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Abstract

 

Obesity as a major public health and economic problem has risen to the top of
policy and programme agendas in many countries, with prevention of childhood
obesity providing a particularly compelling mandate for action. There is wide-
spread agreement that action is needed urgently, that it should be comprehensive
and sustained, and that it should be evidence-based. While policy and programme
funding decisions are inevitably subject to a variety of historical, social, and
political influences, a framework for defining their evidence base is needed. This
paper describes the development of an evidence-based, decision-making frame-
work that is particularly relevant to obesity prevention. Building upon existing
work within the fields of public health and health promotion, the Prevention
Group of the International Obesity Task Force (IOTF) developed a set of key
issues and evidence requirements for obesity prevention. These were presented
and discussed at an IOTF workshop in April 2004 and were then further devel-
oped into a practical framework. The framework is defined by five key policy and
programme issues that form the basis of the framework. These are: (i) building a
case for action on obesity; (ii) identifying contributing factors and points of
intervention; (iii) defining the opportunities for action; (iv)evaluating potential
interventions; and (v) selecting a portfolio of specific policies, programmes, and
actions. Each issue has a different set of evidence requirements and analytical
outputs to support policy and programme decision-making. Issue 4 was identified
as currently the most problematic because of the relative lack of efficacy and
effectiveness studies. Compared with clinical decision-making where the evidence
base is dominated by randomized controlled trials with high internal validity, the
evidence base for obesity prevention needs many different types of evidence and
often needs the informed opinions of stakeholders to ensure external validity and
contextual relevance.
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Introduction

 

Obesity is a major public health and economic problem of
global significance because it is highly prevalent, it is rap-
idly increasing, and it is associated with a wide range of
chronic conditions such as diabetes, hypertension, car-
diovascular disease, and certain cancers (1,2). It greatly

reduces both length and quality of life and may be
approaching cigarette smoking as the major preventable
cause of mortality in countries like the United States (3,4).
Obesity also places enormous financial burdens on govern-
ments and individuals and accounts for up to 6% of total
healthcare expenditure in some developed countries (5).
The mounting concern about obesity and increased aware-
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ness of the need for societal-level action on obesity preven-
tion are reflected in the outpouring of related reports from
national governments (6–10) and international agencies
and organizations (1,2,11) as well as a striking escalation
of media attention to the topic (12).

It is now well accepted that the causal pathways driving
the increases in obesity prevalence involve societal and
environmental changes laid onto the underlying, but rela-
tively stable, genetic and behavioural susceptibility among
individuals (2). However, although it is clear that remedies
will need to involve policies and programmes that change
the relevant societal and environmental drivers in a direc-
tion that promotes healthy population weights, the ways
to do this are not straightforward. The processes influenc-
ing food intake and physical activity are fundamental, com-
plex, and dynamic. Furthermore, there are as yet no models
to follow because no country has yet developed and imple-
mented a coherent programme of action to prevent further
weight gain in the population and to manage its current
obesity burden.

Although considerable work has been done to assess the
burden of obesity (13,14), its major determinants (1), and
potential interventions (1,15), debate continues on the
most appropriate set of specific actions that should be
undertaken and the expected outcomes of those interven-
tions. There is a clear need to develop a framework for
systematically describing and guiding decision-making in
obesity prevention that recognizes both the value and the
limitations of existing evidence and integrates other key
considerations in determining action on obesity.

 

The need for informed decisions and initiatives

 

Rychetnik and colleagues have noted that ‘evidence-based
public health action is . . . often inhibited by a mismatch
between the magnitude and importance of a public health
problem, and the adequacy of evidence on potential inter-
ventions to address the problem’ (16). The rapid increase
in the rates of obesity and the spontaneous initiation of
preventive actions create a challenge for establishing an
evidence base. The urgency to put solutions into place may
appear to preclude opportunities to gather a 

 

priori

 

 evidence
of effectiveness of interventions. Some programmes and
policies proposed by health and nutrition experts based on
public health principles may seem idealistic and expensive
and may also trigger opposition from vested interests (17)
who demand proof of effectiveness before interventions
(especially regulatory measures) are instituted.

Courses of action taken to prevent obesity should be
evidence-based and this means using the ‘best evidence
available’, as distinct from the ‘best evidence possible’ (18).
However, as well as a dearth of evidence available on
obesity prevention (19) compared with treatment, there are
also some fundamental differences between public health/

prevention and clinical medicine/treatment (16). Public
health or prevention usually involves such actions as poli-
cies and programmes orientated towards whole popula-
tions, interventions in institutional processes and personal
behaviours in the society at large, and social marketing that
reaches diverse population segments. The impact of preven-
tive approaches may be visible only indirectly (e.g. policy
or environmental changes) or gradually (e.g. small incre-
mental changes in average population behaviours or health
indicators), whereas uptake and effects of therapeutic inter-
ventions can be assessed more readily from measurements
of individuals or clinical populations (20).

Recommendations for population level changes in com-
plex systems (incorporating policies, programmes, behav-
iours, environments, and community norms) require an
inclusive framework for information-gathering and inter-
pretation. In this sense, the term ‘evidence-based’ – a term
now quite familiar to health professionals and policy mak-
ers – has become somewhat problematic because (i) it tends
to be understood as referring only to frameworks used in
‘evidence-based medicine’ (EBM), which heavily weight
internal validity as the defining characteristic of evidence
(21); and (ii) it largely ignores, and therefore devalues, the
importance of external validity as well as a host of addi-
tional social, political, and commercial considerations that
actually drive decision-making on policies and programmes
(16,21).

 

Broadening the evidence base

 

Evidence-based medicine has its origins in a medical treat-
ment paradigm that becomes very limiting when applied
outside the domain of clinical decision-making (21). EBM
uses systematic evaluations of potential interventions, with
close attention to the quality and quantity of research
studies, to improve clinical decision-making. Contextual
factors, such as patient characteristics and access to
services are incorporated into decision-making ‘at the bed-
side’. For similar improvements in public health decision-
making to occur, the systematic evaluation of research on
potential interventions and the contextual factors, such as
acceptability to stakeholders and implementation con-
straints, need to be considered together. This means that
the EBM-type criteria are too narrow for public health
purposes. For example, the EBM focus on protecting inter-
nal validity leads to adoption of randomized controlled
trials (RCT) as the optimal quality standard, with the con-
sequent stigmatization of any other type of evidence as less
rigorous (meaning too susceptible to potential internal
bias) and therefore less worthwhile (21). However, for
public health purposes, RCT evidence is often inappropri-
ate, unachievable, or irrelevant because the RCT require-
ment to manipulate a single or limited set of variables may
be too artificial or unrealistic for the complex systems
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affecting population health. Ongoing societal processes are
rarely subject to experimental manipulation. When inter-
ventions are implemented in the general population, the
level of control on potential confounding variables is often
minimal.

Leaders in population health have been exploring how
to apply the inherent strengths of an evidence-based
approach to public health (16,20–29). Although these
reviews vary in their focus, a consistent theme is that evi-
dence-based public health or policy cannot be approached
simply as either ‘watered-down’ or ‘scaled-up’ versions of
EBM.  Evidence-based  public  health  incorporates  many
of the same concepts of rigor and attention to threats to
internal validity, but also expands evidence considerations
to explicitly address issues of contextual and policy rele-
vance, implementation, and sustainability. Evidence of
effectiveness is not sufficient by itself to guide appropriate
decision-making (30), and true evidence-based policy-
making is probably quite rare (31). Therefore, getting the
process right and engaging decision-makers from the start
moves towards ‘practice-based evidence’ (31) which is
more relevant than the classical ‘evidence-based practice’
because an obesity prevention plan based only on the lim-
ited published trials available would patchy and probably
ineffective.

Additional tools can contribute to the appropriate evi-
dence base for public health decision-making. For example,
logic models and theory can provide support for likely
pathways of change between interventions and short- or
long-term outcomes and mathematical modelling can pro-
vide estimates of the strengths of the relationships.

Hawe and Shiell developed the ‘portfolio approach’ to
health promotion as a way to maintain health promotion
momentum without having complete evidence about the
effectiveness of interventions (32). This approach allows
the selection of interventions to be based on the best avail-
able evidence whilst not excluding untried but promising
strategies. This has particular appeal for the selection of
the best options for the prevention of obesity.

The portfolio approach is based on the principles of
financial planning, where the focus is on returning maxi-
mum financial yield on the investment of resources. Ideal
investor portfolios contain a mix of low-risk assets with
small to moderate return (e.g. bonds) through to high-risk
but high-potential return assets (e.g. speculative stock). The
same concept can be applied to decision-making about
investments in health promotion actions to address obesity
prevention. In health promotion, return is measured in
terms of health gains and non-health outcomes instead of
financial terms. Risk relates to the consistency of the impact
of such a programme demonstrated by evaluated trials or
by indications of its likely efficacy. Thus intensive interven-
tions within small groups or individuals might be low-risk,
as they consistently result in changes in behaviour and

other outcomes. However, the overall return may only be
small to moderate as the effect of the intervention may be
small and result in only a slight impact on the health status
of the community as a whole. The process for assessing and
weighing up potential gains and risks allows the adoption
of a mix of interventions, or a portfolio, to balance the
risks.

 

The need for a specific obesity prevention, 
decision-making framework

 

Obesity policy and research groups have identified the need
to develop a specific framework to guide the development
of policy and programmes to tackle the obesity epidemic
using the best available information and evidence. In
response, the International Obesity Task Force (IOTF)
established a project to help define the key questions in
relation to the development of obesity prevention policy
and the types of evidence needed to answer them. This led
to the development of a proposed obesity prevention deci-
sion-making framework which was further refined by a
process of consultation.

A decision-making framework has two primary func-
tions. First, it is a quality assurance tool, which formalizes
decision-making as a consistent process with identifiable
steps. The process is explicit and transparent and enables
the identification of the different forms of evidence that
inform decision-making at the different stages of the pro-
cess. Second, it helps to identify the important principles
and values that guide decision-making because they will
vary across different situations and populations and there-
fore need to be addressed as an integral part of the decision-
making process. A framework also helps identify areas
where research is needed to create the evidence to inform
decision-making.

 

Review of existing evidence-based public health 
frameworks

 

To develop the framework, the authors engaged in three
overlapping processes: (i) an ongoing review of a variety of
published conceptualizations and frameworks related to
the use of evidence in prevention science, health promotion,
and public health (22–27); (ii) identification of key ques-
tions and considerations that drive population-focused
obesity prevention initiatives and reflection on the types of
evidence needed to provide answers or inform decision-
making; (iii) formal and informal discussions with col-
leagues working  in  obesity  prevention  or  related  fields
on the framework and potential forms that it might take.
Some frameworks for policy-making were also examined,
although most of the relevance to policy was obtained
through direct interactions with individuals involved in the
policy process at organizational and governmental levels.
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The development of this framework has been greatly facil-
itated by the prior and current involvement of the authors
and other IOTF members in consultations or consensus
activities in several countries and with international orga-
nizations where public health evidence issues in general, or
obesity prevention specifically, were addressed. Reference
to presentations and discussions at scientific meetings also
informed the development of the framework.

The literature review identified a number of guidelines
or frameworks for translating the available evidence into
public health action (23,25,33–35). These frameworks
were generally more recent and more tentative than in
those of EBM where a substantial consensus has been
developed. The framework proposed here has many com-
monalties with the above approaches, but has been specif-
ically tailored towards obesity prevention. It is not intended
that this framework replace established tools for health
promotion planning, implementation, and evaluation
(22,23,36,37). Rather, it has been designed to provide a
platform for integrating established tools into a coherent
and comprehensive approach for guiding the development
of programmes of action that are specific to obesity pre-
vention.

 

Drafting the framework

 

A preliminary framework was drafted around five key
questions for which available evidence could sensibly
inform decisions on obesity prevention policies and pro-
grammes at the population level: Why should we do some-
thing about obesity? What and who should we target? How
and where should we intervene? Specifically, what could we
do? Specifically, what should we do? These questions cor-
responded, respectively, to five issues of the obesity preven-
tion process: (i) building a case for action on obesity, (ii)
identifying contributing factors and points of intervention,
(iii) defining the range of opportunities for action, (iv)
evaluating potential interventions, and (v) selecting a port-
folio of specific policies, programmes and actions. The
types of evidence and information available were consid-
ered in relation to which ones would be potentially relevant
to addressing each of the questions. The types of outputs
to be obtained from considering the available evidence in
relation to each stage were highlighted.

 

Types of ‘admissible’ evidence

 

Evidence can be considered in its broad sense to be a body
of facts, information, or data that provides a level of cer-
tainty that a proposition is true or valid (16). Contextual
and organizational information as well as informed opin-
ion may also be considered important components of
‘admissible’ evidence (38). Drawing evidence-based conclu-
sions means knowing and applying processes of selecting

and evaluating information and data, whilst recognizing
that there is often not sufficient information to draw defi-
nite conclusions.

Evidence can be grouped in a variety of ways (16,28,33).
For the purposes of addressing the questions on obesity
prevention, it was broadly grouped into observational,
experimental, extrapolated, and experience-based sources
of evidence and information (Table 1). No hierarchy of
evidence quality is offered for these types of evidence
because their intrinsic strengths and weaknesses play out
differently in each of the different questions posed for
obesity prevention. The RCT therefore sits alongside other
forms of evidence and each is judged on its ability to
contribute to answering the question at hand.

 

Consultation and critique

 

This preliminary framework was presented at an IOTF
workshop convened in Melbourne, Australia on 26 April
2004 just prior to the World Conference on Health Promo-
tion and Health Education. The participants included 10
invited international experts and about 60 other workshop
delegates from a wide variety of policy, programme, and
research backgrounds. The objective of the workshop was
to consider and critique the proposed framework and pro-
cess for incorporating available evidence into recommen-
dations for comprehensive action on obesity prevention. To
provide participants with a common background prior to
their review and critique of the preliminary framework, the
following formal presentations were made: the IOTF expe-
rience of what governments and policy makers are asking
for with respect to evidence on obesity prevention; what
can be learned from examining ways in which evidence of
various types has contributed to addressing other social or
public health-related challenges (such as tobacco, automo-
tive safety, drug abuse, breastfeeding promotion); evidence
issues related to the World Health Organization (WHO)
Global Strategy; ways that policy-makers generally use evi-
dence; how to move recommendations through the policy
process; and insights from the evidence-assessment pro-
cesses used in the US Centers for Disease Control Guide to
Community Preventive Services (23), the Assessment of
Cost-Effectiveness Analyses (39), and Cochrane systematic
reviews.

The framework was then evolved by the authors in
response to the feedback from the workshop, further ref-
erence to the literature, and consultation with the IOTF
leadership. The two primary modifications were: (i) the
concept of ‘stages’ was changed to one of ‘issues’ to avoid
implying a necessarily sequential or unidirectional progres-
sion and also to acknowledge the highly iterative nature of
information gathering; and (ii) making explicit the poten-
tial policy relevance of information and outputs related to
each objective.
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Proposed framework

 

The proposed framework for evidence-based obesity pre-
vention is shown in Table 2. Although the progress of pub-
lic health decision-making is increasingly required to be
more evidence-based, transparent, and explicit, the reality
is also that many of the decisions made about policies and
programmes are driven by historical, economic, and polit-
ical considerations (34). Also, as noted in the description
of the approach, the questions in the framework need not
be sequential although the issues are numbered for ease of
reference. It is likely that all of the questions posed will
need to be addressed at some point in time for any com-
prehensive obesity prevention initiative. Indeed, evidence
for all of them tends to accumulate concurrently and the
timing for a systematic review of any one of the questions
is probably largely opportunistic. Also, the outputs from
one issue inform the others adding to the iterative nature
of the process.

 

Issue I – building a case for action on obesity

 

‘Why should we do something about obesity?’ is a common
early question and the answers are often used to lift the

problem of obesity up the agenda. The question is usually
answered by showing the current and predicted contribu-
tion of overweight and obesity to reductions in health
expectancy and the potential gains in health outcomes that
could be expected from reductions in obesity prevalence.
The evidence contributing to these analyses include the
prevalence and secular trends in obesity (and variations
between population subgroups), the relationships with key
disease states and quality of life, and economic analyses.
The population burden of obesity is often described in
terms of costs, years of life lost, disability-adjusted life
years lost, or other similar measures (13). The models used
for the assessments of burden are becoming increasingly
sophisticated (13,14,40) and substantial information and
informed opinion is needed to back up the key modelling
assumptions.

The high and increasing burden of overweight and obe-
sity has been reasonably well described for adults, although
with better data (e.g. better prevalence and relative risk
estimates) and more sophisticated modelling techniques
this will continue to improve. Such modelling could also
help to disentangle the burden of obesity independent of
physical fitness (41), socioeconomic status (42), and other

 

Table 1

 

Description of types of evidence and information relevant to obesity prevention

Type of evidence or information Description

Observational
Observational epidemiology Epidemiological studies that do not involve interventions but may involve comparisons of exposed and non-

exposed individuals, e.g. cross-sectional, case-control, or cohort studies
Monitoring and surveillance Population-level data that are collected on a regular basis to provide time series information, e.g. mortality and 

morbidity rates, food supply data, car and TV ownership, birth weights and infant anthropometry

Experimental
Experimental studies Intervention studies where the investigator has control over the allocations and/or timings of interventions, e.g. 

randomized controlled trials, or non-randomized trials in individuals, settings, or whole communities
Programme/policy evaluation Assessment of whether a programme or policy meets both its overall aims (outcome) and specific objectives 

(impacts) and how the inputs and implementation experiences resulted in those changes (process)

Extrapolated
Effectiveness analyses Modelled estimates of the likely effectiveness of an intervention that incorporate data or estimates of the 

programme efficacy, programme uptake, and (for population effectiveness) population reach
Economic analyses Modelled estimates that incorporate costs (and benefits), e.g. intervention costs, cost-effectiveness, or cost-utility
Indirect (or assumed) evidence Information that strongly suggests that the evidence exists, e.g. a high and continued investment in food 

advertising is indirect evidence that there is positive (but proprietary) evidence that the food advertising increases 
the sales of those products and/or product categories

Experience
Parallel evidence Evidence of intervention effectiveness for another public health issue using similar strategies, e.g. the role of 

social marketing or policies or curriculum programmes or financial factors on changing health-related behaviours 
such as smoking, speeding, sun exposure, or dietary intake. It also includes evidence about the effectiveness 
of multiple strategies to influence behaviours in a sustainable way, e.g. health-promoting schools approach, 
comprehensive tobacco control programmes, or co-ordinated road toll reduction campaigns.

Theory and programme logic The rationale and described pathways of effect based on theory and experience, e.g. linking changes in policy 
to changes in behaviours and energy balance, or ascribing higher levels of certainty of effect with policy 
strategies like regulation and pricing compared with other strategies such as education

Informed opinion The considered opinion of experts in a particular field, e.g. scientists able to peer review and interpret the 
scientific literature, or practitioners, stakeholders, and policy-makers able to inform judgements on 
implementation issues and modelling assumptions (incorporates ‘expert’ and ‘lay knowledge’)
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potential confounders if such analyses have policy and
programme relevance. Substantial evidence gaps remain on
the burden of childhood and adolescent obesity, the indirect
and intangible costs for adults and children, and the differ-
ential risk burdens across subpopulations.

 

Issue II – identifying contributing factors and points 
of intervention

 

An understanding of the causative and protective factors
for weight gain provides clear leads for interventions. The
evidence also provides some assessment of the level of
certainty that a particular factor (e.g. behaviour, environ-
mental influence, type of food, nutrient) is a significant
determinant or correlate of obesity. Ideally, quality experi-
mental studies would be available to provide a high level
of confidence in the aetiological relationship, but often only
observational studies, with their higher likelihood of con-
founding or bias, are available. Reviews of the determi-
nants, such as the WHO Report on Diet Nutrition and the
Prevention of Chronic Diseases (1), have generally found
that the amount of evidence and level of consensus around
determinants of weight gain is reasonably high for behav-
ioural factors (such as low levels of physical activity and
high intakes of energy-dense foods), and some food supply
factors (such as fibre content, fat content). The evidence
around some potential determinants such as breastfeeding
and glycaemic index of foods is less certain. There is less
evidence available in relation to environmental factors,
although there is reasonable consensus that certain aspects
of the environment are both important and modifiable (15).
Examples include the built environment, television adver-
tising of food to young children, parental and family fac-
tors, and the school environment.

The concept of ‘indirect evidence’ is important for this
objective, particularly in relation to the influence of food
marketing strategies on the food consumption of young
children. The evidence that young children respond to
particular marketing strategies has been widely collected
through focus groups with children and through monitor-
ing the impact on product sales of marketing campaigns
that are targeted at young children. Unfortunately, this
evidence is proprietary to the food companies conducting
this research. However, the continued high financial invest-
ment in those marketing campaigns is ‘indirect evidence’
that marketing energy-dense foods and beverages to young
children does increase their consumption of those products.

After describing the key determinants of obesity, it is
important to identify who and what to target at. Not all
the determinants of obesity can be addressed directly by
public health action and some (such as improved economic
status and changing occupational structures) may be
deemed beyond the scope of present action. In addition, it
is important to determine which should be the priority

subpopulations to focus intervention efforts in. A common
consensus is that the priority target populations for inter-
ventions should be children, adolescents and their families
as well as high-risk adults (1).

 

Issue III – defining the range of opportunities for 
action

 

Often after awareness has been raised about the need for
action, the question arises about: ‘How and where can we
intervene?’ To answer this question, evidence and informa-
tion is needed to help formulate a framework with strate-
gies that comprehensively capture all the appropriate
opportunities for action. The most useful forms of evidence
and information for this issue are: successful strategies and
approaches from other epidemics such as tobacco control,
injury prevention, skin cancer prevention (‘parallel evi-
dence’); information about existing health promotion plans
and programmes (such as Health Promoting Schools); pro-
gramme logic and theory; and informed opinion.

The output for this stage is often a comprehensive plan
of action that identifies the broad range of opportunities
for intervention. It often builds on previous experiences in
controlling epidemics (43) and incorporates existing
knowledge and activities and recognizes current policies,
systems, capacities, awareness, and will to change. Such a
framework for action should ensure that all the main
implementation areas (i.e. appropriate settings and sectors)
and support actions (e.g. monitoring, capacity building,
research, and social marketing) are included and that the
main strategy options (e.g. policies, curriculum, parent sup-
port, regulations) are identified. It is important that this
broad action plan clearly identifies the appropriate policy
context for obesity prevention – is it a stand-alone obesity
prevention plan (8), is it part of a non-communicable dis-
eases reduction plan (44), or a nutrition and physical activ-
ity plan of action (10) or part of a Healthy Cities or
Healthy Islands framework? This process may also involve
setting targets for population nutrient or food intakes, lev-
els of physical activity or inactivity and obesity prevalence.

 

Issue IV – evaluating potential interventions

 

This addresses the need to define specific, concrete inter-
ventions and to determine how effective and cost-effective
such interventions are likely to be. Evidence needs to be
collected to inform estimates of the relative population
impact (with levels of uncertainty) and costs for the inter-
ventions so that the most promising ones can be considered
for implementation. These technical analyses use evidence
and information from a variety of sources. Tightly evalu-
ated and costed intervention studies in real world settings
are, of course, the ideal source of evidence but for obesity
prevention such studies are unfortunately rare. Estimates
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of the likely effectiveness of some interventions can poten-
tially be modelled using data from experimental and
observational studies, and programme evaluations (45).
However, the development of this effectiveness modelling
is at an early stage and, together with the lack of empirical
data, makes this issue the most difficult to address.

The outputs would include the descriptions of specific
programmes (e.g. curriculum for reducing television view-
ing), policies(e.g. regulations on food marketing to young
children), or other actions (e.g. implementing specific active
transport programmes) that could be undertaken to pre-
vent unhealthy weight gain. Where possible, these would
include some description of the efficacy, and likely reach
and uptake to allow estimates of the effectiveness and cost-
effectiveness of the proposed intervention on preventing
unhealthy weight gain. Some actions may be considered
supporting actions which are considered essential but, by
themselves, may not directly influence behaviours. Exam-
ples of such supporting actions would be capacity building
and workforce training, monitoring and surveillance, and
research and programme evaluation (such as for demon-
stration programmes). Concentrating resources on one or
several demonstration projects is a valuable approach to
build the evidence and experience needed to run pro-
grammes across national populations. Social marketing
programmes could also be considered in this category
because the role of social marketing is more appropriate
for setting the agenda, providing information and motiva-
tion, and changing perceptions and intentions rather than
changing behaviours (46).

By using the principles of the ‘portfolio approach’ to
health promotion planning discussed earlier, it may be pos-
sible to classify interventions within a matrix based on the
estimated population impact (judged by effectiveness or
cost-effectiveness) and the level of certainty around those
estimates. Such a process would allow interventions to be
assigned a level of ‘promise’ (high, medium, or low prom-
ise) based on their classification within this matrix
(Table 3). This would ensure that interventions that have a
high potential population impact but have less certainty of
outcome (because of the difficulty to collecting such evi-
dence or the lack of previous programmes that have been
adequately evaluated) are not rejected at this point in plan-
ning. It is also important to recognize that effective action
on obesity will not be achieved by a single intervention.
Therefore, a set of interventions that individually produce
only a modest effect on energy balance may make an
important contribution when combined as part of a
broader programme of action.

To classify interventions on their level of ‘promise’ will
require a judgement on the quality of available evidence
and an estimation of population impact by considering the
likely efficacy of an intervention as well as its reach (the
proportion of relevant settings in which the policy or pro-

gramme is instituted) and adoption (the uptake by indi-
viduals in the settings) (22). For example, a range of
interventions conducted in schools such as programmes to
reduce television viewing (47) or reduce soft drink con-
sumption (48) and multi-strategy school interventions (49)
have been implemented as controlled trails and have pro-
duced positive outcomes in terms of weight status. It is
possible to make judgements about the relative ‘promise’
of these programmes because there is some efficacy evi-
dence and the reach and adoption can be estimated
(especially for curriculum-based interventions). Thus the
potential population impact might be assessed as moderate
to high. The certainty of evidence is less clear as the number
of studies has been small but the quality of evidence pro-
vided by rigorous experimental design is good and there is
obvious programme logic. Thus with moderate ratings for
population impact and certainty of evidence such interven-
tions may be classified in the ‘promising’ category
(Table 3).

Other potential interventions may require additional
data and modelling to allow a judgement to be made on
their level of promise. For example, active transport to
school could be selected as a potential intervention with
the actions incorporating a variety of programmes, policies,
environmental changes, and social marketing campaigns.
By estimating (i) the effects on body weight for the child
that responds to such a programme and goes from being
mostly driven to school to mostly walking; and (ii) the
proportion of schools that would undertake such a pro-
gramme (reach), and; (iii) the proportion of children who
would likely respond to the programme (adoption) it
would be possible to define the likely population impact.

Other interventions for preventing childhood obesity
that could be modelled in the same way include: reducing
food marketing that targets young children (50); reducing
the fat content of French fries (51); enhancing access for
recreational activities (52); and taxing high fat or sugar
products (53,54).

 

Table 3

 

‘Promise table’ for categorizing potential interventions

Certainty of 
effectiveness*

Potential population impact

 

†

 

 

Low Moderate High

Quite high Promising Very promising Most promising
Medium Less promising Promising Very promising
Quite low Least promising Less promising Promising

*The certainty of effectiveness is judged by the quality of the evidence, 
the strength of the programme logic, and the sensitivity and uncertainty 
parameters in the modelling of the population impact.

 

†

 

Potential population impact takes into account efficacy (impact under 
ideal conditions), reach, and uptake and it can be measured in a number 
of ways such as effectiveness, cost-effectiveness, or cost-utility.
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As more work is done on the details of each of these
potential interventions, the most promising ones will start
to emerge. It may be possible to develop a detailed ‘menu’
of such interventions, but it is important to realize that
what is developed for one population or country may not
apply to another because of the wide range of contextual
factors that influence such analyses. Also just choosing
interventions from a ‘menu’ developed for another country
means that local stakeholders have not been through the
process of formulating, assessing, and judging potential
interventions.

The paucity of effectiveness evidence for obesity preven-
tion is the single greatest challenge in being able to populate
the ‘promise table’ with appropriate interventions. If stud-
ies are available, a system for assessing the robustness of
the evidence (55) can be helpful in providing a level of
certainty that the demonstrated efficacy is not a result of
bias or chance. However, as previously discussed, in con-
trast to assessing evidence for clinical interventions, the
classical evidence hierarchies are less valuable in assessing
overall evidence for public health action. The programme
logic of the intervention can contribute to assessment of
certainty. For example, rules, policies, and environments
that promote water consumption and ban soft drinks in
schools are more likely to influence behaviours than an
approach that provides general healthy eating guidelines to
parents via school newsletters. Similarly, government regu-
lations and monitoring of restrictions on marketing foods
to young children have a higher certainty of impact than
industry self-regulation. The uncertainty and sensitivity
limits contained within the modelling of population impact
provide a quantitative guide to the level of certainty.

 

Issue V – selecting a portfolio of policies, 
programmes, and actions

 

This question takes the collective information, especially
that from objectives 3 and 4 above, and asks what specific

policies 

 

should

 

 be implemented and what specific pro-
grammes and other actions 

 

should

 

 be supported and
resourced? To move from ‘could do’ to ‘should do’ requires
a set of judgements from the key stakeholders, particularly
the government agencies that would be responsible for
policy development and programme funding.

The key stakeholder judgements are based around a set
of ‘filter criteria’ that have implementation implications
(Table 4). The judgements are usually qualitative but nev-
ertheless need to be articulated and transparent. These
judgements materially alter the balance of actions that
would be contained in a portfolio of actions. For example,
a programme with relatively low ‘promise’ may be included
in a portfolio of action because it is cheap and easy to
implement, is likely to be sustainable, and has other bene-
ficial side-effects. Another programme or policy with a high
cost-effectiveness may be rejected because it is unacceptable
to key stakeholders, or runs a high risk of increasing stig-
matization. Yet another programme may be included in the
portfolio but only if it is implemented in a way to reduce
inequalities such as being targeted at low income areas.

The engagement of stakeholders is important for each of
the issues in Table 2, but it is central to this issue. These
implementation factors may be less quantifiable but they
have a profound effect on the achievability of the action
plan. This process of combining technical analyses (like
cost-utility assessments) with stakeholder judgements of
filter criteria has been successfully used in other areas of
health such as mental health, cardiovascular disease and
cancer prevention (39).

 

Conclusions

 

This proposed framework for evidence-based obesity pre-
vention was developed by the IOTF Prevention Group
using other public health frameworks and the input from
experts and delegates at an IOTF workshop. It is recog-
nized that a number of variations on this framework would

 

Table 4

 

Suggested filter criteria for stakeholder judgements on implementation

Filter criteria Description

Feasibility The ease of implementation considering such factors as: the availability of a trained workforce; the strength of the 
organizations, networks, systems and leadership involved; existing pilot or demonstration programmes

Sustainability The durability of the intervention considering such factors as: the degree of environmental or structural change; the level 
of policy support; the likelihood of behaviours, practices, attitudes, etc. becoming normalized; the level of ongoing funding 
support needed

Effects on equity The likelihood that the intervention will affect the inequalities in the distribution of obesity in relation to: socioeconomic 
status; ethnicity; locality; gender

Potential side-effects The potential for the intervention to result in positive or negative side-effects such as on: other health consequences; 
stigmatization; the environment; social capital; traffic congestion; household costs; other economic consequences

Acceptability to 
stakeholders

The degree of acceptance of the intervention by the various stakeholders including: parents and carers; teachers; health 
care professionals; the general community; policy makers; the private sector; government and other third party funders
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also provide an evidence-based outcome. It is also recog-
nized that, in reality, current decisions on policies and
funding allocations are usually dominated by political, eco-
nomic, and historical forces rather than the considered
evidence base. This makes the task of defining what is
meant by an evidence-based approach to obesity preven-
tion all the more urgent.

Several key features have emerged from the development
of this framework. First, the definition of what constitutes
evidence needs to be very broad and tailored to the ques-
tion being addressed. The application of traditional evi-
dence hierarchies, as used within evidence-based medicine,
were found to be of less value in guiding obesity policy
developments whereas modelling and expert and stake-
holder opinion emerged as major contributors to the evi-
dence base. Second, assumptions and decisions within the
policy development process need to be explicit and trans-
parent because the evidence is complex and there is a heavy
reliance on modelling and informed opinion. Third, stake-
holders, especially from within government, need to be
involved at each level, but especially at the stage of selecting
the portfolio of interventions. Fourth, the ‘promise table’
approach and the explicit application of stakeholder judge-
ments mean that the final portfolio of actions can contain
interventions with a variety of likely impact levels and a
variety of certainty of overall effectiveness. This allows a
more comprehensive approach to be taken even in the
absence of strong evidence of effectiveness. It also allows
actions to be included (such as research, monitoring, train-
ing, co-ordination) which are not effective in themselves
but are essential for the effectiveness of the overall plan.
Finally, if the process has been inclusive, evidence-based,
and explicit, the interventions selected have a higher chance
of actually being implemented and sustained.
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