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Foreword by the Minister of Health

At the heart of this national strategy for the prevention and control of obesity is the
realisation that non-communicable diseases represent a dire threat to the physical
and mental health of the South African population. With obesity as a major risk factor et !
for the development of non-communicable diseases, global regional and national

interventions should be implemented in order to halt the growth of both epidemics.

South Africa is a diverse country, with several context-specific social determinants of

health influencing the incidence and prevalence of obesity. The technical committee

developing this national strategy explicitly recognises that the conditions in which

people live and their lifestyles influence their health-related behaviours and their quality of life. In addition, poverty,
an uneven distribution of wealth, a lack of education, rapid urbanisation and the built environment are among the
factors contributing to the rising obesity epidemic. With this in mind, it is important to ensure that as we roll out the
implementation of the proposed interventions, we work together with researchers to explore various inter-sectoral
and multidisciplinary research agendas in order to understand and influence the macro-economic and social
determinants of obesity. Research will guide and influence important inter-sectoral action at the national, provincial
and district levels. Implementation research is therefore an essential component, along with rigorous evaluation of

the roll-out of these interventions.

It has become imperative to formulate South African context-specific ‘best buys’ for prevention, health promotion,
treatment and care related to obesity. Exploring settings-approach interventions that advocate healthy lifestyles in
ECDs, schools, at the workplace and within healthcare facilities may yield far-reaching outcomes, but itis only through
sustained research syntheses and evaluation that the most effective evidence-based methodologies will be

identified to secure the health of future generations.

Within this vein of evaluating effective and efficient interventions, there may be, as a consequence, an urgent need
to review policies that will prevent or halt the exacerbation of obesity. Part of this strategy is to identify gaps in
the current policies and regulations related to the prevention and control of obesity, and to recommend a review
of such policies. Through targeted regulatory framework changes and amendments, multi-faceted prevention-
focused interventions and settings-specific methods, a positive impact on the obesity epidemic is indeed a
possibility in the near future. We have set ourselves quite ambitious targets of decreasing the obesity prevalence by
10% by 2020. | believe that this target is achievable if efforts are synergised and consistent. This strategy provides a
roadmap for such efforts, and through joint collaboration, we can provide the opportunity for more South Africans

to be as healthy as they possibly can be.

Dr PA Motsoaledi (MP)
Minister of Health



Message from the Deputy Minister of Health

Obesity is one of the major public health concerns facing South Africa, and its impact
and cost extends to individuals, families, communities, the health service, and
society as a whole. The number of people within South Africa who are overweight
or obese has been rising annually over the past few decades, and this situation
simply cannot be allowed to continue. Most South Africans consume less fruits and
vegetables and more fat- and sugar-containing foods. The sad reality is that obesity
is not confined to the adult population, but childhood obesity is also on the rise
due to inappropriate feeding practices for infants and young children. This cannot
be ‘business as usual’ when our exclusive breastfeeding rates are still very low, and complementary foods are

introduced as early as two months.

The Department of Health has the responsibility of curbing the scourge of obesity by putting systems in place with
the long-term intention of preventing the spread of non-communicable diseases such as hypertension, diabetes
and heart disease, which are the leading causes of death and disabilities in our country. The economic benefits of

reducing these chronic diseases are well documented.

Initiatives have already been implemented by different agencies, but | believe we can do more to elevate their
impact in our society. The causes of obesity are multi-factorial; therefore, it is imperative that a multi-sectoral,

multi-dimensional and life-course approach be adopted in order to address obesity in our country.

Perhaps our biggest challenge is that of changing our attitude towards food and physical activity. Individuals make
decisions about their lifestyles, but it is our responsibility to empower people to make informed decisions in this
regard and to ensure that they have access to healthy food by raising awareness and increasing the availability of

effective initiatives and interventions.

| am aware that change will not come overnight, but by working together and recognising the impact that this will
have on future generations, we can and will make a difference. We have, therefore, set ourselves a high target for
this challenging issue. This strategy should be used as a tool that harnesses efforts by all stakeholders and should

be owned by all stakeholders involved.

Dr Joe Phaahla
Deputy Minister of Health



Message of support from the Minister of Basic
Education, Mrs AM Motshekga, MP

As the custodian of the learning and teaching of South Africa’s youth, the Department
of Basic Education has made great strides in improving access to quality education

for learners across the country and creating a conducive environment for learning.

It is our understanding that effective learning cannot happen if the well-

being of learners is not prioritised. Therefore, the Department has embraced a key

responsibility to ensure that the well-being of our learners takes centre-stage, in line !

with Goal 25 of Action Plan 2019 Towards Schooling 2030 which states that the

Department will “use schools as vehicles for promoting access to a range of public service amongst learners in
areas such as health, poverty alleviation, psychosocial support, sport and culture”. This clearly shows a commitment
to address challenges relating to health, including obesity, which is on the rise among our learners. Schools are in a

position to influence behaviour change.

The Department of Basic Education lends support to learmers though various programmes as part of our Care
and Support Teaching and Learning Programme. These in include Health Promotion which focuses on the welfare
of learners to address health barriers to leaming; Sport in Education which ensures physical development and
performance for learners; the National School Nutrition Programme that provides daily nutritious meal to address
hunger and enhance participation and learning; and various other curriculum and co-curricular activities to equip

learners with knowledge and skills towards life-long learning.

Reports on the prevalence of stunting and obesity are therefore concerning, as this is seen as a double burden
of malnutrition still affecting our learners. In a recent study by the University of Johannesburg’s Centre for Social
Development in Africa, anthropometric measurement showed positive improvement in the nutritional status of the
learner for wasting, stunting and underweight across all schools where a school breakfast and lunch were provided.

However, the high number of overweight learners remained a challenge across all sampled schools.

Physical Education also forms part of our timetable and educators promote active participation of learners through
sports. Furthermore, two subjects, Life Skills and Life Orientation, include nutrition education, in which more
emphasis is placed on healthy eating habits, ensuring that our learners make healthy food choices. The spin-offs
of providing knowledge and skills to support healthy lifestyles among learners include maintaining good health,

improved learning capacity, decreased absenteeism and thus improved academic performance.

The school environment can influence behaviour change. We commit to working with the Ministry and the
Department of Health, as well as all stakeholders, to strengthen our intervention and see the Obesity Strategy
implemented successfully.
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Mrs AM Motshekga, MP
Minister

April 2015



Statement of commitment

We, the ministers of various government departments, acknowledge our central role in reducing the incidence of

non-communicable diseases and contributing to the prevention and control of obesity in South Africa.
We are concerned that:

* South Africa is experiencing a quadruple burden of disease, with non-communicable diseases being one of the

leading public health concerns;

* The prevalence of obesity has escalated at an alarming rate and is not limited to the adult population but is

emerging in young children;
® There is no multi-sectoral approach being implemented to halt the scourge of obesity in the country;

* Obesity imposes a significant economic burden on an already strained health system and inflicts great costs to

the country;

* Most South Africans consume diets that are low in fruits and vegetables and high in fat- and sugar-containing

foods; and
¢ Individuals lead sedentary lifestyles and do not engage in physical activity.
We also note that:

® The National Development Plan Vision 2030 commits the Government to improving long-term health outcomes
by prioritising, among other things, nutrition, physical activity, and combating smoking and alcohol abuse. All
these are social responsibilities that deserve to be taken seriously by every citizen and promoted by families and

institutions.

Therefore, we commit ourselves and call on all stakeholders to support and strengthen efforts to prevent and

reduce the prevalence of obesity by 10% by 2020. This will be attained by:

* establishing an inter-sectoral platform that addresses prevention and control of non-communicable diseases,

including obesity;
* creating a supportive environment that promotes healthy food choices and physical activity;

* communicating with, educating and mobilising communities to empower and encourage behavioural changes
by individuals, families and communities to make positive, life-enhancing decisions on healthy diets and physical
activity;

® strengthening settings-based interventions such as in schools and workplaces;

® supporting research that generates new knowledge on tackling the epidemic; and

¢ aligning with the National Strategic Plan on Non-Communicable Diseases and the Health Promotion Policy and

Strategy, and other related policies and strategies.

We therefore commit to working with the private sector and academia in curbing the scourge of overweight and
obesity. We acknowledge our responsibility to the people of South Africa to ensure that all citizens lead healthy

lives; this is a legacy of which we can all be proud.



Honourable Minister Dr Rob Davies

Minister of Trade and Industry

CSotan

Honourable Minister Emmanuel Nkosinathi Mthethwa

Acting Minister of Public Service and Administration
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Glossary of terms

Active transport
The term relates to physical activity undertaken as a means of transport. This includes travel by foot, bicycle and
other non-motorised vehicles. Use of public transport is also included in the definition, as it often involves some

walking or cycling to pick-up and from drop-off points.

Complementary feeding

The process starting when breast milk alone is no longer sufficient to meet the nutritional requirements of infants
and entails feeding an infant foodstuff, whether in liquid, solid or semi-solid form, after the age of six months as part
of the transitional process during which an infant learns to eat food appropriate for his or her developmental stage

while continuing to being breastfed or fed a commercial milk formula.

Disability-adjusted life years (DALYs)
This is a measure of overall disease burden, expressed as the number of years lost due to ill-health, disability or

early death.

Exclusive breastfeeding
This is when an infant receives only breast milk and no other liquids or solids, not even water (with the exception of

drops or syrups consisting of vitamins, mineral supplements or medicines prescribed by the doctor).

Health-in-all-policies
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.

Obesogenic environment
The sum of influences generated by the surroundings, opportunities or conditions of life that promote obesity in

individuals or populations.

Quick-service restaurants
A category of restaurants characterised by provision of food that is supplied quickly after ordering and with minimal

service. Foods and beverages purchased may be consumed on site or served as takeaway options.

Surveillance
An ongoing systematic collection and analysis of data on a disease/condition that can lead to action being taken

to control or prevent the disease.

Ultra-processed food and drink products
Ready-to-eat foods or drink formulations based on refined substances with a combination of sugar, salt and fat, plus

several additives. These include sugar-sweetened beverages, snacks and ‘fast foods’.



Executive summary

The focus for this strategy inherently recognises that no stand-alone intervention methodology on overcoming over-
weight and obesity is likely to succeed. An individual-based approach to behavioural change is also not deemed to
be the most effective solution. Therefore, this strategic plan for the prevention and control of obesity recommends

a population-based approach that is centred on policy, context and environmental change.

The aims of this strategy for the prevention and control of obesity are to reform obesogenic environments
and enablers, while enhancing opportunities for increased physical activity and healthy food options in every
possible setting, including healthcare facilities, early childhood development centres, schools, workplaces and the
community at large. This systems-based perspective has the ability to accelerate achievements, in single settings

as well as in combination.
The strategy focuses on six broad goals. These are:
Goal 1: Create an institutional framework to support inter-sectoral engagement

Goal 2: Create an enabling environment that supports availability of and accessibility to healthy food choices in

various settings
Goal 3: Increase the percentage of the population engaging in physical activity (PA)
Goal 4: Support obesity prevention in early childhood (in-utero — 12 years)
Goal 5: Communicate with, educate and mobilise communities
Goal 6: Establish a surveillance system and strengthen monitoring, evaluation and research.

This approach recognises the need for a multidisciplinary, multi-sectoral co-ordinating structure, mandated to
take leadership and ownership for steering the directive of ring-fencing the rising overweight and obesity epidemic.
This structure should become the focal point for all activities related to the national overweight and obesity crisis,
including, but not limited to, co-ordination and dissemination of research priorities and activities, implementation

and evaluation of intervention programmes, and monitoring of outcome objectives.

Childhood obesity is singled out within this strategy as a specific area of focus, given the large perceived benefit
that these interventions may yield. Pre- and postnatal nutrition, in particular, has a profound impact on child health
and the development of overweight and obesity. Several strategies specifically target exclusive breastfeeding and
complementary feeding practices, as well as the monitoring of healthy weight gain in childhood. These can only be
achieved through strengthening the health system and improving healthcare practices within integrated maternal

and child health services.

An overarching principle conceived as the grounding factor of this strategy is that of communication, education
and mobilisation of all the key stakeholders in the fight against overweight and obesity. The strategic objectives
of this framework can only be achieved if the implementers are aware of it, educated as to its purpose, and take
ownership of the intended outcomes. In addition, the public at large should not only be aware of obesity and its
consequences, but also be encouraged to become advocates for change, not only in their own lives, but also in the

places in which they live, work and play, and to which they travel.

This strategy is aligned with the Strategic Plan for the Prevention and Control of Non-Communicable Diseases
2013-17, the Health Promotion Policy and Strategy, the WHO Global Strategy on Diet, Physical Activity and Health,
the WHO Initiative on Ending Childhood Obesity, and halting the prevalence of obesity globally. The strategy has
been developed for all South Africans and should be adopted by all to improve the quality of life and enhance the

potential of each person to make informed decisions regarding their health.
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Chapter One

The global population of overweight people has increased rapidly in recent decades, more than offsetting the
health gains yielded by the modest decline in hunger. For the first time in human history, the number of overweight
and obese people rivals the number of underweight people.! Much of this rise has been experienced in developed
countries. However, overweight and obesity has also advanced rapidly in developing countries, which often face
a double burden of disease from both under-nutrition and overweight and obesity. While the world’s underfed
population has declined slightly since 1980, the number of overweight people has surged. Obesity is potentially a
preventable condition, yet currently, approximately 5% of deaths worldwide are attributable to obesity? According
to the McKinsey Global Institute report, if this trend continues unabated, it is estimated that about half of the

world’s adult population would be overweight or obese by 2030.

According to National Income Dynamics Study (NiDS), one-third of women over the age of 15 were classified as
obese in contrast to 11% of men.® The 2012 SANHANES report confirms the NiDS study, with 39.2% of women

classified as obese compared to 10% of men. The highest prevalence was seen among urban women at 42%.*

In terms of sedentary behaviour, the 2008 Youth Risk Behaviour Survey reported that nationally, 29.3% of learners
watched television or played video or computer games for more than three hours per day with no significant

variation by gender, grade or age, and that more than 41.5% did not participate in sufficient physical activities.®

Recent studies have shown that obesity and overweight are not limited to the adult South African population.
The prevalence of overweight among children is increasing worldwide; the 2012 SANHANES report indicated an

increase from 10.6% to 18.1% in the age group of 2-5 years.

In addition, the NiDS survey found a high prevalence of the dual burden of child malnutrition and adult obesity
within the household. In 45% and 37% of households where there is a stunted or underweight child respectively,

there is at least one obese adult.

The Department of Sports and Recreation has a goal of increasing the number of citizens participating in sports. To
achieve this, the department is implementing a community mass participation programme and works in partnership

with the Department of Basic Education for the delivery of an integrated school sports programme.

Obesity in South Africa is ranked fifth as a risk factor for early death and years of life lived with disability or
disability-adjusted life years (DALYS). This ranking is outlined in Figure 1.6
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Figure 1: Ranking of risk factors for DALYs
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Chapter Two

Overweight and obesity reflects a gain of excess body fat, resulting from the cumulative and initially unnoticeable
effects of day-to-day eating and physical activity behaviours that create a surplus of energy consumed relative to
expended. Excess weight gain is usually unintentional and gradual, and it is often difficult to reverse without an
individual’s commitment and will. The Body Mass Index (BMI) is generally used to indicate ranges related to health
risk, dividing the population into four categories: underweight (BMI <18.5); normal weight (BMI = 18.5-24.9);
overweight (BMI = 25-29.9); obese (BMI =30). The formula for BMI is weight divided by height squared.

Body Mass Index (BMI) = Weight (in kg)
Height? (in m)

e.g. 80 kg

1.60 m x 1.60 m = 31.2 kg/m?

While the BMI is useful as an easily calculated indicator of risk, it should be used in conjunction with other
methods of estimating body size, composition and risk.” The limitations of the BMI as a measure of total body fat,
nonetheless, must be recognised. For example, the BMI overestimates body fat in persons who are very muscular

and can underestimate body fat in persons who have lost muscle mass (e.g. the elderly).®

In children, however, as the BMI changes with age and differs between the sexes, it must be interpreted using

standard deviation (Z score or SD score) relative to population reference data.?

The presence of excess fat in the abdomen, out of proportion to total body fat, is an independent predictor of risk
factors and morbidity. Thus, monitoring changes in waist circumference over time may be helpful; in addition to
measuring the BMI, waist circumference is considered a good estimate of body fat, especially internal fat deposits

and the likelihood of developing weight-related disease.

Measuring waist circumference is a simple measurement that requires only a tape measure:
Step 1: Find the top of the hip bone and the bottom of the ribs and breathe out normally.

Step 2: Place the tape measure midway between these points and wrap it around the waist.
Step 3: Read the measure on the tape.

Interpreting the reading:

Men IOver 94 cm |Over 102 cm |
Women |Over 80 cm | Over 88 cm |




Overweight and obesity significantly increase morbidity and mortality and negatively impact on the overall
quality of life. Being obese or overweight increases the risk of developing non-communicable diseases (e.g. Type 2
diabetes, hypertension, coronary heart disease, stroke, abnormal blood fats, and certain cancers including colon
and breast), and other conditions such as gall bladder disease, osteoarthritis, sleep apnoea, obesity hypoventilation

problems, and reproductive problems (menstrual problems and infertility in women)."

In addition, obese people tend to have low self-esteem, a negative perception of body image and/or depression.
In society, they are stigmatised and experience negative stereotyping, discrimination, teasing and bullying, and

social marginalisation.

Obesity disproportionately affects women versus men, with the prevalence of obesity and overweight being more
prominent in females. This gender disparity is the result of an interaction of complex social, cultural and bio-
logical factors." The higher prevalence of obesity in women implies that they carry more of the burden of obesity,
including reduced life expectancy, greater risk of obesity-related disease, and increased medical costs. According
to the NiDS data, the prevalence of obesity increases with age, but more steeply among women than among men.

In addition, among women, the Black population is significantly more likely to be obese than the White population.

According to the McKinsey Global Institute report, the global economic impact of obesity is roughly $2.0 trillion, or
2.8% of the global GDP, roughly equivalent to the global impact of smoking or armed violence, war and terrorism.
Obesity carries substantial direct and indirect costs for the nation’s economy, such as economic disenfranchise-
ment, lost productivity and disability. As a result, states and communities end up diverting resources to prevention
and treatment, and the nation’s healthcare system is burdened with the co-morbidities of obesity. According to the
McKinsey Global Institute report, the number of DALYs lost to obesity today is three times as high in developed
economies as it is in emerging markets. However, that gap is narrowing. The rise in the number of DALYs per
100 000 people lost because of obesity slowed in developed economies between 1990 and 2010, but soared by

90% in emerging economies.

Obesity is one of the top three global social burdens generated by human beings. Obesity imposes significant
costs on healthcare systems. The World Health Organization (WHOQ) estimates that high BMI levels drive between
2% and 7% of global healthcare spending, with up to 20% of all healthcare spending being attributable to obesity,
through related diseases such as Type 2 diabetes and heart disease.”? In addition, obesity rates are increasing in
people at all income and educational levels, but absolute rates are higher among those with low incomes and low

education levels. This suggests that the gap among socio-economic strata for obesity rates may be closing.”™

Poverty influences every aspect of our lives. It dictates what we know, where we live, how and what we eat, how
we travel and with whom we associate. Evidence has indicated that lower-income groups tend to have a higher
prevalence of obesity. Poor people have been reported to buy the least expensive foods that are gastronomically
the most filling and energy-dense. As income available to buy food decreases, energy density correspondingly
increases and this may translate into higher energy intakes and over-consumption.™ Energy-dense foods typically
contain high quantities of fat, sugar and/or starch, such as fast foods, snacks and desserts, as opposed to low-

energy dense foods which are higher in fibre and micronutrients, such as fruits and vegetables. In the South
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African population, a significant correlation was identified between obesity and the individual’s years of completed

education and the number of assets owned by the household.®

The WHO states that physical inactivity is now identified as the fourth leading risk factor for global mortality and is
responsible for 6% of non-communicable disease (NCD) risks. Physical inactivity levels are rising in many countries

with major implications for the prevalence of NCDs and the general health of the population worldwide.

Walking and cycling for daily transportation are important sources of physical activity, but they have declined
dramatically over the past few decades. Globally, the need to reverse this decline is acknowledged. In the Action
Plan for the Global Strategy for the Prevention and Control of Non-Communicable Diseases, member states are
urged to implement national guidelines on physical activity for health, and are encouraged to develop and put
into practice policies and interventions to, among others, introduce transport policies that promote active and safe

methods for travelling to and from schools and workplaces, such as walking or cycling.

In addition to adult obesity, obesity in childhood has become an increasing concern, especially in low- and

middle-income countries with high rates of urbanisation.'

Childhood obesity is a growing problem worldwide, with 22 million children under the age of five years being
classified as obese.” In addition, research has confirmed that obese children are more likely to remain obese

throughout their adult life."®

Unhealthy diets are a risk factor for non-communicable diseases. The risk factor starts in childhood and builds up
throughout life. The concept of improving nutrition in the first 1 000 days (the period from conception to the first two
years of life) should be adopted for the prevention of over- and under-nutrition. Evidence from systematic reviews
conducted by the WHO concluded that advertising unhealthy foods to children is extensive and widespread. This

can influence children’s food preferences, purchase requests and consumption patterns.

Studies demonstrate a link between birth weight and weight gain later in life. Some studies demonstrate that
low-birth-weight (LBW) and premature infants have increased growth patterns in the early years of their life due to
overfeeding in the early stages of childhood, which is critical to excessive weight gain.” Furthermore, other studies

showed a strong positive association between high birth weight and childhood obesity.

One major component of weight gain is excess sugar consumption. The escalating obesity in South Africa has
occurred in conjunction with urbanisation and an increase in sales of sugar-sweetened beverages (SSBs) and
high-caloric energy-dense foods.® A mathematical model by academics from the University of the Witwatersrand
indicated that a 20% taxation on SSBs could reduce the burden of obesity in South Africa, particularly in adults, as

one component of a multi-faceted effort to prevent obesity.?’

In addition, four main categories drive overweight and obesity: a lack of knowledge, poor diet, physical inactivity

and inappropriate early childhood feeding practices. This is illustrated in Figure 2.



Figure 2: Drivers of overweight and obesity
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Chapter Three

The Organisation for Economic Co-operation and Development (OECD), in collaboration with the WHO, carried
out a model-based assessment of a range of interventions to prevent chronic diseases. The primary aim of the
assessment was to develop an economic model of the impact of interventions to tackle overweight/obesity and
associated risk factors (particularly unhealthy diets and the lack of physical activity) at the population level. Actions
assessed were: reduction in salt intake, food taxes on unhealthy food, subsidies for healthy foods and physician

counselling. The model’s cost-effectiveness, health impacts and cost of implementation are shown in Table 1.

Table 1: The most cost-effective interventions to address diet, physical activity and obesity??

Unhealthy diet and |Reduce salt intake | Low Large Very
physical inactivity
Food taxes on Low Modest Very
unhealthy food

(foods high in fats
and sugar) and food
subsidies on healthy
food (fruits and

| vegetables)

Physician High Large Quite
counselling |

In South African Rand value (2010), the most cost-effective intervention was found to be fiscal measures, followed
by food advertising regulations at R0.20 and R0.90 per head, respectively. Further measures, such as food labelling,

worksite interventions and mass media campaigns were also evaluated, as outlined in Table 2.

Table 2: The most cost-effective interventions to address obesity?

ML

Fiscal measures (e.g. taxes) R0.20
Food advertising regulation R0.90
'_Food labelling __|R250
Worksite interventions R4.50
Mass media campaigns R7.50
School-based interventions R11.10
Physician counselling R11.80

It is important to note that a multiple-intervention approach is essential to see substantially larger health gains,
rather than individual interventions. Cost savings have been realised in countries that have implemented multiple

interventions to address obesity. The effectiveness of interventions is measured against their ability to delay the



onset of NCDs, best assessed by calculating the number of DALYs averted.? The benefits of some interventions
targeted to adults start to show immediately, whilst those targeted to children show dividends later in life, several

years after implementation.

The largest health gains at the population level for high-risk individuals are achieved by intensive primary
counselling, such as dietitian-physician counselling. However, other health professionals should be capacitated
to provide the counselling in order to expand the coverage of this intervention. Fiscal measures are consistently
cost-saving in all low- and middle-income settings, generating the largest or second-largest health gains in both
20-year and 50-year time periods. In addition, restrictions on advertising considerably reduce obesity in young

people (based on the assumptions made in the model), while their effects fade as people get older.

It should be noted that whilst individuals have some responsibility for their health, environmental factors affect the
ability of people to exercise personal responsibility. Certain environments deliver large amounts of unhealthy foods

to people, which in turn affects their food preferences and increases the demand for unhealthy foods.

Figure 3 elaborates on how various interventions impact on health outcomes at different time periods.

Figure 3: Cumulative disability-adjusted life years (DALYs) gained over time??
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Fiscal measures seem to yield the greatest gain. Some countries, namely France, Mexico and Denmark, have
introduced taxation policies on sugar-sweetened beverages and ultra-processed foods. In particular, Denmark

observed a reduction in consumption of the taxed products by 10% to 15% in the first nine months.

The 2015 Lancet series states that global actions to address obesity include: restricting the marketing of foods

aimed at children, regulating the nutritional quality and availability of foods in schools, labelling the front of

5



packages with nutritional values, taxing sugar-sweetened beverages, implementing mass media campaigns, pro-
viding financial incentives to improve food retail environments, initiating private-public partnerships to encourage
food industry reformulation, and including health-in-all-policies approaches by governments. Hence, the South

African strategy is a comprehensive package which will be implemented in different stages.

Efforts to control obesity cannot lie solely with an individual, but will require engagement of all sectors of society to
generate effective responses for the prevention and control of obesity. A multi-sectoral, multidisciplinary approach
with effective leadership is essential to fight obesity. Figure 4 illustrates stakeholder involvement in promoting

healthy environments for populations.

Figure 4: Stakeholder involvement in promoting a healthy environment for the population
(adapted from referenced source)?
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Chapter Four

A long and healthy life for all South Africans.

To empower the population of South Africa to make healthy choices by creating an environment that enables and

promotes healthy eating and physically active lifestyles for the prevention and control of overweight and obesity.

To implement a multi-sectoral approach for the prevention and control of obesity in South Africa

To reduce the prevalence of obesity by adopting a multi-sectoral life course approach:
* By 2016: no increase
* By 2017: 3% decrease in all age groups

* By 2020: 10% decrease in all age groups

For the prevention and control of obesity, the overarching goals are as follows:
Goal 1: Create an institutional framework to support inter-sectoral engagement

Goal 2: Create an enabling environment that supports the availability and accessibility of healthy food choices in

various settings
Goal 3: Increase the percentage of the population engaging in physical activity
Goal 4: Support obesity prevention in early childhood (in-utero — 12 years)
Goal 5: Communicate with, educate and mobilise communities

Goal 6: Establish a surveillance system, strengthen monitoring and evaluation, and research.

The WHO developed a framework to guide countries on monitoring and evaluating the implementation of key
actions. Implementing the action plan will require leadership, resources and commitment from all relevant stake-
holders. Behavioural changes that lead to increased physical activity and healthy eating habits require supportive
environments, policies and programmes. The guiding process for these supportive and enabling environments
requires national leadership, which ideally should harness the strategic skill sets of multiple stakeholders, including
the private sector, international organisations, non-governmental agencies and civil society. The intended outcome
is decreased obesity rates that will positively influence society, the environment, health and the health sector as well
as the economy. The framework illustrates the implementation of these key actions. Implementation of the strategy

will adopt a phased approach, enabling various sectors to develop micro-plans that detail specific targets.

£



Figure 5: Framework for implementation of key actions®*
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1.1 Estaklish a structure
te drive and govern
implemeantation

Identify stakeholders and
SRS

Explore and/or formulate
a co-ordinating structure
to guide the
implementation of the
strateqgy and agree on
rales and responsibilities

Mational government,
private sectorn MGOs

atersectoral structurs
established

1.2 Advocata for
resources from
different sectors

Incarporate key olhesity
prevention and control
actions in the
inter-gectoral plans

All participating
deparnments
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Resources allocated in
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multi-sectoral
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2.1 Promecta tha
development and
implementation of a
relevant lagislative
framewark

Influence fizcal policies
related 1o
SLCAT-swee e e
beverages

Mational Department of
Health {(NDoH), Mationat
Treasury, Departrnent of
Flarning, Monitoring and
Evaluation {OPME) and
academics

Legislation on sugar
adopted and
implermented)

A

Sugar and fat redured in
processed foods

2.2Ensura that food and
beverage praducts
sald are aligned with
optimal national and
intarnational
nutritianal standards

Develop norms and
standards on suqar and
tat content in
ultra-processed foods to
guide product
reforrmulation

M DoH, Department of
trade and Industry [OT0,
Consurner Goods Council
of 5A [CGC5A)

Morms and standards on
sugar and fat content in
ultra-processed foods
developed

Mumber of foods and
beverages manufactured
that acthere to nutritional
standards

Enzsura restaurants display
rutrient content of menu
rterns

NDoH, foed industry:
[CGCSA, Choose: Healthy
Options Wisely [CHOW])

Mumber of
CGCSA-affiliated
restaurant groups
displaying nutrient
coftent of menu items

Sugar and fat redured in
processed foods

Mutrient content of menu
items displayed

Ensure that quick-service
restaurants (QSR) include
hezalthy meal ofxtions on
their menus at
compHetitive pricos

Engage with retailers
to reduce exposure to
unhealthy foods at
point-of-purchase

NDwoH, food industry:
{CGCSA, CHOW)

Mumber of Q5RS offering

healthy meal options

Humier of retailers that
have reduced or no
unhealthy foods at point
of sale

Increase healthy meal
choices in Testaurants

Oecreased exposure to
unhealthy foods at point
of purchase
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2.3 Ensure rasponsible
and ethical
advertising and
marketing of foad
by the food industry

Ensure that a code and
pledge of advertising are
developed and adhared
to

Food industry (CGCSA),
Media and Advertising
Standards Authority of
5A

Code and pledge of
adwvertising developed

Limit exposure of adver-
tizing of ultra-processed
preducts to children and
the general public

2.4 Implement
usarfriandly food
labelling education
tool

Investigate, test and
establish an appropnate
educational taol for front-
of-pack labelz and meals
in restaurants consicering
lewe literacy populations

Food Industry:
CHOW,

MCoH arnd
academia

Appropriate fabelling
ech.cational togl availakle

People making informed
choices

2.5 Increase access and
availability of
vegetables and
fruits

Expand household, [ocal
and community food
pardens

Explore opportunitias to
estabslish local markets
for improved access to
vegetables and fruits

Departrnants of: Aa-
riculture, Forestry and
Fisheries,

Rural Development and
Land Reform, 54 Local
Government Association
(SALGA), Department
of Co-nperative Gover-
pange and Traditional
Affairs) (COHETA,
municipal markets,
Expanded Public Works
Programme (EPWF)

Fropartion of people
consuming fruits and
veqetables

Increased consumption
of fruits and vegetables
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2.6 Promotae healthy
eating in different
sattings

Strengthen and ensure
nutrition education
component in the school
curriculurn is in line with
naticenal
recommendations

Review and implement
nutritional guidelines
for all food and bever-
ages sold or provided in
schools {including foods
sold by vendors around
school premizes

incorperate heatthy
eating practices as part
of obesity prevention and
managetnent In
employee wellness
programmes

Cepartment of
Education, school
governing bodies,

Mumber of schooks
adhering to National
School Nutrition

Inproved nutritional
status of [eamers

Crevelop a national guide
for healthy meal
provisicning in the
workplace

educators Prograrmre Guidelines
for Tuck Shop Operators
Irmproved nutritional
status of learmers
Department of Public NMumber of governmant | Heatthy food options
Service and departmeris available and accessible
Administration (DPSA), incorporating heafthy in the warkplace
MNCoH eating initiatives in the -

welness
programmes

Crevelop dietary guide-
lines for prevention and
control of obesity

NDoH, private sectar,
managers at healthcare
facilities

Crietary guidelines
developed

Conduct orientation ses-
sions on Jdistary guide-
lines for chesity

MEcH

Mumber of orientation
sessions conducted

Improved control of
obesity
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3.1Ensure the provision
of safe and
accassible places for
peaple to angage in
racreational
activities that
promote physical
activity

ARCHIVE FOR JUSTICE

Increasze squitable access
to and maintenance of
recreational and physical
activity facilities in
communities

SALGA, COGTA,
provincial and focal
gavernments, Sports and
Recreation South Africa

(5RSA)

Strengthen partnerships
between communities
and local schools to
access school grounds
for physical activities.

Department of Basic
Education {DBE), SALGA,
COGTA, SR5A

Number of sub-districts
with facilities for physical
activity

Ensure that all urban
planning and new
developments are
required to consider
strateqgies o optimise PA
cpportunities and creata
walkable communities
{zoning laws, bicycle
lanes, a1z

Department of Transport
{DaT), SALGA, COGTA

Ingreasad population
engaging in physical
activity
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Establish
comrmunity-based

physical activity groups

Strengthen mass
participation in PA within
government departments

tmplement physical
activity guidelinas

Conduct crientation
sessions on physical
activily guidelines

SRSA, WDoH, NGOs,
DFsA, COGTA,
Department of Secial
Development (DS,
DBE, SALGA

Propartion of people
parsicipating in physical
activity

Murnber of origntation
sessions conducted

3.2.Promota active
transpartation

Increase equitable accass
to public transportation

DeT, COGTA, SALGA

Proportion of pecple
utilising active ransgpar-
tztion

Ensure mainlenance,
safety and lighting of
existing footpaths and
pavaments

COGTA, SALGA

Increased population
engaging in physical
activity.

Increazed population

engaging in physical
activity.

3.3 Promote physical
activity in schools

Strengthen and ensure
physical education
companent in the school
curriculurm

Ensure adequate
oppertunity for physical
activity within the school
enyimnmeant

DBE, school govermning
bodies, educators

Froportion of learners
engaging in physical
activity

Increased population
engaging in physics|
activity.
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3.4 Promete physical
activity-friendly
anvironments in
worksites

incarporate physical
activity as part of obesity
preverrtion and
Tanagement in
employes wellness
PTOgrAMmmes using

physical activity
guidelines.

DBE, NDoH, 5R54.
DPSA, DOH,
Occupational health and

safety committes

4.1.%trengthen and
support
apprepriate weight
gain and haalthy
aating during
pregnancy

4.2 Strengthen the
pratection,
promotion and
support of optimal
breastfeading {BF)
to explicitly address
obasity

Include and review
nutrition and ohesity
prevention messages

in MomCconnect, Basic
antenatal care (BANC)
and other initiatives and
programmes

Support and reirfarce
irmplementation of
existing policies and
inHtatives to pramote,
prertect and suppart
breastfeeding

Strengthen implamenta-
tion of the Guidelines for
Childcare Facilities in the

Public Service

National Department of
Health, provingial
healthcare and facility
managers, AN clinic staff

NDoH, pravinzial
healthcare facility
managers, postnatal
clinic staff, wellnesz
managers in public
workplaces

DPSA, NDeH

Propartion of people
participating in physical
activity

Mutrition and chbesity
pravention messages
incorporated in BAMNC
guidelines and
MomConnect

Exclusively breastfeeding
rate at 14 weeks after
birth

Exclusively breastfeeding
rate at stx months

Number of government
departments with
childcare facilities

Implementation of the
physical activity
guidelines

Impraved matemal
nutrition status

merease exclusive BF
crwerage



4.3 Ensure
dppropriata
complementary
feeding practices to
explicily address
ochesity

Build capacity of
healthcare providers to
advise on appropriate
complementary feeding
practices

Davelop educational
material for appropriate
complementary feeding

Monitor adherence

10 R991 and CODEX
standards for commercial
complementary feeds

NDoH, provincial health-
care facility managers,
postnatal ¢linic staff, DSD

4.4 Ensure explicit
focus on obeasity
preventian in reutine
growth monitoring in
children

Update the Road-to-
Health Bocklet [RtHE) to
include clear childhaed
obesity messages

Pevelop a step-by-step
uide on prevention
and controt of obeasity in
chitdren for healtheame
personne

MNOaH, pravincial health-
care facility managers,
postnatal clinic staff

Proportion of mothers
performing omtimal
complementary feeding
practices

RtH8 updated

Improve complementary
feeding practices

Appropnate weight gain
in children

4.5 Promaote healthy
eating and physizal
activity in early
childhaod
developmant (ECD)

Incorporate explicit
okesity prevention and
control messages in ECD
policies and guidelines

DSE, supported by MDaH
and GBE

Healthy eating messages
incorporated in ECD
policies and guidelines

Well-nourished and
physically active children
during ECD stages
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5.1 Develop a
communication plan
targeting varicus
age Qroups on
healthy eating.
ragular physical
activity and risks
associated with
obasity

Identify parthers with no
conflict of interest

Engage with advertising
industry and
communication experis
to develop and desian
healthy lfestyle
messaging

Identify champions and
rale models for the mass
rmedia campaign

Implementing strategies
for community
mehbilisation, e.g.
community dialogues,
campaigns

WNDeH, Government
Communication and
Information System
IGCIS), private sector,
WNGOs

Number of media
platforms conveying
messages on healthy
[ifastyle

Improved knowledge on
muirition and physical
activity.

52 Create demand far
healthy food and
envirenments
conducive to
physical activity

tdentify consumer groups
and sorial activism
groups to support the
olresity initiative

Inferm the public on
where and how 10 acoess
services to establish
weight status

Explore expansion of
rebxates on healthy food
purchases

Mational, provincial and
local government
depantments, NGOs,
CONSUMEr groups,
eornmunity forums,
private sector, religious
graLUps, ransport sector,
urban ptanners, SALGA,
S5R%A, NoH and CGCSA

Increase proportion of
people performing
physical activity

Improved knowledge an
nutrition and physical
activity
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6.1 Increase access to
bealth screening
Services

Mational, provincial and
local government
departments, private
sector

Fartner with private
sector to promote health
screening.

(Drive “know and
understand your
numbers’ campaigns)

Promote BRI assessment
and counselling gn
obesity in healthcare
settings

{Capacity-building an
weight status
assessment and
interpretation therect

E~co.rage private sector
anu employers to
increase availability of
BMI and waist circumter-
ence assessmant services

Incorporate weight statuzs  Health, private sector
azsessments in wellness
sETYiCES

Strangthen obesity
referral systerms for
nutritional assessmant
and counselling

Improve petception of
body weight

Fropeortion of the adult
population aged 18 years
and older who are screenad
for weight change

Froportion of the
population that uses the
weight measurement
seryvices

Proportion of employees
that have acoess 1o weight
measurement services

Improved adherence
to healthy [ifestyle and
improved self-esteern,

Mumber of referrals for
obesity managemeant




4.2 Manitor and

Cevelop and agree on a

All stakeholders

Availability of a

Awailability of data and

evaluate set of indicators rgniterna ane trencls on ohesity
performance evaluation framework
indicat )
incicators Cevelop a repotting tool
4.3 Callate and Creste national Mational departments, | A list of repositony An estabilished and

communicate
gvidance-based
infarmaticn to
stakeholders on
obesity prevention
and management

repository of South
Adrican obesity
intervention proarammes
to advise on
implementation, and
monitoring and
evaluation

provincial departments,
MNational Ohesity Fo-
fum, scademia

&.4 Sat and implement
the research agenda
for obesity

Consult with stakeholders
and identify key research
questions

Conduct

prioritised resaarch

Build caparity in obesity
research and knowledoe
transfer

Academia, national,
pravincial and dis:- |
health research
committees

documents available

updated repository

Mumber of publications in
pear-reviewed journals

Best evidence 1o inform
policies and practices
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Chapter Five

Epidemics such as the current obesity epidemic require a programmatic approach for surveillance, including
reliable monitoring of the extent of the epidemic, the associated risk factors, and interventions to control the

disease.

The surveillance system needs to inform the public health response. The National Strategic Plan for the Prevention
and Management of NCDs indicates that South Africa has many elements that can be developed further into a
strategic surveillance system for the prevention of NCDs. Some surveillance programmes are already in place,
including the District Health Information System data and specific surveys/research set up for this purpose as well
as those from Statistics South Africa (StatsSA), the South African Demographic Health Survey, and the South African

National Health and Nutrition Examination Survey.

However, a comprehensive surveillance system should be developed for obesity tracking. This must include
monitoring of the exposures that lead to NCDs (unhealthy lifestyles and risk factors including those identified
among young people), health outcomes (illness and cause-specific mortality), as well as the health system response
(capacity, access to interventions and the quality of interventions). Given that these strategic plans are currently in

place, the National Health Commission to be formulated could be utilised to create obesity-specific agendas.

A system of tracking all sector activities should be put in place, which will allow for frequent reporting through the

inter-sectoral forum; an example of such a tool that could be used is shown in Annexure A,

The population-based policies and programmes targeting obesity should be based on sound scientific evidence
generated through research. Health systems research is needed to identify howwell these policies and programmes
are being implemented, as well as the barriers to their effective implementation. Strategies to scale up such

interventions should be formulated.

Research is essential to understand the context-specific factors and social determinants of obesity in order to im-
plement interventions effectively, especially in resource-constrained settings where there are multiple competing
health problems. Investment in health services and other implementation research can improve the effectiveness
of programmes and save resources. To this effect, partnerships between government, academic and research insti-

tutions will be established to identify priority research areas and monitor the impact of the proposed interventions.
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