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INTRODUCTION
_|_

1.1 Background

Patterns of food consumption in the World Health
Organization (WHO) European Region have changed rapidly
in recent decades, and consumption of processed foods
high in saturated fat, free sugars and salt (HFSS foods) is
high.?

Non-adherence to dietary guidelines is widespread among
both adults and children in most European countries where
data are available** and HFSS foods are aggressively
promoted via multiple media channels and in different
settings.>®" As a result, dietary risk factors (characterized
by excess energy, saturated fat, free sugar and salt, and low
intakes of fruit, vegetables and wholegrains) are a leading
cause of mortality and morbidity in the WHO European
Region,® contributing to hypertension and cardiovascular
diseases, overweight/obesity, type 2 diabetes and some
types of cancer.

Many governments have been grappling with this challenge
and looking for effective policy solutions. The term
“obesogenic environment” was first coined in 1997, since
then, a large body of research has investigated ways in
which environmental factors (such as the availability, price
and promotion of foods) influence dietary behaviour and
encourage weight gain.*® While the term “obesogenic”
focuses on the weight gain effects of such environments,
the wider concept of food environments influencing diets
also applies to a broader range of nutritional concerns.
Looking at these issues and potential solutions from a food
environment perspective means that attention focuses not
only on ways to encourage individuals to “make the healthy
choice”, but also on the role of governments in ensuring that
day-to-day environments are supportive of healthy options,
and manufacturers, retailers and advertisers produce, sell
and promote food in a responsible way. The evidence in

favour of implementing food environment policies has
grown significantly, alongside a deeper understanding of the
importance of policy design and scope in mediating success
or failure.* As a result, policies aimed at creating healthier,
more supportive food environments are now a priority.*?

Countries in the WHO European Region have implemented
a wide range of mandatory and voluntary policies to this
effect, including a growing number of interpretive nutrition
labelling schemes, targeted food and beverage taxes,
comprehensive reformulation strategies, and restrictions on
the marketing of unhealthy foods.** These approaches have
been supported by evidence of their cost-effectiveness and
health impact, both theoretically (i.e. modelled) and in real-
world settings. For its part, WHO has issued more guidance
in this area via regional and global policy frameworks and
the updated Appendix 3 to the WHO Global Action Plan
on the Prevention and Control of Noncommunicable
Diseases, which outlines “best buys” and recommended
interventions, including salt reduction and taxes on sugar-
sweetened beverages (SSBs).** The need for policy action
is also recognized by non-health actors; a report by the
McKinsey Global Institute called for implementation of “as
many interventions as possible”, including a number of
measures to drive product improvement such as reducing
default portion sizes and reformulating foods, in addition to
changing the way that food is promoted. Such interventions
should be delivered “at scale and ... effectively by the full
range of sectors in society” in order to “overcome obesity”
and limit the damaging costs to economies.*

Nevertheless, when the current extent of policy
implementation in countries is examined more closely,
it becomes clear that the breadth and depth of policies
in many countries is unlikely to be sufficient to achieve
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change at scale. Either individual policies themselves are
too narrowly defined, or the range of policies in place does
not adequately address the multiple factors influencing
dietary intake. Previous analyses of reformulation
strategies, marketing restrictions and labelling schemes
are testament to this, and isolated and patchy initiatives
have been shown to yield limited gains and potentially
widen inequalities.*®*"*# |t is becoming increasingly clear
that complex, multi-causal problems cannot be solved by
a series of single, unlinked interventions - as repeatedly
stated, there are no “silver bullets”, but a combination of
well-crafted, mutually supportive policies is likely to work.*?
What is therefore required is a multifaceted, integrated
approach that is underpinned by coherent and supportive
wider policy frameworks.

There are important contextual factors that can, in part,
explain limited progress. Governments operate within a
political environment and may feel that their mandate or

1.2 Rationale for publication and overview

In the initial stages of the epidemic of obesity and unhealthy
diets, little concrete guidance was available on which
policies countries should aim to implement and by which
mechanism. Recommendations for policy action from
intergovernmental bodies and national governments in the
area of obesity and unhealthy diets often lacked specificity,
and there was still a need to (i) build the case for action and
(i) generate more robust supporting evidence.** Moreover,
nutrition communication and education commanded
a disproportionate focus.?*> Examples of early adopters
successfully taking stronger action to improve dietary intake
do exist (notably, Finland’s efforts to address excess salt
and saturated fat intake among its population).?® However,
this remained the exception; European policy development
generally fell short in attempting to meet the dietary
challenges faced by Member States.

Over time, WHO and national authorities issued stronger
guidance in terms of dietary intake goals, and the available
policy evidence also grew exponentially.**?*2%2" Global,
regional and national policy frameworks expanded and
countries adopted time-bound commitments to address
noncommunicable diseases (NCDs) and nutrition.® Among
the priorities, governments agreed to increase efforts to
improve the nutritional quality of the food supply and drive
reformulation by reducing the excessive use of salt, sugars
and fats.?® They also committed to promote and implement
fiscal measures “as appropriate” and to further reduce
the exposure of children to marketing of HFSS foods and
beverages. In this context, a growing number of countries
have announced more ambitious combinations of policy
action,30:31,32,33

The persistently high rates of obesity and diet-related NCDs
across all WHO European Member States make it difficult
to identify one country that has “solved the problem”, and
arguably there is no country that has developed a fully
comprehensive response.®3* Indeed, while average rates
of childhood overweight and obesity may have stabilized or
even slightly decreased in some populations (albeit at high

scope to drive such a suite of policies is limited and the food
industry may also vocally oppose some of the proposed
policies?®  Additionally, not all governments currently
have equal capacity to design and manage policies, nor do
they have the same ability to hold industry to account.*®
However, some countries have managed to overcome
significant barriers and have made concerted efforts to
develop policies that are comprehensive, ambitious, highly
managed and accountable.

This paper provides case studies of several food product
improvement policies from across the WHO European
Region. The aim is to share country experience, assess the
various merits of the different approaches, discuss lessons
learned, and provide guidance for best practice that may be
more widely applicable across the European Region.

levels), wide socioeconomic inequalities persist and severe
childhood obesity seems to be on the increase.*®*" As such,
the need for ambitious policies is more pressing than ever.

This publication provides a small selection of case studies
from WHO European Member States; it describes the
successes and challenges experienced in developing food
policies aimed at driving dietary improvements, focusing
mainly on efforts to reduce sugar and salt intakes. Case
studies do not necessarily represent the ideal approach;
the purpose is to share opportunities for both best
practice and lessons learned. The policy development
and implementation process that countries have adopted
will be described and assessed to better understand how
challenges were overcome. The publication will also outline
the steps taken to evaluate each country’s efforts and
reflect upon future policy directions. Such information is
not typically presented in academic publications; the case
studies have therefore been informed by collaboration
between WHO and country experts.

The case studies are as follows:

the United Kingdom'’s sugar reduction programme

®

® Israel’s front-of-pack (FOP) labelling scheme

@ Spain’s Collaboration Plan for the Improvement of
Food and Beverage Composition

® Portugal’s tax on SSBs

@ the Netherlands’ National Agreement to Improve
Product Composition.
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1.3 Key themes covered by the case studies

1.3.1 Focus on policies to drive food product
improvement

Product reformulation commonly refers to policies and
practices aimed at reducing the quantities of nutrients
associated with NCDs in processed foods; these “nutrients
to limit” include salt, free sugars, saturated fats and trans
fatty acids (TFAs), and reformulation may also aim at calorie
reduction.®*®*? Reformulation has been identified as a cost-
effective policy, and (for the most part) a politically feasible
one, and studies have demonstrated that diets containing
more products meeting nutritional targets are associated
with an overall reduction in disease risk.***®  Given the
high proportion of processed foods in current diets, many
European countries have chosen to focus efforts on dietary
improvement by improving the composition of processed
foods. In a context where up to 50% of foods available in
households are highly processed, it is impossible not to
engage in efforts to improve their nutritional quality.>** For
example, up to 75-80% of salt comes from processed foods
in some countries. Reformulation may be accompanied
by efforts to change individual purchase habits and
consumption behaviour, but it is often done “by stealth”, i.e.
without announcement to consumers.

A small group of countries in Europe have been able to
demonstrate a significant reduction in population-level salt
intakes by setting comprehensive salt reduction targets for
the food industry across a range of product categories.*? The
model has subsequently been replicated in other countries
across the European Region, albeit with varying degrees of
success in terms of achieving the same level of reductions in
salt content of foods and salt intake.”* While reformulation
of a single but frequently consumed food category may
have positive impact, it is generally recommended to cover
all major food categories that contribute to excess nutrient
intake in order to have impact at scale.**

The experience with salt reformulation has also strongly
influenced policy development on sugar reduction in
the Region.?® Recognizing that elevated sugar intake is a
factor driving the obesity epidemic, countries have begun
to apply similar principles of reformulation to sugar and
calorie reduction to address the high sugar content of many
processed foods.

In the majority of WHO European countries, there is now
some form of government-led initiative to reformulate
processed foods.™ However, some nutrition experts
have raised concerns about the current emphasis on
reformulation policies, fearing that they are not enough
to truly address the scale of challenges we face with food
and “may serve to legitimate, endorse and even promote,
rather than significantly challenge the consumption of ultra-
processed foods”* Their arguments are fourfold.

@ While the focus of reformulation strategies has been
on the laudable goal of reducing nutrient intakes, less
attention has been given to monitoring the quality
of the ingredients being substituted. While nutrition

and public health experts have emphasized the need
to avoid replacing one nutrient to limit with another,
systematic examinations of the ingredient changes
before and after reformulation are not systematically
undertaken in all countries.

® Reformulation policies may provide positive
endorsement for the consumption of (reformulated)
processed products, as long as these reformulated
products have met the required single-nutrient goals,
which may be based on political feasibility rather
than optimal nutrition. If reformulation of processed
foods is promoted as the main solution, it potentially
undermines policies that aim to reduce consumption
of processed foods overall and to promote increased
consumption of minimally processed foods.

@ Modest population-wide reductions in such nutrients
to limit could be expected in countries with already
high consumption of processed foods and a history
of product reformulation. However, in countries
where consumption patterns remain in transition
and/or capacity to drive accountable reformulation
initiatives is low, a better focus might be on slowing
the displacement of traditional, freshly prepared and
minimally processed meals.*¢

® Meeting population dietary intake goals through
reformulation alone would require very significant
reductions (perhaps in the region of 30-50% for
some product categories). This raises questions of
technological feasibility and willingness of industry
actors to make such significant changes to their
products.

Recognizing the limitations of reformulation and the need
for complementary policies, most countries also consider
measures such as FOP labelling, advertising and marketing
restriction, and taxes as important additional ways to
influence food product composition, consumer choices,
diet, and health outcomes.*” Collectively, these policies
would be more effective than focusing solely on a single
measure.

In light of this, this publication also considers the
limitations of reformulation and the role of alternative
or complementary policies. Here, we consider country
experiences in establishing taxes and FOP nutrition labelling
to reduce sugar and salt in the diet.

Interpretive  FOP labelling that provides evaluative
judgement about the nutritional quality of pre-packed
foods can encourage improvements in food purchase and
dietary intake, and may also incentivize the food industry
to reformulate products in order to achieve a favourable
FOP label.*”*® Different FOP nutrition labelling schemes
have been developed across Europe and vary in the extent
to which they help consumers judge product healthfulness.
The use of interpretive elements such as colours, words
and symbols are shown to be most successful, allowing
consumers to differentiate between products at a glance.

POLICY OPPORTUNITIES AND CHALLENGES 3



Schemes that incorporate the widest range of products and
provide negative evaluative judgements are likely to perform
most effectively.

The adoption of taxes on SSBs has increased significantly in
the WHO European Region since 2015, when the European
Food and Nutrition Action Plan recommended that countries
consider the use of fiscal measures to influence purchase
and consumption habits and product composition. Price has
a well-established role in influencing food choice, and there
is growing evidence, including from real-world policies, that
taxes and subsidies influence consumer decision-making
and incentivize healthy eating.*®*%**  Recent evidence
from the United Kingdom indicates that taxes encourage
reformulation when thresholds are designed to incentivize
producers to reduce the relevant nutrient content in order
to avoid the higher tax rate.*?

1.3.2 Focus on efforts to reduce salt intake and
salt content of foods

WHO guidelines recommend a reduction in sodium intake
to less than 2 g/day, equivalent to 5 g of salt, for improved
health outcomes. Approximately 99% of the world’s adult
population currently has a mean salt intake above the
recommended levels, causing raised blood pressure and
increasingtherisk of cardiovasculardiseases—namely, stroke
and coronary heart disease.*® In 2013, WHO recommended
a global target of a 30% reduction in mean population salt
intake by 2025 for the prevention and control of NCDs.**
Although reductions of that magnitude are challenging,
some countries in the WHO European Region - notably
Finland - have demonstrated that they are achievable.®:¢
Other countries have achieved important reductions, albeit
not yet at the levels proposed in the target.”

In order to achieve this target, the WHO Food and Nutrition
Action Plan encourages countries to “develop, extend and
evaluate, as a priority, salt reduction strategies to continue
progress across food product categories and market
segments”. This approach is detailed in the WHO SHAKE
package and calls on countries to adopt integrated salt
reduction programmes that include monitoring of the food
supply, stakeholder engagement, and establishment of
benchmarks and targets for processed foods.*®

Monitoring of the salt content of packaged foods within
and between countries in the WHO European Region,
conducted by the Dutch National Institute for Public Health
(RIVM) using nutrient data provided by EuroFIR, reveals
a wide range of salt levels available on the market within
the same product category, indicating significant scope for
improvements towards “best in class” products. Together
this means that reducing salt in processed food categories
through reformulation targets or other means is an essential
part of any salt reduction strategy.*-°

Voluntary reformulation initiatives have been widely
adopted, and perhaps the best-known example is the
United Kingdom’s “voluntary but open, accountable, and
highly managed” salt reduction initiative** However,
despite the clear successes in reducing population salt

intake and salt content of food, in many countries salt intake
remains above the recommended levels for large sections of
the population.®* Barriers to further salt reduction through
reformulation include fears of an “unequal playing field”,
where some industry actors are pulling their weight and
others are not.

Other available measures include mandatory warning
labels (e.g. Finland and Israel) and/or legislated maximum
limits for salt in food (e.g. South Africa and Argentina).5%%
Mandatory labelling in Finland was primarily intended to
help consumers choose lower-salt foods, but when the
legislation came into force, it also led manufacturers to
reduce the salt in their products.?® In Europe, legislative
limits for salt content in foods are most common for bread,
as in the Netherlands, where the maximum permitted salt
content of bread has fallen gradually over the past decade,
from 2.5% per 100 g of dry matter in 2009 to 1.8% in 2013,
equivalent to approximately 1.15 g salt/100 g bread.®® Many
bread producers supported the legislation, as it limited
unfair competition and ensured consumer tastes were
adapted to universally reduced salt. Nevertheless, to date,
the use of mandatory maximum limits on a broader range of
product categories is not widespread in Europe. This could
be due in part to a wider resistance from industry.

The case studies for the Netherlands, Spain and lIsrael
included in this report describe their efforts to advance salt
reduction. In the Netherlands, salt reduction in processed
foods is considered a crucial intervention and is pursued
via a voluntary agreement with industry sectors. Continued
monitoring of salt levels in processed foods shows that
there has been some progress in salt reduction, but there
is still much variation within product groups, and the food
industry as a whole has not yet achieved its targets for salt
reduction in processed foods. Furthermore, efforts to study
the impact of salt reformulation on population salt intakes
in the Netherlands have produced a mixed result, which
presents additional challenges in designing future salt
reduction strategies.

In Israel, as in the Netherlands, the government has
historically pursued voluntary salt reformulation across 11
major food categories, which produced some successes
in terms of salt reduction in foods. However, in order to
stimulate further change, a Food Regulatory Committee was
established in 2015 with the aim of determining the most
effective and far-reaching actions, achieved through changes
to the food environment, to deal with the unacceptably high
prevalence of obesity and NCDs. One of the most visible
outcomes of the Food Regulatory Committee to date has
been the successful adoption of mandatory warning labels
(with a specific red symbol) on food products that contain
high amounts of saturated fat, salt and sugar. This regulation
is due to come into force in 2020. The Israeli case study
describes the process of developing the red warning labels,
including how difficult challenges were overcome.
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1.3.3 Focus on efforts to reduce sugar intake and
sugar content of foods

Excessive sugar consumption has also received growing
attention in recent years, as high intakes of free or added
sugars are associated with an increased risk of overweight,
obesity and diet-related NCDs. Responding to these
concerns, WHO reviewed all available evidence and
published guidelines in 2015 that recommend limiting
free sugars intake to less than 10% of total energy intake
in both adults and children (strong recommendation) and
preferably below 5% of total energy intake (conditional
recommendation) for additional health benefit.?* While
intakes vary across countries in Europe, the available data
show that in all countries adults are, on average, consuming
more than 5% of energy from added sugars.? Children and
adolescents gain a higher percentage of their total energy
intake from sugars, consuming more than 10% of their
daily energy intake from added sugars in many countries.”
Leading sources of sugar in the diet for both adults and
children include cakes, biscuits, pastries and confectionery;
SSBsand juice drinks; jam, honey and table sugar; ice cream;
and sweetened dairy products.

Consequently, many countries have started to develop
sugar reduction initiatives, combining various food policy
approaches.However, to date, the concept of comprehensive
sugar reduction initiatives has received less attention than
salt reduction, and there has been less clarity over the key
characteristics of programmes, the specific food and drinks
categories prioritized in policies, and details of any specific
targets/criteria established.®®-¢

As with salt, setting targets to reduce the sugar content of
foods and beverages may, if fully implemented, directly
influence consumer intake levels and, ideally, lead to calorie
reduction. In a recent policy sweep for the WHO Regional
Office for Europe, information on reformulation efforts
targeting sugar was found for 13 WHO European countries.”
As part of their reformulation strategies, six countries
(Finland, Germany, Portugal, Spain, the Netherlands and the
United Kingdom) selected food groups or food categories
that were widely consumed or shown to contribute highly to
sugar intake, based on national dietary surveys. In contrast,
the decision about which food products should be targeted
for reformulation was defined by the manufacturers or food
retailers in Belgium, France, Italy, Lithuania and Norway.
Portion size reduction has also been identified as a way to
reduce absolute sugar content where product reformulation
might be challenging because of its functional properties
in certain products, or as an additional measure alongside
reformulation to further reduce sugar intakes.®®

Such approaches to driving sugar reduction are in their
infancy; consequently, the evidence of effectiveness in
reducing both the sugar content of foods and sugar intakes
requires further monitoring and evaluation. However,
results of the impact of sugar reformulation strategies on the
sugar content of different products are starting to become
available.*> The experience from the United Kingdom in
establishing and evaluating its sugar and calorie reduction
programme will be discussed within the relevant case study.

Taxation on high-sugar products constitutes another policy
aimed at reducing sugar intake. Ten countries now report
fiscal policies in the WHO European Region, and the scope
of taxation varies across countries. SSBs constitute the
most common product subject to taxation.** The Soft Drink
Industry Levy (SDIL) introduced in the United Kingdom in
April 2018 already promises positive impact, with many
beverage companies reformulating products to reduce
sugar content to below the 5 g threshold, leaving just one
third of soft drinks eligible for taxation. A recent report
published by Public Health England (PHE) found that, as
a result of the levy, sugar in soft drinks had been reduced
by 11% and average calories per portion by 6% for retailer
own-label and manufacturer private-label products. Sales
of beverages below the 5 g/100 g SDIL threshold have also
increased.®® Similarly, in Portugal a tax on sugary drinks is
divided into two tiers.®® The lower tier includes drinks with
sugar content below 8 g/100 ml and the upper tier covers
drinks with sugar content equal to or above 8 g/100 ml. The
tax became effective on 1 February 2017. Preliminary results
show a reduction in overall sales of approximately 4.3%, and
a24% reduction in the consumption of the upper-tier drinks.
This is most likely due to reformulation by the industry in
terms of sugar content.

The PHE case study describes the United Kingdom
experiencewith sugarreduction. PHE oversees and evaluates
the sugar reduction programme, which challenged all food
industry sectors to reduce sugar levels in the categories that
contribute most to sugar intakes in children up to 18 years
by 20% by 2020. A short-term target of a 5% reduction in the
first year of the programme was also set. In March 2017 PHE
published guidelines designed to help industry achieve the
20% reduction; these were for total sugar levels per 100 g
and forthe calorie content of products likely to be consumed
on a single occasion, for the food categories included in the
programme.

The contribution from Portugal describes its experience
introducing the first Integrated Strategy for the Promotion of
Healthy Eating, which is a cross-government and multisector
policy document. The strategy led, in turn, to the adoption
of multi-tiered tax on sugary drinks. Early results indicate
that the tax led to the reformulation of sugary drinks to avoid
the higher tier of taxation.

* Anunpublished policy sweep identified sugar reduction initiatives in Belgium, Finland, France, Germany, Israel, Italy, Lithuania, the Netherlands,

Norway, Portugal, Spain, Switzerland and the United Kingdom.
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1.4 Lessons on food product improvement from a workshop on first mover countries’ experience

Some key points for food product improvement policies
emerged from a workshop co-convened in March 2019 by
the WHO Regional Office for Europe, PHE and the Royal
Institute of International Affairs (Chatham House).” Nine
countries that were early implementers of policies or are
particularly ambitious in their approach to food product
improvement exchanged experiences.

At this workshop, some common challenges were identified
with respect to the specific aspects of food product
improvement considered in the present report — namely,
product reformulation, price policies and FOP labelling;
opportunities for collaborative work to address these
challenges were also identified. These findings chime with
many of the key themes identified in Section 1.3 above.

1.4.1 Food product reformulation

As highlighted in Section 1.3.1, the workshop found broad
agreement that food reformulation belongs as part of a
wider package of measures, including nutrition labelling,
economic measures and marketing restrictions. Several
common challenges were identified:

® The process of engagement on reformulation can
be very time-consuming and requires considerable
human resources, which is particularly challenging
for small countries.

® Private sector stakeholders can sometimes appear to
engage with the process while employing delaying
tactics to impede real progress.

® Access to three types of data (product composition,
sales volume and population intakes) and the
right to publish such data are vital in order to set
reformulation targets and to inform clear, transparent
and independent monitoring of progress.

® Some food product categories can prove particularly
challenging - either as a result of technical challenges
orbecauseofindustry resistancetochange-anditcan
be difficult to maintain momentum on reformulation.

@ Improving the nutritional quality of food eaten out of
the home (in restaurants, cafés and other food service
outlets) is increasingly important, but it is challenging
because there is no easy mechanism for monitoring.

A number of learning points emerged from countries’
collective experience of food product improvement:

® Setting targets based on sales-weighted figures is
important to ensure that the biggest-selling products
are covered, thereby facilitating bigger improvements
in overall diets.

@ lItisimportantthatprocessesarebasedongovernment
definitions of portion sizes, based on dietary survey
data. Such estimates are likely to be more reflective
of actual consumer behaviour than industry-defined
serving sizes.

® Taxes, whether actual taxes or mooted possible taxes,
and the potential for legislation on product standards
and/or improvement are particularly strong levers
to push reformulation. It is worth noting that, even
if taxes or legislation have only been introduced for
one product category (e.g. SSBs), other sectors of
industry may also be acutely aware that further taxes/
regulations may be introduced in the future.

@ Reformulation should be accompanied by efforts to
reduce portion size and shift consumer behaviour, as
part of a package of wider, complementary measures.
In cases where reformulation is problematic (e.g.
reducing sugars in fruit nectars), a focus on reducing
portion sizes may be appropriate.

® Mandatory nutrition labelling, including sodium,
sugars, and saturated and trans fats, is extremely
important to facilitate monitoring  (including
monitoring of unpackaged foods). FOP nutrition
labelling can be a useful lever to encourage
reformulation. Nutrition information for food eaten
outside the home is also important.

® In contexts where online food shopping is common,
web-scraping technology can extract nutrition data
from online retailers’ websites. Smartphone apps
have also been developed to crowdsource data.

@ It is important not to neglect the quality of food in
publicinstitutions. It is possible to set nutrient criteria
to drive improvement in public procurement and
food served or sold in public institutions.

® Governments should be aware that there can be
consequences of reformulation. Sugar reduction,
for example, could lead to increased use of non-
sugar sweeteners, which are extremely difficult to
monitor, especially as labels are usually required to
declare only the presence (not the quantity) of such
sweeteners.

1.4.2 Price policies

Asnotedin Section 1.3.1,there has been growingmomentum
for implementation of SSB taxes across the WHO European
Region, and there remains considerable scope to extend
implementation of such taxes and/or to introduce other
taxes, subsidies or policies on price promotions. Some key
lessons were identified from countries’ experience to date.

@ Price policies are a powerful lever for food product
improvement - even in the case of products that are
not covered by taxes, where there is awareness that
the scope of taxes could be expanded in the future.

* For a more detailed meeting report, see Improving dietary intake and achieving food product improvement: a workshop of “first mover” countries to
exchange experience and identify wider policy implications for the WHO European Region (Copenhagen: WHO Regional Office for Europe; 2019).
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@ Strategies to counter opposition to taxes are
required. In collaboration with WHO, countries can
work together in this area, compiling evidence of
successful experiences, developing a playbook to
address opposing arguments, and capturing better
data to counteract these arguments (e.g. impact on
smuggling, jobs and local economies; competition
distortion).

@ Ministries of economy/finance can be strong allies,
since they tend to be supportive of taxation to raise
revenue. Care should be taken to be clear that
revenue generation is secondary to the impact of
the tax on food product improvement and is not the
primary aim.

® Public support for health-related taxes is both crucial
and achievable; it may be fostered by earmarking
tax revenue for health-related purposes and/or
framing issues in relation to child health (particularly
childhood obesity) and child rights.

@ In addition to impact on demand (sales), evaluation
of the impact of taxes should, where possible,
include monitoring of changes in the supply (product
composition); this will help to capture the impact on
reformulation and other changes to products prior
to and after introduction of taxes. Evaluation could
also look at whether there are changes in public
perception of the healthfulness of products following
imposition of taxes.

1.4.3 FOP nutrition labelling

As well as influencing dietary purchases and consumption,
FOP nutrition labelling can incentivize food product
improvement, as described in Section 1.3.1. There are
lessons to be learned from several countries’ experiences
in implementing FOP nutrition labelling schemes that have
been, or are in the process of being, implemented. The key
learning points are as follows.

® FOP labels are a powerful lever to encourage
manufacturers to reformulate their products and
can be used as a benchmark for new product
development.

@ There is robust scientific evidence on the impact of
labels on objective consumer understanding of the
nutritional quality of foods - countries do not need
to repeat all this research. Countries can draw on
these research findings and, where needed, use the
methods, protocols and resources from previous
studies.

® When conducting consumer testing, it is advisable to
do comparative tests to investigate whether different
labelling systems improve objective understanding
(rather than only investigating consumer preference
or subjective performance).

® Mandatory back-of-pack nutrition declarations are an
essential requirement for implementation of any FOP
label.

@ In order to ensure the maximum effect of a voluntary
scheme, it is possible to attach some conditions of
use to the label (e.g. requirement to include label on
all products if used at all; provision of data on product
composition).

@ Retailers have also used the nutrient profile models
that underpin FOP label systems as a basis for internal
rules on promotions.

@ FOP labelling belongs as part of a package of
complementary measures that mutually reinforce
one another.

1.4.4 Emergent themes

Somecommonthemesemerged from theworkshoprelevant
to these areas of food product improvement, reinforcing
many of the points from the case studies included in this
report.

As with all areas of food policy, a key challenge is to create
sufficient will among political leaders and policy decision-
makers to take action. For this reason, provision of robust
scientific evidence, expert advice and credible, quantified
economic arguments is essential.

Policy-makersfacevigorous opposition from vested interests
using a variety of tactics, and this can prevent countries from
taking action. Implementation of an open and transparent
approach to policy processes, covering all communications,
can be helpful for policy-makers.

Although it is challenging to put into practice, a whole-of-
government approach is critical; health ministries can find
important allies in other departments, such as finance,
media, and regional or local government.

Public support for policies is also important, and the media
(including media personalities) and civil society can be
valuable allies to encourage such support. Support can be
strengthened by framing issues around children’s health or
child rights, and - in relation to taxes — earmarking revenue
for health purposes can be valuable.

It is recognized that a comprehensive package of synergistic,
complementary measures is vital, and this should include
education and social marketing measures to support policy
interventions.

Itisimportant to acknowledge thatimplementation of these
measures requires resources. Governments need to pursue
programmes that are appropriate to their level of resources,
and there is value in exploring how countries can ensure the
most effective use of resources, including by working with
regional and local government.

Finally, thereis a great deal of potential for countries to work
together in strategic ways. Policy-makers are all working to
encourage an improved nutritional offer from a global food
and beverage industry, and these efforts are more likely
to be successful if countries work more closely together.
Policy-makers require a strong evidence base for action, for
example, and much could be achieved by sharing, drawing
on and building on work - including both successes and
failures — done in other countries.
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1.5 Key considerations discussed in the case studies

The types and combination of policies that countries in
the WHO European Region have chosen to introduce vary
in terms of context and prior experience. Some countries
have placed greater emphasis on voluntary reformulation,
while others have pursued mandatory limits, taxation
and labelling. A number of countries have introduced a
combination of policies to try to ensure that the many and
varied factors influencing obesity and unhealthy diets are
covered. These case studies from such countries provide
further context in terms of:

®

®

The case studies also aim to describe how countries will

how the problem has been defined in each country
and the ways in which the case for action was built;

the framework within which policies have been
developed and implemented;

why the specific approach and focus were chosen, the
process of reaching agreement, and how the details
were negotiated,;

how decisions were taken in terms of scale of ambition
- optimal versus politically feasible;

the actors involved in designing, implementing
and evaluating action (and how these roles were
assigned);

the accountability mechanisms putin place to monitor
progress and the approach taken to incentivize
action/change; and

any challenges and opposition experienced on the
way and how countries overcame them.

evaluate their efforts in terms of changes in dietary intake,
and how they respond to challenges such as slower-than-
expected progress.
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Sugar reduction and wider reformulation programme:
a case study on the approach and how it was'developed

_|_

2.1 Summary

PublicHealthEngland (PHE) overseesforthe United Kingdom
government the sugar reduction and wider reformulation
programme. The United Kingdom government outlined
its commitment to reformulation, the overall approach
and PHE’s responsibilities in Childhood obesity: a plan for
action, published in August 2016;*> the second and third
chapter of the plan, following in June 2018 and July 2019
respectively, builds on the earlier publication, outlining the
scale of change required and the broad set of policy actions
needed to maintain momentum.® The plan sets out the
government’s bold ambition to halve childhood obesity by
2030 and to significantly reduce the gap in obesity between
children from the most and least deprived areas by that year.

The United Kingdom, led by England, where most global food
and beverage businesses have their main UK headquarters,
has three reformulation and reduction programmes;
these work with the food and beverage industry (retailers,
manufacturers and the out-of-home sector - cafés, coffee
shops, restaurants, takeaways, deliveries, etc.) to achieve
salt, sugar and calorie reduction. These programmes are
supported by the other countries that form the United
Kingdom (Scotland, Wales and Northern Ireland).

The key elements of the voluntary reduction and
reformulation programmes are as follows.

® Action is called for across the food manufacturing
and supply chain, including the out-of-home sector.
Working in this way has the advantage of keeping an
even playingfield and does not affect competitiveness

® Clear targets or guidelines are set for the food and
drink categories that contribute most to intakes.

® Thereisindependent, effective and regular monitoring
and reporting that is consistent across all participants
and ensures openness and transparency.
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® The programmes ensure that there is regular and
comprehensive stakeholderengagementwithall parts
of the food industry, nongovernmental organizations
(NGOs), other government departments, etc.

® Consumer demand for healthier products is
encouraged through social marketing and campaigns.

® The health and economic case for the programmes
and the expected benefits to the National Health
Service (NHS) have been published.

® The government has made it clear that, if there is
not sufficient action or achievement through the
voluntary programmes to reduce sugar and calories,
then other actions will follow.

The sugar and calorie reduction programmes are based on
the model established for the salt reduction programme
devised by the Food Standards Agency (FSA) over 10 years
ago. Theyhavealsodrawn on learning from the Public Health
Responsibility Deal (PHRD), a public-private partnership
launched in 2011 thatincluded a calorie reduction element.*
Since publication of the Foresight report on obesity in 2007,?
which highlighted that obesity is a complex problem with
multiple drivers, most of them outside the health sector,
strategies for tackling obesity have been cross-government.
All parts of Childhood obesity: a plan for action, launched in
2016, 2018 and 2019, are cross-government plans.?

The growing evidence on sugar as a cause of tooth decay
and determinant of high energy intake, weight gain and
diabetes underpins some of the policy actions outlined
in the Childhood obesity: a plan for action strategy.®
There is also convincing evidence that high intakes of
very calorific and energy-dense foods that are high in fat
and/or sugar specifically - similar to the current United
Kingdom diet - increase the risk of gaining weight and
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becoming overweight.>®" Physical activity can help with
weight maintenance, but to tackle obesity it is vital to target
changes in diet.

Overweight and obesity is estimated to depress the UK
economy by 3.4% of GDP! The health and economic
benefits of reducing sugar consumption to 5% energy intake
are higher the faster they are achieved. If achieved within
five years, 77 300 deaths and 6.03 million cases of dental
caries could be averted, saving the NHS £14.4 billion over 25
years.® Similarly, a 20% reduction in calories from everyday
foods, resulting in a decreased consumption of 52-87 daily

2.2 Introduction

Globally, obesity prevalence has nearly tripled since 1975.*°
Obesity prevalence in the England has risen from 15%
in 1993 to 29% in 2017% this is one of the highest rates in
Europe.** Limited success from motivating individual
behavioural change and recognition that the environment
has a key influence on choice and that overconsumption
is the key driver of contemporary increases in obesity have
brought about a fundamental shift in the policy approach
to obesity.*? Interventions that focus on individual choice
are being complemented by policy that takes an ecological
approach, recognizing that individuals are ultimately
responsible for their health behaviours but that children
have less agency than adults and that choices are made in
the context of a larger, “obesogenic” environment.®

2.3 Analysis of the policy process

The United Kingdom is the first country to introduce a
structured and closely monitored product reformulation
process, in collaboration with the food industry, to reduce
both the sugar content and calories consumed by children.
To explain this process, the paper adopts John Kingdon’s
1984 political economy theory of organizing different
forces.*

According to Kingdon, several different critical forces
must converge to establish policy reform, known as three
“streams”:

recognize the importance of a problem and give it

| the problem stream, which forces policy-makers to
priority;

policy proposals are generated, debated, revised, and

| the policy stream, which is the process by which
put forth for serious consideration; and

the politics stream, which refers to political factors
that influence agendas, such as changes in elected
officials or in the political climate or mood, and the
voices of advocacy or opposition groups.

calories (depending on the age of the individual), if achieved
over five years, would prevent 35 370 premature deaths,
save the NHS £4.5 billion health care costs, and save social
care costs of around £4.48 billion over a 25-year period.®

A clear ambition to reduce sugar by 20% in the most
consumed foods has been made possible by a combination
of the scientific evidence, recognition of the health and
economic benefits of both sugar and calorie reduction,
increasing international agreement on the need to test cost-
effective interventions, the availability of detailed nutritional
content and purchase data, growing consumer concern and
coherent advocacy.

This case study consists of two major sections. Section 2.3
uses a theory of political economy to analyse England’s
policy experiences and the way in which these have shaped
the current sugar and calorie reduction programmes in the
United Kingdom. Section 2.4 describes the reformulation
and reduction programmes, the achievementssofar,and the
challenges still to be faced. The case study is a combination
of synthesized published information (principally, Sugar
reduction: achieving the 20%" and Calorie reduction: the
scope and ambition for action9) and interviews with key
stakeholders from PHE, the food and beverage industry, and
NGOs.

2.3.1 Size of the “problem”

In 2017, in England, 64% of adults, 30% of 2-15-year-olds
were overweight or obese? (Fig. 2.1).® Obesity puts an
individual at increased risk of other diseases, such as type
2 diabetes, some cancers and heart disease, and it affects
the emotional and educational life chances of children ¢
Accordingto calculations by the OECD, managing overweight
accounts for 8.4% of health expenditure in the UK and
people live on average 2.7 years less due to overweight.
Further, OECD estimate that obesity has an impact on
economic development and lowers labour market outputs
by the equivalent of 944 thousand full-time workers per year,
reducing UK’s GDP by 3.4% because of lost work days, lower
productivity at work, mortality and permanent disability. To
cover these costs, this is equivalent to each person in the
United Kingdom paying an additional GBP 409 in taxes per
year.!
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Fig. 2.1. Statistics relating to obesity in children in England, 2017/18
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Recent decades have seen a profound change in our
relationship with food in terms of how we shop and where
we eat, the kind of foods that are available, and how they
are produced. Food is now more readily available, and it
is more heavily marketed, promoted and advertised. In
the United Kingdom, about 20-25% of energy intake now
comes from eating out of the home, in outlets such as
cafés, pubs and restaurants (depending on the definition
of “out of home”) and the sector continues to grow year
on year.** Such meals can be high in calories, fat, sugar
and salt;'" the average calorie content of certain products
to be consumed on a single occasion in the out-of-home
sector, for most categories, is generally double that in the
manufacturing and retail sector.*® All of these factors nudge
us towards overconsumption and underpin a growing trend
in overweight and obesity.

2.3.2 Policy experience

In 2011, in order to address many of the risk factors for
NCDs, the Department of Health launched the Public Health
Responsibility Deal (PHRD), a public—private partnership, in
England.® Together with government, industry and other
partners developed a set of commitments or “pledges” in
ordertoimprove healthinthe areas of food, alcohol, physical
activity and health at work.*® The basis of the PHRD was that
collaboration with industry partners would be more effective
than acting independently of them and that it would allow
practical actions to be agreed upon more quickly and at
lower cost than legislation. Health stakeholders argued that
collaboration gave industry the opportunity to influence the
development of public health policy to its own ends.?°

In the PHRD, there were several different food pledges,
including a calorie reduction initiative aimed at reducing
the nation’s collective calorie intake by 5 billion calories
per day - equivalent to 100 calories per person per day and
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an estimate of the average reduction necessary to achieve
a healthy weight. PHRD industry partners committed to a
voluntary pledge to reduce calories through reformulation
and portion size reduction, and by encouraging behavioural
change in consumers by means of activities such as
promotion of smaller portion sizes and making healthier
products available.?* One year afterits launch, 29 companies
had announced a calorie reduction pledge that detailed the
actions they would take. Pledges were described by critics
as “having a narrow focus and being arbitrary”. Industry
sectors were represented to varying degrees. Many fast-food
and hospitality businesses signed the labelling pledge but
not the commitment to reduce calorie content.*

The PHRD had somesuccesses, butitwas criticized for relying
from the outset on process measures that were difficult to
quantify and gauge outcomes, self-regulation and reporting
by industry, rather than using independent monitoring
with relevant measures to hold companies to account. The
alcohol PHRD pledge was the first to be deemed ineffective
by NGO stakeholders, who refused to join it from the outset
in 2011.2% In 2013, public health representatives expressed
their frustration with the initiative and stating that it was not
meaningful whileits focus and decisions about success were
skewed to processes determined by the industry players.*
Evaluation of the PHRD suggested that, if similar initiatives
were to be realized in future, there was “a need for greater
consideration of how potential reputational gains and
losses, along with more formal incentives and sanctions, can
be used to encourage participation and the implementation
of pledges that go beyond ‘business as usual”??

2.3.3 Formulation of policy alternatives

Followingthe redesign of the health and social care systemin
England, PHE was established on 1 April 2013 as an executive
agency of the Department of Health (now the Department of
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Health and Social Care or DHSC). From its inception, PHE in
its statutory role began to review the evidence and support
the Department of Health in rethinking its approach to
tackling obesity. In 2014, the Scientific Advisory Committee
on Nutrition (SACN) published its draft recommendation
that the average population intakes of sugar should not
exceed 5% of total dietary energy for the population aged
2 years and over, halving the previous recommendation;® it
noted that sugar intakes of all population groups in England
were above the recommendations, contributing up to 15.6%
of dietary energy.®*

In October 2015, PHE published Sugar reduction: the
evidence for action.®? The report set out several potential
actionsthat could be taken to reduce sugar intake. It claimed
that no single action alone would be effective in reducing
sugarintake, but thata combination of demand- and supply-
side actions was required. Some of the proposed actions
then went on to form the basis of the government’s plan
to reduce the prevalence of childhood obesity, Childhood
obesity: a plan for action, published in August 2016.

A key action in the plan was the introduction of a broad,
structured and transparently monitored programme of
gradual sugar reduction in food and drink that contribute
most to children’s intakes across all sectors of the food
industry. The ambition set out by the programme would still
be voluntary, but — unlike the PHRD - all sectors of industry
(manufacturers, retailers and the out-of-home sector) would
have the same guidelines and would have their progress
measured against them.

The idea was modelled on the United Kingdom’s salt
reduction programme, which had been successful in driving
down population intakes of salt by 11% between 2005 and
2014.%° This had been achieved predominantly through
reformulation of processed foods, with the result that the
public had continued to eat the same foods but had not
necessarily been aware that they were consuming less salt.?
There were a number of key lessons to be learned from the
salt reduction programme.?®

needed in which progressively lower targets were set

| (1) A collaborative approach with clear direction was
with industry.

. (2) A strong evidence base for action on a broad front
was required.

(3) Market share analysis should be used to determine
where to focus efforts, although guidance should
apply to a broad range of product types and to all
food businesses.

(4) Clear, independent monitoring through a
“‘commitments table” was required, which would
allow organizations to demonstrate progress using
transparent, meaningful dataand to operate on alevel
playing field that would avoid issues of competition.

(5) There should be simultaneous monitoring of
population consumption data - in the case of salt,
through 24-hour urinary samples - to measure
population change.

(6) Consumer demand for healthier products should
be encouraged through application of demand-
side initiatives such as food labelling and consumer
awareness campaigns.”

Earlier in 2016, the same year as the launch of Childhood
obesity: a plan for action, HM Treasury provided another
part of the government’s sugar reduction programme when
it picked up a recommendation from the evidence review
and announced a levy on soft drinks with added sugar
(soft drinks industry levy or SDIL). The levy was intended to
encourage producers to reformulate their product ranges by
reducing added sugar content, helping customers choose
low- or no-added-sugar products, and reducing portion size.

2.3.4 Changing political climate

In 1994, the evidence identifying sodium, and therefore
salt intake, as a key determinant of high blood pressure
was considered sufficient that the Committee on Medical
Aspects of Food and Nutrition Policy (COMA) recommended
a reduction in salt intake to <6 g per day.*” The then
Department of Health did not accept the recommendation
made based on a light-touch review. This mobilized a civil
society response to advocate for action on salt, most notably
by the group Consensus Action on Salt (CASH).

In 2000, the FSA was set up to be an independent food
safety and standards body that was free from ministerial
control but could report to parliament through the public
health minister. The independent SACN was set up at the
same time, replacing COMA, to advise both the FSA and the
government on the evidence for nutrition and health. The
FSA had an independently elected board, which decided on
policy in open meetings.?®

In 2001, SACN conducted an in-depth review of the
increasing evidence base, re-endorsed the recommendation
made by COMA seven years previously, and thus refuted
the challenges that had been levelled at COMA’s findings.?®
The FSA then devised a strategy for salt reduction and, after
extensive discussions with the food industry and NGOs,
published a first set of targets in 2006 to be met by 2010.
The aim of the programme was to have a cyclical process of
gradually reducing targets that were reviewed and against
which progress was regularly measured. Simultaneously
the FSA set up robust mechanisms to measure the effect on
population consumption. The targets have subsequently
been reviewed and revised in 2009, 2011 and 2014.

The United Kingdom salt reduction programme succeeded
in reducing levels of salt in foods by up to 50% and
population average salt intakes by 11% (to 8.0 g per day)
between 2004 and 2014.2° The resulting reduction in blood
pressure has contributed to a reduction in stroke and
cardiovascular disease. Many other countries, including

* The social marketing plan aims to develop and execute campaigns targeted at lower sociodemographic populations who suffer disproportionately
negative health outcomes and to report their success against this group to ensure measurable, long-term impact, while taking all appropriate steps to

avoid increasing health inequalities.
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Argentina, Australia, Brazil, Canada, Chile, South Africa and
the United States, have since adopted the salt reduction
model that the FSA pioneered.?®

The success of the salt reduction programme demonstrated
thatavoluntary, butstructured, reduction and reformulation
can result in action by industry and significantly improved
health outcomes. The FSA demonstrated its ability to broker
and achieve voluntary agreements with the food industry
that also responded to the concerns and critical support
of civil society. This is in contrast to the PHRD, which
was self-regulated and failed to demonstrate significant
improvements in health outcomes.

With obesity rates growing faster in England in the 1990s
than in most other OECD countries and England having the
second highest obesity rates in Europe,** the first decade of
the millennium saw obesity policy emerge as a priority, with
an ever-increasing number of policy reports and media and
public scrutiny of policy actions.** In 2007, a government-
commissioned programme, the Foresight programme,
released a report with a clear and stark message: obesity
is a complex problem with multiple drivers, most of them
outside the health sector; it has huge cost implications for
government and the wider economy; and it will become
even more serious unless a comprehensive, coordinated
approach is taken.® The report set out a framework and
a clear sense of direction for obesity policy. A cross-
government obesity strategy was released in 2008, followed
by another in 2011 following the change in administration.
Both recognized the importance of overconsumption as
a key driver of the contemporary increases in obesity and
placed the emphasis firmly on reducing energy intake.

By the time SACN’s draft report Carbohydrates and health
was published in 2014,° advising that free sugars should
contribute no more than 5% to energy intakes, nutrition
policy advice had moved to PHE, which - though (unlike the
FSA) not completely independent of ministerial control - was
operationally autonomous and independent in its advice.
PHE beganreviewingtheevidence oninterventionstoreduce
sugar intake, given that the United Kingdom population was
far exceeding consumption recommendations. In 2014,
WHO also consulted on new draft global sugar guidelines
that included a conditional recommendation for adults and
children to reduce the intake of free sugars to 5% of total
energy intake to achieve the best health.*®

At that time, other countries were experimenting with
different policy measures to curb consumption of sugar.
Between 2002 and 2004 Mexico had implemented a sales tax
on sweetened soft drinks with high fructose corn syrup but
dropped the tax after losing several law suits; finally, in 2014,
it succeeded in introducing a sugar tax on all soft drinks.>*
Chile, Barbados and Dominica followed with similar taxes.
France had also introduced a soda tax in 2013.

The strength of the evidence reviewed by an independent
scientific body enabled critical understanding; increasing
international agreement on the need for cost-effective
solutions to reduce sugar consumption and the deployment
of civil society, including celebrity advocates such as the

chef Jamie Oliver calling for action on sugar, worked to build
public support for policies such as the sugar-sweetened
beverage tax.

Attention was further drawn to the need for public health
action to tackle obesity when in October 2015 the Health
Select Committee (HSC), a cross-party parliamentary
committee that oversees the operations of the Department
of Health and Social Care, held an inquiry into childhood
obesity. A great deal of attention was focused on the
committee’s proceedings because of the breadth of
stakeholderand pressinterestand expectations surrounding
PHE’s evidence review.*® PHE’s report Sugar reduction: the
evidence for action was published two days after PHE gave
verbal evidence to the HSC.#2 The subsequent HSC report
Childhood obesity: brave and bold action demanded bold
and urgent action by the government.*®

In August 2016, the government published the first part of its
childhood obesity plan.? Although the plan was criticized for
not incorporating all PHE’s proposed actions, the plan did
include a commission for PHE to oversee a structured and
closely monitored sugar reduction and wider reformulation
programme (salt, calories). The details of the programme
are outlined in Section 2.4. The subsequent childhood
obesity plan chapters 2 and 3, published in 2018 and
2019 respectively®®, have expanded the policy package to
include many of the PHE proposed actions on promotions,
advertising and menu calorie labelling, most of which were
consulted onin early 2019.

As was the case with the salt reduction programme, a
national effort to influence the food environment was
coupled with initiatives to increase consumer demand for
healthier products. Over the last decade information on
obesity and the role of diet has significantly increased, with
regular, if not daily, articles in the print media; the use of
advertising and social media such as the Change4lLife and
One You campaigns;®™* and the launch of user-friendly
apps such as the Sugar Smart app and sugar swaps.

2.3.5 Results of the voluntary sugar reduction
and wider reformulation programme

This structured programme of gradual sugar reduction
overseen by PHE was launched in August 2016. The five-year
ambition was to remove 20% of sugar from the foods most
consumed by children; a one-year ambition of 5% reduction
was also set so that efforts could be measured and discussed
early in the programme.*?

Theresults of thefirst year of the programme were published
in May 2018.2° The report looks at progress made by retailers
and manufacturers (in home sector), the out of home
sector (for example quick service restaurants, cafés, pubs
etc.) and through the soft drinks industry levy (SDIL). For
manufacturers and retailers, five out of the eight categories
measured achieved a sugar reduction. Overall, this equated
to a 2% reduction in sales weighted average®® total sugar per
100 g and a 2% reduction in calories in products consumed
on a single occasion. Products sold in the out-of-home
sector generally had similar average sugar content, but
calories in products to be consumed on a single occasion
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were found to be higher.?® Although the 5% ambition across
the categories was not achieved, the government and PHE
both felt that it was too early to judge the programme given
that there were reformulated products in the product cycle
that had not yet reached the shelves. In drinks subjected to
the soft drinks industry levy (SDIL) sugar levels per 100ml
fell by 11%, between 2015 and 2017. PHE published the
second-year report in September 2019°. For retailers and
manufacturers, overall a 2.9% reduction in sales weighted
average total sugar per 100g had been achieved between
2015 (baseline) and 2018 (year two). Some categories
achieved greater progress, for example, breakfast cereals
and yogurts and fromage frais reduced their sugar by 8.5%
and 10.3%, respectively. For out of home businesses, sugar
reduction had been achieved in some products and the
simple average total sugar per 100g had reduced by 4.9%
between the 2017 baseline and 2018. The quality of data
for the out of home sector is not as good as it is for retailers
and manufacturers. This means sales weighted averages (ie
averages that consider the volume of sales) cannot not be
calculated and there can be no comparison between the
sectors. There have been continued reductions in sugar
levelsin drinks that are subject to the SDIL. The data showed
a 28.8% reduction in total sugar per 100ml for retailer own
brand and manufacturer branded drinks between 2015 and
2018. The data also showed that overall more food has been
sold by the food industry. No food category had therefore
been negatively affected by sugar reduction, purchases
continued to grow. However, company achievements in
reducing portion size or sugar per 100g were undermined by
the growth of purchases in high sugar categories resulting
in a total increase in sugar purchases per person or family.

2.3.6 Key achievements of the voluntary, but
structured and monitored, approach

Open and transparent programmes with regular
public reporting make it clear which businesses are
making reductions and which are not, and there
is significant stakeholder engagement. Sugar and
calorie reduction is no longer just a coalition of just a
few willing companies; the programme is also driving
the less engaged to act. The richness of the purchase
and nutrient content data available in the UK makes
it possible to measure industry progress through a
voluntary, structured approach and the commercially
generated data for the manufacturers and retailers
shines a spotlight on the scale and pace of progress.

There is support across all stakeholder groups for
independent monitoring that is consistent across
participants and able to demonstrate public
accountability. Industry felt that the PHRD was a lot of
work, but there is little evidence of what it achieved.

Feedback from industry says they “feel listened to” in
the programme and not simply forced to comply. The
exemptions on yoghurts and dried fruit in cereal are
examples of this.

Some companies and some categories achieved the
5% one-year reduction ambition, demonstrating
that it is achievable. By the end of the second year,

breakfast cereals and yogurts demonstrated thatitwas
possible to continue to make significant reductions.
As was the case early in the salt programme, “there is
much to learn about what is and what is not possible”.
Although not all categories appear set to meet the
20% ambition, the programme is only 3 years old, it
is still learning and a 2.9% reduction in sugar is worth
recognising.

Many countries who are trying to progress their
policies to tackle obesity are interested to learn about
how this structured, closely monitored, voluntary
programme works. It is not clear to what extent they
are engaging with industry and asking them to market
the lower sugar products that the companies have
developed for the UK in their jurisdictions.

So far there has been good engagement from the
manufacturing and retail industry, with a willingness
to make the changes work. The incentive for
participation goes beyond just a threat of further
regulation. Companies and their staff report being
proud of the achievements they are making.

2.3.7 Challenges for the voluntary approach to
sugar reduction and reformulation

Sugar is different from salt. The only mechanism
for action in salt reformulation is reduction of salt
in products. For sugar, if reduction is difficult, the
programme recommends two further possible
actions: portion size reduction and/or introduction
of lower-sugar alternatives.”® There will be some
easy means of reduction at the beginning, but
significant reformulation and reduction will need
further experimentation, which takes time especially
considering the length of the product cycle. The
programme encourages companies to reformulate
their highest selling products, but this is challenging
as companies want to ensure there is no loss of taste
or consumer acceptability. Some companies are
opting to launch new low sugar, low calorie products
and push sales on these to reduce the sales weighted
averages*® rather than tamper with their most popular
products.

The out-of-home sector has yet to fully recognize and
take sufficient action to address the contribution it is
making to increasing obesity prevalence, although
some individual businesses are taking action. The
second part of the government’s childhood obesity
plan has begun to address this by consulting on a
proposal to oblige the industry to publish calories on
its menus.* However, for there to be a level playing
field between the different industry sectors, the
out-of-home industry needs to take comprehensive
action and to collect and share nutrition data on the
foods and dishes served.

A challenge for global businesses is that countries are
moving at different paces and using different tools
to drive product improvement. The direction may
be the same, but companies are struggling to decide
which criteria or targets to prioritise. The UK and
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EU have sugar reduction and reformulation targets.
Other countries might be using front of pack labelling
or advertising restrictions that use a nutrient profile
model that includes more than just sugar to drive
product improvement. For example, a yogurt that
has been celebrated for having achieved significant
sugar reduction in this programme may still not be
allowed to advertise to children because it is too
high in other elements and as such does not pass
the nutrient profile criteria. There is a frustration that
reductionist approach of the programme compares
food categories, such as yogurts with chocolate, on
the basis of their negative components such as sugar
and does not acknowledge the positive and beneficial
elements of the food product.

For other countries considering emulating the United
Kingdom approach and the use of sales-weighted
average guidelines,” thought needs to be given to how
important data are in this approach. Independent
monitoring requires the availability of comprehensive
data on nutrition content and volume sales. For a
competitive market like the United Kingdom, there is
a high volume of sales data, but this is not true for all
countries and regions.

This is a voluntary approach where sanctions
for noncompliance beyond negative media and
NGO pressure have yet to be implemented. In the
assessmentof progress at Year 1 of the sugar reduction
programme, only five out of the eight categories
measured had reduced their sugar content, and one
category (puddings) had slightly increased in sugar
content. At the end of year two, both puddings and
sweet confectionary had increased total sugar per
100g by 0.5% and 0.6%, respectively. Beyond public
scrutiny, there have so far been no sanctions applied
to producers of puddings or sweet confectionary. PHE
is working with relevant food industry actors to both
encourage and advise them to reformulate within the
timescale of the programme.

The Year 1 results for sugar also showed the SDIL
to be five times more effective to date in reducing
sugar levels than the voluntary measures applied
through the sugar reduction programme and the SDIL
continues to have an effect in year 2. A comparison
between sweetened beverages and the foods covered

by the sugar reduction programme is unfair, as
removal of sugar from drinks is technically simpler
and diet drinks were an established and accepted
part of the market before the introduction of the SDIL
making the shift less risky for businesses. However,
this stark difference in achievement has encouraged
NGOs to call for a levy on HFSS foods that do not
comply with the reduction programme. NGOs will be
reassured by the government response to this call in
the second part of its childhood obesity plan: “We
may also consider further use of the tax system to
promote healthy food if the voluntary sugar reduction
programme does not deliver sufficient progress.”

Concern has been raised that the calorie reduction
programme has no Year 1 ambition. NGOs question
how PHE will use annual measurements to
demonstrate if it is not working before the end of
the five years. However, learning from the sugar
reduction programme suggested that the Year 1
ambition distracted businesses from focusing on the
harder five-year ambition of reducing sugar by 20% in
the foods most eaten by children, and the one-year
report did not capture all the work that industry had
undertaken to date.

Given that obesity is a complex problem with multiple
drivers, the reduction and wider reformulation
programme is only one action in a range of policy
actions required to tackle obesity and therefore will
not alone be able to demonstrate the key tangible
benefit - a reduction in obesity prevalence. In
England, the childhood obesity plans include an array
of complementary activities at the local level and in
schools, ranging from physical activity initiatives
to improving school food standards. The second
chapter of the Childhood obesity plan published
in 2018 includes ambitious commitments such as
consulting on: restricting promotions of HFSS foods in
key selling locations in stores and volume-based price
promotions such as two-for-one offers; introducing
consistent calorie labelling in the out-of-home sector;
restricting TV advertising for HFSS foods before 21.00
and also online; and banning the sale of energy drinks
to children.? These restrictions have the potential to
furtherimprove the food environmentin England and
have a measurable impact when applied together.

2.4 Details of the sugar reduction and wider reformulation programmes

2.4.1 Sugar reduction programme

Scope and ambition. PHE is working with all sectors of
the food industry (retailers, manufacturers and the out-of-
home sector, e.g. quick-service restaurants, pubs, coffee
shops, takeaway and meal delivery businesses) to reduce
the amount of sugar in the foods that contribute most to
children’s diets by 20% by 2020, with a 5% reduction in the
first year (by August 2017). This is against a baseline of 2015.

The reductions in sugar should also be accompanied by
reductions in calories, and where possible no increases in
saturated fat, and the achievement of 2017 salt targets.

Thefood categoriesincluded in the programme are yoghurts
and fromage frais; biscuits; cakes; morning goods (e.g. buns
and pastries); puddings; ice-cream; lollies and sorbets;
breakfast cereals; confectionery (split to separate sweet and
chocolate confectionery); and sweet spreads and sauces.

* Asales-weighted average in the sugar reformulation programme would account for both the sugar in a product and the volume of sales.
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The programme covers children up to the age of 18, so all
foods in each category are included, not just those that are
manufactured for or marketed to children.

There are three main mechanisms industry can use to
achieve a reduction: to lower the amount of sugar per
100 g (reformulation); to reduce portion size; and to shift
consumers’ purchasing patterns towards lower- and no-
added-sugar products.

Progress to date. The first technical report for the
programme - Sugar reduction: achieving the 20% - was
published in March 2017.** The report set out guidelines for
each product category included in the programme and all
sectors of industry. These guidelines applied to:

. sales-weighted average levels of total sugar per 100 g
of product;

products likely to be consumed by an individual at

| average and maximum calorie or portion size for
one time (i.e. a single serve portion).

The technical report and guidelines were devised and
published following a comprehensive programme of
engagement with industry, public health NGOs and other
key stakeholders; details of this engagement were published
in a separate summary report in March 2017.%*

In May 2018 PHE published a report on industry’s progress
towards achieving the 5% sugar reduction in the first year
of the programme.?® It provided a detailed assessment of
progress made across categories, by business and in top-
selling products. It also included an assessment of changes
made in products covered by the SDIL. More recently, PHE
published its second report on progress made by the food
industry towards achieving the government’s challenge to
reduce, by 20% by 2020, sugar in the foods that contribute
most to children’s intakes”. The report looks at progress
made by retailers and manufacturers (in home sector), the
out of home sector (for example quick service restaurants,
cafés, pubs etc.) and through the soft drinks industry levy
(SDIL).

The results are as follows:

For retailers and manufacturers, overall a 2.9%
reduction in sales weighted average total sugar per
100g has been achieved between 2015 (baseline)
and 2018 (year two). Some categories have achieved
greater progress, for example, breakfast cereals and
yogurts and fromage frais have reduced their sugar by
8.5% and 10.3%, respectively.

For out of home businesses, sugar reduction has been
achieved in some products and the simple average
total sugar per 100g has reduced by 4.9% between
the 2017 baseline and 2018. The data for out of
home businesses is not comparable to retailers and
manufacturers.

There have been continued reductions in sugar
levels in drinks that are subject to the SDIL. The data
shows a 28.8% reduction in total sugar per 100ml for
retailer own brand and manufacturer branded drinks

between 2015 and 2018. Results for drinks consumed
out of the home are similar with simple average total
sugar per 100mls reducing by 27.2% between 2017
and 2018.

Analysis by socio-economic group shows that the total
sugar purchased per household from drinks subject
to SDIL has decreased in all socio-economic groups
by between 9 and 29%. The smallest reduction is in
the lowest socio-economic group (group E). It should
be noted that only a small proportion (11%) of group
E are families and 57% are single person households.

The data also shows that overall more food has
been sold by the food industry. The total tonnes of
sugar sold in the foods included in the reformulation
programme from the in-home sector increased by
2.6% between 2015 and 2018 (excluding cakes and
morning goods), whereas the sugar sold in soft drinks
subject to SDIL has decreased by 21.6%.

The next progress report, due in the first half of 2020 will
provide a further assessment of progress by all sectors of
industry towards achieving the 20% reduction ambition.

PHE hasset guidance forreducing sugarin the two categories
of drinks that are out of scope of the SDIL (Sugar reduction:
juice and milk-based drinks).*? This document includes
details of the guidelines set for sugar reduction and calories
per single serve portion for these drinks, and the baseline
from which progress will be measured.

2.4.2 Calorie reduction programme

Background. In August 2017 PHE was commissioned to
consider the evidence on children’s calorie consumption
and to set the ambition, scope and timeline for extending
the reformulation programme to include calorie reduction.

Scope and ambition. The calorie reduction programme
challenges all sectors of the food industry to achieve a 20%
reduction in calories by 2024 in product categories that
contribute significantly to children’s calorie intakes (up to
the age of 18 years) and where there is scope for substantial
reformulation and/or portion size reduction.’ The year
ending August 2017 will be the baseline against which
progress is measured.

Mechanisms for action. The mechanisms industry can
use to achieve a reduction are the same as for the sugar
reduction programme.

Progress to date. In 2018 PHE consulted with stakeholders
on its initial calorie reduction proposals. PHE has reviewed
and considered feedback from stakeholders and is in the
process of producing final guidelines for the foods included
in the calorie reduction programme.

Next steps. Businesses are encouraged to work now to
reduce the calorie content of foods in their portfolio.

PHE will support businesses” efforts by setting guidelines
for products; establishing baseline calorie levels in each
food category; and regularly reporting progress across the
different sectors, for the various food categories, and for

* Sugar reduction: report on progress between 2015 and 2018 https://www.gov.uk/government/publications/sugar-reduction-progress-be-

tween-2015-and-2018
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the top-contributing businesses and products. PHE will
provide advice to government if the monitoring of industry
data demonstrates that not enough progress is being made
across all the sectors.

2.4.3 Salt reduction

Background. The most recent set of salt targets, which
were originally devised through the Department of Health’s
PHRD, were republished by PHE in March 2017 and were
due to be met by all sectors of industry by the end of 2017.
Several sets of targets had been set prior to this date, at the
time when the programme was the responsibility of the FSA.
Reductions of up to 50% have already been seen in a wide
range of foods as a result of the programme, and population
saltintakes were also reduced by around 11% between 2004
and 2014.3* Results from the next urinary sodium survey,
due for publication in early 2020 will show whether this
progress has been sustained.

Progress to date. A report setting out industry’s progress
towards meeting the 2017 salt reduction targets was
published by PHE in December 2018. This was the first time
that a detailed assessment of salt levels in foods against salt
reduction targets had been published in the UK. Analysis
showed a mixed picture in relation to achievement of the
targets. For retailers and manufacturers just over half of
average targets were met, and 81% of products overall had
salt levels at or below maximum targets. For the eating out
of home sector, 71% of products were at or below maximum
targets.”

Next steps. The government remains committed to reducing
population salt intakes and the Prevention Green Paper
- Advancing our health in the 2020’s set out government’s
ambition to reduce the population’s salt intakes to 7g per
day. PHE will publish revised salt reduction targets in 2020
for industry to achieve by mid-2023 and will report on
industry’s progress in 2024.

2.4.4 Product ranges aimed at babies and young
children

Background. Chapter 2 of the government’s childhood
obesity plan committed to a programme to review the scope
for reformulation of product ranges aimed exclusively at
babies and young children, aged up to 36 months.”

Progress to date. PHE was commissioned to review
the evidence and make recommendations for action on
commercial baby foods and drinks. PHE’s report, Foods and
drinks aimed at infants and young children: evidence and
opportunities for action, published in June 2019, set out
PHE’s advice to government on the opportunities for action
to improve foods and drinks aimed at infants and young
children.

The evidence presented in the report highlighted some
clear inconsistencies between government advice and
some commercial baby foods and drinks in terms of the
types of products available, their ingredient and nutrient
composition, and the labelling and marketing of products.

Next steps. The government’s Prevention Green Paper -
Advancing our health in the 2020’s set out government’s
intention to challenge businesses to improve the nutritional
content of commercially available baby food and drinks.
PHE was commissioned to develop guidelines for industry,
and to undertake open and transparent monitoring of
progress. Work to develop guidelines is underway.

* https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/765571/Salt_targets_2017_progress_report.

pdf

** https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/718903/childhood-obesity-a-plan-for-action-

chapter-2.pdf

*** https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/812204/Foods_and_drinks_aimed_at_in-

fants_and_young_children_June_2019.pdf
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ISRAEL

Protection of Public Health Regulations
(Food) (Nutritional Labelling) 2017

3.1 Summary

I—I—

Israel has recently introduced regulations on front-of-
pack (FOP) labelling that will require food manufacturers
to include a red warning label on the package if certain
thresholds are exceeded. Israel is the first country in the
WHO European Region to apply such a system and it is
the only country to date that will require such mandatory
labelling. To complement the red warning label, the Israeli
government has also proposed that food manufacturers
and retailers will be able to voluntarily use a green
endorsement logo to promote consumption of healthier
products, for products that meet specific criteria. The
rationale behind the policies is the high rate of overweight,
obesity and diet-related noncommunicable diseases (NCDs)
seen in the Israeli population. Notably, the selection of the
labelling system was based on evidence indicating that the
Israeli population has inadequate understanding of the
nutritional hazards derived from frequent consumption
of certain products, especially ultra-processed ones, and
lower literacy/numeracy when compared to other countries
of similar economic development. The Israeli government
concluded that, without substantial mandatory measures
to urgently improve the public’s understanding of these
risks and without a simple measure that could affect their
behaviour, the above-mentioned health measures would
not improve, particularly among lower-income groups.
To address this, the Israeli Ministry of Health submitted
a regulation to ensure that information is displayed on
relevant foods and beverages in a clear, straightforward and
unambiguous manner.

The groundwork for these policies dates back to 2006, when
the Ministry of Health initiated the “Healthy Future 2020”
strategy, which led to the development of the “Efsharibari
- Healthy is possible” programme in 2011. As a result of
the increased prevalence of obesity, diabetes and other
NCDs related to excessive consumption of sugar, saturated
fat and sodium, and ultra-processed products, the Israeli

Ronit Endevelt, Itamar Grotto, Rebecca Goldsmith, Maya Golan,

Ehud Kaliner, Siegal Sadetzki, Moshe Barsimantov !

government decided, by means of various ministries, to
adopt the Healthy Israel 2020 programme, which specifically
aims to promote population health via changes to the
built food environment in which people make their daily
decisions about food.

As part of the “Healthy Future 2020” strategy, a voluntary
cooperative effort was also initiated with certain local
producers in 2012 to reduce salt in locally manufactured
processed food products. This process will continue in
parallel with the mandatory labelling regulations, but it is
obviously expected that there will be synergies between
the two initiatives. In addition, a positive labelling scheme
(currently available only on whole-wheat bread) will
be developed for a number of eligible food categories.
Experience indicates that positive labelling contributed to
a significant increase in sales of whole-grain breads and a
decrease in sales of white breads.

The overall aim of this package of population measures
(both mandatory and voluntary) is (i) to increase/promote
public awareness of healthy food in a simple and accessible
way, thereby leading to healthier food consumption habits
and a reduction in the purchase of foods high in sugar,
saturated fat and sodium; and (ii) to increase the availability
of healthier options via product reformulation and new
product development. Informative front- and back-of-pack
nutritional labelling will give additional information on
sugar content (in teaspoon measures), saturated fat, calories
and sodium; this was the outcome of recommendations
from Israeli and international scientists, other stakeholders
and strong public support. The expected outcome of the
mandatory legislation, which will come into force in 2020,
is that each individual will be empowered to make informed
choices and the nutritional composition of food will
improve, giving Israeli consumers access to, and ability to
identify, foods conducive to a healthier diet.
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Through routine public health surveillance and monitoring,
the Israeli Ministry of Health has revealed concerning
levels of overweight and diet-related NCDs. The MABAT
national dietary surveys and the national quality assurance
registry show that 60% of the adult population suffer
from excess weight and 8% from diabetes, rising to 25%
in lower socioeconomic groups. Israel also has excessive
consumption of salt and sugar, with an average daily salt
consumption of 9.5 gin adultsand 12 gin adolescents.? 12%
of energy intake comes from sugar, and surveys show that
Israeli adolescents consume the highest amount of sweet
beverages across Europe;® reducing sugar consumption
by 3% would allow a saving of more than SUS 30 million
annually.* These figures suggest that a major portion of
the Israeli population do not make healthy consumption
choices.

Action to address these challenges in Israel is carried out
under the broad banner “Healthy Future 20207 which
subsequently led to the development of a national
programme for healthy nutrition and physical activity:
“Efsharibari — Healthy is possible”, which was established
in 2011. This programme is jointly carried out by three
government ministries — the Ministry of Health, the Ministry
of Education, and the Ministry of Sport and Culture - and
was co-signed by the prime minister. Within the context of
this programme, the Ministry of Health annually budgets
$5-6 million to fund projects which promote healthy
nutrition and physical activity at the national and local
level. Activities and policies operate concurrently through
several programmes, in line with policies and approaches
recommended by the World Health Organization (WHO).
These include interpretive FOP labelling, school-based
nutrition education, regulations on health nutrition in
cafeteria and kiosks, physical activity policies, and a national
programme to reduce salt consumption in the population
through reformulation and public awareness. Taxation
on unhealthy foods has been considered but rejected for
the time being because of the potential negative impact
on the cost of living® In addition, a pilot project recently
commenced in some major hospitals, in which only foods
not requiring a red label can be sold.

The main activities in the domain of salt reduction include
surveillance, FOP labelling and food product reformulation.
A sodium survey based on sodium excretion in a 24-hour
urine collection highlighted elevated population intakes

and a tendency for individuals to underestimate intakes.
Many people reported not checking sodium listings on the
back-of-pack nutrition labels, and few were aware of the
health risks associated with high intakes. These findings
indicated a need to improve the population’s understanding
of such risks, with an emphasis on education to change
consumption habits, including the purchase of sodium-
rich products. They also highlighted that, in order to reduce
salt closer to recommended levels (a nearly 50% reduction
is required to meet WHO guidelines), changes to the
composition of widely available foods were needed.

The main food categories contributing to salt consumption
in Israel were determined on the basis of their reported
consumption in the sodium survey and contribution to
salt intake reported in the MABAT national dietary survey
series. Sodium reduction goals were developed for the
food industry focusing on these categories. Major sources
of sodium in the diet included bread, hard cheeses and
cheese spreads, kosher meat and processed meat products,
pastrami and sausages, various fish products, prepared food
products such as schnitzels and similar soy-based products,
nuts, biscuits, salted pastries, cereal, snacks, ready-made
salads, pickles, sauces, ready-made powder mixtures, soup
and seasoning powders.

The Ministry of Health worked in collaboration with the
food industry with the aim of gradually reducing the sodium
content in the aforementioned food categories. Numerous
meetings were held to define and set targets (Table 3.1).
The Ministry employed a nutritionist and food technologists
specifically for this purpose. Within each category, the most
widely consumed foods were tested for sodium content.
The Ministry conducted 297 tests, in addition to further
testing by the food companies to determine whether
sodium reduction targets were being met. A short-term
overall aim of a 10% reduction in salt in processed foods was
set, together with the goal of the salt reduction programme
to reduce salt intake by 3 g by 2020. For some categories,
after consultations with leading manufacturers within that
category, average value targets were set. The modelling
done indicated that, if the targets were reached, the average
sodium intake would be 6 g of salt daily, as opposed to the
current 9.5 g. The meetings focused on setting achievable
reductions within specific timeframes and also took into
consideration any specific technological challenges. There
were no signed agreements, but regular consultations were
held to check on progress towards the defined targets.
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Table 3.1. Summary of food categories and targets for sodium reduction

Reduction
Food category Subcategory Target date
%  Average value/100 g
Bread August 2014 400
Cottage August 2014 10-13 | 300
Cheese -
Soft white August 2014 4-5
Hummus August 2014 4-5
LEIELE Tehina August 2014 2.5
Aubergine (eggplant) in mayonnaise | August 2014 2.5
Chicken soup January 2015 340
Soup powders
One serve - Mana Hama December 2016 340
CCEELVLCEIE Family-size January 2015 6
Ketchup December 2014 5
Pasta January 2015 10
Soy December 2015 10 5600
Teriyaki December 2015 10 1700
Sweet chili December 2015
Thousand island December 2015
UEVELLEE Including lite December2014 |5 460
Pickled cucumbers (in brine) December 2015 20
Pickled cucumbers (in vinegar) 750
Canned foods -
Green olives January 2015 7
Peas December 2016 10
Wheat snack (Bissli) December 2014 5
Soup almonds December2014 |5
Extruded peanut snack (Bamba) December 2015 5
Salty snacks
Pretzels December 2015 5
Potato crisps December 2015 5 520
Crackers December 2015 5
Corn schnitzel December 2014 2 300
Soya sausages December 2015 5
: Chicken sausages December2015 | 10 700
Processed meat/substitutes
Pastrama 2014 10
Chicken schnitzel/meatballs July 2016 400
Hamburgers July 2016 400
Plain cakes December 2016 6 230
Yeast cake December 2016 6 120
S e LG R Brownies December 2016 6 130
Petit Beurre biscuits December 2016 6 200
Sandwich cookies, butter cookies December 2016 6 150
Pizza - no additions December 2016 6 450
Pizza - with olives December 2016 6 550
Burekas - cheese/potato December2016 |6 400
Savoury goods
Jachnun December 2016 4 410
Melawach December 2014 10
Flaky pastry December2016 |6 300

POLICY OPPORTUNITIES AND CHALLENGES 25



Follow-up meetings were held to evaluate progress, with
a view to these reductions having a tangible impact on
reducing salt consumption in the population. In most

cases, targets were met or exceeded, as illustrated in Fig.
3.1. Overall, to date, a 22% reduction in sodium content has
been achieved in some leading food categories.

Fig. 3.1. Percentage reduction in sodium content between 2013 and 2015 in subcategories
identified as significant contributors to sodium intake in the average Israeli diet
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There was a specific drive in Israel to reduce the amount
of salt used in kosher poultry preparation. Data from the
MABAT national dietary survey illustrated that kosher poultry
contributed significantly to salt intake. Using values for un-
koshered (unsalted) raw meat and poultry as a benchmark
enabled the determination of the potential impact in terms
of sodium intake from kosher meat if the amount of salt
used in koshering practices was reduced. Based on current
consumption patterns, if all kosher poultry consumed had
a reduced sodium content, a 1 g reduction in population
salt intake could be achieved. After new koshering practices
were introduced in 2013, laboratory analysis was used to
determine salt levels before and after the new method was
introduced; the new method achieved a 65-71% sodium
reduction.

3.2.2 Extending work to FOP labelling

In tandem with the salt reduction programme, two stages
of FOP labelling have been introduced in Israel. The first
steps with labelling followed on directly from the salt
reduction programme. A positive logo was developed
to help consumers identify products that had a sodium
content <400 mg, contained at least 80% wholegrain flour,
and had an energy content <250 kcal/100 g. It was expected

that the Efsharibari symbol would enable consumers to
make healthier bread choices more easily in food stores
and stimulate manufacturers to reformulate and develop
healthier products. The list of products with the symbol
(to date, 125) is posted online and updated regularly. Since
its initiation in 2014, bread sales by type have shown a
significant increase in sales of wholegrain breads and a
decrease in sales of white breads.

Despite progress, in 2016 the Ministry of Health decided
that more forceful steps were required to address the scale
of the problem in Israel. The Minister of Health ordered
the appointment of the Regulatory Committee for Healthy
Nutrition. Its prime focus was to determine what actions,
achieved through changes in the built food environment,
would be most effective and far-reaching in dealing with
the unacceptably high prevalence of obesity and chronic
diseases. The Committee was formed in cooperation with the
Ministries of Education, Finance, Economy and Religion and
is headed by the Director-General of the Ministry of Health.
It was founded on the assumption that the environment in
which food choice is made is the responsibility of the state
and that changing this environment could help prevent
disease and promote well-being. The Committee based its
decisions on consultation, cooperation and collaboration
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with many relevant professional parties, which included
widely circulated, evidence-based position papers and
expert opinions.

The objectives and aims of the Committee dovetailed with
those of Healthy Israel 2020 and the “Healthy is possible”
initiative:
@ (1) to improve the nutrition environment to allow
easier and healthier food choices for the population;

@ (2) to lower obesity prevalence, especially in young
children;

® (3)toreduce sugar and salt consumption by 10%;

@ (4) to promote the use of whole wheat and whole
grain in all products;

@ (5) to change norms of drinking sugar-sweetened
drinks and eating salty snacks, especially among the
younger population.

The Committee mandate was to define clear actions that
would lead to significant changes in food production and
consumption patterns, and improved knowledge of and

attitudes towards optimal nutrition. The Committee met 13
times over several months and sought input from local and
international experts from various fields related to nutrition
and environment. The large Israeli scientific community,
familiar with domestic conditions and circumstances,
was present, alongside industry representatives and the
McKinsey economic consulting agency. An extensive
literature search was also undertaken.

The process was shared with the public through invitations
to journalists to observe committee meetings, open
discussions with the media, publication of presentations,
and an optionforthe public to express their opinion via email
or the Ministry of Health Facebook page, a dedicated website
and focus groups that included more than 1000 people with
high incidence of obesity and chronic morbidity. Altogether,
nine priority themes were identified by the public, including
the need for nutritional education; physical accessibility of
healthy food; economic accessibility of healthy food; food
labelling for healthier and more nutritious choices; and
designing point of sale, i.e. food stores, to support healthy
food accessibility (Table 3.2).

Table 3.2. Priority themes identified by the public

Theme no. Theme No. of responders
Front-of-pack labelling 188
Use of economic measures including taxing of unhealthy foods 398
Prevention of advertising of harmful food to children 56
Nutrition promotion within the health system 41
Improvement of nutrition education within the education system 192
Increased nutrition education of the public 90
Reformglation of‘processed foods including assistance to small 138
enterprises for this purpose
Improvements in food served in places of work 3
Changes in design of stores selling food 71

After collating and discussing all the available information,
the Committee communicated its main recommendations
in terms of policy steps to be taken, which were as follows:

@ mandatory positive and negative FOP labelling;

@ restriction on marketing and advertising of harmful
foods, particularly those aimed at children;

@ reformulation by the food industry to reduce sodium,
sugar and saturated fat in various products;

@ promotion and regulation of nutrition in education
systems and the media;

@ promotion of healthy nutrition in large institutions
where food is supplied by the state;

@ encouragement of small and medium-sized
enterprises to produce healthy, affordable food;

@ availability of research grants as an incentive to
support and encourage production of healthy food.

Following thisstage, there was a need to prioritize the actions
to be taken, and it was decided to commence with the steps
needed for implementation of FOP labelling. This required
the greatest input of the Ministry’s resources (primarily staff
time), as well as significant amounts of legislation to be
prepared.

Formative research was conducted in Israel to inform the
decision-making process with regards to FOP labelling.
Two studies concerning FOP choices were conducted: one
regarding food choices and nutrition labelling, including
logo design, among a specific population group in Israel;
the other concerning the positions and perceptions of
leading health policy-makers in Israel with regards to
FOP labelling.®” Furthermore, data from the 2015 Israeli
national survey regarding the population’s general health
and nutritional literacy status (PIAAC) showed a population
literacy level below the Organisation for Economic Co-
operation and Development (OECD) average, particularly
in certain minority population groups.® Together, this

POLICY OPPORTUNITIES AND CHALLENGES 27



preparatory work indicated that the label should be (i) clear,
simple and based on graphics, and (ii) managed by the
government rather than voluntarily by industry.

In addition to the scientific foundations guiding decisions
behind the draft regulations, Israel was encouraged by the
success of the Chilean government in addressing similar
nutritional problems by implementing food labelling
regulations in June 2016. The Chilean system, which uses
warning labels for products high in calories, saturated fat,
sugarand salt, has been shown to have positive impact.®*%*
Following lengthy consultations between the Director of the
Nutrition Division (Israeli Ministry of Health), an international
nutrition expert (Professor Barry Popkin), and Chilean
colleagues, including a visit to Israel by the relevant Chilean

A scientific committee set the criteria for the warning label
without industry involvement. The Chilean threshold values
were adopted asthey matched the WHO recommendations®?
and were thought to be compatible with Israeli nutritional
habits.**

The decision to use a red FOP warning logo for HFSS foods
was adopted as part of a revision of the Israel Nutritional
Labelling Regulations, which were renamed “Protection of
Public Health Regulations (Food) (Nutritional Labelling)”*®
A phased implementation is foreseen, between 1 January
2018 and 1 January 2020, meaning that there is a two-
year lead-in period. This lead-in period was agreed at the
request of industry to allow time to prepare and reformulate
products gradually, to ensure public acceptance from a
taste perspective. After this date, all pre-packaged foods,
imported or locally manufactured, will be required to label
food products which contain high amounts of saturated
fat, salt and sugar with a specific red symbol, denoting
that these products are considered harmful. A second set
of stricter maximum thresholds for the label will come into
effect in January 2021. Following the phased introduction
of the labelling, the final nutrient thresholds will correspond
to the Chilean regulations on warning labels. According
to MABAT national dietary survey data, 16-20% of foods
consumed as currently formulated will carry the red label.
Reformulation has already begun, and it is intended that
the labelling will encourage manufacturers on a wide scale
to continue to reformulate foods to improve the nutritional
profile of red-labelled products, thereby gradually reducing
the content of nutrients of concern and eliminating the need
to “red-label” products.

While the red label is statutory, the Israeli regulation will
also have a positive voluntary green label for products
that meet category-specific criteria; it will be similar to
that defined in the Scandinavian “Keyhole” system and
adapted to Israeli food consumption patterns.*® The food
manufacturing industry was very keen that a positive label
could be on the market alongside the negative warning
label. It is intended that this will primarily apply to natural
and minimally processed foods. The current Efsharibari
symbol will remain for bread, while the new green symbol
will be used for all other approved categories. Additionally,

expert, it was decided that this system would best suit the
Israeli environment. It was proposed that, in Israel, separate
warning indicators would be used for individual negative
nutrients, including both graphics (spoon, salt shaker,
solid fat and knife) and interpretive text (high in [nutrient]).
Graphics were included to increase accessibility of the label
for those with low literacy. Surveys in Chile have shown that
merely presenting draft regulations as mandatory prompted
industry to reformulate more than 1500 foodstuffs.*?

The Committee published its conclusions, including on FOP
labelling, in November 2016 after hearing presentations
from the Federation of Israeli Chambers of Commerce and
the Manufacturers’ Association of Israel.

the Ministry of Health website has many videos, posts and
posters that deal with educating the population in reducing
salt consumption.

The green label criteria are determined by nutritional
profiling by food category, according to recommendations
fromthe Regulation Committee Promoting Healthy Nutrition.
The Ministry of Health will advertise the enforcement date
via a specific decree and on its website, thereby ensuring
transparency. The criteria for the red label are shown in
Table 3.3. Examples of the positive (green) and negative (red)
logos are shown in Fig. 3.2.

Table 3.3. Criteria used to determine use of the red label

first stage second stage
1/2020 1/2021
500 400
135 10
5 4
400 300

Fig. 3.2. Examples of green and red logos used
in the FOP warning system

Red labelling applies only to pre-packaged food, not
to bulk or single-ingredient foods, as the latter cannot
be reformulated. However, because of their high sugar
content and their broad consumption in Israel, fruit juices
and vegetable juices containing at least one additional
ingredient (for example, strawberry and banana juice) will be
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labelled where appropriate. Liquid milk without additional
ingredients or flavours is considered a natural product,
so will be exempt, whereas flavoured milks, milk desserts
and other milk-based products will be marked where
appropriate. Breast-milk substitutes (formulas) for infants
and toddlers, specific sports formulas and food formulas for
weight loss are excluded. However, complementary foods,
such as “cookies” for babies, will be included as there is a
link between consuming processed foods high in sodium,
sugar and saturated fat at an early age and unhealthy
eating habits that cause obesity and chronic illness in later
years '8 Use of the green endorsement logo will be

Enforcement and monitoring of the nutrition and
dietary behaviour elements will be carried out by a team
associated with the national “Efsharibari - Healthy is
possible” programme. Other organizations for assessment
are also being considered, such as Brookdale, alongside
a professional market research company, to assess both
stakeholder and public understanding of the use of the
new labelling. Additional insights will be given by consumer
purchasing data collected by companies such as Nielsen or
StoreNext. Indicators include impact on dietary intake (as
measured in future dietary surveys), purchasing (StoreNext
and Nielsen data), composition (laboratory tests) and
advertising patterns. A steering committee will also be

Challenges to the FOP label were made to the World Trade
Organization (WTO) Technical Barriersto Trade Enquiry Point
in Israel, which represents the point of contact between
Israel and the WTO regarding potential trade barriers. The
objections raised were addressed by the Ministry of Health
and included the requirement to label sugar in teaspoons
on the back-of-pack nutrition table, which was retained but
not adopted as part of the FOP proposals. Other concerns
focused on potential trade barriers and the impact on
prices due to increased packaging costs. However, Israel
has argued that the labelling requirements are identical for
domestic and imported products, so do not impose a trade
barrier, and that the two-year lead-in period was adopted to
allow reformulations to occur naturally within the product
life cycle, minimizing the cost impact.

Israel also demonstrated that other FOP labelling formats
were considered, such as the Guideline Daily Amount (GDA),
whichisbased onservingsizeratherthan per 100 g. However,
in view of the relatively low nutrition literacy levels in Israel,
a simplified label was deemed more appropriate and likely
to have greaterimpact on improving diets and reducing NCD
levels. Having said this, the proposed draft regulations do
not prohibit the use of GDA markings alongside the warning
label.

Food policy in the modern obesogenic environment requires
a collaborative approach involving a range of actors in order
to implement long-term, sustainable population behaviour
change. The Israeli experience demonstrates how joined-

precluded on products that contain artificial sweeteners.
This stipulation is in response to experiences in Chile, where
the food industry responded to the introduction of warning
label regulations by replacing added sugar with artificial
sweeteners.?®

Labelling foods with a red symbolis not intended to prohibit
sales, but to point consumers to the sodium, saturated
fat and sugar content, enabling them to make healthier
choices. Itis thought that many foods which would currently
be eligible for a red label will be reformulated, so that by
the time the legislation is enforced, these foods will have
healthier profiles, and therefore may not require a red label.

established to oversee the implementation. A repeat of the
national sodium survey that preceded the legislation will be
conducted in 3-4 years to examine the impact of the new
FOP labelling and the public information activities directed
at reducing sodium consumption. It is also currently
proposed to establish a central registry of manufacturers
who voluntarily “green-label” their products.

Manufacturers and importers (in the case of products
from outside Israel) will be required to retain and annually
update nutritional labelling documentation or laboratory
test results verifying the nutritional composition of all their
products.

up activities by the government, across ministries, can help
put in place policies to promote diets that are aligned to
national dietary recommendations and the healthy Israeli
Mediterranean diet. The approach in Israel aims to use the
built food environment as a way to improve the availability
of healthy food while simultaneously building health
and nutritional literacy across all sections of the Israeli
population.
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Collaboration Plan for the Improvement of Food and Beverage
Composition and other Measures 2020

4.1 Summary

On behalf of the Ministry of Health, Consumer Affairs
and Social Well-being, the Food Safety and Nutrition
Spanish Agency (AESAN) has developed and launched an
ambitious voluntary collaboration plan for food product
reformulation, intended to be implemented together with
various industry actors by 2020. The objective is to improve
product composition in major food and beverage categories
regularly consumed by children, young people and families,
and to increase the offer of more balanced menus outside
the home, including in restaurants, canteens, schools and
vending machines. This plan is in response to growing
consumer demand for healthier foods and calls from
European health bodies to make healthier choices easier.
The longer-term goal of the plan is to improve diet quality
and contribute to the prevention of obesity and diet-related
noncommunicable diseases (NCDs).

The Collaboration Plan for the Improvement of Food and
Beverage Composition and other Measures 2020 (hereafter
“the Plan”) has clear public health objectives: to decrease
consumption of added sugars, salt and saturated fats
and to improve the overall nutritional quality of the diet.?
The structure, scope and details of the Plan move beyond
previous reformulation agreements by taking a more
comprehensive approach thatincludes agreements with the
manufacturing, retail, contract catering, modern restaurant
and vending sectors in order to substantially increase
healthier offerings in a number of different settings.

The role of AESAN in this context is to manage and drive
reformulation by setting category-based targets through
sectoral commitments; to ensure transparency and
communication on progress; to carry out monitoring and
evaluation of commitments via prespecified methodologies;
and to request the collaboration of other administrations
where necessary. It is also responsible for leading
complementary activities to improve consumer education

Maria José Yusta Boyo, Marta Garcia Solano, Carmen Villar Villalba, Maria Angeles Dal Re Saavedra *

on the benefits of reducing intakes of nutrients of concern
and engaging in physical activity, particularly in the case of
children.

The Plan consists of 180 different commitments to added
sugar, salt and saturated fat reduction in the manufacturing
and retail sectors, and other measures to increase the offer of
healthier menus in the contract catering, modern restaurant
and vending sectors. The Plan was negotiated with sector
associations representing the five sectors; companies are
expected to conform to the targets that have been agreed
and signed by their sector associations. Further companies
and sectors not currently covered by the Plan will have
the opportunity to sign up in future. The large number of
sectors and companies involved means that the measures,
if achieved, will have a significant impact on the nutrition
composition of the national shopping basket, and healthier
choices will become available in all arenas, including
schools, workplaces and institutions. It is also expected that
the broad scope will help to minimize health inequalities in
accessing a healthy diet.

Although the Plan is voluntary, the visibility of the
commitments and the role of AESAN in monitoring the
process closely should incentivize signatories to fulfil their
obligations and pave the way for other companies to join.
The visibility and scale of the Plan may also boost consumer
awareness of the importance of healthier dietary habits.
In addition to fulfilling their commitments, signatories are
encouraged to innovate and collaborate in initiatives to
promote healthier diets. Itis also hoped that signatories will
promote such measures across Europe, in order to create a
level playingfield and spread the effects of the commitments
beyond the Spanish borders.

The Plan is inspired by current European Union (EU) and
World Health Organization (WHO) recommendations and
guidance; it aims to contribute to the elimination of barriers
to healthier diets across European populations.
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4.2 Background and context

Unhealthy diets, overweight and obesity in Spain, as in
the rest of Europe, are significant public health issues and
the leading risk factor for NCDs such as coronary heart
disease, stroke and diabetes. Despite positive indications
that overweight and obesity may be stabilizing or
declining among children and adolescents, cross-country
comparisons made as part of the WHO European Childhood
Obesity Surveillance Initiative reveal that Spain currently
has some of the highest rates of overweight and obesity
among children (41% among children aged 6-9 in 2015).2
Salt intake in both adults (9.8 g in 2009) and children (7.8
g in 2014) exceeds the WHO recommendation for adults
of 5 g/day or less. Added sugar intakes are also above the
WHO ideal recommended 5% energy intake/day, at 8% in
adults; they also exceed the maximum 10% energy intake/
day recommendation in children aged 3-9 years, at 11.7%
(2013-2015).*

The Spanish government has recognized that obesity and
unhealthy diets are complex and multifaceted problems,
and that “lifestyle factors” are a major contributor. The
response in Spain has been to advocate a multicomponent
and multisectoral approach, with the aim of creating
healthier environments that improve eating habits and
physical activity. By ensuring that a variety of healthier
foods are available and affordable to the whole population,
it is expected that obesity prevalence will decrease and
health inequalities will fall. In this context, the government
launched the AESAN Strategy for Nutrition, Physical Activity
and the Prevention of Obesity (NAOS) in 2005, in an attempt
to putin place this comprehensive approach.®

The NAOS Strategy takes an intersectoral approach and
operates along a number of different axes, including school,
family, community, business and health sectors; it engages
both public and private stakeholders. Environments
particularly relevant to children, such as school, family and
community, are a priority, as actions and interventions at
early ages are important to minimize immediate harm to
children but also to prevent obesity in the adult population.

While there are many pillars of the NAOS Strategy (including
infant nutrition, school food and marketing restrictions), a
key intervention has been to engage the business sector
in reformulation of manufactured food products. This was
not an entirely new approach; for example, already in 2004
a collaborative agreement was signed between AESAN, the
Spanish Confederation of Bakers (CEOPAN) and the Spanish
Association of Manufacturers of Frozen Dough (ASEMAC) to
reduce the amount of salt used in bread over four years.®
A follow-up assessment study in 2008 confirmed that this
objective had been achieved, showing an average salt
content of 1.63 g/100 g product. A more recent study in 2014
concluded that salt levels in commonly consumed bread
remained stable at 1.64 g/100 g product.”

In 2008 AESAN wanted to advance salt reduction further
and developed a Plan for the Reduction of Salt Intake in
Spain.® Meetings were held in November 2009 to establish
the objectives and main lines of action. These discussions
were attended by representatives from AESAN and the

Ministry of Health, Social Services and Equality (now Health,
Consumer Affairs and Social Well-being); the Autonomous
Communities; doctors’ and nurses’ associations; scientific
associations; business and consumer groups; and national
and international experts. A further 2012 study of salt
content in food showed a statistically significant decrease
in salt content between 2009 and 2012 for breakfast cereals,
broths, canned fish and shellfish, and industrial breads.’ The
reformulation efforts were supported by public awareness
campaigns to highlight foods high in salt and to encourage
consumers to use on-pack nutrition information and to use
less discretionary salt.

AESAN also promoted policies to reduce industrial trans fatty
acid (TFA) intakes and levels in food, based on a combination
of legislative measures, information campaigns and product
reformulation. Two studies in 2010 and 2015 concluded that
the majority of food groups in Spain contained <2 g TFA per
100 g total fat, suggesting that TFA levels in Spain were, on
average, very low.*

Experience with these reformulation measures in Spain
highlighted several factors and lessons learned for future
initiatives. Specifically, it emphasized the need to:

@ define clear public health objectives - i.e. to decrease
consumption of sugar, salt and fats and improve the
nutritional quality of the diet;

® ensure AESAN and the Ministry of Health have
leadership authority in the coordination, promotion
and evaluation of agreements with the different
sectors and administrations, in order to maintain
consensus and set an implementation deadline;

® use an evidence-based approach and document
decisions so as to lend credibility to the process,

including by establishing specific, measurable,
achievable, realistic and time-bound (SMART)
objectives;

® Dbe clearasto expectations and what has been agreed
- itis better to achieve modest reductions than fail to
achieve more ambitious but vague ambitions;

@ align with WHO and EU strategies as a reference
framework;

® carry out continuous monitoring and periodic
evaluation of all commitments;

® communicate and make transparent all ongoing
works, including outcomes of dialogue with the food
industry;

® aim to arrive at agreements that achieve the
objective of the Ministry of Health while also taking
into consideration any valid technical, food safety,
legislative and competition aspects;

@ facilitate healthier options by both (i) improving the
composition of products most commonly consumed
by families, children and young people, and (ii)
increasing the offer of balanced menus outside the
home;

32 IMPROVING DIETARY INTAKE AND ACHIEVING FOOD PRODUCT IMPROVEMENT



® ensure that measures contribute to the reduction of
inequalities in access to healthier food;

@ operate a multi- and cross-sectoral approach to
ensure that reformulation “at scale” is achieved,
meaning that efforts cover as much of the food supply
as possible;

® prefer transversal agreements so that commitments
by sectoral associations are assumed by all
companies; and

@ accountforallenvironments, including supermarkets,
schools, work, restaurants, canteens and residential
care homes.

4.3 Formalizing the Plan

The Plan was first presented by the Ministry of Health in 2018,
when the Ministry underlined support for concrete measures
to ensure a comprehensive approach to reformulation. The
manufacturing, retail, contract catering, modern restaurant
and vending sectors also publicly backed the agreements
developed by AESAN in order to set a benchmark for the
entire food and drink sector, including all Spanish food
companies.

The Plan requires the reformulation of nutrients of concern
without increasing energy levels, maintaining food safety,
and preserving organoleptic properties to ensure consumer
acceptance. As the commitments have been adopted by a
large number of organizations and sectors, reformulation
will reach a greater proportion of the market, and consumer
exposure to, and therefore acceptance of, reformulated
products will be increased.

The Plan objectives include:

® reducingadded sugars by 10% of the median baseline
content by 2020 across product categories typically
consumed by children and young people;

@ continuingto reduce salt, saturated fats and industrial
TFAs in products according to EU reformulation
frameworks and previous agreements with the
Spanish food industry; *

® ensuring that the energy content of reformulated
products does not rise;

@ increasing use of reformulated products and the
offer of healthier menus in restaurants, catering and
vending sectors;

@ promoting research and development in products
that can form part of a healthier diet, improving
scientific knowledge and monitoring, and extending
these across Europe, given the cross-border trade of
products;

@ having a positive health and social impact on the
family “shopping basket” to promote high-quality
diets.

Successes with saltand TFAreduction motivated the Spanish
government to consider expanding the scope of its work.
Supported by calls from WHO and initiatives of the European
Commission High Level Group on Nutrition and Physical
Activity, work on reformulation was expanded to include
saturated fats and added sugars. Increase in consumer
demand for healthier food options, alongside better data
and scientific evidence for the effectiveness and feasibility
of sugar reformulation, also played a motivating and
enabling role.** In 2016 the EU Council conclusions invited
Member States to develop national plans for food product
reformulation; this also lay the ground for new agreements
between public health bodies and food businesses.*?

To reach these agreements, AESAN - acting on behalf of the
Ministry of Health - engaged industry actors in extensive
consultation over the period 2016-2017. Regular meetings
were conducted with sectoral associations, where AESAN
provided technical expertise and support. Manufacturing,
retailer and other food industry representatives were
engaged in negotiating targets and technical aspects of
achieving them. The Ministry’s objective was to secure
comprehensive commitments engaging the whole supply,
at the same time as taking into consideration some of the
concerns that were important to industry actors, such as
technical uncertainties on conducting reformulation, fear of
rising costs and losing market share. These concerns were
voiced by representatives of small, medium-sized and large
enterprises. Smalland medium-sized enterprises find it more
difficult to apply agreements for resource reasons, while for
large multinationals it is more complicated because of their
global policies.

Previous experience in negotiating and implementing
reformulation agreements in Spain had indicated that real
and perceived technological constraints, existing technical
regulations, and competition between enterprises were
important factors to be addressed during the negotiations.
All reduction targets and other proposed measures were
based on a clear public health rationale (i.e. alignment
with WHO guidelines), evidence of potential benefit to the
Spanish population, and demonstrable technical feasibility.

Takinginto account public health objectives and anticipating
potential barriers from the food industry perspective, AESAN
commissioned several studies that considered approaches
to setting challenging but feasible nutrient composition
targets for different food categories. These were important
tools used during meetings with the sectoral associations
to demonstrate and discuss the feasibility of reformulation,
by giving detailed descriptions of reference values and
best practices. Baseline data were gathered in 2016 for the
total and added sugar, saturated and total fats and salt
content of leading food product categories. A representative
sample of 1173 products was studied, corresponding to
the highest-selling products according to market data for
2015.2* Compositional information was obtained using both

* This objective of the Plan refers to maintaining or improving the previous reductions that have already been achieved for salt, fat and TFAs. AESAN
signed an agreement in 2015 with the Spanish Snack Manufacturers Association (AFAP), in which the sector made a commitment to reduce the aver-
age salt content of potato chips and savoury snacks by an additional 5% in the following five years.
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laboratory analysis and product labelling information; it
confirmed that there were significant differences in nutrient
content between similar products within the same category,
which lent further support to the establishment of nutrient
reduction targets. Median nutrient values were generated
for each product category and subcategories to allow
establishment of baseline values and inform target setting.
Additional formative research concluded that nutritional
labelling of foods in Spain was an accurate and reliable
source of nutrient content information and a suitable tool
for monitoring purposes.

AESAN then made collective agreements with sectoral
associations to ensure all companies committed to the
proposed nutrient reductions in their product category.
These collective agreements represented a comprehensive
approach adopted by Spanish companies of all sizes. Spain
has previous experience of agreements at sectoral level,
though none of this magnitude or scope. To achieve the
greatest impact, the Ministry decided to adopt an approach
based on moderate reductions undertaken by a wider range
of companies, rather than larger reductions in a smaller
selection of big businesses. AESAN considered that sectoral
associations represent the interests of a whole sector rather
than a particular company, creating a more balanced
dialogue.

The whole food supply chain was included in the measures
so that the nutritional quality of the Spanish diet would be
improved in a wide-ranging manner. In order to guarantee
access to more food products suitable for a healthier diet,
and in order that reformulation initiatives would contribute
to reduction of certain nutrient intakes, collaboration and
commitment from the manufacturing and retail sectors
were required, as sales volume from the latter includes own-
brands and is therefore substantial. Support from other
relevant sectors, such as contract catering, restaurant and
vending, isalso necessary, as large sections of the population
eat meals outside the home in different environments
including schools and at work, using different formats such
as ready-to-eat or fast-food menus, catering and vending
machines.

Logic dictates that involvement of all stakeholders will
create greater synergies and maximize impact by creating
a “circle of demand”. For example, the out-of-home sector
will request reformulated products in order to comply with
its commitments. The vending sector has committed to
purchase only reformulated products as the manufacturers
introduce them. Itis also expected that retailers will demand
manufacturers supply them with reformulated own-brand
products to complement their own-brand reformulations
and achieve reduction targets. Nutrient reduction
commitments for the out-of-home sector are the same as

those for manufacturers and retailers: 10% reduction in
the median content of saturated fats in fried snacks; 10%
reduction in the median content of total sugar in chocolate-
flavoured children’s breakfast cereals; 16% reduction in the
median content of saltin turkey breast; 10% reduction in the
median content of added sugar in sugar-sweetened yoghurt;
etc. Including specific measures for the out-of-home sector
may thereforeresultin nutritionalimprovements, availability
of healthier options, and the opportunity for a more varied,
balanced, higher-quality diet across all spheres.

At the end of 2017 specific reformulation objectives for each
category and subcategory were finalized, alongside other
commitments to promote healthier diets, with a view to
completion in 2020.

The core areas of the Plan are:

® |. Reformulation of products typically consumed by
families, children and young people. There are 13
food groups included (salted snacks and chips; sugar-
sweetened beverages; cakes and pastry; breakfast
cereals; vegetable creams; meat products; biscuits;
ice-creams; fruit nectar; pre-packed bread; ready
meals; dairy products; sauces) and 57 subcategories
of food products.

® Il. Voluntary minimum reduction agreements made
with the sectoral associations, so that all companies
that form part of the sectoral associations commit
to the minimum nutrient reductions in the relevant
products.

@ IlI. Offering balanced and healthy menus outside the
home in school, work, and vending in public areas.

In total, 180 commitments have been reached.? These
include four general commitments; 75 quantitative
measures of percentage reduction of agreed nutrients
in the manufacturing and retail sectors; 27 quantitative
measures agreed with other sectors (19 agreements with the
contract catering sector, three agreements with the modern
restaurant sector, and five agreements with the vending
sectors); and 74 non-reformulation measures agreed with
all sectors (for example, for sugar-sweetened beverages,
there should be no provision of the product or sponsorship
at sports events aimed at children under the age of 12 years;
the modern restaurant sector should offer consumers virgin
olive oil for dressing salads).

The products included in the Plan account for 44.5% of the
total daily energy provided by food and beverages, focusing
on those suitable for reformulation. This figure was derived
using food consumption data from the ENALIA and ENALIA
2 nutritional surveys - surveys of national scope conducted
in Spain on the child and adolescent population (2013-2014
ENALIA) and adults (2014-2015 ENALIA2).

4.4 Implementation process: monitoring and evaluation

The timeframe for the Plan was set to run until 2020 in order
to allow time for substantial reformulation to occur and
for products to be phased into the food network as stock
is replenished. It is important to stress that the reduction
must be made gradually for better consumer acceptability.

It is expected that any new products launched during this
period will be in line with the agreed targets. To maximize
transparency, the Plan provides details of the companies
involved, objectives, types of commitment, timeframe and
evaluation. All commitments and agreements have been
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officially signed, published in the Spanish Official Bulletin
(BOE), and made available on the AESAN website,? in a
benchmarking approach designed to provide a national
standard, enhance accountability, and encourage leaders to
improve and others to follow.

Before 2005, monitoring and evaluation mechanisms for
voluntary initiatives in Spain were largely informal, with
no explicit accountability frameworks in the event of non-
compliance. Rather than continuing a situation where
industry self-reported, the NAOS Strategy, launched in 2005
and consolidated and reinforced in 2011 by Law 17/2011
(art. 36),* stipulated the creation of an obesity observatory
as an independent public platform which would monitor
the application and adherence of voluntary agreements.
The Observatory of Nutrition and of the Study of Obesity was
set up in 2013 as an information system to determine the
nutritional situation and evolution of obesity in the Spanish
population.*® It routinely carries out nutritional surveys
and obesity and overweight surveillance, and monitors the
nutrient content in food and beverages; and it now has a
major role in monitoring and assessing compliance with the
commitment targets of the Plan.

Monitoring will be conducted at the latest in the final year
of the Plan (2020) in the same manner as the establishment
of baseline data, to ensure a fair comparison and measure
of success. Monitoring progress after a few years of
implementation allows companies to develop new products

and get them onto the market. The exact nature of the
assessment depends on the agreements; those agreements
that are based on nutrient reduction targets will be assessed
by a study of the nutrient content in food and beverages,
following a predefined European methodology and using
median contents of food categories. Compliance indicators
for specific non-quantitative agreements with the contract
catering, modern restaurant and vending sectors will be
established. To facilitate transparency and dialogue with the
sector associations during the monitoring process, “follow-
up commissions” have recently been established by AESAN,
through the Observatory of Nutrition and of the Study of
Obesity. If required, AESAN will request the collaboration of
the regional authorities.

While the accountability mechanism is “soft” rather than
“hard” (i.e. there are no penalties or legal consequences
for non-compliance), there are several mechanisms to
ensure transparency, publicity, monitoring and evaluation
of agreements. In addition, monitoring has been designed
in such a way that AESAN can maximize its leverage by
comparing progress to the baseline. If progress is not as
expected and/or there are significant examples of non-
adherence to the commitments, the Ministry has confirmed
that other options are available, such as working with the
legislative framework. Other complementary policies are
also being developed, including introduction of easy-to-
understand front-of-pack labelling - a move announced in
November 2018.*

4.5 Challenges anticipated and further considerations

Such a wide-ranging voluntary reformulation programme
inevitably presents some challenges, which include the
scale and pace of change. Larger companies, with their
headquarters outside Spain, had to seek authorization for
product composition changes, which slowed down some
sectoral agreements and the setting of commitments. By
contrast, some smaller companies have greater difficulty
improving the composition of their products, so agreements
that could be adopted by all companies were prioritized.
Moreover, some companies did not belong to any sectoral
association, which made it a challenge to ensure that
they were also involved; some have taken on the same
commitments as those agreed with the relevant and closest
comparable association. Participating companies are
publicly named on the AESAN website, encouraging others
to sign up.

The catering and restaurant sectors represent a wide and
heterogeneous range of establishments. The contract
catering association represents companies that offer
services to schools, hospitals, businesses, armed and
security forces, residential homes and public administration
centres. The modern restaurant association represents
seated establishments, establishments without table service
and take-away outlets. Given this variability of stakeholders,
commitments have been agreed that depend on the type
of establishment involved, while establishments that offer
their services to public sector clients have commitments
that can be integrated into public procurement procedures.

Itis expected that the Plan will be a “framework of reference”,
with the outcomes of the monitoring in 2020 directly
serving to inform future initiatives. Evaluation of the Plan
will consider whether the objectives have been achieved,
whether they have been achieved through change across
the board, and also whether more ambitious reformulation
is required in the future. This case study highlights that
the health sector cannot be a passive partner and must
take a leading role in coordinating and managing the
process; this role should include providing technical and
formative guidance to inform efforts to engage the food
industry in food reformulation, defining objectives, goals
and roles, facilitating negotiations, monitoring adherence
to agreed targets, and evaluating overall success. Such
processes can be adversarial, so being prepared with data
that provide an overall picture of the baseline situation
and current market is essential. In addition, to prevent
“window dressing” strategies and to ensure that the effort
delivers maximum benefit, health actors need to assess the
individual contribution that each private entity can make
(i.e. what changes they can be expected to make, where, for
which products); they should also have a clear vision of the
objective and purpose of the collaboration to ensure that
they are as far-reaching as possible.
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5.1 Summary

Unhealthy eating habits are among the most important risk
factors for the loss of healthy life years in the Portuguese
population. As such, the development of comprehensive
policies was an urgent priority. The Integrated Strategy for
the Promotion of Healthy Eating, adopted by the Portuguese
government, defines a broad set of measures, including
the use of taxation, to curb consumption of sweetened
beverages. This case study describes the contextand process
that led to the adoption of the Integrated Strategy, as well
as the preliminary results of one of its first initiatives: the
Portuguese Special Consumption Tax Levied on Sweetened
Beverages.

This tax is levied on sweetened beverages and was,
originally, structured into two tiers: the lower tier included
drinks with sugar contents below 80 g per litre of final
product; the upper tier covered drinks with sugar contents
equalto orabove 80 g per litre. In order to better understand
the impact of this policy on the nutritional composition
and sales of sweetened beverages, data provided by the
Portuguese Association for Non-alcoholic Drinks and by
the Portuguese National Tax and Customs Authority were
analysed. After implementation of the tax, the share of
products consumed within the upper tier saw a reduction
of 23.7%; this corresponds to a nominal reduction of
5630 tons of sugar consumed by the Portuguese through
sweetened beverages, equivalent to a yearly reduction of

Aratjo !

15.2% compared to 2016. The reduction achieved by the
Portuguese Special Consumption Tax Levied on Sweetened
Beverages is more significant than that achieved by self-
regulation mechanisms applied between 2013 and 2016.

Further technical analysis of the policy’s impact, which
was led by a national task force specifically created for the
purpose, identified reformulation of sweetened beverages,
and consequent reduction in sugar contents, as one of the
main consequences of the tax. This task force estimated
the impact of this policy on health outcomes (mortality and
obesity rates). According to the Preventable Risk Integrated
ModEl (PRIME), endorsed by the WHO Regional Office for
Europe, the reduction in sugar consumption attributable
to sweetened beverages in 2017 is expected to delay or
avoid a total of at least 27 deaths every year. Based on the
impact analysis, the task force issued recommendations
to add intermediate tiers to the initial taxation model. The
Portuguese government determined the addition of these
tiers from January 2019 onwards. This progressive taxation
model is expected to further promote reformulation
processes within the sweetened beverages sector, thus
reducing sugar intake by an additional 15% until 2021.
As such, we argue that this policy intervention has great
potential in terms of public health impact and national and
economic development, and could be viewed as a best
practice by other countries.

5.2 Noncommunicable diseases (NCDs): a threat to universal health coverage

Almost 40 years after the creation of the Portuguese National
Health Service (Servico Nacional de Saude (SNS)), Portugal
has made great advances in public health. However, the
country is also witnessing profound demographic and
epidemiological changes.?

Living longer is one of the most remarkable achievements.
The average life expectancy in Portugal is above the
European Union (EU) average and now stands at over 80
years. However, along with longer life expectancy comes
an ageing population. More than 20% of the Portuguese
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population is over 65 years old.® This presents challenges
in terms of increasing prevalence of NCDs, comorbidity, a
shrinking pool of taxpayers and spiralling health care costs.*

At the same time, lifestyle patterns are changing among the
population and have serious implications for both health
and economic well-being.®¢ For example, according to
WHQ’s Childhood Obesity Surveillance Initiative (COSI),” it
is estimated that 30.7% of all Portuguese children aged 6-9
years are overweight and that 11.7% are obese; international
comparisons reveal that the prevalence of child overweight
in Portugal is above the average of all Member States of the
Organisation for Economic Co-operation and Development

(OECD).® In addition, more than 50% of the adult Portuguese
population is overweight. Underpinning these figures is a
worrying behavioural trend. People are shifting from the
protective Mediterranean diet towards unhealthy eating. In
fact, less than 20% of the Portuguese population adheres to
the Mediterranean diet.? Unhealthy diets are estimated to
be responsible for the loss of 15.8% of healthy years of life
among the Portuguese population.*®

Severalfactors actively threaten the health of the population,
as well as the universality and viability of the SNS. As such,
controlling the prevalence of NCDs and tackling important
risk factors, such as unhealthy diets, have become urgent
priorities for Portugal in recent years.

5.3 The importance of involving different sectors in Portugal

In recent years several actions were taken as part of the
National Programme for the Promotion of Healthy Eating.**
Even though this vertical programme produced some
positive outcomes, they were not sufficient to significantly
shift the current NCDs epidemiology and turn the tide
on obesity. A broader, more intensive and intersectoral
approach was needed for more effective health outcomes. A
“Health in All Policies” (HiAP) approach was considered the
best avenue for addressing these challenges.

According to WHO, HiAP is “an approach to public policies
across sectors that systematically takes into account the
health implications of decisions, seeks synergies, and avoids
harmful health impacts in order to improve population

health and health equity”** HiAP can be useful in promoting
efficiency through collaboration across sectors and resolving
conflict.

The Portuguese government had already recognized
the policy of promoting healthy eating as a priority.*?
Historically, however, promotion of healthy eating by the
Ministry of Health in Portugal has faced strong opposition as
it conflicted with the interests and goals of other government
sectors, such as agriculture, economy and industry. The
great complexity involved in managing the traditionally
conflicting interests of different sectors represented a
barrier to policy development. More recently, faced with the
growing challenge of NCDs and obesity, the government has
managed to regroup and find common ground.

5.4 Integrated Strategy for the Promotion of Healthy Eating

On 15 September 2016, by Deliberation No. 334/2016, the
Portuguese Council of Ministers recommended the creation
of an interministerial working group for the purpose of
developing a national strategy for the promotion of healthy
eating.™ According to the instructions of the Council of
Ministers, the working group should be composed of
representatives of the Ministries of Finance, Internal Affairs,
Education, Health, Economy, Agriculture and Sea. The
nominated ministries devoted a significant amount of time
to selecting their representatives, identifying their main
objectives and priorities, determining the overall negotiation
strategy and, finally, establishing the working group.

The first meeting was held in December 2016 at the
headquarters of the Ministry of Health and focused on
outlining the work to be done, identifying food products to
be monitored, defining the monitoring process, establishing
the objectives to be achieved, and clarifying the role of the
public entities involved. Four overarching objectives were
agreed in order to frame all further discussions:

® (1) change the availability of food products with high
salt, sugar and fat contents;

® (2)improve the quality of available information on the
risks associated with the consumption of salt, sugar
and fats;

® (3) identify and promote intersectoral and integrated
measures to reduce salt, sugar and fat consumption,
namely in the agriculture, economy and education
sectors;

® (4) improve the qualifications and methods used by
professionals who can influence consumers’ eating
and buying behaviours.

All the meetings were coordinated by a representative of
the Ministry of Health. In addition to representatives of
the above-mentioned ministries, the group also took into
consideration input from national associations representing
the food and distribution industry and consumers. All the
logistical and administrative processes required for the
meetings were coordinated by the Secretary-General of the
Ministry of Health.

The interministerial working group subsequently held 10
meetings between December 2016 and July 2017 to devise
a strategy promoting healthy eating that would help prevent
and control NCDs. Approximately six months after its first
meeting, the group delivered the final draft of an integrated
healthy eating strategy to members of government. Upon
reviewing the document, and in order to broaden the scope
of external contributions by civil society, the Portuguese
government submitted it for public consultation on 1 August
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2017. Several nongovernmental organizations (NGOs),
health authorities and civil society members offered their
comments and recommendations. Sixteen position reports
were submitted and forwarded to the interministerial
working group for assessment. An initial strategy proposal
was then reviewed and adapted to include all accepted
contributions. In October 2017, a final consensual reviewed
version of the strategy was sent to the government.

The consensus document became the basis for drafting
an official order in a process led by the Ministry of Health.
The Integrated Strategy for the Promotion of Healthy Eating
(Estratégia Integrada para a Promocdo da Alimentagdo
Saudavel (EIPAS)) was published on 29 December 2017.%

Fig. 5.1. Process leading to publication of Order No. 11418/2017 of the Portuguese Official State Gazette'®
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The strategy is structured into four strategic axes.

® Axis 1. Change the environment where people choose
and buy food.

® Axis2.Improve quality and accessibility of information
available to consumers.

® Axis 3. Promote and develop literacy and autonomy
for healthier consumer choices.

® Axis 4. Promote innovation and entrepreneurship in
promoting healthy eating *"*8
Axis 1 explicitly included recommendations to introduce
fiscal measures, such as taxation of unhealthy foods,
intended to influence the practices of the agricultural sector
and food industry.

5.5 Food price policies as a means to prevent NCDs

Growing evidence shows that taxing unhealthy foods is a
promising policy intervention to promote healthy eating
and the prevention of NCDs. The available evidence
combines experimental, cross-sectional, modelling and
natural experiment designs. In addition, several European
countries have implemented taxes on different foods and

ingredients, mostly motivated by revenue-raising objectives
(though the health gains and reformulation objectives
are increasingly acknowledged). Combined, scientific
evidence and country experiences indicate that changes in
consumption patterns can be expected in response to price
signalling. Based on this evidence, the Action Plan for the
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Prevention and Control of Noncommunicable Diseases in
the WHO European Region 2016-2025 identified the use of
fiscal policies as a priority intervention in the promotion
of healthy food consumption.*® Moreover, levying taxes on
sweetened beveragesin the range of 20% is widely called for
as an effective measure 20212223

Taxation of sweetened beverages is advocated on the
basis of consistent evidence showing that lowering intake
of free sugars to less than 10% of the total energy intake
reduces risk of overweight and tooth decay. Even though
the estimated magnitude of the effect of pricing on food

consumption might be small, studies show that substantial
health benefits may be achieved at the population level
from reducing consumption of sweetened beverages.?*?*

Sweetened beverages are a major source of excess sugar
intake and their consumption is high in most countries,
especially among children and adolescents. The positive
association between consumption of sweetened beverages
andhigherriskof NCDshasconsistentlybeenshowninseveral
studies. Most of these studies suggest that consumption of
sweetened beverages is positively correlated with adiposity
and obesity.?® Other studies show that consumption of soft
drinks, given their high glycaemic index, might be positively
correlated with the risk for developing diabetes.?"®

5.6 Portuguese Special Consumption Tax Levied on Sweetened Beverages

According to the latest National Food, Nutrition and Physical
Activity Survey, the mean daily intake of free sugars in the
Portuguese population is 35 g/day, contributing 7.5% of the
total energy intake. These numbers are higher for children
and adolescents. The intake of free sugars corresponds to
9.6% and 10.5% of the total energy intake of children and
adolescents, respectively. In Portugal, 40.7% of children and
48.7% of adolescents have an intake of free sugars above the
WHO recommendation of 10% of the total energy intake.?

In Portugal, consumption of sweetened beverages seems
to be higher among younger age groups. Data from the
Generation 21 cohort, which followed 8647 Portuguese
children, showed that 35% of children aged 2 years old
consume sweetened beverages on a weekly basis and that
52% of children aged 4 years old have a daily intake of these
beverages (including nectars). Additionally, data from the
latest National Food, Nutrition and Physical Activity Survey
show that 40.6% of Portuguese teenagers reported a daily
intake of sweetened beverages (including nectars).*® Data
from this survey also show that sweetened beverages
are one of the main contributors to free sugars intake,
representing 11.9% of the total intake.?

Previously, Portugal had focused its efforts on promoting
healthy eating through self-regulation. Working groups that
included a variety of stakeholders, notably the food industry
and the Ministry of Health, were established; one example
was the National Platform to Fight Childhood Obesity.
However, since there was no official endorsement for these
initiatives from other government sectors, all commitments

5.7 Preliminary results

To evaluate the effect of the Special Consumption Tax
Levied on Sweetened Beverages, in 2018 the Portuguese
government created an interministerial task force. This task
force was intended to evaluate the impact of the taxation on:

@ (1) consumer behaviours and consumption patterns;

® (2) distribution, production and catering industry
practices, namely: (i) changes in content of sugar
and artificial sweeteners in existing products; and (ii)
changes in the range of products offered; and

assumed by the food industry were made on afully voluntary
basis. The lack of external, objective and robust monitoring
methods, capable of making the food industry accountable,
limited the potential outcomes. In fact, nowadays evidence
on the effectiveness of these initiatives in Portugal is very
scarce.

Following adoption of the Integrated Strategy, the
Portuguese government considered that it was time to
innovate and to deliver. It therefore created the Special
Consumption Tax Levied on Sweetened Beverages, which is
applicable to soft drinks (excluding nectars).*® According to
the policy, the unit of taxation is the number of hectolitres
of final product. The original applicable rates were: €8.22
per hectolitre, for beverages with less than 80 g of sugar per
litre of final product; and €16.46 per hectolitre, for beverages
with 80 g or more of sugar per litre of final product.

The Special Consumption Tax came into force on 1 February
2017. All businesses stocking sweetened beverages had up
until 31 March 2017 to sell them without application of the
new tax. After this period, the tax was levied on all sweetened
beverages available on the Portuguese market.

The reaction of the general public to this measure was
particularly positive. As a result, public criticism by the
food industry seems to have lessened overtime. Instead,
producers of sweetened beverages have focused on
negotiating long-term redesign of the tax in order to make it
“more progressive”. Amore progressive taxis posited to allow
for reformulation and higher health gains for consumers.

® (3) competitiveness of Portuguese companies
measured against foreign companies.

Data were obtained from the Portuguese Association for
Non-alcoholic Drinks (PROBEB) via Global Data and from the
Portuguese National Tax and Customs Authority. All the data
presented refer to the first year of implementation of the tax.

The sales evolution of sweetened beverage brands in
Portugal, based on the Portuguese government’s Task Force
for the Sweetened Beverages Taxation Impact Assessment
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Report, is shown in Fig. 5.2.3* These data suggest a falling
trend in sales of sugar-sweetened beverages (SSBs) in
the post-taxation period, which could be an indicator of
decreasing consumption of these beverages as a result of
the tax.

Fig. 5.2. Sales volume of sugar-sweetened beverages (SSBs)
in Portugal, 2013-2017
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Source: Task Force for the Sweetened Beverages Taxation
Impact Assessment Report®*

The relative volume of sweetened beverages with more
than 80 g of sugar per litre sold compared to beverages with
lower sugar contents remained relatively constant between
2013 and 2016 (Fig. 5.3). Taxation tiers are determined by the
sugar contents of the SSBs. After implementation of the tax,
the share of products consumed within the upper tier saw a
reduction of 24.1% (figure 5.3).

Fig. 5.3 Distribution of sugar concentration in
sweetened beverages consumed in Portugal
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This shift resulted from the industry’s focus on innovation,
particularly through reformulation of products within the
upper taxation tier. As a result of product reformulation,
several products from the upper taxation tier shifted to the
lower taxation tier (less than 80 g of sugar per litre of final
product).

Data from the Portuguese National Tax and Customs
Authority, which represent the totality of the Portuguese
market in 2017, seem to provide further evidence of the
impact of reformulation. Fig. 5.4 shows that sweetened
beverages within the lower taxation tier saw an increase in
consumption during the summer months. However, this
increase is far from the absolute reduction in value seen
in the upper taxation tier and was not sustained after the
summer period. Decreased consumption of beverages in
the upper tier continued progressively.

Fig. 5.4. Volume of sweetened beverages taxed by the Special
Consumption Tax in 2017
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Lack of data representing the totality of the Portuguese
market before the introduction of the tax is a shortcoming
hindering a more detailed analysis. Nevertheless, analysing
PROBERB’s data, allied to the available data from the
Portuguese National Tax and Customs Authority, permits
relevant discussion based on preliminary results.

Other factors, such as changes in consumer preferences due
to marketing, cannot be excluded. Some companies that
have a portfolio of products with different sugar contents
rearranged their marketing budgets in order to favour
less sugary drinks. As such, some industry players did not
reformulate specific products, for brand-identity reasons.
This strategy also explains the growing demand for zero
sugar products. As stated above, more robust conclusions
require a larger-scale analysis with data from a broader
time window. Data from the Portuguese National Tax and
Customs Authority only allow an analysis of the first 11
months of implementation. In order to make a stronger
and more robust analysis, a wider period of analysis is
needed. Analysing and comparing at least two years would
allow more robust conclusions on annual sales trends and
seasonality.
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Fig.5.5shows ashiftin consumption of sweetened beverages
from upper to lower tier, which corresponds to a nominal
reduction of more than 5630 tons of sugar consumed by the
Portuguese population through sweetened beverages; this
is equivalent to a yearly reduction of 15.2% compared to
2016.

Fig. 5.5. Tons of sugar content within sweetened
beverages sold by PROBEB
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5.7.1 Impact on the manufacturing industry

The task force findings confirmed a reduction in the volume
of beverages in the upper taxation tier in 2017. According to
data provided by representatives of this sector in Portugal,
this change is mostly due to innovative reformulation of
products by players within the industry. This supports
previous claims regarding reduction in sugar consumption
in Portugal. The impact of public discussion generated
around sugar consumption and its effect on health, and
of investment in additional marketing by brands carrying
products with lower sugar contents, must also be considered
and further studied.

In its official report, the task force argued that the creation
of additional taxation tiers could further promote innovation
and product reformulation by the industry, given its more
progressive nature and the incentive for companies to
shift their products towards lower taxation tiers.®* Adding
two additional taxation tiers and increasing the amount
levied on the tier with higher sugar contents was a strong
recommendation made by the task force. According to
feedback given by the industry, a new tax design would
further reduce energy content intake in the Portuguese
population by 15%, as a result of additional incentives for
product reformulation.

5.7.2 Estimated impact on mortality

In Portugal, children and young people under 20 years of age
consume the most sweetened beverages.? Thus, the task
force estimated that, in 15 to 20 years, the incidence of NCDs

related to excessive consumption of sugar, such as obesity,
cardiovascular diseases, diabetes and cancer, would fall as
a result of the tax. Similarly, the reduction was expected to
reflect on mortality rates associated with these diseases. An
evaluation using PRIME showed that the long-term process
leading to reduction of NCDs incidence and NCD-related
mortality had already started.®® WHO estimated that the
reduction in sugar consumption attributable to sweetened
beverages in 2017 would lead to a significant reduction in
the number of premature deaths arising from NCDs within
the next few years. According to PRIME, the tax would delay
oravoid a total of at least 27 deaths every year.

The task force posited that the impact of the tax was likely to
be significantly higher than the estimates provided by WHO.
This was explained by the fact that PRIME did not account
for the impact on children and adolescents who, curiously,
are those consuming sweetened beverages the most.? It was
expected that this younger age group would benefit most
from the tax.

5.7.3 Impact on obesity

Portuguese data from 2015 and 2016 show that 50.2% of all
teenagers (10-17 years old) consume more than 10% of their
energy intake from free sugars, which is the maximum value
recommended by WHO. The task force found that, one year
after implementing the tax, the average caloric contents of
sweetened beverages fell by 11%, which is more than double
the reduction in previous years. The shift in caloric contents
was a result of product reformulation. The task force also
found that the total volume of sweetened beverages sold in
Portugal (including companies not covered by PROBEB) fell
by almost 7% as a result of the tax,** thus supporting the
aforementioned hypothesis regarding the sales volume of
the industry as a whole.

Considering these outcomes, it is estimated that the
proportion of teenagers consuming excess sugar would
fall from 50.2% to 47.3%. If, as stated by the industry, an
additional reduction of 15% in the average caloric content
of sweetened beverages is achieved, the proportion of
teenagers consuming excess sugar would fall further to 45%.
Some 46 000 teenagers would thereby reduce their risk of
obesity, diabetes and dental caries.®

Excess sugar intake - and consumption of sweetened
beverages - strongly determines the risk of obesity.® A
simulation study using the average and standard deviation
of body mass index (BMI) was undertaken in order to
estimate the expected BMI and obesity prevalence from
the reduction in sugar consumption. Assuming, once again,
a 11% caloric content reduction and a 7% sales decrease,
a 0.11% reduction in obesity prevalence is estimated. This
corresponds to a fall of 1600 cases of obesity among people
aged between 20 and 30 years in the medium term.

5.7.4 Impact on the sustainability of the SNS

A conservative approach estimates a yearly investment
of €7000 in health care per obesity case in Portugal **
Consequently, the reduction in obesity prevalence resulting
from implementation of the tax may lead to savings of
roughly €11 million. The task force estimated that, if the
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industry continues to invest in product reformulation,
savings might total €17 million per year. It was also
estimated that, if the economic burden of other diseases
associated with excessive consumption of sugar were taken
into account, the total saving would be significantly higher.
Furthermore, this estimate only accounts for direct medical
costs; in some cases, direct costs due to NCDs, such as loss
of productivity, exceed direct medical costs and must also
be considered. ¢

Investment in health is considered an essential priority
for societies. Health is known to have a multiplier effect
on the economy. Improved health promotes a higher
supply of labour, productivity, stock of human capital and
available savings for investment. Ensuring the sustainability
of health systems and making a positive contribution to

macroeconomic performance go hand in hand. In fact, this

topic is among the top policy priorities across the OECD
area,37:38,39,40

The effects of health on the economy are clear. Countries
with weak health and education conditions find it harder
to achieve sustained growth and witness wider income
inequality. Evidence shows that as average life expectancy
increases, so does gross domestic product (GDP).**

Based on this evidence, the task force concluded that it
was reasonable to assume that the Special Consumption
Tax — given its impact on mortality associated with sugar
consumption and, consequently, on average life expectancy
- would have a positive impact on Portuguese GDP and the
economy.

5.8 Redesigning the Portuguese Special Consumption Tax Levied on Sweetened

Beverages

Building on the evaluation of the Special Consumption Tax
Levied on Sweetened Beverages and the recommendations
made by the interministerial task force, the Portuguese
parliament approved a new taxation design for SSBs on 29
November 2018,

The new design of the Special Consumption Tax includes
four taxation tiers. Compared to the previous model, there
was a 25% increase in the tax applied to beverages with
more than 80 g of added sugar per litre of final product. On
the other hand, in order to promote product reformulation,
the two new tiers are subject to lower rates of taxation.

The unit of taxation is the number of hectolitres of final
product. The new applicable rates are:

® €20.00 per hectolitre, for beverages with 80 g or more
of added sugar per litre of final product

® €8.00 per hectolitre, for beverages with 50-80 g of
added sugar per litre of final product

5.9 Discussion and conclusions

NCDs develop mostly as a consequence of behavioural
determinants. Unhealthy eating habits play a major role
as a modifiable and avoidable risk factor. According to
the literature,*® strategies promoting healthy dietary
habits, addressing both behavioural and environmental
determinants, must cut across different sectors and make
use of different approaches. Environmental interventions,
such as national taxation policies, are more likely to be
impactful, cost-effective and equitable compared to
circumstantial interventions targeting individuals. However,
creating political momentum for implementation and
evaluation of national policy intervention is challenging.**

Leading public health institutions recognize the economic,
social and health benefits of implementing taxes on
sweetened beverages.*® Income generation must not be
prioritized over health determinants, especially in the case

of children and young people.*®

® €6.00 per hectolitre, for beverages with 25-50 g of
added sugar per litre of final product

® €1.00 per hectolitre, for beverages with less than 25 g
of added sugar per litre of final product.

This new taxation design was implemented on 1 January
2019.%% Portugal is the first country to redesign its taxation
model to promote innovation and maximize sugar reduction
through product reformulation.

The collaboration of the Portuguese government with
industry in defining this new taxation model is also ground-
breaking. As a result, following implementation of the new
taxation design, representatives of the sweetened beverages
industry committed to reducing the caloric contents of their
products by an additional 15% over the next three years.
This reduction will broaden the impact of the taxation, in
terms of mortality, morbidity and future savings for the SNS.

This pricing policy will reduce inequalities among different
population groups. This is because, according the
Portuguese National Institute of Health (INSA), the groups
that consume most sweetened beverages, such as people at
lower income and education levels, are the most vulnerable
to develop NCDs.*” By promoting transfer of consumption
to healthier choices, such as water, which is not more
expensive, this policy will reduce the risk of developing
NCDs among the most vulnerable population groups.

Preliminary results from Portugal confirm the hypothesis
stated in the literature reviewed and add to the growing
number of case studies worldwide. The available data from
Portugal show that there was relative stability of sales of
sweetened beverages up until 2016. Taxing sweetened
beverages led to a steep reduction in consumption and
sugar contents. This policy intervention is estimated to
have had a far greater impact on the population’s diet than

POLICY OPPORTUNITIES AND CHALLENGES 43



all education and self-regulation mechanisms combined.
Product reformulation, driven by a tiered tax design, largely
explains the reduction in sugar consumption in Portugal.

The task force, created to evaluate the impact of the
Special Consumption Tax Levied on Sweetened Beverages,
suggested that the tax should be redesigned in order to
achieve additional public health benefits. The intermediate
tiers are designed to further promote product reformulation.

It is estimated that most of the health gains made and health
expenses avoided by the tax benefit lower socioeconomic
population groups. For this reason, the tax also serves as a
measure to tackle health inequalities. Nevertheless, it is also
key to ensure that revenues generated by this fiscal measure
are invested in health promotion initiatives. This allows the
creation of a multiplier effect in the positive impacts of the tax
and prevents criticism from stakeholders arguing that the tax
serves only revenue-generating purposes.

At the international level, food taxes are being implemented
notonlyto promotereduction of unhealthy food consumption
but also to generate revenue for health promotion measures.
These policies are intended to be an opportunity to increase
budgets for health promotion, which are significantly low in
almost all countries. OECD Member States currently allocate,
on average, around 3% of their health budget to public health
and disease prevention.?’

In Portugal, less than 1% of the health budget is invested in
health promotion and disease prevention. Revenues from
policies such as the Special Consumption Tax Levied on
Sweetened Beverages should be used to increase investment
in public health policy interventions.

The successes, including the recent redesign, of the
Portuguese Special Consumption Tax Levied on Sweetened
Beverages highlightthe importance of reviewing health policy
taxation in order to optimize health gains for the general
population. Policy-makers, politicians and academics must
collaborateto establish aflexible environmentin which health
policies can adapt to growing health challenges effectively
and efficiently. We argue that this policy intervention has
great potential in terms of public health impact and national
and economic development, and could be viewed as a best
practice by other countries.
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Reformulation‘of food composition via public-private agreements

6.1 Introduction

Consumption of processed foods is high in developed
countries.? Definitions of (highly) processed food may vary.
In the Netherlands, about 50% of energy intake is provided
by (highly) processed foods such as cakes, biscuits, breakfast
cereals, crisp bread, confectionery, processed meat and fish,
sugar sweetened dairy, yoghurt, cheese, cream desserts,
margarines and other fats, and alcoholic beverages.* When
bread and milk are included, the share of processed foods
amounts to 80%.* Thus, the nutritional composition of
processed foods is of importance for population health. Via
food reformulation, food composition of processed foods
can be changed in healthier directions. In the Netherlands,
food reformulation efforts have been carried out to lower
trans- and saturated fatty acids, sodium/salt and sugar
(caloric) contents of foods.

This paper describes reformulation activities in the
Netherlands with a focus on the National Agreement to
Improve Product Composition.® This agreement started in
2014 and remains in force until the end of 2020. In addition,
also other private initiatives to lower the amount of salt,
saturated fat and sugar in products, were taken by the food
industry, catering and hospitality sectors. For example,
food reformulation was promoted via a FOP logo called
“het Vinkje” (internationally known as Choices logo), which
is currently being phased out. This chapter is focused on
reformulation aspects of the agreement, with a description
of its governance as well as monitoring aspects.

6.1.1 From Task Forces to National Agreement

When in the early 1990s the adverse effects of trans fatty
acids (TFAs) as a risk factor for coronary heart disease
became clear, the Anglo-Dutch food multinational Unilever
decided to eliminate TFAs from its spreads and other retail

Elisabeth H.M. Temme, Caroline Wilson, lvon Milder?

foods.® The decision to remove TFAs was triggered by media
events and was in line with the company’s policy to “know
your product and apply your knowledge”. Other producers
followed their example, and by 1996 most of the retail
margarinesin the Netherlands contained only trace amounts
of TFAs.® This was completely a private sector initiative,
without (legislative) measures of the Dutch authorities.

In 2003, the Dutch Task Force for the Improvement of Fatty
Acid Composition was initiated by the Product Board
for Margarine, Fats and Oils. The purpose of this is self-
regulatory initiative, was to contribute to the public health
goals of the Dutch government to lower saturated fatty acid
(SFA) and TFA intake, via food reformulation. The members
of the task force comprised Dutch suppliers and purchasers
of industrial vegetable oils and fats, such as producers of
potato products, bread, pastry, cakes and biscuits, snacks,
margarines and vegetable fats and oils.”® The food groups
addressed by its members covered 45% of TFA intake
and 34% of SFA intake at baseline.” Food groups without
reformulation activities for TFA and SFA via the taskforce
were dairy (including cheese), meat products, and for TFA
crisps and (coated) nuts. The task force members monitored
and reported compositional changes yearly at the food
product level. The Ministry of Health, Welfare and Sports
and the Netherlands Nutrition Centre were present in the
task force as an observer. Impact assessments, using the
reported compositional data, showed effects of changes in
TFA concentrations on daily intake (from 1.0% of daily energy
intake (E%) in the reference to 0.8 E% in the reformulation
scenario), whereas daily SFA remained similar (around 13
E%).2°
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In 2006, the Dutch Health Council published new guidelines
for nutrition that, for the first time, explicitly contained
advice on maximum salt consumption at 6 g/day.** In order
to contribute to the nutrition policy that the Ministers of
Health and Agriculture published in 2008, industry raised
a new task force on salt reduction. The Dutch Federation
of the Food and Beverages Industry was aware of both the
positive results of the fatty acid composition task force and
the United Kingdom strategy on salt. In 2007, this federation
initiated a self-regulatory Taskforce on Salt Reduction.*?
This task force, which included producers of (e.g.) sauces
and soups, cheese, snacks, and pastry, aimed at a reduction
of salt levels in processed foods of 12% by 2010. This was
in addition to the regulations for bread as described below.
The task force monitored and reported successful progress
as an average reduction in sodium content for all covered
product categories.** The Dutch consumer organization
periodically analysed the salt content of specific food groups
and reported them to be too salty.** In addition, monitoring
was carried out by the Netherlands Food and Consumer
Product Safety Authority (NVWA); these results are included
in the monitoring of the National Agreement to Improve
Product Composition (see Section 6.3).

6.1.2 Regulation via the Commodities Act

Salt in Dutch bread is regulated by means of the
Commodities Act (Warenwetbesluit Meel en Brood).** The
bread sector particularly needed the “level playing field” of
regulation because of the large number of (small) bakeries,
which would have made sector-wide voluntary agreements
more challenging to implement. The maximum level of salt
in bread has gradually decreased over the last decade. In
2009, the maximum salt content per 100 g dry matter was
2.5%;in 2011 2.1%; and in 2012 1.9%. The latest amendment
to the maximum level was on 1 January 2013, 1.8% per 100 g
dry matter. Based on an average dry matter content of 64%,
this is approximately 1.15 g per 100 g of bread (454 mg of
sodium). Monitoring of the sector using analytical methods
showed the expected reductions in salt contents of bread.®
From October 2018 onwards the definition of bread that has
to comply with the regulation is extended to “all bread that
may be consumed on a daily basis”, with the same maximum
level M

Early experience with the self-regulatory task forces in the
Netherlands, particularly for TFA, showed reduced daily
intakes at population level via product reformulation. The
case of the bread sector highlighted that the creation of a
level playing field is important, especially when there are
many small producers.

6.2 National Agreement to Improve Product Composition

In 2014, the National Agreement to Improve Product
Composition (AVP) was drawn up with the aim to reduce
the salt, saturated fat and calorie content (sugar and fat)
of products. The agreement had a broader scope than the
original task forces and has been signed by the following
parties: Dutch Food Retail Organization (CBL), Federation
of the Dutch Food Industry (FNLI), Royal Dutch Hotel and
Catering Association (KHN), Dutch Catering Association
(Veneca), Minister of Health, Welfare and Sport (VWS). The
partiesjointly,each based ontheirownareasofresponsibility,
set the following objectives up to and including 2020:

® Toreduce the salt content in the range of products so
that itis easier for consumers to consume a maximum
of 6 g of salt per day. Consumers with consumption in
accordance with the National Dietary Guidelines can
comply with the consumption of a maximum of 6 g
per day by 2020 at the latest. This means that people
consuming diets according to the national dietary
guidelinesin 2020 have average saltintakes according
to recommendations (below 6 gram per day), while
with previous guidelines it was estimated to be above.

® To reduce the saturated fat content in the range of
products so thatitis easier for consumers to consume
a maximum of 10 E% from saturated fats per day. To
achieve this by 2020.

@ To make it easier for consumers to consume less
energy. To achieve this by 2020 by, wherever possible,
reducing both the energy density of products via a

reduction in sugar and/or (saturated) fat and/or a
reduction in portion sizes as well as by continuing to
promote consumption of fruit and vegetables.

Population/consumer-facing objectives were chosen rather
than product-oriented goals to underline that a role for
the consumer remains; a consumer choosing to eat foods
high in salt content will probably not stay within the 6 g
consumption.

For the Agreement, each year a work plan is announced
by the signing parties. Preferably the food groups targeted
are those that contribute significantly to the consumption
of salt, saturated fat and calories in the population. Within
each specific food group, the focus is preferably on the
“worst in class” products e.g. food products with the highest
salt content. Based on recent food consumption survey
data, pie charts were made to assist prioritizing and show
the foods groups contributing most to daily intakes of each
specific nutrient of public health concern (see Fig. 6.1 for
salt content). In addition, box plot figures per food group
provided information on the variation in contents at baseline
(see for example Fig. 6.2 for sodium contents of bread and
savoury snacks). For these figures, the sodium content data
were derived from the Netherlands food composition table
(NEVO) of 2011.*% In addition, the prioritization of the food
product categories could also be driven by the improvement
that can be technologically achieved. High priority should
be given to products that are intended for children.
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Fig. 6.1. Food groups contributing to salt intake (including discretionary salt) in the Netherlands®*

M bread and cereal products
W discretionary salt

E other foods

[ confectionery / baked goods
B soups
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M savoury snacks
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W meat (cold cuts)
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Fig. 6.2. Variation of sodium contents (mg/100 g) in bread and savoury snacks in the Netherlands,
dotted line is the criterion for obtaining a health logo “Vinkje” (which is currently phased out)

M bread [25;80]
M bread- luxe- and sweet [11;37]

H bread replacers [21;1]

3 snack savoury large [6;2]
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W crisps formed [8;1]

H salted biscuits [6;1]

W nuts coated [2;2]
* M nuts and seeds [3;5]
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6.2.1 Governance

In order to monitor and boost progress, the five parties to
the Agreement established a consultation structure in which
a Supervisory Committee, a Steering Group and a Working
Group play a role (Fig. 6.3 and Fig 6.4).

Fig. 6.3. Organization chart of the Agreement to Improve
Product Composition 2014-2020

SUPERVISORY COMMITTEE
Minister of VWS and chairs of

CBL, FNLI, KHN and Veneca

AV

: STEERING GROUP

AV

WORKING GROUP
Representatives of CBL, FNLI,
KHN Veneca and VWS, along
with other (umbrella)
organisations with which

SCIENTIFIC
ADVISORY
COMMITTEE

agreements are concluded.
Depending on product
category, work groups made up
of participants from specific
sectors are formed and
reformed as required.

The progress of the Agreement is discussed each year in a
supervisory committee meeting chaired by the Minister of
Health, Welfare and Sport (in Dutch: VWS). This committee
is attended, in addition to the minister, by the chairs of
CBL, FNLI, KHN and Veneca. The Steering Group consists
of representatives of the signatory parties at management
level. VWS runs the Steering Group’s secretariat and chairs
this. The Steering Group sets maximum content thresholds
by nutrient and food product category (in order to improve
the foods having the highest contents based on the
recommendations of the Scientific Advisory Committee and
the proposals of the work groups, holds regular discussions
about the general progress of the Agreement and keeps the
minister informed.

In the Scientific Advisory Committee, experts on food
processing, nutrition and food composition, and consumer
behaviour are represented and assigned by the Minister
for Health, Welfare and Sport (VWS). All members of the
Scientific  Advisory Committee disclosed competing
interests in a Declaration of Interests. The Scientific Advisory
Committee assesses the chain agreements proposed
concerning ambitions and relevance: are the agreements
ambitious enough, relevant and feasible. If a product sector

does not propose agreements or concludes these tardily
with regard to the ambitions set, the Scientific Advisory
Committee may propose maximum contents. However,
so far the Scientific Advisory Committee has not used this
opportunity. The Scientific Advisory Committee advises
the Steering Group. To determine whether an agreement
is ambitious or not, the scientific advisory committee
takes into account several aspects: the level of reduction,
the current composition (means, range), the number of
reformulated products, the time period of the agreement,
the history and technical difficulties of food reformulation
in the specific food category, and the level of reduction in
relation to the ambitions of the Agreement. For example, a
reduction of 5-10% was generally judged as not ambitious
(enough) unless there were firm and supported arguments
from e.g. historical or technological point of view that it
could not be higher. Submitters were asked to support
each of the above components with evidence, however,
information on historical or technological aspects were often
not sufficient. A joint opinion was created by the Scientific
Advisory Committee during their regular meetings, based
on the individual judgement of each Scientific Advisory
Committee member using a judgement form collected
before each meeting. The Scientific Advisory Committee
judged in many cases that the proposed reduction targets
were not ambitious enough. Because the sectors did not
provide information about the total market share of the
reformulated products, the Scientific Advisory Committee
could not judge the impact of the National Agreement to
Improve Product Composition. Currently (2019) the working
procedure of the Scientific Advisory Committee is under
revision.

TheWorking Group coordinatesthe practicalimplementation
of the proposed agreements. Wherever necessary, the
Working group sets up work groups (for example for
specific food sectors) which come up with proposals for
sector agreements. Representatives of the signing parties
participate in the Working group as permanent members,
and representatives of the concerning product sectors
participate as additional members. The Working group also
coordinates monitoring and communication.

Every year the five parties jointly draw up a work plan. This
annual plan is used to announce in advance which product
groups or other activities will be tackled. The agreements
concluded and the results obtained are published on the
Dutch website.*® Businesses shoulder responsibility for
improving the content of the composition of the range of
products. Branch organisations, retailers, manufacturers
and caterers adopt the agreed maximum contents as criteria
for their own production or purchasing. The umbrella
organizations of the hospitality and catering sector (KHN and
Veneca) stimulate and encourage their members, to make
the range of products healthier through healthy purchasing
and improving the composition of freshly prepared products
and dishes. KHN focuses on those of its members that have
the largest target population. The agreements state what the
objectives are, how and when these will be achieved, and
which companies commit to these.
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Within the framework of earlier activities, some sectors made
agreements preceding the National Agreement to Improve
Product Composition and already achieved results. These
were adopted by the Agreement (bread, Gouda cheese,
meat products, and preserved vegetables and pulses).

Fig. 6.4. Process diagram showing the assessment of chain agreements., in theory”.
“The process in reality is different with the secretariat from the SAC receiving the proposals directly from the branch
organizations

Proposal branch organizations

In format and agreed to by the managers

V Secretariat Steering Group

Secretariat Scientific
Advisory Committee | g

(SAC)

if necessary, written
questions SAC to
CBL/FNLI with cc
Secretariat Steering
Group

V¥ Members SAC

meeting SAC

check the facts by
gl branch organizations

Steering group

Decision standard for product group

6.3 Monitoring of progress

The progress of the agreements’ reformulation activities
is monitored by the umbrella organisations as well as the
National Institute of Public Health.

At the start and completion (and sometimes mid-term) of
each agreement the umbrella organizations of the food
sectors ask their members to report the actual composition
of their products. Compliance with the working agreements
per product group and progress of improvements of product
composition is charted by the umbrella organizations. KHN
charts the effect of its policy and efforts using, for example,
market or trend studies. Publication of results is mainly via
infographics and/or factsheet without insight in the crude
data.

Product composition for salt, saturated fat and calorie
content (sugar and/or (saturated) fat) is monitored at
product level by the National Institute for Public Health and

the Environment (RIVM) from label type information. Analysis
data for product composition resulting from research
carried out by the Netherlands Food and Consumer Product
Safety Authority (NVWA) were part of the monitoring until
2017. The NVWA analysed salt contents of the same foods
from 2010. From 2018 onwards, the monitoring relies on
data from brand specific databases only. The brand specific
food database (Levensmiddelendatabank) constitute as
a basis for this. Companies are encouraged to make data
about their product composition available. In practice, this
means to seek agreement to use brand-specific databases
of major supermarkets (e.g. Albert Heijn and Jumbo) and
companies supplying data to general databases like GS1 and
Brandbank. In addition, it means checking the completeness
(e.g. are major brands included?) and/or quality (e.g. are the
data from the brand specific databases similar to actual
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nutrition values on the label and/or analytic results). These
aspects are still under development. Good quality data are
essential for a good analysis of salt, (saturated) fat and sugar
content in products. If there are developments that provide
opportunities for improvements and/or a simplification of
the monitoring of the progress made at product level, the
monitoring above may be modified to suit these.

6.4 Results of monitoring

Results on compliance to the agreements are shown
in tables 01-03. (Members of) branch organizations
use publicly available information as well as product
specifications collected within their sector. Results are yearly
communicated in the form of an infographic.?®

The monitoring of RIVM at the food level until 2017 included
chemical analytical information as provided by the NVWA.
The number of food groups with targets was 8 for salt, 3
for sugar and 3 for saturated fatty acid reduction. A (sector)
agreement usually includes different (targets for) food
subgroups. In 2016 compared to 2011, the measured salt
content in certain types of bread was on average 19 percent
lower and certain types of sauce, soup, canned vegetables
and legumes, and crisps had a 12 to 26 percent lower salt
content. Salt content as measured in other types of foods
did not change significantly. Reductions found were mainly
in food (sub)groups where sector agreements were made.
Sugar and saturated fatty acids contents did not change.®*

A Dutch adult consumes an average of 8.7 g of salt and 114
g of sugar.*? To assess potential results on daily intake level,
RIVM has performed a modelling study to estimate the effects
of full compliance with established agreements up to and
including 2016 on the daily salt (and sugar) intake compared
with the reference situation. The effects on the daily salt?®
and sugar intake*® was estimated, assuming stable food
consumption patterns. In addition, the additional impact
of sharpening of current agreements with 10%; and that
of obtaining comparable agreements in more foods or
food groups (with 10% reduction in each food group) were
estimated.

First, a list was made of all agreements in the food groups,
including the targeted reductions up and until 2016 (see
Annex, Tables 6.1-6.3). Food consumption was taken from
Dutch National Food Consumption Survey 2007-2010,
including adults aged 19-70 and sodium and sugar levels
for the reference situation from Dutch National Food
Composition Database 2011.% In the estimations, it was
assumed thatallfoodsin afood category with a certain target

6.5 Discussion

The challenges to achieve substantial healthier population
intakes of salt, energy - sugar, fatty acids composition
through food reformulations are huge both at the level of
governance of a food reformulation programme, target
setting, implementation and monitoring. A large number of

The above monitoring relates to food composition.
Monitoring of food consumption via the Dutch National
Food Consumption Survey (DNFC or in Dutch VCP) is carried
out every 5-10 years. This data is used in public health
impact calculations of certain interventions. In addition,
salt consumption is determined every 4-5 years based on
24-hour urine collection. The monitoring projects related to
food reformulation and carried out by the Institute of Public
Health are commissioned and financed by VWS.

arereformulated accordingly and dietary patterns, including
use of discretionary salt and sugar, remain constant. The
foods that were not part of the agreement were kept at the
same salt (sugar) contents as in the reference situation. Salt
and sugar intakes were calculated by multiplying individual
consumption and salt and sugar contents in the different
scenarios.

Results showed that if all products comply with the
established agreements up and until 2016, the daily salt
intake could reduce with 0.4 g.24 Sharpening of current
agreements with 10%”, could lead to a reduction of 0.7 g
per day and expanding of agreements to more food groups
(with 10% reduction) could result in a 1-gram reduction of
salt in total.* For sugar, with current agreements the sugar
intake could drop by 2 g (8 kcal) per day, sharpening current
agreements could reduce sugar intake with circa 5 g (20
kcal) per day. Expanding the agreements towards other food
groups would resultin an estimated reduction of 9 gram per
day (36 kcal).

In 2006, 2010 and 2015 salt intake in the Netherlands
was estimated using sodium measurements in 24h
urine collection among adults in the city Doetinchem.
This showed that the estimated salt intake remained
unchanged.?»?® Median estimated daily salt intakes in
2015 were 9.7g for men, and 7.4g for women. As in 2006
and 2010,%" the estimated salt intake in 2015 still exceeded
the recommended maximum intake of 6 g per day set by
the Dutch Health Council. To detect changes in salt intake
is necessary to ensure a large enough study population
to pick up the expected moderate changes in salt intakes.
Power calculations of our study showed that the study had
sufficient power to detect a reduction of at least 12% in
daily salt intake in the total population between 2006, 2010
and 2015 given the sample size in 2015 of 289 subjects.??
In order to detect smaller reductions (of 4-5%) in the mean
population intake of salt, which were more likely given the
current achievements in food reformulation, would have
needed a larger sampling size.

activities were undertaken in the Netherlands; a governance
structure was put in place in 2014 including a thorough
scientific evaluation of proposed ambitions set and a
monitoring system. This resulted in some successes e.g.
some foods show improved contents. However, at the daily

52 IMPROVING DIETARY INTAKE AND ACHIEVING FOOD PRODUCT IMPROVEMENT



intake level, this did not result yet in lower intakes, except
for TFA. At this moment (2019), part of the governance
structure (for the scientific assessment of the agreements
and alignment of target setting) is under revision and the
monitoring scheme recently changed towards a monitoring
of label type information. In addition, a new public-private
agreement was signed in 2018 focusing on activities to
reduce obesity prevalence?” After the Agreement on
Improving the Composition of Products (expires in 2020),
efforts to improve the product range will continue. Within
the National Prevention Agreement, a new national
product-improvement system will be started, which should
lead to a healthier food supply across all channels. Some
observations of the process which may have been of
importance for the results achieved are discussed below.

In the Agreement to Improve Product Composition 2014-
2020, consumer-facing objectives were set rather than
product-oriented goals to underline that a role for the
consumer remains. Most reformulation activities as well as
governance and scientific evaluation structure, however,
are aimed at the food composition goals. To reach current
salt intake reduction targets, salt content of all major salt
contributing foods needs to be lowered with 30-40%.%
To achieve the ambitious target of maximum daily intake
of 6g salt per day, salt reduction of foods alone is unlikely
to provide a solution, although it is a contributor. More
likely to be effective is a combination of strategies of food
reformulation with interventions to improve food choice
behaviour (e.g. more fruits and vegetables, less meat
products and cheese, choosing alternatives with lower salt
contents, reducingdiscretionary use of salt,and/orreduction
of portion sizes). This vision aligns with the initial consumer-
facing objectives, and may align with future sustainability
objectives (e.g. achieve lowering of GHG emission and water
inputs per kg food produced).

In the Netherlands, coherence between the systems for
food product improvement, to inform consumers about
healthy food choices can be improved, as the systems use
different product classifications, nutrients and criteria.
An independent commission recently recommended
developing a multistage system for product improvement
with  minimum standards for product composition for
certain nutrients e.g. salt, saturated fat, sugar, calories and
fibre for all foods on the market and or all sector members 2?
For the development of such a system, ex ante (preferred)
and ex post analyses can predict and/or evaluate the
potential impact of food reformulations proposed/needed
on e.g. salt/sugar intake. From the governance perspective,
anindependent scientific committee could play a larger role
in determining which products have priority, what changes
are needed/possible and establish maximum levels. To
increase this system’s chances of success it is important to
mobilize support by closely involving stakeholders such as
social organizations and industry. In addition, it isimportant
that criteria set by an independent party (established by
the central government) are regularly refined and aligned
with international developments.*® Finally, an independent
organization should monitor whether or not the products
meet the criteria, and legal or other sanctions could be used
to enforce compliance.

We know that a set of criteria alone is insufficient to improve
food composition. Producers must be constantlyencouraged
to steadily improve the composition of their products. It
is important to identify effective incentives, ranging from
legal or financial measures, use of criteria for procurement
in (semi) public sector, and in communication to the
consumer (for example via a new logo on the packaging).
With respect to implementation of the targets, participation
in the agreements (except for bread) is in the Netherlands
on a voluntary basis. For some sectors (e.g. the bread
sector) a “level playing field” of regulation might be needed,
while other sectors can work with voluntary commitments.
International food companies need a level playing field on
international level, as processed food is traded in several
countries. This means also the needs for criteria setting as
well as monitoring at the international level ** With respect
to the technical aspects of monitoring of the results on food
product level, recently a shift was made in the Netherlands
from (predominantly) using data from chemical analyses (by
the NVWA/branches) to predominantly using data from food
composition databases compiled of data from industry. The
original aim of these databases is use in logistics for (online)
sales. Duetonew EUregulation,* nutrientdata arebecoming
more widely available. The shift towards monitoring based
on these databases leads to greater availability of nutrient
data. However, data quality is less certain compared to
data from chemical analyses. These aspects are taken into
consideration into future development of the food product
monitoring in the Netherlands.

Recent reviews assessed the effectiveness of different
types of population-level interventions implemented
by governments for dietary salt reduction?®3*?  The
most promising programmes are those based on a
multi-component approach, in which the incorporated
initiatives are of a structural nature (such as food product
reformulation or the availability of low-salt foods via public
procurement). According to a systematic review of salt
reduction initiatives until February 2016, 75 countries have a
national salt reduction strategy.**** The countries observing
a statistically significant decrease in average salt intake salt
at population level included a multicomponent approach
with industry engagement to reformulate products (n =
61), establishment of salt content targets for foods (n=39),
consumer education (n=71), FOP labelling schemes (n=31),
taxation on high-salt foods (n=3) and/or interventions in
public institutions (n=54).3*

Until now, only a limited number of countries observed
significant decreased salt intakes at the population level **
The significant decrease per day ranged from -1.15 (95% Cl
-1.69 to 0-.61) gram/day in Finland, -0.9 g/day in the United
Kingdom (United Kingdom) 37 to -0.35 (95%Cl -0.52 to
-0.18) gram/day in Ireland.?® The countries with successful
salt reductions at the population level started at relatively
high levels 11.8 g/day in Finland and 9.5 gram per day in
United Kingdom compared to 8.7 gram/day in 2006 in the
Netherlands. In line with our results, several countries for
example Austria and Switzerland did not show a statistically
significant change in salt intake (g/day) from pre- to post-
intervention.?®
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6.6 Conclusion

In the Netherlands, various activities have been undertaken
aimed at improving the composition of food products.
Activities from the private sector with the industries involved
for TFA and currently in the Agreement to improve Food
Product Composition, a public-private partnership for
reduction of salt, sugar and SFA. Although some foods show
improved contents, at the daily intake level improvements
are not (yet) visible, except for TFA. Changes in the working
procedure of the scientific committee are made as well
as the monitoring of the National Agreement to Improve
Product Composition, which is into force until the end of
2020. In addition, a new 2018 public-private agreement on
Prevention was signed focussing on activities to reduce
obesity. Activities to improve and monitor food product
composition will continue.
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Table A6.1. Food groups with agreements on salt content (until mid-2018)

Product group

Bread and cereal
products

Meat (preparations),
eggs, fish and meat
replacements

Cheese (including
surrogate and cheese
products)

Soups

Food with salt targets (average % reduction)

Agreed maximum

content(s) (g/100 g)

Period
agreement

Evaluation
by scientific
committee

Monitoring
sector

Monitoring
RIVM

1.78%
('‘Warenwetbesluit
) . o - Not Meel en Brood.
B} _ _ 1409 0 _ -190422
White-, brown-, wholegrain-, multigrain (-14%) 1.8% 2010-2013 ovaluated™ Beschikbaar op 19%
http://wetten.
overheid.nl.)
Savoury breads: Snack sausage roll with bread dough pastry - o
(12.7%), snack sausage roll puff pastry (-4%), cheese pasty with | 1.5;1.65; 1.5 O[04 200D Nt ETmIoens NA NA
01/10/2019 enough
puff pastry (-7.1%)
-21%
B . Cold cuts: -21% to+5% (NS)
-1094)" _
ng Coust;ﬁ rlaovv/os)hi)nkgelg/zrﬁsj ed composed preparec, 2.5-2.8:2.4:2.3-32 82@812 Sﬁgjmhb'“ous salt(CBL, FNLI, and | depending
P & NZO 2016) on
category%?*
01/01/2017-
Meat preparations (-10%): meat balls (raw), sausages (raw), 1.75; 1.55;1.10; 1.28; 31/12/2018 Not ambitious
seasoned chipped meat (raw), filled meat (raw), chicken 1.29;1.43 (raw), 2.19 (01/01/2018- enoush NA NA
(cooked/ breaded), hamburgers (raw/cooked) (cooked) 01/07/2019 for &
hamburgers)
. =~ [0)
Fmirer msages L1000, ookt exvsmgen (390 ogouts | SeCaEeementcold | 03/2016- | Notambitous |, A
-10%) & o EES o7l Tag cuts; 1.90;2.23;1.00 | 1/06/2018 enough
Meat products/preserved meats: smoked sausage (-15%) Sr?éj;bltlous NA NA
Gouda cheese 48+ (-10%) NA 2006-2010 Not evaluated™ |-14% (NZO 2016b) | NA
2010-
2109 * | _g0 110 22
Gouda cheese 48+ (-10%) NA 31/12/2015 Not evaluated 8% (NZO 2016b) 11%(NS)
o ) 01/01/2015- Not ambitious
_ 0, _Q0/,22
Soups sold as liquid and instant prepared (-10%) 0.875g/100g 30/06/2016 enough NA 9%
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-1% (NS),

Savoury snacks

Ready-to-eat meals

Curry
. ketchup,
ST Sauces: ketchup (-10%), curry (-5%), pasta sauces (-5%) 2.15;1.975; 1.275 01/01/2015= | Notambitious |, -41%,
30/06/2016 enough
Ketchup,
-15%, Pasta
sauces
Savoury snacks: potato crisps (natural -7%/flavoured-9%), é‘li?/c()zigégall)ézlodg 10 01/03/2016- Not ambitious NA NA
stackable crisps, coated nuts (-12%), mixed nuts (-15%) 120 T 131/12/2018 enough
01-01-2017-31-
12-2018 (31-12-
Italian meals: pasta meals with sauce based on cheese (-10%), 2019 for lasagne Not ambitious
pasta meals with sauce of tomato or other (-10%), lasagne 0.675; 0.675; 0.850; and oriental NA NA
, enough
(-10%) meals with
sauce based on
soy sauce)
Oriental meals: meals based on one starch component, meals
based on multiple starch component with sauce based on fat ) )
or tomato (-10%), meals with multiple starch component with 1.01;0.863;0.88>
sauce based on soy sauce (-10%)
_)504)-
Processed/canned vegetables and pulses (-25%): peas 0.38; 0.38; 0.45: 0.38: ) 950 1o
and/or carrots, corn, French/runner beans, broad beans, 2011 Not evaluated™ | NA -
. . 0.45;0.5; 0.5 -42%
champignons, composes recipes, pulses
Peas and/or carrots (-15%), corn (-25-29%), French/runner ) ) , 05/06/2017- Reasonably
VE-LELEEERLEIIEENY beans (-24%), broad beans (-19%) 032,025,034, 0.30 09/2018 ambitious NA NA
Mushrooms (-33%), cabbage red and cabbage red with apple
(-43%), beetroot (-50%), single legumes (-50%), white beans 0.30; 0.40; 0.30; 0.30; 11/2017- Reasonably NA NA
in tomato sauce (-35%), brown beans in tomato sauce (-20%), | 0.70; 0.40; 0.55 11/2018 ambitious

other mixed legume recipes (-39%)

* The percentages in this column represent the aimed reduction in average salt content, as mentioned in the agreements. For bread, processed vegetables and pulses, stackable chips and

soups the percentage salt reduction is derived in another way, for example based on the percentage reduction in maximum content or observations in other studies.

** The maximum 1.8% salt (based on dry matter), with average bread moisture content 64% which is around 1.15 gram salt per 100g bread.

*kk

These agreements preceded the Agreement.
NA: not available
NS: not significant
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Table A6.2. Food groups with agreements on (added) sugar content (until mid-2018)

Monitoring
RIVM

Food with sugar targets (average % Agreed maximum Period Evaluation by
reduction) level(s) (g/100g) agreement scientific committee

Product group Monitoring sector

) ) ) NA (-20% calorie reduc-
Soft drinks, including sports- and energy NA 2015 Could not be evaluated | tion)(Nederlandse vereni- | No change™*

Soft drinks
. T . .
drinks and syrups (-10% calorie reduction) 31/12/2020 ging Frisdranken 2018)

Dairy desserts with added sugar (-5% added
VHUQEIRL IS SRR sugar /-3% total sugar): Yoghurt and fromage | 11.6; 6.3 (basis), 9.4 (spe- | 01/01/2015-

PERLSLEREL RN BN frais, custards (basic and specialties), pud- cialty’s); 18.2; 8.0 31/12/2017 S ani Bl s enoLigl [, (20 20 o chznge
dings and mousse, dairy drinks
Processed vegetables and pulses (-100%): 0 (added sugar) 83{2&%017_ Reasonably ambitious NA NA
Peas, and/or carrots, peas, legumes
Processed vegetables: 0:6.5,9.7,58,0,46; L.L; 1 11-2017= Reasonably ambitious | NA NA

3.9; 15 (basic), 4 (extra) 11-2018

Mushrooms, cabbage red (-35%), cabbage red
with apple (-33%), beetroot (-24%), single le-
gumes (-100%), white beans in tomato sauce
(-16%), brown beans in tomato sauce (-50%),
other mixed legume recipes(-29%), apple
sauce (basic -21% and extra -50%)

*Food products for which there are no agreements yet and of which the sugar content can be adapted.

“* This is another type of agreement, not only focused on reformulation, but also stimulating shift to lower-caloric beverages and smaller portion sizes. Only sugar contents of sugar-sweetened
products were monitored, market volume information was not available.
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Table A6.3. Food groups with agreements on (added) saturated fat content (until mid-2018)

Product erou Food with sugar targets (average % Agreed maximum Period Evaluation by Monitoring sector Monitoring
group reduction) level(s) (g/100g) agreement scientific committee g RIVM
NA (-20% calorie
. Soft drinks, including sports- and energy drinks and 2015- reduction) s
Soft drinks syrups (-10% calorie reduction) NA 31/12/2020 Could not be evaluated (Nederlandse vereniging No change
Frisdranken 2018)
Dairy desserts with added sugar (-5% added sugar /
VHIQCIEE A SR N -3% total sugar): Yoghurt and fromage frais, custards | 11.6; 6.3 (basis), 9.4 01/01/2015- .
CLELVELERLL BN BV (basic and specialties), puddings and mousse, dairy | (specialty’s); 18.2;8.0 | 31/12/2017 MettmipifiotsEmo N, (NI 20LeR) No @i
drinks
Processed vegetables and pulses (-100%): 0 (added sugar) 8;{25@0177 Reasonably ambitious NA NA
Peas, and/or carrots, peas, legumes
0;6.5;9.7,5.8;0; 4.6; 11-2017-
Processed vegetables: 1.1;3.9; 15 (basic), 4 Reasonably ambitious NA NA
(extra) 11-2018

Mushrooms, cabbage red (-35%), cabbage red

with apple (-33%), beetroot (-24%), single legumes
(-100%), white beans in tomato sauce (-16%), brown
beans in tomato sauce (-50%), other mixed legume
recipes(-29%), apple sauce (basic -21% and extra
-50%)
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