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Geospatial data can also be used to analyse

the root causes of malnutrition in all its forms,
and one study did just that.>® The International
Food Policy Research Institute (IFPRI) used
district-level aggregate data from the 2015-2016
National and Family Health Survey covering
601,509 households in 604 districts in India to
understand the causes of the spatial variation.
India holds almost a third (31%) of the world's
burden for stunting, and because India is so
diverse from state to state, it is important to
understand how and why stunting prevalence
differs. Researchers used mapping and
descriptive analyses to understand spatial
differences in distribution of stunting. The
mapping showed that stunting varies greatly
from district to district (12.4% to 65.1%), with 239
of 604 districts having stunting levels above 40%
(Figure 2.11).

Using regression decomposition models, the
study compared districts with low (less than
20%) versus high (more than 40%) burdens

of stunting and explained over 70% of the
difference between high and low-stunting
districts. The study found that factors such as
women's low BMI accounted for 19% of the
difference between the low versus high-burden
districts. Other influential gender-related factors
included maternal education (accounted for
12%), age at marriage (7%) and antenatal care
(6%). Children's diets (9%), assets (7%), open
defecation (7%) and household size (5%) were
also influential. This study is important in that it
reinforced the multisectoral nature of stunting
by highlighting that differences between districts
were explained by many factors associated with
gender, education, economic status, health,
hygiene, and other demographic factors. India’s
national nutrition strategy — which is focused

on addressing district-specific factors — draws
on analyses such as these along with district-
specific nutrition profiles to enable diagnostic
work and policy action to reduce inequalities
and childhood stunting.

48 2018 GLOBAL NUTRITION REPORT

In a world where national-level data on obesity
is discouraging, local-level data can be used

to identify if and where there is progress. This
local-level analysis in high-income countries is
showing distinct differences in levels and rates of
change in childhood obesity. For example, in the
UK, the National Child Measurement Programme
measures BMI among all children aged 4-5 years
and aged 10-11 years, enabling local authorities
to identify where obesity is high, and factors
associated with it. The latest data analysis
released in 2018 shows that excess weight,
obesity, overweight and severe obesity are more
common in the most deprived areas compared
with the least deprived.®®¢" Amsterdam in the
Netherlands tracks childhood obesity in different
districts of the city. Based on this data, it has
identified target neighbourhoods for reducing
obesity among the most disadvantaged children
in the city with its Healthy Weight programme.
Spotlight 2.7 describes the success this
programme is having in tackling obesity among
children. In the US, local data shows that obesity
is slightly declining in 35 localities. This has
facilitated a process of identifying what factors
are driving these improvements. Spotlight 2.8
highlights the key findings of the Childhood
Obesity Declines Project.

These changes reflect a greater concentration

of local-level action in cities around the world to
tackle malnutrition in all its forms, including at the
city level, as the example of Amsterdam illustrates.
New multi-level city initiatives are being designed
to tackle obesity, such as the Pilas con las Vitaminas
programme in Quito, Ecuador,®? and the Mayor

of London's new Child Obesity Taskforce, which

is developing an action plan to step up action

on obesity in the city. Elsewhere, city networks
are being set up to tackle these problems and
enable shared learning. The Partnership for
Healthy Cities, for example, was established

in 2016 to bring together over 50 cities across

the world to commit to implementing effective
policies, including to promote healthy eating and
prevent obesity.%® Cities Changing Diabetes is
another programme being rolled out in several
cities across the globe; it assesses the causes

of diabetes and then designs and implements
interventions to reduce it — on the basis that two
thirds of people with diabetes live in cities.®* The
C40 cities network on climate change also has

a Food Systems Network which brings together
cities taking action on food to improve both diets
and environmental sustainability.®®



Scores of cities around the world have also high-income country settings, from Dakar to

developed urban food policies designed Toronto. For example, the urban agriculture

to tackle different aspects of food-related programmes in cities from Antananarivo,®®
problems that are not necessarily directly Madagascar, to Rosario, Argentina, are

related to malnutrition, but could be levered providing the land and support needed to start
to address it.°¢ 179 cities have now joined the food growing in cities. Lessons learned from

Milan Urban Policy Pact (2015) and many have  these policies and programmes indicate they
programmes designed to tackle food insecurity show promise for urban food policy as a space
and malnutrition throughout low, middle and for improving nutrition.%*7°

FIGURE 2.1
Maps of stunting prevalence in Indian districts, 2015-2016
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SPOTLIGHT

Tackling childhood obesity in the Amsterdam Healthy Weight Programme

Corinna Hawkes

In 2012, Amsterdam realised it faced an obesity crisis among young people, with rates substantially
above the Netherlands' national average. Data showed clearly that particular areas of the city were
affected, notably those with high levels of low-income children from migrant and minority ethnic
backgrounds. The then Deputy Mayor responsible for public health, care and sports quickly saw the
gravity of the problem and propelled childhood obesity to the top of the city's agenda. Through
him championing the issue, in late 2012 the city council formally committed to Amsterdam’s new
approach to childhood obesity.

Spurred into action, the authorities devised the Amsterdam Healthy Weight Programme. The vision
was clear: for all of Amsterdam's children to have a healthy weight by 2033.72 The city set two
interim targets — the '5,000 metre mission’ for all 0-5 year olds to be a healthy weight by 2018 and
the 'half marathon mission’ for all 0-10 year olds to be a healthy weight by 2023.

From the very start, the programme leadership was placed in the Department of Social
Development so that obesity would not be siloed as a purely health issue. It was also treated as

a long-term problem with multiple causes at many different levels, requiring shared responsibility
among multiple partners. Using the ‘rainbow model’ of health determinants, they devised a 'whole-
system approach’ to introduce solutions into the many domains of children'’s lives.

Actions are broken down by prevention, cure and facilitation. Prevention targets a child's first 1,000
days, pre-school and primary school, neighbourhoods, healthy urban design, food, teenagers,

and children with special needs. Cure focuses on helping children who are already overweight

or obese to regain a healthier weight. Facilitation covers learning and research, digital tools and
communication for professionals. Numerous activities were implemented in the first phase of the
programme from 2012 to 2017 including public drinking fountains, restrictions on food advertising
in sports stadiums and pools, guidance for healthy snacks in schools, establishment of health
ambassadors, treatment of children affected by severe obesity, healthy playgrounds, engagement
with food businesses, and healthy eating consultations with parents.”

The programme benefitted from having local-level data on childhood obesity that enabled it to
identify where the problems were greatest, which led to a focus on five target neighbourhoods.
Priority neighbourhoods were assigned a community manager and programme based on their needs.
Welfare organisations, civil society, minority ethnic organisations and local shops were brought
together to promote healthy lifestyles. Efforts were made to work together to overcome challenges.
For example, planners and public health officials had to work together but - at least to start with

— had little idea how they impacted on each other's work. Over time, the planning and health
departments began collaborating on small-scale activities and eventually on creating healthy public
spaces. Physical activity was an important part of this — another example of different disciplines
working together came by incorporating 'healthier urban design' into the programme.

There are no evaluations explicitly linking the changes made by the Amsterdam Healthy Weight
Programme to changes in obesity. But overweight and obesity prevalence is levelling off, with a
decrease in the percentage of children of all age groups between 2012 and 2015 from 21% to 18.5%.
The decrease is steeper among groups of very low social economic status than among groups of
very high social economic status.”

Lessons learned about what made the programme effective are transferrable to other cities. These
include strong political leadership; building a programme on the understanding that obesity is

a complex problem and that change will happen by learning by doing, and doing by learning;
collaboration and commitment across departments; acceptance that change will not happen
overnight; combining top-down government intervention with community-led change; targeting the
most deprived neighbourhoods; and gathering data for robust monitoring and evaluation.”

With the sense of a shared responsibility for reducing obesity now elevated in Amsterdam, the city
is continuing its programme of work for 2018 to 2021.7¢
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SPOTLIGHT

What is driving declines in child obesity in four localities in the US?
Laura Kettel Khan

Childhood obesity is a major problem in the US. Data captured by the National Health and
Nutrition Examination Survey (NHANES) shows rates have more than tripled since the 1970s and
nearly one in every five school students is now obese.”” Yet NHANES data from 2003 to 2014
suggests that the rate for children overall may have stabilised at the national level, and there
have been some encouraging signs in the past five years with more than 35 US jurisdictions (at the
local or state levels) reporting small declines in obesity measures among some segments of their
population, including young children from low-income families.”®

Armed with this data, the National Collaborative on Childhood Obesity Research set up the

Child Obesity Declines Project in 2013 to study and document what was driving these declines.

The project examines the what, how, when and where of community-based obesity prevention
strategies in four selected communities which have experienced very small but statistically
significant declines: Anchorage, AK; Granville County, NC; New York, NY; and Philadelphia, PA.
Researchers wanted to find out why data showed obesity declining in these communities, and more
importantly, to discover what local success stories could potentially be replicated elsewhere.

Using a unique systematic screening and assessment methodology, researchers identified a variety
of interventions in these settings, including schools and early childhood education, national, state,
local and institutional policies, and wider health and community strategies. For example, banning
sugary drinks in Philadelphia schools; serving fresh fruit and vegetables at lunchtime in New York;
increasing physical education lessons by 50% in Anchorage; and holding an hour's compulsory
physical activity in childcare centres in Granville County. Some of the strategies directly targeted
children in schools and childcare centres, while others were aimed at helping low-income children
and their families towards healthier behaviour in their neighbourhoods and communities. Strategies
were organised according to a socioecologic model — a framework for understanding the various
impacts of personal and environmental factors that determine behaviour. Each action was
classified according to whether it influenced obesity at the individual, interpersonal, organisational,
community or policy level.”®

While no causal conclusions can be made about the data, there are some pointed patterns of
success in these communities across a range of environments. All had similar patterns of strategies
that fall in all four quadrants of the socioecologic model, indicating the promise of multi-layered,
more intensive strategies; all had strategies that directly targeted younger children in those places
such as schools and early childhood education settings where they spend a significant part of their
day; and all had ‘enabling’ strategies that did not directly target children but which increased the
opportunity for healthy behaviours by low-income children.
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