwiCktDCl6DaAhUBasAKHVdaD5UQFgg2MAI&url=https%3A%2F%2Fwww.fsai.ie%2Fpublications_infant_feeding%2F&usg=AOvVaw27-XxVWpMgaN4J9UQH_afb
https://www.healthpromotion.ie/publications
http://www.safefood.eu/Healthy-Eating/Food,-Diet-and-Health/Life-Stages.aspx
http://www.hse.ie/eng/about/Who/healthwellbeing/Our-Priority-Programmes/HEAL/HEAL-docs/The-National-Guidelines-on-Physical-Activity-for-Ireland.pdf
http://www.hse.ie/eng/about/Who/healthwellbeing/healthy-ireland/
http://www.finance.gov.ie/updates/update-on-commencement-of-sugar-sweetened-drinks-tax/
http://www.budget.gov.ie/Budgets/2018/2018.aspx
http://www.budget.gov.ie/Budgets/2018/Documents/Sugar%20Sweetened%20Drinks%20Tax.pdf
http://health.gov.ie/blog/publications/non-broadcast-media-advertising-and-marketing-of-food-and-non-alcoholic-beverages-including-sponsorship-and-retail-product-placement-voluntary-codes-of-practice/
http://www.asai.ie/asai-code/children/
http://www.bai.ie/en/download/130364/
http://www.bai.ie/en/bai-issues-rules-on-food-advertising-to-children/
https://www.fsai.ie/news_centre/press_releases/marketing_terms_14052015.html
https://www.fsai.ie/enforcement_audit.html
https://www.fsai.ie/legislation/FSAI_act_related.html
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216094/dh_123492.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/270716/Nutrient-children_web-new.pdf?ua=1


1.5.a Engage in intercountry discussions on policies and proposals for 
regulating cross-border marketing of unhealthy foods and non-
alcoholic beverages to children through WHO regional committees 
and other relevant regional mechanisms 

Yes 

The European Union (through WHO Regional Office) is investigating the 
extent of cross-border marketing of unhealthy foods to children through 
digital content.  

Policy 
identification 

World Health 
Organisation 
Regional Office for 
Europe 

Ireland’s Department of Health has representation at the High  Level Group on 
Nutrition and Physical Activity (European Platform for Action on diet and Physical 
Activity) 

Tackling food marketing to children in a 
digital world: trans-disciplinary 
perspectives (Link) 

1.6 Implement a standardized global nutrient labelling system. No Nothing has been implemented to date 
    

1.6.a At the international level, work through the Codex Alimentarius 
Commission to develop a standardized system of food labelling, to 
support health literacy education efforts through mandatory labelling 
for all pre-packaged foods and beverages 

Partial 

This work has commenced through WTO Thematic Session on Regulatory 
Cooperation between Members: Food Labelling. The work will be conducted 
via the Codex Committee on Food Labelling and supported by WHO and 
WTO.  

International 
trade 
agreements, 
WTO 

Government of 
Canada; WTO, 
WHO, Codex 
Committee on Food 
Labelling  

TBT Committee held this session on 9 November 2016. This is the mechanism to 
discuss 'Specific Trade Concerns' (STC); Codex Alimentarius Commission 
"The Codex Committee on Food Labelling  (CCFL) sets standards and guidelines for 
nutrition information on food packages enabling consumers to make informed food 
choices" (Link) 

WTO Thematic Session on Regulatory 
Cooperation between Members: Food 
Labelling (Link) 

1.6.b At the domestic level, adopt mandatory laws and regulations for 
nutrition labelling Yes 

Ireland already has laws and regulations ensuring accurate labelling, these 
can be amended to include changes in nutrition labelling.  

Laws, 
regulations 

Food Safety 
Authority of Ireland  

Mandatory information required: total energy, fat (saturated fat), carbohydrate, 
sugars, protein and salt. Note: sugars indicates all sugars not WHO definition of free 
sugars (Link).  

Nutrition Labelling (FSAI website) (Link) 

1.7 Implement interpretive front-of-pack labelling supported 
by public education of both adults and children for nutrition 
literacy. 

No 

     

1.7.a Consider undertaking pre-market/consumer testing of 
interpretive front-of-pack labelling, based on a nutrient-profile model No 

     

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-
of-pack labelling system based on the best available evidence to 
identify the healthfulness of foods and beverages No 

Ireland has a voluntary measure for companies to repeat information about 
energy (Energy only or Energy along with fat, saturates, sugar and salt) 
and/or portion and/ or energy per 100g or portion [Step 2.3 in A Healthy 
Weight for Ireland] 

Information  Food Safety 
Authority 
Information  

 
Overview of Changes to Food Labelling 
Introduced under the New Food 
Information Regulation, 2012 (page 8) 
(Link) 

1.8 Require settings such as… children’s sports facilities and 
events to create healthy food environments^ 

No 
 

  
National Physical Activity plan does not mention quality of foods provided in 
physical activity settings/ venues (Link) 

 

1.8.a Set standards for the foods that can be provided or sold in 
[government settings such as health facilities or transport hubs, or 
support community/ private venues aimed at children, such as]… 
children’s sports facilities and at events, based on a national nutrient-
profile model^ 

Partial 

Some government assets are required to provide healthy food options.  Procurement Health Service 
Executive (HSE) 

HSE uses procurement policies to improve the foods served to staff and visitors at 
health facilities, it uses a nutrient-profile classification, HSE Healthier Vending 
Policy. An initiative to encourage catering services at workplaces, pubs, hotels and 
restaurants to ‘promote healthy food choices in a healthy environment’ was 
developed by Dublin North East HSE and Irish Heart Foundation, called the Happy 
Heart Catering Award. This only continued in workplaces as Happy Heart Healthy 
Eating Award (Link) 

HSE Healthier Vending Policy (Link) 

1.8.b Apply such food laws, regulations and standards in catering 
services for… relevant settings^ No 

 
  

  

1.9 Increase access to healthy foods in disadvantaged 
communities. 

Partial 

Demonstration project to improve local food environments and access to 
healthy food, especially in areas of higher deprivation, 2008-2015. While 
delivered and managed locally, they were coordinated and managed 
nationally. Following on from that trial an all island initiative to improve food 
knowledge among deprived communities has been established across 13 
projects, funded 2016-18 but this initiative focuses on skills and knowledge 
provision rather than access to healthy foods. 
[Steps 1.8 & 9.2 in A Healthy Weight for Ireland] 

Strategy  South & East Cork 
Area Development; 
formerly the 
Healthy Food for All 
Initiative; safefood; 
POBAL 

N.B. Healthy Food for All Initiative (HFfA) was funded by a range of government 
agencies between 2008 - 2015 (Social Inclusion of the Department of Community, 
Equality and Gaeltacht Affairs; the Food Safety Authority Ireland; Health Service 
Executive and safefood). In 2015 safefood continued to fund this work, delivered 
island wide by South & East Cork Area Development (SECAD).  
Funding is also available through POBAL (Link) for Local Community Development 
Committees (LCDCs) 

Program of Community Food Initiatives 
(Link); Healthy Cities and Counties of 
Ireland Network (Link);  

1.9.a Involve actors and resources outside the health system to 
improve access, availability and affordability of nutritious foods at a 
sustained scale in disadvantaged communities (for instance, through 
incentives to retailers and zoning policies) 

Partial 

See Item 1.9  
[Steps 1.11 & 2.1 & 5.2 in A Healthy Weight for Ireland] 

  
Healthy Food for All (HFfA) Initiative; Many local county councils are implementing 
planning restrictions such as fast food outlets near schools, e.g. Wicklow County 
Councils ‘No Fry Zone’ (Link) 

 

1.9.b Establish regulations and standards for social support 
programmes based on national and international dietary guidelines Yes 

Guidelines for community food initiatives developed by Healthy Food for All 
Initiative 

Guidelines Healthy Food for All 
(Initiative) 

 
A Good Practice Guide for Community 
Food Initiatives, 2010 (Link) 

1.9.c Incentivize local production of fruit and vegetables, such as 
urban agriculture No 

These types of incentives/ initiatives are happening in Ireland, but they tend 
to occur at the county or council level of government and there is no 
overarching national plan 

  
An example of urban agricultural incentive by the Cork Food Policy Council 
(website, Link); and a social entrepreneur in Dublin has established an enterprise 
call the UrbanFarm (website, Link) 

 

2.0 Implement comprehensive programmes that promote 
physical activity and reduce sedentary behaviours in children 
and adolescents Yes 

National physical activity plan  Strategy  Department of 
Health & 
Department of 
Transport, Tourism 
and Sport 

 
Get Ireland Active! National Physical 
Activity Plan for Ireland (Link) 

2.1 Provide guidance to children and adolescents, their 
parents, caregivers, teachers and health professionals on 
healthy body size, physical activity, sleep behaviours and 
appropriate use of screen-based entertainment. 

Yes 

National policy on play as an adjunct to the national policy on physical 
activity.  
[Steps 8.1 & 8.2 in A Healthy Weight for Ireland] 

Strategy  Department of 
Children and Youth 
Affairs 

 
Ready, Steady, Play! A National Play Policy 
(Link); The National Guidelines on Physical 
Activity for Ireland (Link) 

2.1.a Develop and implement evidence-based, targeted and 
appropriately funded, public education campaigns on the importance 
of physical activity 

No 
See Item 2.0 and 2.1 – these plans have not yet been translated into public 
education campaigns, although this is expected to be a part of the START 
campaign 

    

2.1.b Update existing materials, as necessary, to include guidance on 
physical activity throughout the life course Yes 

See Item 2.0 and 2.1 
    

2.1.c Disseminate guidance on physical activity to children, carers, 
school staff and health professionals in an accessible manner. Yes 

Website with information for children, parents and professionals.  
Also, see Item 2.0 and 2.1 

Information   Department of 
Health; Health 
Service Executive 

 
Get Active Ireland (Link); Get Active 
Ireland, fact sheets for parents, carers and 
childcare providers (Link); Active Play 
Every Day (0-3years, 4-6 years) (Link) 

http://www.euro.who.int/__data/assets/pdf_file/0017/322226/Tackling-food-marketing-children-digital-world-trans-disciplinary-perspectives-en.pdf
http://www.fao.org/3/a-a1390e.pdf
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/
https://www.fsai.ie/legislation/food_legislation/food_information_fic/nutrition_labelling.html
https://www.fsai.ie/Overviewofchangestofoodlabellingintroducedunderthenewfoodinformationregulation.html
http://www.getirelandactive.ie/Professionals/National-PA-Plan.pdf
https://irishheart.ie/your-health/our-health-programmes/healthy-workplaces/healthy-eating-award/
https://www.hse.ie/eng/services/publications/topics/healthyvending.pdf
https://www.pobal.ie/fundingprogrammes/healthy%20ireland/pages/healthy%20ireland.aspx
http://www.safefood.eu/Professional/Nutrition/Food-Poverty/Demonstration-Programme-of-Community-Food-Initiati.aspx
http://www.healthyireland.ie/about/cities-and-counties/
http://www.safefood.eu/Professional/Nutrition/Nutrition-News-en/Nutrition-News/November-2016/No-Fry-Zone-4-Kids.aspx
http://www.safefood.eu/Publications/Consumer-info/A-Good-Practice-Guide-for-Community-Food-Initi-(1).aspx
http://corkfoodpolicycouncil.com/
http://www.urbanfarm.ie/
http://www.getirelandactive.ie/Professionals/National-PA-Plan.pdf
https://www.dcya.gov.ie/viewdoc.asp?fn=%2Fdocuments%2Fyouthaffairs%2Fnatplaypol.htm
http://www.hse.ie/eng/about/Who/healthwellbeing/Our-Priority-Programmes/HEAL/HEAL-docs/The-National-Guidelines-on-Physical-Activity-for-Ireland.pdf
http://www.getirelandactive.ie/Professionals/National-PA-Plan.pdf
http://www.getirelandactive.ie/Preschoolers/Resources/Fact-Sheets/
http://www.getirelandactive.ie/Families/Resources/Tools/


2.2 Ensure that adequate facilities are available on school 
premises and in public spaces for physical activity during 
recreational time for all children (including those with 
disabilities), with the provision of gender-friendly spaces where 
appropriate. 

Yes 

A directory of accessible amenities and recreation facilities is available 
through a website 

Information   Health Service 
Executive 

 
Places to get active (facility search) (Link) 

2.2.a Provide, in collaboration with other sectors (such as urban 
planning and transportation) and stakeholders, safe facilities, 
resources and opportunities for all children to be physically active 
during recreational time 

Partial 

these activities are in the national activity plan, but their progression has not 
been published to date - see Item 2.0 

    

3.0 Integrate and strengthen guidance for noncommunicable 
disease prevention with current guidance for preconception 
and antenatal care, to reduce the risk of childhood obesity 

Yes 

Ireland has a national maternity strategy (see links in this row).  
In Ireland there is one, national, healthcare system which is a mixture of 
public (through Health Service Executive) and private, usually this means that 
unless a patient has a Medical card they will have to pay some out of pocket 
expenses to access primary, secondary and tertiary care. All maternity and 
infant care (to six months of age) is free, and children under six years have 
free access to general practitioner care if they are registered. The 
management of local service delivery is undertaken by 32 Local Health 
Offices. 

Strategy  Department of 
Health; Healthy 
Ireland; Patient 
Safety First 

National maternity strategy; there is also a Maternity and Infant Care scheme Creating a better future together: 
National Maternity Strategy 2016-2026 
(Link); Maternity and Infant Care Scheme 
(Link) 

3.1 Diagnose and manage hyperglycaemia and gestational 
hypertension. 

Yes 

clinical guidelines for screening, diagnosis and management of hypertension 
and hyperglycaemia 

Clinical 
guidelines 

Health Service 
Executive (HSE); 
Institute of 
Obstetricians and 
Gynaecologists, 
Royal College of 
Physicians of Ireland 
and HSE 

 
Guidelines for the Management of Pre-
gestational and Gestational Diabetes 
Mellitus from Pre-conception to the 
Postnatal period (Link); The Management 
of Hypertension in Pregnancy (Link) 

3.1.a Ensure that screening for hypertension and hyperglycaemia are 
included in antenatal care Yes 

See Item 3.1 
    

3.2 Monitor and manage appropriate gestational weight gain. 

Yes 

Guidelines for clinical care about nutrition and obesity in pregnancy both 
cover information about measuring, managing and monitoring gestational 
weight gain. 
[Step 6.6 in A Healthy Weight for Ireland] 

Clinical 
guidelines 

Health Service 
Executive (HSE); 
Institute of 
Obstetricians and 
Gynaecologists, 
Royal College of 
Physicians of Ireland 

It is unknown to what extent these have been implemented in practice Nutrition in Pregnancy (Link); Obesity in 
Pregnancy (Link) 

3.2.a Ensure that measurement of weight and gestational weight gain 
are included in antenatal care Yes 

see Item 3.2 
    

3.3 Include an additional focus on appropriate nutrition in 
guidance and advice for both prospective mothers and fathers 
before conception and during pregnancy. 

Partial 

see Item 3.4 and 3.4.c 
    

3.4 Develop clear guidance and support for the promotion of 
good nutrition, healthy diets and physical activity, and for 
avoiding the use of and exposure to tobacco, alcohol, drugs 
and other toxins. 

Yes 

Information guidelines for pregnancy for the public and health professionals  Information   Food Safety 
Authority of Ireland; 
Health Service 
Executive 

Healthy Eating for Pregnancy available from the Health Promotion Ireland website, 
given out during routine antenatal visits (Link) 

Best Practice for Infant Feeding in Ireland: 
From Pre-conception Through the First 
Year of an Infant’s Life (Link); Nutrition in 
Pregnancy (Link) 

3.4.a Ensure that diet and nutrition counselling is included in 
antenatal care 

Yes 
see Item 3.4 

    

3.4.b Include information on the association between prospective 
parents’ diet, physical activity and health behaviours and the risk of 
childhood obesity in the curriculum of health care providers 

Partial 
Information is available in the infant feeding guidelines (see Item 3.4) 

 
Health Service 
Executive 

Work is currently being undertaken to map what aspects of this are being 
incorporated into the undergraduate curriculum and/ or into continued 
professional development and an online module is being developed by HSE 

Making Every Contact Count (Link) The 
Nurture Programme (Link) 

3.4.c Disseminate guidance and provide support for healthy diet and 
physical activity to prospective parents whom preconception or 
antenatal care may not reach 

Partial 
Support for prospective parents is limited to information provided online.  
[Step 9.3 in A Healthy Weight for Ireland] 

Information   Health Service 
Executive 

Irish Nutrition and Dietetic Institute (independent body, non-statutory and not 
funded by government), fact sheets (Link & Link) 

Pregnancy Care (Link)  

4.0 Provide guidance on and support for healthy diet, sleep 
and physical activity in early childhood to ensure children 
grow appropriately and develop healthy habits Partial 

Key strategies have been/ are being developed in Ireland to focus on the 
early years 

Framework; 
strategy 

Health Service 
Executive 

Right from the Start is an expert advisory group report on the prospective early 
years strategy (Link).  
HSE leads: Healthy Eating Active Living; Child health (development of childhood (0-6 
years) obesity prevention framework) (see: Minutes of All-island Obesity Action 
Forum, November 2017 (Link))  

Better Outcomes Brighter Futures: the 
national policy framework for children & 
young people 2014-2020 (Link); The 
Nurture Programme: Infant Health & 
Wellbeing (Link); The National Healthy 
Childhood Programme (Link); Healthy 
Eating Active Living  

4.1 Enforce regulatory measures such as The International 
Code of Marketing of Breastmilk Substitutes and subsequent 
World Health Assembly resolutions 

Partial 

WHO 2016 status report on implementation of The Code states that 'few 
provisions are law' in Ireland. European Union regulations on the promotion 
of formula (birth to six months) and follow-on formula (from six months). 
Compositional and information (labelling) requirements and rules about not 
giving away/ heavily discounting products for consumers, health 
professionals or health organisations are equivalent to The Code. However, 
in opposition to The Code, this regulation allows for the advertising of 
follow-on formula in publications 'specialising in baby care or scientific 
publications' so long as they don't imply they are superior to breast milk. 
[Step 1.7 in A Healthy Weight for Ireland] 

Regulation 
(European 
Union) 

Food Safety 
Authority of Ireland  

 
Commission delegated regulation (EU) 
2016/127 (Link) 

http://www.getirelandactive.ie/Facility-Search/
http://health.gov.ie/wp-content/uploads/2016/01/Final-version-27.01.16.pdf
http://www.hse.ie/eng/services/list/3/maternity/combinedcare.html
http://www.hse.ie/eng/services/publications/NursingMidwifery%20Services/onsdguidelinesgestationaldiabetes.pdf
https://www.hse.ie/eng/services/publications/Clinical-Strategy-and-Programmes/The-Manangement-of-Hypertension-in-Pregnancy.pdf
https://www.hse.ie/eng/services/publications/Clinical-Strategy-and-Programmes/Nutrition-for-Pregnancy.pdf
https://www.hse.ie/eng/services/publications/Clinical-Strategy-and-Programmes/Obesity-and-Pregnancy-Clinical-Practice-Guideline.pdf
http://www.healthpromotion.ie/
https://www.fsai.ie/publications_infant_feeding/
https://www.hse.ie/eng/services/publications/Clinical-Strategy-and-Programmes/Nutrition-for-Pregnancy.pdf
https://www.hse.ie/eng/about/who/healthwellbeing/making-every-contact-count/
https://www.hse.ie/eng/health/child/nurture/
https://www.indi.ie/fact-sheets/fact-sheets-on-women-s-health/544-planning-a-pregnancy.html
https://www.indi.ie/fact-sheets/fact-sheets-on-women-s-health/543-physical-activity-during-pregnancy.html
http://www.hse.ie/eng/health/az/P/Pregnancy-care/
https://www.dcya.gov.ie/documents/policy/RightFromTheStart.pdf
http://safefood.eu/Professional/Nutrition/All-island-Obesity-Action-Forum.aspx
https://www.dcya.gov.ie/documents/cypp_framework/BetterOutcomesBetterFutureReport.pdf
http://www.hse.ie/eng/health/child/nurture/
http://www.hse.ie/eng/about/Who/healthwellbeing/Our-Priority-Programmes/Child-Health-and-Wellbeing/NationalHealthyChildhoodProgramme/
https://www.fsai.ie/uploadedFiles/Reg2016_127.pdf


4.1.a Ensure that legislation and regulations on the marketing of 
breast-milk substitutes adhere to all the provisions in the International 
Code of Marketing of Breast-milk Substitutes and subsequent related 
Health Assembly resolutions. 

No 

Not all the provisions of The Code, nor the subsequent WHA resolutions, are 
legislated, but Ireland is in line with the European Union regulation for this 
item 

 
Food Safety 
Authority of Ireland 

  

4.2 Ensure all maternity facilities fully practice the Ten Steps to 
Successful Breastfeeding 

No 
At the end of the BFHI initiative (September 2017), there were 10 of 19  
public facilities which held this accreditation - see Item 4.2.a 

    

4.2.a Establish regulations for all maternity facilities to practice the 
Ten Steps to Successful Breastfeeding. Build or enhance assessment 
systems to regularly verify maternity facilities’ adherence. 

No 

The Baby Friendly Health Initiative (BFHI) was run and managed by a charity, 
called The BFHI National Committee. It was an independent body, but was 
funded by the government. It operated for 19 years (1998 - 2017) before 
funding ended. For the duration of the Committee, the health department 
encouraged maternity facilities to gain accreditation, but there were no 
formal legislation nor internal directive requiring them to do so. 

Partnership 
(government 
and civil 
society) 

The National 
Committee of the 
Baby Friendly 
Health Initiative 

A revised model is being considered by HSE, some Parliamentary questions about 
BFHI closure (Link) 

The Baby Friendly Health Initiative in 
Ireland (website) (Link); BFHI Cessation 
Statement (media statement) (Link) 

4.3 Promote the benefits of breastfeeding for mother and child 
through broad based education to parents and the community 
at large 

Partial 

Support services for breastfeeding are sporadically available throughout the 
country.  
[Step 6.11 in A Healthy Weight for Ireland] 

Service (support 
group) 

Breastfeeding 
Ireland; Healthy 
Ireland 

Breastfeeding support groups are run by either a Public Health Nurse or one of 
three support groups: Friends of Breastfeeding, Cuidiu and La Leche League 

Breastfeeding Ireland (website) (Link) 

4.3.a Include information on the benefits of breastfeeding for 
promoting appropriate infant growth, health and reducing the risk of 
childhood obesity in guidance for parents and public communications Yes 

Guidelines for infant feeding, distributed as part of usual care with public 
health nurses; campaigns and other resources to encourage breastfeeding  

Guidelines; 
health service 

Health Service 
Executive 

 
Caring for your baby 0 - 6 months 
(guidelines) (Link); Child health, 
developmental exams (health service) 
(Link); National Breastfeeding Week 
(Link); campaign resources (Link) 

4.4 Support mothers to breastfeed, through regulatory 
measures such as maternity leave, facilities and time for 
breastfeeding in the work place 

Partial 

Maternity leave is statutory with entitlements including 26 weeks maternity 
leave and an additional option for another 16 weeks unpaid (can only be 
taken directly after maternity leave ends). Paternity leave is available for the 
non-primary carer, allowing a statutory leave period of two weeks of 
protected employment without monetary entitlement. There is no legislation 
that employers have to pay employees for their maternity or paternity leave, 
it depends on the type of employment contract an individual has. It is 
possible to receive a (paid) Maternity (26 weeks) or Paternity (2 weeks) 
benefit (at €235/ week, 2017), but it is only available to those who have paid 
into the social insurance system while working.  
The same act that enshrines maternity leave also protects breastfeeding 
women while working, regulations mandate time off to do so (without a 
reduction in pay, capped at one hour total), however, employers are not 
required to provide facilities if the costs are considered too great.  

Acts, 
Regulations, 
social payments 

Government of the 
Republic of Ireland 

A maternity leave amendment: Maternity Protection (Amendment) Act, 2004 
entitles mothers to an additional 16 weeks of unpaid maternity leave (where they 
are entitled to an assurance of their employment during this period). (Link) 
Summary of the Maternity/ Paternity benefit and the mechanisms for applying are 
summarised in the European Commission document, Your social security rights in 
Ireland (see p.8) (Link) 

Maternity Protection Act, 1994 (Link); 
Paternity Leave and Benefit Act, 2016 
(Link); S.I. No. 654/2004 - Maternity 
Protection (Protection of Mothers Who 
Are Breastfeeding) Regulations, 2004 
(Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all 
the provisions of ILO Recommendation 191 on maternity leave and 
provision of time and facilities in the work place for breastfeeding 

No 
Ireland has not ratified the ILO Convention 183 nor ILO Recommendation 
191 

  
As reported by the International Labour Organisation (ILO) (Link)  

4.5 Develop regulations on the marketing of complementary 
foods and beverages, in line with WHO recommendations, to 
limit the consumption of foods and beverages high in fat, sugar 
and salt by infants and young children. 

No 

Ireland complies with the WHO recommendation which relates to 
'composition, safety, quality and nutrient levels' and national dietary 
guidelines (Recommendation 3). These items are required under an EU 
regulation.  
However, it does not meet recommendations (4&5) which relate to the 
messaging on products and cross-promotion of packaging.  

Regulation 
(European 
Union) 

Food Safety 
Authority of Ireland 
(FSAI) 

Commission Directive 2006/125/EC on processed cereals and baby foods, 
transposed into Irish legislation via S.I. No 776 of 2007 (Link) is current.  
The Commission delegated regulation (EU) 2013/609 (Link) included specific 
compositional and information requirements for processed cereal-based and baby 
food did not pass through the European Parliament. Work is currently being 
undertaken to revise this regulation and harmonise across EU member states.  
The FSAI, through Environmental Health Officers, takes action against any non-
compliant products which breach Directive 125. The FSAI do not have a notification 
system to complementary foods, although they are monitored and assessed via 
market surveys to ensure legislation on nutrition and health claims is upheld.  

 

4.5.a Assess the impact of legislation, regulations and guidelines to 
address the marketing of complementary foods for infants and young 
children, where required 

No 

  
  

 

4.5.b Adopt and implement effective measures, such as legislation or 
regulation, to restrict the inappropriate marketing of complementary 
foods for infants and young children 

No 

  
  

 

4.5.c Establish mechanisms to enforce effectively and monitor 
implementation of legislation or regulation on the marketing of 
complementary foods for infants and young children 

No 

The FSAI do have mechanisms to enforce legislation for all food groups. Extra 
activities are taken for complementary foods, in particular, as these products 
are aimed at a vulnerable age group. But these do not currently apply to 
marketing. 

    

4.6 Provide clear guidance and support to caregivers to avoid 
specific categories of foods (e.g. sugar sweetened milks and 
fruit juices or energy-dense, nutrient-poor foods) for the 
prevention of excess weight gain. 

Yes 

See Item 4.8.a 
    

4.7 Provide clear guidance and support to caregivers to 
encourage the consumption of a wide variety of healthy foods Yes 

See Item 4.8.a 
    

4.8 Provide guidance to caregivers on appropriate nutrition, 
diet and portion size for this age group. 

Yes 
Portion size resource for pre-schools  Guideline  safefood 

 
What is a serving size? A guide for pre-
schools (Link) 

https://www.kildarestreet.com/wrans/?id=2017-07-11a.1312
http://www.babyfriendly.ie/
http://www.babyfriendly.ie/images/BFHI%20cessation%20statement%20Sept%2026%202017.pdf
https://www.breastfeeding.ie/
http://www.hse.ie/eng/health/child/cfyb/0-6mths/
https://www.hse.ie/eng/services/list/2/PrimaryCare/pcteams/dublinsouthpcts/dunlaoghaireglasthulepct/childhealth.html
https://www.breastfeeding.ie/Resources/Featured/National-Breastfeeding-Week-2017.html
https://www.breastfeeding.ie/Resources/Publications/
http://www.irishstatutebook.ie/eli/2004/act/28/enacted/en/html
http://ec.europa.eu/social/BlobServlet?docId=13764&langId=en
http://www.irishstatutebook.ie/eli/1994/act/34/enacted/en/html
http://www.irishstatutebook.ie/eli/2016/act/11/enacted/en/html
http://www.irishstatutebook.ie/eli/2004/si/654/made/en/print
http://www.ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:11210:0::NO::P11210_COUNTRY_ID:102901
https://www.fsai.ie/legislation/food_legislation/foods_for_particular_nutritional_uses/processed_cereal_based_foods_and_baby_foods.html
https://www.fsai.ie/uploadedFiles/Reg609_2013.pdf
http://www.safefood.eu/SafeFood/media/SafeFoodLibrary/Documents/Publications_1/G6101-Safefood-App-Port-Control-Guide_single-pages.pdf


4.8.a Include the following in guidance on infant and young child 
feeding: (1) the introduction of appropriate complementary foods, 
avoiding the use of added sugar or sweeteners; (2) responsive feeding 
to encourage infants and young children to eat a wide variety of 
healthy foods; (3) which foods and beverages high in sugar, fat and 
salt should not be given to infants and young children; (4) appropriate 
portion sizes for children of different ages. 

Yes 

A food and nutrition guideline for pre-school services to meet nutrition 
requirements includes all the infant and young child feeding information in 
Items 4.6 - 4.8.a, it also includes instructions for the development of a 
healthy eating policy in the centre and resources are made available online 
for early childcare providers.  

Guideline  Department of 
Health and Children; 
Health Service 
Executive; safefood 
and Early Childhood 
Ireland 

Little Bites is an online resource for early childcare providers developed jointly 
between safefood and Early Childhood Ireland (Link), the peak body for early 
childhood professionals in Ireland.  

Food and Nutrition Guidelines for Pre-
School Services (Link); Little Bites (Link) 

4.8.b Train community health workers or peer support groups to 
support appropriate complementary feeding Yes 

Public health nurses have regular appointment with children in the first six 
months of life.  
Community cooking programs sometimes include weaning foods 

Health service Health Service 
Executive 

Approximately 1000 public health nurses have been trained in complementary 
feeding in the last 18 months.  
The HSE community cooking programs include Healthy Food Made Easy & Cook-It, 
some counties offer specific weaning workshops, e.g. in Galway (Link) 

Maternity Services or Public Health 
Nurses visits (Link);  

4.9 Ensure only healthy foods, beverages and snacks are served 
in formal child-care settings or institutions. 

Yes 

The early childhood education system is governed by laws, regulations and 
quality frameworks and training is available for pre-school practitioners.  

Act, Regulation; 
Quality 
Framework; 
Training 

Government of the 
Republic of Ireland; 
Department of 
Education and Skills 

 
Child Care Act, 1991 (Link); S.I. No. 
221/2016 - child Care Act 1991 (Early 
Years Services) Regulations 2016 (Link); 
Síolta: The National Quality Framework 
for Early Childhood Education, 2017 
(Link); Healthy Ireland Smart Start (Link) 

4.9.a Set mandatory nutrition standards for foods and beverages 
provided (including meals) or sold (including vending machines and 
school shops) in public and private child-care settings or institutions Yes 

Food provision in child care settings is governed by laws and regulations in 
Item 4.9. A specific set of guidelines exist for child care services to meet 
required nutrition standards.  

Guidelines (to 
meet regulatory 
standards) 

Department of 
Health  

 
Food and Nutrition Guidelines for Pre-
School Services (Link) 

4.9.b Implement such food laws, regulations and standards into 
catering services for existing child-care and other relevant settings Yes 

Laws and regulations governing the standards of nutrition in child care 
settings are listed in Item 4.9 

  
Environmental Health Officers employed by the HSE carry out checks (Link) Child Care (Pre-School Services) 

Regulations 2006 (Link & Link)  

4.10 Ensure food education and understanding are 
incorporated into the curriculum in formal child-care settings 
or institutions. 

Yes 

These are items in the national quality framework; programme for pre-
school practitioners 

Quality 
framework; 
programme 

Department of 
Education and Skills; 
Health Service 
Executive 

Standard 7: Curriculum Síolta: The National Quality Framework 
for Early Childhood Education, 2017 
(Link); Healthy Ireland Smart Start (Link) 

4.10.a Develop nutrition, food and health education curricula jointly 
between education and health sectors. Train teachers in curriculum 
delivery 

Yes 
See Item 4.10 

  
Standard 7: Curriculum (7.3); 9: Health and Welfare; 11: Professional Practice 

 

4.10.b Integrate nutrition and health education components, including 
practical skills, developed in collaboration with the education sector, 
into the core curriculum 

Yes 
See Item 4.10 

  
Standard 6: Play; 7: Curriculum; 9: Health and Welfare 

 

4.11 Ensure physical activity is incorporated into the daily 
routine and curriculum in formal child-care settings or 
institutions. 

Yes 

These are items in the national quality framework   Quality 
framework 

Department of 
Education and Skills 

Standard 7: Curriculum. Although there is no statutory involvement, currently Early 
Childhood Ireland and Irish Heart Foundation are jointly offering a training program 
for pre-school educators to improve physical activity for preschool children, Kids 
Active Program (Link) 

Síolta: The National Quality Framework 
for Early Childhood Education, 2017 (Link) 

4.11.a Set standards for physical activity in child-care settings Yes See Item 4.11 
    

4.11.b Provide guidance to carers on the provision of safe and 
developmentally-appropriate physical activity, active play and active 
recreation for all children 

Yes 
See Item 4.11 

  
Standard 2: Environments; 6: Play; 7: Curriculum 

 

4.12 Provide guidance on appropriate sleep time, sedentary or 
screen-time and physical activity or active play for the 2–5 
years of age group. 

Partial 

No formal guidelines in Ireland for sleep, activity and sedentary time exist for 
0-5 years (currently being developed). There are current physical activity 
guidelines for children aged 2-18 years, but these are being reviewed - see 
Item 4.12.a 

    

4.12.a Develop guidance on physical activity for children under 5 years 
of age, including age-appropriate activities and ideas to support and 
encourage participation in physical activity at home and in the 
community all year round 

Partial 

Current guidelines for physical activity in children aged 2-18 years, but are 
being reviewed.   

Guidelines  Department of 
Health and Children, 
Health Service 
Executive 

Currently for physical activity, the HSE use Active Play Every Day for 0-3 years and 
3-6 years (Link)  

The National Guidelines on Physical 
Activity for Ireland (Link) 

4.12.b Develop guidelines on appropriate sleep time and use of 
screen-based entertainment by children and adolescents (see 
recommendation 2.1) and ideas to avoid sedentary activities, 
including avoiding excessive screen-time, and to model regular 
physical activities for families 

Yes 

A range or resources exist for families on screen time and appropriate sleep 
advice.  

Information  Health Service 
Executive; safefood 

Currently for sleep and screen time, there are a range of resources via the START 
program;  

Encouraging more sleep (Link); Okay kids 
it’s bedtime (Link); Less screen time (Link); 
Make being active fun! (Link); Caring for 
Your Baby booklets (Link) 

4.13 Engage the whole-of-the community to support caregivers 
and child-care settings to promote healthy lifestyles for young 
children. 

Yes 

These are items in the national quality framework  Quality 
framework  

 
Standard 16: Community involvement Síolta: The National Quality Framework 

for Early Childhood Education, 2017 (Link) 

4.13.a Conduct public awareness campaigns and disseminate 
information to increase awareness of the consequences of childhood 
obesity Yes 

National campaign aimed at parents/ carers of children aged 6 months-12 
years 

Information 
campaign, 
resources  

Health Service 
Executive; Healthy 
Ireland; Department 
of Health; safefood 

Previous campaign (2013-2016): Let's Take on Childhood Obesity, One Step at a 
Time (Link). Other START resources: Your Child's Weight, booklet (Link); a range of 
booklets from Health Promotion Ireland website (Link): A Guide for Health 
Professionals Assisting Parents and Guardians in communicating with their children 
about body weight; A Guide for parents Communicating with your child about a 
healthy weight.  

START campaign (Link)  

4.13.b Promote the benefits of physical activity for both carers and 
children through broad based education to carers and the community 
at large 

Yes 
See Item 2.1.c 

    

4.13.c Promote communication and community participation to raise 
awareness and create an enabling environment and social demand for 
policy action to improve diet and physical activity in children 

Yes 
See Item 4.13 

    

4.13.d Identify community champions/leaders/civil society 
organizations to work with, and ensure community representation Yes 

See Item 4.13 
    

https://www.earlychildhoodireland.ie/about/
http://health.gov.ie/wp-content/uploads/2014/03/Food-and-Nutrition-Guidelines-for-Pre-School-Services.pdf
http://www.safefood.eu/Education/Pre-school/Little-Bites-(ROI).aspx
http://birthcertificate.ie/eng/services/news/media/pressrel/free-galway-information-session-on-feeding-your-baby-from-hse-cho-2-and-tusla.html
http://www.hse.ie/eng/health/child/cfyb/
http://www.irishstatutebook.ie/eli/1991/act/17/enacted/en/html
http://www.irishstatutebook.ie/eli/2016/si/221/made/en/print
http://siolta.ie/media/pdfs/siolta-manual-2017.pdf
https://www.ncn.ie/index.php/healthy-ireland-smart-start
http://health.gov.ie/wp-content/uploads/2014/03/Food-and-Nutrition-Guidelines-for-Pre-School-Services.pdf
https://www.hse.ie/eng/services/list/1/environ/childcare-standards1.html
http://www.irishstatutebook.ie/eli/2006/si/505/made/en/print
https://www.earlychildhoodireland.ie/work/operating-childcare-service/nutrition/nutrition-and-regulation/
http://siolta.ie/media/pdfs/siolta-manual-2017.pdf
https://www.ncn.ie/index.php/healthy-ireland-smart-start
https://www.earlychildhoodireland.ie/work/operating-childcare-service/physical-activity/kids-active/what-is-the-kids-active-programme/
http://siolta.ie/media/pdfs/siolta-manual-2017.pdf
https://www.hse.ie/eng/about/who/healthwellbeing/our-priority-programmes/heal/healpublications/
http://www.hse.ie/eng/about/Who/healthwellbeing/Our-Priority-Programmes/HEAL/HEAL-docs/The-National-Guidelines-on-Physical-Activity-for-Ireland.pdf
http://www.safefood.eu/Start/6-Healthy-Habits/Sleep-Time.aspx
http://www.safefood.eu/Start/Your-Tools/It-s-Bedtime/Get-started.aspx
http://www.safefood.eu/Start/6-Healthy-Habits/Screen-Time.aspx
http://www.safefood.eu/Start/6-Healthy-Habits/Being-Active.aspx
https://www.hse.ie/eng/health/child/cfyb/
http://siolta.ie/media/pdfs/siolta-manual-2017.pdf
http://www.safefood.eu/Start/Welcome.aspx
http://www.safefood.eu/Publications/Consumer-information/Your-Child-s-Weight.aspx
http://www.healthpromotion.ie/
http://www.safefood.eu/Start/Welcome.aspx


 
*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus on 
government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. event facilities).  
KEY: Health Service Executive (HSE) 

6.0 Provide family-based, multicomponent services on 
lifestyle weight management for children and young people 
who are obese 

- 

Only one item within this recommendation (below) has applications for the 
prevention of childhood obesity 

    

6.1.b Align services with existing clinical guidelines and clearly 
configure the roles of primary health care providers for effective 
multidisciplinary work 

Yes 

Universal and free healthcare for all children under six years, prescriptive 
preventative health check-ups are built into general practitioner visits.  
[Steps 1.2, 6.1, 6.5 A Healthy Weight for Ireland] 
Public health nurses are receiving training on infant nutrition.  
HSE is working with health professionals to embed START (see item 4.13.a) 
into core practice 

Health service Health Service 
Executive (HSE) 

All children under six years are able to access free GP visits, with participating GPs 
also undertaking preventative health assessments at ages two and five, with 
referrals to appropriate services if they are required. These include weight 
assessments at age 2 and 5 years.  
Health Service Executive has developed a Nutrition Reference Pack for Infants (0-12 
months) For Healthcare Professionals in the Community Setting. It is not available 
online but they have trained public health nurses nationally over the last 18 
months. 

GP Visit Card for Children Under 6 (Link); 
health professional training of growth 
monitoring (Link); Minutes of All-island 
Obesity Action Forum, November 2017 
(Link) 

http://www.hse.ie/eng/services/Campaigns/GPvisitcardunder%206.html
https://www.hse.ie/eng/health/child/growthmonitoring/
http://safefood.eu/Professional/Nutrition/All-island-Obesity-Action-Forum.aspx


Table S3.4: England (UK) national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

WHO Ending Childhood Obesity: Implementation Plan Result Describe policy/ action Policy type 
(mechanism) 

Agency responsible Other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the 
intake of healthy foods and reduce the intake of unhealthy foods 
and sugar-sweetened beverages by children and adolescents 

Partial Also, see Item 1.9.a  
The items associated with this Recommendation are multi-component, see each item and strategy 
for policy items associated with this recommendation 

    

1.1. Ensure that appropriate and context specific nutrition 
information and guidelines for both adults and children are 
developed and disseminated in a simple, understandable and 
accessible manner to all groups in society. 

Partial Public Health England has a suite of tools available for use by the public and practitioners [see 
page 11 in Childhood Obesity: A Plan For Action] - see Items 1.1.a-1.1.d 
 

Information   National Health 
Service (Start4Life; 
NHS Choices) 

Specifically for children aged 0-5 years 
parent advice can be inconsistent on a 
range of feeding considerations and is 
spread out across a range of different 
sources. 

Choosing first foods (Start4Life website) (Link); Food to 
avoid giving your baby (NHS Choices website) (Link); Help 
your baby to enjoy new foods (NHS Choices website) (Link) 

1.1.a Inform the population about childhood overweight and obesity and 
consequences for health and well-being. 

Yes Public health guideline with recommendations for preventing obesity; a child measurement 
program is used to engage families about child obesity  

Guideline  National Institute 
for Health and Care 
Excellence (NICE) 

 Preventing excess weight gain (NICE guideline 7) (Link); 
National Child Measurement program (4-5years, at schools) 
(Link) 

1.1.b Update, as necessary, guidance on the prevention of childhood 
obesity through the consumption of a healthy diet throughout the life 
course 

Yes see Item 1.1.a, last updated 2015 and Item 1.1.c, updated 2016     

1.1.c Ensure that food-based dietary guidance is disseminated in an 
accessible manner for children, carers, school staff and health 
professionals. 

Partial Food-based guidance is widely available in the UK (The Eat Well Guide), however this guidance 
only refers to proportions of foods and doesn't identify appropriate portions across the life course 

Guideline  Public Health 
England 

 The Eatwell Guide: Helping you eat a healthy, balanced diet 
(Link) 

1.1.d Develop and implement evidence-based, public education 
campaigns about what constitutes a healthy diet and the need for it and 
for physical activity, which are appropriately funded and sustained over 
time. 

Yes Two initiatives aimed at improving healthy lifestyles, one for pregnancy and infancy, the other for 
parents of children  

Information, 
public education 

Public Health 
England 

 Start4Life (website) (Link); Change4Life (website) (Link) 

1.2 Implement an effective tax on sugar-sweetened beverages. Yes See items 1.2.a and 1.2.b     

1.2.a Analyse the administration and impact of a tax on sugar-sweetened 
beverages. 

Yes Policy paper assessing the impact of a levy on soft drinks and document for public consultation Analysis, 
consultation  

HM Revenue & 
Customs; HM 
Revenue & Customs 
and HM Treasury  

 Policy paper: soft drinks industry levy, 2016 (Link); Soft 
Drinks Industry Levy: consultation document, 2016 (Link) 

1.2.b Levy an effective tax on sugar-sweetened beverages according to 
WHO’s guidance 

Partial A soft drinks industry levy applies to all drinks imported into or manufactured in the UK. It applies 
to those beverages which contain 5g of sugar per 100mL (in diluted form if product is 
concentrated), milk drinks with more than 75% milk are exempt. Rate of levy is staggered to 
encourage reformulation, £0.18/ L for drinks with 5-7.9g sugar/ 100mL and £0.24/ L for drinks with 
8g or more sugar/ 100mL. Levy comes into effect in April 2018. 

Levy  HM Revenue & 
Customs 

As a levy, the funds raised from this policy 
item will directly fund another policy. In 
the UK case, the SDIL will fund school 
sports 

Soft Drinks Industry Levy (website) (Link) 

1.3 Implement the Set of Recommendations on the Marketing of 
Foods and Non-alcoholic Beverages to Children to reduce the 
exposure of children and adolescents to, and the power of, the 
marketing of unhealthy foods. 

Yes The UK has interrelated policies which collectively cover broadcasting (via Ofcom) and non-
broadcasting (BCAP & CAP Codes via Committee of Advertising Practice), see Item 1.3.b. 
Also see Item 1.5 for cross-border marketing (Recommendation 8) 

  TV advertising restrictions for unhealthy 
products do not apply to programmes 
classified as ‘family programmes’. 
Recommendations to increase regulations 
to prime-time programmes were removed 
from the government’s 2016 Childhood 
Obesity Plan 

 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle 
the marketing of unhealthy foods and non-alcoholic beverages to 
children, where required 

Yes The Committee of Advertising Practice recently reviewed practices and extended the CAP Code to 
children's media (i.e. online and social media) (2017). Ofcom reviewed potential advertising 
restrictions for high fat, salt and sugar (HFSS) foods (2010). This argued that nutrient profiles 
should be used to transparently and consistently apply these restrictions.   

Consultation and 
practice review 

Committee of 
Advertising Practice; 
Ofcom 

 New rules ban the advertising of high fat, salt and sugar 
food and drink products in children’s media (website) (Link); 
New restrictions on the television advertising of food and 
drink products to children (website) (Link); HFSS advertising 
restrictions – final statement (Link) 

1.3.b Adopt, and implement effective measures, such as legislation or 
regulation, to restrict the marketing of foods and non-alcoholic beverages 
to children and thereby reduce the exposure of children and adolescents 
to such marketing 

Partial Broadcasting Code (via Ofcom) covers scheduling (no advertising that can harm children between 
0530 - 2100hrs) and content (including HFSS foods) for broadcasters who receive their licence from 
Ofcom (many pay-per-view and satellite services are excluded under this, but covered under CAP 
Code).  
Non-broadcasting Code (CAP Code) covers all other advertising via non-broadcasting media, 
recently updated to include social media and online marketing.  

Code, regulation  Ofcom; Committee 
of Advertising 
Practice (CAP) 

 The Ofcam Broadcasting Code, 2017 (Link ; Advertising 
codes (website: The UK Broadcasting Code and The UK Code 
of Non-broadcast Advertising and Direct & Promotional 
Marketing), 2014 (Link) 

1.3.c Establish mechanisms to effectively enforce implementation of 
legislation or regulation on the marketing of foods and non-alcoholic 
beverages to children 

Yes Ofcom regulates the BCAP Code and the Advertising Standards Authority regulates the CAP Code Regulation  Ofcom; Advertising 
Standards Authority 
(ASA) 

 Broadcast advertising (Ofcom website) (Link); About ASA 
and CAP (ASA website) (Link) 

1.4 Develop nutrient-profiles to identify unhealthy foods and 
beverages. 

Yes The UK has two national nutrient profile models, one for labelling of packaged foods (Item 1.7) and 
one for marketing to children (Item 1.3), updating these are part of the national childhood obesity 
plan [see page 6 in Childhood Obesity: A Plan For Action] 

Standards, 
nutrient profiles 

Food Standards 
Agency 

the Nutrient Profile Model is currently 
under review (Link, website) 

Guide to creating a front of pack (FoP) nutrition label for 
pre-packaged products sold through retail outlets (see 
Annex 3, p.19-20) (Link); Nutrient Profiling Technical 
Guidance (Link)  

1.4.a Establish a national nutrient-profiling model to regulate marketing, 
taxation, labelling and provision in public institutions, based on WHO’s 
regional or global nutrient-profile models 

Yes In addition to the two nutrient profile models in Item 1.4, the UK also has a policy to encourage 
that only healthy foods are available for the public to purchase in public institutions. [see page 6 in 
Childhood Obesity: A Plan For Action]. Nutrient profile references are reflective of EU standards. 

Standard  National Institute 
for Health and Care 
Excellence (NICE) 

 Obesity in children and young people: prevention and 
lifestyle weight management programs (NICE Quality 
Standard 94) (Link) 

1.5 Establish cooperation between Member States to reduce the 
impact of cross-border marketing of unhealthy foods and 
beverages. 

Partial see report in Item 1.5.a     

1.5.a Engage in intercountry discussions on policies and proposals for 
regulating cross-border marketing of unhealthy foods and non-alcoholic 
beverages to children through WHO regional committees and other 
relevant regional mechanisms 

Yes The European Union (through WHO Regional Office) is investigating the extent of cross-border 
marketing of unhealthy foods to children through digital content.  

Policy 
identification 

World Health 
Organisation 
Regional Office for 
Europe 

It is unclear how Brexit will impact on 
international agreements  

Tackling food marketing to children in a digital world: trans-
disciplinary perspectives (Link) 

https://www.nhs.uk/start4life/choosing-first-foods
https://www.nhs.uk/conditions/pregnancy-and-baby/foods-to-avoid-baby/?
https://www.nhs.uk/conditions/pregnancy-and-baby/help-baby-enjoy-foods/?
https://www.nice.org.uk/guidance/ng7
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/551502/Eatwell_Guide_booklet.pdf
https://www.nhs.uk/start4life
https://www.nhs.uk/change4life#Uo1IJqe9GsC5xKPi.97
https://www.gov.uk/government/publications/soft-drinks-industry-levy/soft-drinks-industry-levy
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/546286/Soft_Drinks_Industry_Levy-consultation.pdf
https://www.gov.uk/guidance/soft-drinks-industry-levy#how-much-youll-pay
https://www.asa.org.uk/news/new-rules-ban-the-advertising-of-high-fat-salt-and-sugar-food-and-drink-products-in-childrens-media.html
https://www.ofcom.org.uk/about-ofcom/latest/media/media-releases/2006/new-restrictions-on-the-television-advertising-of-food-and-drink-products-to-children
https://www.ofcom.org.uk/__data/assets/pdf_file/0024/31857/hfss-review-final.pdf
https://www.ofcom.org.uk/__data/assets/pdf_file/0005/100103/broadcast-code-april-2017.pdf
https://www.asa.org.uk/codes-and-rulings/advertising-codes.html
https://www.ofcom.org.uk/research-and-data/tv-radio-and-on-demand/broadcast-advertising
https://www.asa.org.uk/about-asa-and-cap.html
https://www.gov.uk/government/collections/review-of-the-nutrient-profiling-model
https://www.food.gov.uk/sites/default/files/multimedia/pdfs/pdf-ni/fop-guidance.pdf
https://www.gov.uk/government/publications/the-nutrient-profiling-model
https://www.nice.org.uk/guidance/qs94
http://www.euro.who.int/__data/assets/pdf_file/0017/322226/Tackling-food-marketing-children-digital-world-trans-disciplinary-perspectives-en.pdf


1.6 Implement a standardized global nutrient labelling system. No nothing has been implemented to date     

1.6.a At the international level, work through the Codex Alimentarius 
Commission to develop a standardized system of food labelling, to 
support health literacy education efforts through mandatory labelling for 
all pre-packaged foods and beverages 

Partial This work has commenced through WTO Thematic Session on Regulatory Cooperation between 
Members: Food Labelling. The work will be conducted via the Codex Committee on Food Labelling 
and supported by WHO and WTO.  

International 
trade agreements, 
WTO 

Government of 
Canada; WTO, 
WHO, Codex 
Committee on Food 
Labelling  

TBT Committee held this session on 9 
November 2016. This is the mechanism to 
discuss 'Specific Trade Concerns' (STC); 
Codex Alimentarius Commission 
"The Codex Committee on Food Labelling  
(CCFL) sets standards and guidelines for 
nutrition information on food packages 
enabling consumers to make informed 
food choices" (Link) 

WTO Thematic Session on Regulatory Cooperation between 
Members: Food Labelling (Link) 

1.6.b At the domestic level, adopt mandatory laws and regulations for 
nutrition labelling 

Yes Mandatory 'back of packet' labelling regulations apply to packaged foods in the UK, in line with EU 
regulation  

Regulation   Nutrition declaration must include energy 
value, amounts of macronutrients, 
saturated fat, sugars and salt. Note: trans-
fat is not a mandatory nutrient and sugar 
indicates all sugars not WHO definition of 
free sugars (Link). 

Technical guidance on nutrition labelling (Link); European 
Union Regulation No. 1169/2011 (the provision of food to 
consumers, EU FIC) (Link) 

1.7 Implement interpretive front-of-pack labelling supported by 
public education of both adults and children for nutrition literacy. 

Yes Clear food labelling is an item in the national childhood obesity plan [see page 9 in Childhood 
Obesity: A Plan For Action] - public education information is on the NHS website.  
See Items 1.7.a and 1.7.b for more information  

Information   National Health 
Service 

 Food Labels (website) (Link) 

1.7.a Consider undertaking pre-market/consumer testing of interpretive 
front-of-pack labelling, based on a nutrient-profile model 

Yes A public consultation was undertaken in 2013, all four home countries supported interpretive 
front-of-pack labelling.  

Public 
consultation 

Food Standards 
Agency 

 Front of pack Nutrition Labelling: Joint Response to 
Consultation (Link) 

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-
pack labelling system based on the best available evidence to identify the 
healthfulness of foods and beverages 

Partial A voluntary, interpretative front of pack nutrition labelling system exists. Organisations and 
government have cooperated to work on reformulation programs. 

Information, 
voluntary scheme 

Food Standards 
Agency 

Front of pack nutrition labelling was part 
of the Responsibility Deal (a public-private 
partnership) agreement between 
government and food manufacturers and 
supermarkets. This deal ended with the 
last election (2015), but the FoP labelling 
scheme continues.  

Guide to creating a front of pack (FoP) nutrition label for 
pre-packed products sold through retail outlets (Link); 
Responsibility Deal, website has been archived (Link) 

1.8 Require settings such as… children’s sports facilities and events 
to create healthy food environments^ 

No    Healthy Stadia is a European-based NGO 
focused on a systems approach to 
encourage healthy lifestyles through the 
stadia setting (Link) and is developing a 
benchmarking tool to help sports venues 
provide healthier food options. 

 

1.8.a Set standards for the foods that can be provided or sold in 
[government settings such as health facilities or transport hubs, or 
support community/ private venues aimed at children, such as]… 
children’s sports facilities and at events, based on a national nutrient-
profile model^ 

Yes Department for Environment, Food & Rural Affairs (DEFRA) has developed a procurement plan for 
the public sector which includes multiple points on the food system.  
Public Health England has created resources for local authorities to support a range of businesses 
to develop healthy food practices.  

Procurement, 
voluntary  

Department for 
Environment, Food 
& Rural Affairs 
(DEFRA); Public 
Health England 
(PHE) 

The University of Central Lancashire 
developed The Healthy Stadia Toolkit 
(Link), not endorsed by UK Government  

A Plan for Public Procurement: Food & Catering, DEFRA. 
Balanced scorecard for public food procurement (Link) & 
Toolkit (Link); 
Health Matters: obesity and the food environment, PHE 
(Link); Healthier Catering Guidance for Different Types of 
Businesses, PHE (Link); Strategies for Encouraging Healthier 
‘Out of Home’ Food Provision, PHE (small food businesses) 
(Link) 

1.8.b Apply such food laws, regulations and standards in catering services 
for… relevant settings^ 

No      

1.9 Increase access to healthy foods in disadvantaged 
communities. 

Yes Vouchers and supplements to eligible disadvantaged families to buy specific food items, pregnant 
women or children aged 1 - 4 years can get one voucher per week, children aged 0-12 months can 
get two vouchers per week. The vouchers are worth £3.10 each 
[see page 7 in Childhood Obesity: A Plan For Action] 

Social payment National Health 
Service 

 Healthy Start (website) (Link); Maternal and child nutrition 
(NICE public health guidance PH11) (Link) 

1.9.a Involve actors and resources outside the health system to improve 
access, availability and affordability of nutritious foods at a sustained scale 
in disadvantaged communities (for instance, through incentives to 
retailers and zoning policies) 

Partial The action research trial of the Whole Systems Obesity (WHO) Programme is investigating ways to 
integrate actions across multiple sectors to improve the food environment but also to improve the 
built environment (and therefore also effect physical activity) 

Systems 
approach, 
research trial 

Local Government 
Association; Public 
Health England; 
Association of 
Directors of Public 
Health and Leeds 
Beckett University 

three year project, commenced in 2015 Making obesity everybody's business - a whole systems 
approach to obesity (Link) 

1.9.b Establish regulations and standards for social support programmes 
based on national and international dietary guidelines 

Yes Clinical guidance for obesity prevention  Guidance  National Institute 
for Health and Care 
Excellence (NICE) 

 Obesity prevention (NICE clinical guideline 43) (Link) 

1.9.c Incentivize local production of fruit and vegetables, such as urban 
agriculture 

No This type of work is not being coordinated at the national level    There  are a range of activities happening 
at the local level such as, but not limited 
to, the 'sustainable food cities' network, 
Capital Growth (community growing 
project in London)  

 

2.0 Implement comprehensive programmes that promote 
physical activity and reduce sedentary behaviours in children and 
adolescents 

Partial The items associated with this Recommendation are multi-component, see each item and strategy 
for policy items associated with this recommendation.  
Also, see Item 1.9.a 

    

2.1 Provide guidance to children and adolescents, their parents, 
caregivers, teachers and health professionals on healthy body size, 
physical activity, sleep behaviours and appropriate use of screen-
based entertainment. 

Yes Guidelines containing information on physical activity and sedentary behaviour across the life 
course. 
Also, Public Health England has a suite of tools available for use by the public and practitioners 
[see page 11 in Childhood Obesity: A Plan For Action] 

Guidelines  Department of 
Health, Physical 
Activity, Health 
Improvement and 
Protection 

 Start Active, Stay Active: A report on physical activity from 
the four home countries' Chief Medical Officers (Link) 

http://www.fao.org/3/a-a1390e.pdf
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/595961/Nutrition_Technical_Guidance.pdf
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2011:304:0018:0063:EN:PDF
https://www.nhs.uk/Livewell/Goodfood/Pages/food-labelling.aspx
https://www.food.gov.uk/sites/default/files/multimedia/pdfs/consultationresponse/frontofpacklabelling-response.pdf
https://www.food.gov.uk/sites/default/files/multimedia/pdfs/pdf-ni/fop-guidance.pdf
http://webarchive.nationalarchives.gov.uk/20180201175643/https:/responsibilitydeal.dh.gov.uk/
http://healthystadia.eu/
https://www.uclan.ac.uk/research/explore/projects/assets/hsu_healthy_stadia_exec_summary.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/419245/balanced-scorecard-annotated-march2015.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/332756/food-plan-july-2014.pdf
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-environment--2
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/604934/Healthier_catering_guidance_for_different_types_of_businesses.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/604912/Encouraging_healthier_out_of_home_food_provision_toolkit_for_local_councils.pdf
https://www.healthystart.nhs.uk/healthy-start-vouchers/
https://www.nice.org.uk/guidance/ph11
https://www.local.gov.uk/making-obesity-everybodys-business-whole-systems-approach-obesity
https://www.nice.org.uk/guidance/cg43/chapter/guidance
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216370/dh_128210.pdf


2.1.a Develop and implement evidence-based, targeted and appropriately 
funded, public education campaigns on the importance of physical activity 

Yes See Item 4.13.b     

2.1.b Update existing materials, as necessary, to include guidance on 
physical activity throughout the life course 

Yes Resources listed in Item 2.1 were last updated in 2011     

2.1.c Disseminate guidance on physical activity to children, carers, school 
staff and health professionals in an accessible manner. 

Yes Guidelines mentioned in Item 2.1 have been translated into fact sheets and wide public 
distribution via a website 

Information   Department of 
Health and Social 
Care 

 Factsheets: UK physical activity guidelines (Link) 

2.2 Ensure that adequate facilities are available on school premises 
and in public spaces for physical activity during recreational time 
for all children (including those with disabilities), with the 
provision of gender-friendly spaces where appropriate. 

Partial Play England (charity) has resources identifying local parks and open spaces, with lists of resources 
available (with partial funding from various government bodies) and encouraging play in streets in 
local area 

Information   Play England  Play England receives funding from Public 
Health England, Cabinet Office, 
Department for Culture, Media and Sport, 
Department for Education, Department of 
Health and Big Lottery Fund 

Parks and open spaces (resources, website) (Link); Streets 
(resources, website) (Link) 

2.2.a Provide, in collaboration with other sectors (such as urban planning 
and transportation) and stakeholders, safe facilities, resources and 
opportunities for all children to be physically active during recreational 
time 

Yes Public health guidance on how to promote environments supportive of being active through 
collaboration with multiple sectors  

Guidelines  National Institute 
for Health and Care 
Excellence (NICE) 

 Physical activity and the environment (NICE Public Health 
Guidance 8) (Link) 

3.0 Integrate and strengthen guidance for noncommunicable 
disease prevention with current guidance for preconception and 
antenatal care, to reduce the risk of childhood obesity 

Partial In England, the local authorities have a lot of responsibility for local service procurement and 
delivery, each required have a health and wellbeing board.  
The NHS has comprehensive antenatal care guidelines. 

Guidelines  National Health 
Service 

 Antenatal care for uncomplicated pregnancies (Clinical 
Guidance 62) (Link) 

3.1 Diagnose and manage hyperglycaemia and gestational 
hypertension. 

Yes Multiple guidelines indicate the monitoring, diagnosis and management of hyperglycaemia and 
gestational hypertension  

Clinical guidelines National Health 
Service 

Antenatal care for uncomplicated 
pregnancies includes key guidance for the 
monitoring of hypertension and 
hyperglycemia in pregnancy (see Item 3.0) 

Diabetes in Pregnancy (Quality Standard 109) (Link); 
Hypertension in Pregnancy (Quality Standard 35) (Link) 

3.1.a Ensure that screening for hypertension and hyperglycaemia are 
included in antenatal care 

Yes See Item 3.1     

3.2 Monitor and manage appropriate gestational weight gain. Yes Guidelines for health professionals and public health on weight management from preconception 
to after birth 

Clinical guidelines National Health 
Service 

 Weight management before, during and after pregnancy 
(Public Health Guidance 27) (Link); Antenatal Care (Quality 
Standard 22) (Link) 

3.2.a Ensure that measurement of weight and gestational weight gain are 
included in antenatal care 

Yes See Item 3.2     

3.3 Include an additional focus on appropriate nutrition in 
guidance and advice for both prospective mothers and fathers 
before conception and during pregnancy. 

Partial See Item 3.4, some preconception care advice exists but only for prospective mothers      

3.4 Develop clear guidance and support for the promotion of good 
nutrition, healthy diets and physical activity, and for avoiding the 
use of and exposure to tobacco, alcohol, drugs and other toxins. 

Partial Guidelines and advice on websites, see Items 3.4.a, 3.4.b, 3.4.c  for more details      

3.4.a Ensure that diet and nutrition counselling is included in antenatal 
care 

Yes Guidelines for maternal and child nutrition  Guidelines  National Health 
Service 

 Maternal and Child Nutrition (Public Health Guideline 11) 
(Link) 

3.4.b Include information on the association between prospective 
parents’ diet, physical activity and health behaviours and the risk of 
childhood obesity in the curriculum of health care providers 

Partial Summary of clinical evidence for preconception care, but advice for men in preconception care is 
lacking 

Evidence 
summary 

National Health 
Service 

 Preconception - advice and management (NICE Clinical 
Knowledge Summary) (Link) 

3.4.c Disseminate guidance and provide support for healthy diet and 
physical activity to prospective parents whom preconception or antenatal 
care may not reach 

Partial Advice does exist, but does not include information for men Information  National Health 
Service 

 Planning your pregnancy (website) (Link) 

4.0 Provide guidance on and support for healthy diet, sleep and 
physical activity in early childhood to ensure children grow 
appropriately and develop healthy habits 

Partial The items associated with this Recommendation are multi-component, see each item and strategy 
for policy items associated with this recommendation 

    

4.1 Enforce regulatory measures such as The International Code of 
Marketing of Breastmilk Substitutes and subsequent World Health 
Assembly resolutions 

Partial WHO 2016 status report on implementation of The Code states that 'few provisions are law' in the 
UK. European Union has regulations on the promotion of formula (birth to 6 months) and follow-
on formula (from 6 months). Compositional and information (labelling) requirements and rules 
about not giving away/ heavily discounting products for consumers, health professionals or health 
organisations are equivalent to The Code. However, in opposition to The Code, this regulation 
allows for the advertising of follow-on formula in publications 'specialising in baby care or scientific 
publications' so long as they don't imply they are superior to breast milk.  

Regulation 
(European Union) 

Food Standards 
Agency 

 Commission delegated regulation (EU) 2016/127 (Link) 

4.1.a Ensure that legislation and regulations on the marketing of breast-
milk substitutes adhere to all the provisions in the International Code of 
Marketing of Breast-milk Substitutes and subsequent related Health 
Assembly resolutions. 

No Not all the provisions of The Code, nor the subsequent WHA resolutions, are legislated, but the UK 
is in line with the European Union regulation for this item 

    

4.2 Ensure all maternity facilities fully practice the Ten Steps to 
Successful Breastfeeding 

Partial UNICEF UK leads The Baby Friendly Initiative and encourages a range of maternity services to 
achieve accreditation. Participation is not required of maternity facilities within the NHS.  

Guidelines  UNICEF UK Baby 
Friendly Initiative 

Currently UNICEF UK Baby Friendly 
Initiative are undertaking a Call to Action 
to encourage the development of a UK-
wide infant feeding strategy, review 
policies which will promote, protect and 
support breastfeeding, make Baby 
Friendly Initiative compulsory in maternity 
facilities and full adoption of WHO The 
Code (marketing breastmilk substitutes) 
(Link) 

Guide to the UNICEF UK Baby Friendly Initiative Standards 
(Link);  

https://www.gov.uk/government/publications/uk-physical-activity-guidelines
http://www.playengland.net/parks-and-open-spaces/
http://www.playengland.net/streets/
https://www.nice.org.uk/guidance/PH8
https://www.nice.org.uk/guidance/cg62
https://www.nice.org.uk/guidance/qs109
https://www.nice.org.uk/guidance/qs35
https://www.nice.org.uk/guidance/ph27
https://www.nice.org.uk/guidance/qs22
https://www.nice.org.uk/guidance/ph11
https://cks.nice.org.uk/pre-conception-advice-and-management
https://www.nhs.uk/conditions/pregnancy-and-baby/planning-pregnancy/?
https://www.fsai.ie/uploadedFiles/Reg2016_127.pdf
https://www.unicef.org.uk/babyfriendly/baby-friendly-resources/advocacy/call-to-action/
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2014/02/Guide-to-the-Unicef-UK-Baby-Friendly-Initiative-Standards.pdf


4.2.a Establish regulations for all maternity facilities to practice the Ten 
Steps to Successful Breastfeeding. Build or enhance assessment systems 
to regularly verify maternity facilities’ adherence. 

No It is not a requirement that maternity hospitals and community services are compliant with the 
Ten Steps to Successful Breastfeeding 

    

4.3 Promote the benefits of breastfeeding for mother and child 
through broad based education to parents and the community at 
large 

Yes National campaign to promote breastfeeding to mothers, their partners and extended friends and 
family 

Information   National Health 
Service 

Start4Life also offers mum's ongoing 
support, such as a ChatBot, if they sign up 
to the service 

Start 4 Life (website) (Link) 

4.3.a Include information on the benefits of breastfeeding for promoting 
appropriate infant growth, health and reducing the risk of childhood 
obesity in guidance for parents and public communications 

Partial Advice in Item 4.3 includes this information, but does not explicitly state that breastfeeding 
reduces the risk of childhood obesity 

    

4.4 Support mothers to breastfeed, through regulatory measures 
such as maternity leave, facilities and time for breastfeeding in the 
work place 

Partial During pregnancy women are entitled to paid time off to attend antenatal care, partners are 
entitled to paid time off to two antenatal appointments. Mandatory for women to 2 weeks off (or 
4 weeks if work in a factory) after the birth of their baby. Under Maternity Pay and Leave, women 
can take up to 52 weeks (one year) total protecting employment rights during leave and right to 
return to work and to request flexible working arrangements upon return. This duration is a 
combination of 26 weeks of Ordinary maternity leave and 26 weeks of Additional maternity leave. 
Statutory Maternity Pay (SMP) is capped at 39 weeks, 90% of average weekly earnings for 6 weeks 
and for the remaining 33 weeks recipients are eligible to receive either £140.98 or 90% of average 
weekly earnings (whichever is lower). Social insurance and taxes are still applicable. For women 
that don’t qualify for Maternity leave (e.g. not employed for long enough or earned enough) they 
may be entitled to other benefits such as the Maternity Allowance. Under Shared Parental Leave, 
partners can share their leave (up to 50 weeks) and pay (up to 37 weeks). Partners are entitled to a 
minimum of 1 week (but can take 2 weeks) statutory Paternity Leave and Paternity Pay (whichever 
is lower of £140.98 or 90% of average weekly earnings), and employment rights maintained. If 
employers have a paternity scheme it cannot be less than the statutory amount. 
Work breaks and facilities for breastfeeding or expressing are not statutory, but breastfeeding 
women must be provided somewhere to rest and lie down under workplace regulation. 

Act, regulation, 
social payment 

British Government  Government also has a policy for 30 hours 
free childcare to working parents of 
children aged 3 to 4 years (payment of 
£4.27/hr made directly childcare services), 
Childcare Act 2016 (Link)  

Maternity Pay and leave (Link); Shared Parental Leave 
(Link); Paternity pay and Leave (Link); The Workplace 
(Health, Safety and Welfare) Regulations 1992 (Link); 
Equality Act 2010 (Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the 
provisions of ILO Recommendation 191 on maternity leave and provision 
of time and facilities in the work place for breastfeeding 

No The UK has not ratified the ILO Convention 183 nor ILO Recommendation 191   As reported by the International Labour 
Organisation (ILO) (Link) 

 

4.5 Develop regulations on the marketing of complementary foods 
and beverages, in line with WHO recommendations, to limit the 
consumption of foods and beverages high in fat, sugar and salt by 
infants and young children. 

Partial The UK complies with the recommendation which relates to 'composition, safety, quality and 
nutrient levels' and national dietary guidelines (Recommendation 3). These items are required 
under an EU regulation.  
However it does not meet recommendations (4&5) which relate to the messaging on products and 
cross-promotion of packaging.  

Regulation 
(European Union) 

Foods Standards 
Agency 

It is unknown how these rules will be 
affected with the UK exiting the European 
Union in the future. 

Regulation on Food for Specific Groups (FSG), Regulation 
(EU) 609/2013 (Link); Commission Directive 2006/125/EC 
(Link) 

4.5.a Assess the impact of legislation, regulations and guidelines to 
address the marketing of complementary foods for infants and young 
children, where required 

No      

4.5.b Adopt and implement effective measures, such as legislation or 
regulation, to restrict the inappropriate marketing of complementary 
foods for infants and young children 

No      

4.5.c Establish mechanisms to enforce effectively and monitor 
implementation of legislation or regulation on the marketing of 
complementary foods for infants and young children 

No      

4.6 Provide clear guidance and support to caregivers to avoid 
specific categories of foods (e.g. sugar sweetened milks and fruit 
juices or energy-dense, nutrient-poor foods) for the prevention of 
excess weight gain. 

Yes See Item 4.8.a     

4.7 Provide clear guidance and support to caregivers to encourage 
the consumption of a wide variety of healthy foods 

Yes See Item 4.8.a     

4.8 Provide guidance to caregivers on appropriate nutrition, diet 
and portion size for this age group. 

Partial See Item 4.8.a, portion size information is very limited and does not adapt child age.     

4.8.a Include the following in guidance on infant and young child feeding: 
• (1) the introduction of appropriate complementary foods, avoiding the 
use of added sugar or sweeteners; (2) responsive feeding to encourage 
infants and young children to eat a wide variety of healthy foods; (3) 
which foods and beverages high in sugar, fat and salt should not be given 
to infants and young children; (4) appropriate portion sizes for children of 
different ages. 

Partial The voluntary guidance provided for childcare services (see Link 1 in Item 4.9.b) does meet all of 
the criteria established in Items 4.6 - 4.8.a with the exception of accurate and appropriate portion 
sizes for children 0-5 years. 

    

4.8.b Train community health workers or peer support groups to support 
appropriate complementary feeding 

Yes As part of health visitor visits (see Item 6.1.b) they are able to refer to programs and give advice on 
complementary feeding  

Health service National Health 
Service  

 Maternal and child health nutrition, 2014 (NICE public 
health guideline 11) (Link); Health visiting local government 
briefing (NICE LGB 22) (Link) 

4.9 Ensure only healthy foods, beverages and snacks are served in 
formal child-care settings or institutions. 

Partial Early Years Foundation Stage (EYFS) Framework is  statutory and has a number of mandatory 
nutrition standards relating to child welfare, requiring the provision of 'healthy, balanced and 
nutritious food and drink' 
[see page 10 in Childhood Obesity: A Plan For Action] 

Act, legal order, 
standards 

British Government; 
Department of 
Education 

 Childcare Act 2006, Section 39(1)(a) (Link); The Early Years 
Foundation Stage (Learning and Development 
Requirements) Order 2007 (S.I. 2007/1772) (Link); Early 
Years Foundation Stage Framework (Link) 

4.9.a Set mandatory nutrition standards for foods and beverages provided 
(including meals) or sold (including vending machines and school shops) in 
public and private child-care settings or institutions 

Partial As part of the EYFS Framework, childcare services must meet welfare requirements, and this 
includes the provision of healthy food (See EYFS Framework in Item 4.9).  
The Children’s Food Trust was commissioned by Public Health England to develop voluntary 
guidance to meet dietary recommendations in early years settings  

Guidelines  Children’s Food 
Trust 

EYFS Framework Section 3: The 
safeguarding and welfare requirements > 
Health > Food and drink, sections 3.47, 
3.48, 3.49 on page 28 

Example menus for early years settings in England (Link); 
Early Years, website of Children’s Food Trust (Link) 

https://www.nhs.uk/start4life
http://www.legislation.gov.uk/ukpga/2016/5/enacted
https://www.gov.uk/maternity-pay-leave
https://www.gov.uk/shared-parental-leave-and-pay
https://www.gov.uk/paternity-pay-leave
http://www.legislation.gov.uk/uksi/1992/3004/made
https://www.legislation.gov.uk/ukpga/2010/15/contents
http://www.ilo.org/dyn/normlex/en/f?p=1000:11210:0::NO:11210:P11210_COUNTRY_ID:102651
https://www.fsai.ie/uploadedFiles/Reg609_2013.pdf
http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:32006L0125&from=EN
https://www.nice.org.uk/guidance/PH11
https://www.nice.org.uk/advice/lgb22/chapter/Introduction
https://www.legislation.gov.uk/ukpga/2006/21/contents/enacted
http://www.legislation.gov.uk/uksi/2007/1772/contents/made
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/596629/EYFS_STATUTORY_FRAMEWORK_2017.pdf
https://www.gov.uk/government/publications/example-menus-for-early-years-settings-in-england
http://www.childrensfoodtrust.org.uk/childrens-food-trust/early-years/


4.9.b Implement such food laws, regulations and standards into catering 
services for existing child-care and other relevant settings 

No Voluntary guidelines has been developed to help childcare providers meet their welfare obligation 
to serve only nutritious food, this guideline has Code of Practice checklist 

Guideline   Action for Children 
(charity) 

this work was partly funded/ supported 
by the Department of Education and 
Public Health England and is endorsed on 
the EYFS Framework resource-based 
website (Link) 

Eat Better, Start Better, 2017 (Link) 

4.10 Ensure food education and understanding are incorporated 
into the curriculum in formal child-care settings or institutions. 

Yes Mandatory requirement under the areas of learning and development and early learning goals 
(EYFS Framework, see Link 3 in Item 4.9) 
[EYFS Framework, see page 10 in Childhood Obesity: A Plan For Action] 

    

4.10.a Develop nutrition, food and health education curricula jointly 
between education and health sectors. Train teachers in curriculum 
delivery 

Yes Curricula set out in the EYFS Framework requires childcare services to develop food education in 
practice, teachers qualifications require early years staff to be trained in these areas 

Training  Department of 
Education  

 Check early years qualifications (website) (Link); Early Years 
Educator (Level 3) Qualifications Criteria (Link) 

4.10.b Integrate nutrition and health education components, including 
practical skills, developed in collaboration with the education sector, into 
the core curriculum 

Partial A guideline exists to help childcare services to implement the standards, but its use is voluntary 
(see Link 1 in Item 4.9.a) 

    

4.11 Ensure physical activity is incorporated into the daily routine 
and curriculum in formal child-care settings or institutions. 

Yes Mandatory requirement under the areas of learning and development and early learning goals: 
moving and handling and health and self-care (EYFS Framework, see Link 3 in Item 4.9) [see page 
10 in Childhood Obesity: A Plan For Action] 

    

4.11.a Set standards for physical activity in child-care settings Partial As part of the EYFS Framework (see Item 4.9), childcare services must meet welfare requirement, 
and this includes physical development, but specific standards are not set. 

    

4.11.b Provide guidance to carers on the provision of safe and 
developmentally-appropriate physical activity, active play and active 
recreation for all children 

Yes National physical activity guidelines have a chapter dedicated to the early years Guidelines  Department of 
Health, Physical 
Activity, Health 
Improvement and 
Protection 

 Start Active, Stay Active, 2011 (Chapter Three - Early years 
(under 5s) (Link) 

4.12 Provide guidance on appropriate sleep time, sedentary or 
screen-time and physical activity or active play for the 2–5 years of 
age group. 

Partial See Items 4.12.a and 4.12.b     

4.12.a Develop guidance on physical activity for children under 5 years of 
age, including age-appropriate activities and ideas to support and 
encourage participation in physical activity at home and in the community 
all year round 

Yes National physical activity guidelines (see Item 4.11.b) and also supportive factsheets for 
implementing practice 

Information   Department of 
Health and Social 
Care 

 Factsheet 1: Physical activity guidelines for early years 
(under 5s) – for infants who are not yet walking (Link); 
Factsheet 2: Physical activity guidelines for early years 
(under 5s) – for children who are capable of walking (Link) 

4.12.b Develop guidelines on appropriate sleep time and use of screen-
based entertainment by children and adolescents (see recommendation 
2.1) and ideas to avoid sedentary activities, including avoiding excessive 
screen-time, and to model regular physical activities for families 

Partial Policy actions described in 4.11.b and 4.12.a also include information on sedentary behaviour and 
screen time, but they do not include guidance on sleep. Guidance for sleep is provided on an 
information-based NHS website  

Information   National Health 
Service 

 How much sleep do children need? (NHS Choices website) 
(Link) 

4.13 Engage the whole-of-the community to support caregivers 
and child-care settings to promote healthy lifestyles for young 
children. 

Partial Some of these items are incorporated in the EYFS Framework [see page 10 in Childhood Obesity: A 
Plan For Action] - see Item 4.9 and Items 4.13.a-d 

    

4.13.a Conduct public awareness campaigns and disseminate information 
to increase awareness of the consequences of childhood obesity 

Yes See Item 1.1.d     

4.13.b Promote the benefits of physical activity for both carers and 
children through broad based education to carers and the community at 
large 

Yes Two websites encouraging healthy eating and being physically active in pregnancy and infancy 
(Link 1) and family, from young childhood (Link 2), each with an a suite of resources including some 
Apps 

Information, 
public education 

National Health 
Service 

 Start4Life (website) (Link); Change4Life (Link) 

4.13.c Promote communication and community participation to raise 
awareness and create an enabling environment and social demand for 
policy action to improve diet and physical activity in children 

No This type of work is not being coordinated at the national level      

4.13.d Identify community champions/leaders/civil society organizations 
to work with, and ensure community representation 

Partial Public health guidance document for government agencies to work with community organisations 
to prevent obesity 

Guidelines  National Institute 
for Health and Care 
Excellence (NICE) 

an example is Play England, a charity that 
works with Public Health England and the 
Department of Education for local 
collaboration to encourage children to 
play more and be more active (Link) 

Obesity: Working with local communities (NICE Public 
Health Guidance 42) (Link) 

6.0 Provide family-based, multicomponent services on lifestyle 
weight management for children and young people who are 
obese 

- Only one item within this recommendation (below) has applications for the prevention of 
childhood obesity 

    

6.1.b Align services with existing clinical guidelines and clearly configure 
the roles of primary health care providers for effective multidisciplinary 
work 

Yes Under the Healthy Child Program, commissioners are expected to provide progressive universal 
services for young children. This is supported through the health visitor program and online 
training for all NHS health professionals [see page 11 in Childhood Obesity: A Plan For Action] 

framework National Health 
Service; Health 
Education England 

Healthy child programme; home visiting; 
e-Learning 

Healthy Child Programme (Link); Health visiting local 
government briefing (NICE LGB 22) (Link); Health Education 
England (Link) 

*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. While children start school at 
4 years of age in the UK, policies in school settings are not included in this study.  
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus 
on government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. event facilities).  

https://www.foundationyears.org.uk/
https://www.actionforchildren.org.uk/media/9750/eat-well-practical-guide-final-check.pdf
https://www.gov.uk/guidance/early-years-qualifications-finder
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/211644/Early_Years_Educator_Criteria.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216370/dh_128210.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213737/dh_128142.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213738/dh_128143.pdf
https://www.nhs.uk/Livewell/Childrenssleep/Pages/howmuchsleep.aspx
https://www.nhs.uk/start4life
https://www.nhs.uk/change4life#lqqp4sikgqi9BEF8.97
http://www.playengland.org.uk/
https://www.nice.org.uk/guidance/ph42
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/167998/Health_Child_Programme.pdf
https://www.nice.org.uk/advice/lgb22/chapter/Introduction
http://hee.nhs.uk/


 
 

Table S3.5: Canada national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 
 

WHO Ending Childhood Obesity: Implementation Plan Result Describe policy/ action Policy type 
(mechanism) Agency responsible Other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the intake of 
healthy foods and reduce the intake of unhealthy foods and sugar-
sweetened beverages by children and adolescents 

Partial 

The items associated with this Recommendation are 
multi-component, see each item and strategy for 
policy items associated with this recommendation 

    

1.1. Ensure that appropriate and context specific nutrition information and 
guidelines for both adults and children are developed and disseminated in 
a simple, understandable and accessible manner to all groups in society. 

Yes 

Websites with a range of tools to help provide policy 
makers, health professionals and Canadians with 
dietary guidance; Specific advice for children aged 0-
5 years can also be found on several dispersed 
websites 

guideline, information Health Canada; Government of Canada  Canada's food guides (Link); Foods to Limit 
(Link); Infant Nutrition (Link) 

1.1.a Inform the population about childhood overweight and obesity and 
consequences for health and well-being. Yes 

A five minute video to inform population about 
childhood obesity, describe the national strategy 
and promote healthy eating and physical activity 

Health Promotion 
video: to support 
healthy eating and 
physical activity 

Public Health Agency of Canada  Promoting Healthy Weights video (2012) 
(Link) 

1.1.b Update, as necessary, guidance on the prevention of childhood obesity 
through the consumption of a healthy diet throughout the life course Yes 

Primary food guide for Canadians (available in 
English, French and Indigenous languages) 

Guideline, information Health Canada 2016 Senate Committee report, Obesity in Canada (Link) calls for these 
guidelines to be upgraded and without industry influence. As part of the 
Healthy Eating Strategy, Health Canada launched the revision of Canada’s 
Food Guide in Fall 2016.  

Eating Well with Canada's Food Guide (Link) 
Revision process for Canada’s Food Guide 
(Link) 

1.1.c Ensure that food-based dietary guidance is disseminated in an accessible 
manner for children, carers, school staff and health professionals. Yes 

Website with a range of food guides and tools to 
plan healthy eating, and a customisable food guide 
so users can personalise their guidance. 

Guideline, information Health Canada Canada’s food guide forms the basis of nutrition policies and programs across 
the country.  Provincial and territorial governments have the responsibility 
for developing policies for settings, like schools and daycares. 

My Food Guide (Link); Educator’s Guide: 
Healthy Eating Toolbox (Link); Label Reading 
advice, website (Link) 

1.1.d Develop and implement evidence-based, public education campaigns about 
what constitutes a healthy diet and the need for it and for physical activity, which 
are appropriately funded and sustained over time. 

Yes 
Integration of multisectoral strategies to improve 
healthy lifestyles of whole population.  

Strategy Public Health Agency of Canada; 
Health Canada 

 Integrated Pan-Canadian Healthy Living 
Strategy 2005 (Link); Canada’s food guides, 
website (Link) 

1.2 Implement an effective tax on sugar-sweetened beverages. 
No 

See items 1.2.a and 1.2.b   Note: taxation of SSBs are currently managed at a Provincial/ Territorial 
level, subject to different value added taxes (either harmonized sales tax or 
the goods and services tax) (Link). Milks and natural fruit juices in 600mL or 
larger containers are exempt from the value added tax 

 

1.2.a Analyse the administration and impact of a tax on sugar-sweetened beverages. 

Yes 

Government assessed the potential for a SSB tax in 
2016, Finance Minister's office after Senate 
Committee recommendations for actions to address 
obesity in Canada. Summary released via Freedom of 
Information Act. No action has been taken at this 
point. 

n/a: internal ministerial 
memo 

Standing Senate Committee on Social 
Affairs, Science and Technology 

According to a news report (Link), the federal government to date has not 
published the assessment they undertook in this area 
 

 

1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s 
guidance 

No 
     

1.3 Implement the Set of Recommendations on the Marketing of Foods and 
Non- alcoholic Beverages to Children to reduce the exposure of children 
and adolescents to, and the power of, the marketing of unhealthy foods. Partial 

In progress. The Government of Canada is currently 
developing regulations to restrict the marketing of 
unhealthy food and beverages to children under 13. 
A private member's bill to give the authority to 
regulate is currently before Parliament. This was a 
result of a public consultation. Current situation is a 
voluntary industry-led code 

Public consultation for 
the development of 
regulations, part of 
larger strategy 

Health Canada This consultation is a component of a broader Healthy Eating Strategy (Link), 
consultations closed August 2017, and the consultation report was 
published in December 2017. This paper notes that despite the current 
industry self-restriction, Canadian children have been largely exposed to 
unhealthy food marketing. 

Restricting Marketing to Children 
consultation, report December 2017 (Link) 
 
 

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the 
marketing of unhealthy foods and non-alcoholic beverages to children, where 
required 

Partial 
In progress.    A monitoring framework is under development; domestic and international 

experts will be engaged 
 

1.3.b Adopt, and implement effective measures, such as legislation or regulation, to 
restrict the marketing of foods and non-alcoholic beverages to children and 
thereby reduce the exposure  of children and adolescents to such marketing 

Partial 
In progress. See Item 1.3     

1.3.c Establish mechanisms to effectively enforce implementation of legislation or 
regulation on the marketing of foods and non-alcoholic beverages to children 

Partial 
In progress. See Item 1.3     

1.4 Develop nutrient-profiles to identify unhealthy foods and beverages. 
Partial 

In progress. Health Canada has developed a nutrient 
profile model for the purpose of restricting unhealthy 
food marketing to children, which will be consulted 
on as part of the regulatory process. See item 1.3. 

Public consultation, 
part of larger strategy 

Health Canada Note: a revised nutrient-profile model will be included in the regulatory 
consultation process mentioned in item 1.3.  

Towards Restricting Unhealthy Food and 
Beverage Marketing to Children: Discussion 
paper for public consultation (see: Appendix 
A, p.18) (Link) 

1.4.a Establish a national nutrient-profiling model to regulate marketing, taxation, 
labelling and provision in public institutions, based on WHO’s regional or global 
nutrient-profile models 

Partial 
In progress. See Item 1.4     

1.5 Establish cooperation between Member States to reduce the impact of 
cross-border marketing of unhealthy foods and beverages. No 

No agreements have been formally undertaken 
between member states of the WHO Americas 
regional centre, known as the Pan American Health 
Organization (PAHO) 

    

1.5.a Engage in intercountry discussions on policies and proposals for regulating 
cross-border marketing of unhealthy foods and non-alcoholic beverages to 
children through WHO regional committees and other relevant regional 
mechanisms Yes 

Discussions about policies and proposals have been 
held at the level of the Pan American Health 
Organisation (WHO Americas Regional body), policy 
documents including recommendations and progress 
reports have been produced and made publicly 
available. 

Recommendations, 
progress reports 

Pan American Health Organization Consultation with international experts is part of the Canadian 
Government’s process for the development of policy, regulations, 
monitoring and compliance assurance.  

Recommendations from a Pan American 
Health Organisation Expert Consultation on 
the Marketing of Food and Non- Alcoholic 
Beverages to children in the Americas (Link); 
Progress achieved in restricting the marketing 
of high-fat, sugary and salty food and 
beverage products to children (Link) 

1.6 Implement a standardized global nutrient labelling system. No See item 1.6.a     

1.6.a At the international level, work through the Codex Alimentarius Commission to Partial This work has commenced through WTO Thematic 
Session on Regulatory Cooperation between 

international trade 
agreements, WTO 

Government of Canada; WTO, WHO, 
Codex Committee on Food Labelling 

TBT Committee held this session on 9 November 2016. This is the 
mechanism to discuss 'Specific Trade Concerns' (STC); 

WTO Thematic Session on Regulatory 
Cooperation between Members: Food 

https://www.canada.ca/en/health-canada/services/canada-food-guides.html
https://www.canada.ca/en/health-canada/services/food-nutrition/canada-food-guide/maintaining-healthy-habits/foods-limit.html
https://www.canada.ca/en/health-canada/services/infant-care/infant-nutrition.html
https://www.youtube.com/watch?v=G3ihfUKoV2s&amp;feature=youtu.be
https://sencanada.ca/content/sen/committee/421/SOCI/Reports/2016-02-25_Revised_report_Obesity_in_Canada_e.pdf
https://www.canada.ca/content/dam/hc-sc/migration/hc-sc/fn-an/alt_formats/hpfb-dgpsa/pdf/food-guide-aliment/view_eatwell_vue_bienmang-eng.pdf
https://www.canada.ca/en/health-canada/services/canada-food-guides/revision-process.html
http://www.healthycanadians.gc.ca/eating-nutrition/healthy-eating-saine-alimentation/food-guide-aliment/my-guide-mon-guide/index-eng.php?_ga=2.131563919.1682282355.1513044357-1265927583.1513044357
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/partnership-activities/healthy-eating-toolbox.html
https://www.canada.ca/en/health-canada/campaigns/nutrition-facts.html?utm_source=canada-ca-nutritionfacts-en&utm_medium=vurl&utm_campaign=nfec
https://www.canada.ca/en/public-health/services/health-promotion/healthy-living/2005-integrated-canadian-healthy-living-strategy.html
https://www.canada.ca/en/health-canada/services/canada-food-guides.html
https://www.canada.ca/en/revenue-agency/services/forms-publications/publications/gi-036/beverages.html
http://www.cbc.ca/news/politics/soda-tax-canada-1.3712411
https://www.canada.ca/en/services/health/campaigns/vision-healthy-canada/healthy-eating.html
https://s3.ca-central-1.amazonaws.com/ehq-production-canada/documents/attachments/9bced5c3821050c708407be04b299ac6ad286e47/000/006/633/original/Restricting_Marketing_to_Children.pdf
https://s3.ca-central-1.amazonaws.com/ehq-production-canada/documents/attachments/9bced5c3821050c708407be04b299ac6ad286e47/000/006/633/original/Restricting_Marketing_to_Children.pdf
http://www.paho.org/hq/index.php?option=com_docman&amp;task=doc_view&amp;gid=20358&amp;Itemid=270&amp;lang=en
http://www.who.int/bulletin/volumes/94/7/15-158667/en/


 
 

develop a standardized system of food labelling, to support health literacy 
education efforts through mandatory labelling for all pre-packaged foods and 
beverages 

Members: Food Labelling. The work will be 
conducted via the Codex Committee on Food 
Labelling and supported by WHO and WTO. 
Currently, there is not a standardised international 
food labelling system.  

Codex Alimentarius Commission 
"The Codex Committee on Food Labelling (CCFL) sets standards and 
guidelines for nutrition information on food packages enabling consumers 
to make informed food choices" (Link) 
Canada is an active member of CCFL and has been providing input on a 
standardized system of food labelling since 1987. Canada also hosts this 
committee to support this work internationally in Codex. 

Labelling (Link) 

1.6.b At the domestic level, adopt mandatory laws and regulations for nutrition 
labelling 

Yes 

In 2016, Health Canada published updates to these 
regulations, for which industry has 5 years to 
comply. 

Legislation Health Canada developed the 
regulations; enforced by Canadian 
Food Inspection Agency (CFIA) 

Canada has implemented regulations for standardized mandatory nutrition 
labelling since 2002 (Link). Nutrition facts table requires 16 points of 
nutrient information. Of note: trans-fat, saturated fat, carbohydrate and 
sugars must all be listed (see B.01.401(1) through link here). In the 
ingredient list sugars must all be listed together, e.g. ‘Sugar (brown sugar, 
molasses, beet sugar)’ rather than separately.  

Food and Drug Regulations - Nutrition 
Labelling, Other Labelling Provisions and Food 
Colours (updated 2016) (Link) 

1.7 Implement interpretive front-of-pack labelling supported by public 
education of both adults and children for nutrition literacy. Partial 

Public consultation to consider front-of-package 
nutrition labelling is currently in progress.  

Public consultation, 
part of larger strategy 
(Healthy Eating 
Strategy) 

Health Canada Health Canada conducted pre-consultations in 2016-2017 (Link) and has 
recently published a public consultation on a regulatory proposal published 
in Canada Gazette Part I from February 10 until April 26, 2018 

Consultation on front-of-package nutrition 
labelling (open until April 2018) (Link) 

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-of-
pack labelling, based on a nutrient-profile model 

Partial 

In progress, see Item 1.7 above   Health Canada conducted focus group testing (14 groups, 6 cities) on front-
of-pack (FOP) nutrition symbols in December 2016, and will be conducting 
future consumer research to inform the design of the final FOP symbol and 
associated regulatory requirements such as size and location on Health 
Canada’s website. 

Meetings and correspondence on healthy 
eating (website) (Link) 

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack 
labelling system based on the best available evidence to identify the healthfulness 
of foods and beverages 

Partial 
In progress, see Item 1.7 above     

1.8 Require settings such as… children’s sports facilities and events to 
create healthy food environments^ 

No 
     

1.8.a Set standards for the foods that can be provided or sold in [government 
settings such as health facilities or transport hubs, or support community/ private 
venues aimed at children, such as]… children’s sports facilities and at events based 
on a national nutrient-profile model^ 

No 

   There are no coordinated efforts at a national level to support government 
settings or non-government settings aimed at children provide healthy 
foods – with the exception of school settings. There are some examples of 
this happening at the provincial level. Example: British Columbia 
government developed the Guidelines for Food and Beverages Available at 
Sporting Events in BC (Link) 

 

1.8.b Apply such food laws, regulations and standards in catering services for… 
relevant settings^ 

No 
     

1.9 Increase access to healthy foods in disadvantaged communities.  

Yes 

Nutrition North Canada, a subsidy program to bring 
healthy food to Northerners in isolated communities.  

Subsidy Nutrition North Canada, Government 
of Canada; PHAC and the Chronic 
Disease Prevention Alliance of Canada 
(CDPAC) 

Public Health Agency of Canada has six National Collaborating Centres (NCC) 
with different public health focuses, based in six locations across Canada. 
One of these centres (NCC: Environmental Health) is interested into 
improving access to healthy foods in disadvantaged communities (based in 
Vancouver, British Columbia) (Link).  
Collaborative Action on Childhood Obesity, 2009 – 2014 (Link) aimed to 
increase access to culturally relevant foods for healthy eating among First 
Nations groups. 

Nutrition North Canada (improving access to 
fresh and nutritious food and increasing 
knowledge about healthy eating) (Link) 
 

1.9.a Involve actors and resources outside the health system to improve access, 
availability and affordability of nutritious foods at a sustained scale in 
disadvantaged communities (for instance, through incentives to retailers and 
zoning policies) Partial 

These activities are primarily occurring at the 
provincial and territorial level - see Item 1.9.  

Devolved authority to 
provinces and territories 
(P/T) 

Public Health Agency of Canada (PHAC).  PHAC co-funds community level healthy living initiatives and assists in scaling 
them up through its Multisectoral Partnership Approach (Link) and 
Innovation Strategy mechanisms.  Examples of supported programs are: 
Farm to School, Canada Digs In!; and Our Food, Our Health, Our Culture 
(Manitoba and Saskatchewan). PHAC also, provides support to vulnerable 
populations through Nutrition North Canada and community-based maternal 
and child health programs. 

 

1.9.b Establish regulations and standards for social support programmes based on 
national and international dietary guidelines 

Partial 

Standards for social programs have not been 
regulated, but guiding principles have been agreed 
in an ongoing process.  

P/T dialogue within 
national framework 

Federal, provincial and territorial 
Health Ministries; PHAC and Health 
Canada 

Two strategies were endorsed to strengthen the Pan-Canadian Healthy 
Living Initiative: The Declaration on Prevention and Promotion; Curbing 
Childhood Obesity and through this initiative the 'Our Health Our Future: A 
National Dialogue on Healthy Weights' was launched. Policy Area 4: Taking 
Early Action recognises the utility of sharing     resources across P/T.  

Our Health Our Future: A National Dialogue 
on Healthy Weights (2011) (Link); Canada 
Prenatal Nutrition Program (Link) and 
Aboriginal Head Start on Reserve (Link) 

1.9.c Incentivize local production of fruit and vegetables, such as urban agriculture Partial These activities are primarily occurring at the P/T 
level - see Item 1.9 

    

2.0 Implement comprehensive programmes that promote physical activity 
and reduce sedentary behaviours in children and adolescents Partial 

The items associated with this Recommendation are 
multi-component, see each item and strategy for 
policy items associated with this recommendation 

    

2.1 Provide guidance to children and adolescents, their parents, caregivers, 
teachers and health professionals on healthy body size, physical activity, 
sleep behaviours and appropriate use of screen-based entertainment. 

Yes 

A 24-h movement guideline for children aged 0-4 
years. It includes age appropriate recommendations 
on physical activity, sedentary behaviour and sleep 
and accompanying website to encourage the 
population to move towards meeting the guidelines. 

Guidelines and 
dissemination 

These guidelines were developed by 
the Healthy Active Living and Obesity 
Group (HALO) of the Children’s 
Hospital of Eastern Ontario (CHEO) 
Research Institute, the Canadian 
Society for Exercise Physiology (CSEP), 
ParticipACTION, The Conference Board 
of Canada, the Public Health Agency of 
Canada and a group of leading 
researchers  

Created 2017 (former guidelines were established in 2012). Significant rigour 
in assessing the validity of recommendations, see BMC Public Health 
(Volume 17, Supplement 5 (Link)). These guidelines have been developed by 
a professional body and research group, not a government agency.  
24hour movement guidelines were also established for children and 
adolescents (aged 5-17).  

Canadian 24-Hour Movement Guidelines for 
the Early Years (0–4 years): An Integration of 
Physical Activity, Sedentary Behaviour, and 
Sleep (Link) 

2.1.a Develop and implement evidence-based, targeted and appropriately funded, 
public education campaigns on the importance of physical activity 

Yes 

Public education campaign called ParticipACTION 
integrates information on guidelines and programs 
available nation-wide 

Public education, 
administered by a non-
government agency 

ParticipACTION is an NGO which 
receives funding from the Government 
of Canada, Public Health Agency of 
Canada and funding from several P/T 
health authorities (including British 
Columbia and Newfoundland Labrador) 

Guidelines are developed for specific age groups (0-4, 5-17, 18-64, 65+) ParticipACTION website (Link) 

2.1.b Update existing materials, as necessary, to include guidance on physical Yes See Item 2.1    Guidelines have appropriate recommendations according to different age  

http://www.fao.org/3/a-a1390e.pdf
https://www.wto.org/english/tratop_e/tbt_e/tbtnov16_e.htm
http://laws.justice.gc.ca/eng/regulations/c.r.c.,_c._870/page-3.html#h-15
https://www.canada.ca/en/health-canada/services/food-nutrition/food-labelling/nutrition-labelling/regulations-compliance.html
https://www.canada.ca/en/health-canada/programs/front-of-package-nutrition-labelling.html
https://www.canada.ca/en/health-canada/programs/consultation-front-of-package-nutrition-labelling-cgi.html
https://www.canada.ca/en/services/health/campaigns/vision-healthy-canada/healthy-eating/meetings-correspondence.html?_ga=2.245439300.1713724733.1519656783-1966670601.1477074000
https://www.bcsoccer.net/files/Coach/SoccerScience/Sporting_event_guidelines_FINAL_june2010.pdf
http://www.ncceh.ca/
http://www.cdpac.ca/content.php?doc=260
http://www.nutritionnorthcanada.gc.ca/eng/1415385762263/1415385790537
https://www.canada.ca/en/public-health/services/funding-opportunities/multi-sectoral-partnerships-promote-healthy-living-prevent-chronic-disease.html
https://www.canada.ca/en/public-health/services/health-promotion/healthy-living/health-future-national-dialogue-healthy-weights-dialogue-report.html?utm_source=VanityURL&amp;utm_medium=URL&amp;utm_campaign=ourhealthourfuture.gc.ca
https://www.canada.ca/en/public-health/services/health-promotion/childhood-adolescence/programs-initiatives/canada-prenatal-nutrition-program-cpnp.html
https://www.canada.ca/en/indigenous-services-canada/services/first-nations-inuit-health/family-health/healthy-child-development/aboriginal-head-start-reserve-first-nations-inuit-health-canada.html
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-017-4859-6#Abs1
http://csepguidelines.ca/early-years-0-4/
https://www.participaction.com/en-ca


 
 

activity throughout the life course groups 
2.1.c Disseminate guidance on physical activity to children, carers, school staff and 
health professionals in an accessible manner. Yes 

See Item 2.1    Associated website has resources for these groups  

2.2 Ensure that adequate facilities are available on school premises and in 
public spaces for physical activity during recreational time for all children 
(including those with disabilities), with the provision of gender-friendly 
spaces where appropriate. 

No 

These types of child care initiatives are managed at 
the P/T level 

    

2.2.a Provide, in collaboration with other sectors (such as urban planning and 
transportation) and stakeholders, safe facilities, resources and opportunities for all 
children to be physically active during recreational time 

No 
These types of child care initiatives are managed at 
the P/T level 

    

3.0 Integrate and strengthen guidance for noncommunicable disease 
prevention with current guidance for preconception and antenatal care, 
to reduce the risk of childhood obesity Partial 

In Canada, the administration and delivery of health 
services is managed by 10 provinces and three 
territories, though the federal government has some 
role (funding and healthcare provision to specific 
populations). There are no specific integrated 
antenatal care guidelines which incorporate all the 
Items below. 

    

3.1 Diagnose and manage hyperglycaemia and gestational hypertension. 

Yes 

Guidelines for screening and diagnosis of gestational 
diabetes; guidelines for diagnosis and management 
of hypertensive disorders in pregnancy 

Clinical Practice 
Guidelines 

Diabetes Association of Canada (DCA); 
Society of Obstetricians and 
Gynaecologists of Canada (SOGC) 

A 2016 article published in the Journal of Obstetrics and Gynaecology 
Canada (Link) endorses the Canadian Diabetes Association 2013 Guideline 
on Diabetes in Pregnancy (Link). The SOGC did have a 2002 Diabetes 
guideline, but the CDA supersedes it 

Diabetes and Pregnancy (Diabetes Canada) 
(Link); Diagnosis, Evaluation, and 
Management of the Hypertensive Disorders 
of Pregnancy: Executive Summary (SOGC 
Clinical Practice Guideline No. 307) (Link) 

3.1.a Ensure that screening for hypertension and hyperglycaemia are included in 
antenatal care 

Yes 
See Item 3.1, services are managed at P/T level     

3.2 Monitor and manage appropriate gestational weight gain. 
Yes 

Services are managed at P/T level, advice on healthy 
weight gain available on national Healthy Pregnancy 
website and an online Pregnancy Weight Gain 
Calculator 

information Health Canada This is part of the Healthy Living Strategy Healthy Pregnancy (Link); Pregnancy Weight 
Gain Calculator (Link) 

3.2.a Ensure that measurement of weight and gestational weight gain are included 
in antenatal care Yes 

See Item 3.2, there are national guidelines for health 
professionals on gestational weight gain 

clinical guidelines Health Canada these guidelines are based on USA Institute of Medicine 2009 report Weight 
Gain during Pregnancy: Re-examining the Guidelines' 

Prenatal Nutrition Guidelines for Health 
Professionals: Gestational Weight Gain (Link) 

3.3 Include an additional focus on appropriate nutrition in guidance and 
advice for both prospective mothers and fathers before conception and 
during pregnancy. 

Partial 

Supportive website for health care providers with 
information on planning a pregnancy, prenatal 
nutrition, physical activity and smoking risk - focus is 
on mothers/ potential mothers 

guidelines, information Public Health Agency of Canada this webpage does not explicitly link these behaviours with childhood obesity 
prevention, rather the focus is on engaging in healthy behaviours for 
maternal and child health 

Healthy Pregnancy: Health Professionals 
(Link);  
Prenatal Nutrition, website (Link);  

3.4 Develop clear guidance and support for the promotion of good 
nutrition, healthy diets and physical activity, and for avoiding the use of 
and exposure to tobacco, alcohol, drugs and other toxins. Yes 

Preconception advice: Webpage with advice to 
women who are thinking of becoming pregnant, 
does not contain similar advice for potential fathers; 
Pregnancy advice: Webpage with prenatal advice for 
women (including healthy weight gain, prenatal 
nutrition, physical activity  during pregnancy); also 
see Item 3.4.a and 3.4.b 

guidelines, information Public Health Agency of Canada; 
Health Canada 

similar advice is not provided for men in the preconception stage Healthy Pregnancy: Are You Thinking of 
Becoming Pregnant? (Link); Prenatal 
Nutrition: Food and Nutrition (Link) 

3.4.a Ensure that diet and nutrition counselling is included in antenatal care 
Partial 

Services are managed at P/T level, though many 
have Canada Prenatal Nutrition (CPNP) Projects 

community- based 
program 

Public Health Agency of Canada; 
Health Canada (specific populations) 

 Canada Prenatal Nutrition Program (CPNP) 
(Link); Provincial and Territorial Resources 
(for Healthy Pregnancy) (Link) 

3.4.b Include information on the association between prospective parents’ diet, 
physical activity and health behaviours and the risk of childhood obesity in the 
curriculum of health care providers 

Partial 
See Items 3.3, 4.4 and 3.4.a     

3.4.c Disseminate guidance and provide support for healthy diet and physical 
activity to prospective parents whom preconception or antenatal care may not 
reach 

Partial 
Webpage for prospective or pregnant mothers. Also 
see item 3.4.a 

information Public Health Agency of Canada There is no evidence this website reaches the target group identified in this 
item. This website is for prospective mothers, but there is no such website 
for prospective fathers. 

A Healthy Pregnancy is in Your Hands (Link) 

4.0 Provide guidance on and support for healthy diet, sleep and physical 
activity in early childhood to ensure children grow appropriately and 
develop healthy habits 

Partial 

The items associated with this Recommendation are 
multi-component, see each item and strategy for 
policy items associated with this recommendation 

    

4.1 Enforce regulatory measures such as The International Code of 
Marketing of Breastmilk Substitutes and subsequent World Health 
Assembly resolutions Partial 

Regulatory provisions exist for labelling, quality and 
consumer protection for infant formula and foods 
designated infant foods (i.e. Intended for 
consumption by children under 2 years only) - 
Articles 2, 4.1, 9, 10 & 11.2 of The Code. 

Labelling Acts and 
Regulations 

Canadian Food Inspection Agency 
(CFIA), Health Canada 

In 1981, the Government of Canada obtained the unanimous support from 
the provinces for the aims and principles of the Code, and for the 
implementation of the Code through health promotion, education and 
collaboration, rather than through legislation or regulations. Canada's laws 
have mostly focused on product quality, labelling and consumer protection, 
not marketing. The responsibility for upholding the Food and Drugs Act and 
Regulations are enforced by CFIA and Health Canada.  

Food and Drugs Act; Food and Drug 
Regulations (Link); Labelling Requirements for 
Infant Foods, Infant Formula and Human Milk 
(Link) 

4.1.a Ensure that legislation and regulations on the marketing of breast-milk 
substitutes adhere to all the provisions in the International Code of Marketing of 
Breast-milk Substitutes and subsequent related Health Assembly resolutions. 

Partial 

WHO status report (2016) states: few provisions law. 
Only a few of the provisions of the International 
Code are law in Canada 

law and regulations Canadian agencies responsible 
include: Health Canada, Canadian Food 
Inspection Agency (CFIA), and the 
Public Health Agency of Canada 
(PHAC). 

Canada's laws have mostly focused on product quality, labelling and 
consumer protection, not marketing. Canada encourages the infant formula 
industry to support and implement the principles of The Code. For instance, 
since 2012, Health Canada has worked with industry to ensure images of 
infants do not appear on products.  
The Ontario Public Health Association published a position paper about this 
in 2010 (Link). 
 
 

UNICEF: Marketing of Breast-Milk Substitutes: 
National Implementation of the International 
Code: Status Report (2016) (Link) 

4.2 Ensure all maternity facilities fully practice the Ten Steps to Successful 
Breastfeeding 

Partial 

Policies for BFI in place in 8/13 provinces and 
territories (2014 status report) 

reports on the status of 
implementation of baby 
friendly initiative (BFI) 

Breastfeeding Committee for Canada 
was contracted by The Public Health 
Agency of Canada 

Baby friendly initiative (BFI) includes the Baby-Friendly Hospital Initiative Ten 
Steps, but also extend to community health services. Each of the P/T have 
local agencies responsible for service delivery.  
2012 status report on Canada-wide implementation of the Baby- Friendly 
Initiative in Canada - focus is for provinces and territories to implement BFI 

The Baby Friendly Initiative (BFI) in Canada: 
Status Report February 19th 2012 (Link); The 
Baby Friendly Initiative (BFI) in Canada: Status 
Report 2014 Update (Link) 

http://www.jogc.com/article/S1701-2163(16)39087-9/fulltext
http://guidelines.diabetes.ca/executivesummary/ch36
http://guidelines.diabetes.ca/executivesummary/ch36
https://sogc.org/wp-content/uploads/2014/05/gui307CPG1405Erev.pdf
https://www.canada.ca/en/health-canada/services/healthy-living/healthy-pregnancy.html
http://www.hc-sc.gc.ca/fn-an/nutrition/prenatal/bmi/index-eng.php
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/prenatal-nutrition/eating-well-being-active-towards-healthy-weight-gain-pregnancy-2010.html
http://www.phac-aspc.gc.ca/hp-gs/prof-eng.php
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/prenatal-nutrition.html
https://www.canada.ca/en/public-health/services/health-promotion/healthy-pregnancy/thinking-becoming-pregnant.html
http://www.hc-sc.gc.ca/fn-an/nutrition/prenatal/bmi/index-eng.php
https://www.canada.ca/en/public-health/services/health-promotion/childhood-adolescence/programs-initiatives/canada-prenatal-nutrition-program-cpnp.html
http://www.phac-aspc.gc.ca/hp-gs/prov-eng.php
https://www.canada.ca/en/public-health/services/health-promotion/healthy-pregnancy.html
https://www.canada.ca/en/health-canada/services/food-nutrition/legislation-guidelines/acts-regulations/canada-food-drugs.html
http://www.inspection.gc.ca/food/labelling/food-labelling-for-industry/infant-foods-infant-formula-and-human-milk/eng/1393069958870/1393070130128
http://www.breastfeedingcanada.ca/documents/OPHAStatement.pdf
http://www.who.int/nutrition/publications/infantfeeding/code_report2016/en/
http://breastfeedingcanada.ca/documents/BFI_Status_report_2012_FINAL.pdf
http://breastfeedingcanada.ca/documents/BFI%20Status%20Report%202014%20with%20WHO%20Country%20report.pdf


 
 

in hospitals and community health services. Federal to lead partnerships 
within and between P/T.  

4.2.a Establish regulations for all maternity facilities to practice the Ten Steps to 
Successful Breastfeeding. Build or enhance assessment systems to regularly verify 
maternity facilities’ adherence. Partial 

Maternity services (hospitals and community 
services) are assessed on their practices, many BFI 
points are integrated into Best Practices 

standards of practice 
for healthcare 

Publisher: Breastfeeding Committee 
for Canada; Responsibility: there are 
13 provinces and territories, each of 
their health authorities are responsible 
for implementation and reporting 

each P/T has its own policies for assessment, implementation and 
monitoring, P/T reporting occurs through BFI local agencies and reported 
collectively by The Breastfeeding Committee for Canada (Link to the BCC 
2014 status report) 

 

4.3 Promote the benefits of breastfeeding for mother and child through 
broad based education to parents and the community at large Partial 

Prenatal and community education are components 
of the BFI and are delivered at the P/T (and local) 
levels, see item 4.2  

    

4.3.a Include information on the benefits of breastfeeding for promoting 
appropriate infant growth, health and reducing the risk of childhood obesity in 
guidance for parents and public communications 

Partial 
Webpage with information to support breastfeeding 
and it's benefits, it does not explicitly state that 
breastfeeding reduces the risk of childhood obesity 

information Public Health Agency of Canada  Breastfeeding & Infant Nutrition (Link) 

4.4 Support mothers to breastfeed, through regulatory measures such as 
maternity leave, facilities and time for breastfeeding in the work place 

Partial 

Maternity/ Parental Leave: while labour rights are 
legislated at the P/T level, social payments for leave 
are mandated federally. Employment Insurance 
Maternity and Parental Benefits are paid as a 
proportion of income to eligible mothers (15 weeks) 
and parents (35 weeks total between parents, 
mothers may take additional time under this 
provision). Minimum employment of 13 weeks 
before baby due date is required. 
Breastfeeding rights are broadly covered by the 
Human Rights Act (15(1) and 28) (protection from 
sex discrimination, only Ontario and British 
Columbia explicitly detail breastfeeding rights of 
mothers) 

Maternity/ Parental 
leave, social payment; 
Canadian Human Rights 
Act 

Government of Canada Maternity/ Parental leave is drawn from their employment insurance 
scheme (maximum yearly payment to the scheme costs C$891.12) 
N.B. Province of Quebec is responsible for providing the residents of Quebec 
this leave, Quebec Parental Insurance Program 

Employment Insurance Maternal and Parental 
Benefits (Link); Canadian Human Rights Act 
(Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the provisions of 
ILO Recommendation 191 on maternity leave and provision of time and facilities in 
the work place for breastfeeding 

No 
Canada has not ratified ILO Convention 183 nor has it 
enacted legislation to mandate all the ILO 
Recommendation 191 provisions 

Ratification of 
international 
convention 

International Labour Organisation  Maternity Protection Convention (Link) 

4.5 Develop regulations on the marketing of complementary foods and 
beverages, in line with WHO recommendations, to limit the consumption 
of foods and beverages high in fat, sugar and salt by infants and young 
children. 

Partial 

In progress.  
Food and Drugs Regulation restricts ability to “sell or 
advertise” certain types of infant foods if sodium 
chloride has been added (Division 25). Aspects 
related to Nutrition labelling, standard and 
horizontal formats including for foods for infants 
(Division 1), but these regulations do not specifically 
address this item.   
In progress, see item 1.3 about public consultation 
on 'child directed' marketing of unhealthy foods to 
children is in progress.  

Regulations , public 
consultation 

 See item 1.3 for Canada’s proposal to restrict marketing of unhealthy food 
and beverages to children. This consultation does not explicitly include the 
marketing of complementary foods intended to be consumed by infants and 
young children. While 'child-directed' marketing applies to children aged 0-5 
years, it does not apply to parents or care-givers to children in this age 
group, who are responsible for food provision and are also susceptible to 
marketing practices. 
Also, see items 4.8.a, 4.8.b regarding Canada’s infant feeding guidelines.  

Food and Drugs Regulation:  
Division 1 (foods for infants between 6-12 
months) (Link) 
 
Division 25 (infant foods (Link) and human 
milk substitutes and food containing human 
milk substitutes (Link)) 

4.5.a Assess the impact of legislation, regulations and guidelines to address the 
marketing of complementary foods for infants and young children, where required 

Partial 
In progress, see Item 4.5 and 1.3      

4.5.b Adopt and implement effective measures, such as legislation or regulation, to 
restrict the inappropriate marketing of complementary foods for infants and young 
children 

Partial 
In progress, see Item 4.5     

4.5.c Establish mechanisms to enforce effectively and monitor implementation of 
legislation or regulation on the marketing of complementary foods for infants and 
young children 

Partial 
See Item 4.5 
 

  Canadian Food Inspection Agency is responsible for enforcement of Food 
and Drug Regulations 

 

4.6 Provide clear guidance and support to caregivers to avoid specific 
categories of foods (e.g. sugar sweetened milks and fruit juices or energy-
dense, nutrient-poor foods) for the prevention of excess weight gain. 

Partial 

Guidelines for families of young children. 
See Item 4.8.a for childcare settings.  

Guidelines   Prenatal Nutrition Guidelines for Health 
Professionals: Gestational Weight Gain (Link); 
Nutrition for Healthy Term Infants:  Birth to 
six months (Link); Nutrition for Healthy Term 
Infants:  Six to 24 months (Link) 

4.7 Provide clear guidance and support to caregivers to encourage the 
consumption of a wide variety of healthy foods 

Partial 
See Item 4.6 (families) and 4.8.a (childcare)     

4.8 Provide guidance to caregivers on appropriate nutrition, diet and 
portion size for this age group. 

Partial 
See Item 4.6 (families) and 4.8.a (childcare)     

4.8.a Include the following in guidance on infant and young child feeding: • (1) the 
introduction of appropriate complementary foods, avoiding the use of added sugar 
or sweeteners; (2) responsive feeding to encourage infants and young children to 
eat a wide variety of healthy foods; (3) which foods and beverages high in sugar, fat 
and salt should not be given to infants and young children; (4) appropriate portion 
sizes for children of different ages. 

Partial 

Advice for caregivers (i.e. Childcare and early 
education settings) on appropriate nutrition for 
children aged 0-5 years is produced at the 
provincial/ territorial level, rather than at the 
national level. Two examples are included in the 
comments. 
Health Canada also provides infant and young child 
nutrition guidelines.  

  P/T authorities; Health Canada Nutrition Recommendations for the licensed childcare providers in Ontario - 
Draft (Ontario Society of Nutrition Professional in Public Health), 2016 (Link); 
Healthy Eating for Children in Childcare Centres: A booklet to help you 
understand the Alberta Nutrition Guidelines for Children and Youth, (Alberta 
Government), 2013 (Link) 

 Infant Nutrition, website for families (Link) 

4.8.b Train community health workers or peer support groups to support 
appropriate complementary feeding No 

These initiative are occurring at provincial, territorial 
and local levels of government, but do not have 
national input 

    

4.9 Ensure only healthy foods, beverages and snacks are served in formal 
child-care settings or institutions. 

Partial 

Framework between federal, provincial and 
territorial (P/T) ministers to improve standards of 
child care. The goals for child care systems across the 
country do not include obesity prevention (nor 
nutrition or movement) 

Framework, funds 
attached.  
Devolved authority to 
P/T 

Employment and Social Development 
C a n a d a  (Federal); most appropriate 
agencies in P/T (any combination of 
health, education and child and family 
services) 

Each of the P/T in Canada have their own guidelines governing the standards 
of foods served/ purchased in these settings.  Canada’s Food Guide forms the 
basis of many of these policies but there are no nationally consistent 
guidelines. The Chronic Disease Prevention Alliance of Canada (CDPAC) 
contributes to the early childhood space at the P/T level (Link). 

Multilateral Early Learning and Child Care 
Framework (Link) 

4.9.a Set mandatory nutrition standards for foods and beverages provided No See Item 4.9. While some provinces/ territories have   Canada Food Guide forms the basis of many of these programs and policies.  

http://breastfeedingcanada.ca/documents/BFI%20Status%20Report%202014%20with%20WHO%20Country%20report.pdf
https://www.canada.ca/en/public-health/services/health-promotion/childhood-adolescence/stages-childhood/infancy-birth-two-years/breastfeeding-infant-nutrition.html
https://www.canada.ca/en/services/benefits/ei/ei-maternity-parental.html
http://laws-lois.justice.gc.ca/eng/acts/h-6/
http://www.ilo.org/dyn/normlex/en/f?p=NORMLEXPUB:12100:0::NO:12100:P12100_INSTRUMENT_ID:312328:NO
http://laws.justice.gc.ca/eng/regulations/c.r.c.,_c._870/page-20.html#h-22
http://laws.justice.gc.ca/eng/regulations/c.r.c.,_c._870/page-97.html#h-133
http://laws.justice.gc.ca/eng/regulations/c.r.c.,_c._870/page-98.html#h-134
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/prenatal-nutrition/eating-well-being-active-towards-healthy-weight-gain-pregnancy-2010.html
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/infant-feeding/nutrition-healthy-term-infants-recommendations-birth-six-months.html
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/infant-feeding/nutrition-healthy-term-infants-recommendations-birth-six-months/6-24-months.html
http://opha.on.ca/getmedia/5750e2c4-3276-4446-9844-616b99ed739a/OSNPPH_Nutrition-Recommendations-for-child-care-providers_11MAY2016.pdf.aspx
https://open.alberta.ca/dataset/d373681c-96af-4dc6-b32b-bb86a1e03097/resource/17ede4c5-2f5b-4811-a596-3b49ad5ca9df/download/Nutrition-Healthy-Eating-AB-ChildcareCentres.pdf
https://www.canada.ca/en/health-canada/services/infant-care/infant-nutrition.html?_ga=2.150252661.250651028.1519654779-2082122473.1508873343
http://www.cdpac.ca/content.php?doc=260
https://www.canada.ca/en/employment-social-development/programs/early-learning-child-care/reports/2017-multilateral-framework.html


 
 

 
*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus on government controlled settings (e.g. transport hubs), but also engagement 
with the private sector (e.g. event facilities). KEY: provinces and territories (P/T) 

(including meals) or sold (including vending machines and school shops) in public 
and private child-care settings or institutions 

nutrition standards in child care settings (e.g. 
Ontario, Nova Scotia) these are not federally 
mandated requirements.   

Examples: 1) Nova Scotia: Standards for Food and Nutrition in Regulated 
Child Care Settings (Link); 2) Ontario: updated the Child Care and Early Years 
Act in 2016 to improve nutrition in childcare settings (Link) 

4.9.b Implement such food laws, regulations and standards into catering services for 
existing child-care and other relevant settings 

No 
See Items 4.9 and 4.9a     

4.10 Ensure food education and understanding are incorporated into the 
curriculum in formal child-care settings or institutions. 

No 

Each of the provinces/ territories in Canada have 
their own regulations for child care and are 
managed by a range of different provincial agencies. 
As such there are no Federal requirements for food 
education or physical activity (Item 4.11)  

 Childcare Resource and Research Unit; 
Canadian Union of Postal Workers 
have created a resource to help 
parents navigate the child care systems 
in the provinces and territories (Link) 

People who work in child care settings have a National Occupation 
Classification: Early childhood educators and assistants (#4214) 
Canada Food Guide forms the basis of many of these programs and policies, 
when they take place. 

 

4.10.a Develop nutrition, food and health education curricula jointly between 
education and health sectors. Train teachers in curriculum delivery No 

See Item 4.10     

4.10.b Integrate nutrition and health education components, including practical 
skills, developed in collaboration with the education sector, into the core 
curriculum 

No 
See Item 4.10     

4.11 Ensure physical activity is incorporated into the daily routine and 
curriculum in formal child-care settings or institutions. 

No 
See Item 4.10     

4.11.a Set standards for physical activity in child-care settings No See Item 4.10     

4.11.b Provide guidance to carers on the provision of safe and developmentally-
appropriate physical activity, active play and active recreation for all children 

No 
See Item 4.10     

4.12 Provide guidance on appropriate sleep time, sedentary or screen-time 
and physical activity or active play for the 2–5 years of age group. Yes 

New movement guidelines, incorporating sleep, 
physical activity, sedentary behaviour and screen 
time have been created - see Item 2.1 

    

4.12.a Develop guidance on physical activity for children under 5 years of age, 
including age- appropriate activities and ideas to support and encourage 
participation in physical activity at home and in the community all year round 

Yes 
See item 2.1     

4.12.b Develop guidelines on appropriate sleep time and use of screen-based 
entertainment by children and adolescents (see recommendation 2.1) and ideas to 
avoid sedentary activities, including avoiding excessive screen-time, and to model 
regular physical activities for families 

Yes 

See item 2.1     

4.13 Engage the whole-of-the community to support caregivers and child-
care settings to promote healthy lifestyles for young children. Partial 

These activities are primarily occurring at the 
provincial and territorial levels, but also with local 
authorities and are not consistent nationally.  

    

4.13.a Conduct public awareness campaigns and disseminate information to 
increase awareness of the consequences of childhood obesity 

Yes 
See Item 1.1.a     

4.13.b Promote the benefits of physical activity for both carers and children through 
broad based education to carers and the community at large Yes 

See Item 2.1 and 2.1.a     

4.13.c Promote communication and community participation to raise awareness 
and create an enabling environment and social demand for policy action to 
improve diet and physical activity in children 

No 
See Item 4.13     

4.13.d Identify community champions/leaders/civil society organizations to work 
with, and ensure community representation 

No 
See Item 4.3     

6.0 Provide family-based, multicomponent services on lifestyle weight 
management for children and young people who are obese - 

Only one item within this recommendation (below) 
has applications for the prevention of childhood 
obesity 

    

6.1.b Align services with existing clinical guidelines and clearly configure the roles of 
primary health care providers for effective multidisciplinary work 

Yes 

Recommendations for health professionals for the 
prevention (and management) of obesity in children. 
It includes recommendations for growth monitoring, 
and prevention and management of overweight and 
obesity in children and youth in primary care. 

Clinical Practice 
Guidelines 

Canadian Task Force on Preventive 
Health Care 

 Obesity in children (2015) (Link) 

https://www.ednet.ns.ca/earlyyears/documents/ccmanual/C-Food_and_Nutrition.pdf
https://www.ontario.ca/laws/regulation/150137#BK57
http://findingqualitychildcare.ca/finding-child-care/child-care-in-each-province-and-territory
http://www.cmaj.ca/content/187/6/411


Table S3.6: Scotland national policies mapped against the WHO Ending Childhood Obesity Implementation Plan 

WHO Ending Childhood Obesity: Implementation Plan  Result 
Describe policy/ action Policy type 

(mechanism) 
Agency responsible Other notes/ comments Policy item reference 

1.0 implement comprehensive programmes that promote the intake of 
healthy foods and reduce the intake of unhealthy foods and sugar-
sweetened beverages by children and adolescents 

Partial 

the items associated with this Recommendation are multi-component, see each item and 
strategy for policy items associated with this recommendation 
[Also, see action points 1.7, 3.6, 4.8 in Prevention of Obesity Route Map – Action Plan] 

(obesity 
prevention) 
framework 

Scottish Government Healthy Eating, Active Living: An action plan to improve 
diet, increase physical activity and tackle obesity (2008 - 
2011) - currently under public consultation for future 
review (Link) 

Prevention of Obesity Route Map - 
Action Plan, Version 1.1 (Link) 

1.1. Ensure that appropriate and context specific nutrition information and 
guidelines for both adults and children are developed and disseminated in a 
simple, understandable and accessible manner to all groups in society. 

Partial 

The UK-wide nutrition information and guidelines are used in Scotland, these guidelines 
don’t identify the portions required in each of the food groups by age or gender for health 
[see action point 1.15 in Obesity Route Map – Action Plan] 

Information    Food Standards 
Scotland 

 Eatwell Guide (Link) 

1.1.a Inform the population about childhood overweight and obesity and 
consequences for health and well-being. 

Partial 
See Item 1.1.d [see action point 2.14iv in Obesity Route Map – Action Plan]    This aspect of the Obesity Route Map is not being 

implemented 
 

1.1.b Update, as necessary, guidance on the prevention of childhood obesity 
through the consumption of a healthy diet throughout the life course Yes 

Scotland has dietary goals, which were updated in 2016 Goals  Scottish Government An example: the previous dietary goals identified an 
average daily intake of free sugars as maximum 10% of 
total energy intake, in 2016 update that was revised to a 
maximum of 5% 

Revised Dietary Goals for Scotland (Link) 

1.1.c Ensure that food-based dietary guidance is disseminated in an accessible 
manner for children, carers, school staff and health professionals. Yes 

The guidelines in Item 1.1 are widely distributed     

1.1.d Develop and implement evidence-based, public education campaigns about 
what constitutes a healthy diet and the need for it and for physical activity, which 
are appropriately funded and sustained over time. Yes 

Take Life On campaign (physical activity) and Eat Better, Feel Better campaign (healthy 
diet) [see action points 1.14, 2.21 in Prevention of Obesity Route Map – Action Plan]. For 
parents of young children there are also baby and toddler advice and website distributed 
as part of usual care - see Link in Item 4.12.b 

Information    Scottish Government An Association of facilities managers (including managers of 
school canteens in 32 local areas but also management of a 
range of other public and private facilities) have launched a 
national campaign to encourage small behaviour changes 
(Link) 

Take Life On (website) (Link); Eat Better, 
Feel Better (website) (Link) 

1.2 Implement an effective tax on sugar-sweetened beverages. Yes See England - Table S2.4         

1.2.a Analyse the administration and impact of a tax on sugar-sweetened 
beverages. 

Partial 
See England - Table S2.4     

1.2.b Levy an effective tax on sugar-sweetened beverages according to WHO’s 
guidance 

Partial 
See England - Table S2.4     

1.3 Implement the Set of Recommendations on the Marketing of Foods and 
Non-alcoholic Beverages to Children to reduce the exposure of children and 
adolescents to, and the power of, the marketing of unhealthy foods. 

Yes 

See England - Table S2.4. Scotland wants to go further than current UK policy [see action 
point 1.16 in Obesity Route Map – Action Plan] 

    

1.3.a Assess the impact of legislation, regulation and guidelines to tackle the 
marketing of unhealthy foods and non-alcoholic beverages to children, where 
required 

Yes 
See England - Table S2.4     

1.3.b Adopt, and implement effective measures, such as legislation or regulation, to 
restrict the marketing of foods and non-alcoholic beverages to children and thereby 
reduce the exposure of children and adolescents to such marketing 

Yes 
See England - Table S2.4     

1.3.c Establish mechanisms to effectively enforce implementation of legislation or 
regulation on the marketing of foods and non-alcoholic beverages to children Yes 

See England - Table S2.4     

1.4 Develop nutrient-profiles to identify unhealthy foods and beverages. Yes See England - Table S2.4     

1.4.a Establish a national nutrient-profiling model to regulate marketing, taxation, 
labelling and provision in public institutions, based on WHO’s regional or global 
nutrient-profile models 

Yes 
See England - Table S2.4.  
also food provision rules apply to all public buildings, especially NHS and local authority 
buildings [see action point 1.10 in Obesity Route Map – Action Plan] 

    

1.5 Establish cooperation between Member States to reduce the impact of 
cross-border marketing of unhealthy foods and beverages. Partial 

See England - Table S2.4     

1.5.a Engage in intercountry discussions on policies and proposals for regulating 
cross-border marketing of unhealthy foods and non-alcoholic beverages to children 
through WHO regional committees and other relevant regional mechanisms 

Yes 
See England - Table S2.4     

1.6 Implement a standardized global nutrient labelling system. No See England - Table S2.4     

1.6.a At the international level, work through the Codex Alimentarius Commission 
to develop a standardized system of food labelling, to support health literacy 
education efforts through mandatory labelling for all pre-packaged foods and 
beverages 

Partial 

See England - Table S2.4     

1.6.b At the domestic level, adopt mandatory laws and regulations for nutrition 
labelling 

Yes 
See England - Table S2.4     

1.7 Implement interpretive front-of-pack labelling supported by public 
education of both adults and children for nutrition literacy. Yes 

See England - Table S2.4 
[see action point 1.11 in Obesity Route Map – Action Plan] 

    

1.7.a Consider undertaking pre-market/consumer testing of interpretive front-of-
pack labelling, based on a nutrient-profile model Yes 

See England - Table S2.4     

1.7.b Adopt, or develop as necessary, a mandatory interpretive front-of-pack 
labelling system based on the best available evidence to identify the healthfulness 
of foods and beverages 

Partial 
See England - Table S2.4     

1.8 Require settings such as… children’s sports facilities and events to 
create healthy food environments^ No 

   Healthy Stadia is a European-based NGO focused on a 
systems approach to encourage healthy lifestyles through 
the stadia setting (Link) and is developing a benchmarking 
tool to help sports venues provide healthier food options. 

 

http://www.gov.scot/Resource/Doc/228860/0061963.pdf
http://www.gov.scot/Topics/Health/Healthy-Living/Healthy-Eating/Obesity-Route-Map/Action-Plan-September-2011
http://www.foodstandards.gov.scot/downloads/Eatwell_Guide_Booklet.pdf
http://www.gov.scot/Resource/0049/00497558.pdf
http://www.inchbyinchforscotland.co.uk/
http://www.takelifeon.co.uk/
https://www.eatbetterfeelbetter.co.uk/
http://healthystadia.eu/


1.8.a Set standards for the foods that can be provided or sold in [government 
settings such as health facilities or transport hubs, or support community/ private 
venues aimed at children, such as]… children’s sports facilities and at events, based 
on a national nutrient-profile model^ 

Partial 

Government assets to develop healthy food provision plans (including hospitals for staff 
and visitors, schools, leisure centres, office buildings, transport hubs) [see action point 
1.10 in Obesity Route Map – Action Plan].  
A voluntary scheme exists to encourage food service providers to achieve a healthy food 
standard, through a partnership with the food service sector. 

Plans;  
Voluntary 
partnership 

NHS Health Scotland This work is supported by community food and health 
(Scotland) (Link)  

Healthy Living Award (website) (Link) 

1.8.b Apply such food laws, regulations and standards in catering services for… 
relevant settings^ 

No 
     

1.9 Increase access to healthy foods in disadvantaged communities. 

Yes 

There are a range of local, community driven activities supported by a government agency 
including grants specifically to address affordability and availability of healthy food. 
Also, there are a range of strategies are outlined in the Route Map, including programs to 
help with cooking, national planning for equal access to healthy food, and the UK-wide 
Healthy Start Vouchers (UK-wide, see Item 1.9 in Table S2.4) [see action points 1.12, 2.5 in 
Prevention of Obesity Route Map – Action Plan] 

Grants  Community Food and 
Health Scotland, NHS 
Health Scotland 

 Community food and health (Scotland) 
(website) (Link) 

1.9.a Involve actors and resources outside the health system to improve access, 
availability and affordability of nutritious foods at a sustained scale in 
disadvantaged communities (for instance, through incentives to retailers and zoning 
policies) Yes 

Voluntary program with retailers about the promotion of healthy foods and drinks to 
encourage healthier food purchases. Public recognition for healthy food services through 
an Award scheme.  
Under the Route Map there are policies about zoning around schools to minimise the 
proliferation of unhealthy food retails [see action points 1.5, 1.7, 2.8, 2.10 in Obesity 
Route Map – Action Plan]. Links with charities and community organisations.  

Voluntary 
partnerships  

Healthier Scotland; 
NHS Health Scotland; 
Scottish Community 
Development Centre; 
partnership with retail 
and food service 
sector and civil sector  

Currently 95% of NHS buildings and all Scottish prisons 
have achieved the Healthy Living Award. The Scottish 
Government recognises the Scottish Community 
Development Centre as the national body for community-
driven development 

SGF Healthy Living Programme Guidance 
for Promoting Produce, 2014 (Link); 
Healthy Living Award (Link); Scottish 
Community Development Centre 
(website) (Link) 

1.9.b Establish regulations and standards for social support programmes based on 
national and international dietary guidelines No 

Guidelines for creating effective programs aimed at parents of children aged 0-5 years 
exist but these focus on issues such as child development (cognitive, social, behavioural  
and emotional difficulties), maternal mental health, attachment, etc.  

  See: Early Years Collaborative (website) (Link); Healthier 
Scotland: Maternal and Early Years for early years workers 
(Link) 

 

1.9.c Incentivize local production of fruit and vegetables, such as urban agriculture 

Yes 

Community cafes and community retailers are encouraged to increase community-owned 
food supply; created law protecting community rights, including allotments for local food 
production [see action point 1.2 in Obesity Route Map – Action Plan] 

Supporting 
community 
programs; Act 

Community Food and 
Health Scotland, NHS 
Health Scotland; 
Scottish Government 

Community cafes and retailers, see Item 1.9 Link 1. 
This Act covers a range of areas including community 
planning partnerships, community rights to buy land and be 
involved in local decision making, protection of allotments 
for growing locally produced foods (and selling on, other 
than for profit) 

Community Empowerment (Scotland) 
Act 2015 (Link) 

2.0 Implement comprehensive programmes that promote physical 
activity and reduce sedentary behaviours in children and adolescents Partial 

National framework for encouraging physical activity across all age groups/ life stages Framework  Scottish Government At this stage, the extent to which this framework will be 
implemented is unclear  

Active Scotland Outcomes Framework 
(website) (Link) 

2.1 Provide guidance to children and adolescents, their parents, caregivers, 
teachers and health professionals on healthy body size, physical activity, 
sleep behaviours and appropriate use of screen-based entertainment. 

Yes 

UK physical activity guidelines are used in Scotland Information    UK Department of 
Health and Social Care 

 UK physical activity guidelines (website) 
(Link) 

2.1.a Develop and implement evidence-based, targeted and appropriately funded, 
public education campaigns on the importance of physical activity 

Partial 

See Item 1.1.d  
[see action point 2.14iv in Obesity Route Map – Action Plan] 

  At this stage, the extent to which this framework will be 
implemented is unclear. At a broader population-level, 
initiatives such as the promotion of active travel as the 
norm and tailored social media to encourage the most 
inactive to be more active are part of national strategy: 
[see action point 2.4, 2.14iv in Obesity Route Map – Action 
Plan]. See Smarter Choices, Smarter Place, Transport 
Scotland (Link) 

 

2.1.b Update existing materials, as necessary, to include guidance on physical 
activity throughout the life course 

Yes 
Guidelines in Item 2.1 were last updated in 2011     

2.1.c Disseminate guidance on physical activity to children, carers, school staff and 
health professionals in an accessible manner. Yes 

Advice for being active for children, young children and adults (in Item 2.1) are also 
provided as infographics  

Information    UK Department of 
Health and Social Care 

 Start active, stay active: infographics on 
physical activity (Link) 

2.2 Ensure that adequate facilities are available on school premises and in 
public spaces for physical activity during recreational time for all children 
(including those with disabilities), with the provision of gender-friendly 
spaces where appropriate. 

Yes 

National planning guidelines requiring local authorities to ensure open access of 
community to places of recreational and sports facilities in urban and rural areas.  
Also considered in national plan: physical environment for play, addressing 
neighbourhood safety concerns, positive environments for all (sport, regeneration and 
transport), play in collaboration with third sector [see action point 2.12-2.14i-iii, 2.16, 3.11 
in Prevention of Obesity Route Map – Action Plan] 

Planning 
guidelines 

Scottish Government  Scottish Planning Policy, 2014 (Link) 

2.2.a Provide, in collaboration with other sectors (such as urban planning and 
transportation) and stakeholders, safe facilities, resources and opportunities for all 
children to be physically active during recreational time 

Yes 

The national planning policy and the national obesity strategy identify goals for urban 
planning standards, including city planning for health and green space, for encouraging 
recreational activity, play and active transport  [see action points 2.1, 2.2, 2.3, 2.6, 2.7, 
2.8, 2.9, 2.10, 2.11, 2.16, 4.7  in Obesity Route Map – Action Plan] 

Strategy  Scottish Government National obesity prevention framework, see Link 1 & 2 in 
Item 1.0 
National planning policy, see Link in Item 2.2 

 

3.0 Integrate and strengthen guidance for non-communicable disease 
prevention with current guidance for preconception and antenatal care, 
to reduce the risk of childhood obesity Yes 

As well as the clinical practice guidelines for health professionals outlined in the England 
mapping (Table S2.4), Scotland has guidelines for maternity services. These guidelines 
ensure appropriate antenatal care according to need, provide birth and parenthood 
education for mothers and their partners, and encourage healthy infant feeding through 
UNICEF Baby Friendly status and peer support groups. These standards are currently being 
reviewed and a new five year plan for maternity and neonatal care was released in 2017. 

Service 
guidelines, 
care strategy 

NHS Scotland This policy item is currently under review by Healthcare 
Improvement Scotland, it is unclear if the contribution of 
obesity to non-communicable disease prevention will be 
strong in the new policy.  

Clinical Standards for Maternity Services, 
2005 (Link); The best start: five year plan 
for maternity and neonatal care (Link) 

3.1 Diagnose and manage hyperglycaemia and gestational hypertension. Yes See England Table S2.4. Also see Item 3.0     

3.1.a Ensure that screening for hypertension and hyperglycaemia are included in 
antenatal care 

Yes 
See England Table S2.4. Also see Item 3.0     

3.2 Monitor and manage appropriate gestational weight gain. Yes See England Table S2.4. Also see Item 3.0     

3.2.a Ensure that measurement of weight and gestational weight gain are included 
in antenatal care 

Yes 
See England Table S2.4. Also see Item 3.0     

3.3 Include an additional focus on appropriate nutrition in guidance and 
advice for both prospective mothers and fathers before conception and 
during pregnancy. 

Yes 

Preconception care has a bigger focus in Scotland than in England, but it is still not 
integrated as part of usual care in primary health [see action point 3.9 in Prevention of 
Obesity Route Map – Action Plan] - see link in Item 3.4.a 

    

https://www.communityfoodandhealth.org.uk/
http://www.healthylivingaward.co.uk/index
https://www.communityfoodandhealth.org.uk/
http://www.gov.scot/Resource/0045/00456630.pdf
http://www.healthylivingaward.co.uk/index
http://www.scdc.org.uk/
https://www.nes.scot.nhs.uk/education-and-training/by-theme-initiative/child-health/programme-information/early-years-collaborative.aspx
http://www.maternal-and-early-years.org.uk/topic/background
http://www.legislation.gov.uk/asp/2015/6/contents/enacted
http://www.gov.scot/About/Performance/scotPerforms/partnerstories/Outcomes-Framework
https://www.gov.uk/government/publications/uk-physical-activity-guidelines
https://www.transport.gov.scot/our-approach/active-travel/smarter-choices-smarter-places/
https://www.gov.uk/government/publications/start-active-stay-active-infographics-on-physical-activity
http://www.gov.scot/Resource/0045/00453827.pdf
http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=41779414-3a5b-446f-8307-8d602a541158&version=-1
https://beta.gov.scot/publications/best-start-five-year-forward-plan-maternity-neonatal-care-scotland/pages/8/


3.4 Develop clear guidance and support for the promotion of good 
nutrition, healthy diets and physical activity, and for avoiding the use of 
and exposure to tobacco, alcohol, drugs and other toxins. 

Yes 

See Item 3.4.a. Also see England Table S2.4     

3.4.a Ensure that diet and nutrition counselling is included in antenatal care 

Yes 

Scotland has a developed an education pack which includes maternal nutrition, and 
training to deliver this, as part of national maternal and infant nutrition plan [see action 
points 3.6, 3.7, 3.8, 3.9 in Prevention of Obesity Route Map – Action Plan] 

Information, 
training 

Healthcare 
Improvement 
Scotland, NHS Health 
Scotland, NHS 
Education Scotland 

 Parent Education Programme (Link); 
Improving Maternal and Infant 
Nutrition: A Framework for Action 
(Activities 4.1-4.2) (Link) 

3.4.b Include information on the association between prospective parents’ diet, 
physical activity and health behaviours and the risk of childhood obesity in the 
curriculum of health care providers 

Partial 
See Item 3.3 
Curriculum training to include preconception care, nutrition during pregnancy and infant 
feeding 

Training  Learning & Teaching 
Scotland, NHS Health 
Scotland 

Noted as Actions 1.9 and 1.10 in the Improving Maternal 
and Infant Nutrition: A Framework for Action (Link) 

 

3.4.c Disseminate guidance and provide support for healthy diet and physical 
activity to prospective parents whom preconception or antenatal care may not 
reach 

Partial 
See Item 3.3     

4.0 Provide guidance on and support for healthy diet, sleep and physical 
activity in early childhood to ensure children grow appropriately and 
develop healthy habits 

Partial 

The items associated with this Recommendation are multi-component, see each item and 
strategy for policy items associated with this recommendation 

    

4.1 Enforce regulatory measures such as The International Code of 
Marketing of Breastmilk Substitutes and subsequent World Health 
Assembly resolutions 

Partial 

Some of these items are covered under UK law, see England - Table S2.4.  
Also, Scotland has specific rules about upholding the Code in all public sector 
organisations and product use in Scotland.  

Adoption  NHS Boards, Scottish 
Government, Food 
Standards Scotland 

Actions 3.2 and 3.3 in Improving Maternal and Infant 
Nutrition: A Framework for Action (Link) 

 

4.1.a Ensure that legislation and regulations on the marketing of breast-milk 
substitutes adhere to all the provisions in the International Code of Marketing of 
Breast-milk Substitutes and subsequent related Health Assembly resolutions. 

No 
[see action point 3.5 in Obesity Route Map – Action Plan] 
Also, see England - Table S2.4. 

    

4.2 Ensure all maternity facilities fully practice the Ten Steps to Successful 
Breastfeeding 

Yes 

All maternity services (including community settings) in Scotland have achieved or are 
working towards achieving accreditation of BFHI, this is part of the national maternal and 
infant nutrition strategy. Curriculum for all midwives and public health nursing training in 
Scotland to include awareness of BFHI courses and accreditation process.  
Health promoting health services [see action point 4.5 in Prevention of Obesity Route Map 
– Action Plan] 

Accreditation, 
training, 
curriculum 

NHS Boards See Actions 2.0 - 2.3 in  Improving Maternal and Infant 
Nutrition: A Framework for Action (Link) 

 

4.2.a Establish regulations for all maternity facilities to practice the Ten Steps to 
Successful Breastfeeding. Build or enhance assessment systems to regularly verify 
maternity facilities’ adherence. 

Yes 
Not a statutory regulation, but a directive for all NHS Boards to comply with, see Item 4.2     

4.3 Promote the benefits of breastfeeding for mother and child through 
broad based education to parents and the community at large Yes 

Law to protect breastfeeding in public and a range of supportive programs for women and 
health workers [see action point 3.2, 3.5, 3.6 in Prevention of Obesity Route Map – Action 
Plan] 

Law, program NHS Health Scotland Breastfeeding protection law (Link); Improving Maternal 
and Infant Nutrition: A Framework for Action, Activity 5.5 
(Link) 

 

4.3.a Include information on the benefits of breastfeeding for promoting 
appropriate infant growth, health and reducing the risk of childhood obesity in 
guidance for parents and public communications 

Yes 
This information is part of the new five year plan for maternal and infant care; it is also 
information that is provided to parents as part of usual care.  

  Service model (Link); Parent information (Link)  

4.4 Support mothers to breastfeed, through regulatory measures such as 
maternity leave, facilities and time for breastfeeding in the work place 

Partial 

It is an offence in Scotland to prevent a child from receiving breastmilk, this includes 
preventing breastfeeding in public.  
See Item 4.3 as this measure is further addressed in Scottish policy [see action point 3.5 in 
Obesity Route Map – Action Plan] 
Also, see England - Table S2.4 for workplace regulation and maternity leave.  

Act   Scottish Government  Breastfeeding etc. (Scotland) Act 2005 
(Link) 

4.4.a Ratify ILO Convention 183 and enact legislation mandating all the provisions of 
ILO Recommendation 191 on maternity leave and provision of time and facilities in 
the work place for breastfeeding 

No 

See England - Table S2.4.    Also see Item 4.3 as this measure is further addressed in 
Scottish policy [see action point 3.5 in Obesity Route Map – 
Action Plan]. While actions are happening in this space, the 
ILO Convention 183 has not been ratified.  

 

4.5 Develop regulations on the marketing of complementary foods and 
beverages, in line with WHO recommendations, to limit the consumption of 
foods and beverages high in fat, sugar and salt by infants and young 
children. 

Partial 

See England - Table S2.4. Also see Item 4.3 as this measure is further addressed in Scottish 
policy [see action point 3.5 in Obesity Route Map – Action Plan] 

    

4.5.a Assess the impact of legislation, regulations and guidelines to address the 
marketing of complementary foods for infants and young children, where required No 

See England - Table S2.4. Also see Item 4.3 as this measure is further addressed in Scottish 
policy [see action point 3.5 in Obesity Route Map – Action Plan] 

    

4.5.b Adopt and implement effective measures, such as legislation or regulation, to 
restrict the inappropriate marketing of complementary foods for infants and young 
children 

No 
See England - Table S2.4. Also see Item 4.3 as this measure is further addressed in Scottish 
policy [see action point 3.5 in Obesity Route Map – Action Plan] 

    

4.5.c Establish mechanisms to enforce effectively and monitor implementation of 
legislation or regulation on the marketing of complementary foods for infants and 
young children 

No 
See England - Table S2.4. Also see Item 4.3 as this measure is further addressed in Scottish 
policy [see action point 3.5 in Obesity Route Map – Action Plan] 

    

4.6 Provide clear guidance and support to caregivers to avoid specific 
categories of foods (e.g. sugar sweetened milks and fruit juices or energy-
dense, nutrient-poor foods) for the prevention of excess weight gain. 

Yes 

See Item 4.8.a     

4.7 Provide clear guidance and support to caregivers to encourage the 
consumption of a wide variety of healthy foods Yes 

See Item 4.8.a     

4.8 Provide guidance to caregivers on appropriate nutrition, diet and 
portion size for this age group. 

Yes 
See Item 4.8.a     

http://www.healthcareimprovementscotland.org/our_work/reproductive,_maternal_child/parent_education.aspx
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.legislation.gov.uk/asp/2005/1/section/4
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
https://beta.gov.scot/publications/best-start-five-year-forward-plan-maternity-neonatal-care-scotland/pages/8/
http://www.parentclub.scot/
http://www.legislation.gov.uk/asp/2005/1/section/4


4.8.a Include the following in guidance on infant and young child feeding: • (1) the 
introduction of appropriate complementary foods, avoiding the use of added sugar 
or sweeteners; (2) responsive feeding to encourage infants and young children to 
eat a wide variety of healthy foods; (3) which foods and beverages high in sugar, fat 
and salt should not be given to infants and young children; (4) appropriate portion 
sizes for children of different ages. 

Yes 

All included in the guidelines for early years services and are referred to as part of the 
larger national healthy eating and activity strategy and the maternal and infant nutrition 
framework and a website to support early years workers [see action point 3.2 in 
Prevention of Obesity Route Map – Action Plan] 

Guidelines  Scottish Government  For nutrition guidelines, see Item 4.9; For workforce 
website see Item 4.8.b 

Healthy Eating, Active Living (2008-2011) 
(Link) ; Improving Maternal and Infant 
Nutrition: A Framework for Action (Link) 

4.8.b Train community health workers or peer support groups to support 
appropriate complementary feeding 

Yes 
Website available for all workers or groups that support parents and children in the early 
years [see action point 3.8 in Prevention of Obesity Route Map – Action Plan] 

Information    Scottish Government; 
NHS Health Scotland 

The uptake of this training to date or planned into the 
future is limited 

Maternal and Early Years for early years 
workers (website) (Link) 

4.9 Ensure only healthy foods, beverages and snacks are served in formal 
child-care settings or institutions. Yes 

Laws and regulations require standards of care to be met, these are inspected to ensure 
standards are being met [see action point 3.10 in Prevention of Obesity Route Map – 
Action Plan] 

Monitoring 
and 
compliance 

Care Inspectorate, 
Education Scotland 

 National Care Standards: Early Education 
and Childcare up to the age of 16 (Link) 

4.9.a Set mandatory nutrition standards for foods and beverages provided 
(including meals) or sold (including vending machines and school shops) in public 
and private child-care settings or institutions 

Yes 
Guidelines for meeting standards have been developed Guidelines  NHS Scotland  Setting the Table: Nutritional guidance 

and food standards for early years 
childcare providers in Scotland (Link) 

4.9.b Implement such food laws, regulations and standards into catering services for 
existing child-care and other relevant settings Yes 

Act and regulations require minimum standards of care Act, 
regulations 

Scottish Government   Regulation of Care (Scotland) Act 2001 
(Link) 

4.10 Ensure food education and understanding are incorporated into the 
curriculum in formal child-care settings or institutions. Yes 

See Item 4.9.a     

4.10.a Develop nutrition, food and health education curricula jointly between 
education and health sectors. Train teachers in curriculum delivery Yes 

Scotland is investing in skills and training in the ECEC sector. Also, see Item 4.9.a Workforce 
training 

Skills Development 
Scotland, Scottish 
Government 

 Skills Investment Plan: Prospectus. For 
Scotland's early learning and childcare 
sector (Link) 

4.10.b Integrate nutrition and health education components, including practical 
skills, developed in collaboration with the education sector, into the core curriculum Yes 

See Item 4.9.a     

4.11 Ensure physical activity is incorporated into the daily routine and 
curriculum in formal child-care settings or institutions. Partial 

See Item 4.9.a [see action point 3.12 in Prevention of Obesity Route Map – Action Plan] – 
this item has not been fully implemented to date 

  National Care Standards (Link) do include standards for 
effective use of space for paly, and opportunities for sleep 
and energetic play 

 

4.11.a Set standards for physical activity in child-care settings No While national standards of care exist (see Item 4.11), there is no guidance for physical 
activity like there is for nutrition (see Item 4.9.a)  

    

4.11.b Provide guidance to carers on the provision of safe and developmentally-
appropriate physical activity, active play and active recreation for all children Yes 

See Item 4.11     

4.12 Provide guidance on appropriate sleep time, sedentary or screen-time 
and physical activity or active play for the 2–5 years of age group. Partial 

While there is guidance on physical activity, there is not for sleep time or screen time. 
While these guidelines exist, guidance for their implementation in childcare settings does 
not.   

  Physical activity guidelines for early years (under 5s): for 
infants who are not yet walking (Link); for children who are 
capable of walking (Link) 

 

4.12.a Develop guidance on physical activity for children under 5 years of age, 
including age-appropriate activities and ideas to support and encourage 
participation in physical activity at home and in the community all year round 

Yes 
See Item 4.9.a (based on UK physical activity guidelines, see Item 2.1)     

4.12.b Develop guidelines on appropriate sleep time and use of screen-based 
entertainment by children and adolescents (see recommendation 2.1) and ideas to 
avoid sedentary activities, including avoiding excessive screen-time, and to model 
regular physical activities for families 

Partial 

See Item 4.9.a (based on UK physical activity guidelines, see Item 2.1, sleep guidance is 
limited here). Scotland has a website for parents, with information of healthy growth and 
development (including sleep) in the early years 

Information     This website is the online version of materials provided to 
parents in antenatal care: Ready Steady Baby! And Ready 
Steady Toddler 

Parent Club (website) (Link) 

4.13 Engage the whole-of-the community to support caregivers and child-
care settings to promote healthy lifestyles for young children. Partial 

Two websites exist to support parents of young children and early years workers Information    NHS Health Scotland Passive dissemination, engagement is limited Parent Club (website) (Link); Maternal 
and Early Years: for early years workers 
(website) (Link) 

4.13.a Conduct public awareness campaigns and disseminate information to 
increase awareness of the consequences of childhood obesity Yes 

See Item 1.1.a     

4.13.b Promote the benefits of physical activity for both carers and children through 
broad based education to carers and the community at large Yes 

See Item 2.1.a     

4.13.c Promote communication and community participation to raise awareness 
and create an enabling environment and social demand for policy action to improve 
diet and physical activity in children 

Yes 

National consultation for the next phase of the national obesity prevention strategy Public 
consultation 

Scottish Government  A healthier future - action and ambitions 
on diet, activity and healthy weight (Link 
to website; Link to  consultation 
document) 

4.13.d Identify community champions/leaders/civil society organizations to work 
with, and ensure community representation 

Partial  

The need for these actors is recognised in the expert group working on the Child Healthy 
Weight Programme 

Report  Scottish Public Health 
Network (ScotPHN) 

Yet to be implemented Report of the Scottish Public Health 
Obesity Special Interest Group: Expert 
Group on the Development of the Child 
Healthy Weight Programme in Scotland 
(Link) 

6.0 Provide family-based, multicomponent services on lifestyle weight 
management for children and young people who are obese - 

Only one item within this recommendation (below) has applications for the prevention of 
childhood obesity 

    

6.1.b Align services with existing clinical guidelines and clearly configure the roles of 
primary health care providers for effective multidisciplinary work 

Yes 

The overarching policy guidance is the Getting it Right for Every Child is underpinned by a 
child and young person Act. The policy links clinical guidelines with service delivery, child 
monitoring and reporting, information sharing, etc. It links to maternal and infant 
nutrition policy and the goals for monitoring progress on obesity indicators [see action 
point 3.2, 3.3, 4.5 in Prevention of Obesity Route Map – Action Plan] 

Act, 
framework 

Scottish Government See Improving Maternal and Infant Nutrition: A Framework 
for Action (Link) 

Children and Young People (Scotland) 
Act, 2014 (Link); Getting it right for every 
child (GIRFEC) (website) (Link); 
Monitoring Progress for the Prevention 
of Obesity Route Map (Link) 

*Not all the WHO ECO Implementation Plan items and strategies have been included in this table as these either do not affect children in the early years or they are focused on the treatment of overweight and obesity rather than prevention. 
^ There is an overlap between Item 1.8 (including 1.8.a-b) and Item 4.9 (including 4.9.a-b). To distinguish, this study considered only childcare and early education settings for Item 4.9 and focused on other settings young children occupy in Item 1.8 with a particular focus on 
government controlled settings (e.g. transport hubs), but also engagement with the private sector (e.g. event facilities).  

http://www.gov.scot/Resource/Doc/228860/0061963.pdf
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.maternal-and-early-years.org.uk/topic/background
http://www.gov.scot/resource/doc/37432/0010250.pdf
http://www.healthscotland.com/uploads/documents/21130-Setting%20the%20Table%20Nutritional%20Guidance%20and%20Food%20Standards.pdf
http://www.legislation.gov.uk/asp/2001/8/contents
http://www.skillsdevelopmentscotland.co.uk/media/43127/early-learning-and-childcare-sip-digital.pdf
http://www.gov.scot/resource/doc/37432/0010250.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/213737/dh_128142.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/213738/dh_128143.pdf
http://www.parentclub.scot/
http://www.parentclub.scot/
http://www.maternal-and-early-years.org.uk/topic/background
https://consult.gov.scot/health-and-social-care/a-healthier-future/
https://consult.gov.scot/health-and-social-care/a-healthier-future/user_uploads/00526543.pdf
https://www.scotphn.net/wp-content/uploads/2015/09/2015_01_29_CHW_Report_to_Scottish_Government_Final.pdf
http://www.gov.scot/Resource/Doc/337658/0110855.pdf
http://www.legislation.gov.uk/asp/2014/8/contents/enacted
http://www.gov.scot/Topics/People/Young-People/gettingitright?_ga=2.155329147.156194079.1518046131-1441478314.1517095287
http://www.gov.scot/Publications/2017/11/1691
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Appendix 3.2 Chapter 4 supplementary materials  

The following 9 pages contain the supplementary materials for Chapter 4, as per the paper cited below:   

Esdaile EK, Rissel C, Baur LA, Wen LM, Gillespie J. Intergovernmental policy opportunities for 

childhood obesity prevention in Australia: Perspectives from senior officials. PLOS ONE. 2022; 17(4): 

e0267701. https://doi.org/10.1371/journal.pone.0267701 

This is an open access article distributed under the terms of the Creative Commons Attribution License, 

which permits unrestricted use, distribution, and reproduction in any medium, provided the original author 

and source are credited. 

 

https://doi.org/10.1371/journal.pone.0267701


S1 File. Introduction: Background 

Additional information on Australian intergovernmental forums 

Australian intergovernmental policy making rested with 11 COAG Councils. The two relevant for the 

early prevention of obesity in childhood include the COAG Health Council (CHC) and the COAG 

Education Council [1], see Fig 1 in main text. The COAG Health/Education Councils are comprised of 

health/education ministers from all jurisdictions, with several subordinate working groups 

underneath comprised of government executive and senior health/education bureaucrats. The Early 

Childhood Education and Care (ECEC) sector is a key setting for interventions aimed at children 

before they begin school, as approximately 57% of Australian children (from birth to five years) 

usually attended care [2]. The ECEC sector is regulated nationally through the National Quality 

Framework (NQF) by an independent authority whose board reports directly to the COAG Education 

Council (see Link). The NQF is monitored and promoted through state and territory education 

departments (except WA, communities department), whose assessors report on the extent ECEC 

services are meeting the NQF Standards.  

The federalisation of food policy in Australia was driven by commercial concerns – the need for 

consistent regulation to encourage national (and then trans-Tasman) markets for food. Public health 

was a secondary concern. In 1991 the states referred their powers over food regulation to a new 

federal National Food Authority, unifying food standards nationally for the first time. In 1996 Food 

Standards Australia New Zealand (FSANZ) was formed, governed by a Council of ministers 

representing the Commonwealth government, each of the states and territories, and New Zealand 

[3]. All FSANZ decisions on standards must be approved through the Australia & New Zealand 

Ministerial Forum on Food Regulation (the Forum), which separated out from COAG in 2015. The 

Forum upholds the Food Standards Code which covers general standards (including requirements for 

labelling), food product standards (e.g. composition of infant formula) and safety standards. The 

Forum membership includes Australian national, state and territory, and New Zealand food ministers 

and their respective department representatives (senior departmental officials) in the Food 

Regulation Standing Committee (FRSC) (see Fig 1 in text). Ministers from all jurisdictions have veto 

powers in the Forum. Unlike the CHC, where the role of Chair is shared among the jurisdictions, the 

Forum is always Chaired by the Commonwealth minister (for a detailed timeline of the history of 

FSANZ, see Link). After FSANZ was moved out of the COAG institutional structure the Health and 

Food Collaboration was established to maintain a connection between FSANZ and the COAG Health 

Council.  

Another voluntary action, the Healthy Food Partnership, was established to foster engagement 

between government, public health, and the food industry. It has three work areas: food 

reformulation, portion size and food service (Fig 1). While it is being led by the Commonwealth 

Health Department and has a jurisdictional liaison group, it is not an intergovernmental forum. The 

Healthy Food Partnership has not made any public communications since late 2018 (for more 

information about the Healthy Food Partnership, see Link).  

 

 

 

https://www.acecqa.gov.au/what-we-do
https://foodregulation.gov.au/internet/fr/publishing.nsf/Content/history-and-governance
https://www1.health.gov.au/internet/main/publishing.nsf/Content/Healthy-Food-Partnership-Home


Additional information on national obesity prevention activities 2016-2019  

The National Childhood Obesity Prevention Project was announced at the COAG Health Council 

October 2016 meeting, in response to the end of the NPAPH. The primary body of work under this 

project was called Reduce Children’s Exposure to Unhealthy Food and Drink (which we refer to as 

Food & Drink Reform in this study). Queensland, a resources-driven and therefore economically 

powerful jurisdiction [4,5], led the coordination of this project through the Obesity Working Group. 

Membership includes health department bureaucrats from all jurisdictions, see Fig 1. The Food & 

Drink Reform sought collective action to limit both availability and promotion of unhealthy food to 

children, focused on options available to jurisdictions, across five actions. Three of the actions were 

settings-based, healthy food and drink offerings and promotion in school, health, and sport and 

recreation settings. The CHC released joint statements with the COAG Education Council and 

Meeting of Sport and Recreation Ministers to harmonise nationally consistent guidelines across 

sectors in 2018.  

The fourth Food & Drink Reform action was about food promotion (excluding broadcast/digital 

media); where foods can be promoted (within government-controlled settings) and a scheme to 

identify what foods can be promoted in those settings. An interim guide has been produced to 

ensure national consistency as jurisdictions implement food promotion policies in government-

controlled settings. The identification scheme is linked to work to update the definition of 

‘discretionary choices’, defined in the Australian Dietary Guidelines in 2013 [6], sitting with the final 

action of the Food & Drink Reform. The fifth program of the Food & Drink Reform project, led by the 

Commonwealth Health Department, was the use of the food regulation system to reduce unhealthy 

food and drink exposure to children. It focused on a guide for nationally consistent roll out of menu 

board labelling legislation and a review of the term ‘discretionary choices’ to support the fourth 

program.  

In 2017 food ministers announced new FSANZ priorities. While maintaining commitment to food 

safety, the first additional priority was to support public health objectives for chronic disease 

prevention [7] and in 2018 another additional priority that the food regulatory system be responsive 

through ‘best practice regulatory approaches’ was added [8]. 

The Select Sente Inquiry into the Obesity Epidemic in Australia (Senate Inquiry) ran between May-

December 2018, submissions were made by the Western Australian, Tasmanian, Northern Territory 

and Australian Capital Territory Governments as well as the Commonwealth Health Department. The 

Senate Inquiry was led by the Australian Greens Party, a minor left party.  

The final report of the Senate Inquiry made 22 recommendations, eight of these related to 

establishing a funded National Obesity Taskforce with “representatives from all knowledge sectors” 

across all levels of government and sit within the Commonwealth Health Department [9]. Its 

recommended tasks included the development of a national obesity strategy and national childhood 

obesity strategy, national education campaigns, national physical activity strategy (but no 

recommendation for a national food and nutrition strategy), and funding for the development and 

implementation of evidence-based community prevention programs. [9]. It also recommended 

Australia’s food system including guidelines review, food labelling, menu board labelling, 

reformulation, tax on sugar-sweetened beverages, and marketing of discretionary choices.  

The recommendations of the Senate Inquiry final report reflected much of the state and territory 

government submissions to the inquiry. The inquiry chair, from a minor party, authored the final 



report. The Dissenting Reports by the Government and Opposition made clear that many of these 

recommendations were not a priority for either major national party. Consequently, there has not 

been much traction on the recommendations of the Senate Inquiry final report. The lack of 

Commonwealth response to the Senate Inquiry, and following the goodwill developed through the 

Food & Drink Reform, drove further subnational action. The COAG Health Council Obesity Working 

Group announced in 2018 they would develop a National Obesity Strategy (see Fig. 1 in main text).  

The National Obesity Strategy commenced with a National Obesity Summit in February 2019, co-

hosted by the Queensland Health Minister and the Commonwealth Sports Minister (not the Health 

Minister). Senior health department officials from multiple jurisdictions presented at the Summit, 

with attendance from representatives from government, public health, academia, and industry. 

Recommendations of the National Obesity Summit included: recognising the critical period for 

intervention from pregnancy through early childhood; restrictions on food marketing as a key area 

across all jurisdictions; the development of a national physical activity plan; establishing a statutory 

body to invest in long-term strategies, such as a national food and nutrition policy [10].  

At the time of data collection, a public consultation for the draft National Obesity Strategy was being 

developed (by the Obesity Working Group) as was a draft of the National Prevention Strategy (led by 

the Commonwealth Health Department).  
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S2 File. Supporting information for methods 

A recent systematic review sought to establish standardised protocols for reporting reproducibility in 

the field of qualitative research [1]. The review identified twelve transparency criteria for qualitative 

studies. It also identified that those twelve criteria were not equally applicable across different types 

of study design and identified three types of study reproducibility – exact, empirical, and conceptual 

[1]. Of the twelve criteria identified in total, seven were applicable for empirical studies such as this. 

These seven criteria were used to develop a reproducibility reporting protocol for this study and are 

described in the table below with details of where to find the relevant information in the 

submission.  

Table: transparency criteria, descriptions of criteria being met, location of information in submission 

Transparency criterion [1] Description of criterion being met [1] Information location 

Criterion 1: kind of 
qualitative method 

“The authors clearly identify the type of 
qualitative research approach they 
adopted” [1] (p.1299) 

The first sentence of methods 
section identified this as a 
qualitative case study.  

Criterion 6: documenting 
interactions with 
participants 

“The authors describe how each 
interaction was documented and the 
associated content” [1] (p.1299)  

Below in S2 File Part A. 

Criterion 7: saturation 
point  

“The authors describe the precise criteria 
used to conclude that they have reached 
theoretical saturation” [1] (p.1299) 

Participant selection and 
recruitment in the methods 
section. 

Criterion 8: unexpected 
opportunities, challenges 
and other events 

“The authors describe any unexpected 
opportunities, challenges, and other 
events, how they were handled, and their 
impact on substantive conclusions” [1] 
(p.1299) 

There were no unexpected 
opportunities, challenges or other 
events to report and so these types 
of events had no impact on the 
study.  

Criterion 9: management 
of power imbalance  

“The authors describe specific strategies 
used to address power imbalance with 
specific participants” [1] (p.1300) 

Below in S2 File Part A.  

Criterion 10: data coding 
and first-order codes 

“The authors describe the first- order 
coding methodology and present the full 
code list” [1] (p.1300) 

Data collection and analysis in 
methods section and S2 File Part B, 
under Analysis Framework. 

Criterion 11: data analysis 
and second- or higher-
order codes 

“The authors describe the second-order 
coding methodology and present the full 
code list” [1] (p.1300) 

Data collection and analysis in 
methods section and S2 File Part B, 
under Analysis Framework. 

 

 

Part A) Additional information for Participant selection and recruitment section in Methods 

The process for interacting with participants was articulated in the approved ethics submission 
and documented as follows:  

Each participant was sent an email describing the study, why they were being invited, and provided 
the Participant Information Sheet (PIS) and Consent Form along with the contact details of EE and 
The University of Sydney ethics office. Up to three emails were sent before the next potential 
participant from the same jurisdiction was contacted. Date and time of email, and number of emails 
sent were noted in an Excel spreadsheet (stored on a password protected secure server). Once the 
participant agreed to participate emails or phone calls were used to arrange a time for the 
interviews. The date and type of interaction (email/phone), and any queries or issues and solutions 



were noted in the spreadsheet. All participants sent their signed Consent Form prior to interviews. 
All interviews were undertaken over the phone, audio recorded. The date and duration of interview 
were noted in the spreadsheet along with any notes for follow-up. After the interviews were 
transcribed, and email was sent to each participant offering an opportunity to review the transcribed 
interview before analysis was undertaken, which also reiterated protocols of study withdrawal. 
These emails/calls were also noted in the spreadsheet.  

This item relates to transparency criterion 6: documenting interactions with participants [1].  

 

 

Management of perceived coercion or potential for power imbalance:  

In order to minimise the potential for power imbalance the following clauses were included in the 

Participant Information Sheet:  

Being in this study is completely voluntary and you do not have to take part. Your decision 

whether to participate will not affect your current or future relationship with the 

researchers or anyone else at the University of Sydney.  

During the interview, you are free to stop the interview at any time. Unless you say that 

you want us to keep them, any recordings will be erased and the information you have 

provided will not be included in the study results, up to the point that we have analysed 

and/ or published the results. You may also refuse to answer any questions that you do 

not wish to answer during the interview.  

If you decide to take part in the study and then change your mind later, you are free to 

withdraw at any time. There are no consequences for withdrawing from this study. You 

can withdraw by sending an email to researcher Emma Esdaile at [EMAIL ADDRESSS] with 

your full name and a short statement that you would like to withdraw from the study. 

Please let us know at the time when you withdraw what you would like us to do with the 

information we have collected about you up to that point (e.g. give permission to use data 

already provided so far or remove all your information from our study records)… 

Research involving humans in Australia is reviewed by an independent group of people 

called a Human Research Ethics Committee (HREC). The ethical aspects of this study have 

been approved by the HREC of the University of Sydney [Project Number: 2017/507]. As 

part of this process, we have agreed to carry out the study according to the National 

Statement on Ethical Conduct in Human Research (2007). This statement has been 

developed to protect people who agree to take part in research studies.  

If you feel you need any additional supportive counselling services please make contact 

with an appropriate counselling service, such as Lifeline Australia on 13 11 14.  

If you are concerned about the way this study is being conducted or you wish to make a 

complaint to someone independent from the study, please contact the university using the 

details outlined below. Please quote the study title and protocol number. 

This information was reiterated at the beginning of each interview and included in the follow-up 
email sent after the interview about the participants reviewing their interview transcripts.  

This item relates to transparency criterion 9: management of power imbalance [1].  

 

 



Part B: Additional information for Data collection and analysis in Methods 

DOCUMENT ANALYSIS TO INFORM INTERVIEWS AND INTERPRET FINDINGS  

Intergovernmental websites and identified reports, documents, and communiques 

COAG Health Council www.coaghealthcouncil.gov.au  

- Health Ministers Communiques (10 during the study period)  

- Announcements (none were relevant to early childhood obesity prevention)  

- Reports on Childhood Obesity: Food & Drink Reform project 

o National Interim Guide to Reduce Children’s Exposure to Unhealthy Food and Drink 

Promotion (endorsed in 2018)  

o Joint statement by Health Ministers and the Meeting of Sport and Recreation 

Ministers ‘healthy habits by keeping kids active and ahead of the game’ (interim 

statement, endorsed in 2019) 

o Goals, principles and recommended nutritional standards for food and drink choices 

in public sector healthcare settings (the interim guide, which was endorsed in 2020)  

o Good Practice Guide endorsed by Education and Health Ministers (and joint 

statement)  

- Australian National Breastfeeding Strategy: 2019 and beyond  

COAG Education Council www.educationcouncil.edu.au  

- Education Ministers Communiques (13 during the study period)  

- Joint statements from Food & Drink Reform project (covered under COAG Health Council 

documents)  

- Review of the Australian Children’s Education & Care Quality Authority (independent 

regulator of the early childhood education and care sector)  

Meeting of Sport and Recreation Ministers (MSRM)  Australian Department of Health > Sport  

- Sport and Recreation Ministers Communiques (4 during the study period)  

Food Standards Australia New Zealand (FSANZ) www.foodstandards.gov.au 

- Food Ministers Communiques (six during study period)  

- Australian food regulation priorities 2017-2021 

- Food Standards Code  

- Labelling Review: Labelling Logic report (released in 2016, but published in 2011)  

o Recommendation 12 (added sugars, fats or vegetable oils)  

o Recommendation 13 (mandatory declaration of trans-fats) 

o Recommendation 20 (revision of Standard 1.2.7, health claims) 

National websites 

Commonwealth Department of Health  

- National Obesity Summit Overweight and Obesity  

o Presentations at the National Obesity Summit (15 February 2019)  

o Summary of Proceedings  

o Summit Program  

- National Obesity Strategy Consultation > National Obesity Strategy 

http://www.coaghealthcouncil.gov.au/
http://www.educationcouncil.edu.au/
https://www1.health.gov.au/internet/main/publishing.nsf/Content/sports-publications
http://www.foodstandards.gov.au/
https://www1.health.gov.au/internet/main/publishing.nsf/Content/Overweight-and-Obesity
https://consultations.health.gov.au/population-health-and-sport-division/national-obesity-strategy/


o Evidence Review by Sax Institute:  Population level strategies to support healthy 

weight (2019) 

o Evidence Review by Sax Institute: Addressing the social and commercial 

determinants of healthy weight (2019) 

o NOS consultation paper (2019)  

o NOS Consultation Report (2020)  

- Independent review of the Marketing in Australia of Infant Formula (MAIF) Complaints 

Handling Process Maternal and Infant Health > MAIF 

National Health and Medical Research Council (NHMRC)  

- Nutrition NHMRC > Nutrition 

o Review of the 2013 Australian Dietary Guidelines 

o Discretionary Food and Drinks Review  

▪ Discretionary Foods and Drinks Expert Working Group NHMRC > DFaD 

Working Group  

Health Star Rating http://www.healthstarrating.gov.au (supported by FSANZ) 

- Review of the progress of implementation after two years (27 June 2014 to 26 June 2016) 

Australian Senate: Select Committee into the Obesity Epidemic in Australia Australian Parliament 

House > Senate Committee  

- Submissions by Australian Capital Territory, Tasmania, Northern Territory, and Western 

Australia Governments, and Commonwealth Health Department  

- Senate Inquiry final report  

The Healthy Food Partnership website  

- Working groups  

- Communiques  

Australian Association of National Advertisers (AANA) www.aana.com.au  

- Children’s Advertising Code  

- Food & Beverage Advertising Code (2019)  

Australian Food & Grocery Council (AFGC) www.afgc.org.au  

- Two voluntary initiatives:  

o Responsible Children’s Marketing Initiative (RCMI)  

o Quick Service Restaurant Initiative for Responsible Advertising and Marketing (QSRI)  

- Note: RCMI & QSRI officially transferred over to AANA authority from 1 July 2020 

(complaints handled by Ad Standards) 
 

 

Framework for document analysis  

 

 Political nature of (early 
childhood) obesity  

Features of the 
political system  

Institutional 
considerations  

Actions for (early 
childhood) obesity  

Document 1     

Document 2     

…     

https://www1.health.gov.au/internet/main/publishing.nsf/Content/review-effective-infant-formula
https://www.nhmrc.gov.au/health-advice/nutrition
https://www.nhmrc.gov.au/health-advice/nutrition/discretionary-foods-and-drinks-expert-working-group
https://www.nhmrc.gov.au/health-advice/nutrition/discretionary-foods-and-drinks-expert-working-group
http://www.healthstarrating.gov.au/
http://www.aph.gov.au/Parliamentary_Business/Committees/Senate/Obesity_epidemic_in_Australia
http://www.aph.gov.au/Parliamentary_Business/Committees/Senate/Obesity_epidemic_in_Australia
https://www1.health.gov.au/internet/main/publishing.nsf/Content/Healthy-Food-Partnership-Home
http://www.aana.com.au/
http://www.afgc.org.au/


Semi-structured interview tool 

This study is interested in the ways jurisdictions interact in the obesity prevention space under 

Australia’s federated system. It will focus on the period from when the National Partnership 

Agreement on Preventive Health (NPAPH) ended until now. As well as policies which relate to the 

general population, this study would also like to highlight key areas for obesity prevention in early 

childhood (from conception until children enter school).  

1. Can you reflect on the NPAPH and tell me what worked/what could be improved?  

• Prompt: Can you tell me about the NPAPH governance mechanisms?  

• Prompt: did jurisdictions establish communication networks, share experiences or coordinate action? 

• Prompt: can you tell me about the performance indicators used? 

2. What effect did the NPAPH have on broader environmental and structural considerations?   

• Prompt: What effect did it have on policies about broader environmental issues, e.g. food or physical 

activity environment?  

• Prompt: Were there permanent structural changes to intergovernmental relations?  

3. Since the end of the NPAPH are you in contact with your counterparts in other jurisdictions? Do 

you collaborate on obesity prevention?  

• Formal mechanisms (prompt: e.g. CHC or the Forum; other working groups)  

• Informal mechanisms (prompt: relationships between colleagues/ position equivalents in health 

departments in other jurisdictions)  

4. What lessons can be learned from the NPAPH for the newly agreed COAG-led obesity strategy?  

• Prompt: what HCI programs have continued since the NPAPH in [jurisdiction]?  

5. From a health department perspective, what are the key priorities for [Jurisdiction] in a national 

obesity strategy?   

• Prompt: Leadership, autonomy, funding, COAG collaboration, supportive communication structures, 

clear guidelines about consistent engagement with the commercial sector +/- industry  

6. Can you tell me about COAG Health Council projects happening in this space?  

• Prompt: CHC Food & Drink Reform 

7. Are there any projects for obesity prevention in the food regulation system?  

• Prompt: are there any issues with food regulation in the early childhood space?  

8. Are there any strategies that you think should be implemented by the Commonwealth 

government to address childhood obesity?   

• Prompt:  Regulation, Guidelines, Fiscal, etc. For example: a SSB levy; taxes; marketing regulation (e.g. 

mandatory rules around marketing of breastmilk substitutes, complementary foods and advertising to 

children); special food status for foods intended specifically for young children, e.g. RTU products;  

• Prompt: national plans for nutrition, physical activity, obesity  

 

 

 

 

 

 



Analysis Framework  

First order coding: The four initial codes that were used to categorise data and facilitate analysis 
were based on previous research by Head [2]. These were the political nature of obesity (early 
childhood), features of the political systems, institutional considerations, actions for obesity (early 
childhood). To facilitate second-order coding and study interpretation, the coding was separated out 
into intergovernmental obesity prevention venues including COAG Health Council food and drink 
reform, and national obesity strategy, The Forum (food regulation), and other. Below are the 
extraction tables for the first order coding. This item relates to transparency criterion 10 [1].  

Second order coding: Was undertaken in the form of pattern coding [3]. This item relates to 
transparency criterion 11 [1].  

 

Extraction tables for first order coding  

COAG Health Council – Food and Drink Reform 

 Political nature of (early 
childhood) obesity  

Features of the 
political system  

Institutional 
considerations  

Actions for (early 
childhood) obesity  

P1s     

…     

P10s     

 

COAG Health Council – National Obesity Strategy  

 Political nature of (early 
childhood) obesity  

Features of the 
political system  

Institutional 
considerations  

Actions for (early 
childhood) obesity  

P1s     

…     

P10s     

 

The Forum – food regulation  

 Political nature of (early 
childhood) obesity  

Features of the 
political system  

Institutional 
considerations  

Actions for (early 
childhood) obesity  

P1s     

…     

P10s     

 

Other relevant national policy areas (e.g. other forums, or Commonwealth-only areas)  
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Appendix 3.3 Chapter 5 supplementary materials  

The following 82 pages contain the supplementary materials for Chapter 5, as per the paper cited below:   

Esdaile EK, Gillespie J, Baur LA, Wen LM, Rissel C. Australian state and territory eclectic approaches 

to obesity prevention in the early years: Policy mapping and perspectives of senior health officials. 

Frontiers in Public Health. 2022; 10:781801. https://doi.org/10.3389/fpubh.2022.781801 

This is an open access article distributed under the terms of the Creative Commons Attribution License, 

which permits unrestricted use, distribution, and reproduction in any medium, provided the original author 

and source are credited. 
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1.1 Table: Key demographic and socioeconomic indicators by state and territory 

2016 – 2018 ACT NSW NT Qld SA Tas Vic WA 

Population (1)                 

Total   397,397 7,480,228 228,833 4,703,193 1,676,653 509,965 5,926,624 2,747,410 

Aboriginal and/or Torres Strait Islander  

(% of jurisdiction) 
6508 (1.6%) 

216,176 

(2.9%) 

58,248 

(25.5%) 

186,482 

(4.0%) 

34,184 

(2.0%) 

23,572  

(4.6%) 

47,788 

(0.8%) 

75,978 

(3.1%) 

Proportion of population by Index of Relative Socio-economic Advantage and Disadvantage (SEIFA IRSAD)(1)* 

Quintile 1: most disadvantaged 0.7% 19.1% 23.5% 21.4% 25.7% 37.2% 16.2% 13.3% 

Quintile 2 3.5% 18.8% 11.1% 22.2% 25.1% 26.1% 18.0% 18.4% 

Quintile 3 12.1% 17.1% 19.8% 21.7% 22.4% 18.3% 21.4% 22.9% 

Quintile 4 29.1% 17.4% 25.2% 20.7% 17.9% 13.8% 23.7% 24.0% 

Quintile 5: most advantaged 54.6% 27.6% 20.5% 14.0% 8.9% 4.6% 20.8% 21.4% 

Population dispersal % (2)                 

Major City 99.8 75.3 - 63.8 73.5 - 77.8 78.1 

Inner Regional Area <1 18.7 - 19.7 12.8 67.8 18.3 8.7 

Outer Regional Area - 5.6 60.2 14.0 10.3 30.3 3.9 7.2 

Remote - <1 19.5 1.5 2.6 1.5 <1 3.3 

Very Remote - <1 20.3 1.1 <1 <1 - 2.7 

Land size (km2) (3) 2,358 800,811 1,348,094 1,730,172 984,275 68,018 227,496 2,526,646 

Population density 2018 (persons/km2) (3) 178.5 10.0 0.2 2.9 1.8 7.8 28.4 1.0 

Budget financial year 2018-19 ($billion) (4-11)  $5.82  $79.66   $6.89   $56.70        $19.53   $6.06   $62.96   $30.50  

Local Hospital Networks (or equivalent)  
no 

additional 

15 Local 

Health 

Districts 

2 Local 

Hospital 

Networks 

16 Hospital 

& Health 

Services 

10 Local 

Health 

Networks 

4 Tasmanian 

Health 

Organisations 

not 

networked 

(86 distinct 

entities) 

6 Health 

Service 

Providers 

Number of Local Governments - 128 17 77 68 29 79 152 

*Across Australia, almost half (48%) of the people who identify as Aboriginal and/or Torres Strait Islander live in areas of most disadvantage, compared to 18% non-Indigenous 

Australians. Further, while 22% of non-Indigenous Australians live in areas of most advantage, only 5% of people who identify as Aboriginal and/or Torres Strait Islander do (1).  
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10. Victorian Government. Victorian Budget 18/19 Getting Things Done. Melbourne: Victorian Government; 2018. 
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1.2 Policy mapping tool adaption from the WHO Ending Childhood Obesity report  

Area  Guiding questions   WHO Ending Childhood 

Obesity Implementation Plan   A. Governance & leadership  

A.1 Leadership  A.1.1 Has childhood obesity prevention been identified as a priority by leadership (Premier/First Minister or 

Health Minister)?  

Leadership section, A. Leadership  

  

A.1.2 Key policy: Is there an overarching policy framework, or a series of key policies or action plans to guide 

initiatives for the early prevention of obesity in childhood? 

Leadership section, A. Leadership and 

D. Good Governance  

A.1.3 Does the state/territory legislation for public health include prevention/health and wellbeing?  Leadership section, A. Leadership  

A.1.4 Are their statutory grant-giving bodies with a remit to fund prevention-related community projects? Leadership section, A. Leadership  

A.2 Partnerships  
A.2.1 Are partnerships across government noted in ‘key policy’ identified above?  

Leadership section, A. Leadership, B. 

Joint Action, D. Good Governance 

A.2.2 Are there formal mechanisms for collaborative exchange across sectors (e.g. working groups, 

policy/outcome joint statements, embedded health positions in agencies outside of health)?  

Leadership section, A. Leadership, B. 

Joint Action, D. Good Governance 

A.3 Equity  

A.3.1 Do the key policies identified outline the structural (incl. social/commercial) causes of obesity? (such as 

employment/family income, affordable or social housing, adverse early childhood experiences, food security, 

food systems including promotion, built environment and access to safe/appropriate spaces for being active, etc) 

Leadership section, B. Joint Action, 

Actions 1.9(a-c). Previous research 

identified that the WHO Ending 

Childhood Obesity report focused more 

heavily on food and physical activity 

environments than other determinants 

of health (Link) so equity guiding 

questions have been added here based 

on elements identified in WHO 

Closing the Gap in a Generation: 

Health Equity through Action on the 

Social determinants of health (Link).  

- A.3.1a Do recommendations for action/initiatives address these structural causes?   

A.3.2 Are target populations (with higher risk of developing obesity) identified for additional support?  

B. Environments in which we live (e.g. work, shop, eat, be active and play)  

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments towards principles of active living? 
Leadership section, B. Joint Action 

Actions 2, Actions 2.2 

B.1.2 Are there investments for public infrastructure (e.g. footpaths or bikeways) to encourage being active? 
Leadership section, A. Leadership and 

B. Joint Action, Action 2, Actions 2.2 

B.1.3 Are there food/nutrition policies aimed at ensuring a nutritious, affordable, accessible food system?  (e.g. 

incentivise local food production or increase healthy food access in disadvantaged communities, zoning 

policies, or incentives to retailers) 

Leadership section, B. Joint Action  

Action 1, Action 1.9 (a-c) 

B.1.4 Are there programs to support vendors to improve food offerings in food outlets (restaurants, cafes, take-

away, vending machines)? 

Leadership section, D. Good 

Governance, Action 1.1 

https://doi.org/10.1111/obr.12925
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
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B.1.5 Is nutrition information at food outlets (menu board labelling) required by legislation? 
Leadership section, D. Good 

Governance, Action 1.1 

B.1.6 Is there engagement with food retail (supermarkets, grocers, corner stores, etc) to reduce the availability 

and promotion of discretionary choices in-store?   

Leadership section, D. Good 

Governance, Action 1.1, Actions 4.5  

B.1.7 Are local governments empowered to encourage health-supportive environments? 
Leadership section, B. Joint Action and 

D. Good Governance, Action 1.9 

B.1.8 Are there any initiatives to reduce exposure to the marketing/promotion of discretionary choices in:   

- B.1.8a out-of-home advertising (billboards, transport vehicles, street furniture, transport hubs such as 

train stations) within government control?  

Leadership section, B. Joint Action 

Action 1.1, Actions 1.3(a-c) (see 

Supplementary File 1.1.1 for more 

information)  
- B.1.8b healthcare settings?  

- B.1.8c other government-controlled buildings/parks? 

B.1.9 Are there policies limiting the availability/provision of discretionary choices in:   

- B.1.9a healthcare settings (for visitors and staff)?  
Leadership section, B. Joint Action 

Action 1.1, Actions 1.8(a-b) 

- B.1.9b buildings, community centres, and parks under government control?     

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns aimed at encouraging healthy lifestyle behaviours?  
Action 1.1d, Actions 2.1(a-d) 

Action 4.13 (a-b), Actions 4.3  

B.2.2 Are there health promotion campaigns aimed at developing/supporting healthy food systems and built 

environments (incl. community-capacity building)?   

Action 4.13(c-d) 

C. Early childhood education and care (ECEC) settings   

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care settings to encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: training and resources; families: resources)  

Action 4.9, Action 1.8b, Actions 4.13 

C.1.2 Are there programs to support provision of food and physical activity experiences as part of the 

curriculum? 

Actions 4.12, Action 4.11b  

D. Health (community and tertiary health settings and health promotion activities)  

D.1 Antenatal 

and birth 

services 

D.1.1 Does antenatal care screen and manage hypertension, hyperglycaemia, appropriate gestational weight 

gain?  

Actions 3.1, Actions 3.2 

D.1.2 Antenatal care within public health services:    

- D.1.2a Do they include nutrition counselling for healthy pregnancy or are there other healthy lifestyle 

support programs available during pregnancy?  

Actions 3.3, Actions 3.4(a-c)  

- D.1.2b Is breastfeeding education free (separate or embedded into antenatal education/services)?  Action 3.4c, Actions 4.3 

D.1.3 Do maternity facilities fully adhere to the Baby Friendly Health Initiative (based on Ten Steps to 

Successful Breastfeeding)?   

Actions 4.2 

D.2 Early 

childhood 

services 

D.2.1 Are there free health/parenting services to support early childhood growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family foods)? (universal health check) 

Actions 4.8(a-b), Action 4.3 

- D.2.1a Is information to support parents readily available (e.g. phonelines, websites)?  

- D.2.1b Do these include breastfeeding support?   



  

D.2.2 Are there healthy lifestyle (education) programs to support families during early childhood? (statewide 

healthy lifestyle program) 

Actions 4.8(a-b) 

- D.2.2a Are target populations identified and actively recruited for programs?  

D.2.3 Are Supported Playgroups offered for families that need additional support and do they include healthy 

lifestyle skills? (targeted support programs, available across the state) 

Actions 4.8(a-b) 

(see also GQs A.3) 

D.3 Workforce 
D.3.1 Are there training and resources available for health care professionals to support families?  

Leadership section, A. Leadership  

Actions 2.1 

- D.3.1a Is preconception advice for nutrition and being active provided to prospective parents?  Actions 3.4(a-c) 

D.3.2 Is there a state/territory health promotion…   

- D.3.2a …agency (independent or adjunct to health department)?  
Leadership section, A. Leadership   

Also includes public health monitoring 

information. Leadership section, C. 

Data for Action. 
- D.3.2b …workforce (to implement initiatives locally)?  



   

1.2.1 Example of adapting WHO Ending Childhood Obesity Report recommendations for the 

Australian state/territory context 

A recommendation of the WHO Ending Childhood Obesity Report is to restrict discretionary choices 

marketing/advertising (Actions 1.3), according to the WHO Set of Recommendations on the Marketing of 

Foods and Non-Alcoholic Beverages to Children (Link). In Australia, the responsibility for broadcast and 

online media regulation sits with the Commonwealth Government. Beyond broadcast and online media there 

are other options to reduce the impact of advertising to children. In Australia an example of that is the 

intergovernmental work within the Council of Australian Governments Health Council to reduce the effects of 

marketing of discretionary choices to children across key settings, in partnership with health, education, and 

sport/recreation sectors. To adapt to the state/territory level, consideration was given to sites of publicly 

available advertising which state/territory governments have policy control. These include government assets 

(e.g. food outlets and signage within buildings) and out-of-home advertising assets such as public transport 

vehicles, street furniture and transport corridor signage, which have been included in the policy mapping tool 

(see guiding question B.1.8).  

 

1.2.2 Summary of the WHO Ending Childhood Obesity Report sections  

 

Leadership section  

A. Leadership 

B. Joint Action 

C. Data for action  

D. Good Governance 

Actions  

1. Implement comprehensive programmes that promote 

the intake of healthy foods and reduce the intake of 

unhealthy foods and sugar-sweetened beverages  

2. Implement comprehensive programmes that promote 

physical activity and reduce sedentary behaviours in 

children and adolescents  

3. Integrate and strengthen guidance for 

noncommunicable disease prevention with current 

guidance for preconception and antenatal care, to reduce 

the risk of childhood obesity  

4. Provide guidance on, and support for, healthy diet, 

sleep and physical activity in early childhood to ensure 

children grow appropriately and develop healthy habits  

5. Implement comprehensive programmes that promote 

healthy school environments, health and nutrition literacy 

and physical activity among school aged children and 

adolescents [not applicable to this study as is focused on 

school aged children, not the first 2000 days]  

6. Provide family-based, multicomponent services on 

lifestyle weight management for children and young 

people who are obese [not applicable to this study as is 

focused on obesity treatment, not prevention]  

Citation: World Health Organisation (WHO). Report of the Commission on Ending Childhood Obesity. Implementation 

plan: executive summary. Geneva: WHO; 2017 (WHO/NMH/PND/ECHO/17.1). Available at: 

https://apps.who.int/iris/bitstream/handle/10665/259349/WHO-NMH-PND-ECHO-17.1-eng.pdf  

https://apps.who.int/iris/bitstream/handle/10665/44416/9789241500210_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/259349/WHO-NMH-PND-ECHO-17.1-eng.pdf
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1.2.3 Examples of policy areas beyond individual state/territory jurisdiction in Australia  

 

Area Examples  Responsibility  

Governance National obesity and/or prevention strategy  

National nutrition strategy  

National physical activity strategy  

& funding for initiatives to be implemented at the state/territory level  

Commonwealth/ 

intergovernmental  

Health 

supportive 

environments 

Unemployment benefits and other social safety nets  Commonwealth  

Workplace rights (parental leave, breastfeeding in workplace legislation, 

flexible working arrangements)  

Commonwealth  

Regulation on the marketing of discretionary choices 

(broadcast/online/digital media)  

Commonwealth  

Regulation on the marketing of breast milk substitutes and commercially 

available foods aimed at infants and young children  

Commonwealth  

Food system regulation (Food Standards Australia New Zealand)  

- front of pack labelling 

- nutrition information panel  

- ingredient lists 

- food and beverage composition requirements  

Intergovernmental   

Fiscal levers available at the national level:  

- Tax or levy on unhealthy foods and/or beverages 

- Protective exclusions from taxes to encourage healthy eating 

(e.g. Australian GST does not apply to core foods)  

- Tax benefits to manufacturers to improve composition of their 

food products  

- Increases to social welfare payments to ensure families have 

sufficient funds to meet the costs of living  

Commonwealth  

ECEC sector Authority for the ECEC sector sits nationally with an authorising body 

the Australian Children’s Education & Care Quality Authority 

(ACECQA). ACECQA manages National law and regulation for the 

ECEC sector; the National Quality Standard (NQS), national benchmark 

standards in seven quality areas; the National Quality Framework (NQF), 

minimum standards for educator qualifications and ratio requirements, 

legal obligations, and learning frameworks. Under this system state and 

territory regulatory authorities assess services against these legal 

obligations.   

Commonwealth/ 

intergovernmental  

Health 

services 

National funding for prevention in/beyond health services  Intergovernmental  

General Practitioners and primary healthcare including Primary Health 

Networks, Medicare scheme, Pharmaceutical Benefits Scheme 

Commonwealth  
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1.3 Semi-structured interview guide  

This study is interested in policy for the early prevention of obesity in childhood in your jurisdiction. It seeks 

to compare Australian state and territory approaches to this policy space and how the different contexts in each 

jurisdiction affects what becomes the focus of each jurisdiction. As well as policies which relate to the whole 

of population – such as public information campaigns and broader environmental considerations for being 

active, accessing healthy food and other social determinants of health – this study would like to highlight key 

areas for obesity prevention in early childhood (from conception until children enter school).  

Policy mapping and health department view of policy landscape  

1. Just to start could you please tell me a bit about your role in obesity prevention policy? 

2. Is childhood obesity prevention a priority in [jurisdiction]? How do you think the problem is framed in 

[jurisdiction]?  

3. What do you see as the key pieces of policy which drive your departments strategic planning and 

actions for the early prevention of obesity?  

4. Can you describe the services the health department delivers for the early prevention of obesity?  

• Prompt: pre-conception, pregnancy, early childhood  

5. [referring to key policies identified in mapping] Can you think of any other frameworks or policies 

that support obesity prevention work in [jurisdiction]?  

6. Can you describe the policy infrastructure for obesity prevention in [jurisdiction]?  

• Prompt: Legislation, funding, health promotion agency/workforce 

7. Can you describe some of the context for the decision-making processes for obesity prevention 

policies, from your perspective?  

• Prompt: can you give an example/ tell me more about that?  

8. Can you describe the influence and the role of evidence in the development of [jurisdiction’s] 

response to childhood obesity?  

9. Can you please reflect on the ways [jurisdiction] is monitoring progress or outcomes?   

Now I would like to turn our discussion to thinking about some of the broader environmental considerations of 

health, such as the social determinants of health, the food system (agriculture, manufacturing, food imports) 

and the physical or built environment. This includes consideration of other departments or agencies in 

[jurisdiction], e.g. education, social services, development, planning, transport, local government, treasury, etc.  

10. Are you aware of policies beyond the health department that might support or hinder obesity 

prevention efforts?  

• Prompt: Does the health department undertake scans of obesity prevention policy across different government 

agencies within [jurisdiction]?  

• Prompt this might include physical activity strategy incl. transport/ planning/ design considerations; food 

strategy incl. settings and broad food environment (education, industry, local government)  

11. Can you comment on some of the ways that health engages with other government agencies to pursue 

policies outside of the traditional ‘health’ policy space?  

• Prompt: types of collaborative networks and engagement, formal/ informal, etc (e.g., advocacy groups, 

community organisations, local government) 

12. Can you comment on the role of institutional factors (health department and/or other departments) in 

the adoption of prevention policies, if at all?   

• Prompt: collaboration between departments, explicit government priorities, treasury support (institutional 

factors have been noted in the literature/ observed in other jurisdictions) 
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One page summary of policy mapping  

The policy mapping found that childhood obesity was identified as a problem in most jurisdictions (Guiding 

Question (GQ) A.1.1). The key life stages of pregnancy and/or early childhood (or as the first 2000 days) are 

less well defined in key strategic documents (GQ A.1.2). Having an overarching policy framework or 

strategy to address obesity/childhood obesity (GQ A.3) did not guarantee action or implementation plans in 

the areas of health supportive environments, ECEC settings, or health settings. Instead, the language used to 

describe the causes of obesity and to identify policy action areas were a better indication of policy 

infrastructure available across these areas. For the most part the initiatives that flowed out from the key 

strategic frameworks in Areas B-D were focused on increasing skills and knowledge at the family level, 

whereas the language to describe the structural causes of obesity in the context of policy options was vague, 

e.g. ‘partnerships to improve environments’. However, where clear language was used to identify specific 

areas (e.g. food advertising) as contributing to obesity in key policy documents, specific policies to address 

the social determinants of health and health supportive environments were more likely.   

Antenatal screening and management of pregnancy-related risk factors for obesity (parent and child) (GQ 

D.1.1), was one of the few guiding questions where all jurisdictions had policies in place. Materials to 

support antenatal anticipatory breastfeeding support were available in half of the jurisdictions. Few 

jurisdictions fully adhered to the Baby Friendly Health Initiative (GQ D.1.3). Generally, information and 

advice for parents in the early years was readily available, although access to additional services to support 

parents with infant feeding, particularly breastfeeding, was limited. While there were no state-wide healthy 

lifestyle/prevention programs available for families with children in early childhood (GQ D.2.2), the smaller 

programs that did exist tended to actively identify target populations for recruitment. The programs that were 

available at the time of mapping were not yet available as state-wide programs, and implementation research 

projects were underway to investigate modes for program scalability. Universal child health clinics (GQ 

D.2.1) were another example of services offered by all jurisdictions, including support for infant and young 

child feeding and early movement skills. Although there was wide variation in the comprehensiveness of 

services offered and policy guidelines to support implementation, e.g. the Key Ages and Stages universal 

child health program in Victoria had a comprehensive policy framework. Less than half of the jurisdictions 

had both a health promotion agency and sufficient workforce to support local implementation of health 

promotion activities (GQ D.3) 

There were very limited health promotion campaigns on any media which focused on the promotion of 

healthy lifestyles for families and/or for the early years (implicit and explicit health promotion), to encourage 

supportive environments for breastfeeding, or to build community capacity to promote health supportive 

environments (GQs B.2). Three jurisdictions had government-funded health promotion programs to support 

centre-based long-day care in ECEC settings (see GQs C.1). In one program, Munch & Move in NSW 

additional support was provided to the early childhood directorate within the education department, whose 

authorising officers were required to assess ECEC services against the National Quality Framework. The 

Victorian programs included the Achievement Program (supporting healthy lifestyle related learning and 

experiences) and the Healthy Eating Advisory Service (providing menu audits to centres and support to 

improve food offerings), both delivered by not-for-profit health promotion organisations. The Tasmanian 

program was adapted from a former Victorian program. Although some non-government organisations 

provide resources for the ECEC sector in other jurisdictions for a fee, government-funded programs were 

more equitable and had better reach.  

Most jurisdictions have planning and/or transport policies that link health and wellbeing to the built 

environment, being physically active and reducing sedentary behaviour, although few provide additional 

policy tools to local governments to enable health supportive planning decisions (GQs B.1.1, B.1.2, B.1.7). 

Additionally, policies to improve the food environment in terms of access, provision, and promotion were 

quite limited, often with no policy at all or very few elements that align to GQs. Health settings are one area 

where policies to limit the availability of discretionary foods and drinks to visitors and staff are becoming 

normalised across Australia, and to a lesser extent, policies to reduce exposure to marketing of these 

products in those settings (GQs B.1.8b, B.1.9a). All but three jurisdictions have enacted requirements for 

energy (kilojoule) labelling on food outlet menu boards (GQ B.1.5). The policy was being considered by WA 

at the time of mapping. The smaller jurisdictions of both Tasmania and NT had not acted as major food 

outlets already adopted applied the policy nationally. 
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Supportive information to interpret policy mapping  

 

Please note: These tables are not intended to be an absolute mapping of all policies for the early prevention 

of childhood obesity in Australian states and territories. Rather, it is a compilation of examples of policies 

and policy levers being used by Australian jurisdictions to support and improve health supportive 

environments and healthy lifestyle behaviours to prevent obesity. Where appropriate, quotes from study 

informants have been included, denoted in bold, e.g. (ACT informant). More comprehensive mapping on 

health supportive food (see www.informas.org) and physical activity (Link, Link, Link) environments at the 

state/territory level can be found elsewhere in the literature. 

For items where results were ‘Policy void’ this indicates that no policies were found for the guiding question. 

That does not necessarily mean they did not exist, just that no policies were found online at the time of 

mapping. Conversely, for items where results are ‘Policy/initiative found’ it does not necessarily mean that 

those policies are effective, or have even been implemented, just that they exist and align with the guiding 

questions. Where possible URLs have been included as ‘(Link)’ to provide the reader with more information 

if they are interested. While every attempt was made to ensure active URLs, some will likely break into the 

future and cannot be guaranteed to be active (click on URLs at your own discretion). Initial mapping was 

undertaken between mid-2018 to mid-2019, and URLs were checked and updated prior to paper submission 

in 2021. This allowed some additional updates – noted as Update 2021 – to be added to the mapping notes 

but these additional comments did not impact on original results.  

If you use the data in this Supplementary File in anyway, ensure you include a reference and an in-text note 

about the location in Supplementary File 2.  

 

 

 

Legend  Policy/initiative in place 
 Policy Infrastructure  
 Policy Scaffolding  
 Policy Void   

 

 

 

 

Acronyms and abbreviations – all jurisdictions   

ACT  Australian Capital Territory  

NSW New South Wales 

NT Northern Territory 

Qld Queensland  

SA South Australia 

Tas  Tasmania 

Vic  Victoria 

WA Western Australia 

 

ABS  Australian Bureau of Statistics 

ACM  Australian College of Midwives 

BFHI  Baby Friendly Health Initiative  

CATI  Computer Assisted Telephone Interview  

CBC  Centre-based care  

COAG  Council of Australian Governments 

ECEC  Early childhood education and care  

MESCH  Maternal Early Childhood sustained nurse Home Visiting Program 

MoU  Memorandum of Understanding 

NGO  Non-Government Organisation 
NHMRC National Health and Medical Research Council  

NPAPH  National Partnership Agreement for Preventive Health  

NQF  National Quality Framework  

SSBs  Sugar-sweetened beverages  

WHO  World Health Organisation 

 

 

http://www.informas.org.au/
https://doi.org/10.1123/jpah.2019-0121
https://ij-healthgeographics.biomedcentral.com/articles/10.1186/s12942-019-0178-8
https://cur.org.au/project/national-liveability-report/


 

 

 

 

 

 

Acronyms and abbreviations – jurisdiction-specific  
a) Australian Capital Territory  

MACH Maternal and Child Health   

e) South Australia 

CaFHS Child & Family Health Service   

HiAP Health in All Policies  

OPAL Obesity Prevention and Lifestyle  

RPHP Regional Public Health Plan 

SPHP State Public Health Plan 

b) New South Wales 

CHAT Communicating Healthy Beginnings 

   Advice by Telephone 

DPC Department of Premier and Cabinet 

HCI  Healthy Children Initiative  

HCI Healthy Children Initiative  

HEAL Healthy Eating and Active Living  

LHD Local Health District, 15 across the state 

MoH Ministry of Health  

OPH Office of Preventive Health  

 

f) Tasmania  

CHaPS Child Health and Parenting Service  

DHHS Department of Health and Human Services  

THS Tasmanian Health Service  

TPPs Tasmanian Planning Policies 

g) Victoria 

DET    Department of Education and Training  

DHHS    Department of Health and Human Services  

HEAS    Healthy Eating Advisory Service  

KAS    Key Ages and Stages  

MAV    Municipal Association of Victoria  

MCH    Maternal and Child Health  

MPHWP   Municipal Public Health and Wellbeing Plan  

VACCHO Victorian Aboriginal Controlled Community   

        Health Organisation  

VHEE     Victorian Healthy Eating Enterprise  

VPHWP     Victorian Public Health and Wellbeing Plan  

c) Northern Territory 

CAHS Central Australia Health Service 

DHF Department of Health and Families  

FaFT Families as First Teachers 

HU5K Healthy Under 5 Kids 

TEHS Top End Health Service 

d) Queensland 

HHS Hospital and Health Service  

LEAPS Learning, Eating, Active Play and Sleep 

NAQ Nutrition Australia Queensland  

SPP State Planning Policy h) Western Australia 

SPHP State Public Health Plan  

LPHP Local Public Health Plan  
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2.1 Australian Capital Territory 

Area  Guiding questions   Result Notes 

A. Governance & leadership  ACT  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been identified as a 

priority by leadership (Premier/First Minister or Health 

Minister)?  

 Yes. Enabling policy environment. The Healthy Weight Initiative (2014-2018) was 

led by the Chief Minister (who was also the Minister for Health) and included 

several implementation groups, a taskforce, and regular progress reports. Specific 

health and settings-based opportunities for the first 2000 days were mostly missed, 

but the upstream approaches undertaken in the initiative still impacted on weight 

for children under five years – kindergarten children proportion with overweight 

and obesity went from 16% at baseline 2010-2012 to 15% at 2014 (see Healthy 

Weight Initiative 2016 progress report Link).  

A.1.2 Key policy/policies: Is there an overarching policy 

framework, or a series of key policies or action plans to guide 

initiatives for the early prevention of obesity in childhood? 

 The Healthy Weight Initiative was under review at time of interview: next iteration 

will be called Healthy and Active Living, a recognition of moving away from a 

focus on weight towards a focus on lifestyle (although obesity prevention remains a 

key pillar).  

The Healthy Weight Initiative was supported by Towards Zero Growth: Healthy 

Weight Action Plan (Link). This was developed as a whole of government plan with 

input from ACT directorates (during the interview, ACT participant noted that a 

journal article has been published on this process Link). At the heart of this process 

was engaging sectors to see the problem of obesity beyond ‘client-centred’ 

approaches (i.e. personal responsibility) towards structural approaches. Towards 

Zero Growth had four work areas identified: food environment, schools, 

workplaces, urban planning. Implementation teams were established across 

different agencies, for health and non-health programs and policies.  

The ACT informant noted that despite the successes of the Healthy Weight Action 

Plan, prevention was not receiving enough funding in general: “There's a lot of 

rhetoric at all levels of government… about how important prevention is, but it 

continues to not get anything like the level of funding that… ‘Frontline’ services 

seem to get… So when it comes to arguing with colleagues in Treasury as to the 

extent to which, you know, investment in prevention will offset demand on acute 

services, for example, that's very challenging” (ACT informant).  

A.1.3 Does the territory legislation for public health include 

prevention/health and wellbeing?  

 No. The Public Health Act in the ACT does not contain ‘well-being’ or chronic 

disease prevention elements. However, health promotion is a key role and statutory 

function of the Chief Health Officer.  

A.1.4 Are their statutory grant-giving bodies with a remit to 

fund prevention-related community projects? 

 Not a statutory body, but an initiative called Health Promotion Grants Program 

($2.1milion noted in Towards Zero Growth, 2014). Healthy Canberra Grants 

funded programs with Oz Harvest and the Australian Breastfeeding Association in 

https://www.act.gov.au/__data/assets/pdf_file/0007/885904/HWI_report_2016.pdf
https://www.health.act.gov.au/media/4750
https://doi.org/10.3389/fpubh.2018.00221


 

2017-2018 under the ACT Health Promotion Grants Program (Link). In 2013-2015 

funding focused on overweight and obesity, newer funding models focus on chronic 

disease and social inclusion.  

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in ‘key policy’ 

identified above?  

 Yes.  As noted above, the ACT interview identified that the creation of the action 

plan was a collaborative effort. Across the six themes of Towards Zero Growth, 

partnerships with multiple agencies named (see next point for agency leads of 

themes).  

A.2.2 Are there formal mechanisms for collaborative exchange 

across sectors (e.g. working groups, policy/outcome joint 

statements, embedded health positions in agencies outside of 

health)?  

 Towards Zero Growth: The strategies for obesity prevention are noted as happening 

‘beyond the health sector’ and different organisations take the lead across the six 

work areas (Food environment: ACT Health. Schools: Education and Training 

Directorate. Workplaces: Chief Minister and Treasury Directorate. Urban planning: 

Environment and Sustainable Development Directorate. Social inclusion: 

Community Services Directorate. Evaluation: ACT Health). The ACT informant 

noted the collaborative processes were “sort of Health in All Policies, but by 

stealth” (ACT informant).  

A.3 Equity  A.3.1 Do the key policies identified outline the structural (incl. 

social/commercial) causes of obesity?  

(such as employment/family income, affordable or social 

housing, adverse early childhood experiences, food security, 

food systems including promotion, built environment and access 

to safe/appropriate spaces for being active, etc) 

 Some. Food and built environments do feature as causes of obesity, positioned as: 

while it is up to the individual to make health choices, governments can influence 

the environments in which people make decisions about eating and being active. 

However, while there are some related policies and programs that seek to address 

housing, food security, adverse experiences, they are not directly linked to 

preventive health – nor noted in the key obesity prevention policies.  

Nutrition Australia (an NGO) delivers a range of government programs and 

services (e.g. assist businesses to comply with ACT Healthy Food and Drink 

Policy), support Community Services Directorate to help make food banks/ 

emergency food relief have healthier offerings.  

Healthy Canberra Grants support OzHarvest training for healthy eating knowledge 

and skills for cooking on a budget for people facing food insecurity and emergency 

food relief staff (i.e. not targeting structural causes of food insecurity and the focus 

is on emergency food relief rather than chronic food insecurity).  

The Canberra Plan: Towards our Second Century (Link) noted future priorities of 

early intervention for at risk families, support for children in public/social housing, 

early childhood centres. 
ACT Food and Nutrition Strategic Framework 2012-2018 (Link) note the Health 

Directorate can support other sectors to address the socioeconomic determinants of 

nutrition/food insecurity.  

- A.3.1a Do recommendations for action/initiatives 

address these structural causes?   

 In Towards Zero Growth recommendations to address environmental causes are 

focused on closed (e.g. schools) and open (e.g. advertising in public places) 

settings, e.g. workplaces, planning for active travel, schools as key settings for 

healthy environments, engagement with food retail.   

https://www.health.act.gov.au/about-our-health-system/healthy-living/act-health-promotion-grants-program
http://www.cmd.act.gov.au/__data/assets/pdf_file/0015/120219/CP_6pg.pdf
https://blogs.deakin.edu.au/apfnc/wp-content/uploads/sites/119/2015/06/Food-and-Nutrition-Strategic-Framework-2012-2018.pdf
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However, the ‘Social inclusion’ theme focuses on personal responsibility 

approaches to experiences of food insecurity (i.e. awareness of nutrition, cooking 

skills and confidence).  

A.3.2 Are target populations (with higher risk of developing 

obesity) identified for additional support?  

 Yes, both in direct programmatic support and in terms of identifying support from 

the food sector. Target populations identified as low socioeconomic households and 

parents from culturally and linguistically diverse backgrounds.  

A range of health services are available to support Aboriginal and Torres Strait 

Islander families (Link).   

B. Environments in which we live (e.g. work, shop, eat, be active and play) ACT  

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments towards 

principles of active living? 

 ACT Planning Strategy Link  (and website for planning strategy Link). The 

Territory Plan (Link) guides development and planning for the ACT (statutory 

document, supported by the Planning and Development Act 2007). ACT Health 

was involved in the review of the planning guidelines and the Planning Act. The 

Planning Act now requires that developers address ‘active living principles’ in their 

applications.  

The ACT informant noted engagement with the education sector on physical 

activity/active living aligned with the national curriculum, and the use of evidence 

aimed at meeting education goals was key to partnering in this space: “We actually 

have a study in the ACT to demonstrate that… [children that] are more physically 

active and engaged in things, actually do better in their NAPLAN [education 

standardised testing] scores. That I think has assisted, you know, ‘If your key KPI is 

for good NAPLAN scores ... well we can help you with that’” (ACT informant). 

B.1.2 Are there investments for public infrastructure (e.g. 

footpaths or bikeways) to encourage being active? 

 Transport for Canberra: Transport for a sustainable city 2012-2031 (Link) – public 

transport and active transport modalities are promoted in an aspirational sense as 

the desired primary form of travel within the territory. Built around the case for 

designing the city as a compact, walkable space (a city ‘designed to reduce travel’).  

Allocation of $30 million to active travel in 2016 (over 4 years). Expenditure on 

path maintenance is presented collectively with road maintenance expenditure. 

ACT has advantage in active transport policy space as the ACT government is both 

territory and local government so direct investment into paths is more 

straightforward.  

The Healthy Weight Initiative Progress Report (June 2016, Link) notes that ACT 

Active Travel Framework and the Active Travel Office to link up transport modes. 

B.1.3 Are there food/nutrition policies aimed at ensuring a 

nutritious, affordable, accessible food system?  (e.g. incentivise 

local food production or increase healthy food access in 

disadvantaged communities, zoning policies, or incentives to 

retailers) 

 

 

 There were no specific food/nutrition policies. These are mentioned under the social 

inclusion theme of Towards Zero Growth. “Implementation may include joint 

initiatives with local food markets, retailers or community groups who provide 

existing support services to low-income groups” (p.18). Mapping did not find any 

explicit examples of programs in this space and wording implies emergency food 

relief rather than structural programs to increase local food access and affordability. 

Although the ACT had many initiatives in the food space overall, an overarching 

policy framework was missing. This may due to the approach taken to build upon 

https://www.health.act.gov.au/services-and-programs/aboriginal-and-torres-strait-islander-health/health-and-wellbeing-directory-1
https://www.planning.act.gov.au/__data/assets/pdf_file/0008/895076/2012_Planning_Strategy.pdf
http://www.planning.act.gov.au/tools_resources/legislation_plans_registers/plans/planning_strategy
https://www.planning.act.gov.au/tools_resources/legislation_plans_registers/plans/territory_plan
https://www.transport.act.gov.au/__data/assets/pdf_file/0007/887245/Pages_from_EDS_ACT_Transport_Policy_FA_final_web.pdf
https://www.act.gov.au/__data/assets/pdf_file/0007/885904/HWI_report_2016.pdf


 

existing successes and the difficulties in making blanket claims about efficacy 

across the food system. It becomes difficult to make “some of the economic 

arguments around [nutrition] because attribution is so challenging” (ACT 

informant).  

B.1.4 Are there programs to support vendors to improve food 

offerings in food outlets (restaurants, cafes, take-away, vending 

machines)? 

 Healthy Choices Canberra (Link) is an initiative that has partnered with the 

Canberra Business Chamber, Nutrition Australia ACT (funded to provide support to 

food outlet and retail), and public food vendors such as cafes and restaurants, as 

well as sporting venues and kids venues, to improve the food offerings to families. 

It also has an arm that looks at improving food retail. Healthier options are indicted 

with ‘HC’ icons. Participating venues are referred to as ‘local heroes’ and are listed 

on a website (Link). 

B.1.5 Is nutrition information at food outlets (menu board 

labelling) required by legislation? 

 Yes. In 2017 the ACT implemented menu board labelling regulation, based on the 

NSW legislation, except in the ACT the regulation applies once a business has 

seven stores in the ACT (whereas in NSW it applies once there are 20 stores). The 

ACT policy aligns with the NSW policy in terms of applying to companies with 50 

stores nationally (Kilojoule displays Link).  

B.1.6 Is there engagement with food retail (supermarkets, 

grocers, corner stores, etc) to reduce the availability and 

promotion of discretionary choices in-store?   

 Healthier Choices Canberra does extend to some food retailers in Canberra (see 

B.1.4) and are also listed on the website as ‘local heroes’. The majority of food 

retailers participating here are ‘IGA’ and ‘Friendly Grocer’ affiliates (i.e. not part of 

the two major supermarket chains who constitute ~80% of the national food retail 

share, Coles and Woolworths). The main public facing feature of this program is to 

display tags on shelves to identify healthier comparable choices. It also lists some 

suppliers appropriate for catering/functions.  

While Towards Zero Growth identified partnerships with food retail (i.e. mandate 

that checkouts have at least one aisle without discretionary choices), the Healthy 

Weight Initiative Progress Report (June 2016) omitted that action area.  

B.1.7 Are local governments empowered to encourage health-

supportive environments? 

 ACT is a territory with semi-autonomous authority and acts across policy areas 

devolved to both ‘state’ and local government.  

B.1.8 Are there any initiatives to reduce exposure to the 

marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, transport 

vehicles, street furniture, transport hubs such as train 

stations) within government control?  

 Transport Canberra removed junk food advertising from ACTION buses in 2015 

(Link), and then light rail later. This was driven by an announcement from the 

Transport Minister, and support was provided by ACT Health Directorate to define 

the criteria for the guidelines. Like the school canteen menu changes, there were 

concerns that this policy may lead to a loss of revenue for the department, but later 

economic analysis revealed no net loss of revenue for this policy.  Transport has 

taken an active role in linking key policy space elements over time including 

sustainability and climate change mitigation, health and physical activity, planning 

a walkable city, ensuring access to public transport in addition to the traditional 

elements of transport (infrastructure, safety, congestion).  

This policy does not extend to out-of-home advertising within the ACT government 

control.  

https://www.healthierchoicescanberra.com.au/
https://www.health.act.gov.au/about-our-health-system/healthy-living/healthier-choices-canberra/im-customer
https://www.health.act.gov.au/businesses/food-safety-regulation/starting-food-business/kilojoule-displays
https://www.cmtedd.act.gov.au/open_government/inform/act_government_media_releases/rattenbury/2015/buses-will-no-longer-advertise-junk-food,-alcohol,-gambling-and-weapons#:~:text=Buses%20will%20no%20longer%20advertise%20junk%20food%2C%20alcohol%2C%20gambling%20and%20weapons,-Released%2028%2F09&text=Minister%20for%20Territory%20and%20Municipal,gambling%2C%20fossil%20fuels%20and%20weapons.
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- B.1.8b healthcare settings?   ACT Healthy Food and Drink Choices Policy (Link) seeks into increase the range 

of healthy foods and drinks available and promoted to staff and visitors to health 

facilities, as well as ACT Health functions and events. Based on a traffic light 

system (developed by Nutrition Australia, an NGO), goal is to have majority 

‘green’ foods and a maximum of 20% ‘red’ foods and drinks.  

- B.1.8c other government-controlled buildings/parks?  ACT Public Sector (ACTPS) policies apply to all government facilities and to 

vendors selling at these settings and includes ‘advertising, promotion and placement 

of foods and drinks at ACTPS workplaces, facilities, activities and functions’. 

ACTPS Healthy Food and Drinks Choices Policy (Link) and ACTPS Vending 

Machine Management Policy (Link). These policies use the same traffic light 

system and food marketing/promotion is monitored in these settings.  

B.1.9 Are there policies limiting the availability/provision of 

discretionary choices in:  

- B.1.9a healthcare settings (for visitors and staff)?  

 ACT Healthy Food and Drink Choices Policy – noted under marketing/promotion 

above. This policy supports increases in healthier food options with limits on 

energy dense, nutrient poor. It expanded from ACT health and education settings to 

across government. “So it started out with an ACT Health policy and then that was 

adapted into a ... all of government thing and so, for example, vending machines… 

they have been removed from schools. There are none… [And] all vending 

machines that are in government workplaces and things like that have to meet quite 

strict criteria” (ACT informant).  

- B.1.9b buildings, community centres, and parks under 

government control?     

 ACTPS Health Food and Drink Choices Policy and ACTPS Vending Machine 

Management Policy seek to increase the availability of healthy alternatives in food 

service outlets at ACT Government workplaces and facilities. This requires ongoing 

engagement with and support for small business operators on-site. This establishes 

a workforce to support businesses in the broader community seeking to develop 

healthier food and drink offerings.  

The ACT Nutrition Support Service Link received initial grant under the Healthy 

Weight Initiative in 2014-2017 to support ACT Government settings and select 

community settings and organisations. The service is delivered by Nutrition 

Australia ACT (an NGO) and supported settings to create healthy eating 

environments. 

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns aimed at:  

- B.2.1a encouraging healthy lifestyle behaviours?  

 Good Habits for Life (0-8y) promoted healthy lifestyles for families, it linked up 

with the Healthier Choices (Link) initiative there is The Great Canberra Cook Off 

(Link), with a category for 8-12 year olds (Little Chef)   

- B.2.1b developing/supporting healthy food systems 

and built environments (incl. community-capacity 

building)?   

 It's Your Move was a public engagement campaign, not an obesity prevention 

campaign but it did engage high school students to use design thinking to come up 

with innovative solutions to self-identified issues within their schools. The initiative 

has won international awards and many of the projects focused on food and 

physical activity environments (within school settings).  

C. Early childhood education and care (ECEC) settings  ACT  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care settings 

to:  

 Healthy food policies in school settings exist in most Australian jurisdictions, 

although such requirements have not been extended to the ECEC sector. The ECEC 

https://www.health.act.gov.au/about-our-health-system/population-health/health-promotion-programs/healthy-food-and-drink-choices
http://www.cmd.act.gov.au/__data/assets/pdf_file/0003/905772/WHS-01-2016-Healthy-Food-and-Drink-Choices-Policy.pdf
http://www.cmd.act.gov.au/__data/assets/pdf_file/0012/667893/WHS-02-2014-Healthy-Food-and-Drink-Choices-Vending-Machine-Management.pdf
https://www.actnss.org/
https://www.health.act.gov.au/about-our-health-system/healthy-living/healthier-choices-canberra
https://www.health.act.gov.au/cookoff


 

- C.1.1a encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: training 

and resources; families: resources)  

sector is regulated nationally under the National Quality Framework (NQF) (those 

regulations are implemented and monitored at a state/territory level through either 

the education or communities departments), so it would make sense to develop 

these standards in a nationally consistent way. The feedAustralia initiative offers 

support to ECEC sector via an online menu planning tool menu reviews (Link) – 

those jurisdictions which do not already provide such services could encourage 

services to access this program. 

The ACT Nutrition Support Service (Link) received an initial grant under the 

Healthy Weight Initiative in 2014-2017 to support settings, including ECEC 

settings (ACT Government and select community settings and organisations). The 

service was delivered by Nutrition Australia (an NGO) and supported settings to 

create healthy eating environments through services such as professional 

development training. At the time of mapping, this service was no longer available 

to ECEC services although the website was still being maintained, including access 

to the simple resource Menu Planning in Childcare (Link). Other support services 

are available to ECEC settings under a fee-for-service model.  

Fresh Taste (Link) free program for schools (starting with public schools) targeted 

food environment and culture around food at schools. Menu items were grouped 

based on traffic light criteria; schools are supported to develop school-wide food 

policies; additional support is provided to canteens. It coincided with the removal of 

vending machines from schools and worked with school parents’ organisations to 

attenuate fears surrounding potential loss of revenue for school canteens. This was 

also supported by the ACT Nutrition Support Service (Nutrition Australia ACT). 

Ongoing support for food provision (agreements with canteen operators) and food 

and nutrition curricula (resources).  

- C.1.1b provide food and physical activity experiences 

as part of the curriculum? 

 Program Kids at Play Active Play (Link) free program. Promotes fundamental 

movement skills, active play and discourages screen time; embedded physical 

activity skills into early childhood university courses and worked with the Teacher 

Quality Institute to offer accredited professional development training. The 

interview participant noted that, “we find that that gets teachers engaged, if you can 

give them professional development points, and it's something they're interested in 

then they participate in the things” (ACT informant).  

D. Health services   ACT  

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage hypertension, 

hyperglycaemia, appropriate gestational weight gain?  

 Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) 

recommend monitoring of blood pressure, weight and screening for hyperglycaemia 

(Link)  

D.1.2 Antenatal care within public health services:     

- D.1.2a Do they include nutrition counselling for 

healthy pregnancy or are there other healthy lifestyle 

support programs available during pregnancy?  

 No services found at the time of mapping, although there is a booklet called Good 

Nutrition in Pregnancy (Link).  

 

https://www.feedaustralia.org.au/index.html
https://www.actnss.org/
https://www.actnss.org/assets/Menu-planning-guidelines-and-template.pdf
https://www.health.act.gov.au/about-our-health-system/healthy-living/fresh-tastes#:~:text=Fresh%20Tastes%20is%20a%20free,partners%20to%20achieve%20their%20goals.
https://www.health.act.gov.au/about-our-health-system/healthy-living/kids-play-active-play/active-play
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.health.act.gov.au/sites/default/files/2018-09/Good%20Nutrition%20in%20Pregnancy%20%28April%202014%29_0.pdf
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- D.1.2b Is breastfeeding education free (separately or 

embedded into antenatal education/services)?  

 Not clear. Although the Early Pregnancy and Parenting Support line (D.2.1a) does 

list breastfeeding support, as a phone line it is unlikely to offer the hands on support 

needed to really develop breastfeeding skills. Antenatal breastfeeding education 

classes are run for a fee by the Australian Breastfeeding Association.  

D.1.3 Do maternity facilities fully adhere to the Baby Friendly 

Health Initiative (BFHI) (based on Ten Steps to Successful 

Breastfeeding)?   

 Two hospitals have received BFHI accreditation, although Canberra has a range of 

birthing centres also (Link) – no additional policy requiring public health facilities 

to become BFHI accredited.  

D.2 Early 

childhood 

services   

D.2.1 Are there free health/parenting services to support early 

childhood growth/nutrition (e.g. breastfeeding, complementary 

feeding, transition to family foods)?  

 Maternal and Child Health (MACH) services provide a range of support for parents 

during early childhood, support by MACH nurses. These include first home visits, 

drop-in clinics as well as scheduled appointments, new parents groups (four 

sessions for infants under 4 months), and additional sessions on breastfeeding and 

‘understanding your baby’. Families are provided with a ‘Blue Book’ for their 

child’s personal health record and include regular check-ups at MACH check-ups 

(at 11 Child Health Clinics in ACT, 3 are collocated with Child & Family Centres),  

There are also three Child & Family Centres (Link) across the ACT that provide 

support and programs for parents of children aged 0-8 years.  

Additional pamphlets include Tucka talk: baby’s first foods (Link), food for 1-3 

year old’s (Link); food for your 4-6 year old (Link).  

Community dietitians are available for support for a range of pregnancy, 

breastfeeding and young child feeding (Link) 

- D.2.1a Is information to support parents readily 

available (e.g. phonelines, websites)?  

 Early Pregnancy and Parenting Support line (Link) provides support during early 

pregnancy, breastfeeding, and maternal emotional wellbeing. It could be expanded 

to provide additional support around nutrition and early movement.   

Early Parenting Counselling (Link) is a free service to support parents of 0-5year 

old’s – this service does not support healthy lifestyle behaviours, but it does support 

attachment and mental health.  

- D.2.1b Do these include breastfeeding support?    The Early Pregnancy and Parenting Support line (D.2.1a) includes breastfeeding 

support in addition to drop in clinics via MACH services (see D.2.1), booklet to 

support maternal nutrition during breastfeeding, Good nutrition while breastfeeding 

(Link).  

D.2.2 Are there healthy lifestyle (education) programs to 

support families during early childhood?   

 None found at the time of mapping 

- D.2.2a Are target populations identified and actively 

recruited for programs?  

 n/a 

D.2.3 Are Supported Playgroups offered for families that need 

additional support and do they include healthy lifestyle skills? 

 None found at the time of mapping 

D.3 

Workforce 

D.3.1 Are there training and resources available for health care 

professionals to support families?  

 None found at the time of mapping 

- D.3.1a Is preconception advice for nutrition and being 

active provided to prospective parents?  

 None found at the time of mapping 

https://bfhi.org.au/find-an-accredited-facility/
http://www.communityservices.act.gov.au/ocyfs/children/childandfamilycentres
https://www.health.act.gov.au/sites/default/files/2018-09/Baby%27s%20First%20Food.pdf
https://www.health.act.gov.au/sites/default/files/2018-09/Food%20for%201-3%20year%20olds.pdf
https://www.health.act.gov.au/sites/default/files/2018-09/Food%20for%204-6%20year%20olds.pdf
https://www.health.act.gov.au/sites/default/files/2018-09/Women%20Youth%20and%20Children%20Nutrition%20Service%20Flyer.pdf
https://www.health.act.gov.au/services-and-programs/women-youth-and-children/maternal-and-child-health-mach
https://www.health.act.gov.au/services-and-programs/women-youth-and-children/pregnancy-and-birth/early-parenting-counselling
https://www.health.act.gov.au/sites/default/files/2018-09/Good%20Nutrition%20while%20Breastfeeding.pdf


 

 

 

 

 

 

 

 

 

 

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to health 

department)?  

 No – health promotion work is embedded within health department activities (no 

separate agency). Because ACT government acts as territory and local government, 

local implementation of programs is part of core business (often in partnership with 

NGOs, e.g. Nutrition Australia ACT). Population monitoring and surveillance is 

undertaken via annual computer-assisted telephone interview (CATI) self-reported 

anthropometry, health status, health behaviours – target 1200 adults and 500 

children (2-15 years) (ACT General Health Survey Link)    

- D.3.2b …workforce (to implement initiatives locally)?   There is a health promotion workforce embedded within the ACT Health 

directorate  

https://health.act.gov.au/about-our-health-system/data-and-publications/healthstats/data-collections
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2.2 New South Wales   

Area  Guiding questions   Result Notes 
A. Governance & leadership  NSW  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been identified 

as a priority by leadership (Premier/First Minister or 

Health Minister)?  

 

Leadership is a priority: there is the Premier’s Priority to reduce childhood obesity by 5% by 

2025. It is also a health department priority through the Healthy Children Initiative (HCI). 

A.1.2 Key policy: Is there an overarching policy 

framework, or a series of key policies or action plans to 

guide initiatives for the early prevention of obesity in 

childhood? 

 

The Healthy Children Initiative (Link) commenced in 2011, funded by the NPAPH and 

continued despite national funding cuts. HCI is funded by the Ministry of Health (MoH) and 

delivered by the Office of Preventive Health (OPH) and across NSW’s 15 Local Health 

Districts (LHDs). This strategy takes a settings-based approach to deliver state-wide programs 

to improve healthy lifestyle behaviours.  

Although the Premier’s Priority target is for a 5% reduction of obesity in school aged 

children, it is implicit that in order to achieve the target for that age group in 2025, sustained 

actions need to be taken in the early years and during pregnancy.  

The Healthy Eating Active Living Strategy: Preventing overweight and obesity in New South 

Wales 2013-2018 (HEAL) (Link) was a whole of government framework to support healthy 

eating and being active, i.e. a risk factors approach to prevention. The strategy has four 

directions: built environment (see section B.1), state-wide programs (see section C.1), routine 

health service delivery (see D.3.1), and public education campaigns (see section B.2). Within 

the state-wide framework sits the HCI programs, one of which is the Munch & Move program 

– aimed at ECEC settings (see section C.1 for more details). The Get Healthy Service (see 

section D.1.2a) also sits under the HEAL Strategy and provides a telephone healthy lifestyle 

coaching service for adults.  

The First 2000 Days Framework (Link) is a health system strategy to encourage all NSW 

health professionals to understand the importance of the first 2000 days and provide 

continuity of care from the antenatal period until children commence school. It builds on the 

First 1000 Days work, but “NSW Health has chosen to expand the focus beyond the first 1000 

days to the first 2000 days of life to incorporate additional evidence that quality early 

education in the preschool years has a strong bearing on long term outcomes” (p.13). This 

effectively ties their early years focus to health and ECEC settings.   

A.1.3 Does the state/territory legislation for public 

health include prevention/health and wellbeing?   

The Public Health Act 2010 & Public Health Amendment (Review) Act 2017 (Link) were 

reviewed and there were no references to wellbeing or health promotion that related to 

prevention of chronic disease.  

A.1.4 Are their statutory grant-giving bodies with a 

remit to fund prevention-related community projects? 
 

There are no statutory or grant-giving organisations but the MoH funds many programs at the 

LHD level (both directly and indirectly through health promotion budgets) and grants such as 

the Translational Research Grants to encourage evidence-based interventions delivered at 

scale.  

https://www.health.nsw.gov.au/heal/Pages/hci-report.aspx
https://www.health.nsw.gov.au/heal/publications/nsw-healthy-eating-strategy.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_008.pdf
https://www.health.nsw.gov.au/phact/pages/default.aspx


 

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in ‘key 

policy’ identified above?  
 

Yes, the HEAL strategy identifies who are the main and secondary partners with each of the 

actions listed under the ‘What we will do’ headings  

A.2.2 Are there formal mechanisms for collaborative 

exchange across sectors (e.g. working groups, 

policy/outcome joint statements, embedded health 

positions in agencies outside of health)?  

 

HEAL Strategy Senior Officers Group (HEAL SOG) holds a quarterly meeting to report on 

the progress of actions outlined in the strategy. It is attended by senior policy officers across 

government and co-led by MoH and the Department of Premier and Cabinet (DPC). 

Additionally, the DPC Premier’s Implementation Unit provides structural support to 

organisations at the implementation level to identify and overcomes barriers.  

A.3 Equity  A.3.1 Do the key policies identified outline the 

structural (incl. social/commercial) causes of obesity?  

(such as employment/family income, affordable or 

social housing, adverse early childhood experiences, 

food security, food systems including promotion, built 

environment and access to safe/appropriate spaces for 

being active, etc) 

 

The HEAL strategy does not directly talk about the structural causes of obesity as they relate 

to family housing and income or broad food systems, nor the commercial influences of 

obesity. It notes the problem of rising obesity are the personal choices of individuals, and the 

solutions are to support people to make healthy choices, “and create an environment that 

supports healthier living through better planning, built environments and transport solutions” 

(p.7).  

HEAL does mention investing in research about food security for disadvantaged and remote 

communities.  

- A.3.1.a Do recommendations for 

action/initiatives address these structural 

causes?   

 

HEAL strategy actions are aimed a food and built environments as well as settings, but do not 

identify other policies to address more structural causes.  

There are some other policies which relate to housing and early childhood adverse 

experiences. Healthy, Safe and Well (see D.2.1) – identifies the importance of early 

intervention to support families and minimise adverse early childhood experiences.  

There are some housing policies, although they tend to be targeted and do not support the 

principle of ensuring the population is well housed. Housing for Health (Link) assesses, 

repairs, or replaces health hardware in Aboriginal community housing (the program uses a 

proactive ‘survey and fix’ methodology) –health hardware for nutrition is one of four 

‘critical’ principles. The program originated in South Australia aimed at remote communities 

(Health habitat, Link) with a specific focus on children aged 0-5 years. Updated map of the 

projects, by LHD (Link) 

A.3.2 Are target populations (with higher risk of 

developing obesity) identified for additional support?  

 

In the HEAL strategy priority populations were identified, these were: Aboriginal 

communities, Culturally and Linguistically Diverse communities, regional and remote 

communities, and socio-economically disadvantaged communities. It notes that strategies and 

programs that sit under the HEAL framework are “appropriate for, and responsive to, NSW’s 

diverse communities” (p.21) in addition to “specific and targeted actions for Aboriginal 

people” (p.20).  

B. Environments in which we live (e.g. work, shop, eat, be active and 

play) 
NSW 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments 

towards principles of active living? 

 

The NSW planning Act was recently updated. While the initial consultation draft that was 

circulated included community health and wellbeing, it was omitted in the legislation that 

passed. The Environmental Planning and Assessment Act 1979 No 203 (Link) includes the 

principle of ‘good design’. This is supported by the Better Placed (Link) suite of guidance 

support for liveability, productivity, and environmental management in design, from the 

Office of Government Architect. The Better Placed policies do identify the relationship 

https://www.health.nsw.gov.au/environment/aboriginal/Pages/housing-for-health.aspx
http://www.healthabitat.com/
https://www.health.nsw.gov.au/environment/aboriginal/PublishingImages/hfh2019.jpg
https://legislation.nsw.gov.au/view/html/inforce/current/act-1979-203
http://www.governmentarchitect.nsw.gov.au/policies/better-placed
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between the built environment and health and wellbeing. There are no levers to challenge 

developers who do not implement principles of ‘good design’.  

The Healthy Urban Development Checklist (2009, Link) was developed by NSW Health and 

Sydney South West Area Health Service (now a LHD) to encourage healthier built 

environments.  

B.1.2 Are there investments for public infrastructure 

(e.g. footpaths, bikeways or greenspace) to encourage 

being active? 

 

NSW does not have a physical activity plan, but active living is a key principle of the HEAL 

strategy.   

The Walking and Cycling Program Guidelines (Link) for funding a range of projects relating 

to walking and cycling (infrastructure, non-infrastructure, planning and design, metropolitan 

and regional). A range of policies and programs relate to increasing active transport 

(Transport for NSW) (Link). NSW Active Charter for Children (Link) is an active transport 

plan for school aged children.  

A Sydney-based series of policies around increasing green space in urban settings, such as the 

Green Grid and urban tree canopy to connect pathways, cycling paths, parks and open spaces 

(Link), sits under the policy A Metropolis of Three Cities with the Greater Sydney 

Commission (an independent organisation funded by the NSW government that has strategic 

oversight on policy across both state and local government in the greater Sydney area, e.g. 

planning, environment, etc).  

B.1.3 Are there food/nutrition policies aimed at 

ensuring a nutritious, affordable, accessible food 

system?  (e.g. incentivise local food production or 

increase healthy food access in disadvantaged 

communities, zoning policies, or incentives to retailers) 
 

NSW does not have a nutrition policy, but healthy eating is a key principle of the HEAL 

strategy. HEAL states that health will partner with the planning and infrastructure department 

to preserve and where possible increase local food production; partner with councils to 

encourage healthier cooking practices in local food outlets; support research into food 

security. It also covers a few select settings for healthy food policies (see B.1.9 and C.1.1) 

Other policy areas include maintaining existing menu labelling regulations and working 

nationally to impact on front-of-pack labelling, support food reformulation dialogue, reduce 

children’s exposure to marketing.  

B.1.4 Are there programs to support vendors to improve 

food offerings in food outlets (restaurants, cafes, take-

away, vending machines)? 

 

There were no state-wide programs to engage with food retailers to improve food offerings. 

However, there were a few instances where local councils sought to support small food 

outlets to swap to healthier cooking oils. These occurred under the authorising environment of 

the HEAL Strategy, where efforts to make cooking oils healthier were a key action. 

The Heart Foundation’s Healthier Oils program partnered with the Food Authority and local 

environmental officers (dedicated positions in local councils) in the Cessnock Local Council 

(Link). The Western Sydney Local Health District partnered with the Parramatta Local 

Government Area were influenced by this program and undertook an environmental scan and 

a pilot study (Link) 

These relationships across LHDs health promotion officers, local councils and environmental 

health officers, and small to medium food outlets provide examples of the types of programs 

that could potentially be developed to effect different elements of the foods served in these 

venues, and how they can be undertaken locally.  

B.1.5 Is nutrition information at food outlets (menu 

board labelling) required by legislation? 
 

In 2010 NSW amended the Food Act, requiring all chain food service outlets (with >20 stores 

in NSW or >50 stores nationally) to display kilojoule values next to each item on the menu - 

https://city2030.org.ua/sites/default/files/documents/healthy-urban-dev-check.pdf
https://www.transport.nsw.gov.au/news-and-events/reports-and-publications/walking-and-cycling-guidelines
https://roads-waterways.transport.nsw.gov.au/business-industry/partners-suppliers/lgr/active-transport/cycling.html
http://www.preventivehealth.net.au/childrens-active-travel.html
https://www.greater.sydney/metropolis-of-three-cities/sustainability/city-its-landscape/green-grid-links-parks-open-spaces
https://www.healthyactivebydesign.com.au/case-studies/cessnock-healthier-oils-program/
https://www.wslhd.health.nsw.gov.au/ArticleDocuments/1233/Oils_Report_LR.pdf.aspx


 

kJ information (Link). This legislative change in NSW sparked the progression of most state 

and territory governments to follow by amending their own food Acts. Work to ensure 

national consistency was undertaken with the COAG Obesity Working Group.  

B.1.6 Is there engagement with food retail 

(supermarkets, grocers, corner stores, etc) to reduce the 

availability and promotion of discretionary choices in-

store?   

 

None found at the time of mapping  

B.1.7 Are local governments empowered to encourage 

health-supportive environments? 

 

There were 128 local governments in NSW at the time of mapping. There were some 

significant state government efforts to amalgamate councils, to some success.   

Most of the 15 LHDs Health Promotion Units engage with some/most of the local councils 

within their district to promote health, however, local governments are limited in what they 

can achieve without the legal right to enact many policy tools. While many jurisdictions are 

seeking partnership models with local governments, NSW prefers a decentralised approach. 

B.1.8 Are there any initiatives to reduce exposure to the 

marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport 

hubs such as train stations) within government 

control?  

 

None found at the time of mapping  

- B.1.8b healthcare settings?  
 

The Healthy Choices in Health Facilities policy (see B.1.9) does not mention reducing 

promotion or marketing of unhealthy foods in NSW Health facilities. It does mention the 

promotion and increasing the availability of healthy food and drink options.  

- B.1.8c other government-controlled 

buildings/parks? 
 

None found at the time of mapping  

B.1.9 Are there policies limiting the 

availability/provision of discretionary choices in:  

- B.1.9a healthcare settings (for visitors and 

staff)?  
 

The Healthy food and drink in NSW health facilities for staff and visitors: Healthy Choices in 

Health Facilities 2017 (Link) applies to all food outlets in NSW Health facilities selling 

drinks and food to staff and visitors. It uses the Health Star Rating (Link) to determine the 

‘healthy’ status of products (all other jurisdictions that have such policies use a traffic light 

system), i.e. products with 3.5 stars or above indicate ‘healthier options’ under this 

framework. This policy also requires the removal of SSBs from all Health facilities.  

- B.1.9b buildings, community centres, and 

parks under government control?     
 

None found at the time of mapping  

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any media 

type) aimed at encouraging healthy lifestyle 

behaviours?  
 

The Make Healthy Normal campaign was a health promotion campaign at the time of 

mapping (Update 2021, that campaign has finished and all links now re-route to the Healthy 

Eating Active Living website, Link). It encouraged healthy lifestyle behaviours, often using 

messages aimed at families although nothing specifically about early childhood.  

B.2.2 Are there health promotion campaigns aimed at 

developing/supporting healthy food systems and built 

environments (incl. community-capacity building)?   

 

None found at the time of mapping  

C. Early childhood education and care (ECEC) settings  NSW  

http://www.foodauthority.nsw.gov.au/ip/legislation/proposals-and-policy/kJ-labelling-nutrition-information
https://www.health.nsw.gov.au/heal/Pages/healthy-food-framework.aspx
http://www.healthstarrating.gov.au/
https://www.healthyliving.nsw.gov.au/Pages/healthy-eating.aspx
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C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care 

settings to encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: training 

and resources; families: resources)  

 

Ongoing support for the ECEC sector is provided through the Munch & Move program 

(Link). Centre-based care (i.e. long day care) carers, educators, and services receive support 

and training through the dedicated health promotion workforce embedded within NSW 15 

LHDs. The program has high reach with ~87% of centre-based care centres (>3500) at the 

time of mapping, and looking to extend to different service types, e.g. "we're just about do a 

validation study on much of these practices in family day care” (NSW informant). Also, to 

use the program to engage with parents "The [ECEC] programs do have an element of 

keeping parents informed and engaging them in the program, and we monitor that through our 

program induction indicators or practices” (NSW informant). 

Munch & Move has centralised support through the Office of Preventive Health and digital 

infrastructure (e.g. website, eLearning program training), in additional to the local health 

promotion workforce embedded into each LHD. The program supports centres to provide 

healthy foods and beverages (or ensure healthy lunchboxes) and opportunities to be active and 

limit screen time. The nutrition elements of the program are supported by the Caring for 

children: Birth to 5 years guidelines (Link). The program has used the PHIMS reporting 

mechanism to justify ongoing investment (see D.3.2b for more information about PHIMS).  

The Commonwealth-funded (but NSW developed) feedAustralia initiative offers support to 

ECEC sector via an online menu planning tool and menu reviews (Link).  

C.1.2 Are there programs to support provision of food 

and physical activity experiences as part of the 

curriculum? 
 

Munch & Move provides support for curriculum development in physical activity and 

nutrition at the service level and provides in-training to the appropriate staff within the Early 

Childhood Directorate within the Department of Education.  

D. Health (community and tertiary health settings and health 

promotion activities) 
NSW 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage 

hypertension, hyperglycaemia, appropriate gestational 

weight gain?  
 

Clinical Practice Guidelines: Pregnancy Care 2019 edition (2018 national guidelines) 

recommend monitoring of blood pressure, weight and screening for hyperglycaemia (Link). 

The Standard Schedule of visit for low risk women (e.g. from Western Sydney LHD, Link) 

sets out how and when screening for these potential issues occurs during usual antenatal care.  

D.1.2 Antenatal care within public health services:   

 

Antenatal care within the public health system is offered in antenatal clinics at public 

hospitals or midwives’ clinics at either a birth centre or a Community Health Centre. The 

Having a Baby book (2012) (Link) covers a range of information to support women through 

the process of pregnancy and having a baby in the public health system in NSW.  Antenatal 

classes may incur a fee in some areas where they are not offered for free in the public system, 

they are not offered as state-wide routine care.  

- D.1.2a Do they include nutrition counselling 

for healthy pregnancy or are there other 

healthy lifestyle support programs available 

during pregnancy?  
 

Referrals to dietitians and physiotherapists are available through antenatal clinics, if needed. 

The Having a Baby book recommends daily exercise in addition to specific pre- and postnatal 

exercises (after checking with doctor to make sure there are no health problems), provides 

healthy eating information and discusses healthy weight gain during pregnancy. Antenatal 

classes may offer healthy lifestyle information for pregnancy, but classes are not universally 

available as part of routine state-wide care. However, more broadly, NSW offers Get Healthy 

in Pregnancy (Link) a module within the Get Healthy Information and Coaching Service 

(Link), a telephone-based healthy lifestyle coaching service offered at a time convenient for 

https://munchandmove.com.au/
https://www.health.nsw.gov.au/heal/Pages/caring-for-children-manual.aspx
https://www.feedaustralia.org.au/index.html
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.wslhd.health.nsw.gov.au/ArticleDocuments/1367/Standard%20schedule%20for%20clinic%20visits%20V1.pdf.aspx
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Publications/having-a-baby.pdf
https://www.gethealthynsw.com.au/program/get-healthy-in-pregnancy/
https://www.gethealthynsw.com.au/


 

the participant. The service is funded by the Office of Preventive Health and delivered by a 

third party (Healthdirect/ Remedy Healthcare). Coaches are required to have appropriate 

health qualifications and undergo specific training. 

- D.1.2b Is breastfeeding education free 

(separately or embedded into antenatal 

education/services)?  

 

Breastfeeding education may be offered in public but antenatal classes are not available as 

part of routine state-wide care. The Having a Baby book has a section on breastfeeding and 

introduction to solids, and there is an additional booklet, Breastfeeding your baby (Link)  

D.1.3 Do maternity facilities fully adhere to the Baby 

Friendly Health Initiative (based on Ten Steps to 

Successful Breastfeeding)?   

 

The BFHI is a strategy noted under the Healthy, Safe and Well strategic plan.  

The Policy Directive Breastfeeding in NSW – Promotion, Protection and Support (Link) 

includes system wide recommendations to promote, protect and support breastfeeding across 

the NSW Health system (in addition to private health settings and environmental health 

officers of local councils). The role of this Policy Directive is to provide frameworks for the 

BFHI in maternity services, community facilities and neonatal services.  

At the time of mapping 10 hospitals and Child & Family Health Services were BFHI-

accredited. More services likely utilise relevant BFHI frameworks but have not achieved full 

accreditation.  

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to support 

early childhood growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family foods)?  

 

Healthy, Safe and Well; A strategic health plan for children, young people and families 2014-

2024 (Link) (NSW Kids and Families), Strategic direction 1 focuses on the care for women 

and babies and provide transition support from postnatal care to parenthood such as 

connecting families to services.  

Child and Family Health Centres (Link) are available across the state. They provide health, 

development, and wellbeing checks at set time points (1-4 weeks, 6-8 weeks, 6 months, 12 

months, 18 months, 2 years, 3 years, 4 years). Additionally, there are ‘drop-in’ clinics and 

other education/ information opportunities – guided by the Policy Directive Maternal & Child 

Health Primary Health Care Policy (Link). Sustained home nursing visiting services are 

available for families who need additional support in five sites across the state (Link)  

- D.2.1a Is information to support parents 

readily available (e.g. phonelines, websites)?   

The Healthy kids website has little information for children in the early years (Update 2021, 

Healthy kids website no longer supported by NSW government, new website with early years 

content called Healthy Eating Active Living (Link) which is different to the HEAL strategy) 

- D.2.1b Do these include breastfeeding 

support?    

Breastfeeding information/support is available at the Family and Child Health services (e.g. 

many LHDs offer drop-in centres to support feeding) but no support is offered over the phone 

as it is in other jurisdictions.  

D.2.2 Are there healthy lifestyle (education) programs 

to support families during early childhood?   

 

The Healthy Beginnings program (Link) originated as a research trial delivered with 

vulnerable families through some existing sustained home visiting services. The program 

included support with feeding and movement during key life stages. The program was then 

trialled as a counselling service over the telephone or via SMS for low risk families, called the 

Communicating Healthy Beginnings Advice by Telephone (CHAT) Trial (see Link). At the 

time of data collection NSW had announced they would embed the Healthy Beginnings 

program (as the CHAT Trial) into the Get Healthy Service (Link) as an telephone support 

service for parents of young children (0-2 years). “What we don't have in programs currently 

is direct contact with parents… So with the Get Healthy Service as a platform, for Healthy 

Beginnings that is likely to be developed into a service for parents of zero to two year olds” 

https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/breastfeeding-your-baby.aspx
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2018_034.pdf
https://www.health.nsw.gov.au/kidsfamilies/Pages/healthy-safe-well-2014-24.aspx
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/health-services-map.aspx
https://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2010_017
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/snf-program.aspx
https://www.healthyliving.nsw.gov.au/Pages/healthy-eating.aspx
http://www.healthybeginnings.net.au/
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-4005-x
https://www.gethealthynsw.com.au/
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(NSW informant). There was also a Translational Research Grant to test the feasibility of a 

similar program for parents of children aged 2-6 years. In addition, the Healthy Beginnings 

program would further be scaled up into all sustained home visiting services across the state.  

- D.2.2a Are target populations identified and 

actively recruited for programs?  
 

Healthy Beginnings was initially designed to support vulnerable families through existing 

home visiting services, which was intended to be scaled to all home-visiting services  

D.2.3 Are Supported Playgroups offered for families 

that need additional support and do they include healthy 

lifestyle skills? 
 

Supported playgroups have been provided with resources but not any ongoing support, “We 

don't have a program in Supported Playgroups. What we've done is develop a range of 

resources. The LHDs have had a brief period where they've made contact with any Supported 

Playgroups that they could find in their area and encouraged them to use resources. Our plan 

in that was to work with auspice organizations but we don't have resourcing to do that right 

now” (NSW informant) 

D.3 

Workforce 

D.3.1 Are there training and resources available for 

health care professionals to support families?  

 

The Healthy kids for professionals website (Link) is designed to support health professionals 

to follow the national weight management guidelines along the asses, advise, assist, arrange 

support and referral pathway. It provides resources to support sensitive discussions with 

families about child weight and how to refer children/families into programs (if available) or 

onto specialised services. This aligns with strategic direction 3 of the HEAL Strategy (healthy 

eating and active living advice as part of routine service delivery).  

The Health Education and Training Institute (HETI) offers a range of training modules for 

NSW Health staff, e.g. My Health Learning Course Code: 45338916 Breastfeeding 

Promotion, Protection and Support (Link). Records of courses completed follow NSW Health 

employees across a range of settings to retain accreditation across workplaces and ensures 

mandatory training is kept up to date. 

- D.3.1a Is preconception advice for nutrition 

and being active provided to prospective 

parents?  

 

There is a Thinking of Having a Baby brochure (Link) outlining preparation 3-6 months 

before pregnancy, but the information provided is limited (and does not mention being active)  

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to 

health department)?  

 

The OPH drives state-wide programs via embedded workforce in LHDs (LHDs and the OPH 

make up the implementation arms of the Ministry of Health). These programs undertake a 

settings-based approach to their programs, for the early years this situates around the ECEC 

sector.  

Population monitoring: CATI survey for self-reported anthropometry, health status, health 

behaviours and access to healthcare. Continuous data collection – all ages (parents are proxies 

for children under 16 years) (NSW Population Health Survey Link).  

The Population Health Intervention Management System (PHIMS) (Link) allows for real time 

reporting of health promotion activities across NSW in multiple programs under the Healthy 

Children Initiative, including Munch & Move. It records services engaged in the program and 

the extent of program practices being achieved, at the LHD-level.  

- D.3.2b …workforce (to implement initiatives 

locally)?  
 

NSW has a dedicated preventive health workforce employed across NSW 15 LHDs in Health 

Promotion Units, who have relationships with (for early childhood) ECEC centres and staff, 

and “all the local health districts will have a relationship with their local council, and may be 

on community development groups and so on” (NSW informant). 

https://pro.healthykids.nsw.gov.au/
http://www.heti.nsw.gov.au/Courses/Breastfeeding-Promotion-Protection-and-Support/
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/thinking-of-having-a-baby.aspx
https://www.health.nsw.gov.au/epidemiology/Pages/NSW-Population-Health-Survey.aspx
https://www.health.nsw.gov.au/epidemiology/Pages/population-health-intervention.aspx


 

2.3 Northern Territory  

Area  Guiding questions   Result Notes 
A. Governance & leadership  NT  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been identified as a 

priority by leadership (Premier/First Minister or Health 

Minister)?  

 

Chronic disease prevention for adults, including obesity and other chronic diseases, is a priority 

for the NT. The NT Chronic Conditions Prevention & Management Strategy 2010-2020 (Link) 

supports a life course approach and highlights the importance of the early years.  

Between the Annual Report 2017-2018 (Link) (mid-2018) to Annual Report 2018-2019 (Link) 

(mid-2019) NT Health priorities shifted from an acute-focused illness prevention to a 

population focused illness prevention outlook. While in mid-2018 preventing illness priorities 

focused on acute services such as Maternal Early Childhood Sustained Nurse Home Visiting 

Program (MECSH) and minimising substance misuse (p.38), by mid-2019 the priorities shifted 

to prevention of chronic conditions and diabetes, food security, and early childhood (MECSH 

co-designed for use in Aboriginal communities, Healthy Under 5 Kids, and align with 

childhood obesity efforts in the National Obesity Strategy once it is released) (p.39-40) 

- And MESCH was adapted with ACCHO partners to meet needs of families in community 

A.1.2 Key policy/policies: Is there an overarching policy 

framework, or a series of key policies or action plans to 

guide initiatives for the early prevention of obesity in 

childhood? 

 

Several policies identify pre-conception, pregnancy, and the early years as key life stages to 

improve health and prevent chronic disease.  

The Best Opportunities in Life: Northern Territory Child and Adolescent Health and Wellbeing 

Strategic Plan 2018-2028 (Link) is a strategic NT Health (and partnerships) plan. It aims to 

improve health and wellbeing from 0-24 years through an overarching framework to guide 

health, housing, education, youth justice, child protection and police services. It is aimed at 

service providers (government, non-government and Aboriginal Community Controlled Health 

Services). Of relevance is Priority Action 1.1: All children (and their families) are supported 

from birth to age five to ensure healthy development and school readiness which highlights a 

range of key early childhood initiatives:  

• Healthy Kids Under 5 (HU5K) (well child programs)  

• Australian Nurse Family Partnership Program (ANFPP) + Maternal Early Childhood 

Sustained Home-visiting (MECSH) program  

• Engagement with ECEC sector (partnership between Dept Education & Health)  

• Families as First Teachers (FaFT)  

• Child and Family Centres (expanding from 6 to 17) (Dept Territory Families)  

• Central Australian Aboriginal Congress: integrated service model for under-fives 

(Aboriginal Community Controlled Health Services; Dept Health)  

Priority Action 3.2: Chronic conditions are addressed by health promotion, prevention, and 

early intervention (p.44) is linked to the Chronic Conditions Prevention and Management 

Strategy 2010-2020: Population health and wellbeing (Link). That strategy’s principles include 

https://apo.org.au/sites/default/files/resource-files/2009/12/apo-nid20171-1217041.pdf
https://hdl.handle.net/10137/7187
https://hdl.handle.net/10137/7913
https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/7231/1/The%20Best%20Opportunities%20in%20Life%20Northern%20Territory%20Child%20and%20Adolescent%20health%20and%20Wellbeing%20Strategic%20Plan%202018%20-%202028.pdf
http://hdl.handle.net/10137/371
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a focus on the early years, addressing the social determinants of health, and working in 

partnership across sectors. The most recent Implementation Plan 2017-2020 (Link) links into 

the cross-government approaches to address the social determinants of health in The Best 

Opportunities in Life and the Early childhood Development Plan (Starting Early for a Better 

Future). Starting Early for a Better Future (Link) is a 10 year strategy to integrate childhood 

development services and overcome barriers to collaboration between health, early education 

and family support. The current Implementation Plan 2018-2022 (Link) at the time of mapping 

includes actions and targets for housing reforms, homelessness, access to affordable, nutrition 

and fresh food for all families.  

The NT Health Nutrition and Physical Activity Strategy 2015-2020 (Link) has five objectives 

including to improve remote food security, healthy gestational weight, early years focus on 

nutrition and being active, schools, healthy weight for the population and takes a life course 

approach. It is supported by the Nutrition and Physical Activity Unit within NT Health.  

A.1.3 Does the territory legislation for public health include 

prevention/health and wellbeing?  
 

Not at the time of mapping  

A.1.4 Are their statutory grant-giving bodies with a remit to 

fund prevention-related community projects? 
 

Not at the time of mapping  

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in ‘key 

policy’ identified above?  

 

Partnerships identified primarily focus on health, education and social services for family 

support and less so on health supportive environments. Starting Early for a Better Future notes 

all the ways a collaborative approach could be undertaken, but informants noted the capacity to 

carry out these elements is quite limited. “The Starting Early for A Better Future strategy ... [is] 

where that inter‐sectoral stuff is happening. It's pretty clear what the actions are, the 

expectations and targets, who is responsible...” (NT informant 1).  

“…we don't have that capacity… As far as an overarching policy to reach into different 

departments to actually to be committed to look at some health changes, but its a good idea.” 

(NT informant 2). 

A.2.2 Are there formal mechanisms for collaborative 

exchange across sectors (e.g. working groups, 

policy/outcome joint statements, embedded health positions 

in agencies outside of health)?  

 

None found at the time of mapping   

A.3 Equity  A.3.1 Do the key policies identified outline the structural 

(incl. social/commercial) causes of obesity?  

(such as employment/family income, affordable or social 

housing, adverse early childhood experiences, food 

security, food systems including promotion, built 

environment and access to safe/appropriate spaces for 

being active, etc) 

 

The Northern Territory is a sparsely populated, but geographically large jurisdiction. It’s 

capital, Darwin, is classified as an Outer Regional Area by the Australian Bureau of Statistics 

(ABS) and 60% of the population reside here, a further 20% reside in ‘regional centres’ 

(classified as remote by the ABS) Alice Springs, Gove/Nhulunbuy, Katherine, Tennant Creek, 

the remaining 20% of the population reside in very remote communities. There are more than 

70 remote Aboriginal communities (populations estimated between 200—3000 people).  

The link between housing, early adverse childhood experiences, and food security with health is 

made in all the policies in A.1.2.  

Theme 4 in The Best Opportunities in Life is Health equity for Aboriginal children and young 

people is increasing  

https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/2724/3/Chronic%20Conditions%20Strategy%20Implementation%20Plan%202017-2020.pdf.pdf
https://earlychildhood.nt.gov.au/__data/assets/pdf_file/0003/450885/starting-early-for-a-better-future.pdf
https://cmc.nt.gov.au/__data/assets/pdf_file/0005/815387/Starting_Early_for_a_Better_Future_Implementation_Plan.pdf
https://hdl.handle.net/10137/672


 

Food security features in the NT Health Nutrition and Physical Activity Plan. (Update 2021, the 

CAHS public health nutritionists undertook a needs assessment in Alice Springs for food 

security in 2019-2020 (Link)) 

Healthy Under 5 Kids (HU5K) (Annual Report 2018 (Link)) program is a well-child health 

schedule for remote Indigenous children offered by the Department of Health and Families 

(DHF). 

“The social determinants of health are the key drivers of chronic conditions and include early 

life circumstances, education, employment, occupation, income, social inclusion, nutrition and 

substance use. To fully achieve the goals of the Strategy a collaborative, whole of government 

approach supported by the non-government, private and industry sectors is required” (Chronic 

Conditions Prevention and Management, p.6)  

- A.3.1.a Do recommendations for action/initiatives 

address these structural causes?   

 

Generally, when there is a Commonwealth-funding partnership, e.g. housing, there tends to be 

more investment in addressing structural causes.  

Two initiatives of note, run by the Department of Local Government, Housing and Community 

Development. The Our Communities, Our Future, Our Homes (Remote Housing) (Link) 

program is an investment of $1.1 billion in 73 remote communities (essentially all remote 

communities) for new housing, home extensions, maintenance and government employee 

housing between 2017-2027 (supplemented with $550 million from the Australian Government 

2018-2023).  

The Homelessness Strategy 2018-2023 (Link) is consistent with the social landlord approach to 

improve public housing policy and increase supply of affordable and social housing: head 

leasing; support growth for the community housing sector.  

The Remote Indigenous Stores and Takeaways program has Commonwealth investment and is 

aimed at increasing access to healthy foods in remote communities (see B.1.6).  

A.3.2 Are target populations (with higher risk of 

developing obesity) identified for additional support?   

Target populations identified in the NT Chronic Conditions Prevention Management Strategy 

include Aboriginal people, people experiencing low socio-economic status, people living in 

rural and remote areas, and prison inmates.   

B. Environments in which we live (e.g. work, shop, eat, be active and 

play) 
NT 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments 

towards principles of active living? 

 

Several policy documents seek to improve ‘liveability’ in the NT.  

Our Economic Future: Northern Territory Economic Development (Link) (Department of 

Trade, Business and Innovation) identify six sectors likely to offer the highest economic growth 

(several types of mining, agriculture, tourism, and international education). In order to achieve 

economic growth on those sectors, the population needs to grow to supply a workforce.  

The Department of Infrastructure, Planning and Logistics supports this policy through several 

policies. The infrastructure strategy, Planning for a vibrant future (Link) supports Our 

Economic Future and together they make up the  Northern Territory Government’s Economic 

Development Framework and Infrastructure Strategy. The 10 Year Infrastructure Plan 2018-

2027 (Link) is a companion to this strategy and highlights the desire to increase the population 

and make infrastructure investments to  increase the desirability of the NT as a place to live 

(p.8).  

https://health.nt.gov.au/__data/assets/pdf_file/0006/976785/PART-1-Food-and-Nutrition-Security-Needs-Assessment-REPORT.pdf
https://hdl.handle.net/10137/7522
https://ourfuture.nt.gov.au/
https://dlghcd.nt.gov.au/news/2019/nt-homelessness-strategy-now-available
https://cmsexternal.nt.gov.au/__data/assets/pdf_file/0008/434546/economic-development-framework.pdf
https://dipl.nt.gov.au/__data/assets/pdf_file/0011/566849/planning-for-a-vibrant-future.PDF
https://dipl.nt.gov.au/__data/assets/pdf_file/0011/565184/4-Low-Resolution-PDF-2018.PDF
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Principles in an earlier planning scheme suggest that the principles of urban liveability have 

influenced NT planning policy for some time. See the Northern Territory Planning Scheme 

2007 (Link) which aims to “promote a more compact urban form in appropriate locations to 

maximise infrastructure utilisation and enhance urban liveability” (NTPS part 2, section 4.1).  

B.1.2 Are there investments for public infrastructure (e.g. 

footpaths, bikeways or greenspace) to encourage being 

active? 

 

The NT Health Nutrition and Physical Activity Strategy 2015-2020 (Link) objective 3: includes 

the promotion of active lifestyle for children aged 0-5 years.  

The Darwin Regional Transport Plan (Link) (Department of Infrastructure, Planning and 

Logistics) integrates with the planning and land use plans. It notes low utilisation with public 

transport (buses and ferries) reportedly due to low and unreliable services. The policy regards 

active transport also, goal is to provide connected cycle and walking paths.  

Darwin has the highest proportion of the population walking and cycling to work, compared to 

other jurisdictions (Link).  

B.1.3 Are there food/nutrition policies aimed at ensuring a 

nutritious, affordable, accessible food system?  (e.g. 

incentivise local food production or increase healthy food 

access in disadvantaged communities, zoning policies, or 

incentives to retailers) 

 

The NT Health Nutrition and Physical Activity Strategy 2015-2020 was developed under the 

NT Health Nutrition and Physical Activity Unit. The Primary Health Care teams in the CAHS 

and TEHS are responsible for implementing and evaluating interventions under this strategy. 

Objective 1: improve food security, particularly in remote communities; Objective 3: optimise 

feeding practices for children aged 0-5 years. This policy notes that children in the NT can be at 

risk of either under nutrition (Aboriginal children living in remote areas) and that overweight 

and obesity is an emerging risk among Aboriginal and non-Aboriginal children living in urban 

communities. The recommended actions for objective 3 include programs at the family and 

community level (incl. ECEC settings and broader food environments). Under objective 1, the 

CAHS and TEHS were to undertake needs assessments for food and nutrition security. (Update 

2021 CAHS completed the Alice Springs Food Security Needs Assessment 2019-2020 (Link)).  

Food prices in the NT are some of the most expensive in Australia – even in the capital city of 

Darwin. People living in remote areas have lower access to healthy foods.  

Some small inroads have been made further upstream, at the food production end of the food 

system, although with quite a limited outcome. Under the School Nutrition Program, NT 

schools were having difficulty sourcing ham with a low enough sodium content to meet the 

standards. NT Health work with local manufacturers to develop a ham that met the standards. A 

study participant noted that the “manufacturers did pretty good, but it’s actually taken a long 

time… it’s quite a bit of work” (NT informant 1).  

B.1.4 Are there programs to support vendors to improve 

food offerings in food outlets (restaurants, cafes, take-

away, vending machines)? 

 

None found at the time of mapping  

B.1.5 Is nutrition information at food outlets (menu board 

labelling) required by legislation? 
 

Not at the time of mapping. Additional laws in NT were not deemed necessary as large outlets 

decided to roll out consistent menu labelling in all jurisdictions  

B.1.6 Is there engagement with food retail (supermarkets, 

grocers, corner stores, etc) to reduce the availability and 

promotion of discretionary choices in-store?    

There were no urban programs found at the time of mapping.  

Food insecurity in remote areas is noted in the NT Health Nutrition and Physical Activity 

Strategy 2015-2020, where residents have few options in where they purchase their food.   

The Remote Indigenous Stores and Takeaways (RIST) program (see newsletter (Link) and 

resources (Link)) is aimed at improving the nutritional profile and food affordability in remote 

https://nt.gov.au/property/land-planning-and-development/our-planning-system/nt-planning-scheme/nt-planning-scheme-2007
https://hdl.handle.net/10137/672
https://transport.nt.gov.au/__data/assets/pdf_file/0011/297452/darwin-regional-transport-plan-2018-v7.pdf
https://dipl.nt.gov.au/__data/assets/pdf_file/0019/162721/Journey-to-work-Northern-Territory.pdf
https://health.nt.gov.au/__data/assets/pdf_file/0006/976785/PART-1-Food-and-Nutrition-Security-Needs-Assessment-REPORT.pdf
http://hdl.handle.net/10137/657
http://www.healthinfonet.ecu.edu.au/health-risks/nutrition/resources/rist


 

stores. Outback Stores are 23 Commonwealth-government owned stores and have a Healthy 

Food Strategy. In addition, Community Stores Licensing requires stocking healthy groceries to 

improve access to food. While prices are still higher than urban supermarkets, the mark up on 

healthy foods is usually lower). An informant noted the difficulty in ensuring age-appropriate 

long life foods for infants in these stores, “Particularly for the infants, we've had a lot of trouble 

getting iron rich and suitable foods, potentially texture appropriate as well. We get pouches, I 

guess for food safety reasons and for convenience, etcetera. They'll often stock them it in stores, 

and it is very difficult to find high iron, healthy, with vegetables etcetera, products for infants 

starting solids” (NT informant 1). 

B.1.7 Are local governments empowered to encourage 

health-supportive environments?  

None found at the time of mapping. 

NT has 16 Local Government Authorities (plus 5 unincorporated areas, representing 4% of 

population)  

B.1.8 Are there any initiatives to reduce exposure to the 

marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport hubs 

such as train stations) within government control?  

 

None found at the time of mapping  

- B.1.8b healthcare settings?  

 

Healthy Choices Made Easy (Link) is applicable to all NT Health premises prohibits the 

promotion of any RED category foods and drinks (those of low nutritional value, e.g. SSBs)  

 

 

- B.1.8c other government-controlled 

buildings/parks? 
 

None found at the time of mapping  

B.1.9 Are there policies limiting the availability/provision 

of discretionary choices in:  

- B.1.9a healthcare settings (for visitors and staff)?  

 

Healthy Choices Made Easy is applicable on all NT Health premises incl. vending machines, 

kiosks, fundraising, food trolley and catering. It uses the traffic light system, RED category 

items are limited to 20% of all available items.  

- B.1.9b buildings, community centres, and parks 

under government control?     
 

None found at the time of mapping  

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any media 

type) aimed at encouraging healthy lifestyle behaviours?  

 

At the time of mapping, the LiveLighter campaign was on license from the Cancer Council in 

WA (Link). This program is focused on adults, and not on families or early childhood. The NT 

has engaged with National campaigns (e.g. Go for 2 and 5; Girls make your move; swap it, 

don’t stop it; Measure Up; Get Moving) but would like more input for adaptability to be locally 

appropriate.  

B.2.2 Are there health promotion campaigns aimed at 

developing/supporting healthy food systems and built 

environments (incl. community-capacity building)?   

 

Under the NPAPH the NT ran a healthy lifestyle community program in collaboration with the 

SA Obesity Prevention and Lifestyle (OPAL) program 2011-2016. In the NT the program was 

called Childhood Obesity Prevention and Lifestyle (COPAL), and when the NPAPH funding 

was cut in 2014, the NT was unable to continue to deliver the program nor undertake evaluation 

of the program. However, Palmerston Council continued with many of the practices and other 

healthy lifestyle programs (see 2015 Municipal Plan Link)  

The NT has an online community engagement platform, Have your say NT (Link). This 

platform had a consultation on early childhood, which informed Starting Early for a Better 

http://hdl.handle.net/10137/904
https://livelighter.com.au/
https://www.palmerston.nt.gov.au/sites/default/files/uploads/files/2018/CoP_Municipal%20Plan%202015_2020.PDF
https://haveyoursay.nt.gov.au/
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Future. At the time of mapping there was a public consultation regarding upcoming Planning 

Reform.  

C. Early childhood education and care (ECEC) settings  NT  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care 

settings to encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: training and 

resources; families: resources)  

 

At the time of mapping, there was a resource available to support CBC meal provision, Long 

Day Care Menu Planner (Link), and partnerships between Health and Education to engage with 

the ECEC sector are in Priority Action 1.1 in The Best Opportunities in Life: Northern Territory 

Child and Adolescent Health and Wellbeing Strategic Plan 2018-2028 (Link). Interview 

participants noted that this was a new area for the NT and several programs were expanding 

across the territory (including FaFT). NAQ Nutrition (Queensland branch of Nutrition 

Australia, an NGO) offers their Food Foundations program into NT ECEC services as a 

subscription, ~$100/annum (Link).  

Healthy food policies in school settings exist in most Australian jurisdictions, although such 

requirements have not been extended to the ECEC sector. The ECEC sector is regulated 

nationally under the National Quality Framework (NQF) (those regulations are implemented 

and monitored at a territory level through the education department), so it would make sense to 

develop these standards in a nationally consistent way. The feedAustralia initiative offers 

support to ECEC sector via an online menu planning tool menu reviews (Link) – those 

jurisdictions which do not already provide such services could encourage services to access this 

program. 

C.1.2 Are there programs to support provision of food and 

physical activity experiences as part of the curriculum? 
 

See C.1.1a  

D. Health (community and tertiary health settings and health 

promotion activities) 
NT 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage hypertension, 

hyperglycaemia, appropriate gestational weight gain?   

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) recommend 

monitoring of blood pressure, weight and screening for hyperglycaemia (Link).  

NT antenatal checks include blood pressure, blood glucose, and gestational weight gain.  

D.1.2 Antenatal care within public health services:   

 

Most government service delivery in the NT is divided between the Top End (Darwin and 

Katherine regions and East Arnhem) and Central (Big Rivers, Barkly, Central Australia).  

Health service delivery is divided between two local hospital networks: Top End Health Service 

(TEHS) and the Central Australia Health Service (CAHS). TEHS and CHAS are each 

responsible for hospital care and primary health care in their areas 

Birthing services are offered in only four hubs across the NT: Darwin, Alice Springs, 

Katherine, and Nhulunbuy. As a geographically large jurisdiction this means that for many 

families usual antenatal care is primarily GP-shared care or antenatal services available at the 

health centres, but hospitals in those hubs but are not accessible for many families who live too 

far away.   

- D.1.2a Do they include nutrition counselling for 

healthy pregnancy or are there other healthy 

lifestyle support programs available during 

pregnancy?  

 

NT Health funds NGOs to run healthy lifestyle and antenatal programs, and Child and Family 

Centres (Link) offer antenatal services.  

The Healthy Pregnancy Healthy Baby Book (Link) was developed for Aboriginal women in the 

NT, written in English. It includes information on healthy and safe eating and being active 

during pregnancy.  

http://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/665/1/Child%20Care%20Centre%20Menu%20Planner.pdf
https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/7231/1/The%20Best%20Opportunities%20in%20Life%20Northern%20Territory%20Child%20and%20Adolescent%20health%20and%20Wellbeing%20Strategic%20Plan%202018%20-%202028.pdf
https://naqld.org/category/food-foundations/#:~:text=Food%20Foundations%20is%20Queensland's%20leading,support%20to%20educators%20and%20parents.
https://www.feedaustralia.org.au/index.html
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://nt.gov.au/learning/early-childhood/early-childhood-support-for-remote-children-and-families
https://health.nt.gov.au/__data/assets/pdf_file/0011/991775/Healthy-Pregnancy-Healthy-Baby-book.pdf


 

- D.1.2b Is breastfeeding education free (separately 

or embedded into antenatal education/services)?  
 

Information about breastfeeding is provided at some antenatal services, but it is not clear what 

information is provided.   

D.1.3 Do maternity facilities fully adhere to the Baby 

Friendly Health Initiative (based on Ten Steps to Successful 

Breastfeeding)?   

 

The four hospitals with birthing services are all BFHI accredited (Alice Springs Hospital, Gove 

District Hospital (Nhulunbuy), Katherine Hospital, Royal Darwin Hospital) (Link) 

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to support 

early childhood growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family foods)?  

 

In the postnatal period care moves from midwives’ clinic to community clinics.  The NT Child 

Health Service (Link) is a service for regular health checks for Mums and children 0-5 years, 

run in community settings (Link) and remote settings (Link) 

Child and Family Centres were expanding from 6 to 17 at the time of mapping (Department of 

Territory Families). They offer antenatal services, parent support, early childhood education 

and long day care, are noted as a key early childhood setting in The Best Opportunities in Life.  

The Child & Family Service (Central Australia) (Link) is an integrated service model for 

under-fives delivered by the Central Australian Aboriginal Congress (Aboriginal Community 

Controlled Health Service). See 2016 journal article for further information (Link).  

Healthy Under 5 Kids (HU5K) has been a remote program (see Annual Report 2018 (Link)), 

but at the time of interviews, the program was being reviewed alongside an urban program, 

which jointly will be scaled up to a territory-wide and universal well child health program. A 

NT participant noted “I guess lots of opportunities are there for early intervention if problems 

are picked up” (NT informant 1). The HU5K Education Package (Link) is a 2009 resource to 

support the program. Nutrition information is primarily aimed at the prevention of malnutrition 

and dental caries.  

The Maternal Early Childhood Sustained Home-visiting (MECSH) program provides in-home 

sustained support to families who need additional support in early childhood.  

- D.2.1a Is information to support parents readily 

available (e.g. phonelines, websites)?  
 

None found at the time of mapping  

- D.2.1b Do these include breastfeeding support?   
 

NT government website support for Breastfeeding services (Link) defers to the Australian 

Breastfeeding Association (an NGO).  

D.2.2 Are there healthy lifestyle (education) programs to 

support families during early childhood?   

 

There are some remote infant feeding programs “Things like the World Health Organization 

infant feeding programs. So a local version of that's been developed by Fred Hollows in 

Menzies” (NT informant 1).  

Families as First Teachers (FaFT) (Link) is a parent/child early learning and family support 

program for remote Aboriginal and Torres Strait Islander families offered by the Department of 

Education in early childhood centres (Commonwealth funding for these centres). “As well as 

providing support and resources around nutrition, health and hygiene, the FaFT program 

employs an abecedarian approach, which aims to develop enriched caregiving and quality 

child-centred early learning experiences - we know this is linked to future health outcomes” 

(NT informant 1).  

Territory Parent Support (TPS) group from 9 weeks postnatally onwards (Link) at the Child 

and Family Centres (see D.2.1), where “…they've got a great set up for children, and families to 

come in and participate and engage in an early childhood learning centre as such. And they also 

https://bfhi.org.au/find-an-accredited-facility/
https://nt.gov.au/wellbeing/pregnancy-birthing-and-child-health/baby-child-assessments-clinics
https://nt.gov.au/wellbeing/hospitals-health-services/community-care-centre
https://nt.gov.au/wellbeing/remote-health/remote-health-services
https://www.caac.org.au/client-services/child-family-service
https://www.mja.com.au/journal/2016/205/1/towards-integrated-model-child-and-family-services-central-australia
https://hdl.handle.net/10137/7522
https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/424/3/Health%20Kids%20Under%205.pdf
https://nt.gov.au/wellbeing/pregnancy-birthing-and-child-health/breastfeeding-services
https://education.nt.gov.au/support-for-teachers/faft
https://nt.gov.au/wellbeing/pregnancy-birthing-and-child-health/support-new-parents
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run programs that will support children and families around healthy food choices or activities" 

(NT informant 2).  

NGOs are funded to deliver local infant feeding programs, resources for remote communities 

have been developed e.g. Feeding Babies (2013) (Link).  

- D.2.2a Are target populations identified and 

actively recruited for programs?  
 

The FaFT program at the time of mapping was aimed at remote Aboriginal families across the 

territory. 

D.2.3 Are Supported Playgroups offered for families that 

need additional support and do they include healthy 

lifestyle skills? 

 

Intensive Supported Playgroups (Link) support to address underlying family issues. At the time 

of mapping these programs did not specifically include nutrition and movement advice.  

 

D.3 

Workforce 

D.3.1 Are there training and resources available for health 

care professionals to support families?  

 

Training for local health and early childhood education professionals is provided through the 

HU5K and FaFT programs, “so the public health nutritionists from the strategy would actually 

provide a lot of education and support to the professional people working in those areas. 

Because they're not there all the time, they're seeing them probably once every two weeks or 

something like that. So basically, we’re actually building the skills of the workforce a lot of the 

time and also encourage trying to work with the community around building some programs 

that they might see as supporting but with the FaFT program that seems to be an in road for a 

lot of the early education and prevention messages” (NT informant 2). At the time of mapping, 

these were targeted programs expected to be expanded Territory-wide soon.  

- D.3.1a Is preconception advice for nutrition and 

being active provided to prospective parents?  
 

The NT Health Nutrition and Physical Activity Strategy 2015-2020 objective 2: promote and 

support a healthy diet and a healthy weight among women of a childbearing age but does not  

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to health 

department)?  
 

The Health Promotion Strategy Unit (Link) provides capacity building and training support and 

contributes to the health promotion evidence base.  

The Health Promotion Framework (2013) (Link) provides guidance for health promotion 

initiatives to be incorporated into service delivery and health service planning.  

NT has an Epidemiology Unit to monitor NT population health status (Link). Monitoring 

systems were under development at the time of mapping: Primary Care Information System 

(PCIS) and the Community Care Information System (CCIS).  

- D.3.2b …workforce (to implement initiatives 

locally)?   

Rather than having a dedicated workforce to implement programs locally, the NT uses a 

capacity-building model for local health professionals to carry out health promotion work via 

the Health Promotion Strategy Unit and also through specific programs, see D.3.1.   

http://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/582/1/Feeding%20Babies%202013.pdf
https://www.dss.gov.au/sites/default/files/documents/07_2013/supported_playgroups_cope_ip.docx
https://health.nt.gov.au/professionals/health-promotion
https://digitallibrary.health.nt.gov.au/prodjspui/bitstream/10137/881/3/Northern%20Territory%20Health%20Promotion%20Framework.pdf
https://health.nt.gov.au/data-and-research/Innovation-and-research


 

2.4 Queensland mapping  

Area  Guiding questions   Result Notes 
A. Governance & leadership  Qld  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been identified as 

a priority by leadership (Premier or Health Minister)?  

 

Yes. At the time of mapping addressing obesity and chronic disease was an identified priority of 

the Qld government (see priorities from 2017 election progress report, Link). A suite of policies 

(Health & Wellbeing Strategic Framework, Keeping Queenslanders Healthy, Our Future State) 

identify increasing the proportion of the population with healthy weight (including children, but not 

for children under 5 years) as a whole-of-government target (i.e. increase by 10% proportion of 

population at healthy weight). The WHO Ending Childhood Obesity report is cited in multiple 

obesity strategy announcements, including taking a whole of government approach.  

Queensland held an Obesity Summit in 2006, established the Obesity Taskforce (joint led between 

Health and Sport and Recreation Departments).  

Queensland Health Minister co-led the National Obesity Summit (February 2019) with the 

Commonwealth Sports Minister and the Queensland Government led the Council of Australian 

Governments (COAG, an intergovernmental forum) childhood obesity prevention projects starting 

from 2016 and was leading the National Obesity Strategy.  

A.1.2 Key policy/policies: Is there an overarching policy 

framework, or a series of key policies or action plans to 

guide initiatives for the early prevention of obesity in 

childhood? 

 

At the time of mapping Queensland was in the early stages of developing and implementing 

policies for obesity prevention, however, there were limitations in the structural support for policy 

implementation (i.e. no health promotion workforce, the state-wide Children’s Health Queensland 

Hospital and Health Service (HHS) had no obesity prevention strategy aimed at the early years, no 

direct engagement with the ECEC sector). Policies to support healthy environments were in their 

infancy.   

The role of the Healthy Futures Commission (as noted in the Healthy Futures Commission 

Queensland Bill 2017 (Link)) is to support action across multiple government sectors, the private 

sector, NGOs, researchers and the public - enabled through a process of grants from at least 55% of 

a budget of $20 million across three years and must consider the social aspects of health equity.  

Health & Wellbeing Strategic Framework (2017-2026, Link) (name changed to Prevention 

Strategic Framework in 2020) and the operational document for overweight and obesity, the 

Healthy Weight Strategy (2017-2026) (Link) – aimed at concurrently increasing healthy and 

reducing unhealthy behaviours through health supportive environments and knowledge/ 

motivation/attitudes/skills. Healthy public policy key element: identified targets for children 

increased healthy weight, reduced overweight and obesity, increased physical activity, fruit and 

vegetable consumption (none for under 5 years). All programs under this policy must be evaluated, 

and use a specifically developed evaluation framework  

 

The Queensland Plan (Link) is a 30-year plan across a range of metrics and focused on a 

collaboration across government and Our Future State: Advancing Queensland’s Priorities (Link), 

https://www.qld.gov.au/about/how-government-works/objectives-for-the-community
http://www.parliament.qld.gov.au/documents/tableOffice/BillMaterial/170523/Healthy.pdf
https://publications.qld.gov.au/dataset/health-and-wellbeing-strategic-framework-2017-to-2026/resource/2d8461d3-98bb-4c45-9c1b-19e88a3cf56d
https://www.health.qld.gov.au/__data/assets/pdf_file/0020/663050/health-wellbeing-strategic-framework-obesity.pdf
https://www.queenslandplan.qld.gov.au/
https://cabinet.qld.gov.au/documents/2018/Mar/OFSAQP/Attachments/Priorities.PDF


29 
 

are high level overarching long-term plans for Queensland. A third of the work areas in Our Future 

State relate to obesity/chronic disease prevention under ‘Give Our Children a Great Start’  

(includes under 5 years, focus is on development: Target to reduce the proportion of children who 

are developmentally vulnerable to 22%; Child-focused family support in the early years; universal 

access to early education (joint with Commonwealth) - Support includes 12 early childhood 

learning and development services (Pathways for Early Learning and Development) (Link) [media 

statement]; and, Early Years Places, 50 services hubs across the state, sits within the Early 

Childhood Education and Care agency (Link)) and ‘Keeping Queenslanders Healthy’.   

 

Informant noted that most strategies are focused on the individual level and attributed this to there 

being a less clear understanding of environmental elements: “There are a number of strategies that 

are directed to towards education or skill development of individuals, but not lost in that mix is also 

the impact of environment, it's just less understood” (Qld informant). 

A.1.3 Does the state legislation for public health include 

prevention/health and wellbeing?   

No, but health is a key consideration of the Planning Act 2016. Informant noted that regulation is a 

less desirable pathway: “The legislative approach, they can often be quite lengthy and can happen 

beyond election cycles or government terms” (Qld informant) 

A.1.4 Are their statutory grant-giving bodies with a remit 

to fund prevention-related community projects? 

 

Not a specific body, but the Queensland Budget Paper 3 (p.73) (Link) noted several local 

government grants: Local Government Grants and Subsidies program ($41.7million); Works for 

Queensland (regional focus) ($147.8 million); Implementing More Effective Funding Grants to 

Local Government ($1.3 million) – Department of Local Government, Racing and Multicultural 

Affairs.  

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in ‘key 

policy’ identified above?  
 

Yes.  

A.2.2 Are there formal mechanisms for collaborative 

exchange across sectors (e.g. working groups, 

policy/outcome joint statements, embedded health 

positions in agencies outside of health)?   

In interview, participant noted that both Keeping Queenslanders Healthy and A Great Start to Life 

have intergovernmental mechanisms and the Department of Premier and Cabinet are coordinating 

cross-government collaboration towards the Our Future State priorities.  However, the informant 

noted that more broadly: “It's a bit opportunistic at times and it can be ad hoc, but... Health is clear 

about the kind of outcomes that we want, and ideas about what other agencies could be doing 

around supporting Health, and the opportunity to move some of that stuff forward can actually just 

come in quite random ways and sometimes unexpected” (Qld informant) 

A.3 Equity  A.3.1 Do the key policies identified outline the structural 

(incl. social/commercial) causes of obesity?  

(such as employment/family income, affordable or social 

housing, adverse early childhood experiences, food 

security, food systems including promotion, built 

environment and access to safe/appropriate spaces for 

being active, etc) 

 

Policies for obesity prevention were fairly new at the time of mapping, several documents and 

strategies address key upstream areas for prevention, although policy coherence (linking up 

policies and strategies) is limited.  

Our Future State: High level political document with a range of targets. Economy/creating 

employment associated with dignity; aim of supporting parents, carers and educators is to “help 

children better understand healthy choices…” (p.5), the language is aimed personal responsibility 

rather than environments; ‘high quality support throughout pregnancy’ to be measured by babies 

with healthy birth weight (no measures or specifics for the type of antenatal care offered).  

Skills/training for employment: Investment in training infrastructure at TAFE Queensland; 

programs to encourage re-entering the workforce - Department of Employment, Small Business 

and Training.  

http://statements.qld.gov.au/Statement/2017/9/12/early-learning-program-on-pathway-to-success
https://qed.qld.gov.au/earlychildhood/families/support-services/early-years-places
https://budget.qld.gov.au/files/BP3-2018-19-3%20Capital%20Outlays.pdf


 

Advancing Our Training Infrastructure: Back to Work, Skilling Queenslanders for Work, 

Queensland Budget Paper (Capital Statement 2018-19, p.53) (Link) 

Housing: Funding for social housing dwellings (up to 599) - Department of Housing and Public 

Works; Housing Construction Jobs Program, Queensland Housing Affordability Strategy; 

Queensland Budget Paper (Capital Statement 2018-19, p.60) (Link); National Partnership on 

Remote Housing Funding has ended, new National Housing and Homelessness Agreement 

commenced in 2018.  

State Planning Policy 2017 (Link) and guidance material (Link) outlines that supporting public 

wellbeing, through ‘liveable communities and housing’ is a state interest. At the time of mapping, 

the Minister for Housing and Public Works was also the Minister for Sport, the sport and active 

recreation strategy/action plan (see B.1.2) crosses over portfolios related to liveability indicators. It 

covers housing, employment, public open space, public and active transport. Social Impact 

Assessments (SIA) in addition to Environmental Impact Assessments (EIA) are required. SIAs 

must ensure that health and the wellbeing of the community (local and regional) are considered, 

potential negative impacts are minimised, and opportunities for improvement are maximised.  

Regional Planning Interests Act 2014 (Link) sets outs areas of regional strategic interest for social, 

economic and environmental prosperity. There are no references to Aboriginal or Torres Strait 

Islander (nor use of the term Indigenous) cultural interests.   

Funding for safe and clean water for Indigenous communities - Department of Local Government, 

Racing and Multicultural Affairs - Indigenous Councils Critical Infrastructure Program for water, 

wastewater and solid waste infrastructure - Queensland Budget Paper 3 (Capital Statement 2018-

19) (p.73) infrastructure grants for environmental health ($0.965 million) and water, wastewater 

and solid waste ($50 million) (Link) 

Transparency for engagement with lobbyists: Lobbyists Register requires state and local 

government and opposition representatives to keep details of contacts with lobbyists for 10 years. 

The register has mandatory reporting and real-time transparency to try to limit commercial 

influence on policy (Link).  

- A.3.1.a Do recommendations for 

action/initiatives address these structural causes?    

The recommendations have strong potential to address structural causes, but as these are relatively 

new policy areas it is too soon to tell if the policies that will be implemented will achieve their 

stated goals  

A.3.2 Are target populations (with higher risk of 

developing obesity) identified for additional support?  

 

Fairly limited acknowledgement of target populations relating to actions. Prevalence data suggests 

inner regional and remote areas have much higher incidence of obesity than major cities in adults 

(no difference for children) and no statistical difference for Aboriginal and/or Torres Strait Islander 

adults (but children were significantly less likely to be obese); socioeconomic status: children in 

disadvantaged areas 2.5 times more likely to be obese than children in most advantaged areas 

(Health & Wellbeing Strategic Framework p.10) 

B. Environments in which we live (e.g. work, shop, eat, be active and 

play) 
Qld 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments 

towards principles of active living?  

New policy area. Queensland amended the Planning Act 2016 (Qld) (Link) and its associated 

Guideline (Link) and Planning Regulation 2017 – other jurisdictions were attempting similar 

planning reform around the same time, but many did not pass through the legislature.  

https://budget.qld.gov.au/files/BP3-2018-19-3%20Capital%20Outlays.pdf
https://budget.qld.gov.au/files/BP3-2018-19-3%20Capital%20Outlays.pdf
https://dsdmipprd.blob.core.windows.net/general/spp-july-2017.pdf
https://planning.dsdmip.qld.gov.au/planning/spa-system/plan-making-under-spa/state-planning-under-spa/state-planning-policy
https://www.legislation.qld.gov.au/view/pdf/inforce/current/act-2014-011
https://budget.qld.gov.au/files/BP3-2018-19-3%20Capital%20Outlays.pdf
https://www.integrity.qld.gov.au/lobbyists/what-is-the-lobbyists-register.aspx
https://planning.dsdmip.qld.gov.au/planning/our-planning-system/the-legislation
https://dsdmipprd.blob.core.windows.net/general/your-guide-to-the-planning-act-2016.pdf
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State Planning Policy 2017 outlines that supporting public wellbeing, through liveable 

communities is a state interest (see A.3.1 and Queensland’s new planning system (Link)) 

The Planning Act requires (and enables) local government to consider the wellbeing of the 

community; local governments are supported through the Active Health Communities initiative (see 

B.1.7).  

QDesign: Principles for good urban design in Queensland (Link) is a guideline. Developed by the 

Queensland Government Architect (with a foreword from the Minister of Housing and Public 

Works/ Sport) it contains nine principles including street connectivity, climate responsive, creating 

spaces for people to live. A strategy to encourage prioritising the “needs of the children and 

elderly” in order to respond to the diversity of community needs. “If proposed housing options, 

land use activities, parks, streets and transport options respond to the specific needs of the young 

and the elderly, it is more likely to accommodate the whole community throughout life” (p. 25) 

B.1.2 Are there investments for public infrastructure (e.g. 

footpaths, bikeways, or greenspaces) to encourage being 

active? 

 

New statewide policy areas. Queensland Budget Paper 3: $20.2 million for cycle network 

development across the state (p. 122) (Link). The Queensland Cycling Strategy (Link) and 

Queensland Walking Strategy (Link) are being led by Department of Transport and Main Roads (a 

shift away from local government).  

Queensland has a sport and active recreation strategy led by the Minister for Sport, who is also the 

Minister for Housing and Public Works (high cross-over portfolios for liveability indicators) – 

these are strategy: Activate! Queensland 2019-2029 (Link) and action plan Our Active8 2019-2022 

(Link). These are supported by the Health Department.  

B.1.3 Are there food/nutrition policies aimed at ensuring 

a nutritious, affordable, accessible food system?  (e.g. 

incentivise local food production or increase healthy food 

access in disadvantaged communities, zoning policies, or 

incentives to retailers) 

 

There were no specific food/nutrition policies. There was some policy scaffolding in agricultural 

and planning sectors. Several long-term planning and audit policy documents support a whole-of-

supply chain approach to agriculture. Annual audits are conducted update an agricultural 

investment tool Queensland Agricultural Land Audit (Link); Queensland food and fibre policy 

(Link) State planning policy focus on agriculture, State Planning Policy - state interest guideline - 

Agriculture, 2016 (Link) - Department of Agriculture and Fisheries; Department of infrastructure, 

Local Government and Planning.  

Regional Plans sit under the State Planning Policy (SPP) suite of land use planning and 

development - there are two regions where regional planning has a focus on agriculture – Regional 

Planning Interest Act 2014.  

At the same time a long-term strategic framework for the agricultural sector identifies five 

megatrends in global agribusiness: 1) interconnected global value chains and food supply, 2) 

greater global wealth and desire for convenience, 3) streamlined food system chains, 4) climate 

change, 5) food for health in Queensland Agriculture and Food Research, Development and 

Extension 10-Year Roadmap and Action Plan (Link). 

B.1.4 Are there programs to support vendors to improve 

food offerings in food outlets (restaurants, cafes, take-

away, vending machines)? 

 

None found at the time of mapping 

B.1.5 Is nutrition information at food outlets (menu board 

labelling) required by legislation? 
 

In 2017 Queensland amended the Food Act to align with New South Wales policy (i.e. 20 or more 

stores in Queensland or 50 or more stores nationally) - Fast Choices (Link). 

https://dsdmipprd.blob.core.windows.net/general/NewPlanningSystem_v4.pdf
https://www.hpw.qld.gov.au/__data/assets/pdf_file/0022/4837/qdesignmanual.pdf
https://budget.qld.gov.au/files/BP3-2018-19-3%20Capital%20Outlays.pdf
https://www.tmr.qld.gov.au/Travel-and-transport/Cycling/About-cycling
https://www.tmr.qld.gov.au/Travel-and-transport/Pedestrians-and-walking/Queensland-Walking-Strategy
https://www.hpw.qld.gov.au/__data/assets/pdf_file/0020/6176/activateqldsportrecreationstrategy.pdf
https://www.hpw.qld.gov.au/__data/assets/pdf_file/0021/6177/active8sportrecreationstrategyactionplan.pdf
https://www.daf.qld.gov.au/business-priorities/environment/ag-land-audit
https://publications.qld.gov.au/dataset/queensland-food-and-fibre-policy
https://dilgpprd.blob.core.windows.net/general/SPPGuidance-Agriculture-July2017.pdf
https://publications.qld.gov.au/dataset/qld-agriculture-and-food-research-development-and-extension-roadmap/resource/5ab53e3a-b245-4271-aefc-774fcc560765
https://www.publications.qld.gov.au/dataset/food-labelling/resource/974cefd3-86f1-4d2f-954e-149e7383e6f3


 

Queensland led the consultation for Food Standards Australia New Zealand (FSANZ) to consider 

regulating for nationally consistent menu labelling initiatives and broadening menu labelling 

schemes – i.e. to go beyond the listing of kilojoule labelling alone.  

B.1.6 Is there engagement with food retail (supermarkets, 

grocers, corner stores, etc) to reduce the availability and 

promotion of discretionary choices in-store?    

Active Healthy Communities supports local governments to engage with local food retailers 

although at the time of mapping there were limited case studies to showcase success.  

Healthy Communities Project Pilot (Link) Cape York partnership with Traditional Owners and 

Elders, Mayors, and Councillors of three Cape York communities to reduce sugar-sweetened 

beverage availability and consumption (18 month pilot)  

B.1.7 Are local governments empowered to encourage 

health-supportive environments? 

 

To support the Planning Act 2016, state government has supports for local governments to 

encourage health supportive built environments. Active Healthy Communities (Link) is a resource 

for local government includes promotion of healthy foods in partnership with local food outlets and 

growers, limiting access to unhealthy food outlets, and leveraging the built environment to improve 

food environments. It also encourages locally driven projects to improve walkability and other built 

environment/planning considerations for being active. There are ‘how to’ instructions for 

implementing Breastfeeding and baby care facilities code (Link) and recommendations for using 

local law (e.g. food licensing, food stall sizes, etc) to improve local food offerings across multiple 

settings (Link).  

After a period of local government reform in Queensland, regulatory changes (Link) require the 

reporting of potential conflict of interest in local government (and the explicit prohibition of any 

donations by property developers) (Department of Local Government, Racing and Multicultural 

Affairs).  

Queensland has 77 LGAs (Link) and two local government Acts:  Local Government Act 2009 

Brisbane City Act 2010 

B.1.8 Are there any initiatives to reduce exposure to the 

marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport hubs 

such as train stations) within government 

control?  

 

 

 

The Queensland government banned discretionary food and drink promotion on all government-

owned advertising spaces (including Queensland’s rail network, buses, bus shelters, roadsides, and 

outside major hospitals) – Advertising content on Queensland Government advertising spaces & 

Policy Guideline: Unhealthy food and drink including alcohol (Link) 

- B.1.8b healthcare settings?  
 

Health Service Directive Healthier Drinks at Healthcare Facilities (March 2019), applying to all 

HHSs, informed an amended Directive to also include food (although not completed/released until 

2020, Link)  

- B.1.8c other government-controlled 

buildings/parks? 
 

Advertising content on Queensland Government advertising spaces (see B.1.8a) – scope extends to 

advertising spaces owned or positioned on land/an asset owned by a Queensland Government 

agency/entity, including common areas (e.g. lifts or foyer) but it excludes retail outlets and their 

‘footprint’ within government property.   

B.1.9 Are there policies limiting the availability/provision 

of discretionary choices in:  

- B.1.9a healthcare settings (for visitors and 

staff)?  

 

 

 

Health Service Directive: Healthier Drinks and Healthcare Facilities (June 2019) and Healthier 

drinks at healthcare facilities best practice guide (2016) required the removal of sugar-sweetened 

drinks from Queensland’s 16 Hospital and Health Services (HHS) – a network of locally 

http://www.apunipima.org.au/component/content/article/69-services/healthy-lifestyles/339-nutrition-projects
http://www.activehealthycommunities.com.au/
http://www.activehealthycommunities.com.au/plan/planning-scheme-tools/breastfeeding-baby-care-facilities-code/
http://www.activehealthycommunities.com.au/plan/local-law-policy-matters/local-law-matters-healthy-eating/
https://www.dlgrma.qld.gov.au/local-government-reform.html
http://www.dlgrma.qld.gov.au/local-government-directory/
https://aana.com.au/content/uploads/2019/04/Qld-unhealthy-food-advert-ban-Policy-Policy-Guideline.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0034/949390/qh-hsd-049-v3.pdf
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administered health services. At the time of mapping, this directive applied to unhealthy drinks 

only and not to unhealthy food (although policy development was underway at the time of 

mapping).  

Update: just outside of mapping scope (and so ‘result’ remains policy scaffolding), a new policy 

suite was introduced, influenced by the COAG Health Council project to reduce children’s 

exposure to unhealthy food and drinks. A Better Choice – Healthy Food and Drink Supply Strategy 

for Queensland Health Facilities supported by the A Better Choice: food and drinks classification 

guides (Link). This uses a traffic light system like the ACT initiative.   

- B.1.9b buildings, community centres, and parks 

under government control?     
 

No statewide public sector policy at the time of mapping. 

A guideline policy Be Healthy, be safe, be well (Link) outlines ‘Better health’ as a key pillar for 

public sector workplaces and Healthier. Happier. Workplaces. (Link) provides organisations with 

support to improve food environments and could serve as the basis for policy development in this 

space.  

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any media 

type) aimed at:  

- B.2.1a encouraging healthy lifestyle behaviours?  

 

Healthier. Happier. (Link) – campaign drives public back to a website with sections on fitness, 

food and tools for behaviour change in addition to a social marketing activity primarily driven 

through Facebook and Instagram. This advice is mostly focused on school-aged children.  

- B.2.1b developing/supporting healthy food 

systems and built environments (incl. 

community-capacity building)?   

 

Active Healthy Communities has a community engagement and social inclusion strategy to 

encourage participation, e.g. community-led audits of neighbourhood walkability and community-

supported local food systems.  

Get involved (Link) is an online platform used by the Queensland Government to consult with the 

public. The platform was used to consult with the public for the development of the 20-year long-

term state policy, The Queensland Plan (referenced in this policy mapping).  

A capacity-building and skills-development program is funded by government for Queensland 

Country Women’s Association branch members, who then deliver healthy lifestyle programs in 

their communities, e.g. QCWA Country Kitchens (Link) 

C. Early childhood education and care (ECEC) settings  Qld  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care 

settings to:  

- C.1.1a encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: 

training and resources; families: resources)  

 

At the time of mapping no consistent approach to sector engagement in Queensland, nor funding 

for specific projects in terms of provision or curriculum. 

Some examples exist that could be built upon for broader engagement. Under the NPAPH, the 

Queensland government invested in the development and evaluation of the LEAPS program 

(Learning, Eating, Active Play, Sleep), delivered by NAQ Nutrition (the Queensland branch of 

Nutrition Australia, an NGO) (Link). When that funding period ended the ongoing support for the 

sector moved to NAQ under the Food Foundations program, who offer similar sector supports for 

a subscription (i.e. each service pays a fee of ~$100/year) (Link), and provide resources such as 

Menu Planning in Queensland ECEC settings. It seems unlikely that the government will step in to 

secure funding for this program, as the Queensland participant noted that “The idea of having a 

fairly rock solid, well-funded strategy approach in Queensland ... I'm just not seeing that at the 

moment” (Qld informant).  

 

https://www.health.qld.gov.au/public-health/topics/healthy-lifestyles/workplaces/choice
https://www.forgov.qld.gov.au/be-healthy-be-safe-be-well-framework
https://workplaces.healthier.qld.gov.au/
https://www.healthier.qld.gov.au/
https://www.getinvolved.qld.gov.au/
https://www.qcwa.org.au/countrykitchens/
https://training.naqnutrition.org/courses/leaps/
https://naqld.org/category/food-foundations/


 

Children’s Health Queensland HHS also provides some professional training and engages with the 

Education Department in relation to schools (and so there are some potential opportunities to 

support Authorised Officers (who assess ECEC services against national regulation)).  

Smart Choices policy developed by Health Department and aligns with National Healthy School 

Canteen Guidelines, monitored by Education Department. Health funds QAST (Queensland 

Association of School Tuckshops, an NGO) to support public and private schools to implement, so 

not a lot of cross over with the ECEC sector. Compliance is around 50%.  

 

Healthy food policies in school settings exist in most Australian jurisdictions, although such 

requirements have not been extended to the ECEC sector. The ECEC sector is regulated nationally 

under the National Quality Framework (NQF) (those regulations are implemented and monitored at 

a state/territory level through either the education or communities departments), so it would make 

sense to develop these standards in a nationally consistent way. The feedAustralia initiative offers 

support to ECEC sector via an online menu planning tool menu reviews (Link) – those jurisdictions 

which do not already provide such services could encourage services to access this program.  

- C.1.1b provide food and physical activity 

experiences as part of the curriculum? 
 

See C.1.1a  

D. Health (community and tertiary health settings and health 

promotion activities) 
Qld 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage 

hypertension, hyperglycaemia, appropriate gestational 

weight gain?  

 

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) recommend 

monitoring of blood pressure, weight and screening for hyperglycaemia (Link)  

D.1.2 Antenatal care within public health services:     

- D.1.2a Do they include nutrition counselling for 

healthy pregnancy or are there other healthy 

lifestyle support programs available during 

pregnancy?  
 

A support program/couching service available via telephone, includes 10 sessions: Get Healthy in 

Pregnancy – licenced from NSW (Link).  

In the Queensland Plan a focus area called Give our Children a Great Start highlights the 

importance of a healthy birth weight (target to increase the proportion of delivered babies at 

healthy birth weight to 5% by 2025). 

Growing Good Habits – website for families (Link) 

- D.1.2b Is breastfeeding education free 

(separately or embedded into antenatal 

education/services)?  
 

Queensland Health Clinical Guidelines Establishing Breastfeeding (Link) note that information 

about anticipatory guidance for breastfeeding should be supplied at each antenatal visit and develop 

a breastfeeding plan in partnership with the patient, and to offer a referral to a lactation consultant 

if risk factors identified. Included in this plan development is to respect the decision of the mother 

should she decide not to breastfeed (and to document in pregnancy health record for the benefit of 

other health practitioners)  

D.1.3 Do maternity facilities fully adhere to the Baby 

Friendly Health Initiative (BFHI) (based on Ten Steps to 

Successful Breastfeeding)?    

The BFHI is accredited through the Australian College of Midwives (ACM). The ACM have 

confirmed the Establishing Breastfeeding Queensland Clinical Guidelines meets the standards of 

BFHI Australia. While the central Health Department and the associated clinical guidelines endorse 

HHSs (Link) seeking BFHI accreditation, it is up to the 16 independent HHSs to pursue 

accreditation – 15 public hospitals had BFHI accreditation in Queensland.  

https://www.feedaustralia.org.au/index.html
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.gethealthyqld.com.au/
https://www.growinggoodhabits.health.qld.gov.au/
https://www.health.qld.gov.au/__data/assets/pdf_file/0033/139965/g-bf.pdf
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-staff/maternity/nutrition/bfhi
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D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to support 

early childhood growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family foods)?  

 

The Child Health Service (CHS) (Link) available around the Greater Brisbane area for children 

from birth to 8 years of age (geographically limited). All HHSs offer some version of this 

program although they can have different names for the same type of service. For early childhood – 

Key age child health checks; drop-in clinics (up to 12 weeks, supports early infant feeding and 

parental concerns); infant feeding and parent support program (birth to six months, appointments 

and referral required for this more in-depth service, only available at some CHS) (Link). 

Additionally, the Personal Health Record (Red Book) to record health appointments, development 

and growth checks.  

Parenting groups for parents with infants vary in the age range offered, depending on the HHS, e.g. 

from birth to three months of age (Link), or birth to five months and 5-12 months (Link). 

(Update 2021, Early Years Places (Link) and funding for Neighbourhood and community centres 

(Link) have been established across the state and include health services and parenting support). 

- D.2.1a Is information to support parents readily 

available (e.g. phonelines, websites)?  
 

Online materials for Healthy lifestyle resources for consumers (Link) is a directory page for self-

referral into the Get Healthy Queensland (Link) services, Healthier. Happier. (Link) website, and 

other information about diet/nutrition (Link) and fitness/exercise (Link). Growing Good Habits 

(families) has support on early child feeding  

- D.2.1b Do these include breastfeeding support?    Growing Good Habits (families) does not have maternal support/advice for breastfeeding.  

D.2.2 Are there healthy lifestyle (education) programs to 

support families during early childhood?   
 

None beyond the (geographically limited) Child Health Service.  

There are cooking programs available through the Country Kitchens (Queensland Country 

Women’s Association) (Link) and Jamie Oliver: Ministry of Food (The Good Foundation), for a 

fee ($50-150) (Link) programs  

- D.2.2a Are target populations identified and 

actively recruited for programs?  

 

The available cooking programs (D.2.2) are promoted as regional/rural programs.  

Programs are available for Aboriginal and Torres Strait Islander families (see D.3.1a). In addition, 

Good Start is a program aimed at Good Start to Life supports Māori and Pacifika families, in the 

Logan area (referenced in the Logan Community Health Action Plan 2017 (Link).  

Making Tracks towards closing the gap in health outcomes for Indigenous Queenslanders by 2033: 

Investment Strategy 2015-2018 (Link) 

A healthy start to life is one of five priorities, includes improving health literacy and reproductive 

health of young women and services which are culturally appropriate for antenatal, infant, child 

and maternal services and parenting support.  

D.2.3 Are Supported Playgroups offered for families that 

need additional support and do they include healthy 

lifestyle skills? 

 

Supported Playgroups include a trained facilitator to engage families and provide support for 

families, they can be offered by outreach for families/communities in remote locations (Link). 

They are offered on an ad hoc basis across the state.  

D.3 

Workforce 

D.3.1 Are there training and resources available for health 

care professionals to support families?  

 

Children’s Health Queensland (a statewide Hospital and Health Service) developed Project 

ECHO® (Link) a free online training resource for health professionals across a range of health 

areas, included the Childhood Overweight and Obesity ECHO Network.  

Website with Healthy Lifestyle resources for health professionals (Link) includes links to nutrition 

education resources, maternal and infant nutrition, referrals into programs and training, and link to 

consumer website Growing Good Habits.  

Brief intervention for a healthy lifestyle (Link) training for general population and maternity and 

child health clinicians from the Queensland Health’s Clinical Skills Development Service.  

https://www.childrens.health.qld.gov.au/chq/our-services/community-health-services/child-health-service/
https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/factsheets/cychs-fs-infant-feeding.pdf
https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/factsheets/parent-group-programs.pdf
https://www.mackay.health.qld.gov.au/your-hospitals/mackay-base-hospital/child-youth-and-family-health/
https://earlychildhood.qld.gov.au/funding-and-support/rural-remote-and-indigenous-programs/early-years-places
https://www.communities.qld.gov.au/community/neighbourhood-community-centres
https://www.health.qld.gov.au/public-health/topics/healthy-lifestyles/consumers
https://www.gethealthyqld.com.au/
https://www.healthier.qld.gov.au/
https://www.qld.gov.au/health/staying-healthy/diet-nutrition
https://www.qld.gov.au/health/staying-healthy/fitness
https://www.qcwacountrykitchens.com.au/#:~:text=The%20Queensland%20Country%20Women's%20Association's,through%20Health%20and%20Wellbeing%20Queensland.
https://www.thegoodfoundation.com.au/courses/jamies-ministry-of-food-program/
https://www.health.qld.gov.au/__data/assets/pdf_file/0039/655959/QH1002_Logan-Community_web.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0020/161831/making-tracks-inv-strat.pdf
https://earlychildhood.qld.gov.au/about-us/publications-and-research/supported-playgroups
https://www.childrens.health.qld.gov.au/chq/health-professionals/integrated-care/project-echo/
https://www.health.qld.gov.au/public-health/topics/healthy-lifestyles/health-professionals/
https://www.health.qld.gov.au/public-health/topics/healthy-lifestyles/health-professionals/training


 

 

A range of Professional development opportunities in maternal and infant nutrition (Link) include 

brief interventions, knowledge assessment tools for breastfeeding initiation 

The Queensland Child and Youth Clinical Network (QCYCN) (Link) is a statewide network of 

researchers, clinicians, educators and consumers interested in improving healthcare for children in 

Queensland 

Growing Good Habits – website for health professionals (Link)  

Health Workforce Strategy for Queensland (Link); Aboriginal and Torres Strait Islander Health 

Workforce Strategic Framework (Link). Equitable access to health services, prevention and early 

intervention has ‘significant’ emphasis.   

- D.3.1a Is preconception advice for nutrition and 

being active provided to prospective parents?  

 

Get Healthy service is a 10-session coaching service available across Queensland (on licence from 

NSW). It has two programs that would service the adult population in the pre-conception phase: 

standard program; Aboriginal and Torres Strait Islander program (both explore elements relating to 

improved nutrition, physical activity and maintaining a healthy weight). In addition, Deadly 

Choices Healthy Lifestyle program supports initiatives in Central, North West and Far North 

Queensland.  

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to 

health department)?  

 

The Healthy Futures Commission led to the 2017 election promise to establish a statutory public 

health commission with the key remit of addressing chronic disease and obesity across the life 

course.  At the time of mapping the legislation to establish the agency Health & Wellbeing 

Queensland had passed, but was not yet enacted.  

Population monitoring: CATI survey for self-reported anthropometry, health status, health 

behaviours and access to healthcare. Continuous data collection target 12,500 adults and parents as 

proxies for 2500 children aged 5-17 years (Preventive health surveys Link) 

- D.3.2b …workforce (to implement initiatives 

locally)?  

 

It was an election promise in 2017 to rebuild the health promotion capacity across the state via new 

health promotion agency, Health & Wellbeing Queensland (see D.3.2a). Although it was not clear 

if this agency will have a workforce capable of implementing programs and initiatives at the local 

level. The former health promotion workforce was embedded into the 16 HHS’s, but almost all 

positions were lost after the 2012 Queensland election (see this article for more information 

(Link)). Children’s Health Queensland is a HHS based in Brisbane, with a state-wide remit but no 

prevention projects were identified at the time of mapping.  

https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-staff/maternity/nutrition/development
https://www.childrens.health.qld.gov.au/chq/health-professionals/qcyc-network/
https://www.growinggoodhabits.health.qld.gov.au/health-professionals/
https://www.health.qld.gov.au/system-governance/strategic-direction/plans/health-workforce-strategy
https://www.health.qld.gov.au/system-governance/strategic-direction/plans/aboriginal-torres-strait-islander-health-workforce
https://www.health.qld.gov.au/research-reports/population-health/preventive-health-surveys
https://onlinelibrary.wiley.com/doi/full/10.1111/1747-0080.12239
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2.5 South Australia  

Area  Guiding questions   Result Notes 
A. Governance & leadership  SA  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been 

identified as a priority by leadership (Premier/First 

Minister or Health Minister)?  
 

An election was held in March 2018. An election campaign for Liberal party (who had formed 

government at time of mapping): Better Prevention for a Healthy South Australia (Link) 

focused on healthy lifestyle behaviours, children were mentioned but there was little detail 

available (Update 2021, this election campaign is not reported on)  

A.1.2 Key policy/policies: Is there an overarching 

policy framework, or a series of key policies or action 

plans to guide initiatives for the early prevention of 

obesity in childhood? 

 

At the time of mapping a new government had just been formed. Priorities and policies were 

being reconsidered at the time of mapping and interview, but key areas for early childhood 

(notably the ECEC sector and how young children are impacted by the wider environments in 

which they live) were absent.  

Population health considerations are embedded into processes within the public health planning 

system which encourage and support collaboration across government (vertical and horizontal), 

with the public and private sector. Several key pieces of policy informed the policy space in SA 

at this time.   

The South Australian Public Health Act 2011 requires prevention to be considered in public 

health administration (see A.1.3); the newly elected government campaigned on obesity 

prevention (see A.1.1); the draft State Public Health Plan 2019-2024 (Link) available at the 

time of mapping; and the established mandate for addressing the determinants of health through 

their Health in All Policies (HiAP) approach all indicate strong policy infrastructure for obesity 

prevention in SA. However, there was no specific overarching approach for childhood obesity 

prevention in SA at the time of mapping.  

HiAP (Link) started in 2007 with a mandate from the Premier, establishing an authorising 

environment for cross-government work across a range of health areas. It started with a 

‘Thinker in Residence’ proposal: “to consider how South Australia could better promote health 

and wellbeing… We held a conference at the end of [the] residency, which the Premier 

opened… [and it] endorsed SA trialling a HiAP approach” (SA informant). The HiAP team 

was a small unit within the Health Department and built capacity and networks over time. In 

2009 and a re-commitment in 2014 from leaderships to HiAP happened through memorandums 

of understanding (MOUs), the latter happened through the auspices of the 2011 public health 

act implementation in 2014. Methodology for engagement (learning by doing approach) and for 

applying HiAP thinking directly to policy issues (Health Lens Analysis model) were developed. 

Another form of cross government work came under the Change@SA 90 Day Projects model 

(Link) which seconded policy officers from a range of agencies to co-define problems and their 

solutions on a pre-defined policy area. A change of government could potentially shift the 

policy infrastructure in place, however, the State Public Health Plan released late 2018 re-

endorsed the HiAP approach. 

https://strongplan.com.au/policy/better-prevention-for-a-healthy-south-australia/
https://www.sahealth.sa.gov.au/wps/wcm/connect/90d6826d-7584-432f-8a7c-8083477798bd/Draft+State+Public+Health+Plan+for+consultation.pdf?MOD=AJPERES&CACHEID=ROOTWORKSPACE-90d6826d-7584-432f-8a7c-8083477798bd-mlGtIDH
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/90+day+projects


 

The State Public Health Plan 2019-2024 (SPHP, 2018) (Link) is SA’s second Public Health 

Plan. Its vision is “A healthy, liveable and connected community” (p.4). Partnerships are 

emphasised as the cornerstone of the plan – across government agencies, between state and 

local government, through public health partnerships, and with business and community 

organisations. Within that policy harmonisation across government is emphasised (see 

Appendix 3) and focus for action is often devolved to local government, Public Health Partner 

Authorities (formal partnerships to collaborate with government and deliver actions to improve 

population health and wellbeing), public health partners (government or NGO whose core 

business impacts on population health and wellbeing). The SPHP guides the Regional Public 

Health Plans that local governments must develop and notes the previous regional plans had 

many initiatives relating to nutrition and physical activity. The SPHP focuses more on the 

ageing population, although it notes an aim for ‘all ages friendly communities’ and commits to 

support health and wellbeing in specific settings but the ECEC sector is not included (schools, 

workplaces, community spaces, health settings and prisons) (p.28). The plan identifies the 

establishment of a prevention agency, Wellbeing SA, to have governance and oversight for the 

implementation of the SPHP.  

The Health & Wellbeing Strategy (consultation document) (Link) takes a risk factors approach 

and is heavily focused on acute, medical treatment.   

A.1.3 Does the state legislation for public health 

include prevention/health and wellbeing?  

 

South Australian Public Health Act 2011 (Link) 

SA has a Chief Public Health Officer whose function is to protect and promote public health, 

which under this Act includes wellbeing and prevention. The Act defines public health to 

include prevention of chronic disease.  

A series of principles that guide the collaborative, population-focused, preventive approach to 

public health in SA are set out in the Act. Section 7: proportionate regulation principle (health 

promotion regulation should minimise impact on business); Section 8: considerations for 

impacts on future generations; Section 9: principle of prevention; Section 10: population focus 

principle (actions should be aimed at the population, and in turn the health of individuals); 

Section 11: Participation principle (people should have opportunities to participate in public 

health decisions); Section 12: Partnership principle (12(1) ‘The protection and promotion of 

public health requires collaboration and, in many cases, joint action across various sectors and 

levels of government and the community’); Section 13: Equity principle (requires equity to be 

considered). 

Section 26: Established the South Australian Public Health Council – 10 members including the 

Chief Public Health Officer, 2 with local government experience, 1 with public health 

qualifications with local government experience, 2 with qualifications in public health, 1 with 

environmental protection experience in local government, 1 with health promotion experience, 

and 1 with experience in communicable disease control.  

Section 37(1) ‘A council is the local public health authority for its area’ and is responsible for 

health promotion in their community and to partner with other councils.  

The Act requires the development of a State Public Health Plan (Section 50) and Regional 

Public Health Plans (developed by councils/local government, Section 51) (see also Link). 

https://www.sahealth.sa.gov.au/wps/wcm/connect/d18380e5-6792-4cdd-a193-08d80fd47df4/FINAL+State+public+Health+Plan+2019-2024.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-d18380e5-6792-4cdd-a193-08d80fd47df4-nwLtgf9
https://apo.org.au/sites/default/files/resource-files/2019-03/apo-nid224671.pdf
https://www.legislation.sa.gov.au/LZ/C/A/SOUTH%20AUSTRALIAN%20PUBLIC%20HEALTH%20ACT%202011/CURRENT/2011.21.AUTH.PDF
https://www.sahealth.sa.gov.au/wps/wcm/connect/a8e9b9004e42243590889f8ba24f3db9/SA+Public+Health+Plan+summary+version.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-a8e9b9004e42243590889f8ba24f3db9-nwMsn1O
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Under Section 51 councils are enabled to establish Public Health Partner Authority agreements 

with third parties to deliver/implement strategies to meet priorities in their regional public 

health plans (see also Link)  

A.1.4 Are their statutory grant-giving bodies with a 

remit to fund prevention-related community projects?  

Not at the time of mapping – Wellbeing SA was in the process of being established when 

mapping was being undertaken and was intended to have  such a remit as one of its roles 

(Update 2021, established January 2020, Link) 

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in 

‘key policy’ identified above?  

 

Partnerships are identified but they are broad (and not linked to specific actions) in the State 

Public Health Plan 2019-2024 (Appendix 1), see also the draft SPHP (Link), Appendix 4: SA 

Health Commitments which did not make it into the final SPHP) – recognition of the 

partnerships required to address multiple determinants of health – a renewed commitment to the 

continuance of HiAP both with across government and non-government agencies (business 

sector/industry and not-for-profit/community sector) to address health inequities and social 

determinants of health. The informant noted to toll of frequent restructuring: “I don't know if 

you're aware but we're being restructured about every 18 months and we're about to be 

restructured again [now that] we’ve had a new government [elected]” (SA informant). 

A.2.2 Are there formal mechanisms for collaborative 

exchange across sectors (e.g. working groups, 

policy/outcome joint statements, embedded health 

positions in agencies outside of health)?  

 

SA Public Health Act enables collaborative work through Section 12 (the partnership principle).  

The purpose of HiAP is to develop cross-sectoral collaboration and to develop public health 

lens skills among public policy officers. The State Public Health Plan endorses the HiAP 

methodologies and governance, which include a cross-government project team and executive 

oversight (approval/sign off via individual agency structures for decision making, then through 

senior officers’ group and onto cabinet). An informal Community of Practice has emerged from 

collaborative working processes of HiAP – capacity-building activities are led by the Strategic 

Partnerships team (Link). Additional methodology includes 90 Day Projects (Link) which seek 

to create understanding across a range of agencies in complex or highly political issues, and 

develop productive relationships across government but also with the community. Examples 

include ‘State of Wellbeing’.  

The Act and the SPHP also enable collaboration between state-local-national government, and 

Public Health Partner Authorities.  

A.3 Equity  A.3.1 Do the key policies identified outline the 

structural (incl. social/commercial) causes of obesity?  

(such as employment/family income, affordable or 

social housing, adverse early childhood experiences, 

food security, food systems including promotion, built 

environment and access to safe/appropriate spaces for 

being active, etc) 
 

SA Health includes the Department for Health and Ageing, the Local Health Networks, and the 

SA Ambulance Service. SA Health Strategic Plan 2017-2020 and Early Actions Plan (Link),  

In the draft/consultation version of the SA Health & Wellbeing Strategy, the health sector takes 

a risk factors approach (rather than a determinants approach) to health. This is likely due to the 

McCann Review (Link) and the loss of funding and staff for non-hospital services, and the shift 

towards partnerships to deliver on prevention in SA.  

Non-hospital health policies do identify the structural causes of obesity, and other chronic 

conditions. The HiAP approach starts by examining the determinants of health. Housing, social 

connectedness, built and food environments, active transport, and climate change all feature in 

the Chief Public Health Officer’s Report 2014-2016 (Link) and the 2018 SPHP. SA has an 

ageing population, 75% population live in capital city and surrounds (Adelaide region) although 

most of the state is very remote, with a high burden of disease. At the centre of the determinants 

https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/public+health+partner+authorities
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/wellbeing+sa/wellbeing+sa
https://yoursay.sa.gov.au/draft-state-public-health-plan-2019-2024
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/capacity+building/health+in+all+policies+capacity+building
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/90+day+projects
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/sa+health+strategic+plan/sa+health+strategic+plan
https://www.sahealth.sa.gov.au/wps/wcm/connect/45cf08804dab7a169edebed1d6abeab7/nonhospital-report-PHCS-20121203.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-45cf08804dab7a169edebed1d6abeab7-nwKGEdO
https://www.sahealth.sa.gov.au/wps/wcm/connect/35b7bc804102b6f19fa4df1afc50ebfc/16149+Chief+Public+Health+2016+Report-FINAL.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-35b7bc804102b6f19fa4df1afc50ebfc-nwMIbca


 

approach is a focus on partnerships across government, between state-local agencies, and with 

community organisations and businesses.  

A part of the HiAP methodology, a 90 Day Project on food security involved engagement with 

emergency food relief sector and clients, here they found that people were reliant on emergency 

food relief services for long periods of time, often dipping in and out of service use throughout 

any given year, but that the sector was not aware of this long term use: “We undertook 

qualitative research with both food security clients and the sector to get a really good 

understanding around what's going on. And I think the sector is trying to move because they 

hadn't understood that people are getting stuck and they're becoming dependent and they can't 

get out. And so we really worked how we could change the sector and we're probably about to 

start working on guidelines for nutrition. It probably won't meet the dietary guidelines, because 

I don't think it is possible for food security services at this point to be able to do that, but we are 

going to work them up” (SA informant).  

- A.3.1.a Do recommendations for 

action/initiatives address these structural 

causes?   

 

South Australian Public Health Act 2011 – Section 13 contains the equity principle, requiring 

consideration be given to reduce health disparities between population groups (see A.1.3. for 

more information on the Act).  

A.3.2 Are target populations (with higher risk of 

developing obesity) identified for additional support?  

 

The State Health Plan 2019-2024 (Appendix 2) recognises the variability in health needs for 

some population groups in SA: Aboriginal people (SA Aboriginal Chronic Disease Consortium 

Road Map for Action), people living in rural and remote areas, people experiencing 

socioeconomic disadvantage. Targeted programs to improve public health as well as 

interventions to improve health supportive environments in key settings for priority populations 

(e.g. programs to improve foods and beverages made available). Specific programs are not 

noted in this plan.  

B. Environments in which we live (e.g. work, shop, eat, be active 

and play) 
SA 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built 

environments towards principles of active living? 

 

The Planning, Development and Infrastructure Act 2016 (Link) initiated significant planning 

systems changes in the state, still in flux at the time of mapping. It influenced how the South 

Australian Planning Strategy was developed to have a focus on land use but also public space 

and transport infrastructure. Health aligned their messages around being active and social 

inclusion with connection to nature, climate change mitigation and protection of natural assets 

and biodiversity and in doing so developed a partnership with the environment department.  

“We're also undergoing really significant changes to our planning legislation and our planning 

system at the moment [but the impact of that] really depends on how well the rule book is 

developed… The Environment Department and the Health Department are working together to 

present a united voice to the Planning Department [who are drafting the new planning 

guidelines]. We're trying to help shape and inform the way they do it, but they've got lots of 

needs to balance. Because the lobbyists for large developments and housing corporations are 

very powerful in here… [so we aimed to] help shape and inform the way they do it… [by 

increasing] the focus on Healthy Liveable Neighbourhoods” (SA informant). 

The South Australian Planning Strategy includes a requirement for the seven planning regions 

of SA to develop long-term planning strategies called Regional Plans (Link) including land use, 

https://www.legislation.sa.gov.au/LZ/C/A/PLANNING%20DEVELOPMENT%20AND%20INFRASTRUCTURE%20ACT%202016/CURRENT/2016.14.AUTH.PDF
https://plan.sa.gov.au/our_planning_system/instruments/planning_instruments/regional_plans
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transport infrastructure and public space. Planning regions are: Greater Adelaide (represents 

75% of the population), Eyre and Western, Yorke Peninsula and Mid North, Far North, 

Kangaroo Island, Limestone Coast, and Murray Mallee. 

The Planning Strategy for South Australia: 30 Year Plan for Greater Adelaide (Link) 

represents 75% of SA population. It has six targets that align to many of the liveability 

indicators (increasing density and minimising urban sprawl (links to protection of agricultural 

land), proximity to public transport, active transport infrastructure, greater housing choice, 

increased urban green cover, walkable neighbourhoods) and 14 policy themes, including health, 

wellbeing and inclusion. Under this policy theme sits the ‘Healthy Neighbourhoods’ elements 

(housing variety, access to sport and recreation facilities, green streetscape, 800m to shops, 

400m to public open space, 400m to bus/800m to train/light rail, 1km to school or childcare, 

5km to ‘employment zoned’ land.  

The SA participant noted the 30 Year Plan included “all kinds of environmental triggers that we 

know encourage activity across human interaction. Which are protective of how to prevent 

obesity and so on” (SA informant). 

B.1.2 Are there investments for public infrastructure 

(e.g. footpaths, bikeways, or greenspaces) to 

encourage being active? 

 

There was no specific physical activity plan at the state level.  

Regional plans require consideration of transport infrastructure, land use and public space.  

Building Stronger South Australia 2013 (Link) was an integrated transport and land use plan 

between transport and planning departments and features public transport, cycling and 

walkability.  

Increasing the proportion of residents that cycle was a government priority, there was also a 

HiAP Health Lens Analysis Project A Whole of Government Approach to the Development of 

the South Australian Government Cycling Strategy (Link). The Department of Planning, 

Transport and Infrastructure had a Cycling and Walking Section as well as several community 

programs orientated towards road safety and multiple modality (Link). Community cycling 

grants are available annually to create bike paths for local councils. The network of cycling 

routes is called Bikedirect and there is an interactive journey planner available Cycle Instead 

(Link).  

The State Public Health Plan 2019-2024 reported (p.19) that public health actions in the 

previous Regional Public Health Plans were predominantly focused on encouraging physical 

activity.  

Healthy Parks, Healthy People South Australia 2016-2021 (updated 2021, Link) commenced in 

2016 under a Public Health Partner Authority Agreement with health and Department of 

Environment – focused on the health and wellbeing benefits of a community that is connected 

to nature and parks and in turn the need to protect these public assets. It also partners with range 

of stakeholders in urban planning, social inclusion, education, primary industries, and 

Aboriginal-controlled organisations. Additionally, the provision of greenspaces features heavily 

in the 30 Year Plan.  

B.1.3 Are there food/nutrition policies aimed at 

ensuring a nutritious, affordable, accessible food 

system?  (e.g. incentivise local food production or 

 

There were no specific food/nutrition policies at the state level. 

https://livingadelaide.sa.gov.au/__data/assets/pdf_file/0003/319809/The_30-Year_Plan_for_Greater_Adelaide.pdf
https://www.dpti.sa.gov.au/__data/assets/pdf_file/0019/117433/The_Integrated_Transport_and_Land_Use_Plan.pdf
https://www.sahealth.sa.gov.au/wps/wcm/connect/4092d8004ee458f4b935bdd150ce4f37/Cycling+Strategy+Health+Lens-Project+Proposal-PHCS-HiAP-20130213.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-4092d8004ee458f4b935bdd150ce4f37-nwKUxA-
https://dpti.sa.gov.au/communityprograms/programs/cycle_instead
https://dpti.sa.gov.au/communityprograms/programs/cycle_instead
https://www.environment.sa.gov.au/topics/park-management/statewide-park-strategies/healthy-parks-healthy-people


 

increase healthy food access in disadvantaged 

communities, zoning policies, or incentives to 

retailers) 

A range of food related policy levers for healthy weight targets were identified in the Healthy 

Weight: A Desktop Analysis report in 2012 (Link) including: food and beverage manufacturing, 

marketing, retail, catering/procurement, community spaces.  

Regional Public Health Plans were activities were less focused on nutrition-focused activities 

compared to other activities (such as physical activity). Those activities included health 

literacy, social connection, healthy food availability – reported in the State Public Health Plan 

2019-2024 (p.19) 

SA introduced a Food Waste Levy, applicable to any supermarket or food retail dumping food. 

This levy motivated a reduction in food waste but it also led to retailers dumping high volumes 

of ultra-processed foods into the emergency food relief sector (note: food dumping happens in 

all jurisdictions). SA undertook at 90 Day Project on food security engaging with emergency 

food relief providers and clients to help improve nutritional output in that area, “It won't 

probably meet the dietary guidelines, because I don't think it is possible for food security 

services at this point to be able to do that, but we are going to work them up” (SA informant). 

B.1.4 Are there programs to support vendors to 

improve food offerings in food outlets (restaurants, 

cafes, take-away, vending machines)? 
 

Under the NPAPH, the Obesity Prevention and Lifestyle (OPAL) program engaged with some 

councils to support local businesses to improve their food offerings (Link). A taskforce in 2015 

set out to improve food offerings available for children (Link), and the Healthy Kids Menu 

Initiative came out of these (Link). The program supports cafes, pubs, restaurants, clubs and 

hotels to improve their food offerings for children, indicating the healthier option on the menus 

and will eventually have a website where families can locate participating venues.   

B.1.5 Is nutrition information at food outlets (menu 

board labelling) required by legislation?  

Yes, in 2017, amendments to SA Food Regulations were made, which aligned to the NSW 

policy (Labelling of kilojoule information in chain food outlets Link) – this work was brokered 

through the COAG Health Council Obesity Working Group.  

B.1.6 Is there engagement with food retail 

(supermarkets, grocers, corner stores, etc) to reduce 

the availability and promotion of discretionary choices 

in-store?   

 

Not at the time of mapping  

B.1.7 Are local governments empowered to encourage 

health-supportive environments? 

 

Regional Public Health Plans (RPHPs) are required by each local council in SA (68) under the 

SA Public Health Act and strategically driven by the State Public Health Plan (see Link). At the 

time of mapping the first cycle of RPHPs were coming to an end. Some councils develop these 

plans as groups – e.g. the Eastern Health Authority represents the public health elements of five 

local council areas and they have planned to develop their next RPHP jointly.  

At the same time, planning decisions have been taken away from local councils. Currently there 

are no policy instruments available for local governments to limit the number of businesses 

selling predominantly unhealthy foods.  

B.1.8 Are there any initiatives to reduce exposure to 

the marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport 

hubs such as train stations) within 

government control?  

 

At the time of mapping there were no policies in place, however, it was a policy area under 

consideration at the time of interviews. The SA participant identified a perceived barrier to 

developing such a policy: "the Transport Department may temporarily lose funds if they do a 

lot of advertising in unhealthy food and drink on public transport vehicles and bus stops – this 

is one of the areas we hope to investigate through the HiAP whole of government processes. So 

I think it's early days in this space, but we've got the approval to go through the government 

https://www.sahealth.sa.gov.au/wps/wcm/connect/1eb822004e98368ebe23be3a30168144/Healthy+Weight+Final+Report-PH%26CS-HiAP-20130213.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-1eb822004e98368ebe23be3a30168144-nwLZFKq
https://www.sahealth.sa.gov.au/wps/wcm/connect/8b9aea80446ea5f0be1fbe76d172935c/G337+OPAL+Case+Studies_Whyalla_INTERNAL.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-8b9aea80446ea5f0be1fbe76d172935c-nwMu4Km
https://www.sahealth.sa.gov.au/wps/wcm/connect/783e82004af2064fbfcbff0b65544981/151124+-+FINAL+-+Healthy+Kids+Menu+Taskforce+Report%28WebS%29.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-783e82004af2064fbfcbff0b65544981-nwMECLc
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/healthy+kids+menu+initiative
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/protecting+public+health/food+standards/composition+and+labelling+of+food
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/public+health/regional+public+health+planning+and+implementation
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cabinet sub-committee process to test this through consultation and we're very heavily relying 

on our Health in All Policies experience. Some of our colleagues in Cabinet Office help us 

navigate this space, which is helpful. But, yeah, so come back to us in a year and I'll let you 

know how we've gone” (SA informant) 

- B.1.8b healthcare settings?  
 

The Healthy food and drink choices in SA facilities (see B.1.9) applies to marketing practices in 

the same settings 

- B.1.8c other government-controlled 

buildings/parks? 
 

Not at the time of mapping  

B.1.9 Are there policies limiting the 

availability/provision of discretionary choices in:  

- B.1.9a healthcare settings (for visitors and 

staff)?  
 

 

The  Healthy food and drink choices in SA Health facilities (Link) started in 2008. The policy is 

mandatory and applies to all health services and facilities (including hospitals, community 

centres, health department offices, etc) where any food and beverages are provided. Outlets 

include kiosks, cafeterias, cafes, vending machines, shops, catering (meetings, training, 

functions, education programs) and sponsorship, fundraising and advertising.  

- B.1.9b buildings, community centres, and 

parks under government control?     
 

Not at the time of mapping  

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any 

media type) aimed at:  

- B.2.1a encouraging healthy lifestyle 

behaviours?  

 

 

Be active (Link) encourages being active across the life course, many of the Healthy Parks, 

Healthy People promotions encourage being active also. There were no campaigns to support 

healthy eating  

- B.2.1b developing/supporting healthy food 

systems and built environments (incl. 

community-capacity building)?   

 

Several programs were finishing or had ended at the time of mapping.  

A skills-development program for volunteer community members to act as ‘agents of change’ – 

SA Community Foodies (Link) was at the end of the funding cycle at the time of mapping and 

potentially moving out to NGO sector.  

A previous program – Obesity Prevention and Lifestyle (OPAL, Link), delivered in 21 local 

councils (including one in NT) was funded under the NPAPH; SA Public Health Act changes 

have focused on the role of and relationship with local governments in population health and 

Public Health Partnerships, there may be new opportunities to engage at this level. 

Healthy Workers – Healthy Futures program was funded to 2018 (i.e. the time of mapping) to 

support healthy workplaces and prevent chronic disease (Link), providing a range of 

suggestions for workplaces to improve the health of their workforce (Link). It included 

supporting businesses/workplaces to take up practices to support breastfeeding through the 

Australian Breastfeeding Association, with their Breastfeeding Friendly Workplace 

Accreditation program.  

Work around developing healthy ‘food cultures’ had happened in the past with the agricultural 

department, but nothing recently 

Community capacity building opportunity through community consultation processes: YourSAy 

(Link) is an online portal for community members to comment on public policy, e.g. draft 

planning and design code consultation. The State Public Health Plan notes that many 

metropolitan and regional public health plans have initiatives to “build community voice in 

https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/public+health/preventative+health+and+wellbeing/healthy+food+and+drink+choices+in+sa+health+facilities
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/be+active/be+active
http://www.communityfoodies.com/
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/healthy+communities/local+community/opal/opal
https://www.sahealth.sa.gov.au/wps/wcm/connect/759c74004db79f6a9169d516b75cb186/19083.1+HWHF+Toolkit+2019-ONLINE.V2.PDF?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-759c74004db79f6a9169d516b75cb186-nwKeaTT
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/healthy+communities/workplaces/ideas+for+action
https://yoursay.sa.gov.au/


 

council planning and decision making on local matters, including regional public health 

planning governance” (p.20)  

C. Early childhood education and care (ECEC) settings  SA  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based 

care settings to:  

- C.1.1a encourage healthy food provision? 

(e.g. management: policies and menu audits; 

staff: training and resources; families: 

resources)  

 

Not at the time of mapping 

The formerly government funded and delivered Start Right Eat Right program provided 

guidelines and resources to support services with food provision in long day care, or centre 

based care (CBC) such as the Menu Assessment and Planning Guidelines for Long Day Care 

Centres. It also has an award scheme to motivate ECEC sector participation, showing that the 

program was effective at improving nutrition intake for children aged 2-4 years (Study, Link) It 

was defunded as a result of the McCann Review into non-hospital spending by the health 

department. The SA participant noted strong relationships with the ECEC sector through this 

program. “We used to have a really good relationship with them in the past and we had some 

really great Start Right, Eat Right guidelines and there was a lot of work with the people that 

provide kids food, like the caterers that do all the food provision in childcare settings” (SA 

informant).  

Healthy food policies in school settings exist in most Australian jurisdictions, although such 

requirements have not been extended to the ECEC sector. The ECEC sector is regulated 

nationally under the National Quality Framework (NQF) (those regulations are implemented 

and monitored at a state level through the education department), so it would make sense to 

develop these standards in a nationally consistent way. The feedAustralia initiative offers 

support to ECEC sector via an online menu planning tool menu reviews (Link) – those 

jurisdictions which do not already provide such services could encourage services to access this 

program.  

(Update 2021. Since initial mapping, Healthy Communities Program has commenced (Link) it 

includes resources for the ECEC sector and parents of children under five (Link); Wellbeing SA 

has partnered with the Healthy Eating Advisory Service to support services to support provision 

of healthy meals in CBC (subscription with Nutrition Australia Victoria)) 

- C.1.1b provide food and physical activity 

experiences as part of the curriculum? 
 

None at the time of mapping  

D. Health (community and tertiary health settings and health 

promotion activities) 
SA 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage 

hypertension, hyperglycaemia, appropriate gestational 

weight gain?  

 

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) recommend 

monitoring of blood pressure, weight and screening for hyperglycaemia (Link). These tests are 

routinely undertaken in GP shared care and public hospital care options in SA.  

D.1.2 Antenatal care within public health services:     

- D.1.2a Do they include nutrition counselling 

for healthy pregnancy or are there other 

healthy lifestyle support programs available 

during pregnancy?  

 

An additional program to existing antenatal services. SA subscribes to and funds the Get 

Healthy in Pregnancy service for SA residents (Link), a lifestyle coaching program initially 

developed in NSW (see SF1b) 

 

https://doi.org/10.1017/s1368980014003127
https://www.feedaustralia.org.au/index.html
https://www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+Internet/Healthy+living/Healthy+communities/
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/healthy+communities/early+childhood+settings
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.gethealthy.sa.gov.au/program-4/
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- D.1.2b Is breastfeeding education free 

(separately or embedded into antenatal 

education/services)?  

 

South Australian Perinatal Practice Guidelines: Breastfeeding (Link) identifies discussing 

woman’s intentions for breastfeeding and identifying any potential barriers to successful 

breastfeeding at first antenatal visit (or at first opportunity), with subsequent visits to provide 

information about attachment, feeding cues and frequency, and avoidance of supplementary 

feeding unless medically required. Additionally, antenatal classes are held at all public hospitals 

in South Australia, who decide what content to present. Support for breastfeeding is provided at 

the Child and Family Health Service (part of the Women’s and Children’s Health Network) 

(Link)  

D.1.3 Do maternity facilities fully adhere to the Baby 

Friendly Health Initiative (BFHI) (based on Ten Steps 

to Successful Breastfeeding)?   

 

A policy directive requiring all maternity services to attain BFHI accreditation could not be 

found during mapping. However, the majority of public hospitals and community centres (e.g. 

Child and Family Health Service) are BFHI accredited in SA (17 services including 10 

hospitals) (Link). The South Australian Breastfeeding Program was developed in 2005, now 

hosted and Women’s and Children’s Health Network for SA Health. This program offers the 

Baby Friendly Online Education Program (Link) for a fee to specialist ($66), medical ($11) 

and general ($6) staff, and it meets the 8 hour education requirement for BFHI accreditation. It 

is housed on the SA Health eLearning hub, Launch (see D.3.1) 

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to 

support early childhood growth/nutrition (e.g. 

breastfeeding, complementary feeding, transition to 

family foods)?  

 

Child & Family Health Service (CaFHS) (Link) offer health services by appointment and also 

offers ‘drop-in’ clinics, open office hours on weekdays. There are >70 service sites across the 

state and support families with children aged 0-5 years with breastfeeding (and formula feeding 

issues), introduction to solids, nutrition, etc.  

Health Checks are offered to families at the CaFHSs at five time points: initial (1-4 weeks), 6 

weeks, 6-9 months, 18-24 months and the Preschool Health Check. Opportunities exist for brief 

interventions for breastfeeding, introduction of solids (incl. timing) and supporting parents to 

provide appropriate foods and beverages.  

CaFHS also offers Early Parenting Groups (4 weeks to 4 months of age)  

- D.2.1a Is information to support parents 

readily available (e.g. phonelines, websites)?   

The CaFHS website has information on pregnancy, early childhood, children and adolescent, 

and family health (Link), Parent Helpline offers support 24/7 on behaviour, nutrition, child 

health and parenting (Link), and Parenting SA website to support parenting skills (Link) 

- D.2.1b Do these include breastfeeding 

support?    

Face-to-face services at CaFHS offer breastfeeding support in addition to some hospitals  

Specialised services for infant feeding available to 12 months of age for families requiring 

additional support (residential placement, requires referral)  

D.2.2 Are there healthy lifestyle (education) programs 

to support families during early childhood?   
 

None found at the time of mapping 

- D.2.2a Are target populations identified and 

actively recruited for programs?  
 

n/a 

D.2.3 Are Supported Playgroups offered for families 

that need additional support and do they include 

healthy lifestyle skills? 

 

Supported Playgroups exist but no ongoing support available. Some resources have been 

provided for the Learning Together Program (Link) 

D.3 

Workforce 

D.3.1 Are there training and resources available for 

health care professionals to support families?  
 

SA Health has the Launch online platform (Link) to deliver a range of eLearning training 

programs for health professionals in a range of topic areas, including BFHI accreditation for 

https://www.sahealth.sa.gov.au/wps/wcm/connect/2bf4bd2f-5aba-4bda-8575-53317d0e6f9f/Breastfeeding_PPG_v1_0.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-2bf4bd2f-5aba-4bda-8575-53317d0e6f9f-nxzcEfn
http://www.cyh.com/SubDefault.aspx?p=98
https://bfhi.org.au/find-an-accredited-facility/
https://launch.sahealth.sa.gov.au/learn/baby-friendly
http://www.cyh.com/Content.aspx?p=77
http://www.cyh.com/Default.aspx?p=1
http://cyh.com/SubContent.aspx?p=102
https://parenting.sa.gov.au/home
https://www.education.sa.gov.au/parenting-and-child-care/child-care/services-and-programs/learning-together-program
https://launch.sahealth.sa.gov.au/learn/baby-friendly


 

 

individual health professionals. Currently there are no training modules for the early prevention 

of obesity in childhood.  

- D.3.1a Is preconception advice for nutrition 

and being active provided to prospective 

parents?  
 

There is some simple advice for women about pre-pregnancy diet, supplements, etc on the 

Pregnancy section of the Women’s and Children’s Health Network website (Link) although it 

is unlikely this on its own would translate into proactive preconception care advice for 

prospective parents  

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to 

health department)?  

 

At the time of mapping the health promotion agency Wellbeing SA was being developed (Link). 

In the Health & Wellbeing Strategy (consultation document), it was noted the purpose of 

Wellbeing SA is to provide integrated services across care models (and life course), develop 

intermediate care services, “enhance efforts in relation to health promotion, prevention, 

screening and early intervention activity [and] Continue to provide, high value programs 

focussed on risk factors relating to the development of chronic disease and tailored to meet the 

needs of specific groups” (p.23).  There was a 90 Day Project on wellbeing (to achieve a shared 

understanding of wellbeing across multiple agencies) (Link).  

The South Australian Indicator Framework has potential to provide evidence of impact for 

policies in health supportive environments overtime. In line with SA Public Health Act 2011 

equity is the focus of indicators, there are plans to develop/review ‘as new data sources become 

available’ (see State Public Health Plan, p.48) 

Population monitoring:  South Australian Population Health Survey (Link) target 7000 all ages, 

parents as proxies for children under 16 years.  

- D.3.2b …workforce (to implement initiatives 

locally)?  

 

Despite having the SA Public Health Act there was a limited health promotion workforce at the 

time of mapping; a consequence of the 2013 McCann review (see Link) was the abolition of the 

Health Promotion Branch of SA Health. At the time of mapping Wellbeing SA was under 

development and it was unclear if the agency would have the funding or operational capacity to 

rebuild and develop such a workforce. The Act requires local councils to develop regional plans 

for public health and wellbeing, supported by the 5-year SA State Public Health Plan. The 

state’s 68 local councils have varying capacity and capabilities to deliver programs (or to fund 

partners to deliver programs).  

http://www.cyh.com/HealthTopics/HealthTopicCategories.aspx?&p=455
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/governance+reforms/wellbeing+sa+-
https://www.publicsector.sa.gov.au/__data/assets/pdf_file/0007/233827/Wellbeing-Case-study.pdf
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/health+statistics/sa+population+health+survey
https://www.hcscc.sa.gov.au/wp-content/uploads/2014/10/HCSCC-discussion-paper-on-Primary-Health-Care-in-South-Australia.pdf
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2.6 Tasmania  

Area  Guiding questions   Result Notes 
A. Governance & leadership  Tas  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been 

identified as a priority by leadership (Premier/First 

Minister or Health Minister)?  

 

A government goal is to make Tasmania the healthiest population by 2025 by addressing obesity and 

smoking (see Healthy Tasmania in A.1.2). Tasmania was one of four jurisdictions to submit to the 

Senate Inquiry into the Obesity Epidemic in Australia. In their submission, The Tasmanian 

Government submission to Senate Select Committee into the obesity epidemic in Australia (submission 

144, July 2018, Link) focused on the need to address childhood obesity at all levels of government and 

across government agencies. The informant noted the need to be ready for the opening of policy 

windows: “…different persuasions of political groups are supportive of different things and we have to 

make the most of a situation at the time” (Tas informant). 

A.1.2 Key policy/policies: Is there an overarching 

policy framework, or a series of key policies or 

action plans to guide initiatives for the early 

prevention of obesity in childhood? 

 

The Healthy Tasmania Five Year Strategic Plan (Link) outlines Tasmania’s approach to prevention, 

adopting whole-of-government strategies including nutrition and physical activity. The plan identifies 

specific areas for early years (Child Health and Parenting Service (see D.2.1) and Healthy Kids 

Tasmania website (see D.2.1a)) and recognised the Health-in-all-policies approach used in South 

Australia (Link). Like many jurisdictions, the health promotion workforce in Tasmania is limited, and 

Healthy Tasmania outlines the preventative health commissioning model used to outsource some 

health promotion activities, as well as a partnership model to work across government.  

Delivery of the five year strategic plan is supported by Healthy Tasmania Fund (Link), Healthy 

Tasmania Community Innovation Grants (Link) and Healthy Tasmania portal (Link), Healthy 

Tasmania Community Forum (Link), and the annual Healthy Tasmania Neighbour Day Challenge 

(Link). Cross-government interventions focus on those in the built environment to encourage physical 

activity:  

• Encourage use of parks and reserves 

• Low-cost promotion of active tourism  

• Investment in environment, planning, and facilities by Department Premier and Cabinet and 

State Growth to support active recreation, sport, and physical activity  

• Expansion of bus services to encourage more mixed-mode active/public transport  

Whereas nutrition-based interventions are community-level strategies:  

• Healthy workplaces in government settings (largest employer in Tasmania)  

• Food access and food cooperatives (and emergency food relief)  

• Mapping of prevention activity across health and community in Hospital and health care 

services and Community Health Plans 

The Premier’s Health and Wellbeing Advisory Council (formerly Premier’s Physical Activity Council) 

(Link) and a seconded health position to the Department of Premier and Cabinet to work on liveability 

in partnership with some of the larger local governments, using a Health-in-All-Policies lens.  

https://www.aph.gov.au/DocumentStore.ashx?id=ccad2516-dfa6-4ed9-8b52-4e0fe1e7228f&subId=658115
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0008/224567/Healthy_Tasmania_Strategic_Plan_Web_v8_LR.pdf
http://www.dpac.tas.gov.au/divisions/policy/premiers_health_and_wellbeing_advisory_council/evidence_for_prevention_and_health_in_all_policies
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/grants_-_healthy_tasmania_fund
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/healthy_tasmania_community_innovations_grants
http://www.healthytasmania.tas.gov.au/
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/healthy_tasmania_community_forum_2019
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/neighbour_day_challenge_2019
http://www.dpac.tas.gov.au/divisions/policy/premiers_health_and_wellbeing_advisory_council


 

Tasmania’s Strategy for Children – Pregnancy to Eight Years 2018-2021 (Link) and Early Years in 

Tasmania (Link) take an ecological model of human development, and cover a range of programs and 

services for parents and the ECEC sector, it is led by the Department of Education. This work is linked 

in with Health and it pivots around the 12 Child and Family Centres (different to the 66 Child Health 

Centres, run by Department of Health and Human Services (DHHS) – see D.2.1), and kindergarten 

(see also Working Together for 3 Year Olds (Link)). The Early Years are also considered in Healthy 

Tasmania Plan and the Child and Youth Wellbeing Framework (Link) (DHHS).   

A.1.3 Does the state/territory legislation for public 

health include prevention/health and wellbeing?  

 

The Public Health Amendment (Healthy Tasmania) Bill 2017 (Link) updated the public health act to 

consider preventive health, although as a tool has only been used to deliver on specific actions to 

reduce smoking among Tasmanians. “We do have a Public Health Act and it does involve some things 

around the need to have preventive health in it, but it hasn't been used, particularly. We've used it a lot 

for the tobacco stuff, but not so much for legislation around what I would consider obesity prevention 

initiatives at this stage. But I think there is room for exploring that further” (Tas informant). 

It remains a potential avenue for other aspects of prevention such as nutrition and physical activity, 

where changes to the planning legislation encourage consideration of health and wellbeing.   

A.1.4 Are their statutory grant-giving bodies with a 

remit to fund prevention-related community 

projects? 

 

Not a specific grant-giving body. Between 2017/18 – 2018-19 there was $1 million fund available for 

community grants. A new program, the Healthy Tasmania Community Innovation Grants (Link) will 

have $6.6 million available over two years, with each grant of up to $200,000 (which can be spent over 

up to three years). The informant noted the idea behind these grants was similar to ‘safe-to-fail’ 

experiments: “…throwing a certain amount of funding out there [to see what ‘sticks’], which is sort of 

what we're trying to do with our Healthy Tasmania innovation grants (although our grants are too 

small to be effective)” (Tas informant). 

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in 

‘key policy’ identified above?  
 

While a partnership model was identified in key documents, there were very limited actual 

partnerships identified at the time of mapping. Those that were identified in these documents were 

mostly with the education department and some support for the development Community Action Plans 

as well as small community grants (seed funding).  

A.2.2 Are there formal mechanisms for 

collaborative exchange across sectors (e.g. working 

groups, policy/outcome joint statements, embedded 

health positions in agencies outside of health)?  

 

At the local level there are a range of supports (see B.1.7) including mapping of activities, but less so 

across state government. The informant noted support for Health in All Policies in principal, but felt 

that the language was not appropriate in Tasmania: “Even the language around Health in All Policies, 

to me is, even though I completely support what it is it's trying to do, the language is wrong… which I 

think can be really off putting” (Tas informant). 

A.3 Equity  A.3.1 Do the key policies identified outline the 

structural (incl. social/commercial) causes of 

obesity?  

(such as employment/family income, affordable or 

social housing, adverse early childhood experiences, 

food security, food systems including promotion, 

built environment and access to safe/appropriate 

spaces for being active, etc) 

 

The key prevention policies are focused on personal responsibility, i.e. education and information to 

increase knowledge and change behaviours, rather than health supportive environments. They do not 

make the link to the structural causes of obesity. The State of Public Health Report 2018 (Link) 

identifies a range of structural causes of obesity and chronic disease that did not directly cross over 

into the key prevention policy documents.  

Despite not being acknowledged in the key prevention policies there are a range of non-health policies 

that consider structural determinants of health.  

The Tasmanian Government has a priority to increase the population and grow the economy. Tasmania 

has a dedicated department to support economic growth, the Department of State Growth, a key policy 

is the Population Growth Strategy (Link). The departments priority is to increase the population to 

https://documentcentre.education.tas.gov.au/Documents/Tasmania-Strategy-for-Children-Pregnancy-to-Eight-Years-2018-2021.PDF
https://www.education.tas.gov.au/parents-carers/early-years/child-family-centres/
https://www.education.tas.gov.au/about-us/projects/working-together-3-year-olds/
https://www.strongfamiliessafekids.tas.gov.au/child-and-youth-wellbeing-framework
https://www.legislation.tas.gov.au/view/html/inforce/2017-11-29/act-2017-042
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/healthy_tasmania_community_innovations_grants
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/375025/The_State_of_Public_Health_Tasmania_2018_v10.pdf
https://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0014/124304/Population_Growth_Strategy_Growing_Tas_Population_for_web.pdf
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650,000 by 2050 under three pillars: job creation and workforce development, migration, and 

liveability. The latter of these include a range of cross-government strategies  

• Vibrant communities (community events; hospitality industry; creative industry/ cultural 

attractions; infrastructure) – Dept State Growth 

• Work-life balance for families (Employer of Choice program; policies to encourage flexible 

work for parents/carers; out of school care; affordable childcare) – Dept State Growth, Dept 

Premier & Cabinet, Dept Education  

• Encourage migration to Tasmania (offer support services and community integration) – Dept 

Premier & Cabinet, Dept State Growth 

• Inclusive communities (multicultural inclusion) – Dept Premier & Cabinet  

An unintended consequence of encouraging migration (and tourism) to Tasmania – to grow the 

economy – has resulted in housing shortages for low income households. To address this, Tasmania’s 

Affordable Housing Strategy 2015-2025 (Link) (Department of Communities) focuses on increasing 

the supply of social housing and supported accommodation. The second supporting action plan, 

Affordable Housing Action Plan 2019-2023 (Link) adds $125 million on top of $73.5 million from 

Action Plan 1 (delivered at outlined) to deliver total supply of 2400 affordable lots and homes, 

assistance to 3600 households. This plan would impact on approximately 1.5% of Tasmanian 

households.  

Tasmania developed a Food and Nutrition Policy in 2004 (see B.1.3) and “… had a Food Security 

Strategy, back in 2010” (Tas informant) – these considered a range of factors including the economy, 

agriculture, and emergency food relief, but were not current at the time of mapping. 

The 12 Child and Family Centres (see D.2.1) administered by the Department of Education are the site 

of a new service delivery model for the early years (pregnancy through to five years). Co-locating 

service delivery from across government including Education (management) and other services 

including health, social work and community agencies as well as linking into other locally available 

services based on family need.  

Recognition of historical violence and enduring systems of racism have underpinned to key policies in 

Tasmanian Reconciliation. A priority of Department of Premier and Cabinet, Resetting the relationship 

with the Tasmanian Aboriginal Community (Link), included amendments to Tasmania’s Constitution 

to recognise Tasmanian Aboriginal people as the First People of Tasmania (attaining Royal Assent on 

15 December 2016). Additionally, the Cultural Respect Framework for Aboriginal and Torres Strait 

Islander Health 2016-2026 (Link) (DHHS) was developed from the findings of a community 

consultation.   

- A.3.1.a Do recommendations for 

action/initiatives address these structural 

causes?   

 

The non-health policies identified in A.3.1 do address some of the structural causes of obesity, but the 

approach to these determinants at the state-level is ad hoc.  

A.3.2 Are target populations (with higher risk of 

developing obesity) identified for additional 

support?  
 

Priority populations in Tasmania are identified as low-income households and Aboriginal Tasmanians.  

 

 

 

https://www.communities.tas.gov.au/__data/assets/pdf_file/0014/30254/AHS_Strategy_Final.pdf
https://www.communities.tas.gov.au/__data/assets/pdf_file/0027/31698/TAH_Action-Plan-2019-2023.pdf
http://www.dpac.tas.gov.au/divisions/csr/oaa/resetting_the_relationship
https://www.dhhs.tas.gov.au/publichealth/healthy_communities/aboriginal_health


 

B. Environments in which we live (e.g. work, shop, eat, be active 

and play) 
Tas 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built 

environments towards principles of active living? 

 

Land Use Planning and Approvals Amendment (Tasmanian Planning Policies and Miscellaneous 

Amendments) Act 2018 (Link) was part of a trend across Australian jurisdictions to update their 

planning legislation and policy. In Tasmania, this tapped into the recognition of the role of planning to 

deliver (specifically via the Tasmanian Planning Policies (TPPs) to relate to ‘liveability, health and 

wellbeing of the community’ (Link). TPPs are subordinate to State Policies (Tasmanian Sustainable 

Development Policies) and relate specifically to land use. Further information about the Tasmanian 

Planning Commission about the planning reforms (Link). Guidelines were developed for built 

environment and physical activity considerations in Tasmania by the Heart Foundation, Healthy By 

Design (Link).  

The Population Growth Strategy (Link). A state priority is to increase the population to 650,000 by 

2050 – underpinned by three pillars: job creation and workforce development, migration, and 

liveability. Investment is geared towards families: community building events 

(community/cultural/creative industry events, multicultural inclusion); work-life balance that supports 

flexible working conditions and affordable childcare; encouraging migration with support services and 

community integration.  

The informant noted a range of activities around liveability were being undertaken between state and 

some local governments: “We have trialled a few things with some of the larger councils, and there’s a 

lot of work going on… around liveability” (Tas informant). 

B.1.2 Are there investments for public infrastructure 

(e.g. footpaths, bikeways, or greenspace) to 

encourage being active? 

 

In Tasmania the department of sport and recreation explicitly recognises population physical activity 

as their core business, reflected in their name – Department of Sport, Recreation and Physical Activity.  

Tasmania is one a few jurisdictions to have a physical activity plan, Tasmania's Plan for Physical 

Activity 2011-2021 (Link), it was developed by the Premier’s Physical Activity Council (Update 2021, 

that name has since changed). The long-term plan is supported by implementation plans (3 years) and 

annual action plans. This policy links in with the Get Moving Tasmania (Link) campaign, driven by 

the Department of Premier and Cabinet. A range of resources are available for local governments 

(Link) including: Healthy by Design guidelines (Heart Foundation); Neighbourhood Walkability 

Checklist (Heart Foundation); Recreation Planning Manual (Department of Communities, Sport and 

Recreation).  

Tasmanian government priority to increase the population and grow the economy, part of that is to 

improve aspects of liveability (Department of State Growth). The Tasmanian Urban Passenger 

Transport Framework (Link) ‘supports improved accessibility, liveability and health outcomes for our 

communities’. Additionally, policies on land use and infrastructure to encourage walking and cycling 

are outlined in the Tasmanian Walking and Cycling for Active Transport Strategy (Link).  

The informant felt there was renewed interest in transport for active living partnerships: “When it 

comes to the transport [department], there's a whole lot of active living stuff going on at the moment” 

(Tas informant).  

B.1.3 Are there food/nutrition policies aimed at 

ensuring a nutritious, affordable, accessible food 

system?  (e.g. incentivise local food production or 

 

Tasmania was the only jurisdiction to have a food and nutrition policy. The Tasmanian Food and 

Nutrition Policy was developed in 2004 (Link), touches on the economy, health and disease 

prevention, food safety, food security, and food environments. A Progress Report (Link) in 2009 

https://www.legislation.tas.gov.au/view/whole/html/inforce/current/act-2018-036
https://www.planningreform.tas.gov.au/policies
https://www.planning.tas.gov.au/planning_our_future/state_planning_provisions
https://www.healthyactivebydesign.com.au/images/uploads/Publications/Healthy-by-Design-Tasmania.pdf
https://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0014/124304/Population_Growth_Strategy_Growing_Tas_Population_for_web.pdf
http://www.getmoving.tas.gov.au/__data/assets/pdf_file/0006/259224/TPPA_A4_LOW_RESMay14.pdf
http://www.getmoving.tas.gov.au/
http://www.getmoving.tas.gov.au/resources/state_and_local_governments
https://www.stategrowth.tas.gov.au/policies_and_strategies/framework
https://www.stategrowth.tas.gov.au/policies_and_strategies/tasmanian_walking_and_cycling_for_active_transport_strategy
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0009/81747/Tasmanian_food_and_nutrition_policy_2004.pdf
http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0006/54375/Tasmanian_Food_and_Nutrition_Policy_Progress_Report_2009.pdf
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increase healthy food access in disadvantaged 

communities, zoning policies, or incentives to 

retailers) 

indicated the policy drove action across government sectors, it secured funding for the Tasmanian 

Food Security Council, and influenced the sustainability lens brought to the Tasmania’s Sustainable 

Agri-Food Plan 2016-18 (Link). While many of the health department actions still flow out of the 

spirit of the Food and Nutrition Policy, it is now largely defunct. Attempts were made to re-develop 

the plan in 2014, but “Then there was all the cutbacks from the [NPAPH], but then our Minister 

decided that he wanted to do Healthy Tasmania Strategic Plan, so the timing was wrong to re-develop 

it and there'd been a big contraction with our partners in state growth and economic development and 

agriculture. They'd lost a lot of staff. Basically, to get them to buy in to the obesity prevention space 

was a bit tricky at that point. We've put it to bed temporarily” (Tas informant).  

The Tasmanian Government is seeking to grow the agricultural sector in Tasmania, which provides 

opportunities for increasing local access to core foods as well as food-based tourism, there is overlap 

with the goals of the Food and Nutrition Policy. See Tasmania’s Sustainable Agri-Food Plan 2016-18 

(Department of Primary Industries, Parks, Water and Environment). The growth of the agricultural 

sector is supported by the Department of State Growth (Link) and planning considerations protect 

agricultural land from urban sprawl.  

B.1.4 Are there programs to support vendors to 

improve food offerings in food outlets (restaurants, 

cafes, take-away, vending machines)? 

 

None found at the time of mapping  

B.1.5 Is nutrition information at food outlets (menu 

board labelling) required by legislation?  

No, additional laws in Tasmania were not deemed necessary as large outlets (i.e. national chains) 

decided to roll out consistent menu labelling in all jurisdictions and a scoping study found that going 

through the lengthy legislative process would only apply to one additional bakery.  

B.1.6 Is there engagement with food retail 

(supermarkets, grocers, corner stores, etc) to reduce 

the availability and promotion of discretionary 

choices in-store?   

 

Eat Well Tasmania (see B.2.1b) engages with food retail. It also seeks to increase local farmers 

markets in rural areas.  

Major supermarket stocking practices reduce the freshness of locally produced fresh produce in 

Tasmania, as the food is first shipped to Melbourne, sorted, and then sent back to local shops in 

Tasmania.  

B.1.7 Are local governments empowered to 

encourage health-supportive environments? 

 

  

Tasmania has 29 local governments for a population of half a million. While the smaller councils only 

employ a handful of people, the larger councils (in and surrounding Hobart and Launceston) have 

greater capacity to engage in health promotion activities (e.g. the Huon Valley Council Health and 

Wellbeing Strategy (Link), 2018). Some of the larger local government areas are engaging with the 

department of premier and cabinet around the HiAP work in the ‘liveability’ or built environment 

space. Tasmania also has the Local Government Forum (Link) which is hosted by the Department of 

Sport, Recreation and Physical Activity.  

B.1.8 Are there any initiatives to reduce exposure to 

the marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport 

hubs such as train stations) within 

government control?  

 

None found at the time of mapping  

- B.1.8b healthcare settings?   None found at the time of mapping  

https://dpipwe.tas.gov.au/agriculture/tasmanias-agri-food-plan-2016-2018
https://www.stategrowth.tas.gov.au/business/sectors/food_and_agriculture/food_and_agribusiness
https://www.lgat.tas.gov.au/__data/assets/pdf_file/0016/322270/Huon-Valley-Council-Health-and-Wellbeing-Strategy.pdf
http://www.getmoving.tas.gov.au/whats_on/local_government_forums


 

- B.1.8c other government-controlled 

buildings/parks? 
 

None found at the time of mapping  

B.1.9 Are there policies limiting the 

availability/provision of discretionary choices in:  

- B.1.9a healthcare settings (for visitors and 

staff)?  

 

None found at the time of mapping  

- B.1.9b buildings, community centres, and 

parks under government control?     
 

None found at the time of mapping  

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any 

media type) aimed at:  

- B.2.1a encouraging healthy lifestyle 

behaviours?   

Some of the Eat Well Tasmania messages are focused on promoting healthy lifestyles, i.e. Get Fruity 

and Veg it Up (see B.2.1b). 

Healthy Tasmania Challenge (Link) an annual social marketing campaign.  

The LiveLighter campaign was being used in Tasmania on licence from the WA program of the same 

name. This program was aimed at adults, and at the Tasmanian participant noted that the program 

would not be re-funded (Link). Some other programs aimed at adults are in workplaces, i.e. Ritualiz 

(Link), and for physical activity, i.e. Get Moving Tasmania (Link) 

- B.2.1b developing/supporting healthy food 

systems and built environments (incl. 

community-capacity building)?   

 

Eat Well Tasmania Inc (Link) is an NGO that champions healthy eating (aimed at all ages). A full-time 

position is funded by the health department, primarily to network and build inter-sectoral collaboration 

to connect food producers, retailers, manufacturers, food service outlets, with local communities to try 

to grow a local food culture, and promotes messages for eating healthy produce in season. Campaigns 

include What’s in season, Veg it up, Get fruity, and Local food procurement (Link).  

The Tasmanian Healthy Families Food Coalition is a partnership between Eat Well Tasmania, 

Tasmanian School Canteen Association, and the Child Health Association (Link), takes a food systems 

approach to improve food literacy across the community (ECEC and school settings, families, and 

food retailers and producers).  

The Breastfeeding Coalition Tasmania (Link) receives government funding, membership includes not-

for-profits, health professionals, health care organisations (incl. hospitals), government departments, 

local councils, Aboriginal organisations, and universities. Its main aim is to advocate for supportive 

environments for breastfeeding. 

A range of community capacity building programs exist in Tasmania:  

Skills-development program to help parents to provide healthy meals, led by Volunteer Family Food 

Educators – Family Food Patch (see D.2.2.) "What we do is, we train people in what healthy eating 

and physical activity is, but how can you, as an advocate in your community, make a difference. And 

we link them together with all the other programs that are going on… we really ground them in 

physical activity guidelines and dietary guidelines, so that they actually understand. We try and weed 

out the rubbish… We train them in how to work in that space, as an informal advocate" (Tas 

informant)  

Several forums for community consultation: Healthy Tasmania Community Forum (Link); and the 

Local Government Forum (hosted by the Department of Sport, Recreation and Physical Activity) 

(Link) 

The Heart Foundation has developed the Neighbourhood Walkability Checklist (Link) to encourage 

communities to identify ways of improving their built environments for health.  

https://www.health.tas.gov.au/healthytasmania
https://livelighter.com.au/
https://ritualize.com/healthytasmania-2/
http://www.getmoving.tas.gov.au/home_page
https://www.eatwelltas.org.au/
https://www.eatwelltas.org.au/
https://www.pesrac.tas.gov.au/__data/assets/pdf_file/0020/250724/Tasmanian_Healthy_Families_Food_Coalition.pdf
http://www.breastfeedingtas.org/
https://www.dhhs.tas.gov.au/about_the_department/our_plans_and_strategies/a_healthy_tasmania/healthy_tasmania_community_forum_2019
http://www.getmoving.tas.gov.au/whats_on/local_government_forums
http://www.getmoving.tas.gov.au/__data/assets/pdf_file/0008/262196/HFW-Walkability-Checklist1.pdf
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C. Early childhood education and care (ECEC) settings  Tas  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based 

care settings to:  

- C.1.1a encourage healthy food provision? 

(e.g. management: policies and menu 

audits; staff: training and resources; 

families: resources)  

 

Ongoing support is provided to the sector through the Move Well Eat Well - Early Childhood program 

(Link) which has been running since 2012, this is based on Victoria’s Kids – Go for your life program. 

The service is provided by the Health Department who also provides small teams of dietitians 

(program had approximately five full-time equivalent positions to manage program) to review service 

menu’s and supported by the Healthy Kids Coalition (led by NGOs working in child nutrition) who act 

in an advisory role and share/develop resources. The program is supported by the Move Well Eat Well 

Early Childhood Services Menu Planning Guidelines.  

Health and Education have a good relationship, developed relationships and trust over 20 years, e.g. 

ongoing funding provided for a school canteen program has helped to embed healthy eating in schools 

and curriculum.  

Healthy food policies in school settings exist in most Australian jurisdictions, although such 

requirements have not been extended to the ECEC sector. The ECEC sector is regulated nationally 

under the National Quality Framework (NQF) (those regulations are implemented and monitored at a 

state level through the education department), so it would make sense to develop these standards in a 

nationally consistent way. The feedAustralia initiative offers support to ECEC sector via an online 

menu planning tool menu reviews (Link) – those jurisdictions which do not already provide such 

services could encourage services to access this program. 

- C.1.1b provide food and physical activity 

experiences as part of the curriculum?  

The Move Well Eat Well – Early Childhood service is provided by the Health Department who also 

provides small teams of dietitians and physical activity officers to provide curriculum topics in 

addition to curriculum resources  

D. Health (community and tertiary health settings and health 

promotion activities) 
Tas 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage 

hypertension, hyperglycaemia, appropriate 

gestational weight gain?  
 

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) recommend 

monitoring of blood pressure, weight and screening for hyperglycaemia (Link).  

At around 10-14 weeks gestation, pregnant women are provided with a Maternity Information Package 

pamphlet (Link) outlining all the services available to support them during pregnancy, birth, and early 

parenting. Health check-ups are scheduled throughout pregnancy and highlight when tests for BMI, 

hypertension, and screening for gestational diabetes will happen during usual care.  

D.1.2 Antenatal care within public health services:     

- D.1.2a Do they include nutrition 

counselling for healthy pregnancy or are 

there other healthy lifestyle support 

programs available during pregnancy?   

Emotional wellbeing and healthy lifestyle advice, including being active and additional nutrition 

requirements are embedded into the antenatal check-ups at 7-10 weeks, 10-14 weeks, 16-20, 24-28, 32, 

34, 36, 38, and weekly from 40 weeks as required. In addition to these health check-ups there are also 

group based antenatal classes, informal sessions covering physical, emotional and mental preparation 

for pregnancy are parenthood. It is not clear if specific nutrition or physical activity counselling is 

available during group based antenatal classes. Continued exercise during pregnancy and dietary 

advice (along with weight gain recommendations) are both within the Maternity Information Package.  

- D.1.2b Is breastfeeding education free 

(separately or embedded into antenatal 

classes)?  

 

The Tasmanian Health Service (THS) Women’s Adolescents and Children’s Service’s (WACS) offers 

free antenatal classes from about 26 weeks gestation and free breastfeeding workshops from about 34 

weeks gestation – details are available in the Maternity Information Package.  

https://www.dhhs.tas.gov.au/mwew/early_childhood_services
https://www.feedaustralia.org.au/index.html
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0005/370328/MaternityInfoPackage_2018_NNWmk2.pdf


 

D.1.3 Do maternity facilities fully adhere to the 

Baby Friendly Health Initiative (based on Ten Steps 

to Successful Breastfeeding)?   

 

All THS hospitals have BFHI accreditation.  

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to 

support early childhood growth/nutrition (e.g. 

breastfeeding, complementary feeding, transition to 

family foods)?  

 

The Child Health and Parenting Service (CHaPS) (Link) is a model of care offering a range of 

services for parents. The service offers age/life stage health and development checks at 2 weeks, 4, 8 

weeks, 4-6 months, 12 months and 2 years, in addition to the (4 years) Preschool-ready Healthy Kids 

Checks (Link), services are provided by child and family health nurses and no referrals required.  

CHaPS services are offered at the Child Health Centres (Link). In addition to CHaPS, the Child 

Health Centres also support parents in drop-in style information provision on topics such as 

breastfeeding, infant and toddler nutrition, play, etc. at 66 centres across the state.  

Additionally, 12 Child & Family Centres  (Link) were established by the Education Department in 

areas of high disadvantage as a whole of government response to deliver child and family needs in a 

holistic (rather than co-located) way, i.e. taking an ecological view of the child to deliver services such 

as community development, education, and health. The Child & Family Centres were co-designed 

with communities (centres are also supported by the Move Well Eat Well program, see C.1)  

(Update 2021: The Tasmanian Child & Family Centres influenced SA who took up this model since 

initial mapping with their 42 (and growing) Children’s Centres (Link).  

- D.2.1a Is information to support parents 

readily available (e.g. phonelines, 

websites)?   

Additional resources for families relating to pregnancy, baby, and early childhood (1-5 years) are 

available on the Healthy Kids Tasmania website (Link), see summary page of parent resources (Link). 

Of note, the Start Them Right guide (Link) for transition to solids has step by step guidance on 

portions, textures and food groups (with pictures) to support parents with early feeding.  

The Parent Line offers support 24/7 for parents (call costs apply) (Link).  

- D.2.1b Do these include breastfeeding 

support?   
 

Antenatal breastfeeding workshops and postnatal support services are available – details are provided 

in the Maternity Information Package. Additional support is provided through the Healthy Kids 

Tasmania website (Link) and the national breastfeeding support phoneline as well as at drop-in 

services at CHaPS.  

D.2.2 Are there healthy lifestyle (education) 

programs to support families during early 

childhood?   

 

There were no specific lifestyle programs found at the time of mapping, however Child & Family 

Centres (see D.2.1) are a potential setting to deliver these types of specialised programs.  

The Family Food Patch program (Link) was originally developed in 2001, to meet an identified need 

to address food security issues in Tasmania (see a 2010 summary of the program, Link). Its funding 

shifted from state to national (under the NPAPH, until 2015), then delivery moved out to a not-for-

profit organisation called Child Health Association Tasmania. This organisation provides workshops 

or information sessions for families. The Family Food Patch program trains Family Food Educators, 

who live and volunteer in the community a promote nutrition and being active – focusing on areas of 

disadvantage and rural. (Update 2021, the Child Health Association Tasmania is now called Families 

Tasmania).  

- D.2.2a Are target populations identified 

and actively recruited for programs?  
 

Family Food Patch (see D.2.2) is aimed at areas of disadvantage and rural communities  

D.2.3 Are Supported Playgroups offered for families 

that need additional support and do they include 

healthy lifestyle skills? 

 

None found at the time of mapping, although some Child & Family Centres (se D.2.1) do offer 

playgroups and take a holistic approach to meet child/family needs so such services may be provided 

on an ad hoc basis.  

https://www.dhhs.tas.gov.au/ths/child_health
https://www.dhhs.tas.gov.au/children/child_health/healthy_kids_check
https://www.health.tas.gov.au/service_information/services_files/child_health_centres
https://www.education.tas.gov.au/parents-carers/early-years/child-family-centres/
https://www.education.sa.gov.au/parents-and-families/child-care-services/childrens-centres/services-offered-childrens-centres-and-children-and-family-centres
https://www.dhhs.tas.gov.au/healthykids
https://www.dhhs.tas.gov.au/publichealth/community_nutrition/public/fact_sheets/pregnancy_and_early_childhood/resources_for_parents
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/81769/Web_lady_gowrie_booklet.pdf
https://www.health.tas.gov.au/service_information/children_and_families/parentline
https://www.dhhs.tas.gov.au/healthykids/baby/breastfeeding
https://www.familiestasmania.org.au/services/family-food-patch/
http://www.dpac.tas.gov.au/__data/assets/pdf_file/0004/137614/Family_food_patch.pdf
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D.3 

Workforce 

D.3.1 Are there training and resources available for 

health care professionals to support families?  

 

The Healthy Tasmania Portal (Link) has some resources for health and community workers, including 

a link to Health Learning Online for online training opportunities (Link).  

The health department consider skill development and capacity building of health professionals their 

core business: “…basic information provision and skill development of the workforces. We actually 

invest quite a bit of energy internally in skill development of people like family and child health 

nurses, aged care nurses, maternity services nurses, and other professionals, who can spread the 

message. They're just sort of core business for us and always have been and the information provision 

on the website type sort of stuff, all the hand outs and fact sheets and all that stuff” (Tas informant) 

- D.3.1a Is preconception advice for nutrition 

and being active provided to prospective 

parents?  

 

None found at the time of mapping 

D.3.2 Is there a state/territory health promotion…  

- D.3.2a …agency (independent or adjunct to 

health department)?  

 

The health promotion workforce capacity within the health department is limited. The Tasmanian 

approach is to partner with community organisations (both government community health 

organisations and not-for-profit organisations). The Healthy Tasmania website was designed as a ‘one 

stop shop’ to house supportive resources for health and community workers, information and tools 

relating to the preventive health plan.  

Population monitoring: The Tasmanian Population Health Survey was last survey in 2016 (Link), next 

due in 2019 (Link), CATI survey of 6300 Tasmanian adults, questions include diet and physical 

activity, socio-economic data, and environmental health and wellbeing items.  

- D.3.2b …workforce (to implement 

initiatives locally)?  

 

Within the health department there is a limited health promotion workforce, where the focus is on 

capacity building of health professionals in contact with families (maternal services nurses, child 

health nurses, “who can spread the message” (Tas informant). Many programs are run out of 

Neighbourhood Houses under a community development model; Family Food Patch is delivered by an 

NGO but funded by the Health Department; the 12 Child & Family Centres (see D.2.1) have a 

community development remit.  

http://www.healthytasmania.tas.gov.au/
https://dhhs.sproutlabs.com.au/login/index.php
https://www.dhhs.tas.gov.au/publichealth/epidemiology/tasmanian_population_health_survey_2016
https://www.dhhs.tas.gov.au/publichealth/epidemiology/2019_tasmanian_population_health_survey_faq


 

2.7 Victoria  

Area  Guiding questions   Result Notes 
A. Governance & leadership  Vic  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been identified as a 

priority by leadership (Premier/First Minister or Health 

Minister)?  

 

A key priority in the Victorian Public Health and Wellbeing Plan is healthy eating and 

active living, the prevention of obesity is seen as a key benefit to improvements in these 

areas.  A target in the Victorian Public Health and Wellbeing Outcomes Framework is a 

5% decrease in prevalence of overweight and obesity in children by 2025.  

The VicHealth-led obesity consensus statement A Healthier Start for Victorians (Link) 

focuses on the prevention of obesity in childhood, developed by the Healthy Eating and 

Active Living Roundtable (which represents many health and wellbeing NGOs, 

professional organisations, and university research groups). However, VicHealth are an 

independent health promotion organisation and their priorities do not represent those of 

the Victorian Government. In the executive summary the consensus statement notes: 

“There is an urgent need for obesity prevention to become a more prominent health 

priority” (p. 2), indicating consensus organisations believed it was not a government 

priority at the time. This mirrors a statement by the informant that each Victorian Public 

Health and Wellbeing Plan reflects “the priorities of the government of the day” (Vic 

informant), rather than a long term approach.  

A.1.2 Key policy/policies: Is there an overarching policy 

framework, or a series of key policies or action plans to 

guide initiatives for the early prevention of obesity in 

childhood? 

 

The Victorian Health Plan is supported by the Victorian Health Priorities Framework 

2012-2022 (Metropolitan Health Plan (Link) and Rural and Regional Health Plan (Link), 

referencing that the VPHWP and MPHWPs are the key prevention and health promotion 

mechanisms in Victoria (cross-government and cross-sector initiative).   

The Department of Health and Human Services (DHHS) develops Public Health and 

Wellbeing Plans (VPHWP) every four years. The Victorian Public Health and 

Wellbeing Plan 2015-2019 (VPHWP) (Link) notes life course and place-based 

approaches, identifying both early years settings and the broader context of liveable 

neighbourhoods and addressing inequities. Healthier eating and active living are the first 

priority of the VPHWP, for the prevention of obesity and chronic disease but also for the 

other social benefits that come with being active. The strategic directions for this section 

focus on promoting diets consistent with the Australian Dietary Guidelines, providing a 

supportive food system, and a supportive built environment (for active transport and 

access to nature). Local councils are required to develop Municipal Public Health and 

Wellbeing Plans (MPHWP), and this focus on local implementation is the central feature 

of health promotion and prevention work in Victoria. This fits within the broader 

Victorian context of focusing on the local context, such as with the nine Regional 

Partnerships established by the Victorian Government in 2016, each of the nine 

partnerships have several local councils (Link).  

https://www.vichealth.vic.gov.au/-/media/ResourceCentre/PublicationsandResources/Physical-activity/Obesity-Consensus-Full-Report.pdf?la=en&hash=06086CC16D7305A48B6BAEB552C062C4C2DFC634
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/vhpf-2012-22-metro
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/vic-health-priorities-framework-2012-22-rural-plan
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/public-health-wellbeing-plan-2015-19
https://www.rdv.vic.gov.au/regional-partnerships
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Early Childhood Reform (Link) is led by the Department of Education and Training 

(DET) and includes a $202.1 million investment to support a cohesive early childhood 

system. It runs across ECEC settings (including kindergartens), Maternal and Child 

Health services, and community settings (such as playgroups and supported playgroups).  

The Supporting Children and Families in the Early Years: A Compact between the 

Department of Education and Training, Department of Health and Human Services and 

Local Government (represented by the Municipal Association of Victoria (MAV)) (The 

Early Years Compact) (Link) aims to ensure coordination between DHHS, DET and 

MAV across the early childhood system. It sets out that DHHS, DET, and local councils 

are all responsible for the health and wellbeing of children in the early years – and links 

the early childhood systems (ECEC settings, health and community settings) with 

broader place-based environments of communities.  

 Koolin Balit: Victorian Government Strategic Directions for Aboriginal Health 2012-

2022 (Link) seeks to increase the duration and quality of life for Aboriginal people in 

Victoria Key priority 1: A healthy start to life focuses on support throughout pregnancy 

and the first year of life (including breastfeeding and appropriate timing of introduction 

to solids) via antenatal care, linking up services (continuity of care). Followed by Key 

priority 2: Healthy childhood to support attendance at the state-wide universal child 

health program (KAS, see D.2.1) and support the Victorian Aboriginal Controlled 

Community Health Organisation (VACCHO)-led Victorian Aboriginal nutrition and 

physical activity strategy (see (A.3.1)  

A.1.3 Does the state legislation for public health include 

prevention/health and wellbeing?  

 

The Victorian Public Health and Wellbeing Plan (VPHWP) is a statutory requirement 

under the Public Health and Wellbeing Act 2008 (Link), required every four years. 

Prevention is a primary principle of the Act. The Act provides an authorising 

environment to engage across government and partner with both community and private 

sectors to protect and promote health and wellbeing. The Victorian model for health 

promotion and prevention efforts focus on local delivery, primarily through local 

government but also through state-wide and community NGOs. The VPHWP is required 

to take the determinants of health into account, as are the MPHWPs from local 

government.  

A.1.4 Are their statutory grant-giving bodies with a remit to 

fund prevention-related community projects? 

 

The Victorian Health Promotion Foundation, i.e. VicHealth (Link) is a statutory health 

promotion agency with independent authority to provide funding and other supports to 

local councils, NGOs and community organisations for the purpose of health promotion, 

such as the VicHealth Partnership Grants (Link), Local Government Partnership Grants 

(Link).  

A.2 

Partnerships  

A.2.1 Are partnerships across government noted in ‘key 

policy’ identified above?   

Partnerships are more clearly defined between governments (i.e. between state and local 

governments) and with community NGOs rather than across government agencies of the 

state government, in line with Victoria’s model of health promotion.  

A.2.2 Are there formal mechanisms for collaborative 

exchange across sectors (e.g. working groups,  

The Victorian Healthy Eating Enterprise is a forum with the aim of improving healthy 

food environments and includes membership across state government as well as local 

government, public health professional and advocacy organisations and businesses (see 

https://www.education.vic.gov.au/about/educationstate/Pages/earlychildhood.aspx
https://www.education.vic.gov.au/about/educationstate/Pages/theearlyyearscompact.aspx
https://www2.health.vic.gov.au/Api/downloadmedia/%7B002CF79E-E84B-427A-BE25-6B068E7019C2%7D
https://www.legislation.vic.gov.au/in-force/acts/public-health-and-wellbeing-act-2008/051
https://www.vichealth.vic.gov.au/
https://www.vichealth.vic.gov.au/funding
https://www.vichealth.vic.gov.au/funding/vichealth-local-government-partnerships


 

policy/outcome joint statements, embedded health positions 

in agencies outside of health)?  

B.1.3). VicHealth has extensive partnerships with local councils – these are in line with 

Victoria’s model of local implementation. A key feature of the Vic health system is the 

outsourcing of much of the prevention policy implementation beyond the health 

department. The department relies on these organisations to feedback on community 

needs: “We have Vic Health, which is a statutory body. We've got Cancer Council… 

Nutrition Australia, Diabetes Vic, and then a whole bunch of community health services 

and councils. All of them would be engaging directly with the community, and we hear 

from them” (Vic informant). 

A.3 Equity  A.3.1 Do the key policies identified outline the structural 

(incl. social/commercial) causes of obesity?  

(such as employment/family income, affordable or social 

housing, adverse early childhood experiences, food security, 

food systems including promotion, built environment and 

access to safe/appropriate spaces for being active, etc) 

 

The 2015-2019 VPHWP identifies protective factors to reduce the likelihood of chronic 

disease include antenatal and early childhood health and positive early experiences, 

access to quality health, education, and care services, as well as access to healthy food, 

and ‘social capital’ including strong family connections and community networks. It 

identifies the ‘proximal’ causes of ill health and notes that socioeconomic factors have 

an estimated 40% impact on health, “compared with health behaviours (30 per cent), 

clinical care (20 per cent) and the physical environment (10 per cent)” (p.19). Listed 

examples of the determinants of health include: “early childhood experiences, education, 

employment, income, social and economic status, housing and geography, social support 

networks, access and use of health services…” (p.19). It notes the impact of global 

trends in employment (more casual positions, less security) on family income and the 

impacts of global industrialised food production on securing sustainable agricultural 

production and food security.  

The Early Years Compact and Early Childhood Reform (see A.1.2) identify the high risk 

for poor health outcomes as a result of adverse early childhood experiences.  

The Aboriginal nutrition and physical activity strategy, Closing the Nutrition & Physical 

Activity Gap in Victoria (Link), prioritises nutritional health of Aboriginal mothers and 

babies, health policy in key settings, community-based interventions, and food security.  

- A.3.1.a Do recommendations for action/initiatives 

address these structural causes?   

 

The 2015-2019 VPHWP examples of strategic directions include working across the 

entire food system, encourage active transport and neighbourhood design, improving 

mental health and address discrimination and stigma, encourage interaction with the 

natural environment. The settings for these actions to undertake place-based approaches, 

focused on healthy and sustainable environments.  

VicHealth supports a range of initiatives to improve food security, e.g. the Food for All 

project (see B.2.1b).  

The Early Years Compact (see A.1.2) in July 2018 identified three priorities: increasing 

participation in MCH services and kindergarten for Aboriginal families, increased 

participation in early years services of children known to child protection, and improve  

A.3.2 Are target populations (with higher risk of developing 

obesity) identified for additional support?  
 

Target populations identified as having higher risk are locality (those living in rural 

areas), socioeconomic status (especially relating to household income) and Aboriginal 

people.  

 

http://www.vaccho.org.au/vcwp/wp-content/uploads/2011/03/Closing-the-nutriVANPHS.pdf
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B. Environments in which we live (e.g. work, shop, eat, be active and 

play) 
Vic 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built environments 

towards principles of active living? 

 

The Planning Act has not been updated since 1987. This represents an opportunity to 

either integrate health promotion into planning legislation or devolve local planning 

decisions (especially as they relate to health promotion and the authority already 

devolved to local governments under the Public Health and Wellbeing Act).  

Some guidelines exist to support planning and built environment design, e.g. the  

Urban design and health guidelines (Link) and the Office of Victorian Government 

Architect (Link).  

B.1.2 Are there investments for public infrastructure (e.g. 

footpaths, bikeways, or greenspace) to encourage being 

active? 

 

Significant investments are made for active transport across the state, see Walking & 

cycling (Link) (Transport for Victoria). The VicHealth Physical Activity Strategy 2018-

2023 (Link) enables grants and supportive services to local councils.  

B.1.3 Are there food/nutrition policies aimed at ensuring a 

nutritious, affordable, accessible food system?  (e.g. 

incentivise local food production or increase healthy food 

access in disadvantaged communities, zoning policies, or 

incentives to retailers) 

 

 

Local governments have an enabling policy environment to implement health promoting 

policies, including Environments for Health: Municipal Public Health Planning 

Framework (Link) (based on WHO Healthy Cities) and further authorised via the Public 

Health and Wellbeing Act. This could be enhanced further by devolving authority to 

local governments to make planning decisions relating to food, based on health and 

wellbeing, at this stage planning legislation has not been updated from some time.  

The Victorian Public Health and Wellbeing Plan 2015-2019 upholds healthy eating as 

one of six pillars of health promotion and chronic disease prevention.  

Healthy Choices (Link) are a range of several setting-specific guidelines to improve food 

offerings across a range of health, sport and recreation, park and workplace settings, 

underpinned by the Healthy Choices: Food and drink classification guide (Link), they 

relate to both the provision and promotion of these foods and drinks in a range of 

settings (hospital and health services, sport and recreation centres, workplaces, parks). 

This work relates to the COAG Obesity Working Group activities.  

The  VicHealth Healthy Eating Strategy 2017-19 (Link) had four focus areas including 

reducing salt consumption, swapping SSBs for water, increase fruit and vegetable intake 

and food environment policy. At the time of mapping attention was predominantly on 

the first two focus areas.  

Additionally, the Victorian Healthy Eating Enterprise (Link) sought to improve access 

to healthy food, increase fruit and vegetable consumption and decrease consumption of 

SSBs through a forum including state and local government, health sector and health 

promotion organisations, advocacy groups and not-for-profits and partners with 

businesses, workplaces, etc to improve local food environments.  

B.1.4 Are there programs to support vendors to improve food 

offerings in food outlets (restaurants, cafes, take-away, 

vending machines)? 
 

The Victorian Healthy Eating Enterprise (VHEE) (also see B.1.3) seeks to encourage a 

healthy eating culture across the state and works with local governments and businesses 

to improve food and drink offerings in line with the Healthy Choices policy. While this 

policy applies to arrange of government settings, the VHEE seeks to extend its principles 

more broadly across the state’s food businesses (i.e. beyond government-controlled 

settings).  

https://www2.health.vic.gov.au/about/publications/policiesandguidelines/Urban-design-and-health-A-guide-to-relevant-resources-for-planning
https://www.ovga.vic.gov.au/about-ovga.html
https://transport.vic.gov.au/Getting-around/Walking-and-cycling
https://www.vichealth.vic.gov.au/media-and-resources/publications/physical-activity-strategy
https://www2.health.vic.gov.au/about/publications/researchandreports/Environments-for-Health-Municipal-Public-Health-Planning-Framework
https://www2.health.vic.gov.au/public-health/preventive-health/nutrition/healthy-choices-for-retail-outlets-vending-machines-catering
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/Healthy-choices-food-and-drink-classification-guide
https://www.vichealth.vic.gov.au/-/media/ResourceCentre/PublicationsandResources/healthy-eating/VicHealth-Healthy-Eating-Strategy-2017-19.pdf?la=en&hash=F07C5A5C67E624DAB9E03A4B009FF088C86FCB88
https://www2.health.vic.gov.au/public-health/preventive-health/nutrition/victorian-healthy-eating-enterprise


 

The Healthy Eating Advisory Service is available to support food outlets, food industry, 

caterers and suppliers (Link) (NGO: Nutrition Australia Vic Division).  

The Healthy Food Connect Framework (Link) is a model to improve local food systems 

partnering with local government (needs assessment, prioritise actions, local food 

network, implement initiatives, embed healthy food access into MPHWPs). The 

Framework is supported by the Healthy Food Charter and was developed under Healthy 

Together Victoria.  

B.1.5 Is nutrition information at food outlets (menu board 

labelling) required by legislation? 

 

The Food Amendment (Kilojoule Labelling Scheme and Other Matters) Act, 2017, or the 

Kilojoule Labelling Scheme (Link), requires menus and food tags to display kilojoule 

content of ready-to-eat food and drinks – it applies to large chain food businesses with 

20 or more in Victoria or 50 or more outlets nationally, and additionally to large chain 

supermarkets (those same outlet numbers apply).  

B.1.6 Is there engagement with food retail (supermarkets, 

grocers, corner stores, etc) to reduce the availability and 

promotion of discretionary choices in-store?   

 

Several elements come together at this policy area. Some of the Victorian Healthy 

Eating Enterprise work engages with food retail, the Healthy Choices framework 

requires food procurement meet healthy food provision standards (which provide stable 

income to business and act as a test case for interest in businesses selling healthier food 

options), and the Eat Well @ IGA (Link). This trial is a partnership between researchers 

(Deakin University), government (VicHealth and City of Greater Bendigo), and food 

retail (7 IGA supermarkets), with national funding from the NHMRC. Its purpose is to 

use health promotion messages in store and provide evidence of the efficacy of such 

interventions.   

B.1.7 Are local governments empowered to encourage 

health-supportive environments? 

 

Under the Environments for Health framework and the Public Health and Wellbeing Act 

2008 (see Part 3, Division 3, e.g. requirement for Municipal Public Health and 

Wellbeing Plans) local governments are required to impact on health supportive 

environments (although some policy tools are not available to them, e.g. land use/ 

zoning tools under the Planning Act).  

B.1.8 Are there any initiatives to reduce exposure to the 

marketing/promotion of discretionary choices in:  

- B.1.8a out-of-home advertising (billboards, 

transport vehicles, street furniture, transport hubs 

such as train stations) within government control?  

 

Not at the time of mapping  

- B.1.8b healthcare settings?  
 

Healthy Choices (see B.1.3) has Policy guidelines for hospitals and health services 

(Link), including health department offices. These guidelines apply to promotion and 

provision of foods and drinks in specific settings.  

- B.1.8c other government-controlled 

buildings/parks? 
 

Healthy Choices (see B.1.3) has Healthy eating policy and catering guide for 

workplaces (Link) and Policy guidelines for sport and recreation centres (Link) and 

Policy guidelines for parks (Link).  These guidelines apply to promotion and provision 

of foods and drinks in specific settings. 

B.1.9 Are there policies limiting the availability/provision of 

discretionary choices in:  

- B.1.9a healthcare settings (for visitors and staff)?  

 

See B.1.8b 

https://heas.health.vic.gov.au/
https://www2.health.vic.gov.au/public-health/preventive-health/nutrition/healthy-food-systems
https://www2.health.vic.gov.au/public-health/food-safety/food-safety-laws-local-government-and-auditors/food-safety-laws-and-regulations/kilojoule-labelling-scheme
https://www.vichealth.vic.gov.au/media-and-resources/media-releases/world-first-trial-puts-healthy-supermarkets-to-the-taste-test
https://www2.health.vic.gov.au/Api/downloadmedia/%7B087EEAAD-7C83-49E0-A562-D956CCC5ED0C%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7BEB1CFE60-E816-4C26-820E-4EFAA9D0983E%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7B7EF29993-EEC4-414F-B942-ADF75729E734%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7BE4A9127E-868B-4628-A7EE-64A79A0AE982%7D
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(Update 2021, policy updated and extended to all ‘in-house managed retail outlets, all 

vending machines and all catering within public health services’ and the complete 

removal of all RED category drinks) 

- B.1.9b buildings, community centres, and parks 

under government control?     
 

See B.1.8c 

 

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns (any media 

type) aimed at:  

- B.2.1a encouraging healthy lifestyle behaviours?  

 

At the time of mapping the main healthy lifestyle media campaigns were directed 

towards reducing SSB consumption through the promotion of water in the Water 

Initiative, including The H3O Challenge social marketing campaign and grants to local 

councils (18 participated) to promote a 30-day challenge to replace SSBs with water 

(Link).  

Previously the Healthy Together Victoria program had state-wide and local health 

promotion campaigns aimed at healthy lifestyles of families (Link).  
- B.2.1b developing/supporting healthy food systems 

and built environments (incl. community-capacity 

building)?   

 

A range of healthy eating support services exist to support communities, e.g. food outlets 

(see B.1.4) and local governments under the Public Health and Wellbeing Act, including 

VHEE, VicHealth, HEAS, etc. 

VicHealth has multiple programs focused on improving access to fruit and vegetables 

and encouraging healthy food cultures. Some examples include Food for All (2005-

2010) supported local councils to improve elements relating to food security (transport, 

housing, land use and economic development) (Link). Programs such as 3000 Acres and 

the Open Food Network (Link) were new approaches to improve local fruit and 

vegetable supply through innovation grants (Healthy Eating (seed) Innovation 

Challenge). The Healthy Eating Strategy is updated every two years (e.g. 2017-2019 

Link) and contributes to the evidence base for what works and what has public support, 

e.g. supporting businesses to have healthier food offerings by demonstrating public 

support or developing programs to trial healthier stocking and promotion practices in 

food retail/supermarket environments.  

(previous) Healthy Together Victoria (Link) was delivered across 14 local government 

areas, based on “a long history of community-based obesity prevention initiatives” (Vic 

informant), such as Collaboration of Community-based Obesity Prevention Sites (CO-

OPS), Romp & Chomp, It’s Your Move, and Fun & Healthy in Moreland. This program 

funded staff in community health and local government to deliver community-specific 

interventions. Healthy Together Victoria has ceased, “but some of those local 

communities have continued to work on these issues and you know, continued to draw 

them into current policy environments.” (Vic informant).  

C. Early childhood education and care (ECEC) settings  Vic  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-based care 

settings to:  

- C.1.1a encourage healthy food provision? (e.g. 

management: policies and menu audits; staff: 

training and resources; families: resources)  

 

Two services are available state-wide to ECEC services – both are supplied by NGOs, 

funded by the DHHS. Ongoing support is provided through the Achievement Program 

(Link), which was developed in partnership with DHHS, the Cancer Council (an NGO), 

and the Department of Education and Training to “add further depth to the National 

Quality Standards, and in fact it’s really marketed to early childhood services that if you 

want to meet these standards you can get help through joining the Achievement 

https://www.vichealth.vic.gov.au/search/2017-vichealth-highlights-healthy-eating
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/What-is-Healthy-Together-Victoria
https://www.vichealth.vic.gov.au/programs-and-projects/food-for-all
https://www.vichealth.vic.gov.au/search/the-latest-from-3000acres-and-open-food-network
https://www.vichealth.vic.gov.au/-/media/ResourceCentre/PublicationsandResources/healthy-eating/VicHealth-Healthy-Eating-Strategy-2017-19.pdf?la=en&hash=F07C5A5C67E624DAB9E03A4B009FF088C86FCB88
https://www2.health.vic.gov.au/about/publications/Factsheets/evaluating-a-complex-systems-approach-to-prevention
https://www.achievementprogram.health.vic.gov.au/healthy-places/early-childhood-services


 

Program, and also using the Healthy Eating Advisory Service” (Vic informant). DHHS 

worked with both the schools and early childhood parts of the Education department and 

has developed a strong partnership over time.  

Participation in the Achievement Program at the time of mapping was about 38% (of 

>1100 services) of early childhood services in Victoria. A concurrent program called the 

Healthy Eating Advisory Service (Link), run by Nutrition Australia Victorian Division 

(an NGO), “works hand in hand” with the Achievement Program (Vic informant). This 

service reviews ECEC service menus using an online tool called FoodChecker (Link). 

These statewide services are supported by two policies: Menu Planning guidelines for 

long day care (DHHS, Nutrition Australia) and Healthy Eating in the National Quality 

Standard: A guide for early childhood education and care services (Department of 

Education and Training, Nutrition Australia, DHHS).  

(Update 2021, Victoria will fund kindergarten programs for children from 3 years of age 

(the roll out is staged across the state, starting in areas of higher disadvantage first), and 

because so many children attend kindergarten through long day care services, it is an 

additional point of leverage to encourage services to improve food offering and embed 

health literacy and positive relationships with healthy lifestyle behaviours into the 

curriculum (Link))  

The feedAustralia initiative is not actively promoted in Victoria although ECEC services 

are eligible to join and receive their support (Link).  

- C.1.1b provide food and physical activity 

experiences as part of the curriculum? 
 

The Achievement Program supports curriculum (see C.1.1a)  

D. Health (community and tertiary health settings and health promotion 

activities) 
Vic 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage hypertension, 

hyperglycaemia, appropriate gestational weight gain?  

 

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) 

recommend monitoring of blood pressure, weight and screening for hyperglycaemia 

(Link). Victoria has separate guidelines for Gestational diabetes (Link) and 

Hypertension in pregnancy (Link) and Obesity during pregnancy, birth and postpartum 

(Link).  

Three main modes of maternity/antenatal care: midwifery services (hospital 

D.1.2 Antenatal care within public health services:   
 

Antenatal services are offered at public hospital midwife clinics and community-based 

centres, or through GP-shared care (or privately).  

- D.1.2a Do they include nutrition counselling for 

healthy pregnancy or are there other healthy 

lifestyle support programs available during 

pregnancy?  
 

There is limited information available on the services offered during antenatal care in 

terms of education/ healthy lifestyle support for the client.  

Some targeted, state-wide programs exist. The Healthy Mothers, Healthy Babies 

program (Link) supports at risk women during their pregnancy and across the transition 

of care from antenatal services (state) to postnatal MCH services (local). The program is 

the outer suburbs of the greater Melbourne region and in some regional areas (in areas of 

higher disadvantage). In this program healthy lifestyle education (including nutrition and 

being active) are included based on client need.  

https://heas.health.vic.gov.au/early-childhood-services
https://heas.health.vic.gov.au/early-childhood-services
https://www.education.vic.gov.au/about/programs/Pages/three-year-old-kinder.aspx
https://www.feedaustralia.org.au/index.html
https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www2.health.vic.gov.au/hospitals-and-health-services/safer-care-victoria/maternity-ehandbook/gestational-diabetes
https://www.bettersafercare.vic.gov.au/clinical-guidance/maternity/hypertension-in-pregnancy
https://www.bettersafercare.vic.gov.au/clinical-guidance/maternity/obesity-during-pregnancy-birth-and-postpartum
https://www2.health.vic.gov.au/primary-and-community-health/community-health/population-groups/children-youth-and-families/healthy-mothers-healthy-babies
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Koori maternity services (Link) are an Aboriginal maternity service available at 14 sites 

across Victoria.   

The Better Health Channel has some online Healthy pregnancy resources (Link)  

- D.1.2b Is breastfeeding education free (separately or 

embedded into antenatal education/services)?  
 

The Breastfeeding guidelines recommend breastfeeding education should happen 

throughout antenatal education (Link). 

Healthy Mothers, Healthy Babies program is a targeted program (not universal) that is 

offered to pregnant women at risk. It includes breastfeeding education.  

D.1.3 Do maternity facilities fully adhere to the Baby 

Friendly Health Initiative (BFHI) (based on Ten Steps to 

Successful Breastfeeding)?   

 

Only eight public hospitals are BFHI-accredited.  

 

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting services to support 

early childhood growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family foods)?  

 

Overarching policy guidance for early years support sits under the Maternal and Child 

Health Service framework (Link).  

The Key Ages and Stages program (Link) is a universal child health check offered across 

ten appointments, located at Maternal and Child Health (MCH) Services. After the initial 

home visit, the following nine sessions are held at 2 weeks, 4 weeks, 8 weeks, 4 months, 

8 months, 1 year, 18 months, 2 years, 3 ½ years. In addition to the health check-up, the 

program focuses on health promotion and has an extensive policy framework including 

practice guidance. The program is well attended across the state.  

Additionally, MCH services have drop-in clinics, and appointments can be made for 

additional support. Enhanced MCH programs are available for families needing 

additional support. First time parent groups (Link) are free group-based programs and 

also run by MCH nurses.  

There are ten Aboriginal MCH services (Link) in Victoria, providing better health 

outcomes and ensuring access to the universal child health check program for Aboriginal 

and Torres Strait Islander families.  

- D.2.1a Is information to support parents readily 

available (e.g. phonelines, websites)?   

The Better Health Channel website has some online Child health (0-6) resources (Link) 

Maternal and Child Health Line is available 24/7 and offers support on nutrition, 

breastfeeding, child and family health and parenting (Link) 

- D.2.1b Do these include breastfeeding support?    Yes 

D.2.2 Are there healthy lifestyle (education) programs to 

support families during early childhood?   

 

The INFANT program (Link) was developed in a research setting in 2007. The group-

based program ran for 90 minutes across six sessions (when children are 3, 6, 9, 12, 15 

and 18 months), delivered by MCH nurses, dietitians and health promotion officers.  In 

2011, with DHHS funding, a small-scale translation project was funded (under NPAPH), 

led to the delivery of the program in 8 of the 12 local government areas invited to run the 

program. Some local councils continued to run the program when the DHHS funding 

ended. While DHHS did not fund this program at the time of mapping, they supported 

Deakin University to apply for federal funding through a NHMRC Partnership Project to 

upscale the program/ make it available across all Victorian local governments, fitting 

into Victoria’s local delivery model. (Update 2021, this grant application was successful, 

sessions were reduced to four at 3, 6, 9, and 12 months with an app to support extended 

content delivery).  

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/perinatal-reproductive/maternity-newborn-services/aboriginal-maternity-services
https://www.betterhealth.vic.gov.au/healthyliving/healthy-pregnancy
https://www.education.vic.gov.au/Documents/childhood/professionals/health/brestfeedguidelines14.pdf
https://www2.health.vic.gov.au/primary-and-community-health/maternal-child-health/framework-mch
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/maternal-child-health-service-practice-guidelines
https://www.education.vic.gov.au/Documents/childhood/professionals/support/parentgroupguidemch.pdf
https://providers.dffh.vic.gov.au/aboriginal-maternal-and-child-health-28201
https://www.betterhealth.vic.gov.au/healthyliving/child-health-0-6
https://www.education.vic.gov.au/parents/services-for-parents/Pages/telephone-services.aspx
http://www.infantprogram.org/


 

 

 

 

- D.2.2a Are target populations identified and actively 

recruited for programs?  
 

The initial 12 local councils in the small-scale translation of the INFANT program, from 

a research to real world setting, were identified as being in areas of higher disadvantage  

D.2.3 Are Supported Playgroups offered for families that 

need additional support and do they include healthy lifestyle 

skills? 
 

Supported Playgroups (Link) are targeted programs available state-wide from 

department of families. Focused on supporting parenting skills, attachment, and child 

development, they do include healthy lifestyle elements such as family mealtimes. 

Families can access these services through their local council or via the MCH nurse.  

D.3 

Workforce 

D.3.1 Are there training and resources available for health 

care professionals to support families?  
 

None found at the time of mapping.  

- D.3.1a Is preconception advice for nutrition and 

being active provided to prospective parents?  
 

None found at the time of mapping.  

D.3.2 Is there a state health promotion…  

- D.3.2a …agency (independent or adjunct to health 

department)?  

 

VicHealth (Link) is an independent, statutory, health promotion agency, established 

under the Tobacco Act of 1987. One of its core functions is to fund health promotion 

activities with a diverse range of partners.  

 

Population monitoring: regular CATI survey, similar to NSW with additional questions 

on social support/connectedness - adults only (Victorian Public Health Survey Link). 

Additionally, the Public Health and Wellbeing Outcomes Framework (Link) is 

comprehensive across a range of policy domains and has substantial potential to 

contribute to evidence-informed policy in Victoria and for other jurisdictions. The 

Victorian Child Health and Wellbeing Survey – parents of children from birth to 12 

years (Department of Education) covers health in pregnancy, child health, child growth, 

family functioning, nutrition, etc (Link).  

- D.3.2b …workforce (to implement initiatives 

locally)?  

 

While there are health promotion staff within community health settings, no information 

on centralised support mechanisms within the DHHS was found at the time of mapping. 

As Victoria does not have local hospital networks (rather it has 86 distinct entities across 

the state) this seems to further support the finding that health promotion through 

community health settings does not have a centralised support mechanism.  

Local governments are required to develop RPHWPs in response to the VPHWP. Under 

the Public Health and Wellbeing Act, the primary health promotion workforce in 

Victoria are situated with local governments. Additional health promotion workforce 

exists within the DHHS and their partners (e.g. via VHEE) and VicHealth. VicHealth 

provides a range of grants to local governments and local NGOs across a range of health 

promotion areas.  Previously, under Healthy Together Victoria (during the NPAPH) the 

DHHS funded the health promotion staff within the participating local councils. It is 

unclear what capacity local governments have to provide ongoing capacity building to 

the health promotion workforce, or if there is any state government oversight.  

https://services.dffh.vic.gov.au/supported-playgroups
https://www.vichealth.vic.gov.au/about/our-history
https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/survey-data-and-reports/victorian-population-health-survey
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/victorian-public-health-and-wellbeing-outcomes-framework
https://www.education.vic.gov.au/about/research/Pages/newdatahealth.aspx
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2.8 Western Australia  

Area  Guiding questions   Result Notes 

A. Governance & leadership  WA  

A.1 

Leadership  

A.1.1 Has childhood obesity prevention been 

identified as a priority by leadership (e.g. 

Premier or Health Minister)?  

 

The Sustainable Health Review – Interim report was released in early 2018. Its first recommendation 

was “The Department of Health should take and active leadership role across the public sector in 

developing whole-of-government targets with potential impact for better health outcomes, commencing 

with childhood obesity” (p.25, Link). These recommendations were endorsed by the WA Government.  

The WA Preventive Health Summit in March 2018 (Link) focused on actions on obesity and alcohol. 

“That summit brought together key government agencies, NGOs, peak bodies and opinion leaders to talk 

about policy measures that government needs to consider in addressing both obesity and alcohol, two 

major public health issues for WA, though certainly not the only public health issues. Ideas explored in 

the Summit have enabled some policy work to be considered that perhaps wasn't necessarily on the 

government agenda… Well some of the options that were put forward included… the introduction of 

kilojoule labelling on fast food menus, strengthening of compliance with a more rigorous healthy food 

and drink policy within the WA health system, and a consideration to whether a healthy food and drink 

policy is something that could be adopted across public sector agencies as a whole” (WA informant).  

At the time of mapping the WA Healthy Weight Action Plan (2019-2024) was being written. More than 

1000 stakeholders contributed to the process, called the WA Obesity Collective Project. The approach 

focused on the collective responsibility for addressing obesity.  

The informant noted that this was a change in direction from the previous party in leadership, that as an 

issue obesity prevention has “…been driven by the extent to which prevention has figured as a core 

policy priority for individual political parties… the new [WA] government, and particularly the new 

health minister has a very strong commitment to prevention” (WA informant).   

A.1.2 Key policy/policies: Is there an 

overarching policy framework, or a series of 

key policies or action plans to guide 

initiatives for the early prevention of obesity 

in childhood? 

 

The Sustainable Health Review was undertaken by a group of experts appointed by Government who 

offered 8 strategies including 30 recommendations (Link). The final report identified four areas for 

sustainability: obesity, early childhood, family safety, and homelessness. Key recommendations relevant 

for the early prevention of obesity include:   

Strategy 1 commitment and collaboration to address public health issues.  

• Recommendations: Lotterywest/Healthway provide funding to local government and 

community organisations for nutrition and physical activity; develop an obesity prevention 

action plan; ban unhealthy food promotion and implement healthy food promotion policies in 

all state agencies and change planning laws to limit sale of unhealthy food and drinks, and 

increase access to healthy food (B.1.3); target health needs relating to social determinants 

including housing, disability support and child and family safety  

Strategy 3 focus on both the start of life and the end of life 

• Recommendations: WA Health should actively partner in the Early Years Initiative, Supporting 

Communities Forum, and Early Years Network; consider things like co-location of services 

https://ww2.health.wa.gov.au/Improving-WA-Health/Sustainable-health-review/Final-report
https://healthywa.wa.gov.au/Articles/U_Z/WA-Preventive-Health-Summit
https://ww2.health.wa.gov.au/Improving-WA-Health/Sustainable-health-review/Final-report


 

with Health, Department of Education, Department of Communities; targets for prenatal health 

and breastfeeding; statewide program for culturally safe pregnancy, birth and postnatal care for 

Aboriginal families  

Strategy 7 culture and workforce 

• Recommendations: partnerships for cross-sector collaboration, policy, and research; active 

participation linking up between community organisations and across public sector agencies 

The Sustainable Health Review influenced a range of policies. The State Public Health Plan 2019-2024 

(Link) (SPHP) endorses the Sustainable Health Review, and the implementation of the WA Health 

Promotion Strategic Framework 2017-2021 (Link). The SPHP supports families, settings and 

environments to improve healthy eating and active living, at first to stop increases in obesity prevalence, 

then aim to decrease prevalence in the long term. The Public Health Planning Guide for Local 

Government (Link) provides support information for local councils to develop LPHPs  (also relates to 

B.1.7). The principles of the WA Health Promotion Strategic Framework include a whole-of population 

approach, cross-government partnership and coordination, a life course approach, equity, and inclusivity. 

It provides more detailed actions for the priorities set out in the SPHP.  

The Education and Health Standing Committee of WA Legislative Assembly tabled a report on the role 

of diet in type 2 diabetes prevention and management, The Food Fix (Link). Some of the 

recommendations include: 9. Restrictions on food marketing in settings government control; 10. 

Implement menu labelling regulation; 11. Extend Healthy Options WA (see B.1.9a) to all government-

funded settings; 12. Amend the planning Act to allow consideration of health and wellbeing in fast food 

planning applications; 13. Undertake nudging strategies to shift consumer grocery shopping behaviour in 

food retail. 

Connecting Early Years Networks (Link) (Department of Communities) is a platform to link up and 

support collaborative practices between a range of services focused on the early years and parent 

support: education, health, local government, community services in any given area. The (targeted) Early 

Years Initiative (Link) supports families of children 0-4 years. It is a partnership between the 

Departments of Communities, Education, and Health; CoLab (Collaborate for Kids, Telethon Kids 

Institute)), the Minderoo Foundation and several partner communities in metro, remote, and very remote 

areas. It aligns with areas of vulnerability identified by the Australian Early Development Census 

(including health and wellbeing). The learnings from these partnerships could provide evidence for ways 

to support families experiencing vulnerability and scaling up services statewide.  

A.1.3 Does the state legislation for public 

health include prevention/health and 

wellbeing?  

 

The Public Health Act 2016 (Link) defines public health as “the wider health and wellbeing of the 

community and the combination of safeguards, policies and programs designed to protect, maintain, 

promote and improve the health of individuals and their communities and to prevent and reduce the 

incidence of illness and disability” (SPHP, p.2). The WA participant noted that the Act, “although it was 

passed in 2016, has been a 20-year journey… The new legislation takes in preventive health, for 

instance, and includes general principles such as the precautionary principle. So it replaced an out-dated 

Act that hadn't anticipated innovation by industry, for instance, or how the health system would need to 

be able to address this” ( WA informant).  

https://ww2.health.wa.gov.au/articles/s_t/state-public-health-plan
https://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports-and-publications/HPSF/WA-Health-Promotion-Strategic-Framework-2017-2021.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general-documents/Public-Health-Act/public-health-planning/Public-Health-Planning-Guide.pdf
http://www.parliament.wa.gov.au/Parliament/commit.nsf/(Report+Lookup+by+Com+ID)/E65D9AAEA62B2B2C482583D800295552/$file/EHSC%20Report%206%20The%20Food%20Fix%20FINAL.pdf
https://eyn.dropin.org.au/display/EYN/EYN+Home
https://www.communities.wa.gov.au/projects/early-years-initiative/
https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_13791_homepage.html
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Implementation of the Act was a staged process (see timeline Link). Principles include: sustainability, 

precautionary, proportionality, intergenerational equity, respect of local government authority in public 

health matters. The Act does not contain language on partnerships across sectors.  

The first four stages were mostly technical to enable later stages of the Act, e.g. requiring local 

governments to report on their performance. The Act requires changes to public health planning, and a 

State Public Health Plan (SPHP) to be developed every five years, the first full SPHP is the State Public 

Health Plan for Western Australia 2019-2024 (Link). The fifth and final stage of the Act implementation 

will be the fulfilment of public health planning at the local level, requiring local councils to develop 

Local Public Health Plans (LPHP) – which will come into effect in July 2022. Some local councils have 

already commenced with LPHPs. The Act complements the  integrated planning process (Link) and 

section 5.56 of Local Government Act 1995 (Link).  

Additionally, the Health Services Act 2016 (Link) was an update that provides governance, 

accountability, and control over allocation of resources across WA Health: the Health Department and its 

Health Service Providers (North/South/East Metropolitan Health Services (NMHS/SMHS/EMHS), The 

Child and Adolescent Health Service (CAHS), and WA Country Health Service (WACHS).  

A.1.4 Are their statutory grant-giving bodies 

with a remit to fund prevention-related 

community projects? 

 

The Western Australian Health Promotion Foundation Act 2016 (Healthway Act) (Link) merged two 

grant-giving bodies, Healthway (~$20 million spend) and Lotterywest (~$260 million community grant 

spend), and potential to leverage off the bigger buying power of Lotterywest. “The view was that the two 

organizations merging together provided some efficiency in terms of some shared corporate governance 

system. But also had potential to expand the reach and influence of Healthway and its messages” (WA 

informant).  

The goal of Healthway was to build a healthy WA through funding community activities, sports, arts, 

health promotion projects and research. Priorities are outlined in the Active Healthy People 2018-2023: 

Strategic Plan (Link) identify funding availability for improve food security, food environments, built 

environments for physical activity as well as programs to improve food/nutrition literacy and being 

active. The WA study participant noted “There's potential to link some of the health messages to general 

Lotterywest grants and sponsorships as well. So there's a potential I suppose to spread some of the health 

promoting policies that would probably be limited to those programs, and organizations that are 

receiving funding from Healthway. And at the same time to amplify some of the health messages that 

Healthway supports. For instance, the Healthy Food and Drink policies, the Minimum Health Policy 

Requirements relating to issues such as [healthy food provision] that were always a condition of 

Healthway grants and sponsorships are now something that can be incorporated within Lotterywest’s 

grants and sponsorships” (WA informant) 

WA Healthway position on nutrition (Link) has a working definition of junk food to guide policies, to 

“ensure all organisations receiving $20,000 or more from Healthway develop and implement policies on 

healthy food choices” (p.3).  

Department of Communities also has the Community grants program (Link).  

A.2 

Partnerships  

A.2.1 Are partnerships across government 

noted in ‘key policy/policies’ identified 

above?  

 

Yes, noted in the Sustainable Health Review, the SPHP, and the Public Health Act 2016 – e.g. “The 

health and wellbeing of a community is a shared responsibility, and not the sole responsibility of a single 

agency” (SPHP, p.6)  

https://ww2.health.wa.gov.au/Improving-WA-Health/Public-health/Public-Health-Act/Timeline-to-implement-the-new-Public-Health-Act-2016
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general-documents/Public-Health-Act/State-public-health-plan/State-PH-Plan-2019-2024/State-Public-Health-Plan-WA.pdf
https://www.dlgsc.wa.gov.au/localgovernment/strengthening/Pages/Integrated-Planning-and-Reporting.aspx
https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_551_homepage.html
https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_13760_homepage.html
https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_13742_homepage.html
https://www.healthway.wa.gov.au/about/publications/publications-strategic-plan-active-healthy-people-2018-2023/
https://www.healthway.wa.gov.au/wp-content/uploads/healthways-position-on-nutrition.pdf
https://dlgc.communities.wa.gov.au/GrantsFunding/Pages/Community-grants-programs.aspx


 

A.2.2 Are there formal mechanisms for 

collaborative exchange across sectors (e.g. 

working groups, policy/outcome joint 

statements, embedded health positions in 

agencies outside of health)?  
 

The Sustainable Health Review notes utilising two cross-government mechanisms to progress priorities 

including obesity, early childhood, family safety and homelessness.  

The Supporting Communities Forum brings together public sector and community services leaders to 

support the Supporting Communities Policy (Link), overseen by the Community Safety and Family 

Support cabinet sub-committee. The Director General Implementation Group both directs and 

implements cross-government social policies.  

Noting the use of HiAP in SA, the informant felt the methodologies were over burdensome, but still saw 

some merit in elements of the approach: “I'm not a great fan of Health in All Policies in its pure sense… 

often it seems to require a fairly weighty, complex bureaucratic governance framework... I would 

probably call [our processes] Health in All Policies by stealth…” (WA informant). 

A.3 Equity  A.3.1 Do the key policies identified outline 

the structural (incl. social/commercial) 

causes of obesity?  

(such as employment/family income, 

affordable or social housing, adverse early 

childhood experiences, food security, food 

systems including promotion, built 

environment and access to safe/appropriate 

spaces for being active, etc) 

 

SPHP: The Chief Health Officer selected the objectives for the SPHP by considering a range of elements 

including the “ability to influence the determinants of health in some way” (p.2) and identifies public 

health as: nutritious food, walking and cycling infrastructure, recreational, sports, and green spaces, safe 

housing, built environment design, etc…  

The high cost of food in WA is noted, with statewide food insecurity at 3.5%, and additionally for 

Aboriginal people aged over 15 years was 27% (p.15).  

Homelessness in Western Australia (Department of Communities Link) identified the strong links 

between insufficient income to meet basic needs let alone undertake preventive steps for health and 

wellbeing. “Without sufficient resources it is incredibly difficult to take the necessary proactive, 

preventative steps with regard to issues facing those experiencing homelessness, let alone to gain secure 

employment of filling gaps” (p. xiii)  

- A.3.1.a Do recommendations for 

action/initiatives address these 

structural causes?   

 

Policy priorities under objective to empowering people to live healthy lives include healthy eating (foster 

healthy food environments, increase availability and affordability of nutritious food), a more active WA 

(promote environments for physical activity, reduce barriers to being active across the life course), and 

stop rise in obesity (promote health supportive environments) – in addition to motivation and 

skill/knowledge-based activities aimed at individual behaviour change.  

Strategic directions identified in the  WA Health Promotion Strategic Framework 2017-2021 identify 

healthy policy, legislation/regulation, economic interventions, etc, for health supportive environments.  

A.3.2 Are target populations (with higher 

risk of developing obesity) identified for 

additional support?  

 

Aboriginal people, people living in low socioeconomic circumstances and/or rural and remote areas, 

with mental illness, with disability, carers and family of people with sickness and disability, some 

culturally and linguistically diverse populations.  

B. Environments in which we live (e.g. work, shop, eat, be 

active and play) 
WA 

 

B.1 Health 

supportive 

environments  

B.1.1 Do planning policies orientate built 

environments towards principles of active 

living? 

 

At the time of mapping public health did not feature in the Planning Act. However, in anticipation of 

Stage 5 of the Public Health Act (i.e. the requirement for LPHPs) commencing by mid-2022, preparatory 

work to consider new regulations for the built environment had commenced at the time of mapping, 

including submissions by WA Health for the consideration of healthy eating and active living in 

planning legislation.  

The state planning framework (Department of Planning, Lands and Heritage) has several relevant 

elements. The overarching long-term plan, the State Planning Strategy 2050 (Link) identifies several 

strategic directions: economic development (sustainability of agricultural land, ensure local food supply 

https://www.wa.gov.au/government/publications/supporting-communities-forum-outcomes-framework-working-group-documents
https://www.communities.wa.gov.au/media/1296/co-037-homelessness-in-wa-report_web.pdf
https://www.dplh.wa.gov.au/projects-and-initiatives/planning-for-the-future/state-planning-strategy-2050
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chains) physical infrastructure (movement of people through connected networks) social infrastructure 

(housing, public spaces, and health and wellbeing) and protecting the environment. Design WA (Link) 

was an initiative to ensure good design in planning and development. Liveable neighbourhoods (Link) 

sits under Design WA. It is an planning operational guide that started in 2009 from the Western 

Australian Planning Commission (WAPC) and revised in 2015. It has six elements (community design, 

movement network, activity centres, lot design, public open space, education).  

Health statement/information for use by state and local governments and developers, Evidence 

supporting the creation of environments that encourage healthy active living (Link) (2014) this work 

was linked to the Heart Foundation (NGO) Healthy Active by Design work (see Link) 

B.1.2 Are there investments for public 

infrastructure (e.g. footpaths, bikeways, or 

greenspace) to encourage being active? 

 

The Department of Transport has the Active Transport strategy (Link) and the Your Move (Link) 

program to encourage active transport and aims to reduce congestion and pollution while improving 

community health and wellbeing. 

The Department of Local Government, Sport and Cultural Industries has the Active Living for All 2017-

2019 strategy (Link) takes a life course approach (recognising the early years) and key settings such as 

ECEC, schools and workplaces and ‘active places’ in the built environment (i.e. through planning and 

design). The strategy links to work on liveable neighbourhoods, the state planning strategy, the health 

promotion framework, and Early Years Plans.  

Healthway’s strategic plan Active Healthy People: 2018-2023 (Link) has five priorities (healthy eating, 

physical activity, mental health, preventing alcohol harm and creating a smoke-free WA) which include 

funding projects relating to shaping environments to support good mental health and enable physical 

activity.  

In 2019, $146 million of state budget was allocated to cycle infrastructure investment for local councils 

and alongside major transport infrastructure upgrades (media statement, Link), and Department of 

Transport Perth/Regional Bicycle Network Grants Program ($3.58/2.9 million over two years). The 

overarching strategy is the Western Australian Bicycle Network Plan (2014-2031) (Link), with oversight 

from the cycling team within the Department of Transport.  

Public open space is included in the draft 2015 Liveable Neighbourhoods (see B.1.1)  

B.1.3 Are there food/nutrition policies aimed 

at ensuring a nutritious, affordable, 

accessible food system?  (e.g. incentivise 

local food production or increase healthy 

food access in disadvantaged communities, 

zoning policies, or incentives to retailers) 

 

The cost of healthy food in WA was recognised by the health department as unaffordable for many WA 

families (e.g. 2013 Healthy Food Basket was $581.27, in 2014 66,180 people reported food insecurity, 

see Link). In 2017 Lotterywest funded the Western Australian Council of Social Service to lead the Food 

Relief Framework Project (final report Link) which included the development of the Food Stress Index 

to support policy action at the local government level in a range of scenarios. In this report, the City of 

Mandurah was cited as having strong governance for their local network meeting.  

B.1.4 Are there programs to support vendors 

to improve food offerings in food outlets 

(restaurants, cafes, take-away, vending 

machines)? 

 

Healthy Menu Options was a program that ran in some local councils (e.g. City of Armadale, Link) that 

supported food outlets to improve their food offerings. Menu items and stores that in general promote 

healthy foods are able to place the logo on their menu. The initiative was supported with collateral 

explaining the program to the public.  

B.1.5 Is nutrition information at food outlets 

(menu board labelling) required by 

legislation? 

 

Was under consideration at the time of mapping  

https://www.dplh.wa.gov.au/policy-and-legislation/state-planning-framework/design-wa
https://www.dplh.wa.gov.au/policy-and-legislation/state-planning-framework/liveable-neighbourhoods
https://ww2.health.wa.gov.au/-/media/Files/Corporate/general-documents/Environmental-health/Health-risk-assesment/Evidence-statement-BE-Health.pdf
http://www.healthyactivebydesign.com.au/
https://www.transport.wa.gov.au/activetransport/active-transport.asp
https://www.yourmove.org.au/
https://www.dlgsc.wa.gov.au/department/publications/publication/active-living-for-all-2017-2019
https://www.healthway.wa.gov.au/our-priorities/active-healthy-people-2018-2023/
https://www.mediastatements.wa.gov.au/Pages/McGowan/2019/05/McGowan-Government-takes-cycling-investment-up-a-gear-in-State-Budget.aspx
https://www.transport.wa.gov.au/projects/wa-bicycle-network-plan.asp
https://ww2.health.wa.gov.au/Articles/U_Z/Who-is-eating-healthy-food-in-WA
https://wacoss.org.au/wp-content/uploads/2019/10/Food-Relief-Framework-report-sml.pdf
https://www.armadale.wa.gov.au/sites/default/files/assets/documents/docs/Public_Health/INT%2030165%2015%20%20Healthy%20Menu%20Options%20-%20DL%20Brochure%20WEB.pdf


 

B.1.6 Is there engagement with food retail 

(supermarkets, grocers, corner stores, etc) to 

reduce the availability and promotion of 

discretionary choices in-store?   

 

None found at the time of mapping.  

 

B.1.7 Are local governments empowered to 

encourage health-supportive environments? 

 

Under the Public Health Act (part 5) local councils will be required to develop Local Public Health 

Plans in line with State Public Health Plans (see A.1.2), although the implementation of stage 5 of the 

Act is not required until mid-2022, many local councils commenced the development of health and 

wellbeing plans from 2014 onwards (see Examples of WA local public health plans, Link). Supporting 

guidelines exist for local councils: Public Health Planning Guide for Local Government (2018) (Link), 

Pathway to improving food security: A guide for local government (2014) (Link), Pathway to increasing 

active living: A guide for local government (2015) (Link). In anticipation of Stage 5 commencing, 

preparatory work to consider new regulations for the build environment had commenced at the time of 

mapping. 

Local councils could potentially use their LPHPs to justify a range of interventions such as restricting 

out-of-home advertising in settings within their control. However, to do so they would probably need 

significant capacity building support (see also D.3.2b). Another example, local governments are the 

enforcement agencies for the Food Act 2008 (WA) – this arm of the councils are in touch with food 

outlets often and could be upskilled to deliver a range of programs with food outlets and food retail to 

improve food and drink offering.  

(Update 2021, City of Mandurah prohibited advertising of unhealthy food, tobacco, alcohol on all City 

managed lands and road reserves – effectively all street furniture. Advertising in Road Reserves Council 

Policy, see p.202 Link).  

Finding 28 of The Food Fix (see A.1.2) : “The Public Health Act 2016 is a major public health reform 

that will require local governments to understand the health priorities of their communities and put in 

place programs to respond to them. However, resources for local governments to implement the reforms 

are lacking, particularly for those that are smaller” (p.111)  

B.1.8 Are there any initiatives to reduce 

exposure to the marketing/promotion of 

discretionary choices in:  

- B.1.8a out-of-home advertising 

(billboards, transport vehicles, street 

furniture, transport hubs such as 

train stations) within government 

control?  

 

In 2018 the WA Preventive Health Summit was held. It’s focus was action on obesity and alcohol 

(Link), where a decision was made to ban advertising of alcohol on all public transport vehicles in order 

to ‘limit young people’s exposure to alcohol promotions via legislation’. This policy will take a phased 

in approach between the Public Transport Authority and the advertising company holding the two 

contracts for buses (for 2019) and trains (2022) and their related infrastructure. The media statement 

(Link) noted that advertising contributes a revenue stream of $8 million for the Public Transport 

Authority and the provision of transport services (with alcohol advertising comprising about 2% of 

revenue). Noting this may signal a greater barrier in the potential future removal of junk food advertising 

across OoH advertising spaces.  

- B.1.8b healthcare settings?  
 

Healthy Options WA Food and Nutrition Policy (see B.1.9) requires that unhealthy food and beverages 

are not promoted.  

- B.1.8c other government-controlled 

buildings/parks?  

No policies for government department/agency buildings at the time of mapping.  

Canteens in sporting and leisure centres were supported through the Fuel to Go Program (Link). It is a 

requirement for any agency receiving funds from Healthway to adhere to the WA Health Sponsorship 

https://ww2.health.wa.gov.au/Articles/N_R/Public-health-planning
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general-documents/Public-Health-Act/public-health-planning/Public-Health-Planning-Guide.pdf
https://smhs.health.wa.gov.au/Our-services/Health-promotion/~/media/B65E517D73C94A179A76333480BC6C8B.ashx
https://smhs.health.wa.gov.au/Our-services/Health-promotion/~/media/3A30E36A19FA477CBD097A0B78C36DA0.ashx
https://www.mandurah.wa.gov.au/-/media/files/com/city-and-council/council/council-and-committee-meetings/agendas-and-minutes/2021/council/council-meeting-agenda-feb-23.pdf
https://www.healthywa.wa.gov.au/Articles/U_Z/WA-Preventive-Health-Summit
https://ww2.health.wa.gov.au/Articles/F_I/Healthy-canteens-in-sporting-clubs-and-leisure-centres
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Policy (Link), mandatory policy for any entity receiving funds from WA Health cannot  sponsorship 

related marketing practices into community organisations receiving government funding.  

B.1.9 Are there policies limiting the 

availability/provision of discretionary 

choices in:  

- B.1.9a healthcare settings (for 

visitors and staff)?  

 

Healthy Options WA: Food and Nutrition Policy for WA Health Services and Facilities (Link) is a 

mandatory requirement at all health services and facilities in WA. It is supported by the How to Classify 

Food and Drinks Guide (Link) which uses a traffic light system, and a range of resources for all retail 

outlets that operate in these settings.  

- B.1.9b buildings, community 

centres, and parks under 

government control?     

 

None found at the time of mapping 

B.2 Health 

promotion 

campaigns  

B.2.1 Are there health promotion campaigns 

(any media type) aimed at encouraging 

healthy lifestyle behaviours?  

 

WA health promotion focuses more on adults than children, e.g. LiveLighter campaign (obesity 

prevention campaign, delivered by Cancer Council WA) – online programs also available. Your Move 

(Link) is a program from the Department of Transport to encourage active transport 

B.2.2 Are there health promotion campaigns 

aimed at developing/supporting healthy food 

systems and built environments (incl. 

community-capacity building)?   

 

No specific statewide programs found at the time of mapping. Healthier Workplace WA (supports 

workplaces to encourage healthy lifestyle behaviours) – approach is to impact on parents to then 

influence children (Link) 

C. Early childhood education and care (ECEC) settings  WA  

C.1 ECEC 

settings  

C.1.1 Are there support programs for centre-

based care settings to encourage healthy food 

provision? (e.g. management: policies and 

menu audits; staff: training and resources; 

families: resources)  

 

Not at the time of mapping.   

A previous program existed in the early 2000s, Start Right-Eat Right was an award scheme to encourage 

childcare services to provide healthy meals. A study (Link) showed 80% of services that signed up 

improved their menus and at 2 years there was a 40% reach of centres. It used the SA resources (see 

SF2.5 area C.1)  

Health funds an NGO to support the Healthy Food and Drink Policy in WA public schools. The NGO 

(WA School Canteens Association) only works in the school space so would not have the capacity to 

support the ECEC sector. In schools, principals are required to develop food provision policies for the 

whole-of-school. A similar policy requirement could be applied in WA.  

Healthy food policies in school settings exist in most Australian jurisdictions, although such 

requirements have not been extended to the ECEC sector. The ECEC sector is regulated nationally under 

the National Quality Framework (NQF) (those regulations are implemented and monitored at a state 

level through the department of communities), so it would make sense to develop these standards in a 

nationally consistent way. The feedAustralia initiative offers support to ECEC sector via an online menu 

planning tool menu reviews (Link) – those jurisdictions which do not already provide such services 

could encourage services to access this program. 

C.1.2 Are there programs to support 

provision of food and physical activity 

experiences as part of the curriculum? 

 

 

 

 

Not at the time of mapping  

https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Procurement/Mandatory-requirements/Sponsorship-Policy
https://ww2.health.wa.gov.au/Articles/A_E/About-the-Healthy-Options-WA-Policy
https://ww2.health.wa.gov.au/~/media/Corp/Policy-Frameworks/Public-Health/Healthy-Options-WA-Food-and-Nutrition-Policy/Supporting/Making-Healthy-Choices-Easier-How-to-Classify-Food-and-Drink-Guide.pdf
https://www.yourmove.org.au/
https://healthierworkplacewa.com.au/
https://doi.org/10.1177/109019810102800306
https://www.feedaustralia.org.au/index.html


 

D. Health (community and tertiary health settings and 

health promotion activities) 
WA 

 

D.1 Antenatal 

and birth 

services  

D.1.1 Does antenatal care screen and manage 

hypertension, hyperglycaemia, appropriate 

gestational weight gain?   

Clinical Practice Guidelines: Pregnancy Care 2019 edition (national guidelines) recommend monitoring 

of blood pressure, weight and screening for hyperglycaemia (Link).  

The Antenatal Care Schedule is given to pregnant women from their chosen hospital (e.g. Link) along 

with their Pregnancy Health Record that they are to bring to all appointments. Scheduled health check-

ups monitor pregnancy weight gain, hypertension and risk of gestational diabetes.  

D.1.2 Antenatal care within public health 

services:   

 

Mothers who choose antenatal hospital care (10 hospitals and birth centres in the Perth-area (under 

North, South, and East Metropolitan Health Services) and 19 country hospitals (7 regions, all under the 

WA Country Health Service)) or midwifery care (under the Community Midwifery Program (Link) for 

women in Perth only) are seen solely through the state provided healthcare system. Other options include 

GP-shared care (includes all antenatal appointments) and private health care options.  

- D.1.2a Do they include nutrition 

counselling for healthy pregnancy 

or are there other healthy lifestyle 

support programs available during 

pregnancy?  

 

Under Antenatal Care Schedule, recommendations are made for supplementation.  

It was not clear at the time of mapping if all hospital and community care settings offer antenatal classes 

which include healthy lifestyle information during pregnancy, but some settings have pregnancy-care 

booklets (e.g. Pregnancy, Birth & Baby (Link) from King George Memorial Hospital/ North 

Metropolitan Health Service) which include a healthy pregnancy discussion at around 12-20 weeks in 

addition to antenatal classes. It is not clear how/if antenatal classes are offered to women living outside 

the metropolitan area.  

- D.1.2b Is breastfeeding education 

free (separately or embedded into 

antenatal education/services)?   

Antenatal classes and mother’s groups are offered at public hospitals/birth centres for mother’s who 

choose antenatal hospital care and at community centres for those who choose midwifery care. 

Introduction to breastfeeding is included in these sessions and there are additional breastfeeding 

workshops offered (although these are women-only environments).  It is not clear how/if antenatal 

classes are offered to women living outside the metropolitan area. 

D.1.3 Do maternity facilities fully adhere to 

the Baby Friendly Health Initiative (based on 

Ten Steps to Successful Breastfeeding)?   

 

Three (out of 29) public hospitals and birth centres in WA have BFHI accreditation. The North 

Metropolitan Health Service has a range of educational tools available, Baby Friendly Health initiative 

Education Tools (Link).  

D.2 Early 

childhood 

health 

services   

D.2.1 Are there free health/parenting 

services to support early childhood 

growth/nutrition (e.g. breastfeeding, 

complementary feeding, transition to family 

foods)?  

 

The Community Child Health Program (Link) offers health check ups at key developmental stages 

(noted in the child health record or ‘purple book’ appointments) at the WA Child Health Centres (Link). 

The Child Health Centres also offer drop in sessions and group sessions on early parenting, introduction 

of solids, sleep.  

- D.2.1a Is information to support 

parents readily available (e.g. 

phonelines, websites)?  
 

The Ngala Parenting Line (Link) is co-funded by the Department of Local Government and 

Communities and the Child and Adolescent Health Service (external provider). The service is available 

8am-8pm daily for parents of children aged 0 -18 years. The focus of this helpline is for parenting and 

child development concerns, but also to connect families to other services as they need them. The 

HealthyWA website is a consumer website, it has a section on Parenting and healthy lifestyle activities 

for children (Link) 

- D.2.1b Do these include 

breastfeeding support?    

HealthyWA website has a section on Breastfeeding (under Parenting) and healthy lifestyle activities for 

children (Link) and provides links for additional support (the Ngala Parenting Line, and the metropolitan 

Breastfeeding Centre of WA (Link)) 

https://www.health.gov.au/sites/default/files/pregnancy-care-guidelines_0.pdf
https://www.kemh.health.wa.gov.au/~/media/Files/Hospitals/WNHS/For%20health%20professionals/Clinical%20guidelines/OG/WNHS.OG.AntenatalCareSchedule.pdf
http://www.kemh.health.wa.gov.au/For-patients-and-visitors/Pregnancy-patients/Community-Midwifery-Program
https://kemh.health.wa.gov.au/~/media/Files/Hospitals/WNHS/For-Patients-and-Visitors/Patient-resources/NMHS0588PregnancyBirthAndYourBaby.pdf
https://www.kemh.health.wa.gov.au/For-health-professionals/Staff-resources/WNHS-Education-Hub/BFHI
https://healthywa.wa.gov.au/Articles/A_E/Community-Child-Health-Program
http://healthywa.wa.gov.au/Articles/A_E/Community-child-health-nurses
https://www.ngala.com.au/service/ngala-parenting-line-2/
https://www.healthywa.wa.gov.au/Healthy-living/Parenting
https://www.healthywa.wa.gov.au/Articles/A_E/Breastfeeding
https://www.healthywa.wa.gov.au/Articles/A_E/~/link.aspx?_id=DAB8AE1841E549EF9B9BDDBB3E68E571&_z=z
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D.2.2 Are there healthy lifestyle (education) 

programs to support families during early 

childhood?   
 

The Toddler Better Health Program (Link) supported families of children aged 2-4 years, includes 10 

weekly 90 minute face-to-face sessions, delivered by the Better Health Company. It was an extension of 

an existing program for children aged 7 to 13 years, due to roll out late 2018/ early 2019 (therefore not 

yet available as a statewide service at the time of mapping). WA was the only jurisdiction with a state-

wide toddler-focused i.e. 2-4 years program. (Update 2021, the service was not being offered by the 

Better Health Company, it is unclear if this program has continued) 

- D.2.2a Are target populations 

identified and actively recruited for 

programs?  

 

Nothing specific found at the time of mapping 

D.2.3 Are Supported Playgroups offered for 

families that need additional support and do 

they include healthy lifestyle skills? 

 

None found at the time of mapping 

D.3 

Workforce 

D.3.1 Are there training and resources 

available for health care professionals to 

support families?  
 

Free, online training is available for health and community professionals in WA, provides training on 

how to have a non-judgemental and supportive conversation with parents about children’s weight. 

Talking with parents about children’s weight (Link) sessions are delivered by the Better Health 

Company (independent health provider).  

- D.3.1a Is preconception advice for 

nutrition and being active provided 

to prospective parents?  

 

None found at the time of mapping  

D.3.2 Is there a state/territory health 

promotion…  

- D.3.2a …agency (independent or 

adjunct to health department)?  

 

The Chronic Disease Prevention Directorate (Link) is responsible for health promotion in WA. The WA 

Health Promotion Strategic Framework 2017-2021 (Link) sets out the strategic 5 year plan for health 

promotion in WA. It identifies target groups (people experiencing lower socio-economic conditions, 

disability, newly arrived migrants from non-English speaking backgrounds, and people who identify as 

Aboriginal).  

 

Population monitoring: Continuous data collection (550 households per month) via CATI survey – all 

ages (Western Australia Health and Wellbeing Surveillance System (Link) annual collection and 

Nutrition Monitoring Survey every 3 years. In 2018, 599 children aged 0-15years were sampled, there 

was limited reporting on BMI and physical activity/sedentary behaviour for children under five years in 

the 2018 report (Link).   

- D.3.2b …workforce (to implement 

initiatives locally)?  
 

The Chronic Disease Prevention Directorate is a discrete workforce within the Department of Health. 

The Public Health Act 2016 requires the Chief Health Officer to develop a Public Health Plan, and then 

each local government is required to develop Local Public Health Plans. Local councils are to receive 

support from their associated Health Service (e.g. SMHS Health Promotion, Link) to develop and 

implement their local public health plans. 

https://www.betterhealthprogram.org/index.php
https://www.talkingaboutweight.org/
https://ww2.health.wa.gov.au/Articles/A_E/Chronic-Disease-Prevention
https://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports-and-publications/HPSF/WA-Health-Promotion-Strategic-Framework-2017-2021.pdf
https://ww2.health.wa.gov.au/Reports-and-publications/Population-surveys
https://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports-and-publications/Population-surveys/The-Health-and-Wellbeing-of-Children-in-WA_2018.pdf
https://smhs.health.wa.gov.au/Our-services/Health-promotion/Our-health-promotion-priorities
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childhood obesity prevention in New South Wales, Australia: Policy mapping and interviews with 
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SIF1.1 Additional materials for methods reporting  

Standards for Reporting Qualitative Research (SRQR) 

Below is a description for each of the 19-items in the SRQR [1].  

Title and abstract 

1. Title  Factors affecting policy implementation for the prevention of childhood 
obesity in New South Wales, Australia: Policy mapping and interviews with 
senior officials 

2. Abstract See Abstract 

Introduction  

3. Problem formation  Described in the opening paragraphs of the Introduction  

4. Purpose or research question  Described at the end of the Introduction  

Methods 

5. Qualitative approach and 
research paradigm 

See Methods.  
Social constructivism research paradigm; interviews and reflexive thematic 
analysis, policy mapping and guided content analysis.  
Guided by theories: Advocacy Coalition Framework, dynamic institutionalism, 
ecological systems theory 

6. Researcher characteristics and 
reflexivity  

See Methods. 
The lead author (EE) undertook this study as part of her PhD candidature. Her 
qualifications include Master International Studies, Bachelor of Arts, Bachelor 
Health Sciences (Nutrition & Dietetics) (Hons), and is an Accredited Practising 
Dietitian.  
All authors work in health and have postgraduate qualifications: Master 
Public Health (SH), Professor (LB, CR, LMW).  
EE undertook all interviews for the study. The interviewer undertook 
postgraduate courses in qualitative research methodologies (including 
interviewing techniques and qualitative analysis). She underwent mentoring 
with a qualitative researcher with more than 15 years’ experience. 
Two authors were participants in this study (CR, LMW) and were only given 
access to de-identified analysed materials. Other participants had no prior 
information about the study interviewer except for the study information 
sent in the initial recruitment email. and were discussed at the beginning of 
the interview, prior to obtaining informed written consent. 

7. Context See Methods 

8. Sampling strategy See Methods.  
Purposive and snowball – we kept it open to allow recommendations from 
participants (identified in the purposive sampling set) based on their already 
formed relationships across government agencies. The core value of reflexive 
thematic analysis is to focus on the subjective generation of meaning 
through the interpretation of data, rather than a pre-determined amount of 
data [2]. The primary aim of our recruitment methods was to ensure 
representation across agencies that actively participated in the HEAL 
Strategy, and collaborative partners identified from HEAL senior officer group 
members. 
One author (CR) had direct contact with the initial sample pool through 
HEALSOG meetings but was not involved in contacting participants to invite 
to participate.  
The sample were: 72% female, 76% aged 36-55, interview data was collected 
between 17 April to 12 September 2018 (60% between April-May), policy 
mapping data was collected March 2018 – June 2019, all participants held 
senior positions in government so an assumed above average income. 
31 people invited to participate, 25 participated (81% RR). One agency did 
not engage in the study – three separate potential participants were each 
contacted three times, but none responded. After consultation with 
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supervisory team, it was decided not to continue to pursue engagement with 
that agency. All other agencies contacted participated in the study, but of 
those agencies three participants declined to participate, in each instance 
offering an alternative potential participant. Reasons for non-participation 
related to internal organisational considerations, e.g. they felt a more senior 
person (n=1) or subordinate (n=1) was appropriate to comment on study 
questions or the person contacted no longer attended HEALSOG so referred 
to the current agency representative (n=1). 

9. Ethical issues pertaining to 
human subjects 

See Methods 

10. Data collection methods See Methods. 
Data was collected face-to-face at a venue chosen by participants. In all but 
one instance they chose their workplace, except one participant where data 
collection happened over the phone. In one interview there were two 
participants present, in another interview there were 3 participants present. 
In total there were 25 participants and 22 interviews. Only the participant(s) 
and interviewer were present 

11. Data collection instruments and 
technologies 

See Methods 

12. Units of study See Methods 

13. Data processing See Methods 

14. Data analysis  See Methods.   
Only EE handled raw data and SH supported the analysis. Remaining authors 
did not have access to raw materials or data, only commenting on analysed 
data. CR did review the policy mapping, but EE had final discretion over final 
presentation of data.  

15. Techniques to enhance 
trustworthiness  

See Methods 

Results/findings  

16. Synthesis and interpretation See Results  

17. Links to empirical data See Results  

Discussion  

18. Integration with prior work, 
implications, transferability, and 
contribution(s) to the field  

See Discussion  

19. Limitations  See Limitations 

 

 

References (for SRQR) 

1. O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: 

a synthesis of recommendations. Acad Med. 2014;89(9):1245-1251. 

https://doi.org/10.1097/acm.0000000000000388  

2. Braun V and Clarke V. To saturate or not to saturate? Questioning data saturation as a useful 

concept for thematic analysis and sample-size rationales. Qualitative Research in Sport, Exercise and 

Health. 2019;13(2):201-216. https://doi.org/10.1080/2159676X.2019.1704846  

 

 

  

https://doi.org/10.1097/acm.0000000000000388
https://doi.org/10.1080/2159676X.2019.1704846


4 
 

Semi-structured interview guide  
The aim of this interview is to explore obesity prevention in the early years in New South Wales. 

Determinants, environments, communities, settings, services, and families are all under 

consideration. We’ll explore the HEAL Strategy and collaboration within and between different 

government agencies, and the Premier’s Priority as two key drivers for obesity prevention strategies 

in New South Wales.  

1. Just to start can you tell me a little bit about your role in [organisation]? 

2. Can you tell me about the priorities that direct the work of [organisation]? 

• Prompt: how do you measure progress towards achieving these priorities?  

3. Referring to the policy mapping list provided, are these the key [organisation] policies? 

• Prompt: What other policies within [organisation] are relevant for our discussion today?  

4. How does [organisation] measure success/progress?  

• Prompt: monitoring systems, reporting requirements, etc  

• Prompt: do you use intermediary measures (before outcome)? 

5. Can you please describe how/where [organisation] aligns with the HEAL Strategy?  

• Prompt: what is the role of [organisation] in HEALSOG meetings? e.g. lead specific projects, 

guidance, etc   

• Prompt: does the HEAL Strategy align with the core business of [organisation]?  

• Prompt: what works? What’s missing from the Strategy? 

6. Has the Premier’s Priority had an impact on the HEAL Strategy?  

• Prompt: [Organisation’s] involvement in the HEAL Strategy?  

7. Does [organisation] communicate or collaborate with other agencies (for obesity 

prevention)?  

• Prompt: describe the relationship (partnership, informing, etc), is it ongoing, what drives it?  

• Prompt: what are the barriers and enablers to collaboration?  

8. Does [organisation] keep a watching brief on other organisations work?  

• Prompt: how do you share information across sectors? 

9. What kind of work is happening at the local level through [organisation]?  

• Prompt: are there specific regional or local branches? How does communication work within the 

organisation? What kind of mechanisms are there to adapt to local needs and/or learn from 

other local/regional branches?  

• Prompt: how is this type of work tracked or monitored?  

Organisation-specific  

1. Specific priorities, policies, projects or research that came up in the policy mapping  

• Determinants, food and physical activity environments, settings, services  

• Follow-up any organisation-specific statements made by other participants  
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SIF1.2 Policy Mapping Tool  
 

Two key World Health Organisation (WHO) reports laid the groundwork for this policy mapping tool:  

• Report of the Commission on Ending Childhood Obesity [1]. Specific recommendations from this 

report are referenced in this document as (ECHO item 2.1) 

• Closing the Gap in a Generation: Health Equity through Action on the Social determinants of health [2] 

These reports formed the basis of a policy mapping tool that is relevant in the NSW Government context. It 

has also been greatly influenced by several evidence reviews commissioned by NSW Health and these have 

been noted in the reference list at the end.  

 

1 Wider Determinants  

1a) Cost of living   

Employment/ household income  

Food and nutrition security are essential for child healthy growth and development and impacts 
on lifelong health [3-5]. Household food and nutrition security is most affected by household 
income, relative to the costs of living and in Australia the cost of housing. Solutions in high 
income countries sit with social protection policies [2, 6], most notably policies to encourage 
employment and ensure sufficient household income relative to costs of living (e.g. social 
welfare payments and/or social housing).  

Housing affordability/ social housing  

Due to the high costs of housing in Australia, policies to support housing affordability (ownership 
or renting), ensuring social housing meets need, and housing quality supports health are all 
essential policies to mee the prerequisites for healthy growth and development in childhood [2, 
7, 8].  

1b) Early childhood 
adversity  

Trauma and early childhood adversity impact on child development, long-term health 
consequences, and leads to higher rates of chronic disease and obesity [9]. Targeted services to 
support families in need can reduce the occurrence of these events and/or minimise the 
detrimental outcomes of these experiences [10].  

 

 

2 Physical Activity Environments  

2a) Built 
environment and 
planning  

Planning legislation and instruments 

Health considerations embedded into built environment policy from legislation through all the 
state planning instruments and down to the local level [2]. Consideration of the impact on public 
health in planning decisions for the built environment, large urban design projects, and local 
decision-making processes is required by planning legislation and the development of tools and 
guidelines to support agencies at each decision making/approval level [11, 12].  
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Design  

Evidence suggests several key elements of built environment design influence physical activity. 
These include a mix of accessible public transport modes, high walkability/street connectivity, 
destinations, land use diversity, quality public space within 400m of home, number of daily living 
interactions, dwelling density, and local area job density [7, 13, 14]. Individual data on each of 
these elements are more aligned to changes or improvements to physical activity behaviour 
rather than changes in BMI for children. For example, a recent systematic review found that 
street connectivity is positively associated with physical activity in children, although impact on 
BMI is inconclusive [15]. 

Another example is consideration of linking up transport infrastructure between residential and 
business areas with activity centres (e.g. green grocer co-located to commercial spaces) and the 
number and location of ECEC and health services in an area [7, 10, 14].  

Use of design-thinking to align core values across agencies, e.g. congestion reduction and safety 
improvements (transport), alignment of infrastructure projects (planning), reduction of 
greenhouse emissions (environment), more active and well population (health), increases in 
productivity (treasury) would further create a positive environment. 

Planning instruments and local government  

Evidence suggests the utility of providing a legal framework for local governments to respond to 
community needs and consider public health and prevention in state level planning schemes, 
through subordinate planning tools (regional plans and local planning schemes [7, 11, 12, 16].  

2b) Physical 
activity in open 
spaces  

Physical Activity Plan  

Is there a plan or a series of harmonised strategies that promote physical activity as an everyday 
occurrence? (ECHO items 2.2, 2.2.a) [1, 10, 14, 17]. 

Active Travel  

Several elements to integrate physical activity within transport planning under the ‘active travel’ 
umbrella. At the strategic level, ensuring transport plans include public transport and active 
travel as modes of travel recognised as important as private vehicle use [13, 16].  

Public transport design should consider local destinations, accessibility to settings and locations 
(e.g. state parks), and have sufficient frequency [7, 10, 14]. Integrating transport and planning 
requires key inter-sectoral collaboration between planning and transport departments and local 
councils and inclusion of a broader set of stakeholders, e.g. education, health, community 
groups (16). Mandatory infrastructure and planning guides ensure walkability and cycle paths, 
street network and safety considerations (e.g. traffic calming or pedestrian crossing) – to 
encourage active travel [10, 14, 17].  

Natural environments and public spaces for children to play  

Ensuring sufficient, safe, and resourced public spaces for children to play (park usage, outside 
school hours community access to facilities, recreational facilities, etc) are an important 
consideration in terms of the social aspects of being physically active as well as the limitations of 
opportunities to play outside in high density urban areas (ECHO item 2.2, 2.2a) [1, 2, 10, 11, 16, 
18]. The use of planning codes to ensure water bubblers in public spaces [10, 16, 18].  

Public safety considerations  

Safety considerations around crime, lighting, and traffic influence public use of open spaces and 
engagement in active travel. For example, parent active travel strongly influences parental 
comfort with child active travel, so in order to encourage children into active travel behaviours, 
parents must feel that it is safe for them to do so (e.g. traffic calming near schools, bike paths, 
etc (ECHO item 2.2.a) [1, 14, 19].  
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Local Government  

State governments to engage with local government to develop integrated physical activity 
guidelines and provide structural support where needed to encourage physical activity locally 
[19].  

 

 

3 Food Environments  

3a) Out of home 
advertising 

Government owned settings that are highly frequented by the public. Notably the use of public 
transport (vehicles, hubs, street furniture) and events such as those in state owned stadia.  

Out of home advertising  

Out of home (OOH) advertising excludes broadcast, online and print media (regulated 
nationally), and is sometimes called outdoor advertising. It includes street furniture (bus 
shelters, benches, transit spaces such as train stations) and transit vehicles (inside and out), 
owned and managed by the transport department, and billboards owned by a range of 
government agencies. Billboards are often positioned along transport corridors such as principal 
arterials (highways) and arterial roads (for commuter traffic and pedestrian).  

Advertising near places frequented by children (parks, ECEC centres and schools, recreation 
facilities, public libraries, community sports/play sponsorship) influences food intake [20].  

Stadia 

Ensure mandatory nutrition standards in government settings that are likely to have high use by 
the public, such as stadia [16]. Develop regulatory approaches to food and drinks advertising in 
key settings frequented by children including stadia and other sporting events, recreational, and 
community organisations and extend to sponsorship of children’s sport [17, 18].  

3b) Foodservice 
outlets 

Foodservice Outlets sell foods that are prepared and ready-to-eat, such as quick service 
restaurants, eat in or take away restaurants, cafes, kiosks, pubs, clubs (including sporting clubs), 
vending machines, catering, etc 

Legislation and planning  

Planning legislation could guide foodservice outlet planning approvals [11, 21]. Legislation could 
influence type or frequency of foods purchased in foodservice outlets. There is evidence that 
menu labelling and nutrient information in chain prepared food stores influences consumer 
behaviour [10, 11, 16]. There is some (limited) evidence that the density of healthy choices (such 
as supermarkets or green grocers) in comparison to ‘fast food’ options may influence consumer 
behaviour [10, 13], suggestion of ratio of 4:1 [7]. Consideration of mandates for foodservice 
outlets to make water freely accessible [16].  
Examples of policies include capping the number of unhealthy foodservice outlets (in total or in 
comparison to healthy foodservice options or ‘quality’ food retail). This could be supplemented 
with the use of legacy clauses to allow existing unhealthy foodservice businesses to continue but 
once the business changes hands or leaves the premises, compliance with foodservice 
distribution applies, or the legacy clauses could have a five year limit allowing businesses 
sufficient time to change practices. Such policies should be augmented with strategies to engage 
with foodservice outlets to improve the quality of food offerings.  

Healthier foods served 

Providing resources such as guidelines, online resources or training, or expert support, and 
incentives to foodservice outlets could encourage serving healthy food and drink options [10, 
11, 16, 22, 23]. Training could be integrated into tertiary/vocational training or professional 
development for the food sector. There is potential to start with improvements to menus 
directed to children (e.g. kids menus). Evidence of efficacy is best when healthy food options are 
widely available [10].  
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3c) Food Retail  

Food Retail mostly sells food to prepare and includes supermarkets, convenience stores 
(‘general stores’ or ‘milk bars’), greengrocers, farmer’s markets, food co-operatives, and 
specialty food retail outlets 

Planning and food retail  

Planning legislation could guide food retail planning approvals [11, 21]. The use of planning 
legislation could slowly change the density of food retail in an area [1, 7, 11, 13, 16, 21]. Such a 
policy is likely to be more beneficial when implemented with policies that improve how healthy 
the food offerings are in food retail (as unhealthy food is also purchased in supermarkets) – i.e. 
‘quality’ food retail [23]. The use transport planning to improve transport to ‘quality’ food retail 
[16]. 

Examples of policies include capping the number of unhealthy food retail and incentives for 
‘quality’ food retail (especially in underserved areas), or the use of legacy clauses to allow 
existing businesses to continue but once the business changes hands or leaves the premises, 
practices are required to change. 

In-store marketing practices  

Provide support such as guidelines or incentives to food retail to improve in-store marketing 
practices to promote healthier foods and beverages (and limit the promotion of unhealthy food 
and drinks) [11, 16, 18, 22, 23], at:  

• Shelving position 

• End of aisle displays 

• Point of sale promotion 

• Prompts at ii and iii to encourage healthy food choices 

Improving food offerings  

Incentivise food retail stores to stock healthier food options [1, 16, 17, 23] (ECHO item 1.9.a), 
e.g. shelf space quotas for minimum fresh or maximum unhealthy (discretionary choices, or 
ultra-processed foods) [11]. Link to reformulation policies (at a national level, or partnering with 
own brand products at two major supermarkets).  

3d) Local food 
considerations  

Food and nutrition plan  

Is there a food and nutrition plan? Or a harmonised collection of food/nutrition strategies? [16, 
24]  

Community strategies 

Community-based strategies with multiple elements aimed at less advantaged communities 
have more efficacy than programs aimed at behaviour change [22]. Such activities might include 
community gardens, food cooperatives/mobile food vans/community grocers, food hubs in 
regional areas and food voucher schemes offered for families who are struggling financially, 
distributed at the state level (to act in addition to existing national social payments) [10, 17, 18, 
23].  

State government works with local government to develop plans to increase supply of healthy 
foods and decrease supply of unhealthy foods, and provide local governments with policy 
instruments and funding to prioritise health and wellbeing in their local planning [11, 21]. Also 
bringing together regional/local arms of state agencies to provide localised support.  

Considerations for key settings accessed by parents of small children might include shopping 
centres and food retail, ECEC services, libraries, community centres, swimming pools, etc.  
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4 Settings  

4b) Government 
settings 

Healthy food policies in hospital and healthcare facilities  

Healthy food policies in all hospitals and healthcare facilities, aimed at staff and visitors to these 
settings (i.e. in-patients have separate policies) and applied to all foodservice (catering, café’s 
and carts) and food retail (convenience stores, vending machines, etc) options within hospital 
and health settings [11, 16, 17, 19, 22]. The purpose is to encourage healthy food choices and to 
minimise the promotion and purchase of unhealthy foods on these premises. These policies to 
ensure the availability and accessibility of healthy options (including incentives such as pricing 
incentives [18, 23]) and use procurement policy to ensure suppliers have appropriate food 
options stocked.  

Healthy food policies in all government settings  

The extension of the above healthy food policies in hospital and healthcare facilities to all 
government settings, building, and assets [11, 18, 20, 22] including:  

• Government offices and places of government business  

• Public schools 

• Public-use assets: parks, recreation centres, libraries, etc  

• Government-owned stadia (see 3a) 

Ensure mandatory nutrition standards in government settings that are likely to have high use by 
the public [16]. Consider extending the terms of contracts for suppliers to other key settings, e.g. 
ECEC services, to support food provision in non-government settings [10, 23]. 

4b) Early childhood 
education and care  

ECEC settings  

As ECEC is regulated nationally, seek nationally consistent and mandatory nutrition and physical 
activity standards for ECEC settings [19]. At the state level:  

• Monitor and enforce the national regulations and NQF (Department of Education)  

• Support policies within ECEC settings on food environments, food provision, feeding 
practices, play environment, sleep and screen time, and curriculum (ECHO item 4.8.b, 
4.11, 4.11.a, 4.11.b, 4.12, 4.12.a-b. 2.1.d) [1, 10, 11, 18, 19, 25]. 

• Support training for staff (professional development for managers, educators, cooks, 
external food providers) on food provision, play environment and curricula (ECHO item 
4.11, 4.11.a) [1].  

• Engage parents via ECEC staff [25] and provide additional support for culturally diverse 
communities and Aboriginal and Torres Strait Islanders [10].  

Note on ECEC policy mapping: many interventions in NSW are already focused on primary and secondary school settings. 

To minimise cross-over with older age groups, this mapping has excluded programs that may be delivered in school 

settings. Kindergarten, where children can commence at the beginning of a school year (January) if they turn 4 years of age 

before 31 July (Link). There are also a handful of public pre-schools attached to existing primary schools and run by the 

NSW Department of Education, where children can commence one year before they enrol into a Kindergarten program 

(Link)). The mapping for this study focused on ECEC settings with pre-school programs embedded only, as any programs 

aimed at primary schools will include attached pre-school and kindergarten children. 

 

5 Health services  

5a) Preconception, 
pregnancy and 
birth  

Preconception services/programs  

Ensure consideration is given to advising prospective parents on appropriate lifestyle indications 
for optimal health outcomes, e.g. risks of childhood obesity. This can be direct guidance and 
advice for parents seeking pre-conception care, or more broadly consideration of health and 
wellbeing during the reproductive years (ECHO items 3.3, 3.4.b, 3.4.c) [1].  

https://education.nsw.gov.au/public-schools/going-to-a-public-school/enrolment/primary-school-enrolment
https://education.nsw.gov.au/public-schools/going-to-a-public-school/enrolment/preschool-enrolment
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Pregnancy services/programs  

Antenatal care guidelines and structured health check-ups during pregnancy to support mothers 
with gestational weight gain, appropriate supplements, foods to avoid, hypertension and 
hyperglycaemia screening (and management) due to their impacts on maternal and child health 
(ECHO items 3.0, 3.4) [1]. The evidence is stronger here for treatment rather than prevention in 
terms of studies showing efficacy for child outcomes, so prevention efforts are better focused 
on pre-conception, maternal health during and between pregnancies [13]. Although efforts to 
improve self-efficacy of parents during pregnancy period are still useful, family-focused are best 
practice [19].  

Birth and continuity of care 

Continuity of care across different health care settings (from private/GP care to public hospitals, 
etc) from pre-conception, through pregnancy and birth, and into postnatal care is essential to 
support families [1] e.g. to establish breastfeeding early [26].  

The Baby Friendly Health Initiative (BFHI) can orientate services in the early days postpartum to 
support breastfeeding (ECHO items 4.2, 4.2a) [1]. 

5b) Family-
orientated services  

Universal child and family health services  

Universal child health and family services for children 0-5 years that provide continuity of care 
across multiple health settings (ECHO items 6.1.b, 4.13) [1, 2, 17, 22]:  

• Support for primary health (emerging evidence for GPs and practice nurses)   

• Maternal and child health clinics and structured check ups  

• Community health centres and drop-in centres  

Targeted Services  

The availability of targeted services for families needing additional support, such as supported 
playgroups or home visiting services, that have appropriate cultural considerations [10].  

Programs 

Consideration of key stages across the first 2000 days (pregnancy, birth, early life and 
adjustment to parenthood, new phases and development) and ensuring parents have timely 
information available across these stages, e.g. community based parents groups promoting 
breastfeeding/response formula feeding and tummy time in the first six months, and 
anticipation of introduction to solids at around 6 months [10].  

Establish guidelines (standards and regulations) for healthy lifestyle programs and social support 
programs (ECHO item 1.9.b) [1] and monitor what programs are available beyond the health 
system. Ensure alignment with health promotion workforce training which includes (ECHO items 
3.4, 4.0, 4.3) [1, 19, 22]:  

• Parenting support, family-focused, parenting skills  

• Breastfeeding and appropriate formula feeding 

• Introduction to solids and feeding practices 

• Early movement (e.g. tummy time) and minimising time restrained (e.g. high chair), 
encouragement of active play, sleep support  

• Progressive stages of eating and movement behaviours  

5c) Health 
promoting 
workforce 

Guidelines and training  

Training is free and available across the health workforce and is mandatory for specialised 
services, e.g. Family and Child Health Nurses, for short interventions and connecting to 
additional support services [1, 19].  

Make available to all health professionals’ specific guidance and culturally appropriate 
information for families with young children about [18]:  

• Avoiding rapid weight gain in the early years  
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• Breastfeeding  
- Promote exclusive breastfeeding to 6 months 
- Preparing new parents for the time it takes to get into a breastfeeding rhythm 

and raising awareness of delays that may arise from caesarean birth  

• Formula feeding support  
- responsive formula feeding (i.e. no pressure to finish the bottle nor feeding to 

a schedule) 
- appropriate instructions for preparing, storing and cleaning bottles, etc 

• Introduction of solids at about 6 months (discourage earlier)  

• Feeding style (avoiding restriction and/ or pressure to eat) 

• No screens before 2 years, limit to less than 1 hour per day between 2-5 years 

• Encouraging tummy time and movement and good sleep habits  

Health promotion as routine care  

Training for all health professionals should emphasise learning skills to apply knowledge about 
healthy lifestyles in their interactions with families and communities including both short 
interventions (e.g. child oral health and sugary drinks) and referral to other services where 
required [19].  

5d) Provision of 
public health 
information  

Public education campaigns and information  

Addressing norms and trying to change them through public education such as mass media 
campaigns and influencing social networks (ECHO items 1.1.a, 1.1.d, 4.13a-d) [1, 10, 16, 22]. 
Educate about the health implications of SSB consumption, unhealthy dietary and movement 
patterns including childhood obesity and wellbeing. Promote community participation, the 
benefits of physical activity and healthy diet, and identify health champions. These elements of 
public education and social marketing do not work on their own, they require changes to the 
food and physical activity environments [22]. Further, these elements need to ensure consistent 
messaging across government initiatives – both health settings and any other public facing 
government settings, e.g. encouraging being active through vouchers to play sport are 
supported by healthy food environments in clubs and government owned sport stadia [10]. 
Considerations for successful elements of mass media campaigns include [10]:  

• Taking a staged approach, sequenced with specific messages [22] 

• Running time should be substantial and persistent (i.e. sustained funding) [17], in order 
to influence social norms [27] 

• Single or one-off events might impact on awareness, but they do not result in long-term 
behaviour change [22] 

• A supportive suite of policies and programs [17], advocacy and community-based 
strategies [19], legislation and shared responsibility [22] 

• Consistent messaging across practitioners, sectors, jurisdictions  

• Adaptable narratives that resonate with different target audiences [10] 

• Evaluation for effectiveness of behaviour change [17]  

• Counter-marketing has been useful in tobacco control [22] e.g. Harmful Industries work 
by VicHealth 

Public engagement  

Support the development of community partnerships (and include both local practitioners as 
well as community members) to identify and meet community priorities and needs, ensure local 
community involvement in health and wellbeing initiatives and facilitate community 
involvement [28].  
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SIF2.1 Healthy Eating Active Living strategy: actions included in study 

 

Strategic Direction 1: Environments to support healthy eating and active living (p.30) 

SD1 Actions  See: 
FOOD ENVIRONMENTS availability and access to healthier choices 

1.1 
NSW Food Authority and NSW Ministry of Health to improve availability and effectiveness of 
nutrition information (Partners: Industry, Non-Government sector):  

SIF4: 3, 3b 

1.1.1 Continue to implement menu labelling legislation in fast food outlets and supermarkets SIF4: 3b 
1.1.2 Support menu labelling with community engagement campaigns  SIF4: 3b 
1.1.3 Monitor industry compliance with menu labelling legislation  SIF4: 3b 

1.2 

NSW Ministry of Health to identify additional evidence-based opportunities for NSW 
Government to develop policies and programs to enhance environments for healthy food 
(with a particular focus on kilojoules, fat and salt). (Partners: NSW Food Authority, Premier's 
Council for Active Living, Non-Government Organisations, Industry, Local Government)  

SIF4: 3b 

1.3 
NSW Ministry of Health and NSW Food Authority to contribute to national efforts to assist 
consumers in making healthier food choices (Partners: Premier's Council for Active Living, 
Non-Government Organisations, Industry):  

SIF4: 3a, 4a 

1.3.1 
Improve front-of-pack labelling and support interpretation of label changes with targeted 
social marketing campaigns  

SIF4: 3, 4a 

1.3.2 
Reduce children and young people's exposure to the marketing and advertising of energy-
dense and nutrient-poor foods 

SIF4: 3a, 4a 

1.4 

NSW Department of Planning and Infrastructure to use land use/zoning to retain, and where 
possible increase, opportunities for agricultural and horticultural uses to keep fresh foods 
available locally (Partners: Local Government, Department of Premier and Cabinet, Premier's 
Council for Active Living) 

SIF4: 3d 

1.5 

NSW Ministry of Health and NSW Department of Education and Communities to improve the 
availability of healthy food in a range of settings (Partners: Other Government Agencies, 
Local Government, Official Visitors' Program, Agency for Clinical Innovation, Premier's 
Council for Active Living, Local Health Districts and Networks, Industry, Aboriginal and 
Medical Research Council of NSW, Aboriginal Community Controlled Health Services):  

SIF4: 3b, 4a 

1.5.1 Introduce healthy food and catering policies in all government agencies and at the local level  SIF4: 4a 
1.5.2 Deliver healthy menus in Sport and Recreation centres across NSW NEW SIF4: 4a 

1.5.3 
Within Local Councils, encourage a range of local food outlets to substitute cooking oils high 
in saturated fat with those that have a lower saturated fat content NEW 

SIF4: 3b 

1.5.4 
Develop, implement and evaluation strategies to improve the availability of healthy foods in 
Aboriginal communities 

SIF4: 3d 

1.6 

NSW Department of Trade and Investment, Regional Infrastructure and Services and NSW 
Ministry of Health to contribute to NSW initiative on food security research, policy and 
programs to enhance opportunities for access to fresh and local foods, including among 
disadvantaged and remote communities NEW 

SIF4: 3d 

BUILT ENVIRONMENTS to support active living 

1.7 

Transport for NSW to create public infrastructure for active travel through implementing 
government plans and strategies including (Partners: Department of Premier and Cabinet, 
Ministry of Health, Premier's council for Active Living, Commission for Children and Young 
People, Department of Planning and Infrastructure, Local Government): 

SIF4: 2b 

1.7.1 
The NSW Long Term Transport Master Plan which will integrate transport to increase walking 
and cycling, with infrastructure, safety and behaviour change programs  

SIF4: 2b 

1.7.2 
The NSW Walking Strategy to promote walking trips which will provide supports such as 
improved wayfinding and pedestrian amenity NEW 

SIF4: 2b 

1.7.3 
The NSW Cycling Strategy which will encourage increased cycling trips by initiatives such as 
bike pathways NEW 

SIF4: 2b 
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1.8 

NSW Department of Planning and Infrastructure to plan and deliver healthy built 
environments in metropolitan, regional and rural areas through (Partners: Transport for 
NSW, Local Government, Department of Premier and Cabinet, Ministry of Health, Local 
Health districts, Premier's Council for Active Living, Commission for Children and Young 
People)  

SIF4: 2a 

1.8.1 
Incorporating active living principles into infrastructure development and designing urban 
centres and housing to support physical activity and active transport 

SIF4: 2a, 2b 

1.8.2 
Providing accessible and adaptable open spaces by supporting Local Government with 
guidelines on local space planning 

SIF4: 2b 

1.8.3 Linking regional open spaces and preparing an inventory of regional open space in Sydney SIF4: 2b 

1.9 

NSW Department of Education and Communities to increase use of community facilities in 
metropolitan, regional and rural areas to encourage moderate to vigorous physical activity 
through (Partners: Department of Planning and Infrastructure, Non-Government 
Organisations, Local Health Districts, Local Government)  

SIF4: 2b 

1.9.1 
Managing facility grant programs to increase the availability and quality of sport and 
recreation facilities 

SIF4: 2b 

 

Strategic Direction 2: State-wide healthy eating and active living support programs (p. 34) 

SD2 Actions  See: 

2.1 

NSW Office of Preventive Health and NSW Department of Education and Communities to 
deliver state-wide programs in early childhood, primary and high school and community 
settings, including (Partners: Department of Premier and Cabinet, Ministry of Health, NSW Kids 
and Families, Local Health Districts, Non-Government Organisations, Aboriginal Health and 
Medical Research Council of NSW, Aboriginal Community Controlled Health Services):  

SIF4: 4b 

2.1.1 
The Healthy Beginnings telephone-based support service to promote healthy eating and 
physical activity to parents of children 0-2 years NEW 

SIF4: 5b 

2.1.2 
Healthy Habits telephone-based support service to promote healthy eating to parents of 
children 3-5 years NEW  

SIF4: 5b 

2.1.3 

The Children's Healthy Eating and Physical Activity Program in:  
a) Supported Playgroups NEW 
b) Early childhood (preschool, long day care, and family day care)   
c) Sporting and Recreational Clubs NEW 

SIF4:  
a) 5b  
b) 4b 
c) 2b 

2.2 

NSW Office of Preventive Health to deliver and evaluate the NSW Get Healthy Information and 
Coaching Service, which provides tailored health coaching for adults with healthy weight, 
nutrition and/or physical activity risk factors for chronic disease and enhance the service to 
provide tailored support for (Partners: Ministry of Health, Multicultural Health Communication 
Service, Non-Government Organisations, Agency for Clinical Innovation, Aboriginal Health and 
Medical Research Council of NSW, Aboriginal Community Controlled Health Services, Medicare 
Locals [Primary Health Networks]):  

SIF4: 5a 

2.2.1 Aboriginal people SIF4: 5a 
2.2.2 Culturally and linguistically diverse people NEW SIF4: 5a 
2.2.3 Pregnant women NEW SIF4: 5a 

2.3 

NSW Department of Education and Communities to strengthen participation in sport and 
physical activity in metropolitan, regional and rural areas through (Partners: Non-Government 
Organisations, Local Government, Aboriginal Health and Medical Research Council of NSW, 
Aboriginal Controlled Health Services):  

SIF4: 2b 

2.3.1 Grants which invest in participation in physical activity of those groups most in need of support  SIF4: 2b 

2.3.2 

Working in partnership with national and state sporting organisations, local government and 
others to support the development of participation strategies, particularly for under-
represented groups NEW  

SIF4: 2b 

2.4 

NSW Ministry of Health to develop, implement and evaluate healthy workforce programs in 
public sector agencies with a focus on physical activity, healthy eating and active travel 
including (Partners: Public Service Commission, Premier's Council for Active Living, All NSW 
Government agencies, NSW Office of Preventive Health)  

SIF4: 4a 
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2.4.1 Healthy workforce policies on improving the health and wellbeing of public sector employees SIF4: 4a 

 

Strategic Direction 3: Healthy eating and active living advice as part of routine service delivery (p. 39) 

SD3 Actions  See: 

3.1 

NSW Kids and Families, NSW Ministry of Health, Local Health Districts and Non-Government 
Organisations to promote initiation and duration of breastfeeding as a way to provide good 
infant nutrition and reduce the risk of overweight and obesity in childhood, adolescence and 
early adulthood, including (Partners: Medicare Locals, Local Government, Aboriginal Health 
and Medical Research Council of NSW, Aboriginal Community Controlled Health Services): 

SIF4: 5b 

3.1.1 
Implementation of the NSW Ministry of Health Policy Directive PD2011_042 Breastfeeding in 
NSW: Promotion, Protection and Support 

SIF4: 5b 

3.1.2 Promoting breastfeeding in public policy SIF4: 3d 

3.1.3 
A specific focus on addressing the special needs of groups at risk of low breastfeeding rates, 
particularly Aboriginal women 

SIF4: 3, 5b 

3.2 

NSW Kids and Families, Local Health Districts and Agency for Clinical Innovation to 
incorporate healthy eating and physical activity into existing services and programs including 
(Partners: Ministry of Health Office of Preventive Health, Aboriginal Health and Medical 
Research Council of NSW, Aboriginal Community Controlled Health Services): 

SIF4: 5b 

3.2.1 Sustaining NSW Families health home visiting program SIF4: 1b, 5b 
3.2.2 The Healthy Kids Check national screening program for children at four years of age SIF4: 5b 

3.2.3 
The Aboriginal Maternal and Infant Health program and Building Strong Foundations for 
Aboriginal Children, Families and Communities Strategy 

SIF4: 5b 

3.2.4 

Universal early childhood health services from birth to four years, including health 
promotion and screening strategies and use of the Personal Health Record (Blue Book) to 
monitor children’s weight from birth and Body Mass Index from two years of age 

SIF4: 5b 

3.3 

Local Health Districts and Local Government to implement evidence-based sustained health 
promotion projects with significant population reach at the local level, consistent with the 
NSW Healthy Eating and Active Living Strategy (Partners Ministry of Health, Office of 
Preventive Health, Non-Government Organisations, Aboriginal Health and Medical Research 
Council of NSW, Aboriginal Community Controlled Health Services) 

SIF4: 3d 

3.4 

NSW Obesity Senior Officers Group to investigate and leverage additional opportunities 
within NSW Government agencies, programs and services to provide evidence-based and 
relevant services and programs to the community to promote healthy eating and active living 
in metropolitan, regional and rural areas and disadvantaged populations 

SIF4: 4a, 5b 

3.5 

NSW Ministry of Health and NSW Office for Preventive Health to investigate and leverage 
additional opportunities within NSW Government agencies, programs and services to 
provide evidence-based and relevant services and programs to promote healthy eating and 
active living in Aboriginal communities (Partners: Aboriginal Health and Medical Research 
Council of NSW, Aboriginal Community Controlled Health Services, Local Health Districts, 
Agency for Clinical Innovation)  

SIF4: 5b 

 

 

 

 

 

 

 

 



5 
 

 

 

Strategic Direction 4: Education and information to enable informed, healthy choices (p. 43) 

SD4 Actions  See: 

4.1 

NSW Ministry of Health to develop an evidence-based, integrated cross-government 
community education and social marketing strategy to support regulation, programs and 
services including (Partners: Department of Education and Communities, NSW Food 
Authority, Local Health Districts, Non-Government Organisations, Premier’s Council for 
Active Living, Multicultural Health Communications Service, Cancer Institute NSW, NSW Kids 
and Families, Aboriginal Health and Medical Research Council of NSW, Aboriginal Community 
Controlled Health Services, Office of Preventive Health): 

SIF4: 5c, 5d 

4.1.1 
Developing consistent nutrition, physical activity and prevention of overweight and obesity 
messages NEW 

SIF4: 5c, 5d 

4.1.2 
Communicating these messages through a range of integrated NSW Government 
communication activities and channels 

SIF4: 5c, 5d 

4.1.3 
Increasing the use of social media and new technologies to support healthy behaviours, 
particularly for young people NEW 

SIF4: 5c, 5d 

4.1.4 Adopting the Australian Dietary Guidelines in all nutrition initiatives and programs 
SIF4: 4a, 4b, 

5a, 5b 

4.1.5 Adopting the National Physical Activity Recommendations in all physical activity programs  
SIF4: 4a, 4b, 

5a, 5b 

 

Note: actions that did not meet the inclusion criteria have been excluded. Inclusion criteria were actions aimed 

either at the first 2000 days or whole-of-population. For example, all actions focused on school settings were 

excluded.  

 

Citation: NSW Ministry of Health. NSW Healthy Eating and Active Living Strategy: Preventing 

overweight and obesity in New South Wales 2013-2018. NSW Ministry of Health: North Sydney; 

2013 
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SIF2.2 HEAL Senior Officers Group (SOG) projects, 2018 

Note: Supplied by study participant, with permission. Edited to maintain anonymity. Text in grey 

refers to aspects of projects that exclusively relate to school aged children. 

Agency Intervention Milestone Actions Lead Support 

D
ep

ar
tm

en
t 

o
f 

Ed
u

ca
ti

o
n

 

Review and implement 
the Fresh Tastes @ 
School Canteen Policy: 
Canteen guidelines and 
compliance Model 

Implement new 
simpler 
Canteen 

Guidelines and 
compliance 
model for 

public schools 

Healthy School Canteen strategy and 
resources finalised 

Education 
Health, PIU 

support 

Healthy Canteen Strategy released  Education 
Health, PIU 

support 

Healthy School Canteen training 
modules finalised 

Education 
Health, PIU 

support 

Complete baseline analysis of school 
canteens using the A-Z policy tool 

Education 
Health, PIU 

support 

LHD's to support primary schools to 
achieve the healthy school canteen 
practice  

Health 
Education, 

PIU 
support 

Water Refill Stations 
Commence trial 

of water refill 
stations 

Finalise trial protocols and ethics 
approval for chilled water provision in 
schools  

Education Health 

Commence trial Education Health 

Develop and test new 
approaches to promote 
physical activity and 
healthy eating 
practices in high 
schools 

Implement 
Physical Activity 

4 Everyone 
dissemination 
trial in 76 high 

schools 

Recruit all high schools and collect 
baseline data 

Health Education 

Commence intervention Health Education 

Collect follow-up data Health Education 

Encourage increased 
physical activity 
through the Premier’s 
Sporting Challenge 

Confirmation of 
registrations in 

the 10 week 
PSC Primary 

and Secondary 
School Sport 
Challenges 

Commence opt out registration 
process  

Education Education 

Revise communication strategy  Education Education 

Initiate new strategies across the PSC Education 
Tertiary 

Institutions 

Achieve compliance 
with policy of 150 mins 
of physical activity per 
week in school time 

Sport and 
Physical Activity 
Policy included 
for monitoring 
in 2017 as part 

of the A-Z 
policy tool 

Schools informed of requirements 
across all monitored policies 

Education  

Evidence of policy implementation 
guidelines - Sport and Physical Activity 
policy developed and available to 
schools 

Education  

Commence monitoring period Education  

Explore options to 
increase public access 
to school green spaces 

Please include 
milestones 

Please include actions Education  

Tr
an

sp
o

rt
 f

o
r 

N
SW

 Develop and test new 
approaches to 
encourage active travel 

Develop and 
trial new active 
travel resources 

in 6 high 
schools 

Recruit 6 schools in 3 Local 
Government areas 

Health Transport 

Establish working group Health Transport 

Develop and implement an action plan Health Transport 

Conduct process evaluation of the 
approach 

Health Transport 
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Agency Intervention Milestone Actions Lead Support 

A
d

vo
ca

te
 f

o
r 

C
h

ild
re

n
 &

 Y
o

u
n

g 
P

e
o

p
le

 

Undertake formative 
research for a new 
campaign focus on 
young people and 
development of 
adolescent 
engagement and 
communication 
approaches 

no milestones 
mentioned 

Citizen’s Juries with 60 schools across 
Sydney and the regions on whether 
sugary drinks should be banned from 
school canteens and sporting venues – 
October 2016 

Advocate for 
Children & 

Young 
People 

Health 

Biggest Recess – inaugural campaign 
to encourage adults to model healthy 
behaviours to children and young 
people – October 2016 

Advocate for 
Children & 

Young 
People 

Health 
Student Survey of 1000 children and 
young people across a representative 
sample of public primary and 
secondary schools on attitudes to 
healthy eating and physical activity, 
and to identify opportunities and 
barriers – November 2016 

N
SW

 F
o

o
d

 
A

u
th

o
ri

ty
 

Continue to support 
the NSW menu 
labelling initiative to 
help people make 
lower kilojoule choices 
when eating out 

Affected 
businesses 

comply with 
regulatory 

requirements 

Complete a comprehensive 
compliance assessment of affected 
businesses 

NSW Food 
Authority 

Health 

D
ep

ar
tm

en
t 

o
f 

P
la

n
n

in
g 

an
d

 

En
vi

ro
n

m
en

t Develop guidelines for 
the planning, design 
and development of 
healthy built 
environments 

Release 
guidelines for 

planning, 
designing and 

developing 
healthy built 

environments. 

Review existing resources and relevant 
literature; identify which stages of the 
planning process should be influenced. 

Planning 
and 

Environment 
Health 

Consult with government agencies in 
preparation of draft guidelines for 
public exhibition. 

Identify appropriate mechanisms for 
implementation. 

G
re

at
e

r 
Sy

d
n

ey
 C

o
m

m
is

si
o

n
 

Deliver the Sydney 
Green Grid project 

Administer the 
2016 – 17 

Metropolitan 
Greenspace 

Program grants 
with $4 million 
in funding to 

deliver projects 
that contribute 
to the delivery 
of the Green 

Grid. 

Applications open 

Greater 
Sydney 

Commission 

Minister 
for 

Planning 
(approves 

grants) 

Applications close 

Eligibility, assessment and approval 
processes 

Announcement of successful projects 
and advice to all applicants 

Projects completed including acquittal 
of grant expenditure 

O
ff

ic
e

 o
f 

En
vi

ro
n

m
en

t 
an

d
 H

er
it

ag
e 

Develop and 
implement a Healthy 
Parks, Healthy People 
approach 

Develop and 
implement a 

Healthy Parks, 
Healthy People 

approach 

Document NPWS programs that 
contribute to Healthy Parks Healthy 
People approach 

Office of 
Environment 
& Heritage 

NSW 
Health 

Develop and distribute key messages 
about Healthy Parks Healthy People 
for communications products 

Analyse park visitation data in relation 
to degree of physical activity and 
numbers of children, youth and young 
adults visiting NSW reserves 

Inspire and support 
children and young 

Implement the 
OEH Young 

Launch Young Adults campaign 
Office of 

Environment 
& Heritage 
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Agency Intervention Milestone Actions Lead Support 

adults to be active in 
national parks 

Adults 
Campaign 

Develop and publish new and engaging 
National Parks content for promotion 
on NPWS owned channels, supported 
by paid social marketing.  

Office of 
Environment 
& Heritage 

 

Brand and campaign tracking - 
measuring perceptions and attitudes 
towards National Parks, nature and 
conservation amongst the target 
market.  

Office of 
Environment 
& Heritage 

 

DRAFT 
Implement 

Wilderquest 
Discovery 
Program 

Upgrade WilderQuest Learning with 
new teacher curriculum resources to 
inspire students to go into nature and 
encourage teachers to take lessons 
outside  

Office of 
Environment 
& Heritage 

Education 
Release a new WilderQuest mobile 
wildlife sighting App for school 
students  

Number of WilderQuest school 
excursions delivered for NSW schools  

Increased number of students 
participating in WilderQuest school 
excursions across the state 

O
ff

ic
e 

o
f 

Sp
o

rt
 

Plan for and provide 
funding towards active 
recreation and sport 
infrastructure 

Develop and 
implement a 

State 
Community 

Sport 
Infrastructure 

Strategy 

Facilitate the future planning and 
provision of sport and active 
recreation facilities informed by input 
from key planning agencies and the 
sport and active recreation sector.  

Office of 
Sport 

 

Inform infrastructure investment 
decisions through master planning and 
investment framework development.  

 

Undertake Phase 2 of the 'Future 
Needs of Sport Infrastructure Study' by 
mapping facilities used for competition 
purposes and identifying sport and 
council facility priorities.  

 

Implement a range of sport facility 
grant programs 

 

Increase participation 
in active recreation and 
sport 

Develop and 
implement a 
2017-2020 

NSW 
Participation 

Plan and a NSW 
Sport and 

Active 
Recreation 

Strategic Plan 

Partnership with Charles Perkins 
Centre at the University of Sydney 
established to build the evidence base 
for participation. 

Office of 
Sport 

 

Strengthen the engagement with the 
NSW active recreation sector.  

 

Work with sector stakeholders to 
address barriers to participation in 
sport and active recreation.  

 

Build sector business capability to 
enhance participation and ensure 
products delivered respond to 
consumers.  

 

Implement participation grant 
programs 
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Agency Intervention Milestone Actions Lead Support 

Investigate 
opportunities to 
increase healthy food 
and drink provision in 
key government 
settings including sport 
and recreation centres 

Contribute to 
policy 

development 
for Healthy 

Food Provision 
in NSW 

Government 
Settings 

Investigate the feasibility of a healthy 
food provision pilot program in some 
sport and recreation centres and/or 
government owned stadia to build the 
evidence base and understand 
implementation issues.  

Office of 
Sport 

 

Research international leading practice 
in relation to the provision of healthy 
food and drinks in stadia 

Health 

D
P

C
 

Investigate the 
feasibility of a range of 
new food environment 
and physical activity 
policy options to 
support healthier 
choices 

Healthy Food 
Environment 

Working Group 

Cabinet submission on Healthy 
Government Advertising including 
other options 

Health DPC 

Scoping paper on Healthy Food 
Provision in Government Settings 

Develop scoping paper for Premier's 
partnerships for a Healthy NSW 

Coordinate an 
enhanced regional 
intervention focus in 
South Western Sydney 
Local health District 

Focused 
implementation 

in South 
Western 
Sydney 

Project governance group established   

Project plan developed including 
monitoring mechanism 

Roll-out strategies and interventions 
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SIF2.3 Premier’s Priority Implementation Plan: actions included in study 

 

Strategic Direction 1: Statewide support programs (p. 4) 

SD1 Action Currently Underway See 

1.1 
Refresh and strengthen physical activity and healthy eating programs in centre-based early 
childhood services – Munch & Move (NSW Health)  

SIF4: 4b 

1.2 Increase participation in active recreation and sport (Office of Sport)  SIF4: 2b 

1.3 Explore options to increase public access to school green spaces (Department of Education)  SIF4: 2b 
 New Actions   

1.4 Develop and test new approaches to encourage active travel (NSW Health, Transport for NSW)  SIF4: 2b 

 

 

 

 

Strategic Direction 2: Routine advice and clinical service delivery (p. 5) 

SD2 Action Currently Underway See 

2.1 
The Get Healthy in Pregnancy Service is being rolled out, commencing with ten hospitals 
before becoming progressively available state-wide (NSW Health)  

SIF4: 5a 

 New Actions   

2.2 
Test the feasibility of developing a state-wide telephone coaching module for parents of 
children 2–6 years (NSW Health). 

SIF4: 5b 

2.3 
Test the feasibility of additional support for parents of children aged 0–2 years using a 
combination of text messaging and telephone coaching (NSW Health). 

SIF4: 5b 

 

 

 

 

Strategic Direction 3: Education and information campaigns (p. 6) 

SD3 Action Currently Underway See 

3.1 

The Make Healthy Normal campaign is being enhanced to have a stronger focus on children 
and families. Community ambassadors will also promote the campaign messages; including the 
overall message, ‘Small steps can make a big difference’ and the key messages, ‘Eat healthier 
snacks’, ‘Switch off the screen and get active’, and ‘Make water your drink’ (NSW Health). 

SIF4: 5d 

 New Actions   

3.2 
Enhance the 8700 fast food kilojoule labelling tools with increased messaging for families and 
young people (NSW Health). 

SIF4: 5d 

3.3 
Undertake formative research for a new campaign focus on young people and development of 
adolescent engagement and communication approaches (Advocate for Children & Young 
People, NSW Health). 

SIF4: 5d 
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Strategic Direction 4: Environments to support healthy eating and active living (p. 7) 

SD4 Action Currently Underway See 

4.1 
Revise and enhance NSW healthy food and drink policies to increase the availability of healthy 
choices for staff and visitors in hospitals (NSW Health). 

SIF4: 4a 

4.2 
Continue to support the NSW menu labelling initiative to help people make lower kilojoule 
choices when eating out (NSW Food Authority). 

SIF4: 3b 

4.3 
Develop guidelines for the planning, design and development of healthy built environments 
(NSW Health, Department of Planning and Environment). 

SIF4: 2a 

4.4 
Deliver the Sydney Green Grid project (Greater Sydney Commission, Department of Planning 
and Environment, Office of the Government Architect). 

SIF4: 2b 

4.5 
Plan for and provide funding towards active recreation and sport infrastructure (Office of 
Sport). 

SIF4: 2b 

4.6 
Inspire and support children and young adults to be active in National Parks (Office of 
Environment and Heritage). 

SIF4: 2b 

 New Actions   

4.7 
Investigate opportunities to increase healthy food and drink provision in key government 
settings including sport and recreation centres (Office of Sport). 

SIF4: 4a 

4.8 
Coordinate an enhanced regional intervention focus in South Western Sydney Local Health 
District. (Department of Premier and Cabinet, NSW Health). 

SIF3: B 
SIF4: 3d 

4.9 
Investigate the feasibility of a range of new food environment and physical activity policy 
options to support healthier choices (Department of Premier and Cabinet, NSW Health). 

SIF3: A 

4.10 Investigate the opportunities for partnerships that support the Premier’s Priority. SIF3: B 

4.11 
Develop and implement a Healthy Parks, Healthy People approach (Office of Environment & 
Heritage). 

SIF4: 2b 

 

Note: actions that did not meet the inclusion criteria have been excluded. Inclusion criteria were actions aimed 

either at the first 2000 days or whole-of-population. For example, all actions focused on school settings were 

excluded.  

 

Citation: NSW Government. Premier’s Priority: Reduce Overweight and Obesity Rates of Children by 

5% over 10 Years. Centre for Population Health: North Sydney; 2016. 
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SIF2.4 Twelve Premier’s Priorities, 2015  
 

No. 
Premier 
Priority 

Target Description Cluster lead 

PP1 
Improving 
Education 
results.  

increase the 
proportion of NSW 
students in the top 
two NAPLAN bands 
by 8 per cent by 
2019.  

This Premier’s Priority target was achieved two years 
ahead of schedule when 35.5 per cent of students in 
New South Wales achieved the top two NAPLAN bands 
in reading or numeracy in 2017. This means that 
167,700 students achieved the top two NAPLAN bands, 
an increase of 8,300 students compared to the previous 
year. 

Education 

PP2 
Driving public 
sector 
diversity.  

increase the 
proportion of 
women in senior 
leadership roles to 
50 per cent and 
double the number 
of Aboriginal and 
Torres Strait Islander 
people in senior 
leadership roles by 
2025.  

The NSW public service, with more than 325,000 full 
time equivalent employees, is the largest employer in 
the country. It is vital that its leadership reflects the 
diversity of the community it serves. Since 2014, the 
number of women in senior leadership roles has 
increased by approximately four percentage points and 
an additional 14 Aboriginal and Torres Strait Islander 
people are in senior leadership roles across the sector. 

Premier & 
Cabinet 

PP3 
Improving 
government 
services.  

improve customer 
satisfaction with key 
government services 
every year this term 
of government to 
2019 

The NSW Government 2017 Customer Satisfaction Index 
showed that satisfaction for consumers and business 
had increased from 76.7 and 76.6 in 2015 to 79.3 and 
78.3 respectively in 2017. This is a strong result and 
reflects the Government’s commitment to customer 
service. Lead indicators suggest that this improvement 
will be sustained in 2018. 

Finance, 
Services & 
Innovation 

PP4 
Keeping our 
environment 
clean 

reduce the volume of 
litter by 40 per cent 
by 2020 

Littering impacts all of us. It spoils our environment, 
costs millions to clean up, and is associated with anti-
social behaviour. In addition to existing measures, such 
as the highly regarded Don’t be a Tosser! campaign, the 
Government has established the container deposit 
scheme, Return and Earn. In just over six months of 
operation, over 380 million containers have been 
returned across the State’s 600 collection points. With 
an average of three million containers a day being 
returned through the scheme, Return and Earn is 
making a real difference to keeping our environment 
clean. 

Planning & 
Environment 

PP5 Creating jobs. 
150,000 new jobs by 
2019 

Reflecting the strength of the NSW economy, one in 
three new jobs in Australia has been created in New 
South Wales since 2014. As at April 2018, over 300,000 
new jobs have been created in New South Wales since 
2015, exceeding the Government’s target a full year 
ahead of schedule. 

Industry 

PP6 
Tackling 
childhood 
obesity  

reduce overweight 
and obesity rates of 
children by five 
percentage points by 
2025 

The NSW Government is delivering evidence-based 
programs to reduce childhood weight issues. There 
have been initial positive impacts with overweight and 
obesity rates in children in New South Wales stabilising 
at 21.4 per cent in 2017. In January 2018, the 
Government launched the Active Kids program to 
enable parents to claim a $100 voucher per school-
aged child to assist with the cost of participating in 

Health 
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No. 
Premier 
Priority 

Target Description Cluster lead 

sporting activities. As at June 2018, over 550,000 
vouchers have been claimed by parents in New South 
Wales, saving parents over $55 million and helping 
children to be more active. 

PP7 
Making 
housing more 
affordable 

61,000 housing 
completions on 
average per year by 
2021 

The Government wants to ensure that enough homes 
are being built to meet the needs of a growing 
population and at the same time, consider the unique 
character of our local neighbourhoods. With over 
63,000 completions in 2016-17, lead indicators show 
that this target will be achieved through record 
construction already underway. To continue to deliver, 
the Government is focusing on increasing the number of 
housing approvals determined in under 40 days to 90 
per cent, and re-zoning for 10,000 additional dwellings 
on average per year in appropriate areas to 2021. 

Planning & 
Environment 

PP8 
Reducing 
youth 
homelessness 

increase the 
proportion of young 
people who 
successfully move 
from Specialist 
Homelessness 
Services to long-term 
accommodation to 
more than 34 per 
cent by 2019. 

In 2016-17, 5,462 young people aged 15-24 years 
presented alone to specialist homelessness services in 
New South Wales. 1,711 (31.3 per cent) of those young 
people successfully transitioned to long-term 
accommodation, an increase of 2 percentage points 
since 2013-14. 

Family & 
Community 
Services 

PP9 
Delivering 
infrastructure 

key metropolitan, 
regional and local 
infrastructure 
projects to be 
delivered on time 
and on budge 

New South Wales is experiencing an unprecedented 
once-in-a-generation infrastructure boom. In addition to 
the State’s recognised record of investment in major 
infrastructure projects, the Government is also 
accelerating the delivery of 89 local infrastructure 
projects across New South Wales to ensure that all 
communities benefit from this once-in-a-generation 
investment. 

Premier & 
Cabinet 

PP10 
Improving 
service levels 
in hospitals 

81 per cent of 
patients through 
emergency 
departments within 
four hours by 2019 

Every year, the number of people using emergency 
departments increases - more than one in five adults 
and one in four children present at hospital at least 
once a year. The 2017 flu season was one of the most 
challenging on record. Despite this, performance of our 
hospitals was maintained with 74.2 per cent of patients 
through the emergency department within four hours. 
In 2016-2017, over 2 million patients moved through 
NSW Health emergency departments in four hours, an 
additional 37,000 patients when compared to the prior 
year. 

Health 

PP11 
Protecting our 
kids 

decrease the 
percentage of 
children and young 
people rereported at 
risk of significant 
harm by 15 per cent 
by 2020 (based on 
the 2019 cohort of 
children) 

The NSW Government is committed to protecting 
children from harm and helping them achieve bright 
futures. In the past 12 months, government services 
have seen more children face-to-face, despite greater 
numbers than ever being reported to Helpline. 
Additional interventions are being put in place to 
improve the way caseworkers work with children and 
families. These are expected to have an increasing 
impact on over 2018. 

Family & 
Community 
Services 
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No. 
Premier 
Priority 

Target Description Cluster lead 

PP12 

Reducing 
domestic 
violence 
reoffending 

reduce the 
proportion of 
domestic violence 
perpetrators 
reoffending by 25 
per cent by 2021 
(based on the 2019 
cohort of 
perpetrators). 

Domestic violence has no place in our society. Of those 
charged with a domestic violence assault, approximately 
15 per cent will reoffend within 12 months. The NSW 
Government is focussed on reducing this reoffending by 
holding perpetrators to account and ensuring they 
receive targeted, evidence-based interventions and 
support to change their behaviour. 

Family & 
Community 
Services; 
Justice 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



15 
 

SIF 2.5 HEAL Strategy timeline  
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ACYP: Advocate for Children and Young People 
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NCOSS: NSW Council of Social Services  
NPAPH: National Partnership Agreement on  
               Preventive Health 
NSW: New South Wales 
OPH: Office of Preventive Health  
PIU: Premier’s Implementation Unit 
PP: Premier’s Priority 
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A. Leadership  
PP SD 4.9 (environments, new): Investigate the feasibility of a range of new food environment and physical 
activity policy options to support healthier choices (Department of Premier and Cabinet, NSW Health) 
 

Leadership is needed to address complex problems and support responses beyond the health system:  

“At the end of the day, people think, ‘Obesity, that's a health problem, so health, go fix 

this’. But as you know, we don't hold all the levers in those different areas to be able to do 

that… it’s an ongoing challenge” (Health, P14)  

 

Legislation  
The Public Health Act 2010 empowers the Health Minister and Chief Health Officer to act to reduce or remove 
public health risk. It was reviewed (Public Health Amendment (Review) Act 2017) but there was no specific 
legislation on health promotion towards non-communicable disease prevention and the spirit of the Act 
relates to communicable disease risk (Link).  
 
In 2016, the Commonwealth Government released the National Compact on Regulatory and Competition 
Reform: Productivity enhancing reforms for a more competitive Australia (The Compact) (Link). The Compact 
was developed through the Council of Australian Governments (COAG) and requires that regulation must be 
shown to have a community benefit that outweighs the cost to businesses. Following on from The Compact in 
the same year, the Treasurer (Minister Dominic Perrottet) and Deputy Premier (John Barilaro, also Minister for 
Small Business, Skills, and Regional NSW) released the Guide to Better Regulation (Link) (Department of 
Finance, Services & Innovation). Health Impact Assessments were noted as one method to measure regulation 
impact, under Guide to Better Regulation, but they were not a requirement.   
 
 

Overarching strategy/frameworks  
NSW 2021: A plan to make NSW number one (Link) was a 10-year, strategic State Plan developed in 2011. It 
identifies lead ministers and agencies for its five strategies (and 32 goals), including:  

1. Rebuild the economy  

• Drive economic growth in regional NSW (goal 3) 

• Place downward pressure on the cost of living (goal 5) 
2. Quality services  

• Grow patronage on public transport by making it a more attractive choice (goal 8) 

• Keep people healthy and out of hospital, target: reduce childhood obesity (5-12 years) to 
21% by 2105 (goal 11)  

• Protect vulnerable members of the community, target: child wellbeing to minimise risk and 
increase the proportion who are developmentally on track 

3. Renovate infrastructure  

• Build liveable centres (goal 20) 
4. Strengthen our local environment and communities  

• Increase opportunities for people to look after their own neighbourhoods and environments 
(goal 23)  

5. Restore accountability to government  
 
Core values of the NSW Government in this policy document linked the importance of growing the economy 
that “delivers jobs, opportunities and increased prosperity” (p.6) with infrastructure:  

• Making more land as an asset to be available for housing and jobs (p.5). To improve housing 
affordability, facilitate 25,000 new dwellings/year in Sydney and increase green field availability by 
setting minimum sizes (i.e. facilitating larger green field areas for bigger new developments).  

• The reduction of ‘red tape’ to “increase the competitiveness of doing business in NSW” (p.12)  
 

https://www.legislation.nsw.gov.au/#/view/act/2010/127/full
http://www.coag.gov.au/sites/default/files/communique/National-Compact-on-Regulatory-and-Competition-Reform.rtf
https://www.finance.nsw.gov.au/sites/default/files/guide_better_regulation_october_2016.pdf
https://www.opengov.nsw.gov.au/download/14454
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Healthy, Safe and Well: A strategic health plan for children, young people and families (2014) (1) is a 10-year 
strategy developed by NSW Kids & Families (established by NSW Government and NSW Health to support 
mothers, babies and children). It noted 23% of school aged children in NSW are overweight or obese. Of the 
five strategic directions identified, the second (Keeping children and young people healthy) relates directly to 
health promotion: “Promote good health through improved screening and immunisation, encouraging 
individuals, families and communities to adopt healthier lifestyles, reducing risky behaviours and improving 
‘health literacy’” (p.7), although all five strategic directions relate to overall health and wellbeing. Four 
objectives for 2. Keeping children and young people healthy were:  

• 2.1 Boost community capacity to pursue good health: promote healthy lifestyle behaviours (healthy 
eating, physical activity and sleep and provide guidance on screen time), encourage a whole-of-
government approach to health promotion, utilise targeted programs to address health inequalities. 
This strategy has an ‘influencing role for NSW Health’ (i.e. not the prime responsibility of NSW Health) 

• 2.2 Improve screening, healthy checks and immunisation rates: universal health screening and 
immunisation programs, use of child personal health record. This strategy was identified as the 
‘responsibility of NSW Health and partners’ including LHDs  

• 2.3 Improve health literacy: promote use of health services to parents, consistent messaging for 
parents, support community-led programs. This strategy has an ‘influencing role for NSW Health’ 

• 2.4 Reduce risk taking and minimise harm: address risk taking behaviour by parents and children 
(support parents to address). This strategy was identified as the ‘responsibility of NSW Health and 
partners’ including LHDs  

Obesity reduction among school aged children was a key indicator for Keeping children and young people 
healthy (p.25). 
 

Healthy Eating and Active Living Strategy: Preventing overweight and obesity in New South Wales 2013-2018 
(HEAL Strategy) (Link) was a whole-of-government framework that took a risk-factor approach to prevention. 
Our research study focused on the HEAL Strategy, the actions we included in our study are listed in SIF2.1. The 
strategy had four strategic directions:  

1. Environments: Environments to support healthy eating and active living 
2. Behaviour programs: Statewide healthy eating and active living support programs  
3. Embedded health services practices: Healthy eating and active living advice as part of routine service 

delivery  
4. Public awareness campaigns: Education and information to enable informed, healthy choices  

The four strategic directions were developed to recognise the:  

“…multidimensional nature of childhood overweight and obesity, and that it's not just 

around behavioural, that is, as well as looking at individual behaviour, we also need to be 

looking at the environments that make it easier or not easier to eat well and be active.” 

(Health, P5)  

 

Priorities and targets  
State target (2011): Reduce overweight and obesity rates of children and young people (5-16 years) to 21% by 
2015   
HEAL target (2013): Reduce childhood obesity (5-12 years) to 21% by 2015 
 
Premier’s Priority 6: Tackling childhood obesity  
In 2015 the Baird Government overhauled the state plan, reducing 186 targets and 321 measures to 12 
Premier’s Priorities and 18 state priorities. To support this, the Department of Premier and Cabinet undertook 
a ‘deliverology’ methodology influenced by the UK Blair Government. Structural support was provided to 
departments to contribute to these priorities in the form of the Premier’s Implementation Unit (the PIU) and 
developed a ‘digital dashboard’ to be populated by all relevant agencies. It was designed to eventually be 
made available to the public. All Premier’s Priorities are listed in SIF2.4, several participants commented on the 
seemingly out of place policy decisions for a conservative government:  

https://www.health.nsw.gov.au/heal/publications/nsw-healthy-eating-strategy.pdf
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“It was actually quite surprising I think at the time to see a Liberal government have so 

many human-services type angles to their goals. But that was a function of the Premier's, 

I guess, his position” (Premier, P2) 

It was also significant to have an obesity prevention priority declared just after the national obesity prevention 
funding (National Partnership Agreement on Preventive Health) ended ahead of schedule (in 2014).  
 
Target: reduce childhood obesity (5-12 years) by 5% by 2025. The Premier’s Priority did not explicitly target the 
first 2000 days.  
There were no intermediary targets identified, such as:  

• achieving recommendations for fruit and vegetable consumption 

• increasing exclusive breastfeeding rates  

• reducing consumption of sugar-sweetened beverages and other discretionary choices  

• reducing exposure to out of home advertising marketing of discretionary choices  
One of the actions in the Premier’s Priority implementation plan, was for the DPC and the Ministry to jointly 
“Investigate the feasibility of a range of new food environment and physical activity policy options to support 
healthier choices” (Premier’s Priority action 4.9, see SIF2.4).  

The Premier’s Priority to tackle childhood obesity ended mid-2019 (6 years early), as the data collection phase 
of this study ended. Obesity prevention, and a reduction in childhood obesity prevalence was retained as a 
Health priority.  

 

Inquiries and reviews 
There were several inquiries of relevance held during the study period:  

• 2016:  Inquiry into childhood overweight and obesity (Link), NSW Government led (below)  

• 2016: Support for new parents and babies in New South Wales Inquiry (Link), NSW Government led 
(more detail SIF4.5)  

• 2018: Inquiry into fresh food pricing (2), minority party led (Christian Democratic Party) (more detail 
SIF4.1a, SIF4.3c/d) 

 
The NSW Standing Committee on Social Issues led the Inquiry into childhood overweight and obesity in 2016. 
The Final Report (Link) made 16 recommendations mostly focused on school aged children and the school 
setting. Notable excerpts of recommendations and the NSW Government responses (led by the Health 
Minister) were (Link):  

- Recommendation 8: integration of pre-conception, pregnancy and the early years into programs; 
NSW Government response was ‘Supported’ and noted for pre-conception was the Get Healthy 
Information and Coaching Service, and the Get Healthy at Work program, during pregnancy was the 
Get Healthy in Pregnancy program, LHDs provide a routine early childhood nurse service for 0-2 years, 
with plans to integrate nutrition and active play for the prevention of obesity into the existing 
Sustained Home Visiting program (for families requiring additional support), four LHDs (Sydney, South 
Eastern Sydney, South Western Sydney, Murrumbidgee) to trial the effective Healthy Beginnings 
program (originally a home visiting program) with a different modality, i.e. Communicating Healthy 
Beginnings Advice by Telephone (CHAT) to be delivered by phone and via SMS. Finally, the Munch & 
Move program has been led by LHD health promotion staff in early childhood education and care 
(ECEC) settings since 2008 with high participation from the sector. Additional resources for parents 
are provided to centres (e.g. Starting Family Foods brochure).   

- Recommendation 10: The Department of Planning and Environment (DPE) improve cross-agency 
collaboration including opportunities to contribute to the planning process, “particularly giving 
consideration to health objectives” (p.7). NSW Government response notes that the DPE was leading 
the 9 Regional Plans and the GSC was leading the 6 District Plans which are long-term strategy 
documents to guide local governments. These plans were to focus on ‘strong, connected and healthy 
communities’ and ‘creating liveable places’. In addition, the DPE, GSC, MoH were to jointly 
collaborate (with input from Office of Sport and NSW Healthy Planning Expert Working Group on 
developing new guidelines drawing upon the 2009 Healthy Urban Development Checklist (NSW 
Health), the 2009 Healthy Spaces & Places guidelines (Australian Local Government Association, 

https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
https://www.parliament.nsw.gov.au/committees/inquiries/Pages/inquiry-details.aspx?pk=2461
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
https://www.parliament.nsw.gov.au/lcdocs/inquiries/2405/Govt%20response%20-%20Childhood%20overweight%20and%20obesity.pdf
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National Heart Foundation of Australia, Planning Institute of Australia), and the 2016 “Addressing 
active living and healthy eating through local councils’ Integrated Planning and Reporting framework” 
(Premier’s Council for Active Living (PCAL)).   

- Recommendation 11: is primarily about active travel for school aged children, however the NSW 
Government response notes budgetary commitments to walking and cycling infrastructure to the 
value of $284 million over 4 years from the 2016-17 Budget and the integration of active transport 
into key Transport for NSW strategic planning documents including NSW Long Term Transport Master 
Plan, Sydney’s Walking Future, and Sydney’s Cycling Future, etc. Transport also works in partnership 
with OPH and the HEALSOG to promote being physically active.  

- Recommendation 13: was generally about school aged children (but there was some cross-over) that 
the Government “oppose any suggestions for bans on donations from restaurant chains and food or 
beverage producers to sporting clubs or organisations” (p.10) to which the Government response was 
‘Noted’, based on the financial viability of these organisations without these kinds of sponsorship. 
Those comments note parental concern, however, still frame the problem in terms of child and family 
‘decisions’ to be influenced: “The NSW Government shares concerns about children’s and families’ 
decisions about food being influenced by sponsors’ unhealthy products” (p.10).  

- Recommendation 14: is about food labelling, the NSW Government response is ‘Supported in 
principle’ and talks about improvements for food labelling at the bi-national joint food regulation 
forum (membership includes New Zealand, Australian Commonwealth and each state and territory 
health and agricultural ministers) but does not suggest what areas it would like to see improved. 
Locally, the menu labelling system (implemented by the NSW Food Authority) which was developed in 
NSW has been rolled out across Australia through a Council of Australian Governments (COAG) Health 
Council committee.   

- Recommendation 15: investigate and map ‘food deserts’ across the state, NSW response was 
‘Supported’ “The NSW Ministry of Health will review the evidence on ‘food deserts’ and consider the 
applicability in the NSW context” (p.11) to inform HEAL and childhood obesity PP implementation.  

- Recommendation 16: partnerships with private sector and non-government agencies, NSW 
Government response ‘Supported’ and NSW Health to lead a scoping review on “relevant, current 
government policies and frameworks; assessment of similar local, national and international 
partnership models…” (p.11) to support an options paper NSW Health will submit to the NSW 
Government.  

 

The Henry Review was announced in February 2019 (the final report was not available during study period, 
released December 2019 Link). It was a review of health services for children, young people and families within 
the health system. The review was linked to New Parents and Babies Inquiry 2016, investigated transitions 
between services, and had a section dedicated to the First 2000 Days.  

 

B. Governance  
PP SD 4.8 (environments, new): Coordinate an enhanced regional intervention focus in South Western Sydney 
Local Health District. (Department of Premier and Cabinet, NSW Health) 
PP SD 4.10 (environments, new): Investigate the opportunities for partnerships that support the Premier’s 
Priority 
 

Structural considerations  
Rules of engagement with the private sector and codes of conduct 

The NSW Food-Environment Policy Index (EPI) policy review in 2016 (Link) captured several aspects of food 
policy governance. Of note to mention here include the NSW Government Sector Employment Act 2013 (Link) 
and NSW Health Code of Conduct 2015 (Link) and declaration of potential conflicts of interest are built into 
government processes e.g. terms of reference for Premier’s Priority to reduce childhood obesity 
Implementation Committee & Expert Advisory Panel. The NSW Electoral Commission has a Register of Third-
Party Lobbyists (Link) and Lobbyists Code of Conduct (Link), in addition to political donation reporting 
obligations (Link). While property developers and liquor, gambling and tobacco representatives are ‘prohibited 

https://www.health.nsw.gov.au/kidsfamilies/paediatric/Documents/henry-review.pdf
https://www.foodpolicyindex.org.au/nsw
https://legislation.nsw.gov.au/#/view/act/2013/40/part2
http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2015_049
http://www.lobbyists.elections.nsw.gov.au/registeroflobbyists
http://lobbyists.elections.nsw.gov.au/lobbyistcodeofconduct
http://www.elections.nsw.gov.au/fd
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donors’ to political parties, the food industry are not prohibited donors. NSW has an Independent Commission 
Against Corruption (ICAC) (Link).  

 

Local agencies  

Many state agencies have local or regional branches – see Health Governance and Regional sections below. 
While local agencies are better placed to understand local needs, these structures add complexity to both 
internal and cross-sectoral communication. Many services are delivered by third party providers.  

 

Outsourcing services 

The community services sector relies on non-government agencies for service provision – in NSW the peak 
body for these social service agencies is the NSW Council of Social Service (NCOSS) (Link). They facilitate the 
Forum of Non-Government Agencies (FONGA) which supports a community of practice for agencies across the 
state. Services represented include housing, justice, women, youth, disability and ageing. NCOSS noted 
approximately 888,000 people in NSW live below the poverty line.  

 

Health governance  
The Ministry of Health encompasses several agencies including the Centre for Population Health and the Office 
of Preventive Health. Additionally, NSW has 15 independent Local Health Districts (LHDs) with responsibility 
for the implementation of public hospital and community health services and programs. The Centre for 
Population Health has overall policy responsibility for overweight and obesity:  

“The Centre looks after prevention portfolio as well as some clinical policy work. So it 

covers overweight and obesity, drug and alcohol, HIV, hepatitis C and also tobacco. Our 

remit is very broad and childhood obesity is one part of a broader Centre. Here at the 

Ministry the role of the Centre is to establish policy, fund work, the implementation of 

work with our system manager, across the state. So we monitor performance. We also do 

a whole range of research and development as well.” (Health, P5)  

The Office of Preventive Health (OPH) was established through an Act of Parliament in 2011 in fulfilment of an 
election promise (Link), based in Western Sydney (South West Sydney LHD, a ‘priority area’ for the NSW 
Government). The OPH took a settings-based approach to the development and implementation of statewide 
programs. The OPH had central oversight over the suite of statewide programs offered in NSW. The Ministry 
funded LHDs to deliver the settings-based programs, with support from the OPH [see SIF4.4a/b]. Additionally, 
through third-party providers the OPH funded and managed a range of support programs for families and 
individuals, such as the Get Healthy Service (see SIF4.5a/b). (Update: the function of the OPH was reviewed 
with the end of the Premier’s Priority. Its organisational functions were absorbed back into the Centre for 
Population Health in 2020, Link).  

The Healthy Children Initiative (HCI) was established to reach the initial 2011 target to reduce childhood 
obesity and aligned with the National Partnership Agreement on Preventive Health (NPAPH). It received 
funding from NPAPH and the Ministry and was implemented by the OPH and LHDs. Priority groups identified 
were children living in low socioeconomic population groups, Aboriginal and Torres Strait Islander children, 
children from culturally and linguistically diverse backgrounds, highly marginalised children and youth, children 
from remote NSW, children from single parent families. The two flagship programs aimed at the early years 
were Munch & Move in ECEC settings (see SIF4.4b), and Healthy Supported Playgroups (see SIF4.5b) aimed at 
playgroup facilitators via recommendations and online information to support healthy lifestyle practices with 
parents (see NSW Healthy Children Initiative: The first five years July 2011 – June 2016 (Link)).  

The priority populations recognised in NSW policy documents were Aboriginal and cultural and linguistically 
diverse families, families experiencing social and economic disadvantage, and families living in rural and 
remote areas. An HCI Equity Toolkit was developed by the OPH (Link).  
There were several key health policy documents found specifically for Aboriginal Health and diverse 
communities, including:  

https://www.icac.nsw.gov.au/
https://www.ncoss.org.au/about/about-ncoss/
http://www.health.nsw.gov.au/news/Documents/20120629_01.pdf
https://www.hsu.asn.au/assets/Uploads/Newsletter-attachments/Letter-to-the-Health-Services-Union-regarding-notification-of-changes-to-NSW-Office-of-Preventive-Health-SWSLHD.pdf
https://www.health.nsw.gov.au/heal/Publications/HCI-report.pdf
http://www.preventivehealth.net.au/2017.html
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• NSW Aboriginal Health Plan 2013-2023 (Link) – references overweight and obesity, and cultural 
adaptations of Go4Fun and Knockout Health Challenge  

• Aboriginal Health Impact Statement (Link) 

• Get Healthy Service and Get Healthy in Pregnancy each have modules for Aboriginal people  

• Starting Strong, preschool   

• NSW Health Policy & Implementation Plan for Culturally Diverse Communities 2012-2016 (Link) 

• Refugee Health Plan 2011-2016 (Link) 
 

The NSW Inquiry into support for new parents and babies report (2018) found the early childhood health 
system was fragmented and made several key recommendations to improve both general and targeted service 
gaps:  

• Appoint coordinator in each LHD to ensure universal service provision consistently across their region 

• Increase support for Aboriginal families  

• Use of technology to increase access to services in a timeline  

The First 2000 Days Framework (Link) sought to fill some of these gaps by encouraging NSW Health 
professionals to reconsider continuity of care across pregnancy until children start school.  

 

Healthy Eating and Active Living (HEAL) Strategy  

The HCI preceded HEAL, but had the same origins (i.e. childhood obesity target) and its programs were 
embedded into the four HEAL Strategic Directions. Each Strategic Direction had a lead within the Ministry (or 
the OPH), with overarching governance responsibility for the HEAL Strategy sitting with Population Health 
Strategic Programs:  

“I suppose our picture is the whole picture. We're responsible for governance and 

secretariat around the HEALSOG of the inter-agency approach there. So covering actions 

that cross the different strategic directions within the plan and… the Premier’s Priority 

and monitoring and driving that” (Health, P14)  

Governance for the HEAL Strategy included quarterly meetings (and a “formal performance review process” 
(Health, P5)) with the HEAL Senior Officers Group (HEALSOG), the HEAL Implementation Committee and the 
HEAL Expert Advisory Committee. The Advisory Committee included the South West Sydney LHD, Western 
Sydney University, The University of Sydney, Newcastle University, Ministry of Health, NSW Health Promotion 
Group (Health Promotion managers from LHDs). HEAL and its governance were responsible for the carriage of 
obesity prevention in NSW:  

“HEAL is 100% the space where we've got all of the obviously relevant parts of 

government at the table” (Premier, P2)  

The HEAL Strategy identified the partners across sectors for each of their Strategic Directions and actions, the 
purpose of the HEALSOG meetings was to facilitate inter-government agency work to achieve these actions.  

“There's a lot of effort goes into sort of getting cooperation and collaborative projects. 

And it's the right thing to be doing” (Health, P19) 

These meetings were attended by representatives of agencies including Health, Premier & Cabinet, Education, 
Transport for NSW, Advocate for Children and Young People, NSW Food Authority, Planning & Environment, 
Greater Sydney Commission, Environment & Heritage, and the Office of Sport. Given the significance assigned 
to ECEC settings for the early years in the strategy a notable absence was a representative from The Early 
Childhood Directorate (a separate function within Education responsible for the ECEC sector in NSW). The 
process was about seeking alignment, rather than top-down mandates for agencies to work together:  

“So the way it's pitched to the other agencies in getting them to take ownership and 

suggesting that there are existing things that might be going on within their agency or 

http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_066.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2017_034.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_020.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2011_014.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_008.pdf
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funding that exists already that can actually be leveraged or have an obesity component 

incorporated into it so it's not like a totally new ask on them” (Premier, P3) 

Under the Premier’s Priority the DPC co-led HEALSOG meetings and refocused the HEAL agenda. The HEAL 
Strategy was viewed as a “comprehensive sort of theoretical whole map of everything that could influence” 
obesity (Premier, P1), although the changes in the policy landscape meant support from the DPC was starting 
to focus on more specific areas:  

“Health may want to revisit and maybe check the priorities that they're focusing on and 

steer where they want to focus their efforts” (Premier, P3) 

The Premier’s Priorities were a result of a change of leadership in the Liberal Government in 2015 in response 
to hundreds of targets in the state plan:  

“We as the bureaucrats behind it had also realized that it had become unwieldy and there 

was too much. That deliverology approach says, you pick a few things, and you focus on 

them and the critical things and that's how you shift” (Premier, P2) 

Under Premier Baird the deliverology approach was embedded into governance structures, through the 
Premier’s Implementation Unit (PIU) (Link), 12 Premier’s Priorities and 18 State Priorities (as “they couldn’t let 
go of all the other ones unfortunately”, (Premier, P2)):  

“We created the first central Premier's delivery unit that was supporting the Premier on 

those priorities, and it was a bit of a revolution for New South Wales in that the 

governance behind those priorities became a lot more active, and they tried to build in 

processes that linked up to Michael Barber’s deliverology-type approach at the time. It 

went halfway to that, and it was big shift for Cabinet” (Premier, P2)   

While Health was the lead on the Premier’s Priority, the DPC and the PIU were able to provide additional 
structural support and an imprimatur to engage further (where authority to act existed). They viewed their 
roles as “bringing people along” (Premier, P2) and supporting Health to bring together “all the cross-agency 
players” (Premier, P6):  

“Health’s hands are kind of tied in a lot of these issues… If Health is wanting to engage in 

an agency that's not part of HEAL, they can use the DPC to facilitate that relationship and 

they have Premier's Priority to back them” (Premier, P3)  

The PIU were dedicated to support lead agencies to meet the 12 Premier’s Priorities. The unit had strong 
backing from the Department of Premier & Cabinet Deputy Secretary (Dep Sec), and authority from the 
Premier to encourage (where necessary) different elements within the same department or separate agencies 
to work together:  

“Our Dep Sec Glen King has absolutely backed this and having him at that meeting, 

having him supporting this, having his relationships with all the Senior Execs is really 

important. It's really building that senior-level engagement… And having champions like 

him who really engage in the issue is absolutely critical otherwise it wouldn't happen. His 

relationship with all of those stakeholders. He essentially knew everyone in that room and 

has dealt with them on multiple things before… We also have a direct link to the Premiers 

office, so it's also keeping them up to date, and reporting on progress and also getting 

their feedback and input into particular big policy decisions or reform, and trying to 

influence that outcome well” (Premier, P6) 

The Premier’s Priorities have formal governance structures at different levels of government. Some of the 
more traditional governance was at the Director and Deputy Secretary level:  

http://www.wa.ipaa.org.au/content/docs/2019/A.Needs_Deliverology-in-NSW.pdf


 
 

9 
 

“There are formal mechanisms for, and project management processes and reporting 

requirements, that we need to go through on a routine basis as well as regular meetings 

with the Premier's office, as well as monthly meetings with the Dep Sec here and the Dep 

Sec from Premier's Implementation Unit. So it's a very formal governance structure 

around this.” (Health, P5)  

They use performance agreements to monitor the delivery on the agreed activities and measure progress on 
workplans:  

“You can't just say, ‘Oh yeah, everything's on track’, it's quite granular-level information… 

[and that] keeps the momentum. And PIU they can do that, they have that kind of 

authority.” (Premier, P3) 

The PIU also engaged in a fieldwork process, engaging with the ‘frontline’ of organisations to understand how 
priorities are understood and interpreted by those responsible for policy implementation and management:  

“A big part of my role is getting to the ‘frontline’, understanding what's working, what's 

not working, what are the challenges in delivery. How have we translated this 

intervention or this policy to the ground? ...As we work back through the system to the 

centre, ‘Where are those system blocks?’… ‘Well, this is a really good practice here. It's 

not actually happening here. What does it take for us to sort of share that practice, 

translate that practice, expand that practice to another area?’. “Then, you know, we have 

a conversation about, ‘Well this is a really good practice here. It's not actually happening 

here. What does it take for us to sort of share that practice, translate that practice, 

expand that practice to another area?’… The three things we'll be asking is: do you know 

about the Premier’s Priority? What do you think needs to happen to reduce childhood 

overweight and obesity? What do you do? What enables you to do your job? What's 

working well and what are the challenges, and therefore what more should we do?” 

(Premier, P6)  

Multiple participants noted the processes of the PIU in engaging multiple levels of government, and the central 
role of “hearing about local practice” (Health, P7) and feeding it back up centrally, e.g. to the Ministry:  

“I think it's been challenging at times, but the Ministry has been able to be open to 

hearing from that, and generally, there's a lot of positive feedback, but when there's any 

kind of issue, well, it's important that you hear it. They're fully engaged and not delivering 

that information in a critical fashion. More just helping you make sure the 

implementations really working.” (Health, P7) 

Where there is political will to authorise it, the PIU was particularly useful in leveraging action from agencies 
that were resistant to working in this space. They were most useful where there was joint business but 
“difficulty in agency culture” (Health, P7):  

“An agency that would have never thought about themselves being related to health, and 

PIU or DPC imprimatur getting them on board has brought them into the conversation” 

(Premier, P1) 

“The head of the [PIU] has taken on school canteens… and [the PIU workforce] are versed 

in the use of performance agreements to deliver it” (Health, P7) 

The PIU considers itself a short-term governance structure. The ultimate goal for the projects they are involved 
in is to embed new practices which become stable over time. They aim for projects to reach sufficient critical 
mass to sustain themselves, implying an expectation of organisational shifts:  
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“It can be a risk. On some projects at the moment, I won't say which ones, but if we did 

walk away, yes I think you would get an absolute drop in commitment. Once a project's 

sustainable, then yes we would walk away. We don't see ourselves as owning projects and 

implementation, no way. Do we see ourselves as being able to really influence of push 

progress and really help in maintaining momentum? Absolutely, but it's not for us to own 

the actual delivery of programs of work. We would hope that we could work to a point 

that is sustainable and then we don't need to be there” (Premier, P6)  

While the PIU seeks to smooth over ‘difficult’ cultural differences between agencies, their work focuses on 
sustaining elements of projects across different agencies, rather than building networks of collaboration 
between agencies that can sustain themselves. There were some (limited) inter-agency mechanisms for 
collaboration.  

 

Collaboration  
Health has several internal policy venues for prevention work, such as the Health Promotion Network 
(attended by Ministry representatives and the Directors of the LHDs Health Promotion Units quarterly) and the 
Office of Preventive Health led forums for LHDs to share outcomes. There was an implicit expectation of local 
evidence generation by LHDs and for them to take the lead in communication their findings with the Ministry 
and others:  

“There's probably lots happening in local teams that we don't necessarily find out about 

because that's such a small level. So they'll let us know when the findings are promising.” 

(Health, 10)  

However, a key learning from the PIU field work was that opportunities to enable the replication of good 
practice and really share insights between LHDs and centrally with the Ministry were limited:  

“There isn't a real-time platform for sharing information about best practice… There's 

some policy parameters around getting your operational staff to actually meaningfully 

learn someone else's practice” (Premier, P6)  

The Ministry funds LHDs to deliver a ‘core package’ (Health, P7) of statewide programs under the Healthy 
Children Initiative and to undergo a formal quarterly performance review process. The LHDs themselves are 
expected to also deliver initiatives based on the specific needs of their community. At the time of interviews 
the Ministry was considering ways to support LHDs achieve this:  

“We're talking to Local Health Districts more about how to best prioritize what their 

communities need… They're the ones who have the best knowledge of their population 

needs and how their communities interact around the issues” (Health, P7) 

Obesity prevention was recognised as complex and engaging partners to collaborate across government can 
be quite a contentious space within government, as each agency has their own priorities and culture:   

“It's a difficult issue, I think for governments, because you're squarely in the prevention 

space, and in that mode of telling people what to do… My peers in other agencies really 

reacted very strongly to us even having a government strategy. Some people are saying, 

‘But that's up to me’.” (Health, P7) 

 

At the regional/local level, there were some opportunities to improve communication mechanisms across 
agencies. A Premier’s Priority action to ‘Coordinate an enhanced regional intervention focus in South Western 
Sydney Local Health District (Department of Premier and Cabinet, NSW Health)’ (SIF2.4, 4.8), enabled several 
local obesity prevention projects to develop.  
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The DPC had multiple mechanisms to communicate centrally and regionally across agencies through the PIU 
and their Regional Coordination Branch. Some participants noted these mechanisms were soft infrastructure 
that overcame siloes and enabled collaboration between agencies:  

“If you go out to the regions there are DPC regional coordinators, all those human 

services, Health, Justice, Education, they get together on a regular basis. So, whilst it may 

appear highly siloed because that's how we attribute dollars, it doesn't mean that's how it 

operates on the ground” (Treasury, P24)  

Regional Leadership Executives (RLEs) were a DPC-led initiative to support coordination between the NSW 
Government and Joint Organisation of Councils on regional priorities. The eight RLE Regional Directors also 
met centrally quarterly with the DPC, allowing for an opportunity to share learnings across the regions:   

“There’s an opportunity for us to share what we've been doing, what we've heard and 

what's coming. It's also for them to share back what they're doing, what they've heard, 

what their issues are.” (Premier, P6) 

The RLEs also met quarterly at the local level, interacting with their regional counterparts of Communities, 
Environment & Heritage, Education, Planning, LHDs etc. in addition to their local government representatives. 
In doing so, the DPC locally brought “all the agencies around the table” (Advocate, P18).  

The Chief Executives of the LHDs sit on each of the RLEs, and the Ministry has tried:  

“…to engage those chief execs to use their RLE to really leverage that group as an 

opportunity [to] focus on childhood overweight and obesity” (Premier, P6)  

Through the RLE mechanism four regions developed ‘whole-of-systems’ community projects with a childhood 
obesity focus – Central Coast, Mid North Coast, South West Sydney, and Western Sydney. It was noted that 
these activities would have been less likely without the Premier’s Priority that provided an imprimatur for local 
investment:  

“…but without the Premier's Priority, no I'm not sure they would have had a real sharp 

focus on this issue. It actually creates focus at the central, but also at the regional level.” 

(Premier, P6) 

Under the Premier’s Priority action 4.8 (SIF2.3) coordination was led by the DPC. Their regional network was:  

“…looking at supporting vulnerable families across South West Sydney taking more of that 

‘whole of child, whole of family’ type approach and ensuring that different agencies are 

coordinated on the ground… a value-add from the central agency on that service delivery 

role is coordinating things” (Premier, P2)  

This regional focus was on families rather than on communities with limited to no reporting on local 
interventions in food and physical activity interventions.  

There was, however, a community-wide plan under development for the South West Sydney region (Growing 
Healthy Kids in South West Sydney 2017-2015 (Link)) at the time of mapping. One project within that plan was 
the Campbelltown: Changing Our Future (Link), a whole-of-systems approach obesity prevention program. It 
was based on similar trials in Victoria and the ACT. Stated goals of the project were to primarily partner with 
local council to influence local food and physical activity environments. This project was supported by:  

• A Translational Research Grant (Ministry funding) prior to the Premier’s Priority ending (Link)   

• Knowledge exchange enabled through the Health Promotion Directors Network and Hunter New 
England LHD.  

• Office of Preventive Health  

This project enabled the development of local evaluation plans which may contribute to the evidence base of 
community-based projects at scale:  

https://www.swslhd.health.nsw.gov.au/pdfs/SWSLHD_Plan_Brochure.pdf
https://www.medicalresearch.nsw.gov.au/projects/campbelltown-changing-our-future/
https://www.medicalresearch.nsw.gov.au/projects/campbelltown-changing-our-future/
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“They're building an evaluation plan and doing local baseline surveys, and are sort of 

developing their own evaluation plan, with outcomes that link to reduction in childhood 

overweight and obesity” (Premier, P6)  

A protocol paper was published in 2019 (Link), but was quite vague on how environmental data would be 
collected and seemed to focus on the 42 schools in the study catchment. However, this could be due to study 
design, which outlined key stakeholders would develop a systems map and prioritise actions. Campbeltown: 
Changing Our Future was interrupted by Covid-19.  

 

A Premier’s Priority action to ‘Investigate the opportunities for partnerships that support the Premier’s 
Priority’ (SIF2.4, 4.10) had no lead agency assigned to it. When asked, this action was interpreted by 
participants as looking to develop partnerships with the NGO and private sector, rather than with other 
government agencies.  

 

C. Resource allocation  
Budget allocations to obesity prevention  
A recent intergenerational report showed the cumulative negative impacts of obesity and chronic disease 
accrue in health service utilisation, having the projected biggest impact on budgetary constraints:  

“I think 64% of the physical gap through the model was related to health. So, in that 

context, anything that we can do to manage demand within the health system is going to 

be critical to the sustainability of the budget over the longer term. We know that chronic 

disease is one of the most significant drivers of demand.” (Treasury, P24) 

Treasury participants expressed they were interested in proposals that would “impact on future demand” 
(Treasury, P25).  

It was difficult to identify publicly available granular information about obesity prevention funding in NSW. 
Where indicated, some of this has come from secondary sources.  From the $79 million NPAPH funding, the 
Healthy Children Initiative received $39.5 million (3), PHIMS received an initial investment of $2 million, Munch 
& Move received project payments for scaling up ($3 million 2010, $8 million 2012, $14 million 2013, etc) with 
a recurring budget ($19 million) commencing in 2017. Workforce funding in 2016 for overweight and obesity 
was around ~$30million, including ~35FTE positions within NSW government (i.e. this was for staff in the 
Ministry and the OPH but not the dedicated health promotion workforce embedded into LHDs), NSW 2016 
Food-EPI (Link). Several participants noted there was “almost no resourcing” for the HEAL Strategy 
environments strategic direction within (or beyond) Health (Health, P19).  

Each of the 15 LHDs has a Health Promotion Unit and dedicated staff, who receive payments from the Ministry 
to delivery statewide prevention programs that are supported centrally by the OPH. LHDs can also direct 
discretionary funds to prevention. The OPH has the Preventative Health Fighting Fund. They also fund and 
manage (via third-party providers) statewide healthy lifestyle programs that are delivered over the phone (e.g. 
the Get Healthy Service) (SIF4.5b).  
 

Data access, generation, and sharing  
Resources for data sharing and generating evidence were fragmented, however, there are significant 
opportunities to improve evidence-informed policy making across government. One of the elements that 
supported a narrowed focus for obesity prevention towards the first 2000 days, was the expressed support 
from both the Premier and her advisors:  

“The Premier really focused on pregnancy and the early years. The Advisor to the Premier 

is very sort of driven by research and ‘evidence-based’… there's quite compelling evidence 

that it's the right group to target, where we're getting the really big jumps in childhood 

overweight and obesity.” (Premier, P6)  

https://bmcpublichealth.biomedcentral.com/track/pdf/10.1186/s12889-019-7936-1.pdf
https://www.foodpolicyindex.org.au/nsw
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Data availability  

Population health data is drive through SAPHaRI at the Centre for Epidemiology and Evidence (Link).  

NSW Population Health Survey (Link) has ongoing measures taken throughout the year of approximately 
15,000 participants. Data relevant for first 2000 days includes: antenatal folate supplementation, child height 
and weight (from 2 years), breast and formula feeding, age of introduction to solids, serves of fruits and 
vegetables, frequency of discretionary choices eaten, playgroup attendance, childcare attendance (type), pre-
school attendance (2-4 years), sedentary behaviour measured as screen time (but not asked of children under 
5 years), eating behaviour (e.g. in front of TV, as a family, etc), frequency of quick service food purchase, and 
household structure, demographics and food security status (coping strategies and directed to services)  

The NSW Perinatal Data Collection (Link) includes relevant data on: gestational hypertension or diabetes, 
proportion of newborns breastfed at hospital discharge.  

PHIMS (Population Health Information Management System) measures the practices of statewide programs 
like Munch & Move where is captures the services engaging in the program and the extent to which the 
programs practices have be enacted (Link). 

NSW Health data assets include the Centre for Health Record Linkage – births to 2010 (CHeReL) (Link), Secure 
Unified Research Environment (SURE) (partnership between Sax Institute and the Ministry) (Link). These allow 
de-identified data linkage to inform policy decisions and the presentation of multiple data collections for 
government (Link) 

Some further opportunities for the first 2000 days include the use of specific short measures for risk of 
unhealthy diet and movement behaviours (physical activity, sedentary behaviour incl. screen time, and sleep) 
for children under five years. NSW Health does not monitor food environments (e.g. marketing of unhealthy 
foods/OOH advertising; proximity to food retail and food outlets; composition of foods marketed to infants, 
toddlers or preschool aged children). However, these elements could be monitored via data collected by 
agencies like Treasury, Transport, and Local Government. There is some monitoring of proximity to 
destinations (parks, transport, childcare), walkability and bike paths, public transport, and public open space. 
Other considerations for evaluation and data analysis include:  

• Data NSW, Innovation and Better Regulation, Open Data Portal (Link) and the Open Data Action Plan 
(Link) are aimed at supporting agencies to report data and make it publicly available  

• NSW Spatial Data Catalogue – Department of Finance, Services and Innovation (Link) 

• OpenGov NSW – State Archives and Records Authority of NSW, has a repository of information 
published by NSW agencies (Link) 

• The NSW Evaluation Toolkit (Link) 
 
Transport had a “cost benefit analysis tool” for calculating the health benefits of active transport (Transport, 
P13). Although some Health participants felt there was strong evidence for how active travel environments 
change “the way people are physically active” (Health, P19), others were interested in partnering with 
academics to develop the evidence of the cost benefits of active travel infrastructure, to ‘legitimise’ 
investment (Health, P4). This suggests that although Health value the available evidence as sufficient for policy 
action in the physical activity space, they may need to present different types of evidence to effect change 
outside of Health.  

Policy brokers are needed to enable data sharing (including the exploration of data across agencies to guide 
policy decisions) between agencies to guide policy formation and implementation. Some barriers were 
identified around access to linked cross-agency information in a timely manner to develop evidence-based and 
relevant programs:  

““I think that's the bit that's missing… [With] good, linked data…you get a much more 

accurate and better picture to develop that shared lens of what's actually happening for a 

community… Not having really strong detailed linked data prevents people [in 

government] from really understanding (in a rich kind of way) what communities are 

experiencing… Over the top of that place the community lens because those guys know 

what's happening for them, because they're living in it.” (Communities, P15) 

https://www.health.nsw.gov.au/epidemiology/Pages/saphari-factsheet.aspx
http://www.health.nsw.gov.au/surveys/Documents/Questionnaire-2012.pdf
http://www.health.nsw.gov.au/hsnsw/Publications/mothers-and-babies-2016.pdf
http://www.health.nsw.gov.au/epidemiology/Pages/population-health-intervention.aspx
http://www.cherel.org.au/
https://www.saxinstitute.org.au/our-work/sure/
http://www.health.nsw.gov.au/wohp/Documents/mc2-zbolevich.pdf
https://data.nsw.gov.au/
https://data.nsw.gov.au/plan
https://sdi.nsw.gov.au/nswsdi/catalog/main/home.page
https://www.opengov.nsw.gov.au/main
https://www.dpc.nsw.gov.au/programs_and_initiatives/policy_makers_toolkit/evaluation_toolkit
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The Data Analytics Centre within Treasury (Link), sought to map all the points of data across government 
agencies. The Data Analytics Centre was supposed to provide support to agencies to access timely data for 
their policy and funding decisions, e.g. the PIU. Data Analytics Centre investigated ways of linking up data, such 
as administrative data, across service agencies (Health, FACS, Education, Justice) to inform initiative 
performance. Such datasets could then be expanded and use of non-government data to: 

“…form a rich understanding of what's occurring in communities and between 

communities… And try and use this data to inform evaluations because it's darn sight 

cheaper to do that than doing primary data collection, which kills us” – B024 (Treasury1) 

 
Treasury participants noted they were interested in bringing ‘insights’ into what potential proxy measures 
might be useful for evaluation of initiatives. The Data Analytics Centre investigated some options to consider 
intermediate measures for obesity prevention policy. Although the Treasury suggestion of Social Impact 
Investing for obesity (see below) did not get off the ground, the data mapping undertaken by the Data 
Analytics Centre meant they had:  

“…some ideas as to, should this come back on the agenda, as to what we might be able to 

use.” (Treasury, P24) 

The Centre for Evidence and Evaluation (Link) was identified as a structural investment, an ‘evidence bank’ to 
promote evidence-based decision making (Treasury, P24), that could support the future Outcomes Budgeting 
framework (see below). It was not clear if the evidence bank or the data made available through the Data 
Analytics Centre could be used to generate evidence through policy experimentation, especially food and 
physical activity environments initiatives.  

 

Use of evidence  

Research in 2017 involving senior Ministry officials, using dynamic systems modelling, found that it would be 
possible to reach the aim of reducing childhood obesity by five percentage points by 2025 if a more 
comprehensive mix of strategies were introduced. However, efforts would not succeed if only the existing 
measures continued (4). Another partnership with researchers at The Australian Prevention Partnership Centre 
(TAPPC) on systems modelling found that interventions across the socioecological spectrum were needed, but 
even so, effects of obesity prevention initiatives would not begin to be seen until 2020 (Link). Findings from 
these modelling projects were used to engage with multiple actors beyond Health, unsuccessfully. This 
suggests that evidence and/or modelling have discrete purposes in public policy making and only contribute to 
part of the decision-making process. While Health focused on the use of evidence, it was considered a barrier 
in other contexts. For example, the use of evidence in programs delivered by community service providers has 
been found to be limited in the sector, due to a lack of evidence in the literature (i.e. insufficient studies) and 
the limitations in structural support to generate evidence. Many community service providers were ‘doing 
their own thing’, so FACS partnered with the Parenting Research Centre, who developed an evidence-informed 
practice assessment framework (Link). Through leveraging the new Targeted Early Intervention funding (three 
years of guaranteed funding) and practice assessment frameworks, FACS hoped to provide service providers 
with resources to increase the use of evidence but also to support building the evidence base where there 
were gaps:  

“So if you're picking something ‘off the shelf’, and implementing it with fidelity, then you 

could stop there. But if not… then they can run the program through this framework, and 

it will tell them whether or not… it's evidence informed and whether it fulfils the 

requirements that we would have… [and] there's a performance and management 

framework that would then apply, so we’ll continue to evaluate it. So the further you 

move through, probably the higher the level of monitoring and data that we might want 

you to provide... then build the evidence by [collecting a minimum amount of data, and]… 

we could actually build the evidence base for more and more parenting programs” 

(Community, P15) 

https://data.nsw.gov.au/nsw-data-analytics-centre
https://www.treasury.nsw.gov.au/projects-initiatives/centre-program-evaluation
https://preventioncentre.org.au/news/can-the-nsw-premiers-priority-on-childhood-obesity-be-met-with-dynamic-simulation-modelling/
https://www.parentingrc.org.au/how-we-support-change/permanency-practice-framework-for-out-of-home-care/
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Organisational values were a stronger driver of decision-making than evidence-informed practice in most 
agencies. For example, for Planning the core organisational value of free-market principals meant they saw 
their function as enabling efficiency rather than responsibility for ensuring healthy built environments:  

“I am familiar with the idea put forward by some practitioners that the planning system 

could more actively limit the number or location of particular types of food premises in 

certain locations. But it's that level of detail is something the planning system tends not to 

get involved in… it's also about allowing the free market a certain amount of freedom to 

decide where it wants to put a takeaway food premises, as distinct from a fine dining 

restaurant, or a supermarket, or another place that sells food… One of the matters for 

consideration in the assessment of development applications that's mentioned in the 

Environmental Planning and Assessment Act… goes to the social impact. So, there are 

some grounds, but it's something that's applied more in terms of, say a licensed premise, 

something that sells alcohol, as distinct from a place that sells food that has a lot of sugar 

and fat in it, for example” (Planning, P8).  

 

Evidence generation  

The Population Health Research Strategy 2018-2022 (PHRS) (Link) stated research investment by Health should 
“Support research that is relevant to population health policy and practice” (p.3) (original emphasis) (5). 
Additionally, there were guidelines on how to develop and scale up effective population health interventions 
(6). The PHRS strategy focused on health practitioners (including health promotion practitioners in LHDs) direct 
roles to support families and settings, not environments. The Strategy encouraged efforts to collaborate within 
and between LHDs and the Ministry to improve the capability for population health research, Indicative Action 
3.1.7 “Support short-term staff exchange or secondment opportunities across policy/practice and research 
environments, where there is mutual benefits” (p.15) (5). 

There was one paragraph in the PHRS that acknowledged the role of determinants, but presented evidence 
generation for determinants (including environments) as beyond the scope of Health:  

“Another key area of work is to foster collaboration on population health research 

initiatives across the NSW Ministry of Health, with NSW Health Pillar agencies, across 

government at the State level, and across jurisdictions. Collaborative research and action 

across portfolios, and at the national and global levels, is particularly important for 

addressing the social, environmental and economic determinants of health” (p.17) (5) 

Collaborative research partnerships in the context of this strategy mostly related to external organisations 
such as academic institutions. The Ministry commissioned independent evidence reviews from a range of 
research groups and academic institutions in NSW such as the Sax Institute (Link), the George Institute, The 
Australian Prevention Partnership Centre (systems approach to prevention and lifestyle-related chronic 
disease, includes policy makers in research partnerships) (Link)) and the Prevention Research Collaboration 
(Prevention Research Support Program, Link). At the heart of these commissioned research pieces and 
evidence generation under the PHRS was to fund and commission research with a ‘solutions’ focus. Implicit in 
the PHRS were broader drivers of how population health research was funded:  

 “Policy and program development is subject to a range of influences including competing 

interests, the pressure to act quickly and public values. In times of limited resources and 

competing demands, NSW Health will invest in those policies and programs that are most 

likely to deliver the desired outcomes” (p.12) (5) 

Other government departments commissioned far fewer evidence reviews or generated local evidence. 
Despite guidelines for enabling population health research (7), there is still a gap in Health-funded research 
focused on environmental initiatives to promote wellness and prevent obesity.  

 

https://www.health.nsw.gov.au/research/Pages/research-strategy-2018-2022.aspx
https://www.saxinstitute.org.au/
http://preventioncentre.org.au/
http://www.health.nsw.gov.au/research/Pages/prsp.aspx
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The Ministry formerly had the Health Promotion Demonstration Grants. These were approximately $300,000 
over three years specifically for LHDs to develop local research projects and generate evidence of what works 
and assess scalability. These were removed and replaced with the Translational Research Grants Scheme, 
allocated funding of $12.8 million in 2017 (Link). These were designed to ‘encourage innovation’ that focused 
on the economic costs of delivering a program at scale:  

“As a feature for how we work in New South Wales is that we don't just innovate to show 

that something's effective, we innovate with an expectation that if it's a success it will 

then be built into ongoing practice. I think that that's a changing culture over the last ten 

years… Because it's all very well to test something, which is the Rolls Royce version, but if 

it's going to cost us 20 million to roll out, it's just not going to happen” (Health, P5) 

The purpose of the translational research grants was to encourage high quality evaluated research relevant to 
NSW Health and reduce translation timeframes. Unlike the demonstration grants these were available across 
all Health agencies, making them highly competitive:  

“It's sometimes very hard to compete with other clinical services… At the local level, in 

fact, there's none [local research funding opportunities]” (Local Health District, P20) 

An unintended consequence of the loss of demonstration grants, and locally available funding for research was 
the potential loss of local innovation and responsiveness: 

“We are very much being directed to deliver the intervention rather than doing research” 

(Local Health District, P20) 

“[LHDs had to give] away on the innovation because [they] had to deliver to the 

population.” (Health, P10)  

 

Community engagement – children  
The Advocate for Children and Young People (ACYP) developed the 2016 NSW Strategic Plan for Children and 
Young People (Link). The three year strategic plan was a legislated requirement of the position of the 
Advocate, and aligned itself to 8 of the 12 Premier’s Priorities. It specifically noted settings-based approaches 
in schools and ECEC settings under the Premiers Priority.  

The ACYP were commissioned by the DPC to produce the Children and Obesity Report. This included all ages up 
to 24 years with “targeted” consultation for children who were aged 3-4 years (Advocate, P18). The processes 
undertaken by the ACYP might be an appropriate model for engaging the public:  

“We don’t go with testing a hypothesis, our approach is ‘This is about your voice’… we 

don’t have an agenda. Our only agenda is we’ll find out what they’re saying… Our job is to 

know what the next generation is thinking and feeling. So, you can't even approach 

obesity without understanding who they are as a generation” (Advocate, P18)  

The ACYP approach was to be “open and transparent and consultative” whether engaging with the public or 
with other agencies who were interested in insights from a child’s perspective:  

“We have a better relationship with education than most. We don’t have a problem 

getting into schools” (Advocate, P18) 

Through their approach, the ACYP were able to engage the voices of children who might otherwise not be 
represented:  

“We’re seeing more Aboriginal children, more children with disability. We’d focus on 

disadvantaged children and young people… which probably overrepresented samples of 

children that don't normally get their voices heard… we make sure that at least 40% of 

http://www.health.nsw.gov.au/ohmr/Pages/trgs.aspx
https://www.acyp.nsw.gov.au/plan?hsCtaTracking=7768c5b4-05b2-4271-8a90-0580beda8a1e%7C9cda6a13-243e-4a05-8575-94f8d5a2c07b
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the young people we speak to are regionally in NSW… I’m saying are they safe, is their 

voice really being heard, where is their voice really going, is there a feedback loop to 

them?” (Advocate, P18)  

The ACYP participant noted drivers edging the role of the agency towards fee-for-service, i.e. to provide 
consultation services to government agencies interested in developing policies for children and young people. 
However, this was resisted as it conflicted with the identified core values of the organisation:  

“People are saying ‘fee for service’. That doesn’t work… for the fact I can say ‘no’ and for 

the fact it’s not transactional… If they’re coming to me and saying, here’s $400,000, go 

and do it for us, then you’re serving the $400,000. So we’re serving the voices…” 

(Advocate, P18)  

Funding was acknowledged as a limitation to how much work the agency was able to carry out:  

“I don't think we could've done what we've done if we complained about money, but… the 

good news/bad news is every week I get a request… [for example] the DPC has said ‘we're 

wanting to do something in the regions, can you bring in 25 locations in a week?’” 

(Advocate, P18).  

The ACYP participant felt that staying small was appropriate for the agency. They also noted the need for 

permanent “connector” people in each of their eight regions in NSW to ensure a “regional presence”, a 

consistent connection to the communities they are engaging with, and keep children and young people on the 

agenda (Advocate, P18):  

“…making sure that people are still thinking and talking about children and young people” 

(Advocate, P18)   

The ACYP was interested in expanding their organisation to include eight regional connectors with additional 

central support of one or two staff.  

 

Social Impact Investing  
The Premier’s Priority action to ‘Investigate the opportunities for partnerships that support the Premier’s 
Priority’ (SIF2.4, 4.10) was generally accepted to mean partnerships with non-government actors among 
participants in this study.  

Social Impact Investing aligns private investors with third party service providers (such as community-based 
NGOs) to fund interventions to improve social issues and prevent future costs to the government (such as 
intensive service use). If the outsourced service providers meet their targets (agreed between government, 
service providers, and investors), then the government ensures the return on investment is paid out to the 
investors – funded by an anticipated greater future saved cost. Theses partnerships are sometimes referred to 
as social impact bonds.  

The Office for Social Impact Investing sits within the Economic Strategy Branch of Treasury and supports 
government agencies with proposals for joint funding on community-based initiatives, where social impact 
investment might have an impact. Treasury were ‘really keen’ to explore social impact investing to meet the 
Premier’s Priority in some communities across the greater Western Sydney area:  

“Now, we got bogged down in a few things… one in terms of, it’s already a busy kind of 

landscape… Then secondly… there were some challenges around [having]… a timely 

enough measure… how quickly you would start seeing results, how well that plays with an 

impact investment model. My personal view, you can get that to work, but that's not 

everybody's view.” (Treasury, P24)  
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In order to make it work Treasury sought out ways to identify appropriate proxy measures of community-level 
behavioural change for a SII project. These included potential measures such as community interventions, 
changes in supermarket food purchases, Active Kids voucher participation (and use):  

“We did explore this with our Data Analytics Centre, whether you can use some proxy 

measures (which we use a lot in social impact investment). The proxy measure we wanted 

to explore was high calorific density, food consumption, and using data from local 

supermarkets to understand, at a community level, whether consumption of high calorific 

food and drinks changed over time as a proxy indicator of whether these interventions 

were being successful or not. I was really, really keen to explore that, but it stalled.” 

(Treasury, P24)  

 

Outcomes budgeting  
Outcomes Budgeting was emerging as a new style of budgeting in NSW. It first appeared in the 2017-18 Budget 
Estimates (8), and again in the 2018-19 Budget Estimates (Link). At the heart of Outcomes Budgeting was the 
idea that Treasury would allocate an amount of funding for an outcome, rather than each cluster/agency 
receiving a budget where they retain higher discretionary use of funds powers. In the Budget Estimates it was 
framed with having a focus on “something like… seven high level outcomes” (Premier, P1).  

The philosophy of Outcomes Budgeting was to move away from funding organisations towards funding 
outcomes and trying to overcome some of the issues embedded in traditional funding models. Such as, 
agencies with the levers to act on a social issue might not be the same agency where the negative impacts of 
inaction accrue:  

“If the [budget] model is premised around an agency sort of putting out the bid for the 

return to the operations it manages, versus the sector as a whole, the incentive isn’t 

necessarily correct. That’s why some of these processes need to be managed at a whole of 

government level.” (Treasury P25)  

Treasury gave the example of a mental health initiative. While Health has policy responsibility for mental 
health, the benefits of Health investing to improve mental health are felt beyond the cluster:  

“Let's give the example... Health is responsible for a mental health initiative, but if we look 

at where the impacts of those health interventions are, they cut across a whole range of 

human services. When we've done the impact investment on mental health, called 

Resolve, and we worked out the benefits attribution (directionally correct, but specifically 

wrong) 75% of the benefits are outside Health, but Health are leading that initiative. The 

reason why that 75% of the benefit is going outside the cluster is so important is that 

when colleagues are assessing those budget bids and what should be funded, when you're 

asking Health to fund 100% of it, but only 25% of the benefits accrue there, you've got to 

share the love a bit more across clusters.” (Treasury, P24) 

Transactions under this model could be to jointly fund multiple agencies but it could also mean those agencies 
are jointly responsible for the outcome, but the transaction can go to a third party. The DPC had once played a 
“greater role in trying to get clear lines of accountability” for issues sitting across multiple portfolios (Premier, 
P3). Outcomes Budgeting aligns strongly to decentralisation. It is aimed at adjusting to the reduced authority 
for the DPC to direct government agencies to work together and encouraging of the use of third-party 
providers for service delivery.  

Centralised, rather than clustered funding is not new, e.g. Future Directions (SIF4.1a) was an out-of-home care 
policy that centralised funding and set up a steering committee with representation across all the relevant 
clusters to enable “prioritisation around the investment from a whole system perspective” (Treasury, P25). The 
administrative difficulties for cross-sector collaboration were noted as a significant barrier:  

https://www.treasury.nsw.gov.au/sites/default/files/2019-05/Budget_Paper_3-Budget%20Estimates-Budget_201819.pdf
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“The Productivity Commission has done quite a bit of work to highlight the deficit of 

investment in prevention and early intervention more generally because of the evidence 

bases, but also I guess the administrative challenge of, if the model is premised around an 

agency sort of putting out the bid for the return to the operations it manages, versus the 

sector as a whole, the incentive isn't necessarily correct. That's why some of these 

processes need to be managed at a whole of government level. There have been some 

examples where we've centralized some funding, particularly in the FACS space, relating 

to out-of-home care… That model is still new and we're working through the opportunity 

for that model to be expanded all around” (Treasury, P25)  
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Using and interpreting this document  

Copyright: copyright applies to this file; ensure you cite the article and note location as Supportive Information File 4. 

 

References to the HEAL Strategy and Premier’s Priority actions appear throughout this Supportive Information File 
(SIF) at the top of each relevant section, as per the table below. The text in bold below appears in those references, 
alongside an indication if those actions were existing/underway or new.  

HEAL Strategy Strategic Directions (SD)  Premier’s Priority Strategic Directions  

HEAL SD 1: Environments to support healthy eating and active living  
HEAL SD 2: State-wide healthy eating and active living support 
programs  
HEAL SD 3: Healthy eating and active living advice as part of routine 
service delivery  
HEAL SD 4: Education and information to enable informed, healthy 
choices 

PP SD 1: State-wide support programs  
PP SD 2: Routine advice and clinical service 
delivery  
PP SD 3: Education and information 
campaigns  
PP SD 4: Environments to support healthy 
eating and active living  

 

Cross referencing to other sections within SIF4 aligns with the summary table below, e.g. see 3a), refers to the out of 
home advertising section. References to other SIFs are noted using square brackets, e.g. [see SIF2.1] or [see SIF3A].  

Where possible URLs have been included as ‘(Link)’ to provide the reader with more information if they are interested. 
All URL links were active at the time of submission. However, it is likely that some will break into the future and 
cannot be guaranteed to be active. Click on URLs at your own discretion.   
 

Summary of policy mapping results 

Policy mapping tool area Result 

1 Wider Determinants   

1a) Costs of living  

1b) Early childhood adversity   

2 Physical Activity Environments  

2a) Built environment and planning  

2b) Physical activity in open spaces  

3 Food Environments   

3a) Out of home advertising   

3b) Foodservice outlets  

3c) Food retail  

3d) Local food considerations  

4 Settings  

4a) Government settings   

4b) Early childhood education and care  
5 Services   

5a) Preconception, pregnancy and birth   

5b) Family-orientated services  

5c) Health promoting workforce  

5d) Provision of public health information  

 

Description of policy status  

 Policy enactment – appeared in HEAL and has been implemented or 
was in the process of being implemented at the time of mapping 

 Policy infrastructure – appeared in HEAL, not fully implemented but 
there is significant potential to achieve this policy area  

 Policy scaffolding – may have appeared in HEAL, no actions found 
towards implementation. Opportunities were found that could be 
leveraged to support initiatives in this space.  

 Policy void – not mentioned in HEAL and very limited to no policy 
opportunities to achieve this policy area 
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Acronyms  

BFHI Baby Friendly Health Initiative 
CHAT Communicating Healthy Beginnings Advice by  
 Telephone 
COAG  Council of Australian Governments  
ECEC Early Childhood Education and Care 
EP&A  Environmental Planning and Assessment (Act) 
FACS Family and Community Services 
FSANZ Food Standards Australia New Zealand 
GP General Practitioner  
GSC Greater Sydney Commission  
HEAL Healthy Eating and Active Living  
HSR Health Star Rating 

LHD Local Health District 
NCOSS NSW Council of Social Services 
NGO Non-government organisation 
NSW New South Wales  
OOH Out of home (advertising)  
OPH Office of Preventive Health  
PCAL Premier’s Council on Active Living 
PP Premier’s Priority 
SIF Supportive Information File 
TEI Targeted Early Intervention 
TRGS Translational Research Grants Scheme

 

 

Summary of participants by cluster  

Cluster Agencies  Participant # 

Premier & Cabinet  

Department of Premier and Cabinet (Premier & Cabinet) 

• Health, Education, Intergovernmental Relations Branch 

• Health Policy team 
• Premier’s Implementation Unit  

1, 2, 3, 6 

Health  

NSW Ministry of Health (Ministry) 

• Centre for Population Health, Population Health Strategic Program, State 
Programs, Food Policy 

Office of Preventive Health 
Local Health District, Greater Sydney area  
Heart Foundation, not-for-profit, government funded for health promotion  

4, 5, 7, 9, 10, 
11, 14, 19, 20, 
22 

Family and Community 
Services 

Department of Family and Community Services: Inclusion and Early Intervention, 
Family and Child Services (Community) 
The Advocate for Children and Young People (Advocate) 

15, 18 

Industry  
NSW Food Authority (Food Authority)  
Office of Sport (Sport)  

17, 21 

Planning and 
Environment 

Department of Planning & Environment (Planning) 

• Strategic Planning Team  

• Office of Government Architect (Government Architect)  
• Office of Environment & Heritage: National & International Partnerships 

(Environment) 

8, 12, 16 

Transport Transport for NSW: Infrastructure & Services (Transport)  13 

Education Department of Education: Early Childhood Directorate (Education)  23 

Treasury 

Treasury NSW (Treasury)  

• Economic Strategy Division 

• Health Budget & Policy Group   

24, 25 

Note: shortened names of agencies used throughout the text are presented here in parenthesis 
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1. Wider Determinants  
The HEAL Strategy focuses on environments, settings, and programs to support people to make healthy choices. The 
structural, commercial, and social causes of obesity were not expressly identified in the actions of the strategy.  
 

1a) Costs of living 

Overall 
ranking  

 

 

These elements consider the costs of living relative to income (and employment) and housing. The key government 
organisation for this policy area is Family and Community Services (FACS), although there is strong policy overlap with 
Health, Treasury, and Planning.  

 

Employment/household income  

Household income and stable employment are directly related to ability to engage in healthy lifestyle behaviours, the 
Inquiry into fresh food pricing [1] notes NSW Council of Social Service (NCOSS) Cost of Living Report 2018, that 
“households with the lowest incomes are at greatest risk of being priced out of accessing a nutritious diet as they 
spend… a greater proportion of their income on their food” (p.9) [1]. Additionally, the Inquiry noted that that 
approximately 888,000 people in NSW are living below the poverty line.  

One Premier’s Priority aligned to this element and Industry was identified as the lead on this priority: 

• PP5 – Creating Jobs  

There was little evidence of initiatives to improve employment with a few exceptions as they related to housing. 
Future Directions for Social Housing [2] includes elements of education and employment opportunities for young 
adults and jobseekers to improve employment prospects (more on Future Directions under housing below). The 
NCOSS is a charity with a mission of ‘a NSW free from poverty and inequality’. In partnership with Cancer Council NSW 
and Uniting, they sought to align to the (obesity) Premier’s Priority and hosted a Healthy Weights Forum in June 2017 
(Link) as they recognised the link between socio-economic inequality and obesity risk from childhood. No outcomes 
relating to household income/employment were found.  

 

Housing affordability/social housing  

The cost of housing is the single most consistent household cost competing with other costs of living. Of the four key 
priorities of the NSW Productivity Commission (NSW Treasury) one was lowering the  cost of living and making 
housing more affordable (Link). The Advocate for Children and Young People submission to the 2017 Inquiry Into 
Support for New Parents and Babies highlighted the difficulties in acquiring affordable housing and work conditions for 
maintaining a steady income were significant barriers faced by young parents, the “ACYP highlights the need for 
services to assist young people, especially young parents, find safe and appropriate accommodation” (Submission 67, 
Link, p.4). 

‘Affordable housing’ in NSW is defined as housing for very low-, low-, or moderate-income households if gross 
household income is less than 120% of median Sydney Statistical Division and pays less than 30% of gross income on 
rent, or the household is eligible to occupy rental accommodation under the National Rental Affordability Scheme and 
“pays no more rent than that which would be charged if the household were to occupy rental accommodation under 
that scheme” (p.9) (Link).  

There was one Premier’s Priority and two State Priorities aligned to this element:  

• PP7 – Make housing more affordable (Dept Planning and Environment) 

• SP8 – Increase housing supply across New South Wales – Deliver more than 50,000 housing approvals every 
year (Planning & Environment cluster)  

• SP10 – Increase the number of households successfully transitioning out of social housing by 5 per cent over 
three years (Family and Community Services cluster)  

Planning considerations for housing are also discussed below, see 2a). There are two State Environment Planning 
Policies (SEPP) relevant for this policy area:  

https://www.ncoss.org.au/policy/healthy-weights-forum
https://www.treasury.nsw.gov.au/sites/default/files/2018-02/20180219%20-%20Media%20Release%20-%20Perrottet%20-%20Productivity%20Commission%20to%20be%20Established%20in%20NSW-1.pdf
https://www.parliament.nsw.gov.au/committees/inquiries/Pages/inquiry-details.aspx?pk=2461#tab-submissions
https://legislation.nsw.gov.au/view/html/inforce/current/epi-2009-0364
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• SEPP Affordable Rental Housing 2009 (Link). Its aims were: consistent affordable housing planning regime, 
incentivise affordable housing through zoning expansions, net increases in affordable housing, facilitate not-
for-profit providers, and support local workforce for local business.  

• SEPP No 65 (Link) has a clause on Design Quality of Residential Apartment Development: property developers 
are required to consider occupant wellbeing in their design. 

Affordable Housing was a market-driven response to housing affordability. In this context was the use of privately 
owned dwellings, where owners/developers were incentivised to provide dwellings at below market value, e.g. 80%, 
which tended to be managed by not-for-profit community housing providers. These dwellings were seen as an 
intermediary between private housing and social housing. More broadly in the NSW housing narrative ‘housing 
affordability’ related to the costs of renting or owning in the private housing market (Department of Fair Trading).  

There is likely a large disparity between very low- and moderate-income houses under the NSW definition of 
Affordable Housing, and given the high costs of renting, likely that very low-income households are paying more than 
30% of their household income on rent. This is noted in Future Directions, and that ‘additional support is required’ so 
in some instances the NSW Government provided additional rental assistance for private rentals – e.g. Rent Choice, 
Start Safely, Rent Start (Action 2.3, p.15). It also stated that FACS and the Department of Fair Trading will “examine 
ways to make the private rental market more suitable for people on low incomes” (p.15).  

Future Directions for Social Housing [2] 10 year plan 2016-2025 (and 2017 Progress Update (Link)) was a partnership 
between FACS, Health, Education, Justice, Planning and Environment, and industry. While housing focused, inherent in 
this policy was the temporary nature of social housing. Social housing demographics include the most vulnerable, the 
elderly, people with chronic and severe mental illness or disability, drug or alcohol misuse, those experiencing 
domestic violence, and carers with long term caring responsibilities. It also includes low-income families. It positions 
families with children, young people, and job seekers as being able to break the cycle, with the right support. It means 
that social housing policy ‘success’ is orientated to those families leaving social housing (and the support that comes 
with it). Employment is seen as a vehicle to transition them “out of social housing” (p.14). Under Action 1.3 in Future 
Directions, Social Impact Investing (see element 1b) below) was used to invest in social housing by “harnessing the 
innovation of the non-government sector the NSW Government will deliver better outcomes for the most vulnerable 
people in our community, including those living in social housing” (p.11). It included $1billion to build new social and 
affordable housing from the Social and Affordable Housing Fund (Link), in addition to the $20 million Social Housing 
Community Improvement Fund (SHCIF) (Link).  

While Future Directions was housing focused, under Action 3.4 it had placed-based initiatives, undertaking a ‘place 
making’ whole of community response in 16 communities across the state, where 40% of social housing (41,000 
dwellings) exist in concentrated housing estates some of which experience higher rates of crime and violence and are 
associated with poorer child outcomes. This Action sought to find out: “How do you make communities more liveable, 
but also what is it within those communities where there are those particular challenges” (Community, P15). Place 
Plans are aimed at improving the local built environment, co-locating services to improve education/employment 
outcomes, coordinated case management. At the time of mapping four districts were scoping projects under Place 
Plans: Kempsey, Griffith, Moree, and Eden (p.24), and the FACS participant noted a new one in Claymore. NSW 
Government had identified 20 estates as ‘highly disadvantaged’, 18 of which are in regional and remote areas.  

 

1b) Early childhood adversity  

Overall 
ranking  

 

 

The HEAL Strategy identified ‘priority populations’ as Aboriginal communities, socio-economically disadvantaged 
communities, Culturally and Linguistically Diverse communities, and regional and remote communities. It noted that 
initiatives were ‘responsive to’ diverse communities as well as having ‘specific and targeted’ initiatives with Aboriginal 
communities. It did not specifically identify early childhood adversity as being connected to health and wellbeing life 
trajectories. This is a complicated space and targeted services must be developed by and implemented with First 
Nations and diverse communities to minimise (intergenerational) trauma. It was not clear from the HEAL Strategy how 
these responsive, specific, or targeted approaches were being undertaken.  

While Aboriginal Community Controlled Health Organisations contribute significantly to addressing the determinants 
of health for First Nations communities in Australia [3], these organisations in NSW were not mapped for this study as 
they are funded by the Commonwealth Government.  

 

https://www.legislation.nsw.gov.au/#/view/EPI/2009/364
https://www.legislation.nsw.gov.au/#/view/EPI/2002/530/full
http://www.socialhousing.nsw.gov.au/__data/assets/file/0006/536793/2017_Future_Directions_Evaluation.pdf
http://www.facs.nsw.gov.au/reforms/social-housing/SAHF
https://www.facs.nsw.gov.au/reforms/social-housing/social-housing-community-improvement-fund-shcif
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Two Premier’s Priorities (SIF2.3) touch on early childhood adversity, but their actions are not focused on continuity of 
care to prevent long-term health outcomes:  

• PP11 – Protecting our kids  

• PP12 – Reducing domestic violence reoffending  

Healthy, Safe and Well: A strategic health plan for children, young people and families 2014-24 (Link) is the 
overarching framework about child health that emphasises early intervention to minimise/prevent early childhood 
adversity. Two program areas are most relevant for this study, targeted home visiting services (defined as ‘moderate’ 
cases by NSW Government in the Parliamentary Inquiry into Support for New Parents and Babies) and targeted early 
intervention (families requiring more support to reduce or return children being removed to out of home care) are 
discussed further below. The NSW Government submission to the Parliamentary Inquiry into Support for New Parents 
and Babies, includes details about Brighter Futures, Newpin Social Benefit Bond, and Targeted Early Intervention [4]. It 
also noted that Maternity and Child and Family Health Services in each of the LHDs had screening for domestic and 
family violence, and “pathways into care and support for families that are identified through the screening” (p.32).  

Additionally, the NSW Human Services Outcomes Framework 2017 (FACS) [5] has seven domains, all of which apply to 
vulnerable children aged 0-4 years. These are social and community participation, education, access to learning and 
participation, economic contribution and benefit, healthy lives, safe and affordable places to live, safety, 
empowerment and engagement in decision-making. Pathways between these domains that relate to health and 
wellbeing include:   

• Economic – food security – under/overweight – risk of chronic disease health 

• Home – good quality housing/ neighbourhood quality – access to capital – healthy lifestyle – health  

• Social & community – participating in the community – feelings of belonging – health  

• Economic – financial/parental stress – parenting style – child development – school readiness – education – 
(long term) economic opportunities – economic  

A key finding of the Parliamentary Inquiry on Support for New Parents and Babies (Finding 2) was that “co-located 
health, housing and community services can reduce fragmentation and improve access to services for new parents 
and babies” (p.5) [6]. While postpartum (first six weeks after baby is born) and perinatal (pregnancy until baby is one 
year old) maternal mental health and protection from family violence were noted goals of services overseen by Health 
and FACS, the Inquiry found opacity in reporting and fragmentation. In addition to recommending collaboration 
between Health and FACS to ensure continuity of care, the Inquiry made several recommendations of relevance for 
this study. These were consistent universal access to and the expansion of home visiting programs (Health & FACS), 
and for external service providers more flexible service design, and longer contracts with embedded measurable 
outcomes.  

HEAL SD 3.2.1 (service, existing): Sustaining NSW Families health home visiting program – also see 5b) 
 

Brighter Futures Program and Targeted home visiting services  

Brighter Futures Program [7] is a targeted early intervention (TEI) program aimed at keeping children out of the child 
protection system. FACS is able to fund non-government organisations under the Children and Young Persons (Care 
and Protection) Act 1998 and the Community Welfare Act 1987.  The primary aims of Brighter Futures is to reduce the 
rate of children and young people in out-of-home care and those that are at risk of significant harm, in addition to 
minimising developmental risk. Priority access for referrals made via the Child Protection Helpline (report), families 
with children <3 years, First Nation families, young pregnant women, or young parents living independently. Service 
types funded include case management/work, quality children’s services (e.g. childcare or preschools), group-based 
parenting programs, structured home visiting programs. Lead agencies have responsibility over discrete planning 
areas and include the Brighter Futures Unit (FACS), NSW Health, the Aboriginal Maternal and Infant Health Strategy, 
Family Referral Services, Child Wellbeing Units (Health, Police, Education).  

Sustaining NSW Families was the largest home visiting program led by child and family health nurses, but only offered 
at nine sites in 2017. The NCOSS submission to Parliamentary Inquiry into Support for New Parents and Babies, 
advocates for rolling out this program state-wide (Link), which the NSW Government extended under Brighter Futures 
funding (Link).  

 

 

 

https://www.health.nsw.gov.au/kidsfamilies/Pages/healthy-safe-well.aspx
https://www.parliament.nsw.gov.au/ladocs/submissions/59274/submission%2051.pdf
https://www.parliament.nsw.gov.au/ladocs/submissions/59390/submission%2070.pdf


8 
 

Social Impact Investing (SII) 

Treasury is interested in reducing childhood adversity in recognition of the higher consumption of government 
services. During the interviews Treasury participants used the example of the approximately 16,000 children in out of 
home care, who leave state care at the age of 18. After tracking consumption of services for 10 years for this cohort 
they then examined:  

“…how much that cost the New South Wales Government. We also linked it into the welfare data 

at the Commonwealth level. Then, we worked out what the same actuarial model was a 20 years 

cost in a present value basis… On average an out-of-home care leaver will cost New South Wales 

government $280,000 over that 20 years, and Commonwealth welfare, somewhere in the order 

of $140,000… Whilst that is $280,000 [on average], there is a tough cohort which is averaging $1 

million. Obviously, what we're trying to do is, in those interventions, is change the trajectories 

over lifetimes.” (Treasury, P24).  

Treasury has used these actuaries for other impact investments, however, despite the Premier’s Priority, “We didn’t 
get to the point on the childhood obesity of actually looking at what that might look like” (Treasury, P24). Actuaries 
were used in Social Impact Investing (SII) projects. SII is the use of capital provided by private sector to tackle social 
challenges as mentioned under Action 1.3 of Future Directions above, led by the NSW Office of Social Impact 
Investment (Treasury).  

The Newpin Social Benefit Bond was a type of SII that provided $7million capital over 7 ¼ years for the Newpin 
program, run by Uniting (a not-for-profit social services provider). Its purpose was to prevent children (at significant 
risk of harm) from entering out of home care (Cohorts 2/3) and restore children already in out of home care to their 
families by providing support to ensure homes were safe family environments (Cohort 1). This program provided 
support for 12-18 months to families with children under five years of age. At the four year mark the program 
reported a net increase of 129 children remained or restored to their family home, or 63% restoration compared to 
usual restoration rate of 19%, delivering a 13% rate of return for investors over four years (Link).  

 

Target Earlier Intervention (TEI) reforms  

Considerations for an evidence-informed approach to community programs and scalability are emerging in service 
sectors beyond health. In addition to these universal programs and targeted home visiting services there are a range 
of TEI programs funded through FACS to support families with higher need, delivered locally by non-government 
organisations (community service providers). These Targeted Early Intervention programs tend to focus on parenting, 
overall family functioning, and child wellbeing, rather than directly being focused on specific healthy lifestyle 
behaviours:  

“The families that we're thinking about when doing our work are those families for whom 

universal services aren't enough, potentially, in terms of the support they need… for us, healthy 

eating and active living is around children (and family) physical health, their ability to learn, their 

self-esteem. [Obesity] might come up when we're looking at… things that would mean that family 

wasn't functioning well.” (Community, P15)  

TEI programs were focused on children aged 0-3 years, young parents and Aboriginal families, in recognition of a key 
life stage and the need to families to access support early to decreases risk factors associated with neglect, child abuse 
and domestic violence. It was undergoing reform at the time of mapping (Link), of both large scale programs for 
community strengthening, community centres, early intervention activities and considering several programs:  

- Community builders 
- Families NSW 
- Aboriginal Child Youth and Family Strategy 
- Triple P 
- Child Youth and Family Support 
- Getting it Together 

TEI was driving a reform process within this sector. While historically community service providers have focused on 
community connection, strengthening, and services, there has been a shift towards targeting vulnerability at the 
family/person level:   

https://www.socialventures.com.au/work/newpin-social-benefit-bond/
https://www.facs.nsw.gov.au/reforms/children,-young-people-and-families/targeted-earlier-intervention-reform
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- “The focus is on vulnerable families, children, and communities. And that hasn't always been the 

case… there are three priority cohorts. Naught to threes, Aboriginal families and children, and 

young parents. And those, together with sort of top district priorities, are what services are being 

asked to focus on for funding going forward… And that in no way prevents community 

strengthening (certainly from a prevention and early intervention perspective)” (Community, P15) 

Previously Families NSW – a former agency with FACS, Ministry of Health, and Department of Education components – 
offered support to families from pregnancy until children up to eight years of age. This change in age range suggests a 
narrowing of investment into childhood, towards early childhood. Their 2014 program guidelines noted a range of 
services (and workforce) missing above (Link):  

- Supported playgroups  
- Parenting programs 
- Family workers 
- Community capacity building 
- Partnerships and network projects 

Across the seven FACS districts in NSW there are hundreds of NGOs providing programs and services in the early 
intervention space. The FACS Executive District Directors:  

“…have strong relationships with every single one of those organisations and know all of them” 

(Community, P15) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.community.nsw.gov.au/__data/assets/pdf_file/0016/321280/fnsw_program_guidelines.pdf
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2. Physical Activity Environments  
PP SD 4.9 (environments, new): Investigate the feasibility of a range of new food environment and physical activity 
policy options to support healthier choices (Department of Premier and Cabinet, NSW Health) 

Policy considerations for physical activity environments consider the built environment (the physical design, patterns 
of land use and the transport system in built up areas) and the spaces used by the public to be physically active (e.g. 
active or public transport, accessing parks and other open spaces). Authority for built environments and planning sit 
with state governments in Australia, who are responsible for the strategic policy development that instructs local 
governments in local planning decisions.  

While food policy sits within health, neither physical activity nor healthy built environment policy sit with the Ministry:  

“The Ministry of Health doesn't really lead on built environment because it's so dependent on 

infrastructure, and the levers to guide the development and funding and planning for that 

infrastructure.” (Health, P7)  

Policy responsibility for built environment sits with traditional planning and infrastructure agencies: Office of 
Government Architect, Department of Planning and Environment (Planning), Greater Sydney Commission, Transport 
for NSW (Transport), Infrastructure NSW, and Office of Environment & Heritage (Environment). Consideration of 
additional physical activity environments also encompasses Open Spaces and Parklands Commission, other parkland 
trusts (e.g. Western Sydney Parklands Trust), and Office of Sport (Sport). Additional partners include Department of 
Premier & Cabinet (Premier), Ministry of Health (Ministry), non-government and not for profit health promotion 
organisations (e.g. Heart Foundation), and private sector interests such as developers and community and sporting 
organisations. Health’s engagement around built environments focuses on:  

“…encouraging built environments that support physical activity” (Health, P14)  

 

2a) Built environment and planning 

Overall 
ranking  

 

 

HEAL SD 1.8 (environments, existing): NSW Department of Planning and Infrastructure to plan and deliver healthy 
built environments in metropolitan, regional and rural areas through (Partners: Transport for NSW, Local Government, 
Department of Premier and Cabinet, Ministry of Health, Local Health districts, Premier's Council for Active Living, 
Commission for Children and Young People) 

HEAL SD 1.8.1 (environments, existing): Incorporating active living principles into infrastructure development and 
designing urban centres and housing to support physical activity and active transport 

PP SD 4.3 (environments, underway): Develop guidelines for the planning, design and development of healthy built 
environments (NSW Health, Department of Planning and Environment) 

 

The HEAL Strategy and the Inquiry into childhood overweight and obesity (2016) note that Planning was the lead on 
healthy built environments. Recommendation 10 of the Inquiry was for Planning to improve cross-agency 
collaboration including opportunities to contribute to the planning process, “particularly giving consideration to health 
objectives” (p.7, Link). Also in the Inquiry Final Report was the NSW Government response that noted Planning was 
leading regional plans with a focus on ‘strong, connected and healthy communities’ and ‘creating liveable places’.  

 

Department of Planning & Environment (Planning)  

The Department of Planning & Environment (Planning) was responsible for strategic planning in NSW, often in 
partnership with the Greater Sydney Commission. Planning supported the delivery of new housing and jobs with a 
focus on a ‘liveable NSW’ defined as facilitating equitable, diverse and pleasant neighbourhoods. The NSW State 
Infrastructure Strategy, Building Momentum 2018-2038 (Link), set out NSW plans for integrated land use, transport 
and infrastructure planning. The strategy was heavily focused on Growth Areas around Greater Sydney, particularly 
housing. Strategic planning involves making decisions about the appropriate uses of land:  

https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
https://insw-sis.visualise.today/documents/INSW_2018SIS_BuildingMomentum.pdf
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“Our strategic planning documents (regional plans and district plans) have things to say about 

which places are appropriate for high density housing, and generally it's about proximity to public 

transport infrastructure. And then also access to local services, in the form of retail and other 

services” (Planning, P8) 

Lobbying rules for Planning: Under the Lobbying of Government Officials Act 2011 and Premier’s Memorandum 
M2014-13 NSW Lobbyists Code of Conduct, all Department of Planning and Environment employees are required to 
register all contact with lobbyists on the publicly available Lobbyist contact register (Link).  

 

Greater Sydney Commission  

The Greater Sydney Commission (GSC) (Link) was established through the Greater Sydney Commission Bill 2015 (Link) 
as a Government-funded independent organisation with strategic oversight of planning and environmental policy 
across state and local governments within the Greater Sydney area.  

In 2016 the Planning Ministerial Statement of Priorities (Link) outlined the GSC’s leadership role in consideration of the 
UNs Sustainable Development Agenda (adopted by Australia), the Premier’s Priorities, and the development of District 
Plans for the Greater Sydney area for local governments to align with strategic Planning documents. In 2018 the GSC 
Statement of Priorities (Link) were agreed between the Premier and the Commissioner (Link) and changed the 
reporting structure so that the GSC reported directly to the Premier, rather than the planning minister. The GSC 
Dashboard displays progress (Link).  

Through the delivery of 33 Local Environmental Plans, the GSC priorities included considerations of sustainable 
development with a focus on liveability, and strategic though leadership notably around “community and stakeholder 
engagement, dialogue and debate and advise Government on key city making issues such as:  

• Liveability and quality outcomes  

• Connected and healthy communities  

• The importance of preserving industrial lands  

• Smart cities  

• Health and Education precincts  

• Commercial office market dynamics  

• Mitigating heat island effects” (p.2, Link)  
 
Lobbying and GSC: there were no specific lobbying policy for the GSC found at the time of policy mapping.  
(Note: in 2022 the Engaging with Lobbyists and Business Contacts Policy (Link) was published in accordance with the 
key principals and requirements of the Lobbying of Government Officials Act 2011 and Premier’s Memorandum 
M2014-13 NSW Lobbyists Code of Conduct (Link).  
 

Planning instruments  

A suite of strategic planning tools and design guidelines had been developed or were in draft form at the time of 
mapping:   

• The Environmental Planning and Assessment Act  

• 10 Regional Plans  

• Greater Sydney Area District Plans  

• Local Environment Plans  

• Development Control Plans  

• State Environment Planning Policies (SEPP) 

• Urban Design Guides 

• Better Placed  

• Health Impact Assessments  

 
Environmental Planning and Assessment Act  
The Environmental Planning and Assessment Act 1979 (Link) (EP&A Act)  underwent a series of unsuccessful attempts 
at amendment to include health and wellbeing before the Environmental Planning and Assessment Amendment Bill 
2017 was passed (Link). This Bill changed 1.3 Objects of Act to include (of note):  

https://www.dpie.nsw.gov.au/contact/lobbyist-contact/lobbyist-contact-register
https://www.greater.sydney/
https://www.parliament.nsw.gov.au/bills/Pages/Profiles/greater-sydney-commission-bill-2015.aspx
https://gsc-public-1.s3.amazonaws.com/s3fs-public/2016_-_2018_ministerial_statement_of_priorities_for_the_greater_sydney_commission.pdf
https://gsc-public-1.s3.amazonaws.com/s3fs-public/gsc_statement_of_priorities_premier.pdf
https://www.greater.sydney/content/premier-announces-new-focus-greater-sydney-commission
https://www.greater.sydney/dashboard/city-supported-infrastructure
https://gsc-public-1.s3.amazonaws.com/s3fs-public/gsc_statement_of_priorities_premier.pdf
https://gsc-public-1.s3.amazonaws.com/s3fs-public/GCC_Engaging-with-Lobbyists-and-Business-Contacts-Policy_2022.PDF.pdf
https://greatercities.au/about-us/governance/lobbyists-and-business-contacts-meeting-requests
https://legislation.nsw.gov.au/view/html/inforce/current/act-1979-203
https://www.parliament.nsw.gov.au/bill/files/3456/Passed%20by%20both%20Houses.pdf
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• (d) to promote the delivery and maintenance of affordable housing 

• (g) to promote good design and amenity of the built environment  

• (h) to promote the proper construction and maintenance of buildings, including the protection of health and 

safety of their occupants 

The Planning Bill 2013 (Link) proposed a requirement of health and wellbeing to be considered in planning decisions. 
The Bill was a cognate with the Planning Administration Bill 2013 (Link) (which passed in both houses) however, both 
Bills lapsed (see [8]). The Heart Foundation had played a key advocacy role throughout this process and commented 
the Planning Bill 2013 was thrown out for ‘political reasons’. In 2017 planning amendments came back up again with 
Rob Stokes as the planning minister. He had held a previous role as a planner and re-wrote:  

“the objects of the bill and he thought it was untidy the way that health and wellbeing. I don't 

know that he was opposed to it but he rewrote the objectives and really he felt good design was 

good enough to capture health and well-being. ‘If you've got a well-designed built urban space 

then health and all those other considerations should be recognised within it’. So, we started up 

our advocacy. He then got bundled out of that, out of planning, and went to become Minister for 

Education. But the minister that came in behind him, minister Roberts, has not got an interest in 

planning whatsoever and we just weren't able to hit his interest in anyway. And so, 

fundamentally, Rob Stokes's eloquently designed and worded objects of the act remained in 

place, and we weren't able to get health and wellbeing put back, despite extensive lobbying” 

(Heart Foundation, P22)   

A considerable amount of work was undertaken by health advocates, e.g. through collaborative groups (see below), to 
include explicit considerations of health and wellbeing in the EP&A Act. Health advocates felt that the objectives of 
‘good design’ were not sufficient to achieve healthy built environments:  

“I think we were bitterly disappointed that our advocacy to get health and wellbeing recognised… 

didn't get up. Because that was really the instrument we were hoping would then drive down to 

influence all the other planning instruments that exist to actually recognise that healthy built 

environments needs to be considered at every level of planning design and implementation… the 

politics just weren't right and we've got a thousand letters back from Planning saying, ‘Oh, but 

good design does recognize that health and wellbeing is implicit in it.’ And the whole point was 

we wanted to make it explicit… We are trying to look at how we embed health and wellbeing in 

to all those other instruments [but the absence of] the mandatory requirement… [is] our biggest 

challenge” (Heart Foundation, P22) 

A guide to implement the EP&A Act was developed (Link) and references the use of policy tools such as State 
Environment Planning Policy 65 (Link) and Better Placed (Link) to ensure ‘good design’, see Design and collaboration 
below.  

 

Regional Plans  
NSW has ten Regional Plans (Link), one for the Greater Sydney area developed by the GSC and nine for the rest of 
NSW, developed by Planning. These regional plans require planning approval agencies, Planning and local councils, 
place a “greater emphasis… [on] the design and shape of our cities” (Heart Foundation, P22):  

“…in a much more explicit way than has been the case in recent generations of planning. The 

regional plans talk about the most appropriate locations for housing in each region, and 

development generally… which, if any, land is most appropriate for green field development. So, 

that's the development of undeveloped land, typically around the edge of existing settlements. 

And all of the regional plans, to varying degrees, talk about existing urban centres, particularly 

large ones, as appropriate locations for additional housing. To take advantage of existing 

infrastructure and services… There's a monitoring program for the regional plans, which generally 

details the progress that's being made on delivering the various actions, as distinct from progress 

that's been made on meeting the objectives, say, of the plan” (Planning, P8) 

https://www.parliament.nsw.gov.au/bills/Pages/Profiles/planning-bill-2013.aspx
https://www.parliament.nsw.gov.au/bills/Pages/Profiles/planning-administration-bill-2013.aspx
http://www.planning.nsw.gov.au/Policy-and-Legislation/Environmental-Planning-and-Assessment-Act-updated/Guide-to-the-updated-Environmental-Planning-and-Assessment-Act-1979
https://www.legislation.nsw.gov.au/#/view/EPI/2002/530
http://www.governmentarchitect.nsw.gov.au/policies/better-placed
https://www.planning.nsw.gov.au/About-Us/Departmental-events/Planning-Connects/District-and-Regional-Plans
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This shift in organisational culture at the level of strategic policy planning instruments (rather than at the legislative 
level) was identified as being a response to community preferences for access to services in a paradigm of high 
housing costs and urban sprawl (Planning, P8).  

Actions within the nine Regional Plans developed by Planning with local council input (Link) included:  

Region URL 
Healthy built 
environments 

Integrated 
transport 

Food 
environment 

Agriculture/ 
manufacturing 

Central Coast Link     

Central West and Orana Link     
Far West Link     
Hunter Link     
Illawarra-Shoalhaven Link     

New England North West Link     
North Coast  Link     
Riverina-Murray Link     
South East and Tablelands   Link     

 
The tenth regional plan was for Greater Sydney, developed by the GSC. In A Metropolis of Three Cities (Link), the 
Greater Sydney area was organised into three distinct cities: the Eastern Harbour City, the Central River City, and the 
Western Parklands City. Objectives and indicators include access to open space, walkable and accessible local centres, 
open public space, 30 minute access to city centre, and housing choices. In addition to this regional plan, the Greater 
Sydney area also had several District Plans (see Local Planning below).  

The Ministry works with Planning and the GSC to influence the Regional and District Plans:  

“We work with the state agencies that write the policies and do the regional plans, the district 

plans, all that sort of thing. That's where we work” (Health, P4)  

Integrated planning in these plans related to both integrated modes of transport and their relationship to housing 
planning, which:  

“…aligned with transport planning to the extent that areas that have been identified for 

additional housing focused on the areas where there will be significant improvement to public 

transport” (Planning, P8) 

Affordable housing or housing choice was mentioned in almost all Regional Plans and while framed as being a 
requirement for increasing housing, it was acknowledged that the objectives and actions for housing in the regional 
plans have: 

“…to compete for attention with other priorities about keeping costs down, and doing things 

efficiently… It's a complex process of balancing various priorities, which change over time, 

depending upon community priorities or the priorities of the government of the day” (Planning, 

P8) 

Health Impact Assessments were noted by some participants as having a limited impact on elevating health promotion 
in planning policy considerations. This was supported in the literature which found that given their structured, linear, 
process they have a limited utility in exerting influence for policy making [9-11].   
 

Design and collaboration 

The Office of Government Architect developed the Better Placed (Link) suite of strategic design documents to support 
liveability, environmental management and productivity. Recent changes in the functions of government agencies saw 
the role of the Government Architect shift from designing and constructing buildings to a ‘strategic advisory role’ 
(Planning, P16). The Office shrunk from over 200 to less than 20, but at the time of interviews was being built up 
again. Their focus shifted from a focus on ‘the building’ to consideration of the ‘buildings impact’ (Planning, P16).  

 

Better Placed  

The Better Placed suite of documents are a design framework to support the ‘principles of good design’ in the 
updated planning legislation. Better Placed: An integrated design policy for the built environment of NSW (Link) 

http://www.planning.nsw.gov.au/Plans-for-your-area/Regional-Plans
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/central-coast-regional-implementation-plan-2020-2018-12-17.pdf
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/draft-central-west-and-orana-regional-plan-2016-04.pdf
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/Plans-for-your-area/Regional-plans/Far-West-Regional-Plan-2036.pdf?la=en
http://www.planning.nsw.gov.au/Plans-for-your-area/Regional-Plans/Hunter/Hunter-regional-plan
https://www.planning.nsw.gov.au/Plans-for-your-area/Regional-Plans/Illawarra-Shoalhaven
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/Plans-for-your-area/Regional-plans/New-England-North-West---Final-regional-plan-2017-09.pdf
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/north-coast-2036-regional-plan-2017.pdf?la=en
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/riverina-murray-regional-plan-2017.pdf
https://www.planning.nsw.gov.au/-/media/Files/DPE/Plans-and-policies/south-east-and-tableland-regional-plan-2017-07.pdf
https://www.greatercities.au/metropolis-of-three-cities/about-plan
http://www.governmentarchitect.nsw.gov.au/policies/better-placed
https://www.governmentarchitect.nsw.gov.au/resources/ga/media/files/ga/strategy-documents/better-placed-a-strategic-design-policy-for-the-built-environment-of-new-south-wales-2017.pdf
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recognised that a well-designed place is ‘healthy for people’ (Planning, P8). Health was broadly identified as one of 
five priorities of Better Placed and,  

“…because it is quite a high level policy, that's as far as we went. We gave a really quick definition 

of what we thought healthy was, to be followed up in subsequent guides… Where our health 

initiatives have come from is a lot to do with our own beliefs and what we think a well-designed 

built environment should be” (Planning, P16) 

Better Placed is a design framework as much for Government agencies as it is for the (private) planning sector. The 
Office of Government Architect “put this in front of” agencies ranging from Education and Health to Transport and 
Planning (Planning, P16).  

Greener Places was in draft form at the time of mapping (Link), its aims were to connect green infrastructure with 
opportunities to engage in open spaces for recreation and ensure ecological health, also see 2b). A participant noted 
that there was consideration being given to the “really strong ties” between design and “food production” but there 
was:  

“…more evidence to support ties between good design and health and green and open space, I 

think it’s more kind of tangible almost. I don’t think we’ve made that connection yet, food is the 

more difficult one for us to tackle. It’s something that we need to work within our own agency 

better, but we haven’t” (Planning, P16)  

Better Methods was about processes and the implementation of good design (draft 2018, Link), applicable to anyone 
involved in built environment design. A participant noted that designers are not used in the process of policy 
formation. Better Methods centred on the premise that good design can incorporate complexity, to help resolve big 
policy issues:  

“[Design] can pull lots of different things together. A designer has an ability to take a complex 

problem, and figure out compromises and ways to get an outcome that thinks about other 

benefits and multiple issues at once… and also help solve intangible things in complex ways. I 

think that's one of the difficult things that our job is, because how do you prove designs worth 

and value? I think health is one of the strongest ways. There's so many unhealthy built 

environments” (Planning, P16) 

Health participants were generally very supportive of the Better Placed framework, and optimistic about the inclusion 
of health as a priority, and its impact on the urban design guides:  

“We're really happy with that because it's very health focused and it kind of ... promotes the 

things that we're interested in, which is around active travel, cycling, walkability, all of that… it 

makes mention of the Green Grid… The Urban Design Guides are currently being written… there’ll 

be two, for regional New South Wales and metropolitan Sydney… [health is on the agenda] We’re 

so lucky, we’re in a really good space… it’s very positive and it helps to have a Premier’s Priority” 

(Health, P4)  

Urban Design Guides  

The development of Urban Design Guides to work in tandem with Better Placed and Regional Plans was identified as 
an action under the Premier’s Priority: 

“The Premier’s Priority to reduce overweight and obesity rates of children refers to an action to 

develop guidelines for the planning design and development of healthy built environments in New 

South Wales” (Planning, P8) 

Two guides were under development at the time of mapping. The Office of Government Architect was involved 
developing both with the GSC involved in one for the Greater Sydney area and Planning involved in the draft of a 
regional urban design guide. Different agencies had different perspectives on the utility and reach of the guides. Some 
noted the guides would not be ‘overly prescriptive’ and would not be a ‘statutory requirement’ although they could 
potentially be used for ‘future revisions to Regional Plans’ (Planning, P8). While others referred to their potential 
influence in food production and food systems:  

https://www.governmentarchitect.nsw.gov.au/guidance/greener-places-guide
https://www.governmentarchitect.nsw.gov.au/resources/ga/media/files/ga/discussion-papers/discussion-paper-implementing-good-design-2018-03.pdf
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“I’ll have to check on that but I am sure that we're starting to touch on food production and more 

regional issues that are involved in smaller towns” (Planning, P16)   

(Note, only an Urban Design Guide for Regional NSW was released (Link) in 2020, developed by the Government 
Architect)  

Better Placed and the Urban Design Guidelines had no levers to either assess or challenge planning projects in their 
interpretation of ‘principles of good design’.  

State Environment Planning Policies (SEPP) set out explicit rules about what development can be undertaken in 
specific circumstances. SEPP 65 – Design Quality of Residential Apartment Development (Link) was finalised in 2015,  

“That's a situation, I suppose, where at a certain point in time, it was decided by the government 

of the day that the design of apartments was so important, that the state government should set 

the planning rules” (Planning, P8) 

(Note, between 2020-2021 the existing 45 SEPP were consolidated into 11 policies with focus areas including three 
precincts and regions, housing, planning systems and housing (Link). SEPP 65 was not consolidated into housing).  

 

Collaboration  

The number of policy frameworks dedicated to aligning land use, transport and infrastructure planning, highlight the 
importance of this work as a central NSW Government priority, and endorsed a good working relationship between 
Transport and Planning:  

“There’s a high degree of collaboration between the Department of Planning and Environment 

and Transport for New South Wales about integration of land use and transport planning” 

(Planning, P8) 

The Ministry has representation on the Infrastructure Delivery Committee of the GSC, but it is unclear the extent of 
influence this strategic position holds in decision-making. There were several other mechanisms for collaboration on 
healthy built environments involving the Ministry. Two policy venues funded by the Ministry and managed by the 
Heart Foundation were Active Living New South Wales (formerly the Premier’s Council for Active Living, PCAL) and the 
Healthy Planning Expert Working Group.  
PCAL was established in 2004 (Link), initially sitting with Premier & Cabinet before being taken over by the Ministry 
and managed by the Heart Foundation. Its role ebbed and flowed across changes in government but maintained its 
objectives and connections across public health, government and non-government agencies, policy makers and urban 
planners. In 2013 the terms of reference were changed to include healthy food access and obesity prevention. In 2016 
PCAL was disbanded, however, Active Living NSW took up the reigns for physical activity environments.  

The Healthy Planning Expert Working Group was an informal group engaged to comment on draft policies, to define 
what healthy built environment is, and to ‘feed that expertise into policy’ (Planning, P16). Participants included 
academics/researchers, independent consultants, architects, designers, and industry, council, and planning agency 
representatives (Link). It was initially funded by PCAL and received funding from Active Living NSW at the time of 
mapping to operate as an independent expert group (Link). With support from Active Living NSW, the working group 
made a submission to the EP&A Act (Link).  

(Note, in 2022 the dedicated Active Living NSW website was no longer active, but latest resources can be found here, 
Link) 

In the Childhood Obesity Inquiry final report, the Government Response to Recommendation 10 noted that Planning, 
the Greater Sydney Commission, the Ministry and Sport would jointly collaborate through the NSW Healthy Planning 
Expert Working Group to develop new guidelines drawing upon the 2009 Healthy Urban Development Checklist (NSW 
Health), the 2009 Healthy Spaces & Places guidelines (Australian Local Government Association, National Heart 
Foundation of Australia, Planning Institute of Australia) (Link). 

A participant suggested that future research should partner with the planning system to undertake research and flip 
the focus, and study “improvements to the built environment in its relationship to health” and the prevention of 
chronic disease (Planning, P16). At the time of this study the Office of Government Architect was engaging with 
consultants to build the evidence for the built environment, using technological measurements, to measure over time 
and observe if interventions influenced how the space was used and impacted on behavioural outcomes:  

https://www.planning.nsw.gov.au/-/media/Files/DPE/Guidelines/urban-design-guide-for-regional-nsw-2020-06-03.pdf
https://www.planning.nsw.gov.au/Policy-and-Legislation/Housing/Better-Apartments
https://www.planning.nsw.gov.au/Policy-and-Legislation/State-Environmental-Planning-Policies
https://irp.cdn-website.com/541aa469/files/uploaded/ALNSW_PCAL_PCAL-Achievements-Report.pdf
https://www.parliament.nsw.gov.au/committees/DBAssets/InquiryOther/Transcript/10374/Answers%20to%20questions%20on%20notice%20%20-%20NSW%20Health%20-%20Att%201.PDF
https://www.activelivingnsw.com.au/healthyplanning/nsw-hpewg/
https://irp.cdn-website.com/541aa469/files/uploaded/ALNSW_HPEWG-submission-on-EPAAct-amendments-FINAL-with-cover-letter.pdf
https://www.healthyactivebydesign.com.au/resources/active-living-nsw
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
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“We've got research projects going on with a few different consultants, like one really 

technologically measuring the built environment. So some of our framework processes that we're 

doing we're getting data and analysis on an existing place, and then ideally through the time that 

implements changes we can then get more analysis of what changes happen. So, ‘Did tree canopy 

targets improve? Did open space improved? What was the footfall?’ You can measure footfall, 

whether there's more walkability… So there are measurables that we can start to do, and we're 

doing some pilot projects to measure around that, and seeing our influence through some 

projects” (Planning, P16)  

Through this process, the Office of Government Architect was enabling an ability to see where they have influence on 
healthy built environments, in essence creating a mechanism that allows them to see themselves and role of their 
agency in ensuring healthy built environments, notably around physical activity. Some participants pointed to specific, 
measurable, actions in built environments that impacted on health and physical activity, and that these were “miles 
ahead” of measures for food environments (food retail and foodservice outlets):  

“We understand that it's about density, it's about connectivity, walking, cycling infrastructure. It's 

about destinations, having somewhere to go” (Health, P4) 

 

Planning instruments and local governments 

At the time of mapping there were 128 local governments in NSW. The Office of Local Government shared a minister 
with the Office of Environment & Heritage at the time of mapping Minister Gabrielle Upton. Local Government 
employs approximately 45,000 people, which is higher than the mining industry which employs around 40,500 people 
in NSW. Local governments are responsible for around $130 billion in community assets (Link).  

There are requirements for local governments to develop plans that flow out from state planning tools:  

• Local Government Act 2009 (Link) and associated Regulations  

• Integrated Planning and Reporting framework (Link), required under the Local Government Act  

• The influence of Region and District Plans  

• Local Environment Plans (which must demonstrate consistency with Region Plans)  

• Community Strategic Plans, Local Strategic Planning Statements, Delivery Program, Development Control 

Plans, Operational Plans and Community Participation Plans 

Integrated Planning and Reporting was a requirement under the EP&A Act for councils to pull together their various 
plans and strategies such as Community Strategic Plans, Delivery Programs, and Operational Plans. This policy 
harmonisation was focused on sustainability and leveraging off synergistic interests. Recommendation 10 of the 
Inquiry into childhood overweight and obesity (Link) recommends the use of the Integrated Planning and Reporting 
framework to address active living and healthy eating. Planning participants were unclear about the extent that 
councils were expected to consider health in this process:  

“I'm not sure of to what extent there are requirements, as part of that process, to take into 

account of the health of the local area” (Planning, P8) 

At the time of mapping the highest plan, Community Strategic Plans, had been written and councils were in the 
process of writing their Delivery Programs and would also do annual Operation Plans. Opportunities to influence high 
level planning instruments had ‘now concluded’ (Health, P4) at the time of mapping. The Ministry and its partners had 
‘regrouped’ and pivoted to focus their efforts further down the hierarchy of planning system instruments to continue 
its healthy built environments work (Heart Foundation, P22). Through LHDs and Active Living NSW efforts being 
focused there. While the Ministry works with Planning and GSC to influence Regional and District Plans, the LHDs work 
with the local councils “We wouldn't work with the councils because we're not the local experts, the LHD is” (Health, 
P4).  The Ministry ‘encouraged’ but did not fund LHDs to strategically engage their councils on healthy built 
environments:  

“We don't fund them to deliver healthy built environments… [but it] makes sense to work with a 

council to provide the supporting infrastructure to facilitate the physical activity promotion that 

they do” (Health, P4) 

https://www.olg.nsw.gov.au/public/my-local-council
https://www.legislation.nsw.gov.au/#/view/act/1993/30/whole
https://www.nswpcalipr.com.au/the-integrated-planning-and-reporting-ipr-framework/
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
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This route is heavily dependent on whether councils see health promotion as ‘integral’ to their town planning goals 
(Local Health District, P20) and unless “something is in a Council Delivery Program, it doesn’t get done by council” 
(Health, P4). Active Living NSW had developed a range of resources to support local councils with their integrated 
planning with healthy eating and active living in mind. They were funded by the Ministry to do this “sort of work with 
the councils in partnership with the LHD's” (Health, P4). They ran workshops on an opt-in basis with LHDs:  

“…following a kind of an EOI process around integrated planning and advocating for how some of 

the built environment and active living principles can be built into council planning” (Health, P7) 

Active Living NSW would “go around the state sort of supporting interested councils and local health districts or 
regional councils to do this” (Health, P4).  There was also the Healthy Built Environment Network, made up of health 
practitioners across the LHDs, who met quarterly:  

“We usually have a guest speaker or somebody who's an expert in the field… Then we get sort of 

the LHD's to share with each other what they've been up to” (Health, P4)  

Previously, the Ministry and South West Sydney LHD developed the Healthy Urban Development Checklist guidelines 
(Link) and checklist (Link) to support LHDs and other health promotion workforce in their engagement with local 
councils. Recommendation 10 of the Inquiry into childhood overweight and obesity suggested these be updated (Link). 
Active Living NSW, managed by the Heart Foundation provides a series of guidelines and support for local councils to 
use with their Integrated Planning and Reporting (Link).  

Local Environment Plans need to “demonstrate consistency” with Regional Plans which “vary from region to region” 
(Planning, P8). Some Regional Plans include neighbourhood planning principles and encourage active transport to 
facilitate the use of public transport, if not there were requirements for integrated planning that considered these 
modes of transport. Local Environment Plans need to also “demonstrate consistency” with District Plans were 
applicable. District Plans were specifically developed for local councils in the Greater Sydney area by the GSC (Link), 
sitting under A Plan for Growing Sydney (Link). There were six District Plans which reference healthy built 
environments for both food and physical activity environments in high consultation with the Ministry.  

Local Strategic Planning Statements became a requirement under the amendments the EP&A Act, recognising that 
Local Environment Plans can be “hard to interpret”. These are community-facing statements written by local councils 
to explain in lay terms how councils will meet state government priorities. They are a potential future lever for 
encouraging community engagement in their local environments:  

“There will be opportunities there in terms of land use planning, for communities to be involved in 

a process of identifying what they want their areas to be like in the years ahead” (Planning, P8) 

Additionally, Community Participation Plans became a requirement under Schedule 1 of the EP&A Act and a draft was 
distributed for public consultation in 2018 (Link). All local councils and NSW agencies with planning approval functions 
are required to prepare Community Participation Plans and notify the public about how they undertook consideration 
of community views in their decisions. These are key levers for the promotion of community engagement in local 
government planning decisions.   

Local councils undertake an ongoing process of reviewing and amending their local planning controls, which 

“…more or less have to be approved by the Department of Planning [who] provide feedback on 

the appropriateness of what’s being proposed, or consistency with state planning requirements” 

(Planning, P8).  

This happens through the regional officers of the department who work closely with councils. It was identified that 
typically, local councils have a steering committee or similar with representatives from different agencies to ensure a 
“coordinated effort across government in terms of its broad range of policy work” (Planning, P8).  

Several participants noted the difficulties local governments had in identifying grant opportunities to implement 
health promotion actions. An example of NSW Government funding for local councils was a community improvement 
fund in Future Directions for Social Housing (2016). This policy was a collaboration between Health, Education, Justice, 
Planning, FACS, and Industry. The Community Improvement Fund was $20 million, and councils (along with not-for-
profit groups or private sector interests) could apply for up to $50,000 to improve community infrastructure or 
facilities including enhancing open spaces or facilitating integration between the broader community and social 
housing [2].  

 

http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2010_001.pdf
http://www.health.nsw.gov.au/urbanhealth/Publications/healthy-urban-dev-check.pdf
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
https://www.healthyactivebydesign.com.au/resources/active-living-nsw
https://greatercities.au/district-plans
http://www.planning.nsw.gov.au/Plans-for-Your-Area/Sydney/A-Plan-for-Growing-Sydney/Greater-Sydney-Commission/
https://www.planning.nsw.gov.au/Policy-and-Legislation/Environmental-Planning-and-Assessment-Act-updated/Guide-to-the-updated-Environmental-Planning-and-Assessment-Act-1979/Part-2-Community-Participation-Plans
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2b) Physical activity infrastructure and space 

Overall 
ranking  

 

 
There were 18 HEAL Strategy and 7 Premier’s Priority actions were identified for this policy area.  
 

Physical activity plan 

HEAL SD 1.9.1 (environments, existing): Managing facility grant programs to increase the availability and quality of  
sport and recreation facilities 
HEAL SD 2.1.3c (programs, new): The Children's Healthy Eating and Physical Activity Program in: c) Sporting and 
Recreational Clubs 
HEAL SD 2.3 (programs, existing): NSW Department of Education and Communities to strengthen participation in 
sport and physical activity in metropolitan, regional and rural areas through (Partners: Non-Government 
Organisations, Local Government, Aboriginal Health and Medical Research Council of NSW, Aboriginal controlled 
Health Services): 
HEAL SD 2.3.1 (programs, existing): Grants which invest in participation in physical activity of those groups most in 
need of support 
HEAL SD 2.3.2 (programs, new): Working in partnership with national and state sporting organisations, local 
government and others to support the development of participation strategies, particularly for under-represented 
groups 
PP SD 1.2 (program, underway): Increase participation in active recreation and sport (Office of Sport) 
 

NSW did not have a physical activity plan despite active living being a key principle of the HEAL Strategy. There were 
some physical activity related plans (for cycling and walking, see Active Travel and Public Transport below) and the 
Office of Sport (Sport) had strategic plans and participation strategy.  

The Office of Sport, Strategic Plan 2018-2022 (Link) covers sport, active recreation, and several sport and recreation 
venue/facility agencies (Venues NSW, Sydney Olympic Park Authority, Office of Penrith Lakes, NSW Institute of Sport, 
Sydney Cricket & Sports Ground Trust, NSW Institute of Sport). The plan describes a priority to increase the 
participation in sport and active recreation of NSW children outside of school to 30%, i.e. the target is aimed at school 
aged children. The plan also mentions the development of an NSW Physical Activity Strategy (p.11), however, was not 
developed at the time of mapping.  

Many participants noted the “momentum” in the physical activity space through HEAL (Heart Foundation, P22). 
Several participants noted a gap around physical activity, and “who leads physical activity… an agency to drive that is 
the gap” in NSW (Industry, P21). While food/nutrition policy has clear ownership in NSW, physical activity policy did 
not sit anywhere:  

“It's interesting because some would say the health department should be responsible for that 

[physical activity plan] but, to be honest, they don't have much of anything. They've got more 

leaning to food and nutrition than they do physical activity. I imagine it's interesting territory 

between the two” (Heart Foundation, P22)   

Minutes from the February 2018 HEALSOG meeting (shared from a study participant) noted: “the Office of Sport was 
keen to broaden its focus from sports participation and develop a whole of government physical activity strategy. It 
was noted that this would need to align with the Healthy Eating Active Living Strategy”. By the time of the study 
interviews the position of Sport as leading a physical activity plan was less clear:  

“It's interesting that it's in our strategic plan as a physical activity strategy… We kind of flip 

between participation and physical activity… It’s a great debate within here, ‘Should we be doing 

it?’. The view is that there's enough in that space we should be doing, that we shouldn't be 

stretching so far as also to be driving people to get active” (Industry, P21) 

In the end it rolled back through to where it started, through the HEALSOG meetings and planned for the next 
iteration of HEAL:  

https://sportandrecreation.nsw.gov.au/sites/default/files/OoS-Strategic-Plan-2018-2022.pdf
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“Let's make our physical activity plan one and the same as the new HEAL… We can run off and do 

stuff over here for Office of Sport, but we really ideally should bring it to HEAL and through that 

kind of [cross-government].” (Industry, P21) 

The Physical Activity Working Group developed through the HEALSOG meetings and was chaired by Sport. 
Membership included Sport, Education, Ministry, Premier & Cabinet, Transport, Family and Community Services, and 
National Parks. The Group had partnerships with Sport, Ministry, Office of Preventive Health and the Prevention 
Research Collaboration (University of Sydney). Early on, it was identified in having potential as a cross-agency 
mechanism for collaboration around physical activity:  

“They're quite keen to talk to us about [the Active Victoria strategy that] …incorporated sport and 

active recreation and hiking… I don't think we're quite there yet with it. But I think it wouldn't be 

hard to get there” (Environment, P12)  

While the Group had potential to drive physical activity policy, some barriers were identified. These included the 
nature of collaboration tended to remain as ‘discussion’ rather than “broader information sharing” and when the 
Active Kids voucher came into being it took “all of our focus” as Sport had to “implement it in a really short time 
frame” (Industry, P21). For Sport:  

“Our view on why physical activity strategy hasn't happened yet, partly was because the group 

didn't really function very well… but also partly us saying ‘We need to wait to see what the 

Commonwealth's going to do’. See what they do with their sport plan. I think now, we need to 

push now and do a physical activity plan” (Industry, P21)  

 
Active Kids was a sport participation voucher up to the value of $100 (Link). It applied to children if enrolled into 
kindergarten (foundation year before grade 1) or school, therefore some children from 4 ½ years were eligible to use 
this voucher to pay for access to private sport/physical activity centres (including non-traditional sports like dancing or 
fitness centres). Such a voucher could potentially be extended down to younger age groups (e.g. for use towards 
learning how to swim). The Active Kids voucher was a lever to get Sport to think about partnerships with different 
organisations and their organisational role in physical activity:  

“That's where I guess for the first time we are looking at physical activity in terms of the 

guidelines about moderate to vigorous activity, all of that kind of thing. So that's probably our 

first program the Active Kids where we're actually going more broadly into physical activity” 

(Industry, P21)  

At the same time, national changes in sport funding also facilitated Active Kids. NSW Sport tend to follow the guidance 
set by the Commonwealth, so when the Commonwealth began to fund organisations “outside national sporting 
organisations” (Industry, P21) it enabled Sport in NSW to do the same with state-level organisations as Active Kids was 
being rolled out. Nationally, the: 

“ABS used to do good collection, so that’s stopped now… AusPlay is kind of our best source of 

data and which is not very good at all… [as it’s] a very small sample” (Industry, P21)  

While Sport has had access to data and analysts to ‘marry up’ state sporting organisation data with “need for 
infrastructure” (Industry, P21), Active Kids has been able to provide a level of individual (participant) data that Sport 
otherwise would not have access to.  

“Active Kids actually the best source of data that we’ve got in the Office of Sport” (Industry, P21)  

 

Consideration of any policy relating to early childhood was identified as ‘a big gap’ for Sport, “it's not something that 
we're actively looking at” (Industry, P21).  

 

 

 

 

https://sport.nsw.gov.au/sectordevelopment/activekids
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Active travel and public transport 

HEAL SD 1.7 (environments, existing): Transport for NSW to create public infrastructure for active travel through 
implementing government plans and strategies including (Partners: Department of Premier and Cabinet, Ministry of 
Health, Premier's council for Active Living, Commission for Children and Young People, Department of Planning and 
Infrastructure, Local Government): 
HEAL SD 1.7.1 (environments, existing): The NSW Long Term Transport Master Plan which will integrate transport to 
increase walking and cycling, with infrastructure, safety and behaviour change programs 
HEAL SD 1.7.2 (environments, new): The NSW Walking Strategy to promote walking trips which will provide supports 
such as improved wayfinding and pedestrian amenity 
HEAL SD 1.7.3 (environments, new): The NSW Cycling Strategy which will encourage increased cycling trips by 
initiatives such as bike pathways 
HEAL SD 1.8.1 (environments, existing): Incorporating active living principles into infrastructure development and 
designing urban centres and housing to support physical activity and active transport 
PP SD 1.4 (program, new): Develop and test new approaches to encourage active travel (NSW Health, Transport for 
NSW) 
PP SD 4.5 (environments, underway): Plan for and provide funding towards active recreation and sport infrastructure 
(Office of Sport) 
 
State Priority (SP) 15: Maintain or improve reliability of public transport service the next four years (Transport cluster)  
 
Key policies:  

• Active Transport, Transport for NSW (Link)  

• Policies and program for Walking and Cycling, Transport Roads and Maritime Services (Link, Link, and 

program guidelines Link) include planning and design, urban and regional, infrastructure and programs.  

• NSW Active Charter for Children (school aged) (Link) was aimed at settings school aged children usually 

attend, for those settings to develop active transport plans 

• Future Transport 2056 (Link) 

• NSW State Infrastructure Strategy 2018-2038 (Link, Link) 

• Integrated Public Transport Service Planning Guidelines: Outer Metropolitan Area & Sydney Metropolitan 

Area (2013, Link) & Rural and Regional (2015, Link) 

• NSW Road Safety Strategy 2012-21, Transport for NSW (Link) 

 

Active and public transport infrastructure  

Participants interviewed were asked if state-wide (or even Greater Sydney area) mapping had been undertaken 
around an active transport system, specifically the core infrastructure of cycleways and footpaths. While most 
believed that information was captured, none could provide information about how to access (or collate) such data:  

“I’m sure there would be some kind of mapping within some of those agencies that you know 

monitors cycle ways and paths and how they connect” (Health, P14)  

Individual local governments do collect data on footpaths because they are required to maintain them, cycleways may 
be a grey area about who has maintenance responsibility (e.g. if a cycleway is on a state road then the NSW 
Government would be responsible for their monitoring and maintenance). However, Planning could require reporting 
on active transport infrastructure through Local Environmental Plans, or some other local council annual reporting 
mechanism. That data would be made available to other agencies (e.g. Health, Transport) who could promote active 
transport and align transport infrastructure with key active transport corridors.  

Roads in NSW: responsibility and management of active transport infrastructure  

Transport, road management between Roads and Maritime Services (Link)  and local councils, categorises all roads in 
NSW as state, regional or local roads and they come under the NSW Road Management Agreement (2008) (Link).  

• State road – major arterial links within and between major urban areas, supporting the majority of 

movement of people and goods 

• Regional road – perform a sub arterial urban function, capitalised as a local council asset they are the 

responsibility of local councils to maintain. Regional roads receive annual grants from state government.  

• Local road – provide local access and circulation and are the responsibility of local councils to maintain. The 

Road Management Agreement identifies that the Federal government provides annual funding to local 

https://www.transport.nsw.gov.au/tags/active-transport
https://www.rms.nsw.gov.au/business-industry/partners-suppliers/lgr/active-transport/index.html
https://www.rms.nsw.gov.au/business-industry/partners-suppliers/lgr/active-transport/cycling.html
https://www.transport.nsw.gov.au/news-and-events/reports-and-publications/walking-and-cycling-guidelines
http://www.preventivehealth.net.au/childrens-active-travel.html
https://future.transport.nsw.gov.au/
https://www.nsw.gov.au/improving-nsw/projects-and-initiatives/nsw-state-infrastructure-strategy/
https://insw-sis.visualise.today/documents/INSW_2018SIS_BuildingMomentum.pdf
https://www.transport.nsw.gov.au/sites/default/files/media/documents/2017/integrated-pt-service-planning-guidelines-sydney-metro-dec-2013.pdf
https://www.transport.nsw.gov.au/sites/default/files/media/documents/2017/integrated-pt-service-planning-guidelines-rural-regional-oct-2015.pdf
http://roadsafety.transport.nsw.gov.au/downloads/road_safety_strategy.pdf
https://roads-waterways.transport.nsw.gov.au/business-industry/partners-suppliers/lgr/arrangements-councils/road-classification.html
https://roads-waterways.transport.nsw.gov.au/business-industry/partners-suppliers/lgr/documents/road-management-arrangements.pdf
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councils for the maintenance of local roads (Roads to Recovery program) which councils can allocated how 

they see fit, there is additional funding specifically for regional councils.  

The state government provides limited funding to councils for specific works under the categories of road safety, 
traffic route lighting subsidy scheme, traffic management, heavy vehicle compliance, natural disasters, urban bus 
routes). In almost all instances local councils are responsible for maintenance of public land ‘from the kerb’, this puts 
footpaths within local council jurisdiction. Cycleways are more complicated. If built behind the kerb they are local 
council responsibility, however, if they are built on a state road they are NSW Government responsibility. Due to the 
significance of regional roads, these might be appropriate targets for seeking connected cycleways throughout the 
states urban areas, see also the Schedule of Classified Roads and State and Regional Roads for a full description (Link).  

 

Integrated transport system  

An integrated transport system incorporates all modes of transport, aligns with land use planning, and existing and 
planned/future built environments. While it is not conceptually new, it has recently opened up to the utilisation of all 
modes of transport, a shift away from the cultural norm of the ‘car as king’ (Transport, P13) towards a new preferred 
hierarchy, starting with “pedestrian, bicycle” cascading down to public transport and private vehicles (Transport, P13). 
For example, the North West Metro was putting a public transport system into an ‘established car based suburb’ – by 
making it multi-modal (i.e. not just buses), the project sought to change that culture (Transport, P13). Evidence had 
been growing on the benefits of not just public transport use, but of the additional benefits of multi-modal transport 
on quality of life (e.g. Link).  

During consultation for the North West Integrative Transport Plan, urban designers used customer-centred design to 
engage with stakeholders (people in the North West) and review a whole range of services and potential future use. 
Through that process they were able to demonstrate the likelihood of changing the culture of transport use:  

“We’ve now got this whole piece around how you can set travel behaviour at a very young age by 

providing safe walking and cycling environments for kids… that’s not just a project that’s thinking 

about the present day, but about setting up behaviour changes for the future” (Transport, P13)  

Transport was able to position integrated transport system goals as being a strategic co-benefit for the Premiers’ 
Priority and congestion, a daily, visible, problem for the NSW Government:  

“It's not necessarily out of concern for children but out of other political concerns, congestion 

concerns, that we will see active travel perhaps come a bit more to the fore” (Heart Foundation, 

P22)  

Transport for NSW had a dedicated position for integrating active transport into their infrastructure projects. Initially, 
their work focused on projects identified for them, but more recently (at the time of mapping) there were changes in 
how their role was playing out within the agency. More projects were inviting their advice and feedback and they 
were getting a seat at inter-agency projects too, although the participant felt that those they would most have liked to 
talk to were “the people who are not coming to me” (Transport, P13). At the time of mapping the role required 
persistence to encourage practices in an ongoing manner:  

“I sort of describe myself as that annoying person who pops up occasionally and goes, ‘Hi. How 

are you going? You said you were going to do this, have you done it yet?’ [and if they say] ‘No, it’s 

dropped out of scope’ [I ask] ‘Why’s it dropped out of scope? Are you sure it's dropped out of 

scope? I think it should be in your scope. Who can I talk to put it back in scope?’… practically it 

can be very challenging” (Transport, P13)  

Some barriers were identified in Transports shift towards an integrated transport system, these tended to focus on 
organisational culture:  

“We’re all very transient in Transport… you do miss those collaborations with others, you’ve really 

got to make them happen” (Transport, P13) 

“Transport is a very large portfolio, so it's quite hard even for those within the portfolio to get 

that integration of ideas… We are working well with that part of Transport that’s interested in 

active transport and active travel” (Health, P7)  

https://roads-waterways.transport.nsw.gov.au/business-industry/partners-suppliers/lgr/documents/classified-roads-schedule.pdf
https://www.sciencedirect.com/science/article/pii/S2214140522000020?dgcid=author
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“We did have this discussion, it's kind of it's great to have active travel, but sometimes it's cutting 

across their objective of getting as many people as fast as possible from one place to another… 

[In a conversation with a Transport colleague not involved in active transport, they said] ‘I don't 

care about active travel, I care about the number of car parks that are going in’” (Industry, P21)  

The Transport participant acknowledged these limitations and the work that was required to try to address 
established cultural practices within Transport:  

“The typical line that comes out is ‘Well why would we provide a bike track parallel to our rail line 

when it will be taking revenue away from our services?’ It's not actually taking revenue because... 

The line I always come out with, which kind of kills that argument is that your lost revenue is 

gained revenue in the health system, which is actually higher… It's kind of having lots of different 

little points in your argument that you can sort of pull out at the appropriate time” (Transport, 

P13) 

 

Beyond efforts to change Transport practices, while HEALSOG meetings were identified as ‘useful’ they were not 
practical for the ‘day-to-day’ interactions needed for real cross-agency work:  

“So turning round to a colleague and saying, ‘I'm thinking on this from a Transport point of view, 

does that work with an Education outcome?’” (Transport, P13) 

A Transport participant reflected on the successful outcomes they had internally with their six-week intensive 
Innovation Hubs that allowed multiple actors from across Transport to work on the same project for a discrete time. 
They felt that integrated transport required a ‘strong governance structure’ to enable collaboration at an officer level, 
not just at a strategic level. This participant felt that several agencies would need to commit to long-term projects, 
where they develop a pilot in “up to five areas with different demographics in our regional areas”, identify some 
champions local to those areas, then set up the pilot projects with staff (e.g. Planning, Health, Education, Transport, 
etc) co-located in those sites with an “all-of-government cross functional group”, where:  

“…rather than having people working in their own silos have a team that looks at delivering the 

active transport outcomes... And have everyone working in the same space, on an agreed plan… 

There's a lot of benefit in everyone sitting in the same space while they're working on that thing… 

It doesn’t have to be a permanent thing depending on the model that would be practical” 

(Transport, P13) 

This may be an area where Outcomes Budgeting [see SIF3C] could be used to enable the flow of capital to facilitate 
these types of intensive policy projects.  

 

The use of case studies to make the case for integrated planning  

The Movement and Place Framework had become policy through the Future Transport 2056 strategy (Link). Transport 
has a role in integrating design and place-making with movement and transport:  

“I use that [Better Placed] a lot in my work around the integration with public transport in 

particular. Public transport is a massive lever for place-making and making a trip attractor… 

[and] if we can reduce car parking numbers in these areas, and increase walking and cycling 

amenities, it means that people can tap into a good public transport system, but also be able to 

do their local trips” (Transport, P13) 

While not a new concept, the Structure Plan Review of the North West area of Sydney (draft report 2016, Link) made 
the case for integrated transport and land use planning, i.e., for Transport and Planning to co-function in a more 
integrated way than previously. [Note: for an example of an integrated transport and land use strategy, see Link 
(released after study timeline)]. At the time of this study, Transport looked to develop a demonstration project to 
provide proof of concept to be in a position to engage Planning about providing the planning guidelines to state 
departments, developers and councils to implement:  

“We won't actually be going to Planning as such, we'll be working closely with local councils… We 

recognise there's some councils which will be easier to work with in the early proofing stages than 

https://future.transport.nsw.gov.au/
https://www.planning.nsw.gov.au/-/media/Files/DPE/Reports/north-west-priority-growth-area-integrated-transport-and-land-use-report-2016-11.pdf?la=en
https://www.thehills.nsw.gov.au/files/sharedassets/public/ecm-website-documents/page-documents/building/plans-guidelines/integrated_transport_and_land_use_strategy.pdf
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others. So we're going to Parramatta Council next week to talk through the idea, and try and 

identify some trial sites, because we want to actually trial it in a few very select locations so that 

we prove that it works in our context, before that we can actually go and - we want a 

demonstration project basically” (Transport, P13)  

Case studies were considered valuable by Transport and other agencies interested in integrating the services they 
provide. Case studies provided evidence that integration can be done, how to achieve it, and provided opportunities 
for:   

• Policy learning and organisational culture change  

• Influence the development of guidelines and mandatory requirements  

• Inter-agency exchange  

 

Parramatta Light Rail 

There was a point of difference between urban planners and engineers in the Parramatta Light Rail project. The 
former wanted to widen bridges, but the latter wanted to minimise width to prevent any cost inflation. By drawing on 
precedence projects and having a workshop with all parties they were able to work out a solution that allowed for 
wider bridges to enable cycleways. There were also considerations of how this role was able to act as a policy broker 
between the two positions, with potential to change institutional practices:   

“And hopefully as a result of that work when it goes through their processes... they're putting it 

through their change process… When that comes out the end, we're hoping to put that as an 

urban design guideline which means it will be a mandatory thing… It gives that project kudos of 

having done that work… We're starting to get a different generational shift in our planners that 

it's not just about the rail line… or whatever” (Transport, P13) 

Parramatta Valley Cycleway  

The Parramatta Valley Cycleway was led by Parramatta Council and connected a network of multipurpose cycleways 
to connect communities with public transport, the city centre, and the wharf. Along these routes includes public and 
open space for recreation and being active (e.g. Western Sydney Parklands and Parramatta Park), workplaces and 
Western Sydney University. Importantly, the concepts of universal design guided its development:  

“It's not just about the able-bodied. It's also about people who need these sorts of facilities. When 

I used to describe a new cycling structure, I would talk about bike-riders last. It was families with 

prams, people who have less accessibility, who are the elderly, the very young, the 8-80 principle 

of designing for younger and elder. The benefits to that part of the community… The fact that it is 

a shared path, means it will actually be suitable for all those people because of the accessibility 

grade, and that kind of stuff. So, the benefit of this is all the community benefits” (Transport, P13)  

 

Port Macquarie Commuter Pathway 

A partnership between the Office of Environment & Health and Port Macquarie local government, using a nature 
reserve (fire trail) they developed an active transport route to connect families to open spaces, schools and 
workplaces:  

“There was a nature reserve that goes along a kind of creek line and wetland, right up into the 

heart of Port Macquarie and leads to a council park and we had a fire trail that went through 

there. [That was identified as a potential] community space, and then our guys up there said, 

‘Okay, great, we could link into the hospital, to that suburb, to that school… and then link around 

here up to commuter network and then back to that park’. So it's now used very widely as a 

commuter pathway through a beautiful nature reserve right in the middle of town… and it links 

right in with one of the schools there as an active transport route… there's lots of opportunities 

there for us to, where that makes sense, for us to be seen as a partner and an enabler of those 

active transport routes” (Environment, P12)  
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A participant from Environment noted the exchange they had with Transport discussing this project at the HEALSOG 
meeting, opening future possibilities for collaboration with Environment-managed assets. It was also an opportunity 
for Environment to advocate – and Transport to recognise the community ‘need’ (Transport, P13) for public transport 
options to improve access to parks, enabling:  

“a two-way conversation about public transport to national parks… really talking about providing 

the public transport links to our national parks and to those places where we can have those 

great facilities for kids and young people” (Environments, P12) 

 

Bourke Street bike lane 

The development of a protected bike path along Bourke Street in inner Sydney enabled “something like 60% of kids 
riding their bike to school”, when almost none were before (Transport, P13). The work required community 
engagement to address attitudes towards the safety of active transport (for partial or full trips) to and from school. 
Assessments of school safety and congestion showed that it was safer for parents to park up to a kilometre away from 
school, because:  

“…there's no point encouraging people to do an activity if we don't have a safe environment, 

particularly for kids, to do it in” (Transport, P13)  

Smaller projects like this were viewed as important in establishing social norms through everyday environments:  

“It's recognising that for young people, walking and cycling is a mode of transport which can be 

used, and… creating those environments where kids get confidence and can move through the 

system as they get more confident. So you know, you start riding your bike in your local 

neighbourhood, then you might ride to the park… [Acknowledging] that we're not just wanting 

people to go from A to B, straight away, but setting up that behaviour for kids to be able to ride… 

To break down that ‘mum's taxi’ idea that you always need to be dropped off at everything 

regardless of how close you are. And that's a cultural change piece in itself as well” (Transport, 

P13)   

 

Normalising active transport  

An important component of an effective active transport/public transport system is a population that uses it. Health 
promotion needed to balance the focus “to be both behaviour and infrastructure” to normalise active transport 
(Transport, P13). Many participants noted the lack of public health campaigns focused on increased active transport 
(especially for children). While Health expressed their desire for safe, integrated active transport infrastructure their 
remit was “interested in the promotion of it” (Health, P14). However, the only state-wide campaign during HEAL was 
the Make Healthy Normal campaign, see 5d), which tended to focus on one user with the message “you should ride 
your bike” (Transport, P13). A Transport participant felt increasing the use of active transport infrastructure was 
necessary to enable future infrastructure projects (i.e. to highlight need), but did not feel well placed within Transport 
to develop such a campaign:  

“I don’t think Transport for New South Wales does behavioural change very well at all… All our 

messaging has to be so defendable that there’s not an appetite for risk taking in any form in this 

organisation” (Transport, P13)  

This concept of ‘defendable’ messages appeared among Health participants too. Suggestions to overcome these 
barriers focused on participation from the community in designing messaging:  

“How can we change that very traditional model of ‘expert’ to a more collaborative social 

education model of actually collaborating with community and saying, ‘What do you want and 

how are we going to get there?’… the environmental sector has done that very well.” (Transport, 

P13)  

Suggestions of good campaigns included the South Australian Cycle Instead campaign (and journey planner app, Link) 
and Transport for London’s use of viral marketing.  

https://dit.sa.gov.au/communityprograms/programs/cycle_instead
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Natural environments and public spaces to play  

HEAL SD 1.8.3 (environments, existing): Linking regional open spaces and preparing an inventory of regional open 
space in Sydney 
HEAL SD 1.9 (environments, existing): NSW Department of Education and Communities to increase use of community 
facilities in metropolitan, regional and rural areas to encourage moderate to vigorous physical activity through 
(Partners: Department of Planning and Infrastructure, Non-Government Organisations, Local Health Districts, Local 
Government) 
PP SD 1.3 (program, underway): Explore options to increase public access to school green spaces (Department of 
Education) 
PP SD 4.4 (environments, underway): Deliver the Sydney Green Grid project (Greater Sydney Commission, 
Department of Planning and Environment, Office of the Government Architect) 
PP SD 4.6 (environments, underway): Inspire and support children and young adults to be active in National Parks 
(Office of Environment and Heritage) 
PP SD 4.11 (environments, new): Develop and implement a Healthy Parks, Healthy People approach (Office of 
Environment & Heritage) 
 
Open public spaces  
The Commissioner for Open Space and Parklands released Everyone Can Play in early 2019 (Link), an ‘inclusive’ 
(Health, P4) guideline for creating spaces for the purpose of play. The Open Spaces Commission had allocated $290 
million in 2018. The Open Spaces Commission had $290 million in funding. Sport received $100million for sports 
infrastructure. The bulk of the rest of the funding went to strategic land acquisition for open space ($100 million) and 
tree canopies ($40 million) for Green Grid, and $20 million for new and upgraded playgrounds. It also provided 80 
small grants ($5000 each) to schools to support opening school spaces during school holidays.  

There was an unintended consequence that occurred with the opening up of school spaces to share with the public 
outside of usual school hours (e.g. during school holidays). While the Department of Education in general manages all 
public school sites, due to national regulation, the Early Childhood Directorate is the regulator for all out-of-school-
hours care (OSHC) in NSW and coordinates OSHC within NSW public school grounds. Considerations to safety for 
children attending OSHC, with regards to members of the public using the same space, were overlooked. Consultation 
for this policy roll out was brief and did not engage with all relevant elements of the education department.  

“They’ve opened up the services during school holidays for families and anyone to use the 

playground, it meant those vacation care programs didn’t have that adequate space. … It was a 

very quick proposal, I think it was a joint project between Communities and Recreation and the 

Department of Education, but I think they may have misunderstood the after-school-care 

component that operates on those sites… It was interesting because the peak body for after-

school-care programs, they weren't aware. It was a public announcement this was happening, so 

I'm not sure where the consultation had come from for that particular program… To be honest 

I'm not 100% sure how that became a big initiative and nobody had actually flagged that ‘Well 

we've got vacation programs here, how's that going to impact children?’ They just notified us 

that the playground was unable to be used that they might use a different oval or something” 

(Education, P23) 

Elsewhere it was noted that the Strategic Open Space program had $150 million in funding to ‘secure and improve 
open space across Greater Sydney’ (Link).  

(Note: in financial year 2020-21, i.e. after mapping timelines closed, NSW introduced the Everyone Can Play Grants for 
local councils (Link). This funding was tied up with grants for bushfires and drought relief).  

 
Green Grid and Greener Places 
A series of policies sit under the Sydney Region Plan, Metropolis of Three Cities (Link), see 2a), interested in connecting 
open spaces, active transport infrastructure, and increasing green space. Green Grid was a long-term vision to 
establish a “network of open space” (Planning, P8) by filling in gaps between existing green infrastructure in the 
Greater Sydney area (Planning, P8) (Link). It was a compromise between the public value of open space and the 
prohibitive cost of land acquisition, responding to the:  

“…challenge around providing more open space in existing urban areas where land prices are 

high” (Planning, P8) 

https://www.planning.nsw.gov.au/-/media/Files/DPE/Guidelines/everyone-can-play-guideline-2019-02-20.pdf
https://www.dpie.nsw.gov.au/premiers-priorities/great-public-spaces/open-space/parks-for-people
https://www.planning.nsw.gov.au/Policy-and-Legislation/Open-space-and-parklands/Everyone-Can-Play-in-NSW/Everyone-Can-Play-in-NSW-grant
https://www.greater.sydney/metropolis-of-three-cities/sustainability/city-its-landscape/green-grid-links-parks-open-spaces
https://www.greater.sydney/linking-sydneys-green-spaces
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It was initially proposed by the Office of Government Architect in 2017 to increase green infrastructure to increase 
liveability in the Greater Sydney area. Sitting under the suite of Better Placed design framework, Greener Places 
identified the intersection between built and open spaces and its value to wellbeing (Link). The Green Grid work 
mapped out existing recreational spaces among other mapping and analysed each district for “spatial qualities, open 
space, waterways” context and key natural features using GIS data mapping (p.2, Link). This work was taken up in 
Planning Priority C16 (Link).  
 
Healthy Parks, Healthy People 
 
Healthy Parks, Healthy People was a ‘transformative piece’ of policy to come out of the World Parks Congress held in 
Sydney in 2014. Environment & Heritage (Environment) were able to leverage off the Premier’s Priority in 2015 and 
act as policy brokers to align the importance of building community connection in nature “to increase their 
appreciation” (i.e. conservation and visitation goals) with the contribution of parks to health and wellbeing benefits 
for “an increasingly urbanised society” (Environment, P12). This brokerage led to specific inclusion of Healthy Parks, 
Healthy People as a Premier’s Priority action:  

“Healthy Parks, Healthy People was one of the key things that the Parks executive put up that 

they wanted to see. They really see great value for us in that approach, that helping to deliver on 

outcomes for health and demonstrating parks role in that was really seen” (Environment, P12)  

Through the Premier’s Priority and other organisational changes Environment reconsidered how people use their 
parks and facilities. They focused on policy harmonisation between conservation, goals for visitation, and the social 
and health benefits of being in nature:  

“People really saw it as being a transformative element to make protected areas in nature more 

relevant to an increasingly urbanised society and to really ... and also partly because the evidence 

is in… There's very strong evidence that just being in green space makes you more active… There's 

demonstrated evidence that it really calms kids down and reduces your self-rumination… And 

again the quality of the green space is important to the quality of the health outcome so it's not 

just ‘Here's a lawn, you'll be right’. You've got to have that good quality nature to really get that 

full impact and benefit… We can demonstrate the role of parks to contribute to society, to these 

wicked problems like childhood obesity but also get that value so that people start to value parks 

again” (Environment, P12) 

The connection between health and wellbeing and conservation was a driving force of much of the agencies outreach 
work:  

“We've got to build people's connection with nature to increase their appreciation…Providing for 

people to visit, providing for people to be active, providing for people to connect with a sense of 

place… [because] if you don't have a natural experience, you won't care about the environment” 

(Environment, P12)  

Applying a socio-cultural lens Environment connected nature experiences not just with physical wellbeing but also 
social, cultural and spiritual wellbeing that has been understood by First Nations communities for millennia:  

“You talk to the Elders and the Custodians and they go, ‘Oh, yeah, I wasn't feeling so good so I 

just went out in Country and just sat out there for two weeks until I felt better. That's what makes 

me better, eating the bush food and just connecting with Country’” (Environment, P12)  

Accessibility was identified as a co-benefit for visitation by those who may otherwise be excluded from public open 
spaces (e.g. those with a disability or families with prams). Environment and Community departments supported the 
development of a website by the National Parks Association of NSW called Naturally Accessible (Link) that lists all the:  

“…sites that are accessible for people with disabilities… [which would also] be accessible for 

young families” (Environment, P12)  

Packaging public information about opportunities for being in nature through an accessibility lens echoes the 
sentiments in the case studies above about the importance of connecting all members of community with nature. 
Building the connection between visitation and the development of an appreciation for nature were co-benefits to 

https://www.governmentarchitect.nsw.gov.au/policies/greener-places
https://www.governmentarchitect.nsw.gov.au/resources/ga/media/files/ga/plans/sydney-green-grid-plan-1-introduction-2017.pdf
https://www.greater.sydney/central-city-district-plan/sustainability/city-its-landscape/increasing-urban-tree-canopy-cover-and
http://www.naturallyaccessible.org/
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their core value of conservation. By connecting natural spaces to social, cultural and spiritual wellbeing, Environment 
highlighted the value of their organisation to the NSW Government via the public:  

“We've got to build people's connection with nature to increase their appreciation even if they're 

not visiting it every day, because that's a really important part of nature and most of our parks 

are free… I think we could be a more visible partner, more front of mind because we do have a lot 

of facilities and a lot of communities who use our facilities on the daily, and particularly on the 

weekends” (Environment, P12)   

They recognised the need to develop insights into how people use those spaces, not just an inventory of what facilities 
are available and their management. Other cluster partners include Western Sydney Parklands, Centennial Parklands, 
Taronga Zoo, the Domain Trust, Botanic Gardens trust, etc, who could work together to get “local communities out 
using those facilities” (Environment, P12). Partnering with other agencies was seen as important for the sustainability 
of this work as the Healthy Parks, Healthy People “position could be seen as a bit of a luxury for an organisation that is 
an on the ground land manager, and so this position is temporary” (Environment, P12).    

Environment was interested in data collection tools and the use of evidence to highlight the value of nature 
experiences to society. At the time of interviews, Environment had been collecting data from a survey every second 
year since 2006. The data they collected allowed for an estimation of around 9.3 million child visitors but noted “it’s 
very fraught trying to estimate child visitation” (Environment, P12). Environment reported a 30% increase “year on 
year” in visitation to parks. They were interested in new analysis of the already collected data to estimate activity 
patterns and to “link that to demographics” (Environment, P12). Additionally, Environment were interested in 
updating their data collection:  

“I've been going to our research officer and saying, ‘Well, these are some of the questions that 

I've got to be able to feed to the childhood obesity initiative, what's happening with rates of 

physical activity from the point of view of: Do we think people are being healthy or more active?’, 

as opposed to [only quantifying assets such as the number of] picnic tables and facilities” 

(Environment, P12)  

 

Active Travel, Active Play 

HEAL SD 1.8.3 (environments, existing): Linking regional open spaces and preparing an inventory of regional open 
space in Sydney 
 

Encouragement of physical activity requires supporting families and ensuring infrastructure. Active Travel, Active Play 
was a cross-agency policy proposal aimed at aligning existing policy and funding with the Premier’s Priority, including 
early childhood. Its focus was on physical activity environments including infrastructure.  

The everyday physical activity behaviours of children can be loosely categorised into ‘active travel’ and ‘active play’. 
Active travel includes any amount or combination of walking or cycling (or any wheeled device) to ECEC settings or 
other destinations in the community, and ‘active play’ can happen in any setting but on this context focuses on the 
physical activity that happens through access to public parks and open space that provide connection to nature.  

The travel element of Active Travel, Active Play primarily focused on active transport for school aged children, 
however, the Ministry saw the potential to leverage this to promote it “more broadly for the general population” 
(Health, P4). The Premier’s Implementation Unit contacted Transport to explore how infrastructure should ‘come into’ 
the Premier’s Priority (Transport, P13), indicating strong support for collaboration from leadership. These efforts 
sought to align investments in active transport infrastructure with a key ‘political concern’ around traffic congestion 
(Heart Foundation, P22). The play element of the Active Travel, Active Play project sought to link up several areas 
relating to open spaces including Healthy Parks, Healthy People, the Green Grid framework, and the Open Spaces 
Commission (see above).  

The Parramatta Valley Cycleway and Port Macquarie Commuter Pathway case studies mentioned above helped to 
build momentum around how agencies could partner and jointly deliver better projects. Mapping work was 
undertaken by several agencies including Sport and Planning:  

“There's a Regional Growth Fund, there's funding that sits there with regional New South Wales, 

so that's the Deputy Premier. There's funding that sits with the Department of Planning & 

Environment, Transport, Education as well… and FACS [Community] have funding around safe 
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neighbourhoods. What we [DPC and Health] did is we brought them all together and basically 

presented to them the opportunity… We've identified the funding, the opportunity, and now 

we're bringing together a sort of active travel and play proposal” (Premier, P6)  

A key element of this proposal was the fix on childhood and its link to the Premier’s Priority:  

“Part of this is trying to bring that story all together within the context of the Active Travel Active Play for children. So, 
it’s we'll always be bringing it back to childhood overweight and obesity” (Premier, P6)  

It appears the focus on childhood limited the potential for collaboration. The opportunity for joined up policy needed 
the repurposing and reorientating of infrastructure to be connected and broad promotion to encourage its use. By 
focusing on local community areas, and childhood only (e.g. routes to local schools), the opportunity to develop 
system-wide active transport and open spaces networks was lost and the proposal receded.  

One of the reasons for this may have been due to constraints in organisational culture. While Sport was not the only 
organisation to do so, there was a clear example of organisational path dependency noted by several study 
participants. It was noted that $100 million of the $290 million Open Spaces Commission funding was given to Sport 
for sports infrastructure. When Sport was approached for involvement in Active Travel, Active Play Sport stated they 
were not able to spend those funds in that way:  

“we've got these great big regional sport infrastructure funds, so it's 100 million bucks for big 

sport, but it's about sport facilities… [the Premier’s Implementation Unit were] saying ‘Can you 

fund playgrounds and skate parks?’… We actually can't do that. We don't have a role in active 

travel or play per se… our constituents would just go crazy if we did that” (Industry, P21) 

 

Local physical activity considerations 

HEAL SD 1.8.1 (environments, existing): Incorporating active living principles into infrastructure development and 
designing urban centres and housing to support physical activity and active transport 
HEAL SD 1.8.2 (environments, existing): Providing accessible and adaptable open spaces by supporting Local 
Government with guidelines on local space planning 
HEAL SD 1.9.1 (environments, existing): Managing facility grant programs to increase the availability and quality of 
sport and recreation facilities 
HEAL SD 2.3.1 (programs, existing): Grants which invest in participation in physical activity of those groups most in 
need of support 
HEAL SD 2.3.2 (programs, new): Working in partnership with national and state sporting organisations, local 
government and others to support the development of participation strategies, particularly for under-represented 
groups 
 
A decentralisation trend towards regions and local councils was apparent. Sport were in the process of developing a 
new regional sport delivery model (Link) for sport and active recreation (Link) aligned to the Regional Plans and the 
Regional Leadership Executive [see SIF3B]. The Sport participant felt that:  

“Having the partnership with the local health districts will be essential in regional planning. We're 

starting to change our structure here… having a little kind of implementation in each region” 

(Industry, P21)   

Similarly Transport had ten regional transport plans which aligned to their Active Transport program, with targets to 

improve walking and cycling rates through investing in infrastructure (Link). The Ministry focused their efforts for 

physical activity infrastructure at the strategic level with Transport (similarly to Planning) and support for local 

councils was to come through via LHDs for specific local projects:  

“For us it's about making sure that we can work and collaborate with the [Transport] planners to 

facilitate that. Then it's about empowering it and sort of supporting our Local Health Districts to 

do it with their councils.” (Health, P4) 

The Premier’s Priority on delivering infrastructure described a once in a generation ‘infrastructure boom’ [SIF2.4]. The 
Open Space Commission or the Green Grid polices might provide leverage for some funding for active transport 
infrastructure, but it was unclear how councils could leverage these funds. There is a clear need for ‘soft 

https://sport.nsw.gov.au/sectordevelopment/nrdsm
https://sportandrecreation.nsw.gov.au/sites/default/files/20170607-moos-presentation.pdf
http://www.rms.nsw.gov.au/business-industry/partners-suppliers/lgr/active-transport/index.html
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infrastructure’ such as a communication tool, potentially managed by the Office of Local Government, to support 
councils to identify where to apply for funds for active transport infrastructure. 

There was still plenty of room at the strategic level to increase and improve footpaths in local areas. For example, 
despite ‘good evidence’ that a footpath on at least one side of the street (if not both) will increase local foot traffic:  

“It’s not mandatory for footpaths to be installed as part of new release areas in suburban streets” 

(Transport, P13) 

Connectivity of active transport infrastructure was identified as a key factor in changing physical activity behaviour, 
but was difficult to achieve between multiple local and state agencies: 

“A continuous network makes a very significant difference to how willing people are to walk 

around an area” (Planning, P8)  

Mapping the state active transport infrastructure would be the first step towards a truly connected active transport 
system, as it would identify gaps and support decision-making and prioritisation. A potential lever for this would be to 
require councils to report these assets to Planning, e.g. via Local Environment Plans, and make that data available to 
other government agencies. Alternatively, the Office of Local Government as the “key point of contact” between state 
agencies and local councils (Planning, P8) might be better suited for the collection and dissemination of this 
information, however:  

“Anecdotally, Councils don't think the Office [of Local Government] does anything” (Heart 

Foundation, P22) 
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3. Food Environments 
HEAL SD 1.2 (environments, existing): NSW Ministry of Health to identify additional evidence-based opportunities for 
NSW Government to develop policies and programs to enhance environments for healthy food (with a particular focus 
on kilojoules, fat and salt). (Partners: NSW Food Authority, Premier's Council for Active Living, Non-Government 
Organisations, Industry, Local Government) 
PP SD 4.9 (environments, new): Investigate the feasibility of a range of new food environment and physical activity 
policy options to support healthier choices (Department of Premier and Cabinet, NSW Health) 

At both HEAL Strategy and Premier’s Priority time points, actions were listed to identify and investigate opportunities 
to improve food environments in NSW. The Ministry “did a really big literature review around potential interventions 
in the food policy space” (Health, P5). Despite these initial efforts there were no new food environment activities 
during the HEAL Strategy although there were some food related policy actions in specific settings, see 4a).  

 

National and intergovernmental considerations  

Broad considerations for agriculture were limited in the HEAL Strategy. Health expressed “we're not responsible for 
agriculture, that's a Commonwealth jurisdiction and so is food regulation” (Health, P11), and NSW Primary Industries 
(via the NSW Food Authority) were part of the conversation around health “from a food policy point of view” (Health, 
P4). There was one HEAL action about agriculture focused on zoning and land use, see 3d).  

Food environment policy in NSW is deeply affected by the interrelationship between NSW and national food 
regulation. The same agencies and actors sat around the table at national and NSW food policy forums, including the 
Council of Australian Governments (COAG) Health Council and Food Standards Australia and New Zealand (FSANZ). 
National food regulation is the responsibility of FSANZ, an intergovernmental forum with membership from the 
Commonwealth Government, each of the states and territories of Australia and New Zealand. Australia’s Trans-
Tasman food supply can be a barrier to local food policy initiatives: “it's quite hard to act within New South Wales at 
that level across the food supply”, and Ministry participants noted they were “tapping into national initiatives” 
(Health, P11). FSANZ had three priorities for food regulation: 1) food borne illness, 2) the impact of overweight and 
obesity on chronic illness, (3) agility within the food regulatory system (i.e. streamline processes for straight forward 
food innovation products, etc). While the Trans-Tasman food system allows for simplicity of food regulation, it 
presents difficulties when jurisdictions have different goals for the food system. System changes through FSANZ are 
complex:  

“…there's quite a few hurdles to get through, even from the perspective of having a jurisdiction 

that's willing to sponsor a paper and to take something through.” (Health, P5)   

“Any national or interjurisdictional process really takes time. You can't expect that time to roll 

quickly because governments are constantly changing. Policy windows open and close around the 

country” (Health, P7) 

Sitting below the ministerial forum is the Food Regulations Standing Committee, whose membership consists of 
departmental representation from all jurisdictions at FSANZ from health and primary industries. NSW members are 
representatives from the Ministry and the NSW Food Authority who led food policy and act as policy brokers for food 
regulation.  

The Commonwealth Government preferred voluntary measures such as the Healthy Food Partnership and the Health 
Star Rating. The Healthy Food Partnership (formerly the Health & Food Dialogue) (Link) involved food industry (peak 
bodies representing Australian manufacturers, retailers, and some foodservices), peak health promotion agencies and 
the Commonwealth Health Department. These sat outside the intergovernmental mechanisms of FSANZ and COAG so 
did not have a strong presence from states and territories. The focus of the Healthy Food Partnership was the 
reformulation of packaged products sold in both food retail and foodservice outlets. Participants in our study agreed 
that reformulation was solely a national food policy area as “a state alone can’t progress the concept of food 
reformulation” (Premier, P1). Although this was a national forum, one of the four working groups was led by the NSW 
Ministry – portion size – and linked to their Healthy Food Provision work, see 4a). While the Ministry viewed 
reformulation as having great potential, several participants noted that it was not progressing at the time of this study 
and that voluntary targets were not enough to impact on the food supply:  

“I do think that reformulation is incredibly powerful but it's not a state lever, that's a national 

thing… there’s not a strong focus on that at the moment” (Health, P5)  

http://www.health.gov.au/internet/main/publishing.nsf/Content/working-groups
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“…that really does require mandatory targets that all industry have to follow because if there's no 

level playing field, it will never happen.” (Health, P11)  

Some participants noted there was “a lot of silent reformulation” being undertaken by manufacturers, silent because 
they perceived their customers “don't want the things that they know and love to change” (Health, P5). Another layer 
to this was identified by the Food Authority, who noted that working with Australian manufacturers alone would be 
ineffective to change the Australian food environment in a global food supply:  

“I think always just in a country like Australia with our size and the number of food businesses, it’s 

like what impact would you get in actually working with the manufacturers here?” (Industry, P17)  

Participants noted that unlike the majority of other countries, Australia’s supermarkets were “not even at the table in 
many cases” when it came to being part of food manufacturer discussions (Health, P11).  

 
Health Star Rating  
HEAL SD 1.3.1 (environments, existing): Improve front-of-pack labelling and support interpretation of label changes 
with targeted social marketing campaigns 

Health identified the Health Star Rating as an important lever for food reformulation. The Health Star Rating was a 
voluntary front-of-packet food label that gives foods within a particular category a comparable rating out of five stars, 
the higher the better. A recent study among pregnant women in NSW found about 50% were aware of the Health Star 
Rating labels (they were more likely to speak English at home and have an annual household income above $80,000). 
Of those who had awareness of the labels, only 47% reported they felt confident using it to make food choices [12]. At 
the time of mapping, the system was undergoing its first review with the recognition that it had some flaws worth 
addressing:  

“That's being considered at the moment on the Health Star Rating algorithm, so we're looking at 

all the anomalies and all the issues that will be particularly relevant to that young age group, so 

fruit concentrate, sugar content, particular outliers like chips scoring high because of their potato 

content, things like that,” (Health, P11)  

“…is there room for improvement? Yes, there is… Should it be mandatory? Absolutely… [it] should 

be used by everyone to allow people to have an informed choice about what they’re choosing.” 

(Heart Foundation, P22)  

NSW has used Health Star Rating to “change some internal policies” (Industry, P17), including their policies for health 
settings and schools, see Healthy Food Provision 4a). NSW have used research (Link) to justify the use of the Health 
Star Rating in their food policy work although they recognise that the algorithm was flawed and were seeking changes 
to how the ratings were calculated:  

“It's about tweaking the Health Star Rating to make it better… The research that we've done, and 

we're working quite closely on the Health Star Rating, show that the alignment with the dietary 

guidelines is around 80 percent... So if that's fixed, I think that will also help to better signpost to 

parents and have more trust in the system as well” (Health, P11)  

Health Star Rating use in NSW policy positions NSW advantageously when shaping the national conversation about 
how to use the labelling system to influence other engagements with industry such as portion size:  

“We've been giving the feedback of ‘We’ve set requirements for [NSW] Healthy Food Provision 

around portion size for school canteens and health facilities, so why don't those portion sizes go 

into the [national] Healthy Food Partnership so there's some consistency, nationally?’” (Health, 

P11). 

 

National Childhood Obesity Prevention Project 

HEAL SD 1.3 (environments, existing): NSW Ministry of Health and NSW Food Authority to contribute to national 
efforts to assist consumers in making healthier food choices (Partners: Premier's Council for Active Living, Non-
Government Organisations, Industry): 

https://www.health.nsw.gov.au/heal/Pages/health-star-rating-system.aspx
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HEAL SD 1.3.2 (environments, existing): Reduce children and young people's exposure to the marketing and 
advertising of energy-dense and nutrient-poor foods 

The COAG Health Council National Childhood Obesity Prevention Project had five actions to improve food 
environments [13] and intersects with HEAL SD 1.3. The first three actions related to the promotion and provision of 
healthy foods and drinks in three key settings: hospitals, schools and sport and recreation settings. The NSW response 
to these actions was to develop settings-based food policy using the Health Star Rating system, rather than a food-
based traffic light system agreed upon by all other jurisdictions, see 4a). The fourth and fifth actions were to 
strengthen the food regulatory system to support obesity prevention (via FSANZ) and develop a nationally consistent 
scheme to identify unhealthy food and drink promotion and reduce children’s exposure to it (for each jurisdiction to 
apply within their own jurisdiction), see 3a). Actions under this project have been implemented sporadically across 
Australian jurisdictions.  

The fifth action of the COAG project intersects with HEAL SD 1.3.2 in two ways. The first, related to the only food 
environment area that sits solely with the Commonwealth Government, i.e. the Broadcasting Services Act 1992 (Link) 
which applies to free-to-air television. Print news media and all online media have self-regulatory codes, but internet 
platforms are almost entirely unregulated. The scheme to identify unhealthy food/drink developed in the COAG 
project could be used in updates (to include print, digital and online media) or expansions to the Broadcasting Services 
Act. Another legal option at the national level is to ban all discretionary food and beverage advertising, like the 
Tobacco Advertising Prohibition Act 1992 (Link) did for tobacco. This would apply to all advertising under national 
control and additionally apply to all out-of-home advertising.  

In the absence of national action to reduce exposure to advertising, the second way HEAL SD 1.3.2 relates to the 
COAG project was the potential utility of the consistent scheme within state-owned or controlled assets. Several 
participants noted an understanding that this COAG project would (at a state level) look “at advertising on 
government owned infrastructure, so transport, etc….” (Industry, P21). However, when pressed on the topic of 
marketing in NSW key health informants felt that section of the project was beyond the scope of NSW, stating 
“advertising for children, for example, and sugar tax, both of which are outside our bailiwick” (Health, P5). For more 
information about this see 3a).  

 

Tension between competing goals 

The key feature of the above national/intergovernmental food system levers – Healthy Food Partnership, Health Star 
Rating, and the COAG National Childhood Obesity Prevention Project – is that they were all voluntary:  

“We're in a voluntary environment. We're not in a regulatory environment, and… It's very hard to 

have a level playing field when you're looking for people to make voluntary commitments” 

(Health, P11)  

From an NSW Government perspective, national levers for the food system were preferred:  

“You would need the federal government to commit and want to drive substantial changes to the 

food environment” (Premier, P6)   

“The next question down… for the state government, [is] a political question as to whether there's 

the desire to take that issue up” (Health, P7) 

Many participants noted a reluctance “to use regulation” (Heart Foundation, P22), citing that the Commonwealth and 
NSW governments were equally “keen for market solutions” (Health, P5). In 2016 FSANZ added an objective to reduce 
obesity through public health nutrition, in addition to its upmost priority of food safety (Link). The NSW Food 
Authority was responsible for ensuring NSW met those national objectives and worked “very closely” with the 
Ministry at intergovernmental forums (Industry, P17). However, obesity reduction did not appear to be considered 
part of the core business of the Food Authority at the time of this study. Additionally, the Ministry and NSW Food 
Authority had different visions for the food system:  

“[The Ministry works] closely with the Food Authority, who sit under the Primary Industries 

[portfolio]. In practice, we work together very well but our two visions are quite different. They 

want to make industry flourish and we want to make industry healthy. They don't have to be 

mutually exclusive, but they can be, so what happens in practice is we have to have a very 

https://www.legislation.gov.au/Details/C2021C00042
http://www.austlii.edu.au/au/legis/cth/consol_act/tapa1992314/
https://www.foodstandards.gov.au/publications/Documents/CorporatePlan_2019-20.pdf
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pragmatic approach to industry, and it may not pan out so well for that young age group” 

(Health, P11)  

The implication was that Health must compromise their vision because the Food Authority’s role to ‘make industry 
flourish’ had more authority than Health’s drive to ‘make industry healthy’ – this extended to NSW and national policy 
forums. The position of the Food Authority was likely driven by the unique position the food industry holds in NSW:  

“It's a tricky one because most of the food industry sits in New South Wales… and some sit in 

Victoria, so we're the two states that really have to take into account the food industry” (Health, 

P11) 

While it was recognised as a “potential area of conflict” (Health, P11) this position made it unlikely for NSW to sponsor 
a paper through FSANZ processes relating to food regulation. Many participants echoed a similar pragmatic sentiment 
to food policy:  

“The food environment's so fraught with politics that you need to just start with one or two 

things and just show they can work… There’s certainly scope to do much more than that” (Health, 

P11)  

 

3a) Out of home advertising  

Overall 
ranking  

 

 

HEAL SD 1.3 (environments, existing): NSW Ministry of Health and NSW Food Authority to contribute to national 
efforts to assist consumers in making healthier food choices (Partners: Premier's Council for Active Living, Non-
Government Organisations, Industry): 

HEAL SD 1.3.2 (environments, existing): Reduce children and young people's exposure to the marketing and 
advertising of energy-dense and nutrient-poor foods 

Following on from the COAG National Childhood Obesity Prevention Project mentioned directly above, particular 
attention was paid to the relationship between the marketing of discretionary choices in the HEAL Strategy, “Food 
marketing targeted to children generally promotes energy-dense, nutrient-poor foods and takes advantage of 
children’s vulnerability to persuasive messages. There is widespread recognition of the negative impact this has on 
child obesity levels” p.30 [14].  

Despite the position (stated above by study participants) that advertising to children was outside of NSW’s ‘bailiwick’ 
(Health, P5), there were specific policy levers available to reduce discretionary food/drink advertising to children 
available to the NSW Government. At the time of mapping some actions had already been undertaken in some 
jurisdictions. Due to an established ‘non-regulatory environment’, the Australian Capital Territory had used 
contractual levers to remove the advertising of unhealthy food and beverages from their territory-wide bus service 
(with plans to extend to light rail), and Queensland had announced they would do the same across all government-
owned advertising assets. The nationally consistent scheme to identify unhealthy food/drink in the COAG National 
Childhood Obesity Prevention Project became the benchmark used on the Healthy Choices in Health Facilities 
framework in NSW – see 4a) Healthy Food Provision. Where it applies to marketing, this benchmark could be 
extrapolated to other government (internal) settings (see 4a) and outdoor settings such as stadia and OOH 
advertising. The two key areas within direct NSW Government control are out-of-home (OOH) and stadia advertising.  

OOH advertising can broadly be defined as any visual media used to market or advertise outside of the home including 
billboards, street furniture (e.g. bus shelters), transport hubs (e.g. train stations), in or on vehicles (e.g. buses, trains, 
taxis, etc). There are emerging technologies within the OOH advertising space that allow for greater analytics about 
who is likely to see these assets and digital advertisements that can be tailored to ‘personalise’ messaging. The NSW 
Government has control of most of these assets in NSW. ‘Local’ advertising – not included in this mapping – includes 
directly in front of and within business, such as signs outside a café, or advertising within shopping centres. Legislative 
control theoretically sits with local governments, although state planning and/or local government legislation could 
enable such policy tools for local governments in NSW.  

Two NSW Government agencies had policy levers relating to OOH advertising, planning and transport.  
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The most substantial policy lever for OOH advertising in NSW is with the transport department itself as they 
own/control a significant proportion of these assets. Transport uses a third-party provider to lease out these 
advertising spaces, the revenue from which goes back to the transport department. Requiring these third-parties to 
meet advertising content requirements about what foods and drinks can be advertised is a policy approach 
undertaken in the ACT [Esdaile2022b]. However, this policy avenue is unlikely. In response to the COAG project, NSW 
explored:  

“…looking at advertising on government owned infrastructure, so transport... Government 

decided for whatever reason they're not going to go down that track” (Industry, P21)  

Transport for NSW is a member of the Outdoor Media Association (listed as asset owners alongside Telstra and Sydney 
Airport (p.53) and as beneficiaries (p.55) [15], and a participant noted that OOH advertising in NSW is “definitely a 
growth area” (Health, P11). This is evidenced by the 2018 annual report of oOh! Media [16], who acquired Adshell and 
rebranded their ‘Commuter’ package, specifically designed to target commuters on their way to work or dropping 
children at school/childcare. The acquisition of ‘Commuter’ brought in additional street furniture and rail assets into 
the wider oOh! Media portfolio. Also, a Sydney Trains contract in 2013 was projected to earn transport $100 million 
over five years (Link), one study revealing unhealthy food advertising on Sydney Trains to equate to about one third of 
all its content [17]. A recent contract valued system-wide advertising on NSW public transport to be valued at more 
than $500 million (Link). The extent of this revenue for NSW is substantial compared to the ACT, and above that of 
Queensland. Given the economic value of OOH advertising, and a potential co-benefit of increased active 
transport/physical activity benefits for more commuters, the trade-off is an OOH advertising landscape full of 
discretionary choices. This is despite the “widespread recognition of the negative impacts this has on child obesity 
levels” p.30 [14] acknowledged in HEAL and the ability to “influence audiences anytime and anywhere” p.2 [16] 
promoted by oOh! Media. The potential risk of implementing such a policy is that the advertising may shift onto OOH 
assets that are not within government control (such as shopping centres or privately owned billboards), was raised. 
However, OOH advertising plays a specific, targeted role in a suite of advertising choices made by those who sell food. 
For example, advertisers have:  

“…purposefully bought outdoor spaces as part of a marketing strategy and outdoor… [serves a] 

‘path to purchase’ kind of function as well, particularly on those road corridors, ‘McDonald’s stop 

coming up’ and all that… there would be no point taking that ad to a [shopping centre]” (Health, 

P11)  

A second policy lever for OOH advertising was explored with Planning. A ‘level playing field’ approach which would 
apply equally to publicly and privately owned billboards (in tandem to a policy such as above, applied to all transport-
controlled assets) sits with the State Environmental Planning Policy (SEPP) 64 Advertising and Signage, Transportation 
Corridor Outdoor Advertising and Signage Guidelines. SEPP 64 outlines ‘design criteria, road safety and public benefit 
requirements’ for billboards on transport corridors. The clause about public benefit could be used or amended to 
include content considerations in advertising. However, this instrument has not been used to indicate the content of 
advertising before and from the perspective of Planning participants it would be unlikely to utilise it this way:  

“The planning system has been more comfortable dealing with say the location of 

advertisements, and the size and the design of the structures, which support the advertisement, 

rather than dealing in the detail of the content” (Planning, P8) 

When asked about the barriers and enablers to restricting discretionary food/drink advertising to children, especially 
in specific settings like train stations, a narrative about ‘open and closed settings’ emerged and used to legitimise 
action in (limited) settings:  

“If you think of something like a transport setting, a train station, heaps of schoolkids go through 

there (and children and families) but obviously it's mainly adults, so that issue around personal 

choice is, ‘Should we be doing this?’ and ‘Is this the right thing to do?’ becomes really important” 

(Health, P11) 

The legitimate settings to act in were ones where the focus was on children – and avoiding any perceived impact on 
adult choice as the ‘right thing’ – or where there was a ‘captive audience’ such as in health or school settings:  

“We talk about open and closed settings, most of the [Healthy Food Provision] settings… are 

completely closed, a captive audience, but once you venture into a train station or something 

https://protect-au.mimecast.com/s/jrlVCBNqjlCVAZmE1ijDSuO?domain=doi.org
https://www.transport.nsw.gov.au/newsroom-and-events/media-releases/new-advertising-contracts-for-sydney-trains
https://www.afr.com/companies/media-and-marketing/jcdecaux-wins-sydney-trains-contract-from-ooh-media-20210225-p575y7#:~:text=According%20to%20Transport%20for%20NSW,on%20the%20Sydney%20Trains%20network.
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which backs onto a Westfield shopping centre it’s quite easy for someone to go somewhere else” 

(Health, P11)  

Another key setting that had both high attendance by children and provided a captive audience in a ‘closed’ setting 
were sport and recreation facilities, including stadia. Narratives about restricting advertising around stadia (and sport) 
focused on the potential threat to the viability of sport in NSW and contractual complications. Venues NSW (a part of 
Office of Sport Link) manages six government-owned stadia and two entertainment centres. They are leased out 
under a ‘clean stadium’ contract and the lessees have rights to undertake third party contracts with food vendors and 
advertisers as they see fit (excluding tobacco which is covered by the Commonwealth Tobacco Advertising Prohibition 
Act 1992 (Link)). These contracts are usually: 

“…related to often a national team [or sporting code] and whoever their sponsor is, so it’s a 

complex arrangement… I think it's also quite common to have sponsorship arrangements caught 

up in supplier arrangements” (Health, P11)  

Although appearing in a high-level policy, i.e. HEAL, operationalising restrictions on OOH advertising through transport 
assets and stadia advertising contracts were presented as complicated. There are only a handful of Transport 
advertising contracts and six stadia (and two entertainment centres) managed by Venues NSW. However, hundreds of 
negotiations were undertaken across health (estimated 160 health facilities, 927 food outlets, 76 retailers) and school 
settings (more than 1600) under Healthy Food Provision, see 4a). This positions these decisions as a political, rather 
than contractual, issue. Concerns about loss of revenue for government programs was identified around transport. 
Stadia and sporting contracts relating to food/drink advertising were acknowledged as a substantial barrier to 
overcome in the general conversation about OOH advertising, stadia were:  

“…big contracts, big money, and that would require quite some political will” (Health, P11)  

Publicly the relationship was drawn between big sport, stadia advertising, and children’s sport. Notable submissions to 
the 2016 Inquiry into Childhood Overweight and Obesity were highlighted by study participants,  

“Rugby league was straight there going off, ‘If there was no KFC, junior rugby league dies in New 

South Wales’, so it was real, and they came up with the most bizarre recommendation I've ever 

seen. It was like a double negative. It was like the government rule out banning promotions of 

food… it’s just that very powerful forces are in play” (Industry, P21)  

This participant was referring to recommendation 13 of the Inquiry, the Government “oppose any suggestions for 
bans on donations from restaurant chains and food or beverage producers to sporting clubs or organisations” (p.10) 
(Link). Without policies to address the advertising (and provision) of discretionary choices in sport, there were limited 
options to address the issue. Health developed a program to promote healthy eating in junior sports, called Finish with 
the Right Stuff to encourage children to eat healthy food after playing sport, a primary school aged, child-focused 
intervention at the behaviour end of the intervention spectrum. 
 

 

 

3b) Foodservice outlets 

Overall 
ranking  

 

 

HEAL SD 1.1 (environments, existing): NSW Food Authority and NSW Ministry of Health to improve availability and 
effectiveness of nutrition information (Partners: Industry, Non-Government sector): 

HEAL SD 1.1.1 (environments, existing): Continue to implement menu labelling legislation in fast food outlets 
and supermarkets 

HEAL SD 1.1.2 (environments, existing): Support menu labelling with community engagement campaigns 
HEAL SD 1.1.3 (environments, existing): Monitor industry compliance with menu labelling legislation 

HEAL SD 1.2 (environments, existing): NSW Ministry of Health to identify additional evidence-based opportunities for 
NSW Government to develop policies and programs to enhance environments for healthy food (with a particular focus 
on kilojoules, fat and salt). (Partners: NSW Food Authority, Premier's Council for Active Living, Non-Government 
Organisations, Industry, Local Government) 

https://sport.nsw.gov.au/aboutus/OOS
http://www.austlii.edu.au/au/legis/cth/consol_act/tapa1992314/
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
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HEAL SD 1.5 (environments, existing): NSW Ministry of Health and NSW Department of Education and Communities 
to improve the availability of healthy food in a range of settings (Partners: Other Government Agencies, Local 
Government, Official Visitors' Program, Agency for Clinical Innovation, Premier's Council for Active Living, Local Health 
Districts and Networks, Industry, Aboriginal and Medical Research Council of NSW, Aboriginal Community Controlled 
Health Services): 

HEAL SD 1.5.3 (environments, new): Within Local Councils, encourage a range of local food outlets to 
substitute cooking oils high in saturated fat with those that have a lower saturated fat content 
 
PP SD 4.2 (environments, underway): Continue to support the NSW menu labelling initiative to help people make 
lower kilojoule choices when eating out (NSW Food Authority) 
 

The way people dine out of home has changed over the last 30 years. Foodservice outlets including restaurants, cafés 
and takeaways make up the majority of venues for food consumed outside of the home (others include institutional 
settings not included in this study) and represents more than a third of food and drink dollars spent [18]. It was 
estimated there were 50,000 food businesses in NSW. Legislation and standards for café’s, restaurants and 
foodservice outlets include the preparation and handling of food to meet national food safety requirements, including 
(Link):  

• Registration of food business and being prepared for regular inspections by local council 

• Having a Food Safety Supervisor 

• Meeting the national Food Standards Code (notably Standard 3.2.2 (food safety practices) and 3.2.3 
(equipment and premises)) and Australian Standards building codes relating to design, fit out and 
construction for a food premises  

• These do not include mobile or temporary food premises 
 

The NSW Food Authority is responsible for upholding food regulation in NSW. The Food Authority prioritised 
supporting the industries they regulate, their consultations focused on industry rather than consumer engagement. 
Their role in regulation focused on minimising (perceived or actual) uneven burden on NSW businesses, compared to 
other jurisdictions if they did not have similar policies:  

“If we were to impose something on businesses in New South Wales, we have to give a very clear 

indication to the Premier why this is an absolute danger. Why New South Wales has to do it” 

(Industry, P17) 

The Food Authority has clear and embedded processes for supporting both businesses and Environmental Health 
Officers within local councils to ensure food safety among NSW food businesses. For example, a food hygiene program 
called Scores on Doors, that made it easy for the public to identify how compliant food businesses are with food safety 
standards. When asked if a similar program for a healthy food rating could be developed for small food outlets, it was 
positioned as taking too many resources and not part of the Food Authority’s core business:  

“…someone said, ‘Oh, can you also do that as a health food rating?’ And it was like, well you’ve 

got 40,000 businesses out there and a lot of them are small, so what resources are you going to 

give them so that they can make those calculations and how resource intensive is that for 

everyone? Can they do it themselves?” (M017 (FA)  

The Food Authority participant said there was some interest in engaging foodservice outlets via councils and 
Environmental Health Officers. They felt consideration needed to be given to how Environmental Health Officers could 
support in the chronic disease prevention space (a newer FSANZ priority) when their expertise sits primarily with food 
safety:  

“We do have this engagement with Environmental Health Officers that have contact out there. 

We’d be open to saying, ‘Well, how could we help send the message across?’…we’ve tried to get 

up an electronic platform to capture all of the council’s inspection data… ‘How do you make it 

simple for a person who’s not a specialist in these sorts of areas and to pass on a potential 

message?’… The relationship that we have with councils is that we do provide them with a lot of 

support, advice, guidance and training in areas. So, they’re quite engaged in the food safety 

space… we can't force the change [but can help] raise awareness” (Industry, P17)  

https://www.foodauthority.nsw.gov.au/retail/cafes-restaurants-and-retail-outlets/kJs-on-menus
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Environmental Health Officers from local councils were the initial contact point between foodservice outlets and 
government. In the case of Menu Kilojoule Labelling (more below), they identify if an outlet is compliant with the 
regulation, then report back to the Food Authority. The Food Authority then follow-up centrally:  

“So, we do checks of individual businesses and our policy has always been to go back then to the 

central office and to say, look, these issues are occurring; particularly if you’re finding them 

across different businesses that have different owners. So, the opportunity to get better 

responses than the head offices can come back and go, ‘Okay, actually we can improve the 

information that we’re giving to go out there.’ We have the power to affect individuals, but we 

want to first of all understand, look, is this something to do with what’s being communicated out 

from a central base? And most of the time centrally it can be corrected very quickly” (Industry, 

P17) 

Given the relationship between the Food Authority and the Environmental Health Officers in local councils around the 
NSW food system, there is potential to develop a system that supports food system goals for chronic disease 
prevention in addition to food safety considerations supported by technology, e.g. a monitoring and communication 
tool like PHIMS (see SIF3C).  
 
There were some (limited) efforts in NSW to work with foodservice outlets to improve that aspect of food intake has 
examined policy areas such as planning considerations, the provision of consumer information, and programs looking 
at changing the nutrition status of food offerings in foodservice outlets.  

 

Healthier foods served  

At the time of mapping there were no new state-level policies or programs to improve food offerings among 
foodservice outlets. There was an existing policy called Menu Kilojoule Labelling and an existing program called the 
Healthier Oils program with local councils.  
 
Menu Kilojoule Labelling  
Menu Kilojoule Labelling was a consumer information policy. It required fast food chains with 20 or more stores in 
NSW (or 50 nationally) to display the energy content of each menu item. The nutrition information must be displayed 
on all printed and electronic menus at the premises, ones that are distributed outside the premises, or any printed or 
online material a customer can order from (Link). Consideration ought to be given here to whether this legislation can 
be applied to food delivery apps (e.g. Uber eats, Menu log). Individuals and corporations face fines for non-compliance 
with the Food Standards Code and (Section 106K-106R) of the Food Act 2003 (NSW).  

In 2010 the Food Authority produced a Better Regulation statement (NSW/FA/CP044/1010) (Link) on the policy 
options available for nutrition labelling on foodservice outlet menus, strongly supporting the regulatory option (over 
self-regulation and ‘do nothing’ options). Menu labelling regulation was introduced just prior to the Liberal O’Farrell 
government taking office in 2011. It started out as a voluntary endeavour between the Food Authority and industry, 
but became legislation due to political timing:  

“That was reasonably well mapped out but didn’t take off. And really it was the Premier Kristina 

Keneally who just went, ‘Right, we’ll mandate them.’… it wasn’t a push from us as an agency, she 

was being quite heavily engaged with the public health sector… But we certainly had laid down a 

foundation of what it would look like… to inform, if you did go ahead and mandate it… we really 

did set up a key reference group that did bring in all the industry players so that they had an 

opportunity to be consulted and to help shape what the end product would be” (Industry, P17) 

“I think it was partly timing, it was the end of the Labor government and Kristina Keneally was 

keen to get a policy win up. We were best placed because we knew the industry and were to 

some extent trusted” (Heart Foundation, P22)  

It essentially became national policy as other jurisdictions (with enough foodservice outlets that met the criteria) 
followed – the fourth area of the COAG Health Council National Childhood Obesity Prevention Project mentioned 
above:  

“In New South Wales we introduced menu-labelling legislation, which is something that should 

have happened nationally and didn't, and as a result, it just kind of went through all the 

https://www.foodauthority.nsw.gov.au/sites/default/files/_Documents/retailfactsheets/nutrition_info_requirements_for_food_outlets.pdf
https://www.foodauthority.nsw.gov.au/sites/default/files/_Documents/industry/BRS_provision_of_nutrition_information.pdf
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jurisdictions… [To pass the legislation in NSW, there was] some really strong political will” 

(Health, P11) 

Some participants reflected on the nature of the Australian food regulatory system and the way Menu Kilojoule 
Labelling came into being. It was an example of ‘leap frogging’ policy similar to that seen in efforts to address 
tobacco/smoking in a drive for Commonwealth legislation (e.g. banning tobacco advertising and plain packaging 
legislation). Through the COAG Obesity Working Group, under direction from HEAL actions, the Food Authority 
provided support to other jurisdictions to implement the policy:  

“It hasn’t been done nationally, it’s been done on a jurisdiction-by-jurisdiction base… So, it 

happened in New South Wales but there’s clear feedback from industry that ‘we’re national 

bodies here’ so the vast majority who had been captured then just rolled it out nationally, that 

suited their business model. But what we did was if other jurisdictions wanted to put that into law 

themselves that there were a set of guiding principles, ‘If you do it, do it like this’” (Industry, P17)  

While it is true that no Commonwealth legislation exists for menu kilojoule labelling it did become nation-wide. 
Enough states and territories had implemented the policy (with minor variations) that it covered almost all eligible 
vendors in those jurisdictions (Northern Territory and Tasmania) that did not implement it through the vendors own 
policies for national consistency.   

The Food Authority’s position was to ensure a ‘level playing field’ for NSW businesses that worked across other 
jurisdictions so that they would not be at a disadvantage compared to businesses in other jurisdictions (for legislation 
that was in NSW only):  

“It’s obviously an area that we’re very much aware that we need to be behaving as a consistent 

manner as possible because we have got companies that work across states and territories. And 

it’s fair that their expectation should be that they’re getting equal treatment in each” (Industry, 

P17)  

The Food Authority held a close position to the food industry due to their role in food regulation. These relationships 
and their organisational position within the Industry cluster made them directly accountable to food industry 
resistance in a paradigm where they were interested in supporting businesses to flourish:  

“Industry are very good in coming back with level playing field examples… fast-food chains that 

were selling roasted chicken who just simply said, ‘Well, if you’re going to impose this on us, what 

about the supermarkets that are doing exactly the same thing?’” (Industry, P17) 

“[The Food Authority] want small businesses to flourish… I mean, they're focused on all business, 

really, but I don't think they want to see small business go out of business” (Health, P11)  

 
Menu Kilojoule Labelling was monitored by Environmental Health Officers in local governments, reporting back to the 
Food Authority who ensured compliance:  

“They just come back and report it to us. We don’t ask them to go through the nitty-gritty of the 

compliance. We’ll do that check ourselves” (Industry, P17)  

Part of the Menu Kilojoule Labelling work for the Food Authority included community education and monitoring and 
evaluation of the policy. Evaluation of Menu Kilojoule Labelling (Link 2021) found that over time consumers (n= 178; 
218; 202) reduced their mean and median (~500kJ) energy intake via the choices they made after the Menu Kilojoule 
Labelling legislation and Fast Choices program were rolled out (Link) (now referred to as kJ on menus (Link):  

“…there was a reduction in the number of kilojoules being purchased” (Industry, P17)  

The Fast Choices program was promoted to the public under the 8700kJ banner and promoted messages around food 
choices aligned to a mandated statement ‘The average adult daily energy intake is 8700kJ’. The Fast Choices and 
Nutrition Labelling Reference Group includes stakeholders from the Food Authority, Ministry of Health and industry, 
and met twice a year.  

 
A key limitation of Menu Kilojoule Labelling was that the businesses covered under this regulation, large fast-food 
chains, contribute to about 30% of ‘dining out’ experiences in NSW [19]. Although the remaining 70% of foodservice 

https://www.foodauthority.nsw.gov.au/sites/default/files/_Documents/scienceandtechnical/fastchoices_evaluation_report.pdf
https://www.foodauthority.nsw.gov.au/sites/default/files/_Documents/scienceandtechnical/fastchoices_evaluation_report.pdf
https://www.foodauthority.nsw.gov.au/retail/cafes-restaurants-and-retail-outlets/kJs-on-menus
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outlets – small-medium foodservice outlets like restaurants, independent take aways and cafés, and clubs, hotels and 
motels – also impact on food intake of the population, there was no national or state policy or program targeting 
them:  

“…people think about things like fast food outlets but if you think about it really… I don't think the 

local Thai is necessarily all that much better.” (Health, P5)  

 
Healthier Oils (local government)  
A policy/program gap was identified for those remaining foodservice outlets (mostly non-chain fast food/takeaways, 
restaurants and cafés). The Healthier Oils program sought to improve one aspect of the nutritional quality of foods in 
those remaining smaller food outlets, i.e. to improve the cooking oils used in these venues. It was the only policy or 
program in NSW that directly targeted improving food quality, although it dd not aim to reduce overall energy of 
foods sold, and it was developed and managed by a non-government health promotion agency. The Heart Foundation 
partnered with six local councils and developed tools for engagement with local foodservice outlets and language to 
pass motions at council meetings to support the reduction of trans- and saturated fat use within their local 
government area, with local environmental health officers, and information to be distributed to local food outlets. 

 

The delivery method of the program focused on environmental health officers in six local councils as the Heart 
Foundation did not have an ‘on the ground’ opportunity. Their previous experiences working with councils in NSW on 
health promotion, such as smoking bans, informed how they approached a program in this area:  

“We had to work with the early adopters first because the common pushback was, ‘Okay, who's 

going to pay for the signage? This is just government cost shifting. They're trying to get councils 

to do more and more public health issues’” (Heart Foundation, P22)  

The case study was developed with Cessnock City Council (Link) who were concerned about being named the heart 
attack hotspot of NSW:  

“Their council was concerned by this and they'd heard about the Healthier Oils project. [We 

undertook] an evaluation of that program which was over a 6 year period… We did an audit of all 

the available small food outlets to see what type of oils they were using… and about 17 percent 

of outlets were using Heart Foundation approved healthier oils… after the three years it had 

moved up to say 47 percent… and then in our last round it’s gone up to 67 percent” (Heart 

Foundation, P22) 

The Healthier Oils program was promoted as a way of engaging local councils (without imposing additional costs to 
them) and environmental health officers (on a ‘positive’ project), on a program that could improve the local food 
supply:   

“It’s novel and its seen as one thing the council can do, in a positive light… The feedback from the 

environmental health officers was [that] they really valued having a conversation with food outlet 

owners about something that was positive… [and the] cost was met by the… shop owner not the 

actual council itself” (Heart Foundation, P22) 

In 2013, 17 Councils in NSW were participating in the program in some form (policy and/or programmatic support). 
Parramatta City Council (Cooking oils used by small to medium independent food outlets, 2014 Link) had a specific 
form to record the nutrition information panel of the cooking oils used in venues (data from which was then sent to 
Western Sydney LHD for analysis). It found 69 of the 100 food outlets surveyed were using healthy oils. A key 
structural change was to get local environmental health officers to record what types of oils were being used in the 
outlets in their usual reporting mechanisms – some councils had included that as a reporting requirement. 
Environmental health officers (EHO) held regular food forums with the outlets in their local area, a good setting for 
disseminating information and offering support as was used with the Healthier Oils program. EHO experiences were 
reported in the Parramatta City Council report: “The EHOs made it known that the paperwork involved in a pilot study 
was not part of their role… One EHO made the comment ‘I don’t think we’re qualified to give them nutritional advice 
and I think it might distract the operator from the real purpose of the inspection (food safety)” (p.12, Link). Resistance 
was reported. Getting EHOs on board was a key consideration to the success of local foodservice outlet programs:  

https://www.healthyactivebydesign.com.au/case-studies/cessnock-healthier-oils-program/
https://www.wslhd.health.nsw.gov.au/ArticleDocuments/1233/Oils_Report_LR.pdf.aspx
https://www.wslhd.health.nsw.gov.au/ArticleDocuments/1233/Oils_Report_LR.pdf.aspx
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“When I did present the ministerial priorities at a conference of New South Wales environmental 

health officers, a couple of people came up against that priority… [After a conversation] they kind 

of saw that they had a bit of a role in that.” (Industry, P17)  

The potential role for councils and EHOs to work in this space had not been well articulated at the time of this study 
but presents a potential implementation lever for health promotion. Support, training and funding would all be 
required before putting EHOs into such a position. Surface conversations had been undertaken about the use of 
communication systems to support health promotion activities at the local level through EHOs:  

“How do you make it simple for a person who’s not a specialist in these sort of areas to pass on a 

potential message? …We are discussing because the Ministry of Health in other areas also ask a 

lot of things of councils. So, an electronic platform. We’ve always taken the view that there is the 

potential, that food is just one module. And talking to local government… they are aware of a 

whole lot of other areas where it could help. But at the same time… the relationship that we have 

with councils is that we do provide them with a lot of support, advice, guidance and training in 

areas. So, they’re quite engaged in the food safety space… We haven’t discussed it broadly with 

anyone but again it’s … I think if you can make it simple. If they [EHOs] have materials and it’s 

simple things about a five minute conversation…” (Industry, P17) 

 
The Heart Foundation diversified the Healthier Oils program into other settings such as large-scale catering 
organisations (clubs and events catering) and considerations for government procurement (e.g. large government 
catering contracts) 

“Compass Foods… is the largest catering company in Australia [providing meals in settings like 

mining] fly in fly out, schools, hospitals, stadia, et cetera. The Defense Department saw our 

presentation by one of our staff at a food conference … and asked Compass to get in contact with 

us to see if they could change over their Defense contract to ensure that healthier oils were used 

in their foods. Compass has just done that, but further to that, Compass decided that they should 

adopt this across their whole catering service” (Heart Foundation, P22)  

 

Planning system considerations  

The Healthy Planning Expert Working Group submission to for updates to the Environment Planning and Assessment 
Act, included five recommendations including the access to healthy food (Link). At the time of mapping there were no 
explicit planning considerations/tools to improve food offerings at foodservice outlets in NSW.  

Planning shared a similar position to the Food Authority, in support of free market principles as the primary 
determinant of local land mix not the planning system who were “reluctant” to be involved (Planning, P8). Their 
position was to allow “…the free market a certain amount of freedom to decide” (Planning, P8). Planning core 
business was about the appropriate location of businesses rather than the type of businesses (with some 
considerations for venues that sell alcohol or sex):  

“I am familiar with the idea put forward by some practitioners that the planning system could 

actively limit the number or location of particular types of food premises in certain locations. But 

that level of detail is something the planning system tends not to get involved in” (Planning, P8) 

While some participants noted there were some levers available to local councils, speaking to the ‘social impact’ 
considerations within the recently updated Environment Planning and Assessment Act, others felt those could only be 
applied in a limited set of cases:  

“There are some grounds, but it's something that's applied more in terms of, say a licensed 

premises… as distinct from a place that sells food… [Councils] might seek to resist [food outlet 

applications] on the grounds that it's something that's not in character with the area, or 

something that might have a detrimental impact upon the health of the area” (Planning, P8) 

Although some participants argued that local councils had authority to act in this space, in reality the capacity for 
individual councils to oppose food businesses is significantly lower than the capacity of state governments and the 
resources behind food industry representatives:  

https://www.activelivingnsw.com.au/assets/Uploads/HPEWG-submission-on-EPAAct-amendments-FINAL-with-cover-letter.pdf
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“Locally, obviously, there's work that can be done locally about councils in terms of thinking 

about their healthy-built environment. You know, you've got examples of councils like Kiama and 

up in Byron where you won't find a fast-food outlet” (Premier, P6) 

“In most cases, the councils are not strong enough… unless they have exceptional leadership, to 

hold those companies at bay… because [the incentives are] just too strong for all of them” (Heart 

Foundation, P22) 

 

3c) Food retail  

Overall 
ranking  

 

 

Food retail spending accounts for most food and drink sales in Australia [18]. Food retail includes supermarkets, green 
grocers, farmer’s markets, food co-operatives, and specialty food retail outlets and mostly sell foods and snacks to 
prepare/assemble in the home. In Australia, there are two major supermarkets with approximately 70 percent of the 
food retail market share [18], Coles and Woolworths, a phenomenon referred to as ‘Australia’s supermarket duopoly’ 
(Health, P11).  

There is some national policy overlay in the food retail space. The Health Star Rating applies to, and the Healthy Food 
Partnership reformulation efforts target, foods and beverages sold directly to consumers in food retail (and indirectly 
in foodservice outlets, see 3b)). Action in the food retail space, especially in supermarkets, was identified as a gap by 
multiple study participants.  

“…no one's ever gone to them and said, ‘What can you do to improve the marketing within your 

store, product positioning, the placement within the store?’ A lot of work’s being done by Victoria 

with IGA on a community level” (Health, P11) 

Many felt this was an important gap to fill because of the “influence they have on consumer purchase” (Health, P11). 
There was broad recognition that “most of the food they sell is packaged” (Health, P5), the product category aimed at 
early childhood was “opening up” (Health, P11), and parents need additional support to recognise what foods are 
appropriate in these categories as many highly processed foods “present themselves as the healthy option” (Health, 
P9). Additionally, the ready-to-eat or convenience food market has grown substantially in food retail and several 
participants noted that supermarkets are driven by a convenience factor to ‘make healthy food simpler’ (Industry, 
P17), identifying that their corporate pathways have identified that “healthier convenience food is a growth area” 
(Health, P5).   

Narratives about a ‘level-playing field’ or a national approach were less pronounced in food retail than elsewhere. 
Whereas the number of foodservice outlets in NSW was a barrier to improving food environments, see 3b), the 
supermarket duopoly was identified as a potential lever for action in the NSW food retail space. As one of the two 
major retailers were based in NSW, the Ministry of Health “talked to” them (Health, P5) and believed the perception 
of supermarkets as key community stakeholders might be an incentive to encourage food retail improvements:   

“‘Commitment to communities’, I mean, it dives into the philosophy of many of the 

supermarkets… Regulation is going to be tricky" (Health, P11) 

Supermarket narratives about ‘commitment to communities’ aligns with NSW Government view of citizens as 
customers. These conversations had stalled by the time this study was being undertaken, Health had no real levers to 
cause substantive retail changes especially in a non-regulatory environment. One of the reasons for this, was 
attributed the lack of evidence about what a healthy supermarket looks like, the:  

“…five things you need to do that we could go to them with and say, ‘Look. These are the five 

things that will really make a difference. Which one of them can you start with?’” (Health, P11) 

Food retail point-of-sale data has been collected as part of calculations for Consumer Price Index by the Australian 
Bureau of Statistics since 2011 (Link) and was a potential intermediary measure of obesity prevention policy progress 
identified by Treasury when considering the use of social impact investing for obesity prevention (see SIF3C). The 
publication of food retail point-of-sale data could be a potentially strong incentive for food retail to participate in 
improving community-wide food purchases, alongside a suite of community interventions.  

https://www.abs.gov.au/statistics/research/using-scanner-data-estimate-household-consumption-september-2021
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Marketing practices  

There were no new initiatives through the HEAL Strategy timeline that related to in-store stocking and marketing 
practices or programs to improve food offerings in food retail stores. However, there were two existing policies. Menu 
Kilojoule Labelling has been required on ‘ready-to-eat’ foods at the supermarket from early 2013. It applies to items 
such as hot chickens, deli salads, hot deli meals (e.g. lasagne, sausage rolls), selected bakery products (e.g. cheese and 
bacon rolls, custard tarts, whole cakes), sushi and sashimi (Link). The second was the Remote Indigenous Stores and 
Takeaways (RIST) program in partnership with the Australian Health Department and South Australia, Western 
Australia, Northern Territory, and Queensland (Link).  

Supermarket catalogues were identified as a key area to influence:  

“…the catalogue, I mean, Australia, apparently, is one of the big countries, I heard this from 

Woolworths, where people just devour the product catalogue every week and base their 

purchases on that, and that catalogue is full of unhealthy foods” (Health, P11)  

The relationship between the frequent appearance of abundant, cheap, ultra-processed foods and the public 
perception of healthy foods being more expensive had not been explored but warrants consideration.  

 

Improving food offerings  

Nil. See In-store marketing practices above.  

 

Planning and food retail  

Planning tools in NSW are insufficient to support local governments if they want to encourage or exclude business 
types based on public health considerations. During the Inquiry into fresh food pricing [6] it was noted that the Greater 
Sydney Commission (GSC) mapped retail across Sydney to support local councils in their local environmental plans 
(p.43). The GSC has policy responsibility (in partnership with state planning and local governments) for zoning 
considerations (new proposals and re-zoning) across the Greater Sydney area (Link), however, evidence presented by 
the GSC stated: “The challenge for the planning system is that we cannot dictate what shops are permissible or what 
shops should be included within a centre other than through negotiating developments and trying to get and attract 
an entire range of retailers to an area” (Ms Hill, GSC, p.44) [6].  

A recent study across Sydney compared food environments between less advantaged and more advantaged 
neighbourhoods. It found that most households had access to at least one supermarket or greengrocer, but less 
advantaged neighbourhoods were less likely to have them within reasonable walking distance, relying more on public 
or private transport than in advantaged areas. Takeaway and alcohol outlets outnumbered 
greengrocers/supermarkets 3:1 in about 28% of less advantaged neighbourhoods compared to 20% in more 
advantaged neighbourhoods, with some communities having access only to takeaway but no 
supermarket/greengrocer [20].  

 

3d) Local food considerations  

Overall 
ranking  

 

 
HEAL SD 1.4 (environments, existing): NSW Department of Planning and Infrastructure to use land use/zoning to 
retain, and where possible increase, opportunities for agricultural and horticultural uses to keep fresh foods available 
locally (Partners: Local Government, Department of Premier and Cabinet, Premier's Council for Active Living) 
HEAL SD 1.5.4 (environments, existing): Develop, implement and evaluation strategies to improve the availability of 
healthy foods in Aboriginal communities 
HEAL SD 1.6 (environments, existing): NSW Department of Trade and Investment, Regional Infrastructure and 
Services and NSW Ministry of Health to contribute to NSW initiative on food security research, policy and programs to 
enhance opportunities for access to fresh and local foods, including among disadvantaged and remote communities}  
HEAL SD 3.1.2 (service, existing): Promoting breastfeeding in public policy 
HEAL SD 3.3 (service, existing): Local Health Districts and Local Government to implement evidence-based sustained 
health promotion projects with significant population reach at the local level, consistent with the NSW Healthy Eating 

https://www.foodauthority.nsw.gov.au/sites/default/files/_Documents/retailfactsheets/nutrition_info_requirements_for_food_outlets.pdf
https://healthinfonet.ecu.edu.au/key-resources/resources/14880/?title=Remote+Indigenous+Stores+and+Takeaways+Project&contentid=14880_1
http://www.planning.nsw.gov.au/Plans-for-Your-Area/Sydney/A-Plan-for-Growing-Sydney/Greater-Sydney-Commission/
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and Active Living Strategy (Partners Ministry of Health, Office of Preventive Health, Non-Government Organisations, 
Aboriginal Health and Medical Research Council of NSW, Aboriginal Community Controlled Health Services) 
 
PP SD 4.8 (environments, new): Coordinate an enhanced regional intervention focus in South Western Sydney Local 
Health District. (Department of Premier and Cabinet, NSW Health) 
 

Mechanisms for action in food considerations  

While there was a push for physical activity policy in NSW, see 2a), there was no similar sentiment echoed for a NSW 
food/nutrition policy. In part this was due to the role of the national food regulation system as mentioned above, but 
there was also a deeper narrative around having neither authority nor resources to act across so many areas (retail, 
food outlets, advertising):  

“Our role in the food environment is really to look at what's available to government to help 

develop and implement strategies that can support government and other organizations to apply 

principles of healthy eating in what they're doing. We've taken a look at it from the classic 

perspective, also from a marketing and advertising perspective, so thinking about all those 

different levers. Our focus at the moment has been on developing and implementing the healthy 

food and drink in health facilities framework” (Health, P7) 

When asked directly about food environments participants often deflected to talk about healthy built environments, 
many spoke of the Ministry’s work in physical activity environments:  

“I think that, in terms of the environmental side of thing, you know it's really interesting that 

people talk about a Western Sydney food desert hotspot, I don't think I believe that, but I think 

ubiquitously, the environment, the food and physical activity environment, overall is obesogenic, 

we know that. So, in terms of our work in this space, we're doing a lot of work at the moment 

around physical activity infrastructure… Food environments, I think that's a really vexed issue. 

Because people think about things like fast food outlets but if you think about it really…there’s a 

bit more sophistication we need in this part of the debate” (Health, P5) 

 

Planning  

NSW 2021: A plan to make NSW number one had a target to “Protect strategic agricultural land and improve 
agricultural productivity” (p.11, Link) through the development of Strategic Land Use Plans to resolve land use 
conflicts. However, under the NSW Government directives to grow the economy it states that to deliver on new 
infrastructure more land needs to be made available for housing and jobs (p.5). This is likely to impact on agricultural 
land. Additionally, SEPP (Rural Lands) 2008 (Link) identified the need to protect agricultural land but focused on 
industry. These policies were interested in food as it related to agricultural productivity, rather than ensuring the 
protection of a local food supply or ensuing fresh food access. A Planning participant noted that all Regional Plans, “in 
different ways, talk about the need to protect productive agricultural land” (Planning, P8). They also noted that 
agricultural protection needed to be considered in the context of housing and that it “made sense” for new builds to 
extend out next to existing neighbourhood to access services (Planning, P8).  

Despite the protection and increase of agricultural and horticultural land being an action in the HEAL Strategy, other 
actions took priority, and the Ministry felt other aspects of healthy built environments captured their aims: 

“The HEAL Strategy's now almost 5 years old, and we probably don't talk about it in terms of 

agriculture in the same way now. I suppose we've captured that work more broadly in the healthy 

built environment” (Health, P7) 

Recommendation 10 of the Inquiry into childhood overweight and obesity in 2016 (Link) recommended local councils 
address healthy eating (and active living) through their Integrated Planning and Reporting framework, see also 2a). 
After the Inquiry, the 2017 Healthy Weights Forum was hosted by the NSW Council of Social Service (Link). The forum 
included multiple speakers who discussed access to healthy food and the burden of food insecurity in addition to 
consideration of physical activity environments. These speakers presented a holistic picture of obesity risk and its 
determinants, but somewhere along the way food system considerations dropped off the agenda.  

The Hunter Region Plan was the only Regional Plan that referenced healthy food environments (specifically to 
encourage access to local produce markets), see 2a). Local government Local Environment Plans need to 

https://www.ipc.nsw.gov.au/sites/default/files/file_manager/NSW2021_WEBVERSION.pdf
https://legislation.nsw.gov.au/#/view/EPI/2008/128/full
https://www.parliament.nsw.gov.au/committees/Pages/inquiryprofile/inquiry-into-childhood-overweight-and-obesity.aspx#tab-reportsandgovernmentresponses
https://www.ncoss.org.au/policy-advocacy/policy-research-publications/healthy-weights-forum/
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“demonstrate consistency” with Regional and District Plans which “vary from region to region” (Planning, P8). The 
absence of healthy food/eating from the Regional Plans, and the healthy built environment work more generally, was 
a missed opportunity to embed healthy food considerations into local planning.  

(Note, policy mapping ended in mid-2019. After this, in late 2019 the Healthy Planning Expert Working Group released 
Healthy Food and the Built Environment: NSW Healthy Planning Action Resource No. 3 (Link). It included a small break 
out box of implementation tips to support local governments to link liveability in Regional Plans to their own 
integrated planning processes).  

 

Food and nutrition security  

Ministry participants were hesitant to acknowledge a problem of food security, stating that it was difficult to articulate 
the problem and therefore its solutions. Food and nutrition security in NSW was framed as a problem that had not 
been well defined, nor had its solutions:  

“We've also always struggled with food security and what to do because the problem is not 

clearly articulated, and the solutions aren't either… it’s a bit blurry.” (Health, P11)  

Government measures of food insecurity mask the true extent of the problem, however, data from NSW HealthStats 
on food insecurity reported food insecurity to be as high as 9.9% in some LHDs, well above the state average of 6.9% 
with many more families experiencing food stress [21]. Food insecurity increases with remoteness and as advantage 
decreases, and evidence shows it is a growing issue in NSW [22].  

The Inquiry into fresh food pricing [1] was a minority party led inquiry that found food insecurity was increasing in 
NSW communities (Chair: Christian Democratic Party; Deputy Chair: The Nationals). It noted many experiences of food 
security experiences in NSW. For example, within Sydney food baskets were cheaper in lower SES communities but 
the quality of fruit and vegetables was also significantly lower; fruit and vegetables in particular tend to be more 
expensive in rural areas than metropolitan areas, which the Inquiry report partially attributed to lack of competition. 
Key recommendations included:  

• The Ministry to monitor food pricing, food security and its determinants, and map food deserts 

• Department of Primary Industries to “rebalance power relationships in supply chains” (p.31) and 
intergovernmental mechanisms to enable transparency between growers, wholesalers, and fresh food 
retailers – whereby opacity had enabled artificially inflated retail prices 

• Establish an environmental trust to incentivise producers to minimise food waste and divert to food relief 
programs (e.g. subsidise transport costs to do so)  

• Transport to improve the quality of roads for food transportation  

• Planning to embed health and wellbeing into the regional planning system and protect agricultural land  

• In both the Greater Sydney area and regionally, appropriate planning partners including local governments 
undertake steps to ensure appropriate retail planning and “other strategies to improve access to and 
affordability of fresh food, especially in disadvantaged communities” (p.47) – evidence was presented that 
rural areas pay more for healthy foods, particularly fruit and vegetables (p.3) 

• Increase food subsidy programs, ensure adequate funding for the transportation of donated fresh food, and 
investigate place-based food hubs  

Food insecurity in its most acute form was seen as “more of a FACS thing” (Health, P14) by Health. While FACS funded 
services that responded to “families not having enough to eat” (Community, P15), they were not involved in 
discussions around approaches to address the determinants of food security. FACS had funded the NSW Food 
Program (Link), and emergency food relief initiative, since 2013. It had also developed the NSW Food Program 
Guidelines (Link). FACS provided funds to (statewide organisations) Foodbank and OzHarvest for transport and 
distribute food to local charities that have undergone a registration process. A Ministry participant recognised that the 
“data from food banks would suggest that's an issue,” that there was good evidence that food vouchers were effective 
in a “US model” and the “reason we’ve done very little in food security is that we’ve really struggled to articulate the 
problem” (Health, P11). In this context they referred to Australian research that healthy food is more affordable, 
implying the issue was less about income and more about poor choices: 

“A healthy diet's cheaper than unhealthy, because people are spending 58 cents in their dollar on 

unhealthy food… So, to go out there with food vouchers… I'm not sure that's what's needed, and 

is the NGO space that operate in that area being effective already or are we just giving money to 

a food bank to do that for us?... What's the long-term, sustainable approach to food security?” 

(Health, P11) 

https://irp.cdn-website.com/541aa469/files/uploaded/ALNSW_AR3Healthy-Food-and-the-Built-Environment-FINAL.pdf
https://www.facs.nsw.gov.au/providers/deliver-community-and-sector-assistance/food
http://www.community.nsw.gov.au/__data/assets/pdf_file/0006/320856/nsw_food_program_guidelines.pdf


45 
 

While there were no publicly available documents, a study participant noted a position in the Ministry responsible for 
healthy built environments was “just about to” commission a review of food deserts and swamps: 

“The question we've never been able to answer is: ‘Is there really a problem with food deserts or 

food swamps in New South Wales, and then were in New South Wales?’… There's no evidence of 

food deserts here either, so that's why we're doing this review in looking at food swamps and 

deserts, and the issue around food accessibility with low income” (Health, P11).  

A HEAL Strategy action does mention investing in research about food security for disadvantaged and remote 
communities, but participants were unable to identify any they were supporting.  

An independent study in Sydney identified that it was easier to obtain unhealthy food than healthy food in less 
advantaged areas (Western Sydney) than areas with higher advantage (North Shore) and found associations with 
these food access patterns and higher prevalence of type II diabetes in Western Sydney [20]. This paper was 
referenced in the 2018 Inquiry into fresh food pricing [1].  

Local projects to address food insecurity can include, but are not limited to, building community networks, community 
kitchens, community supermarkets, grocers or pantries, farmers markets, food co-operatives, mobile food vans, and 
developing social enterprises. The study policy mapping found no state level support for these types of initiatives. 
However there were some local projects, for example Sydney LHD had the YHunger project (Link) and South Western 
Sydney LHD health promotion unit had a range of food security projects (Link).  

Discussions with participants in the Ministry about projects at the LHD-level such as community food hubs, community 
supermarkets, having farmers markets, or vegetable gardens were met with “I’m not sure that’s going to solve it. That 
doesn’t seem to be very scalable… it just seems very bitsy to me” (Health, P11).  

 

Regional food access 

Regional food access was one area of food security that seemed to have a little more traction. A participant noted that 
the “issue of supply into regional areas” was backed up by data that suggests “that’s a problem for some foods” 
(Health, P11). It was noted that through the Healthy Food Provision work, see 4a), the Ministry had come across this 
issue with supply into regional areas and for that initiative they will be “working with suppliers and distributors” to 
ensure an appropriate food supply to meet their policy aims (Health, P11). The NSW contract (called C801) is the 
government procurement contract for food, most of which is for inpatients in public hospitals including in regional 
areas to supply regional hospitals. In terms of considerations for food access for regional areas:  

“The question is can we tap into that? I think yeah… We're not even sure how we would make 

that work for… private business, could they tap into that contract? Maybe? Maybe not.” (Health, 

P11)  

This contract has potential as a lever to improve food accessibility and affordability in a range of remote settings 
(including early childhood education and care settings) by leveraging off the distributors already transporting food. 
However low knowledge of contract applicability is a barrier.  

The NSW Healthy Town Challenge was a competition between selected towns who received an initial $15,000 grant, 
plus the winning town receives an additional $5,000 for use towards improving environments. Participating towns 
were required to enrol locals into the Get Healthy Service, see 5a), develop and implement policies and initiatives 
focused on people and place, and partner with local businesses and community organisations. A local food retailer in 
one participating town tried out initiatives to improve the supply of fresh fish but “it didn’t sustain itself, 
unfortunately” (Heart Foundation, P22). This was a common experience in regional towns and communities in terms 
of limited opportunities to improve access to affordable, fresh produce. The Healthy Town Challenge itself imposed 
requirements for Get Healthy Service enrolments on to participating towns, which was “a bit of an impost” on the 
limited capacity. A participant noted the focus on the grants should have been to “build community capacity” to tap 
into what scope of influence they did have and focus on one area at a time (Heart Foundation, P22).  

There was small-scale initiative in 2007 that used subsidies to improve fruit and vegetable intake among school aged 
children in 2007. The program Fighting Disease with Fruit was available to First Nations families in a remote area who 
paid $5 to receive $40 worth of fruit and vegetables (with $35 was subsidised by an Aboriginal Medical Service). The 
program coincided with a school-intervention to ensure that fruit was served daily and resulted in improved health 
outcomes [23]. Eat it to Beat It was a Cancer Council NSW program in the Hunter region that was shown to increase 
family consumption of fruit and vegetables [1]. Such initiatives could be used across the board in remote 
communities.  

https://www.ncoss.org.au/sites/default/files/public/Yhunger.pdf
https://www.swslhd.health.nsw.gov.au/populationhealth/PH_Promotion/hltEnviron_fdSecurity.html
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4. Settings  

4a) Government settings 

Overall 
ranking  

 

 
HEAL SD 1.5 (environments, existing): NSW Ministry of Health and NSW Department of Education and Communities 
to improve the availability of healthy food in a range of settings (Partners: Other Government Agencies, Local 
Government, Official Visitors' Program, Agency for Clinical Innovation, Premier's Council for Active Living, Local Health 
Districts and Networks, Industry, Aboriginal and Medical Research Council of NSW, Aboriginal Community Controlled 
Health Services): 

HEAL SD 1.5.1 (environments, existing): Introduce healthy food and catering policies in all government 
agencies and at the local level 

HEAL SD 1.5.2 (environments, new): Deliver healthy menus in Sport and Recreation centres across NSW}  
HEAL SD 2.4 (programs, existing): NSW Ministry of Health to develop, implement and evaluate healthy workforce 
programs in public sector agencies with a focus on physical activity, healthy eating and active travel including 
(Partners: Public Service Commission, Premier's Council for Active Living, All NSW Government agencies, NSW Office 
of Preventive Health) 

HEAL SD 2.4.1 (programs, existing): Healthy workforce policies on improving the health and wellbeing of 
public sector employees 
HEAL SD 3.4 (service, existing): NSW Obesity Senior Officers Group to investigate and leverage additional 
opportunities within NSW Government agencies, programs and services to provide evidence-based and relevant 
services and programs to the community to promote healthy eating and active living in metropolitan, regional and 
rural areas and disadvantaged populations 
HEAL SD 4.1.4 (information, existing): Adopting the Australian Dietary Guidelines in all nutrition initiatives and 
programs 
HEAL SD 4.1.5 (information, existing): Adopting the National Physical Activity Recommendations in all physical activity 
programs 
PP SD 4.1 (program, underway): Revise and enhance NSW healthy food and drink policies to increase the availability 
of healthy choices for staff and visitors in hospitals (NSW Health) 
PP SD 4.1 (program, new): Investigate opportunities to increase healthy food and drink provision in key government 
settings including sport and recreation centres (Office of Sport) 
 
HEAL SD 1.3 (environments, existing): NSW Ministry of Health and NSW Food Authority to contribute to national 
efforts to assist consumers in making healthier food choices (Partners: Premier's Council for Active Living, Non-
Government Organisations, Industry): 

HEAL SD 1.3.1 (environments, existing): Improve front-of-pack labelling and support interpretation of label 
changes with targeted social marketing campaigns 

HEAL SD 1.3.2 (environments, existing): Reduce children and young people's exposure to the marketing and 
advertising of energy-dense and nutrient-poor foods 
 

There were multiple relevant HEAL Strategy actions for Healthy Food Provision in government-controlled settings, 
referred to as Healthy Food Provision in the manuscript.  

 

Healthy Food Provision policies in hospital and healthcare facilities 

The Healthy food and drink in NSW health facilities for staff and visitors: Healthy Choices in Health Facilities, 2017 
(Link) uses the Food and Drink Benchmark (based on the national Health Star Rating (HSR) (Link)) to encourage the 
availability of healthier foods and drinks to staff and visitors through all vendors (cafes, cafeterias, kiosks, coffee/food 
carts, vending machines) at all NSW Health facilities. It denotes food and drinks under Everyday (core foods and HSR 
3.5 stars and above, making up 75% of all food/drink offerings) and Occasional foods (discretionary choices and/or 
under HSR 3.5 stars). Occasional food/drinks are to make up no more than 25% of food/drink offerings, in addition to 
the removal of all sugary drinks, portion size limits and marketing limitations (not displayed in prominent locations, no 
value pricing, no promotional activities). The policy is supported by a Toolkit of the same name. The policy choice to 
align ‘Everyday’ foods to a HSR of 3.5 stars and above was supported by research presented in the Technical Report: 
Alignment of NSW Healthy Food Provision Policy with the Health Star Rating System (Link). That research found 79% of 

https://www.health.nsw.gov.au/heal/Pages/healthy-food-framework.aspx
http://www.healthstarrating.gov.au/
https://www.health.nsw.gov.au/heal/Pages/health-star-rating-system.aspx
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core/Everyday foods were ≥3.5 stars and 14% of discretionary/Occasional foods were scored as ≥ 3.5 stars. NSW have 
used that research to justify the use of the HSR in their food policy work across the board.  

While the policy reads as though it is mandatory, under Roles and Responsibilities is a table that states what the 
Ministry will do, and what “NSW Health facilities can” do (Healthy Choices in Health Facilities, p.12) – this distinction 
highlights that following the protocol is not a requirement, although it is incentivised through the LHDs: “What's 
different for us in this current iteration is the expectation around compliance and that there are actually mechanisms 
to ensure that outcome and report on compliance… there's a very strong buy-in from our Local Health Districts and so 
the Premier's Priority has given us a bit more weight to that.” (Health, P5).  Complete removal of sugary drinks 
(defined as “drinks with sugar added during processing excluding milk drinks”, Healthy Choices in Health Facilities, 
p.13) from all NSW Health facilities is the only mandated/required element under this policy. Instead the focus has 
been on the Occasional foods that have the highest impact (i.e. the bigger sellers, the most energy), the “unhealthy 
food that predominates in those settings, so we've looked at what's sold and said, ‘Let's focus on those. Let's not focus 
on the small stuff.’” (Health, P11). 

The policy does not apply to in-patients, foods and drinks brought in from home/other sources or fundraising activities 
undertaken within NSW Health facilities, however, Health facilities are encouraged to follow the policy for their 
fundraising activities.  

The NSW Health Retail Framework seeks to improve the more than 200 retail outlets in Health facilities, providing 
them with A Food and Drink Ready Reckoner, access to the state-wide Procurement Portal (NSW Ministry of Health 
Intranet), and online food and drink product information. Monitoring will be assessed through the Food and Drink 
Benchmark and facility input on the state-wide IT health reporting system, an addition to the existing PHIMS, see 4b), 
IT system, to be called PHIMS-F. 

Health’s engagement with hospitals was through several mechanisms. For example, some of the bigger retailers that 
sit in many hospitals across NSW, some even sit across several states as well as other smaller retailers:  

“The Ministry is supporting the big ones that operate in multiple hospitals… big at a state-level, 

but they're operating multiple hospitals… the LHDs are working with the small ones… and there's 

a lot of change management required there” (Health, P11).  

Additionally, partnering with distributors to align their order lists with the Benchmark. Others view these partnerships 
more as a business relationship, “…in hospitals themselves, that’s through a contractual relationship…. So, health as a 
business and seeking services ‘We want these sorts of services so you can provide them or we’ll give your contract 
away if not’, without [the use of] regulation” (Industry, P17). Although not a key element of policy mapping, due to 
the exclusion of school aged children, the school canteens policy that sits under the same framework and is worth a 
mention just to acknowledge that health has also engaged food providers in this sector. Licensed canteens are run by 
private businesses and “they’re much easier to look at… because then they’re all businesses registered with the Food 
Authority and you can target them directly and you can even make sure it’s a requirement in their contract… that’s a 
tighter arrangement than the majority of canteens, which are [school-community organisation]-run” (Health, P11).  
The licensed canteens are in some ways are easier to engage than canteens run by the Parents & Citizens 
Associations(Link) in each school. Instead, at the time of mapping, Health was about to start partnering with 
distributors into school canteens to ensure the order lists that go out to schools meet their Benchmark: “we're about 
to start working with the distributors, and we're doing that in canteens as well as health facilities, but canteens are 
much easier… There's only a few distributors into canteens and we would work with them to make sure that their 
ordering list matches our food and drink benchmarks” (Health, P11).   

Marketing and Healthy Food Provision  

One of the four areas of Healthy Choices in Health Facilities is marketing. Under this focus area it recommends 
“prominent locations in a food outlet, value pricing, and promotional activities highlight Everyday foods and drinks” 
(p.9) to promote and increase healthy food/drink availability and that those same activities are not used to highlight 
Occasional food/drinks to decrease availability of unhealthy food/drinks. This policy is not compulsory (only the 
removal of all sugary drinks for staff and visitors from NSW hospital and health settings is). When it comes to hospitals 
and school canteens as potential sites for reducing exposure to unhealthy foods and drinks, a scoping study looking at 
those settings for evidence of such marketing found “Schools and health facilities aren't advertising [those things]” 
(Health, P11).  

 

The first Healthy Food Provision practice was to remove sugar sweetened drinks from health facilities. The success of 
this practice was attributed to a major soft drink company owning all the vending machines in NSW health facilities, in 
addition to being a major supplier into existing food outlets:  

https://www.pandc.org.au/
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“The reason [removing] sugary drinks worked really well in health facilities… was because one of 

our key suppliers has the portfolio. Those industry players that have been clever enough to buy 

water companies, juice companies, can manage this change… but the small business… are likely 

to lose out…” (Health, P11)  

At the time of mapping, the remaining practices of the framework were being implemented with hospital and health 
facilities and school canteens. One of those practices was to restrict the advertising/marketing of ‘Occasional’ foods in 
these settings. Scoping work undertaken by the Ministry of Health found that advertising of occasional foods was not 
a common practice in health settings. Engagement with the food supply chain here includes partnerships and 
procurement contracts with multi-site retailers/vendors and suppliers (health settings), and in schools working 
directly with distributors or the licensed canteens (private businesses who are registered with the Food Authority) at 
the health ministry level. While for the smaller scale or single-site food outlets/kiosks in health settings are supported 
by LHDs.  

The Ministry supported LHDs to implement the program to remove sugar-sweetened beverages locally, building tools 
like the Food Finder database and the monitoring and reporting tools. They are also supporting negotiations across 
common areas, e.g. vendors or suppliers, and partnering directly with large retailers who supply across multiple 
facilities, it was noted that “…each piece is very intensive and very resource-intensive” (Health, P7). Within the 
Ministry there was an expectation that health facilities will comply and there were “…mechanisms to ensure that 
outcome and report on compliance” (Health, P5).   

(Note, post-mapping period. Preliminary evaluation of the implementation of Healthy Food Provision into NSW’s 160 
geographically dispersed health settings was positive, with an average of 82% of practices achieved (more than 900 
food outlets and 76 retailers) [24].  

 

Healthy food policies in other government settings  

The COAG project to reduce children’s exposure to unhealthy food focused on five areas including three settings 
(hospitals/health settings, schools, sport and recreation settings). A participant in Sport was aware of this work:  

“There’s some work through the COAG Health Council, they're doing some joint work with the 

sport ministers about healthy food provision in sport, so there is talk” (Industry, P21)  

Influenced by national projects to improve food environments for children (through the Council of Australian 
Governments), there has been some small-scale efforts with sport and recreation centres through the Office of Sport 
(these include 11 camps across the state).  

“The only other one we kind of admit to starting on at the moment is sport and recreation 

centres, so it's camps for kids, because they're… clearly a child audience, and so the benefit 

related to the Premier’s Priority is really crystal clear” (Health, P11).  

While the Premier’s Priority action states key sporting settings including sport and recreation facilities, when asked 
about other possible sporting venues, such as publicly owned stadia a participant noted “there’s been little appetite, 
so to speak” (Industry, P21). The sport and recreation camps, however, had a clear link to the Premier’s Priority as 
they have a distinctly child-only audience, and the sport leadership supported it, who saw “that as good marketing, as 
well as being the right thing to do” (Industry, P21). The Ministry viewed it as an opportunity to develop skills to launch 
an advisory platform for other settings wanting to do the same:  

“…what we could see is there's the potential for us to develop an advisory sort of platform to 

support other agencies in implementing the right approach in their settings… [or even extended 

to] provide advice to other non-government organisations or industry” (Health, P7) 

A key element of the Healthy Choices in Health Facilities framework is to model healthy food/drink provision in a 
government setting (by applying the food and drink Benchmark) – i.e. the framework has been positioned that it was 
developed to test a model for expanding to all other government settings, with the authority of leadership “to go into 
other agencies where adults and children are present… [as there are] not many agencies where only children are 
present” (Health, P11). Without direct authority, Health has continued to develop the policy as a ‘leadership piece’:  

“Developing the framework was intensive work. Coordinating the implementation of the 

framework and reporting on the data is really intensive, so I guess I would say that until we have 

a little bit more under our belt, we need to anchor that piece first, and then we know what does 
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and doesn't work and we can also then go to other agencies and say, ‘This is how it could work in 

your settings’” (Health, P7).  

Some observers noted that Health would face difficulties in disseminating the framework more broadly:  

“I know that they would have liked to have seen that go government-wide… but they're keeping it 

a very low profile, so they don't upset people. They're getting on with implementation. I think 

they'll have some good findings around the healthy drink approach… I think healthy food policy is 

going to be a more challenging one” (Heart Foundation, P22) 

Health participants identified the two key barriers for implementing a Healthy Food Provision across government 
settings. The first was ideological opposition, or not ‘having the hearts and minds’, especially around where there was 
interplay between personal choice and health benefit. In those circumstances those who were opposed wanted health 
to “articulate that health benefit, really hard to do” (Health, P11). The second was a concern for impact on revenue, 
particularly when there were other opportunities for people to go and purchase food elsewhere, “so then they're 
concerned that… they won't be able to rent the places, all of that, so they're legitimate concerns” (Health, P11). Non-
health participants noted the difficulties of ‘going it alone’ and implementing Healthy Food Provision policy without 
the cover of it being an all-of-government policy. The Ministry felt they had a way to go still before they could get that 
endorsement from leadership:  

“We need to do some more work, I think, before we're in a position to raise that proposal in 

government on how that could work.” (Health, P7) 

Similar to the food provision element, the classification used for the marketing component of the Healthy Choices in 
Health Facilities framework could be directly applied to any government setting that has marketing, e.g. train stations 
or stadia, see 3a).  

Other potential policy levers for applying food/drink promotion policies within government settings include elements 
of the NSW Health Sponsorships Policy (PD2005_415) (Link) have been included in the Healthy Choices in Health 
Facilities framework. The sponsorship policy could be extended to all NSW government settings and to those settings 
which receive grants from NSW government (i.e. as a condition of the grant).  

Another potential policy lever for improving food availability across government (and government-funded) settings 
could be to expand the number of food retail vendors who can access the NSW food procurement assets, through 
which the government could use procurement policies to ensure healthier foods were on offer. ProcurePoint is an 
online platform through which all Government procurement occurs (Link). The Food Services section has a whole-of-
government contract (number 801, Link) which reduced the number of food suppliers from 22 to 16 suppliers and the 
contract covers around 5000 products (it is unclear if fresh produce is included in the product lists, so may be 
problematic if all 5000 products are ultra-processed items). Under Clause 6 of the Public Works and Procurement 
Regulation 2014 (Link) all government agencies and several other public bodies are able to purchase foods from these 
food suppliers. These other public bodies include local governments, private hospitals/schools in NSW, public 
authorities of any other jurisdiction (Commonwealth, state or territory) or their contractors while under commission, 
and universities. Additionally, incentives could be provided for NSW based food suppliers to meet the criteria 
established through these contracts through the Small and Medium Enterprises (SME) Procurement Policy (Link). 

 

4b) Early childhood education and care settings 

Overall 
ranking  

 

 
HEAL SD 2.1 (programs, existing): NSW Office of Preventive Health and NSW Department of Education and 
Communities to deliver state-wide programs in early childhood, primary and high school and community settings, 
including (Partners: Department of Premier and Cabinet, Ministry of Health, NSW Kids and Families, Local Health 
Districts, Non-Government Organisations, Aboriginal Health and Medical Research Council of NSW, Aboriginal 
Community Controlled Health Services): 

HEAL SD 2.1.3b (programs, existing/new): The Children's Healthy Eating and Physical Activity Program in: b) 
Early childhood (preschool, long day care, and family day care) 
HEAL SD 4.1.4 (information, existing): Adopting the Australian Dietary Guidelines in all nutrition initiatives and 
programs 

http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2005_415.pdf
https://buy.nsw.gov.au/
https://www.procurepoint.nsw.gov.au/contracts/c801-0
https://www.legislation.nsw.gov.au/#/view/regulation/2014/62
https://buy.nsw.gov.au/policy-library/policies/sme-and-regional-procurement-policy
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HEAL SD 4.1.5 (information, existing): Adopting the National Physical Activity Recommendations in all physical activity 
programs 

PP SD 1.1 (program, underway): Refresh and strengthen physical activity and healthy eating programs in centre-based 
early childhood services – Munch & Move (NSW Health) 
 

Across both HEAL and Premier’s Priority documents, Early Childhood Education and Care (ECEC) settings (primarily 
long day care centres) were the key closed setting identified beyond the family for early childhood interventions. 
Research had demonstrated interventions in ECEC settings showed: 

“…improvements in the environments in childcare centres creates an environment that supports 

healthy behaviours” (Health, P19) 

 

National context 

There were two National Partnership Agreements on Universal Access to Early Childhood Education 2016-17 and on 
the National Quality Agenda 2015-18 (Link) to improve early education across Australian jurisdictions. COAG Education 
Council led commissioned Lifting Our Game: Report of the Review to achieve educational excellence in Australian 
schools through early childhood interventions, 2017 (Link) which highlighted key areas for improvement in terms of 
process quality (elements of educational programs in ECEC include quality interactions of organisational, emotional 
and instructional environment) and structural quality (staff ratios, space, group size, staff type).  

Authorised under the Education and Care Services National Law (Link), the Australian Children Education and Care 
Quality Authority (ACECQA) has been the national regulator of the ECEC sector since 2012. ACECQA developed the 
National Quality Standards (NQS) and the National Quality Framework (NQF), they are responsible for upholding 
national regulation in partnership with state and territory agencies (who deal directly with the sector). Within the NQS 
and NQF child health and wellbeing are mentioned but without detail, “The only description we have is that children 
are afforded a healthy lifestyle, and that healthy eating and physical activity are promoted. Everyone's understanding 
of that… could differ” (Education, P23). The Education and Care Services National Regulations (Link) include some 
limited and specific nutrition requirements, but there are none for physical activity.   

These national ECEC sector changes brought all ECEC services under the jurisdiction of the national government, with 
each jurisdiction’s education department (or communities, in Western Australia) taking responsibility for ensuring 
ECEC services were meeting the new national requirements. The National Partnership Agreement on Preventive 
Health (NPAPH) funded state and territory health departments under the national Healthy Children’s Initiative from 
2008. That funding, half of which went into the NSW Healthy Children Initiative, was discontinued early in 2014, with a 
change of government, although the NSW Government continued to fund it from its own budget.   

The feedAustralia initiative (Link) is a Commonwealth funded, online menu assessment and advice tool for ECEC 
services to use. While it was developed in NSW it did not include some of the Munch & Move practices (see below 
under NSW health context) around ensuring sufficient iron intake, “For our LHDs, if the service does their own menu 
review [with feedAustralia], it won’t meet the practice. So we have to double handle… from some of the LHDs, which 
is a few (not many) numbers, the feedback they're getting isn't very positive. Just because it's IT based and cooks don't 
have access to computers, and they're not computer literate so there's a lot of challenges there” (Health, P10).  

 

NSW Education context   

In NSW long day care is by far the largest provider of ECEC services and preschool education in NSW. While historically 
NSW has not directly funded long day care, with the Commonwealth they have become a funding source through 
policies to fund preschool programs, and ensuring Universal Access to preschool for children aged 4 years, with 
additional funding for children aged 3 years under several targeted streams (i.e. parents have Health Care Card, 
Preschool Disability Support Program, Starting Strong for Aboriginal families) (Link).  

The NSW Department of Education 5 Year Strategic Plan 2012-2017 (Link) included targets for ECEC:  

• Equal access to preschool in 12 months before formal schooling 

• All Aboriginal 4yr old children access preschool (the Aboriginal services team manage and ECEC program, 

Walking Together (Link)).  

• Increase Best Start literacy and numeracy results (at school start) 

http://www.federalfinancialrelations.gov.au/content/npa/education/national-partnership/2016_2017_universal_access_NP.pdf
https://education.nsw.gov.au/early-childhood-education/whats-happening-in-the-early-childhood-education-sector/lifting-our-game-report/Lifting-Our-Game-Final-Report.pdf
https://www.acecqa.gov.au/nqf/national-law-regulations/national-law
https://www.acecqa.gov.au/nqf/national-law-regulations/national-regulations
https://www.feedaustralia.org.au/
https://www.vu.edu.au/sites/default/files/preschool-programs-in-nsw-mitchell-institute.pdf
https://education.nsw.gov.au/policy-library/associated-documents/fiveyrs-strategic-plan.pdf
https://education.nsw.gov.au/early-childhood-education/operating-an-early-childhood-education-service/making-services-accessible-for-all-children/aboriginal-access
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NSW Department of Education positioned the aims of the NQF changes as cutting red tape, providing greater sector 
clarity of requirements, and improvements to oversight and support (Link). Education has the role of engaging with 
ACECQA and the intergovernmental forums for education (i.e. the COAG Education Council, since 2021 called the 
Education Council). They were a key NSW stakeholder if seeking national consistency in food and physical activity 
standards in ECEC settings.  

The Early Childhood Directorate (the Directorate) was a branch of the NSW Department of Education (Link) 
responsible for ECEC centre registration and sector regulation in NSW (Link). The Directorate regulates ~5400 services 
including Long Day Care, Preschool, Mobile service, Family Day Care, home based care, and occasional care. The 
Compliance Policy: Early Childhood Education and Care: Quality Assessment and Regulation states: “Families have an 
expectation that the Department of Education will actively promote compliance with relevant legislation to ensure the 
health, safety and welfare of children attending education and care services” (p.4, Link). At the time of mapping, it 
was estimated that 250,000 NSW children aged 0-5 years attended long day care centres and approximately 50,000 
attended family day care. 

The Directorate are driven by the importance of preschool education. There is national funding ensuring universal 
preschool for children aged 4-5 years, and NSW provides additional funding to ensure universal access for children 
aged 3-4 years. Reviewing their own data, “access for 4-5 year old’s to preschool… the first group of students had 
actually gone through NAPLAN testing so we were able to connect the two… we’ve identified that they will have a 
better start if we can fund 3 year old’s” (Education, P23). This does leave a bit of a gap in the focus from the 
Directorate for children in care aged 0-3 years. Their data identified that long day care centres were less likely to be 
meeting NQS than preschool-specific settings. Several narratives emerged from the Directorate, including 
prioritisation of educational attainment versus wellbeing and obesity as low priorities, as evidenced by the latter’s 
absence from the strategic plan. Obesity prevention itself is not likely to be a useful narrative when engaging with the 
ECEC sector. Their priorities focused on preschool (education) funding, disability, and support for First Nations 
children in ECEC services and sector engagement focused on:   

 “There's a lot about giving children that best start, between nought to five. Giving children that 

self-motivation to want to eat healthy to want to participate in physical development (Education, 

P23)  

The Directorate viewed their role as sector engagement and support, but presented conflicting views about their role 
and ability to influence the sector:  

“Because they’re private operators, we're not directly responsible for what they do at their 

services. We can only give them the information [about Munch & Move] … 

…we're in that position to be able to give quite a lot of information where the services will 

actually do it if we say to them to do it, because we're the regulator. We're in a prime opportunity 

to reprioritize, make it a key priority” (Education, P23) 

The Directorate Authorised Officers collect information for reporting through their electronic monitoring system – 
eSAM – which can be collated at the state or national level through ACECQA. In NSW the Directorate use this data to 
engage with the sector and provide large training sessions if multiple centres need additional support on similar 
components. The part of the Directorate that engages directly with the sector is composed of six managers, each with 
around 20 Authorised Officers in their teams. They have a committee with representation from each team that feed 
up issues being experienced by services, “…then whatever is discussed at that team meeting is shared and we find 
appropriate resources… we'll hunt something down that will support them” (Education, P23).  

Additional programs and supports for the sector and children attending services include:  

- The Department of Education supports a range of sector development programs and requirements (Link) 

- Ngroo Walking Together program (linked to Start Strong (Link) initiative, First Nation children to receive 600 

hours/ year of preschool (at preschool or long day care)) to help ECEC centres to engage First Nation children  

- Community Safety program (Start Strong Community Safety Net, a program being developed/ piloted, to 

ensure ECE programs in very remote regions of NSW) 

- Professional development grants (centre-based and mobile preschools) – closed  

The NSW Education Standards Authority manages the accreditation process for early childhood teachers, known in the 
sector as Educators (Link), and there are additional training opportunities for the sector to apply guidelines on 
nutrition and movement via NSW tertiary settings, e.g. Healthy Eating and Physical Activity Resource Package for Early 
Childhood Qualifications (Link). 

https://education.nsw.gov.au/content/dam/main-education/early-childhood-education/whats-happening-in-the-early-childhood-education-sector/media/documents/October-consultation-slides.pdf
https://education.nsw.gov.au/content/dam/main-education/early-childhood-education/whats-happening-in-the-early-childhood-education-sector/media/documents/October-consultation-slides.pdf
https://education.nsw.gov.au/early-childhood-education
https://www.det.nsw.edu.au/media/downloads/what-we-offer/regulation-and-accreditation/early-childhood-education-care/regulatory-framework/enforcement/ecec-compliance-policy.pdf
https://education.nsw.gov.au/early-childhood-education/working-in-early-childhood-education/sector-development
https://education.nsw.gov.au/early-childhood-education/operating-an-early-childhood-education-service/grants-and-funded-programs/start-strong
https://educationstandards.nsw.edu.au/wps/portal/nesa/teacher-accreditation/how-accreditation-works/your-accreditation/early-childhood-teachers
https://www.healthykids.nsw.gov.au/downloads/file/campaignsprograms/HealthyEatingPhysicalActivityResourcePackageSection_3.pdf
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NSW Health context 

Good for Kids was a community-wide strategy in the Hunter New England area (led by the local LHD), aimed at obesity 
prevention for children aged 2-12 years and included organisational capacity building in community settings. It did not 
have a broad environmental focus, instead focusing on key settings (ECEC – specifically the 128 preschools in the 
region (average age 4 years) and 178 long day care centres (six weeks to six years), primary schools, health services 
(40 hospitals, 57 community health centres plus approximately 700 GPs) and some community organisations 
(including 36 NGOs providing home visiting services – provide information on healthy eating and being active) such as 
junior sports clubs, Aboriginal health and community services. The only food environments consideration given was to 
food provision within Hunter New England LHD vending machines and food outlets but to no other settings within or 
beyond government control. The intervention in ECEC settings served as the basis for the Munch & Move program.  

Munch & Move was the key program for early childhood obesity prevention in NSW, described in HEAL SD2.1.3b and 
PP SD1.1 above. Commencing in 2008 with Commonwealth funding, it is now solely funded by NSW. The Office of 
Preventive Health (OPH) centrally managed the state-wide Munch & Move program (Link), implemented locally 
through the dedicated health promotion workforce in each of NSW’s 15 Local Health Districts (LHDs). Centre based 
long-day care was the primary target of the program that provides support at the carer/educator, cook, and 
management level to improve food offerings, opportunities for being active and minimising screen time, appropriate 
sleep, curriculum development, and procedural and policy support. Its aims were to support healthy lifestyle 
behaviours around nutrition, being active, and sleep. The program centres on ‘practices’ for the centre to attain and 
had approximately 90% reach at the time of mapping (Health, P19). Data on this progress was documented in the 
Public Health Information Management System (PHIMS), which allowed for LHDs and those within the Ministry to see 
activities presented in a dashboard style: “we can actually see the ones that aren't doing so well, and then go to those 
Local Health Districts and help provide additional support around it” (Health, P5). The OPH provided training to the 
appropriate staff within the Early Childhood Directorate, and centrally managed much of the training provided 
through the Munch & Move website and eLearning program training.  

Program ‘practices’ were periodically reviewed in an ongoing quality improvement cycle as they are embedded by 
centres participating in the program.  

“We used to just ask, ‘Do you have a policy?’ So it'd just be ‘yes’ or ‘no’. Whereas now it’s like, ‘Do 

you have a policy and if yes, does the policy contain these elements?’ … [now we’re] guess 

reviewing each policy to make sure it aligns to a set of key strategies that we believe will 

influence those changes in the service… [e.g.] we’ve now introduced training for cooks… a three-

hour workshop… about the guidelines and how to actually plan the menu and some of the 

challenges. We have a practice to monitor that as well” (Health, P10). 

The Munch & Move practices were reviewed in line with the NQF, and its updates in 2017. The Health Promotion 
Team in each of the LHDs develop ongoing relationships with the ECEC centres a specific skill set of relationship 
building that may not be captured in PHIMS. This enabled the LHDs to better engage ECEC settings and provide them 
support to attain their requirements under the NQF:  

“We go in with… ‘We're here to help you no matter what… we'll help you with adhering to the 

regulations’…there's so many resources within the program and it's free. It's just like, ‘Oh my 

gosh, you guys give us so much.’ So it's always been positive” (Health, P10)  

 

While there were (limited) national regulations about food/nutrition, there are less supportive structures for physical 
activity/movement. Despite their being new national movement guidelines for 0-5year old children there are 
limitations to what NSW Ministry can do at the national level with ACECQA, “there's no actual mechanism other than 
the lobbying and feedback sort of thing.” (Health, P19). ACECQA have better opportunities to “to be able to actually 
get nationwide coverage of set programs rather than just state-specific” (Education, P23).  The Directorate were 
aware of the significance of the ECEC setting for early childhood, “Children are in care from 7 o'clock in the morning 
till 6pm, sometimes five days a week. So the majority of their physical activity and healthy eating is coming from 
services” (Education, P23). There were opportunities for better knowledge exchange between health and education, 
at the time of mapping the relationship with the Directorate overlapped “through the synergy between the practices 
and the quality framework. There's not a direct, regular, ongoing relationship there” (Health, P19). The relationship 
between the OPH and The Directorate around Munch & Move and sector engagement was best summarised as 
unidirectional. The OPH provided an initial training session in 2016, followed by a refresher in 2018 which also 
included access to the online training modules that are provided to ECEC services. The approximately 120 Authorised 

https://healthykids.nsw.gov.au/
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Officers that go into ECEC services can then provide referral information about Munch & Move. These Authorised 
Officers regularly visited services to ensure NQF compliance, entering local data into the national e-SAM data system. 
This presented a potential lever for establishing sustainable data monitoring around food and movement 
environments in ECEC settings but requires lobbying with ACECQA to ensure it is a requirement (and therefore 
funded). The Directorate felt they have the potential to make valuable contributions to the obesity prevention policy 
space in NSW, but were not participants at HEALSOG meetings:   

“I think we would have enough research to start informing New South Wales policy… I'm not sure 

how we’d go with other departments… it almost seems a bit silly that the early childhood 

component doesn't have a representative [at HEAL SOG meetings] considering the nought to five 

component is so vital… Just to have a bit of input into what we can do and what we can offer” 

(Education, P23)  

Training was provided to the six Early Childhood Directorate managers about the Munch & Move practices and 
resources, and access was provided to the online learning modules for them to pass on to the Authorised Officers in 
their teams. Authorised Officers then engage with services about physical activity “…about implementing fundamental 
movement, having a look at children’s different capabilities, etc, but it’s not prescribed in the law. There is actually no 
regulation that says you must give children exposure to physical activities” (Education, P23).  

Caring for Children: Birth to 5 years (Food, Nutrition and Learning Experiences) (Link) is a resource that supports the 
Munch & Move program aims. It was developed for cooks, directors and educators to meet nutritional needs of 
children 0-5 years in care in 2014. The resource includes serve sizes and number of serves both per day and to provide 
while in care for infants (6-12month) toddlers (1-2 years) as well as for children aged 2-5 years and intersects with the 
Munch & Move program.  

Three areas for sector improvement were identified by relevant participants: meeting the physical activity practices, 
training to enable ECEC centre staff to upskill their colleagues, and engagement with parents. There was broad 
recognition from health and education that engagement with parents can be difficult, but was worthwhile:  

“It's hard for childcare centres, as it is for other health professionals at times, to actually say to a 

parent… ‘You could do something better’” (Health, P19)  

“[Establishing a new] working group where we're looking at some policies for families. How they 

[services] can inject some information to families” (Education, P23) 

 

Family Day Care and Supported Playgroups 

An estimated 50,000 children aged 0-5 years were attending family day care in NSW at the time of mapping (Health, 
P10). These services had higher attendance of culturally and linguistically diverse children and children with 
specialised needs such as physical or developmental disability:  

“We find a lot of non-English speaking families use family day care… you also get children with 

special needs or higher needs going through family day care because they’re once again getting 

more personal care” (Health, P10).  

Targeting family day care would likely support families experiencing disadvantage. While engagement with long day 
care had been consistent since 2008, engagement with family day care had been sporadic over the same period. While 
receiving NPAPH funds, Family Day Care coordinators were trained under a ‘train-the-trainer’ model, and “additionally 
provided the Family Day Care Association with some funding to support them to keep training their educators” 
(Health, P10). This was dropped when the NPAPH funding stopped, but it had renewed interest under the Premier’s 
Priority. At the time of mapping Munch & Move was in the process of “expanding into family day care” (Health, P19).  

Supported Playgroups were services provided to families in need of additional support through Families and 
Community Services partners. Resources similar to those within the ECEC sector were developed and distributed, but 
additional support was not provided (for more on this see Link and Link).  

 

 

 

Food supply into regional/remote ECEC settings 

http://www.health.nsw.gov.au/heal/Publications/caring-for-children-manual.pdf
https://doi.org/10.23965%2FAJEC.42.1.13
https://doi.org/10.1111/jpc.12466
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The whole of government Food Services procurement contract Number 801 is with food suppliers into health settings, 
but non-health and non-public settings such as private hospitals and non-public schools in NSW are permitted to use 
these suppliers, see 4a). These types of contracts present an opportunity, if extended into ECEC settings, to ensure a 
stable and healthy food supply into ECEC settings especially in consideration of transportation/distribution issues 
experienced in rural and remote areas.  
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5. Services 

5a) Preconception, pregnancy and birth 

Overall 
ranking  

 

 
HEAL SD 2.2 (programs, existing): NSW Office of Preventive Health to deliver and evaluate the NSW Get Healthy 
Information and Coaching Service, which provides tailored health coaching for adults with healthy weight, nutrition 
and/or physical activity risk factors for chronic disease and enhance the service to provide tailored support for 
(Partners: Ministry of Health, Multicultural Health Communication Service, Non-Government Organisations, Agency 
for Clinical Innovation, Aboriginal Health and Medical Research Council of NSW, Aboriginal Community Controlled 
Health Services, Medicare Locals [Primary Health Networks]): 
HEAL SD 2.2.1/2.2.2/2.2.3 (programs, existing/new/new): Aboriginal people/ Culturally and linguistically diverse 
people/ pregnant women 
PP SD 2.1 (service, underway): The Get Healthy in Pregnancy Service is being rolled out, commencing with ten 
hospitals before becoming progressively available state-wide (NSW Health) 
 

Preconception  

The main program in NSW for pre-conceptive health is the Get Healthy Information and Coaching Service which is not 
aimed at pre-conception per se, rather it is a telephone-based healthy lifestyle coaching program, led by participant 
goals with up to 10 sessions with a trained coach over a six month period (Link) – available to any adult residing in 
NSW. Some collateral for the Get Healthy in Pregnancy program (see pregnancy programs below) note that it is 
possible to enrol into this program while planning a pregnancy. For pre-conception, maternal health is centralised, the 
Service can “…assist in women who are wanting to become pregnant to achieve a healthy weight,” whereas paternal 
pre-conception health is less well articulated in this narrative: “I mean, if men want to become healthy before they 
become fathers then they could equally go into the Get Healthy Service” (Health, P19). The Get Healthy Service is 
managed by a third-party organisation, overseen by the OPH, who employs coaches to deliver the different modules 
of the program and reports back to the OPH. As such, it does not report through PHIMS.  
A brochure has been developed for those planning a pregnancy includes nutrition advice for consideration about 3-6 
months prior to conception (Thinking of Having a Baby ((Link)). It does not include information on physical activity, it 
is unclear how this brochure is distributed to prospective parents, and as approximately 50% of pregnancies in 
Australia are unplanned it is not clear how such messages would reach those not explicitly seeking out this 
information.   
 

Pregnancy  

In the Australian public health system, pregnancy and birth health care are delivered through either or both primary 
and tertiary health settings – jurisdictional responsibility is shared between the state and the commonwealth. The 
Royal Australasian College of Physicians reported the fragmented nature of antenatal care in NSW in their submission 
to the Parliamentary Inquiry into Support for New Parents and Babies. Submissions to the Inquiry noted that antenatal 
care offered by NSW at public hospitals or midwives’ clinics were not equally accessible across the state (Link).  

There were service gaps for pregnant mothers to learn about their own health and preparing for parenting and other 
early infancy considerations, such as breastfeeding, prior to giving birth. Brochure distributed to all clients through the 
antenatal clinics include: 

• Having a Baby book (Link) has a section on breastfeeding, recommends daily exercise throughout pregnancy 

and provides healthy eating information.  

• Breastfeeding your baby (Link) 

The Office of Preventive Health funded the Get Healthy in Pregnancy program (Link), a modified program within Get 
Healthy Information and Coaching Service, its purpose was “achieving healthy gestational weight gain” (Health, P19). 
There was also a program for First Nation pregnant women the Aboriginal Get Healthy in Pregnancy program (Link). 
Participants in either were offered 10 sessions with a health coach over the phone throughout pregnancy and 
postpartum. The service was delivered by a third party (Healthdirect/ Remedy Healthcare) who provided training to 
coaches with appropriate qualifications. An evaluation report found positive healthy lifestyle behaviours (Link). 

 

https://www.gethealthynsw.com.au/program/
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/thinking-of-having-a-baby.aspx
https://www.racp.edu.au/docs/default-source/advocacy-library/racp-submission-to-inquiry-into-support-for-new-parents-and-babies-nsw.pdf?sfvrsn=a4a5051a_6
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/having-a-baby-book.aspx
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/breastfeeding-your-baby.aspx
https://www.gethealthynsw.com.au/program/get-healthy-in-pregnancy/
https://www.gethealthynsw.com.au/program/aboriginal-program/
http://www.preventivehealth.net.au/uploads/2/3/5/3/23537344/ghip-outcomes_and_evaluation_report_final_updated_18_jan_2017.pdf
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Birth and continuity of care 

The Legislative Assembly Inquiry into New Parents and Babies in 2018 found service gaps in the provision of health 
services and continuity of care [6]. There was fragmentation within and between services, e.g., Child & Family Health 
services are in Community Health settings and organisationally sit separately from the Health Promotion Units within 
the LHDs; continuity of care was highlighted especially as an area of need for the perinatal period:  

“I think there are quite a lot of services early on, but you hit six weeks and you're shattered… Is 

someone checking in at those later points when the reality hits? And often other things might kick 

in like postpartum depression or other things” (Community, P15)  

A key finding of the Inquiry was that “Co-located health, housing and community services can reduce fragmentation 
and improve access to services for new parents and babies” (p.5) [6]. It made several recommendations relevant for 
this study including:  

• Recommendation 2: collaboration between Health and FACS for continuity of care  

• Recommendation 12: prioritise Baby Friendly Health Initiative (BFHI) accreditation for all public hospitals 
across the state 

• Recommendation 13: the Ministry to support LHDs to increase the number of community health facilities 

that have BFHI accreditation 

Breastfeeding in NSW – Promotion, Protection and Support (Link) was a policy directive distributed to the Ministry, 
tertiary education institutes, public health system, Public Health Networks, local councils (environmental health 
officers), NSW ambulance. In addition to providing the framework for implementing the BFHI across the health 
system, it also makes recommendations for private health settings and other government settings, e.g. under local 
could environmental health officer jurisdiction. At the time of mapping there were only 10 services with BFHI 
accreditation. 

 

5b) Family-orientated services 

Overall 
ranking  

 

 

There were 15 HEAL Strategy actions and two Premier’s Priority actions for this policy area.  

HEAL SD 2.1.1 (programs, new): The Healthy Beginnings telephone-based support service to promote healthy eating 
and physical activity to parents of children 0-2 years  
HEAL SD 2.1.2 (programs, new): Healthy Habits telephone-based support service to promote healthy eating to 
parents of children 3-5 years 
HEAL SD 2.1.3a (programs, new): The Children's Healthy Eating and Physical Activity Program in: a) Supported 
Playgroups 
 
HEAL SD 3.1 (service, existing): NSW Kids and Families, NSW Ministry of Health, Local Health Districts and Non-
Government Organisations to promote initiation and duration of breastfeeding as a way to provide good infant 
nutrition and reduce the risk of overweight and obesity in childhood, adolescence and early adulthood, including 
(Partners: Medicare Locals, Local Government, Aboriginal Health and Medical Research Council of NSW, Aboriginal 
Community Controlled Health Services):  
HEAL SD 3.1.1 (service, existing): Implementation of the NSW Ministry of Health Policy Directive PD2011_042 
Breastfeeding in NSW: Promotion, Protection and Support 
HEAL SD 3.1.3 (service, existing): A specific focus on addressing the special needs of groups at risk of low 
breastfeeding rates, particularly Aboriginal women  
 
HEAL SD 3.2 (service, existing): NSW Kids and Families, Local Health Districts and Agency for Clinical Innovation to 
incorporate healthy eating and physical activity into existing services and programs including (Partners: Ministry of 
Health Office of Preventive Health, Aboriginal Health and Medical Research Council of NSW, Aboriginal Community 
Controlled Health Services): 
HEAL SD 3.2.1 (service, existing): Sustaining NSW Families health home visiting program  
HEAL SD 3.2.2 (service, existing): The Healthy Kids Check national screening program for children at four years of age 

https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2018_034.pdf
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HEAL SD 3.2.3 (service, existing): The Aboriginal Maternal and Infant Health program and Building Strong Foundations 
for Aboriginal Children, Families and Communities Strategy 
HEAL SD 3.2.4 (service, existing): Universal early childhood health services from birth to four years, including health 
promotion and screening strategies and use of the Personal Health Record (Blue Book) to monitor children’s weight 
from birth and Body Mass Index from two years of age 
 
HEAL SD 3.4 (service, existing): NSW Obesity Senior Officers Group to investigate and leverage additional 
opportunities within NSW Government agencies, programs and services to provide evidence-based and relevant 
services and programs to the community to promote healthy eating and active living in metropolitan, regional and 
rural areas and disadvantaged populations 
 
HEAL SD 3.5 (service, existing): NSW Ministry of Health and NSW Office for Preventive Health to investigate and 
leverage additional opportunities within NSW Government agencies, programs and services to provide evidence-
based and relevant services and programs to promote healthy eating and active living in Aboriginal communities 
(Partners: Aboriginal Health and Medical Research Council of NSW, Aboriginal Community Controlled Health Services, 
Local Health Districts, Agency for Clinical Innovation) 
  
HEAL SD 4.1.4 (information, existing): Adopting the Australian Dietary Guidelines in all nutrition initiatives and 
programs 
HEAL SD 4.1.5 (information, existing): Adopting the National Physical Activity Recommendations in all physical activity 
programs 
 

PP SD 2.2 (service, new): Test the feasibility of developing a state-wide telephone coaching module for parents of 
children 2–6 years (NSW Health) 
PP SD 2.3 (service, new): Test the feasibility of additional support for parents of children aged 0–2 years using a 
combination of text messaging and telephone coaching (NSW Health) 
 

Universal child and family health services 

Healthy, Safe and Well: A strategic health plan for children, young people and families 2014-2024 (Link) was an 
overarching policy framework supporting women and babies in the transition across the perinatal period (from 
conception, to birth, to accessing postnatal services). In the early postnatal period (within the first two weeks) all new 
parents were offered at least one contact in their home under the Universal Health Home Visiting program, which sits 
under the SAFE Start Policy (Link). For an example of the usual practice see Universal Health Home Visiting SESLHD 
Procedure (Link). At or before this visit, the ongoing needs of families are determined in terms of usual care, through 
universal health check-ups, or referral to other services including Sustained Home Visiting offered at five sites at the 
time of mapping (Link). This method of enrolment is consistent with a non-stigmatising approach (see the next section 
for more information on this service). The Parliamentary Inquiry into Support for New Parents and Babies found that 
“Universal child and family health services for new parents and babies can be inconsistent and fragmented,” to which 
it makes Recommendation 1 “That NSW Health appoints a coordinator in each local health district to coordinate 
health related services for new parents and liaise with the Department of Family and Community Services, and non-
government organisations” [6]. 

In June 2018 an announcement was made for the Parents Package ($157 million) to increase midwives and child and 
family health nurses, some of which to be directed to childhood disease research (allocation, $5 million) (Link). This 
package included 100 more midwives (to bring total to 3020, allocated $9.3 million) and expansion of the universal 
(single) home visit where parents can opt for a second home visit within the first month, including a partnership with 
NGO Karitane for the provision of virtual home visits (allocated $4.3million).  

The universal home visit connected families to their local Child and Family Health Services (Link), a free service run by 
specially trained Child and Family Health Nurses and of other health professionals. These services offer scheduled 
assessment to align with developmental milestones from birth to four years of age, guided by the policy directive 
Supporting Families Early: Maternal & Child Health Primary Health Care Policy (PD2010_017) (Link). These checks are 
noted in the Child Personal Health Record (Blue Book) that is distributed at the child’s birth. The Blue Book (Child 
Personal Health Record) (IB2013_028: Link) is the personal health record for each child from birth, given to families at 
the hospital (or first universal home visit). It contains some basic information about child developmental stages, when 
to come to health checks at the Family and Child Health services, and where to find out more information on a range 
of parenting topics. It also serves to note down important milestones including charting child weight and height 
growth. The Blue Book acts as a communication tool with families to help identify any issues early and provide 

https://www.health.nsw.gov.au/kidsfamilies/Pages/healthy-safe-well-2014-24.aspx
http://www.sfe.nswiop.nsw.edu.au/file.php/1/SafeStartPolicy.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/migration/Policies_Procedures_Guidelines/Clinical/Women_Babies_Health/documents/UniversalHealthHomeVisitingProcedureSESLHDPR309.pdf
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/snf-program.aspx
https://www.health.nsw.gov.au/news/Pages/20170617_01.aspx
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/health-services-map.aspx
https://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2010_017
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/child-blue-book.aspx
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information about where more support can be found. To enhance the utility of the Blue Book, NSW Health and the 
Child and Family Health Services were “trailing it as an ebook and they want to trial it as an app” (Health, P10) 

The Child and Family Health Services also offer drop-in clinics to provide support on a range of issues relating to 
feeding, development, and parenting. The Child and Family Health Nurses receive training to identify and provide 
referrals to families who need additional support from other services, for example:  

“…if someone’s struggling financially, they’d have to refer them to someone else that would be 

able to assist them…” (Health, P19)  

The Breastfeeding in NSW: Promotion, Protection and Support (Link) policy directive also applies to these settings.  
 
These universal services used to be until a child was 8 years of age but at some point that lowered to children aged 
about five or six years. Information for parents and caregivers about child and family health issues and services is 
available online (Link) in addition to a directory of NSW Child and Family Health Nursing Clinics (Link). Other relevant 
brochures and booklets available to families (usually distributed by Child and Family Health Nurses) include:  

- Pre-conception: Thinking of having a baby - planning a pregnancy and becoming pregnant (Link) 
- Pregnancy: Having a baby (Link) includes information on pregnancy and seeking health support throughout 

pregnancy, birth and beyond 
- Breastfeeding your baby (Link) 
- Starting Family Food (Link) 
- Dad knows breast is best (video) (Link) 
- Safe sleeping for our babies (Link)   

 
The Starting Family Food brochure was  

“about breastfeeding through to starting solids because we know that a lot of people don't 

understand how to introduce solids and at what age and everything… and it can be ordered by 

various agencies. But mainly it's used by child and family health nurses as a communication tool” 

(Health, P10)  

Additionally, FACS funded a Parent Line to:   

“…provide that kind of support in terms of information, referral and counselling, which is 

reasonably being used. But I don't know how many people know about it. I don't know how it's 

promoted…We need to get that idea out there that asking for help is good. It's showing that 

you're a really strong, engaged parent. And that you have a right to that assistance like 

everybody else” (Community, P15)  

 

Targeted Services  

In addition to the Universal home visiting program, some families who need additional support are identified at the 
initial Universal home visiting program visit (and thus program enrolment is non-stigmatising) and then supported 
through the Sustained home visiting program. Support under this program can last up to 20 visits up to two years.  

Targeted home visiting programs are available for specific populations (rural and remote, Aboriginal, and culturally 
and linguistically diverse families), in addition to the initial (one-off) universal home visiting program (see 5b.1 for 
universal programs). These programs happen sporadically across LHDs. Sustaining NSW Families is the largest home 
visiting program led by CFH nurses, to support families in need of additional support (pregnant women are identified 
for enrolment when they book into a public hospital or when the universal home visit happens) across nine locations 
in NSW – Central Coast LGA, Lower Hunter/Newcastle LGA, Fairfield/Liverpool, Arncliffe/St George/ Sutherland, 
Kyogle/Lismore/Richmond Valley/Ballina, Campbelltown/Macarthur, Canterbury, Auburn/Parramatta/Holroyd, 
Illawarra Shoalhaven (Link). These programs are offered until the child is two years of age: “…over a long period of 
time and it’s for families where vulnerabilities have been identified” (Community, P15). Families who had not already 
been identified for additional support during the antenatal period can also be enrolled into a sustained home visiting 
program (through the universal home visiting), which runs until the child is two years old. These types of early 
intervention services can act as an ongoing link between community and health services:  

“…with our vulnerable families and our kids, if we want to catch them early, there are only certain 

points when we have that [opportunity when they engage with services]. The ones we're most 

https://www.seslhd.health.nsw.gov.au/sites/default/files/groups/Health_Promotion_Services/docs/resources/BFinNSWPD2018_034.pdf
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/child/Pages/default.aspx
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Documents/2015-nsw-child-and-family-health-nursing-services.pdf
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/thinking-of-having-a-baby.aspx
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/having-a-baby-book.aspx
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/breastfeeding-your-baby.aspx
https://www.health.nsw.gov.au/heal/Publications/starting-family-foods.pdf
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/dadsbreastfeedvideo.aspx
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/safe-sleeping-for-our-babies.aspx
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Pages/SNF-program.aspx
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worried about are the ones that are more isolated. There are only certain points where you're 

going to catch them… Even though antenatal feels a wee bit left field I feel that if we could catch 

them then, that's the time… Health are our biggest referrers” (Community, P15)  

Future Directions for Social Housing [2], also see 1a), was a joint policy collaboration between FACS, Health, Education, 
Justice, Planning & Environment, and Industry clusters. It highlighted the need to specifically “Deliver a Home Visiting 
for Mothers and Babies program in social housing areas” (p.18). Funding allocated under Brighter Futures extended 
Sustaining NSW Families, the largest home visiting program led by child and family health nurses, although it was only 
offered at nine sites in 2017. Other sustained home visiting programs were run through NGOs. The NCOSS submission 
to Parliamentary Inquiry into Support for New Parents and Babies, advocates for rolling out this program statewide 
(Link).  

The initial Healthy Beginnings trial was embedded into existing Sustained home visiting services and supported 
vulnerable families in some LHDs. It was shown to be effective at reducing obesity prevalence at follow-up compared 
to usual care under among families enrolled in sustained home visiting service and was thus effective at preventing 
obesity in early childhood among vulnerable families. At the time of mapping, efforts were underway to scale up the 
training for Healthy Beginnings across practitioners involved in home visiting services and to embed into usual practice 
and all program resources are freely available on their website (Link), see next section for more.  

Supported Playgroups were a setting available to support vulnerable families including single and young parents, 
socially and geographically isolated families, Aboriginal families and culturally and linguistically diverse families. They 
are supported by Playgroup NSW and Families NSW. Healthy Supported Playgroups was a trial to use the supported 
playgroup setting as a potential site for targeted intervention [25] but was discontinued after the initial trial. The 
resources and materials developed by the Office of Preventive Health during the trial were distributed by LHDs to 
those NGOs running supported playgroup sessions, but it was not an ongoing program with support for the NGOs 
running Supported Playgroups:  

“I won’t say it’s a program, we have a set of resources that we developed for Supported Play 

Groups… and our LHDs at the moment are just distributing them out to the Support Play Group 

organisations so they’ve got access to them” (Health, P10)   

In NSW there were hundreds of NGOs providing services and programs in the early intervention space. FACS 
maintained a central spreadsheet that itemises activities:  

“…in terms of programs and the actual services they deliver. It would include all the Supported 

Playgroups. It would include drop-in centres, youth centres, youth workers… counselling, family 

support. Organisations that would coordinate support for families” (Community, P15)   

The Human Services Outcomes Framework (Link) identified seven wellbeing outcomes in a cross-agency framework. 
These outcomes included health, economic, home, safety, social and community, empowerment, education and skills. 
It aligns with the Outcomes Budgeting ethos [see SIF3C]. In parallel to the Human Services Outcomes Framework FACS 
was interested in supporting NGOs delivery evidenced-informed practice. At the time of mapping Targeted Early 
Intervention funding had just been guaranteed for three years between FACS and their NGO partners, who among 
other services deliver parenting programs and other types of family support in the early intervention space. FACS 
reported that they were interested in building and developing resources with the sector,  

“…we’ve realised that a lot of people are doing their own thing. A lot of services are often taking 

from other parenting programs and adapting it for the parents their working with, or just 

creating their own… Like I’d love… the sorts of resources services need to be able to build strong 

program logics, to be able to access evidence and to go on to be able to use the evidence” 

(Community, P15)  

Aboriginal services 
The Aboriginal Early Childhood Service was available through Early Childhood and Family Health and Aboriginal 
Medical Services. The Parliamentary Inquiry on Support for New Parents and Babies [6] notes under Finding 5: 
“Aboriginal children face disproportionately greater challenges arising from intergenerational trauma, violence and 
abuse” (p.38), and “Positive outcomes have been achieved for Aboriginal families by co-locating Aboriginal Maternal 
and Infant Health Services (AMIHS) with services provided under the Building Strong Foundations program. The 
services, located at over 40 sites across the state, work closely together and provide a good transition from midwifery 
to child and family health services” (1.26, p.5). The Inquiry recommended FACS increase the funding for these services 

https://www.parliament.nsw.gov.au/ladocs/submissions/59274/submission%2051.pdf
http://www.healthybeginnings.net.au/
https://www.facs.nsw.gov.au/__data/assets/pdf_file/0009/798363/NSW-Human-Services-Outcomes-Framework-Guide-July-2017.pdf
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across the state to increase service range and emphasise nutrition. See the AbSec submission to the Inquiry for 
additional information (Link).  

Some local programs included:  

• Yarnamaru was a service to support healthy growth and development for Aboriginal children and their 

families up to 2 years which operates in the Greater Sydney area.  

• Deadly Tots: Love Yarn Sing Read Play was an app with an associated website that was developed around 

southeast, inner west and northern Sydney regions, overseen by Families NSW, funded by the Ministry and 

FACS (Link). Families NSW also hosts the Resourcing Parents website for Aboriginal and Torres Strait Islander 

parents about early childhood and learning events (0-5 years).  

A Community participant noted the “really good evidence-based approach” used through the Aboriginal Child and 
Family Centres whereby local communities “self-identify people who are potentially isolated or at risk” and felt a 
similar approach could be utilised among culturally diverse communities (Community, P15).  

(Note, Aboriginal Community Controlled Health Organisations contribute significantly to addressing the determinants 
of health for First Nations communities in Australia [3], but the NSW organisations were not mapped for this study as 
they are funded by the Commonwealth Government).  

 

Programs 

Program development was typically driven by LHDs with research support provided by universities. Funding changes 
over the last 10 years have reduced local research capacity (including the number of staff with research skills): 

“…without external funding there's no capacity for them to develop their research skills because 

there's just no funding for that. So they only can just do lots of simple process evaluation” (Local 

Health District, P20)  

Organisational support at the Ministry and at the LHD-level is needed for both the initial investment into research all 
the way through to translation across the health system 

“Sometimes the other organisations [LHDs] think ‘why are we doing research? We just 

implement. That's all we need’. That really depends on the vision of the organization whether 

they see the value of the research” (Local Health District, P20)  

NSW Health took a primarily programmatic approach towards the first 2000 days. The Office of Preventive Health 
(OPH) was responsible for state-wide programs and due to the Premier’s Priority obesity prevention was “front and 
centre for most of our work” (Health, P19). The OPH was overseeing the development of a suite of state-wide obesity 
prevention programs at the time of mapping.  

The first 1000 days  

The Get Healthy Service is a program available for people of childbearing age, consisting of several telephone support 
sessions guided by a coach. The Get Healthy in Pregnancy program was an additional module aimed at healthy 
gestational weight gain through the same government funded, third-party provided, service. Also see 5a).  

Additionally, there were two key programs under development for families of children aged 0-6years at the time of 
mapping.  

Healthy Beginnings (Link) was a program that developed through a LHD as a health promotion/obesity prevention 
program, aimed at mothers from third trimester until the child was two years old and embedded in a targeted home 
visiting service in one LHD. It’s journey from research question to program commenced in the early 2000s. It started as 
a targeted service, delivered in a staged process (to align with child developmental milestones) through existing 
targeted home visiting services for families identified as needing additional support:  

“Five years of background work enabled a… good research protocol to take to next step [receiving 

a Demonstration Grant]. Without this part, the five years of work, it would have had no chance… 

we've got passionate staff who are in their positions for a long time… obviously you need a stable 

workforce for that… [but] often there is a lack of a career opportunity… in terms of research, they 

plateau” (Local Health District, P20)  

https://www.parliament.nsw.gov.au/ladocs/submissions/59214/Submission%2022.pdf
http://deadlytots.com.au/Resources
http://www.healthybeginnings.net.au/
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The decision was made early to engage the Family and Child Health Nurses as the most appropriate workforce to 
deliver programs for the first 1000 days. The research undertaken identified that there was a real need for social 
support for new mums which home visiting services could provide. The key concept of Healthy Beginnings was using a 
staged intervention that corresponded to child developmental milestones. The study had more impact for families 
with a household income of less than $40,000 but overall:  

“Home visiting is effective in terms of obesity prevention in young children. Of course, there’s 

another issue regarding the cost involved” (Local Health District, P20)  

Healthy Beginnings was found to be efficacious, but costly. There were four outcomes of the Healthy Beginnings trial. 
The first outcome was to investigate the integration of the Healthy Beginnings program consistently across all 
targeted home visiting services in the state from the LHD that held the trial to the remaining 14 LHDs across the state. 
It was identified that “the most critical part” was that support was needed at a “higher level” to garner support across 
LHDs to integrate Healthy Beginnings locally. The absence of higher lever support led to passive dissemination as LHDs 
have: 

“…limited capacity to push the various projects to other districts, … [we used] conferences to 

promote our research [and] hopefully someone sitting there [would] say ‘we would like to initiate 

this in our local district’… but how can we communicate it to a high level and [get their support] 

to integrate the program. That’s the most critical part” (Local Health District, P20)  

The second outcome was to develop a more cost-effective delivery model of the Healthy Beginnings trial, as a 
universal program, testing both telephone and SMS support modes (with written materials posted out) against a 
control group. The Communicating Healthy Beginnings Advice by Telephone (CHAT) (Link) used evidence from Healthy 
Beginnings to scale up across four LHDs and provide either telephone or SMS support.  

The aim of the scale up was to be low cost, with a broad reach (rather than a targeted service) and maintain early 
childhood nurses as program facilitators. The CHAT trial was funded through a Translational Research Grants Scheme 
(TRGS) grant (Link). A requirement of the TRGS was to consider the delivery of the trial program at scale. The program 
leads in the LHD, and supported by the OPH, were progressing conversations about where the telephone support 
program could be housed:  

“We’re having an ongoing conversation with the Ministry [to integrate the program] into an 

existing service like the Get Healthy Service” (Local Health District, P20)  

In addition to the use of the Get Healthy Service platform, they wanted to ensure that early childhood nurses were 
employed to deliver the program, due to their unique training:  

“We don't want just the regular coaches… We are wanting to recruit early childhood nurses who 

are trained in early childhood health and referral and detection of depression and other potential 

problems” (Health, P19) 

At the time of mapping, the program had progressed to the point where preparations were being made to roll this 
program out state-wide, as a telephone and SMS support service for parents of young children (0-2 years): 

“It's progressed so far that we actually think that this is one that we will roll out state-wide” 

(Health, P5)  

“We're just starting the state-wide rollout of that in terms of building the platform… [using] a 

combination of phone support and text messages, plus written materials that are sent out. The 

evidence seems to suggest that the phone works better with those people that you reach… the 

phone contact is necessary to establish the relationship, and so that trust and credibility comes in 

at that point… You can't get rid of it and just have text messages or online” (Health, P19)  

(Update 2019, this did not eventuate. Later research showed there was no difference in BMI between study arms, 
however, behavioural differences were found [26]) 

Further to this, a third outcome was to trial culturally adapted versions of the program, in both Chinese- and Arabic-
speaking communities in recognition of a widening health equity gap and insufficiency of providing translated 
resources only and delivering a program  

https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-4005-x
http://www.health.nsw.gov.au/ohmr/Publications/trgs-recipients-2016.pdf
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“…using their own language rather than trying to translate exactly from English” (Local Health 

District, P20)  

  

The second 1000 days  

The fourth outcome from the Healthy Beginnings trial related to a follow-up study from the original intervention, 
which found that without sustained intervention “early intervention effects diminish” (Local Health District, P20). The 
LHD research group sought out a NHMRC Partnership Grant (Commonwealth funding) to test if a continued 
intervention of CHAT to at least three years could “sustain effects longer term” (Local Health District, P20) and were 
also investigating the utility of other settings for delivery, including mothers’ groups.  

 

In addition to the Healthy Beginnings program outcomes, there was a second body of work aimed at parents of 
children aged 2-6 years also funded by a TRGS. It was recognised that although Munch & Move, see 4b), impacted on 
about 300,000 NSW children before they started school there was still a gap for children aged 2-5 years. A theme 
around ensuring program visibility and filling gaps emerged from the strategic approaches taken by Health at the 
planning level. For example, Healthy Beginnings would cover 0-2 years, and this translational trial was looking at the 2-
6 years range. By extending the age range well past the age of school entrance, to age six, this program could ensure 
there would be no (perceived) service gap:  

“I know why it's six, because we have our treatment program Go4Fun, which is 7 to 13. So they 

didn't want too big a gap between what was available” (Health, P10)  

“We're looking at establishing something that two to six year age group as well, [because] we 

don't have any particular services that we can refer people to” (Health, P5) 

The 2-6 years project investigated scaling up three program delivery modes in partnership with three separate 
universities, across four LHDs. The three program modes included a telephone coaching style service (like the Get 
Healthy Service), an online module, and rolling seminar style of sessions:  

“…And it is likely that it will get to some combination of those things… we're definitely connected 

to the LHD network and we want the LHDs to be involved because then they know what's going 

on, they get to test it out. And then it makes scaling up much easier because you've already got 

working examples of how it's done” (Health, P19) 

One of the programs was called Time for Healthy Habits, was adapted to six sessions to include physical activity (see 
protocol, Link) 

To support this project, in 2017 the OPH commissioned qualitative research with parents of children aged 2-6 years in 
2017. Six focus groups with 4-6 participants were undertaken across three sites in NSW: Parramatta (Sydney metro), 
Maitland (regional), and Dubbo (regional/rural). There were also 12 in-depth interviews with ‘concerned’ parents, and 
two paired in-depth interviews with First Nations parents. Findings: Participants were primarily interested in nutrition 
focused areas, although they noted the elements relating to movement (e.g. minimising screen time) were also 
important. They were most supportive of a delivery model of up to six sessions that had flexibility to be tailored to 
their specific needs, rather than a ‘course’. Parents noted many things they struggled with, that were not within their 
control, including that “unhealthy food tastes good” (p.13) and is marketed in a way that looks appealing and the 
packaging appeals to children. Major barriers identified included time relating to work hours and the allure of 
convenient meals and snacks, which interplayed with the influence of extended family members who were relied 
upon for informal childcare, and the cost of providing healthy foods that may not be eaten (food waste concerns). 
Additional influences on child intake were the use of unhealthy foods as reward for ‘good behaviour’ or a treat, 
managing behaviour (e.g. avoiding tantrums), and unsupportive partners. In terms of language, participants were 
supportive of the service being referred to as tailored support from a qualified coach to parents with even the 
slightest concerns around healthy children for eating and everyday activities. Many preferred an online or app-based 
approach to telephone support [27]:  

“A lot of them said ‘We don’t want to be called. That’s not what we want’” (Health, P10)  

Such programs may have utility through the established Get Healthy Service delivery infrastructure, but at the time of 
mapping had not progressed further than this stage.  
 

https://pubmed.ncbi.nlm.nih.gov/32381052/
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5c) Health promoting workforce 

Overall 
ranking  

 

 
HEAL SD 4.1 (information, existing): NSW Ministry of Health to develop an evidence-based, integrated cross-
government community education and social marketing strategy to support regulation, programs and services 
including (Partners: Department of Education and Communities, NSW Food Authority, Local Health Districts, Non-
Government Organisations, Premier’s Council for Active Living, Multicultural Health Communications Service, Cancer 
Institute NSW, NSW Kids and Families, Aboriginal Health and Medical Research Council of NSW, Aboriginal Community 
Controlled Health Services, Office of Preventive Health): 
HEAL SD 4.1.1 (information, new): Developing consistent nutrition, physical activity and prevention of overweight and 
obesity messages  
HEAL SD 4.1.2 (information, existing): Communicating these messages through a range of integrated NSW 
Government communication activities and channels 
HEAL SD 4.1.3 (information, new): Increasing the use of social media and new technologies to support healthy 
behaviours, particularly for young people  
 
NSW has a dedicated health promotion workforce, within the Health Promotion Units in each of the 15 LHDs in the 
state. The local workforce is responsible for implementing the state-wide programs managed by the Office of 
Preventive Health, among local projects they develop to meet their community’s needs. These units have relationships 
with other local agencies such as local councils and often participate in community development groups. LHDs are also 
responsible for family and child health clinics and specialised nurses.  

Additional domains that could be added to the suite of programs and services include new modules or extensions to 
existing programs – for example Munch & Move (in ECEC settings, see above) and Get Healthy at Work (a free 
program for all businesses in NSW to encourage a healthy workforce (Link)) could be expanded to include modules to 
support breastfeeding. 

 

Guidelines  

Maternal policies and guidelines cover community health to hospital settings from pregnancy and into early childhood 
(Link). There was a suite of statewide policies for pregnancy support, including:  

• Clinical Risk Management Program (PD2009_003) (Link) 

• Management of Early Pregnancy Complications (PD2012_022) (Link) 

• Management of Hypertensive Disorders of Pregnancy (PD2011_064) (Link) 

• Towards Normal Birth in NSW (PD2010_045) (Link) seeks to minimise emergency caesareans, which have 
similar predictors for the baby to develop obesity (gestational weight gain, gestational diabetes mellitus, size 
of baby, etc)  

• The Maternal & Child Health Primary Health Care Policy (PD2010_017) (Link) embeds screening for vulnerable 

families into routine care at Maternal and Child Health services.  

The Maternal and Newborn Advisory Group advised on state-wide evidence-based best practice policy development 
and implementation (Link). LHDs developed local guidelines to screen for high blood pressure, weight gain, 
hyperglycaemia, such as the Standard Schedule of visit for low risk women from Western Sydney LHD (Link) – in line 
with above and national clinical pregnancy guidelines.  

Recognition of the need for continuity of care between pregnancy, birth and post-partum care – across the many 
health service providers (GPs and other private providers, NSW hospital and community services) – appears in 
Healthy, Safe and Well (2014), the 10-year strategic health plan by NSW Kids and Families, an agency created 
specifically for mothers, babies and children that no longer existed. An extension of this plan, the First 2000 Days 
Framework (Link) recognised the that the first 2000 days are a critical life stage for establishing emotional, cognitive, 
physical and social health. It sought to provide a framework for continuity of care through key phases (conception, 
pregnancy, birth, maternal postnatal care, early infant health (up to six weeks), infancy, toddlerhood and pre-
schoolers) and touchpoints with different services (antenatal care, hospitals and birthing centres, home visiting 
programs, GP visits, Maternal and Child Health services, and ECEC settings) in order to provide children and their 
families with the most tailored and consistent support to meet their needs.  

https://www.gethealthyatwork.com.au/
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/maternity/Pages/maternity-policies-and-guidelines.aspx
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_003.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_022.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_064.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_045.html
https://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2010_017
http://www.health.nsw.gov.au/kidsfamilies/MCFhealth/maternity/Pages/maternity-priority-initiatives.aspx
https://www.wslhd.health.nsw.gov.au/ArticleDocuments/1367/Standard%20schedule%20for%20clinic%20visits%20V1.pdf.aspx
https://www.health.nsw.gov.au/kidsfamilies/programs/Pages/first-2000-days.aspx
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(Note, an implementation strategy was released in 2020 to support LHDs implement the framework, but it was 
released outside of the mapping timeframe so has not been included in analysis). 

 

Training  

Training is available across NSW health workforce (and is mandatory for specialised services e.g. Family and child 
health nurses) on short interventions and information to connect families to available additional support services (i.e. 
establishing referral pathways). It is mandatory for specialised services e.g. Family and Child Health Nurses, and 
extensions of training are made available to GPs and practice nurses across the state (even though they are not 
technically part of the NSW Government-funded health system. These align with HEAL SD3 (routine service includes 
advice for healthy eating and active living). Platforms for training include:  

- Health Education and Training Institute (HETI) is an online training platform for NSW Health staff that keeps 
records of staff participation/completion of training to maintain accreditation across workplaces, as well as 
ensuring mandatory training is up to date. An example training course is 45338916 Breastfeeding Promotion, 
Protection and Support (Link) 

- OPH supports the health promotion workforce with training for practitioners at the LHD-level  
Healthy kids: for professionals (Link) provides free training and resources for all health professionals working across 
NSW to have conversations about child weight with families, and where to refer them to get additional support. It is 
based on the national weight management guidelines: assess, advise, assist, arrange (a referral). In addition to the 
resources developed, the Healthy Kids for Professionals website is a tool for clinical engagement, providing support for 
short interventions such as “…guidance on sensitively raising the issue” (Health, P5) and some advice on how to 
identify:   

“…a trigger for raising the issue, both when there's no concern or if there is concern, and then 

some brief advice and referral onto programs” (Health, P7)   

However, there were several barriers to engaging GPs. NSW Health does not have the authority to ensure compliance, 
there may be push back from parents who have brought their children to the doctor for an unrelated reason, and 
clinicians may be less motivated if they have nowhere to refer patients for additional support:  

“Until we have a referral pathway for [children aged 0-5 years], how do we get [GPs] to talk 

about it?” (Health, P10)  

 

Health promotion as routine care 

Actions under HEAL for this element were aimed at embedding the routine assessment of child weight and height at 
each interaction with the public health system, and upskilling health professionals for the delivery of short 
interventions and/or referrals to healthy lifestyle programs.  

The Centre for Population Health guideline Growth Assessment in Children and Weight Status Assessment in Adults 
(GL2017_021) included a standardised process to measure height and weight for the purpose of determining weight 
status, equipment considerations, interpret results and considerations for discussing results with patients for all 
health professionals. The WHO growth charts were recommended for children under two years and the CDC growth 
charts were recommended for 2-18 years.   

Family and child health services were a key setting for early childhood. A NSW-commissioned rapid review (Link) from 
the Sax Institute found limited peer-reviewed literature on the effectiveness for universal child and family services (or 
well-child health/development models). Yet, it also found that these services are broadly available internationally in 
similar economies, suggesting broad acceptance of their utility. The report noted the utility of such services as sites for 
the measurement of a range of risk factors and the development of brief interventions that would capitalise on the 
ongoing nature of follow-up through scheduled check-ups and embed such processes into practice. Brief interventions 
could be on a range of topics and included breastfeeding, nutrition, sleep, movement, parenting, and family wellbeing. 
A precedent exists for screening and recording child growth and via existing screening programs for eyesight (StEPS) 
and hearing (SWISH) at early childhood health services. The issue for the Ministry was they were interested in 
monitoring population weight status, and there were no mechanisms to share that data centrally or to report if 
weight/height measures were being taken.  

Through HEAL, the Ministry had added mandatory weigh/measure assessments and reporting to the LHD service 
agreements and “through part of the quarterly performance review process, we'll be looking at the data that comes 
back” (Health, P5). At the time of mapping these applied to hospitals but had not yet been rolled out to community 

http://www.heti.nsw.gov.au/Courses/Breastfeeding-Promotion-Protection-and-Support/
https://pro.healthykids.nsw.gov.au/
https://www.health.nsw.gov.au/kidsfamilies/MCFhealth/Documents/screening-and-surveillance-in-early-childhood.pdf
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health settings. Some participants noted that height and weight data collected from children through hospital 
admissions data would be “biased” (Premier, P6).  

Other avenues for standardising weigh and measure practices across the NSW health system included engaging 
General Practitioners (GPs) and nurse practitioners (outside of the NSW Health system), and allied health to collect 
population monitoring data. The use of dental clinics had been explored, but were considered unlikely as their core 
services did not fit with measuring weight and height:  

“It's more just about working with the workforce and making sure it's appropriate in conjunction 

with whatever they're doing” (Health, P7) 

The articulation of whether ‘weigh and measure’ as part of routine care was to provide monitoring data and/or to 
provide an opportunity for short interventions, or referrals to other services or programs, was not well defined at the 
time of mapping. A suggested site for population monitoring of child growth, but not intervention, for the early 
childhood period was through scheduled immunisations:  

“If it’s just for monitoring, then through immunisation could be quite easy… [with] 80-90% of the 

population getting immunised… so why don't you do height and weight at all those points and 

load that into the system?” (Premier, P6) 

This would require data entry from community health, pharmacies, and GP settings, as children can receive scheduled 
vaccinations in multiple settings. Within the health system, families tend to see their GPs the most consistently. NSW 
Health had developed resources and invested in clinical engagement to encourage both assessment and short 
intervention:  

“GPs or clinicians are really a trusted source of advice and people do listen to that advice but 

we've learnt that both ways, that conversation is hard… we're developing resources for AMA and 

GP New South Wales and so forth, and trying to work with Primary Health Networks to promote 

these resources” (Health, P7)  

The Healthy Kids for Professionals website was hosted by the Heart Foundation, but content responsibility was 
managed by the Ministry. It contained a weight status calculator (Link), from 2 years of age, and a suite of training 
modules for health practitioners to deliver short interventions and information on how to refer families onto 
additional support (where necessary).  

 

5d) Provision of public health information 

Overall 
ranking  

 

 

HEAL SD 4.1 (information, existing): NSW Ministry of Health to develop an evidence-based, integrated cross-
government community education and social marketing strategy to support regulation, programs and services 
including (Partners: Department of Education and Communities, NSW Food Authority, Local Health Districts, Non-
Government Organisations, Premier’s Council for Active Living, Multicultural Health Communications Service, Cancer 
Institute NSW, NSW Kids and Families, Aboriginal Health and Medical Research Council of NSW, Aboriginal Community 
Controlled Health Services, Office of Preventive Health):  
HEAL SD 4.1.1 (information, new): Developing consistent nutrition, physical activity and prevention of overweight and 
obesity messages  
HEAL SD 4.1.2 (information, existing): Communicating these messages through a range of integrated NSW 
Government communication activities and channels  
HEAL SD 4.1.3 (information, new): Increasing the use of social media and new technologies to support healthy 
behaviours, particularly for young people 
 

PP SD 3.1 (information, underway): The Make Healthy Normal campaign is being enhanced to have a stronger focus 
on children and families. Community ambassadors will also promote the campaign messages; including the overall 
message, ‘Small steps can make a big difference’ and the key messages, ‘Eat healthier snacks’, ‘Switch off the screen 
and get active’, and ‘Make water your drink’ (NSW Health) 
PP SD 3.2 (information, new): Enhance the 8700 fast food kilojoule labelling tools with increased messaging for 
families and young people (NSW Health) 

https://pro.healthykids.nsw.gov.au/calculator/
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PP SD 3.3 (information, new): Undertake formative research for a new campaign focus on young people and 
development of adolescent engagement and communication approaches (Advocate for Children & Young People, 
NSW Health) 
 

Public education campaigns and information  

The Make Healthy Normal campaign was launched in 2015, aimed at adults. The primary assets were a television 
campaign, a Facebook presence, and a website (Link), these acting as the primary communication tools of the HEAL 
Strategy. The advertising drove traffic to the website. Its primary function was to provide information about state-
wide programs available and to encourage enrolment, under a single banner as many programs were run 
independently of each other. The website brought together the Ministry’s “social media channels” into a common 
approach with: 

“…common account management… recognising there's an audience out there and there's New 

South Wales Health, which is broken up into all these myriad ways, which people don't really care 

about. They just want to get a solution and get communication, that relates to their needs” 

(Health, P9)  

It was important to Health that there be a central place to manage public messaging, to ensure that communication 
with the public was consistent across all mediums, and the different partners involved in program delivery (e.g. LHDs, 
third party providers, non-government organisations):  

“…it is ultimately making sure that our message is consistent as well… So you're not causing more 

confusion out there in terms of your messaging” (Health, P14)  

The central position of the campaign was that unhealthy behaviours were ‘normal’ and the campaign sought to 
challenge behaviours and attitudes to make healthy behaviours ‘normal’, to:  

“…create awareness of overweight and obesity as a social issue, and also to prompt people to 

take change at a personal level” (Health, P9)  

The Make Healthy Normal website linked to other information about how to use the Health Star Rating to make 
healthier choices (Link) and to the 8700kJ campaign (Link). The 8700kJ campaign was aimed at adults to support Menu 
Kilojoule Labelling, see 3b), and had an app that provided people “their daily kilojoule intake recommendation… look 
at… kilojoule content of various foods… and giving people the energy equivalent to work that off” (Health, P9). It was 
noted that the Make Healthy Normal campaign “grew out of the energy balance elements of the 8700kJ campaign” 
(Health, P9). The narratives focused on energy balance. The primary campaign asset was a television commercial that 
used a ‘problem and solution approach’. It was mostly used for social media posts and to drive viewers to the 
associated website. It showed:  

“…people doing all the things that lead to high levels of overweight and obesity, like drinking soft 

drink and being sedentary… and then showing positive things people can do, such as walking, 

drinking water, being more active and reducing their energy intake… And then the main call to 

action was to go to the Make Healthy Normal website where there was information on food and 

activity and links to programs… that last part of it hasn't been working as effectively as we would 

have liked” (Health, P9)  

Health noted they did not feel as though the messaging was as impactful as they had hoped. Reflecting on the 
campaign’s messages, there was some recognition that a campaign focused on ‘energy balance’ and individual 
behaviours was not very effective:  

“I guess part of our logic model is we create awareness, get people to personalise it, and then 

they take action… What we're finding through that is it's quite hard to identify the right mode to 

talk to people about their issues. Awareness might be there, but there's a lot of sensitivity about 

speaking about the issue. Raising the issue, and giving advice, really about what to do… Just 

going downstream and trying to change people's behaviour, is probably the easiest… to be doing 

the process but, probably, the least successful in terms of outcome” (Health, P9) 

At the time of data collection an additional element had been developed, the Make Healthy Normal Together 
campaign. It was an extension of the Make Healthy Normal campaign, its target audience was families with children 

https://www.makehealthynormal.nsw.gov.au/
https://www.makehealthynormal.nsw.gov.au/food/making-healthy-choices
https://www.healthyliving.nsw.gov.au/8700-app
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aged 5-12 years and its objectives included reducing the consumption of sugary drinks and screen time and improving 
parental skills at providing healthy food options. With the shift to Make Healthy Normal Together it was 
acknowledged that messaging focused on ‘energy balance’ was not appropriate for children, and that messaging 
should highlight the need for healthy built environments:   

“We should encourage kids to play sport for enjoyment… encourage kids to enjoy healthy food. 

Probably the biggest learning was rather than put kids in an unhealthy environment, and give 

them messages to say, ‘Don't do this and don't do that’, it would be better to create a healthy 

environment in the first place. Especially for children” (Health, P9)  

However, the collateral that had been developed at the time of mapping did not address these elements. Some 
concerns were raised about the limits of government messaging:  

“There are limits to what our government messaging can do, and our programs can do. Especially 

when we're up against so many different types of industries and communicating messages 

around topics of interest, like sugar” (Health, P7) 

Under HEAL, there was an opportunity to partner with other agencies to jointly develop public messaging and 
potentially provide some cover for these concerns. During interviews, participants from the Ministry were asked if 
they could partner with Transport or Environment to develop a campaign about active transport or having nature-
based experiences, also see 2b), but these were not under consideration at the time of the study:  

“We definitely deal with both of those agencies but in terms of specific campaigns and specific 

messages for both of those groups… not that I'm aware of… There's definitely a lot of 

engagement in that space both historical and current. And it's an area that we're really keen to 

pursue” (Health, P14)  

(Update post-mapping, since 2019 the Make Healthy Normal website has re-routed to a new website Healthy Eating 
Active Living (Link), which continues to have a section for families but not the same Make Healthy Normal or Make 
Healthy Normal Together collateral).  

 
The Healthy Kids Eat Well Get Active website was a collaboration between Ministry, Education, Sport and the Heart 
Foundation. It has a small section dedicated to the early years.  

(Update 2022, The website no longer exists (www.healthykids.nsw.gov.au), it forwards to the Healthy Eating Active 
Living website) 

 

Public engagement  

Historically in NSW and throughout HEAL Strategy communications, genuine engagement with the public was lacking. 
There were a few exceptions, e.g. the emergence of Community Participation Plans, see 2a), were a positive step. The 
Advocate for Children and Young People actively engaged 4,000 children and young people (even including children as 
young as 3-4 years) to help develop their strategic plan:  

“We got 4,000 young people to feedback about what they think should be in the plan” (Advocate, 

P18) 

Our Local was an online platform for governments, non-government organisations (funded by an NSW agency), and 
Active Kids providers to promote services and events in NSW for people aged between 0 – 24 years of age. Its purpose 
was to be a single landing place for families and young people to find out what was on in their area, details to be 
added by community groups and NGOs who have received funding from the NSW Government, local councils, state or 
national agencies. It was based on consultation by the Advocate with children all across the state who identified that 
they did not know how to find out what activities were available in their area, a barrier to being social and active. 

“One of the things that children and young people said really clearly in the consultations was they 

wanted to have more activities… It was about, ‘Get me outside doing something’ and it's really 

about meeting other young people” (Advocate, P18)  

A senior member of the NSW Government told the Advocate office that they already had:  

https://www.healthyliving.nsw.gov.au/
http://www.healthykids.nsw.gov.au/
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“’This really great opportunity for young people.’ We went and tested it. It took 38 clicks to find it 

[on the website]” (Advocate, P18) 

They felt that this opportunity did not meet the needs of the children that participated in their strategic plan.  

Our Local was co-designed by children, young people, and the Advocate for Children and Young People to act as a 
directory to help them find things to do and support when they need it. The Advocate’s office contacted “thousands 
of organisations… 90% of those who do stuff with children said yes… we’ve called every council in the state now at 
least 15 times” (Advocate, P18). Launched in 2018, the website (www.ourlocal.nsw.gov.au) no longer retains 
functionality. No other study participants were aware of this site, but many commented that websites like this in the 
past had been problematics because no one commits to updating the content.  

Our Local might have been an opening to develop better communication with the public, such as guidance on where 
to be active or how to find farmers markets, rather than static information provision such as the Make Healthy Normal 
website. However, from early on, there was limited ownership of its development or its ongoing maintenance:  

“I was hoping someone said ‘what a great idea [name], we’ll own it’… No one was doing that, 

and so it was left for us to birth up… It’s surprisingly never been done before” (Advocate, P18)  

A study participant felt that it was not surprising that it had not been done before. They noted their own experiences 
of having a local directory, from both a community and local services perspective, had been notably beneficial. 
However, central to ensuring it is useful is that it is kept up to date, which requires organisational support, good 
handover between staff and maintaining ongoing relationships with other services and community organisations.  
Logging local opportunities relies on good relationships with local government and the NGOs, but it is a:  

“…big job to keep updated because it changes every term, particularly in the early years… it’s also 

funding based, so it depends on when they’re going to get the funding and things like that… I 

guess it's definitely not impossible. It would just be resourcing versus benefit. How you'd gather 

that information keep it up to date, like how time consuming that would be… I guess it's just 

whether that can be scaled to meet New South Wales’s needs because... you'd want to make sure 

you didn't exclude communities…” (Health, P10) 

Those developing Our Local were aware of the ‘human element’ required to support up-to-date content and proposed 
additional funding for their organisation to support that (among other roles undertaken at the regional level) with 
local processes to be supported through individual agencies taking some responsibility for updating content also: 

“…we know that if this is going to be populated… there’s got to be a human element in it for a 

while… for a website servicing 2.4 million [children and young adults], we’re just suggesting that 

there are eight people in regions” (Advocate, P18)   

Even within government there are a wealth of online resources available for the public that are just not accessible:  

“The National Parks and Wildlife one kind of broke my heart, because it's such a beautiful 

resource and people aren't using it… you know I only learned that through the last HEALSOG 

meeting” (Community, P15)  

To avoid the mistakes of the past, where there is a change in government and “then literally there’s all these 
abandoned websites” (Health, P9), there might be utility in a public communications office with a single-source 
information website for the public to engage with, with funded positions dedicated to keeping the information up to 
date across government agencies, but also local council and not-for-profit organisations.  

 

 

 

 

 

 

 

http://www.ourlocal.nsw.gov.au/
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Table S1. Survey questions for perceived susceptibility and severity of obesity and support for policy options  

Survey questions  Response options  Survey  
Perceived Severity  

I would like to make three statements about childhood obesity, for each statement tell me which response best 
reflects your opinion, ranging from 1 being not at all to 5 which is very much. 

- Childhood obesity is serious 

1 ---------------- 5 
Six 

months 
- Childhood obesity can cause harm in childhood 

- Childhood obesity can lead to life-threatening diseases later in life 

Perceived Susceptibility 

Personal 
On a scale from one to five, how worried are you about your child (0-2 
years) being overweight or obese? One being not worried at all to five being 
extremely worried 

1 ---------------- 5 Baseline 

Social  
This question is about your perceptions of childhood obesity in general. 
How worried should adults be about their children being overweight or 
obese? 

1. Not at all worried 
2. A little worried 
3. Very worried 
4. Extremely worried 
Don't know/ refused 

One 
year 

Support for Policy Options  

For each of the following government initiatives, please tell me whether you think having these strategies shows the 
government would be going too far (1), not far enough (3) or having about the right amount of involvement (2) in 
helping people be healthy?  

Zoning laws about number of fast food restaurants in an area 

1. Going too far 
2. About right 
3. Not far enough 
Don't know/ refused 

One 
year 

Restricting unhealthy food advertising in and around public transport 

Requirements for childcare services to have policies around nutrition, play, 
screen time and sleep which meet a set standard 

Building a network of connected walkways and bike paths 

Support programs for healthy eating and active living 

Develop a standard for child height and weight to be routinely taken at 
health appointments, and feedback on child development provided to 
parents 

 

  



Table S2: Responses to perceived susceptibility and perceived severity of obesity at the baseline or six month survey 
and the one year survey 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‡ Perceived susceptibility (social) was a question asked at the 12 month survey, it is not possible to determine a Chi-square for this variable. 

The three perceived severity questions were asked at the 6 month survey.  
*p-value <0.05 

  

Perceived susceptibility  
Response at 

Baseline 
n (%) 

One year survey 

Responded 
n (%) 

Did not respond 
n (%) 

p-value 

Personal. How 
worried are you 
about your child 
being overweight or 
obese? 

Total 1155 920 235 

0.048* 

Not worried at all 630 (54.5) 497 (54.0) 133 (56.6) 
A little bit worried 212 (18.4) 174 (18.9) 38 (16.2) 

Moderately worried  177 (15.3) 132 (14.3) 45 (19.1) 
Very worried  82 (7.1) 67 (7.3) 15 (6.4) 

Extremely worried 54 (4.7) 50 (5.4) 4 (1.7) 

Social‡. In general, 
how worried should 
adults be about their 
children being 
overweight or obese? 

Total 0 917 0 

n/a‡ 
Not at all worried - 90 (9.8) - 

A little worried - 309 (33.7) - 
Very worried - 340 (37.1) - 

Extremely worried - 178 (19.4) - 

Perceived severity 
Response at six 
month survey 

n (%) 

One year survey 

Responded 
n (%) 

Did not respond 
n (%) 

p-value 

Belief 1‡ – Childhood 
obesity is serious       

Total 946 863 83 

0.746 

Not at all 26 (2.7) 23 (2.7) 3 (3.6) 
2 6 (0.6) 5 (0.6) 1 (1.2) 
3 55 (5.8) 52 (6.0) 3 (3.6) 
4 112 (11.8) 104 (12.1) 8 (9.6) 

very much 747 (79.0) 679 (78.7) 68 (81.9) 

Belief 2‡ – Childhood 
obesity can cause 
harm in childhood      

Total 945 862 83 

0.624 

Not at all 16 (1.7) 15 (1.7) 1 (1.2) 
2 8 (0.8) 8 (0.9) 0 (0.0) 
3 37 (3.9) 34 (3.9) 3 (3.6) 
4 120 (12.7) 113 (13.1) 7 (8.4) 

very much 764 (80.8) 692 (80.3) 72 (86.7) 

Belief 3‡ – Childhood 
obesity can lead to 
life-threatening 
diseases later in life  
  

Total 944 862 82 

0.847 

Not at all 15 (1.6) 14 (1.6) 1 (1.2) 

2 12 (1.3) 12 (1.4) 0 (0.0) 

3 42 (4.4) 38 (4.4) 4 (4.8) 

4 101 (10.7) 93 (10.8) 8 (9.6) 

very much 774 (82.0) 705 (81.8) 69 (83.1) 



Table S3: Univariate analysis: policy approval and participant characteristics and obesity beliefs  
 

1. Fast food 
zoning 

2. Public 
transport 

advertising 

3. Paths & 
bikeways 

4. Childcare 
standards 

5. Supportive 
programs 

6. Routine child 
measurement 

 
OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) 

Maternal Age 

16-29 1.13 (0.65-1.95) 1.01 (0.56-1.84) 1.62 (0.8-3.27) 1.35 (0.71-2.57) 1.25 (0.65-2.39) 1.52 (0.87-2.64) 

35-49 1.76 (1.07-2.89)* 1.06 (0.60-1.90) 1.17 (0.56-2.47) 0.82 (0.40-1.67) 0.42 (0.18-1.01) 0.66 (0.34-1.29) 

Referent: 30-34 
 

          

Maternal Education 

University  1.27 (0.82-1.97) 1.31 (0.79-2.17) 0.75 (0.38-1.47) 1.64 (0.93-2.88) 0.77 (0.39-1.50) 0.84 (0.48-1.45) 

Referent: Other 
 

          

Maternal Employment  

Employed 0.87 (0.55-1.36) 1.17 (0.71-1.92) 1.69 (0.93-3.04) 1.58 (0.9-2.77) 1.74 (0.96-3.15) 1.14 (0.69-1.89) 

Referent: Other 
 

          

Country of Birth  

Australia 1.16 (0.75-1.8) 1.09 (0.66-1.81) 3.20 (1.48-6.93)* 0.94 (0.53-1.65) 3.12 (1.44-6.77)* 1.19 (0.71-1.98) 

Referent: Other 
 

          

Maternal pre-pregnancy BMI 

underweight 0.92 (0.27-3.13) 0.84 (0.19-3.63) 1.93 (0.55-6.72) 1.70 (0.38-7.61) 2.47 (0.70-8.74) 0.78 (0.18-3.39) 

overweight 1.14 (0.67-1.95) 1.06 (0.56-1.99) 1.26 (0.63-2.51) 2.50 (1.30-4.83)* 1.69 (0.82-3.48) 0.90 (0.47-1.72) 

obesity 1.11 (0.59-2.06) 1.34 (0.68-2.65) 0.45 (0.13-1.49) 2.63 (1.26-5.47)* 1.65 (0.72-3.80) 1.04 (0.51-2.13) 

Referent: Healthy weight           

Household income   

<$40K 0.6 (0.27-1.37) 1.98 (1.01-3.87)* 1.77 (0.74-4.25) 2.46 (1.13-5.32)* 2.77 (1.16-6.63)* 1.55 (0.72-3.35) 

$40-79K 1.02 (0.61-1.69) 0.74 (0.37-1.48) 1.19 (0.56-2.55) 1.39 (0.68-2.84) 2.13 (1.02-4.48)* 1.66 (0.93-2.95) 

Referent: >$80K 
 

          

Maternal Relationship 

Married/ de facto  1.51 (0.69-3.32) 1.5 (0.62-3.63) n/a 1.73 (0.66-4.54) 1.13 (0.34-3.77) 1.6 (0.66-3.88) 

Referent: Other  
 

          

SEIFA IRSD 

Quintile 1 1.16 (0.6-2.24) 1.41 (0.7-2.84) 2.44 (1.04-5.72)* 3.38 (1.27-8.99)* 4.05 (1.43-11.47)* 1.5 (0.74-3.06) 

Quintile 2 1.19 (0.46-3.1) 0.97 (0.31-2.99) 0.94 (0.2-4.46) 3.01 (0.82-11.06) 1.69 (0.32-8.91) 1.63 (0.61-4.37) 

Quintile 3 1.55 (0.86-2.82) 1.45 (0.74-2.85) 1.21 (0.47-3.11) 2.72 (1.02-7.30)* 3.46 (1.22-9.78)* 1.06 (0.51-2.24) 

Quintile 4 1.29 (0.7-2.36) 0.81 (0.39-1.71) 1.49 (0.62-3.61) 3.07 (1.18-8.00)* 2.47 (0.85-7.23) 1.01 (0.49-2.1) 

Referent: Quintile 5           

Language at home 

English  1.03 (0.67-1.56) 0.91 (0.56-1.47) 0.30 (0.16-0.58)* 0.74 (0.42-1.29) 0.39 (0.21-0.74)* 0.76 (0.46-1.24) 

Referent: Other 
 

          

Mother or father identify as Aboriginal or Torres Strait Islander 

Yes 1.12 (0.26-4.89) 0.35 (0.12-1.08) n/a 1.20 (0.16-9.13) n/a n/a 

Referent: No 
 

          

Child Sex 

Male 1.12 (0.73-1.72) 0.84 (0.52-1.38) 0.92 (0.51-1.65) 2.01 (1.11-3.65)* 0.83 (0.46-1.52) 0.71 (0.43-1.17) 

Referent: Female  
 

          

Intervention Arm  

Telephone 1.04 (0.63-1.72) 0.94 (0.52-1.7) 1.54 (0.74-3.21) 1.59 (0.79-3.21) 1.10 (0.52-2.35) 0.98 (0.53-1.80) 

SMS 0.77 (0.46-1.29) 0.78 (0.43-1.41) 1.20 (0.57-2.53) 1.32 (0.65-2.67) 1.25 (0.61-2.56) 1.06 (0.59-1.91) 

Referent: Control 
 

          
* Significant results are shaded in grey. OR (95%CI) below 1.00 indicates policy approval was associated with perceived susceptibility and/or 

severity, and OR (95%CI) over 1.00 indicates policy disapproval was associated with perceived susceptibility and/or severity. If 95%CI crossed 

over 1.00 associations were not significant.  
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