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INTRODUCTION 
 
With a view to strengthening the private sector’s contribution to NCD prevention and 
control, Heads of State and Government committed at the UN General Assembly in 
paragraph 44 of the 2011 Political Declaration on NCDs1 to engage non-health actors and 
key stakeholders, including the private sector and civil society, in collaborative 
partnerships to promote health and to reduce NCDs. They called upon the private sector 
“to improve access and affordability of medicines and technologies and support effective 
interventions including reformulation to reduce salt, sugar and saturated fats and 
elimination of industrially produced trans-fats in foods.” Member States and the industry 
were also called upon “to take measures to reduce the impact of the marketing of 
unhealthy foods and non-alcoholic beverages to children, while taking into account 
existing national legislation and policies”. 
 
When reviewing progress made in 2014, the UN General Assembly “acknowledged that 
limited progress had been made in implementing these recommendations and although 
an increased number of private sector entities have started to promote food products 
consistent with a healthy diet, such products are not always broadly affordable, accessible 
and available in countries”.2 
 
In November 2017, the UN Secretary-General reported to the UN General Assembly that 
“While an increasing number of private sector entities have started to produce and 
promote more food products that are consistent with a healthy diet, such food products 
are not affordable, accessible or available in most developing countries.”3 
 
On 27 September 2018, Heads of State and Government will assemble at the UN General 
Assembly for the third High-level Meeting on NCDs to review progress and to adopt a pre-

                                                 
1 Available at http://www.who.int/nmh/events/un_ncd_summit2011/political_declaration_en.pdf?ua=1  
2 See paragraph 26 of http://www.who.int/nmh/events/2014/a-res-68-300.pdf?ua=1  
3 See paragraph 48 of http://www.who.int/ncds/governance/high-level-commission/A_72_662.pdf  

http://www.who.int/nmh/events/un_ncd_summit2011/political_declaration_en.pdf?ua=1
http://www.who.int/nmh/events/2014/a-res-68-300.pdf?ua=1
http://www.who.int/ncds/governance/high-level-commission/A_72_662.pdf
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negotiated outcome document through an intergovernmental process among Member 
States.  The negotiations are expected to start in early July 2018.  
 
Action in the food system is a priority for the UN Decade of Action on Nutrition 2016-2025, 
to which industry commitments may contribute. 
 
It is therefore timely and appropriate to critically review progress made in the 
implementation of paragraph 44 and particularly commitments made by the food and 
beverage industry since 2011. 
 
In addition, it is useful to clarify what the expectations are on the reduction of salt/sodium, 
free sugars and saturated fat and on the elimination of industrially-produced trans-fats in 
manufactured food, in view of a potential submission of new SMART4 commitments in 
September 2018.  
 
The dialogue on commitments does not by pass WHO’s recommendations on regulatory 
approaches. It is meant to accelerate and facilitate the implementation of such policies. 
 

WHO’S POLICY RECOMMENDATIONS 
 

The World Health Organization has developed and supported a series of policy 
recommendations regarding reducing diet-related ill health caused by over-consumption 
of foods.  World Health Organization’s guidance on dietary goals and subsequent updated 
guidelines on sodium, sugars and fats provide thresholds for preventing 
noncommunicable diseases and reducing their dietary risks. In addition, multiple other 
documents outline strategies and measures for improving diets and preventing 
Noncommunicable diseases in adults and children.  In 2004, the Global Strategy on Diet, 
Physical Activity and Health was adopted by the World Health Assembly. It called on 
governments, World Health Organization, international partners, the private sector and 
civil society to act at global, regional and local levels to support healthy diets and physical 
activity.   
 
In 2010, the World Health Assembly endorsed a set of recommendations on the 
marketing of foods and non-alcoholic beverages to children and in 2011, world leaders 
committed to reducing people’s exposure to unhealthy diets through a Political 
Declaration of the High-level Meeting of the United Nations General Assembly on the 
Prevention and Control of Noncommunicable Diseases.  In 2013, the World Health 
Assembly included amongst 9 global targets for the prevention and control of 
Noncommunicable diseases, a 30% relative reduction in the intake of salt by 2025.  
 

                                                 
4 Specific, Measurable, Achieveable, Relevant and Time bound. 
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The Global Action Plan for the Prevention and Control of Noncommunicable Diseases 
2013-2020 provides a menu of policy options to achieve this and other targets, as well as 
a list of cost-effective interventions to address the risk of Noncommunicable Diseases. 
WHO has also developed evidence based technical packages such as SHAKE5, for the 
reduction of salt, and REPLACE6, for the reduction of trans fats, to guide country policy 
response. 

COMMITMENTS MADE BY FOOD AND BEVERAGE INDUSTRY SINCE 2008 
 
The International Food and Beverage Association (IFBA) which represents some of the 
largest food manufacturers in the world, committed to the Director General of the World 
Health Organisation on multiple occasions to implement programmes designed to reduce 
the burden of diet-related ill health.  These commitments, made since 20087, have related 
to four broad areas; (1) food composition; (2) nutrition information; (3) advertising and 
marketing to children; and (4) promotion of health lifestyles.  Regarding the specifics of 
each commitment: 
 
1. Product formulation and innovation 

 
The IFBA member companies have committed to continuous product improvement and 
innovation, with the goal of making available food choices that help people eat a healthier, 
balanced diet.  Further, each IFBA member company has undertaken to make a specific 
corporate commitment, which addresses one or more of the following, as relevant to 
each company’s portfolio: 
 

• Improve the formulation of products to reduce levels of sodium, sugars, saturated 
fats,  and replace trans-fats with unsaturated fats; 

• Improve the formulation of products to increase levels of fibre, whole grains, 
vitamins and minerals, fruits and vegetables and low-fat dairy; 

• Provide reduced sugars, reduced saturated fat and reduced sodium options; 

• Provide a variety of portion size packaging, including small and/or reduced portion 
sizes and/or low- and no-calorie options, as well as portion guidance. 

 
 
 
 

 

                                                 
5 WHO. Shake the salt habit. 2016. 

http://apps.who.int/iris/bitstream/handle/10665/250135/9789241511346-

eng.pdf;jsessionid=0CB84F8A977C5DCC82EF681CB07B9DB2?sequence=1 
6 WHO. REPLACE TRANS FAT. An action package to eliminate industrially-produced trans-fatty acids. 

2018. http://www.who.int/docs/default-source/documents/replace-transfats/replace-action-package.pdf 
7 See IFBA 2014 Progress Report 
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2. Nutrition information 
 

The IFBA member companies have committed to helping consumers make informed, 
dietary decisions and choices that will help them lead healthier lives by providing easy-
to-understand and readily accessible nutrition information.  In November 2010, IFBA 
members adopted a set of “Principles for a global approach to fact-based nutrition 
labelling”. In September 2014, IFBA updated these principles to ensure a common 
commitment to transparency and the provision of nutrition information at point of sale.  
IFBA members committed to apply these at a global level by no later than 31 December 
2016.  The principles were that nutrition information would be provided in line with 
national regulations and guidance or CODEX Alimentarius guidelines for nutrition labelling 
where national regulations do not exist.  The principles covered packaged foods and 
beverages as well as restaurant foods. 

 
3. Advertising and marketing to children 

 
The IFBA member companies have committed not to  advertise to children under the age 
of twelve years only products that do not meet common nutrition criteria which are based 
on accepted science-based dietary guidance;  

 

In addition, IFBA members agreed not to engage in food or beverage product marketing 
communications to children in primary schools. This policy was due to become applicable 
to all IFBA member companies globally by 31 December 2016.  IFBA members also 
committed to developing and publishing specific guidelines on permissible activities in 
schools. 

 
4. Promotion of healthy lifestyles 

 
The IFBA member companies have committed to support innovative community-based 
programmes designed to promote balanced diets and regular physical activity.  IFBA 
member companies have specifically committed to work in collaboration with 
governments and civil society to help implement the strategies called for in the WHO 
Global Action Plan to Prevent and Control Noncommunicable Diseases 2013-2020.  This 
included a statement that IFBA would support projects that could yield evidence-based 
approaches and research that could help contribute to the learning around tackling 
Noncommunicable diseases.  IFBA stated that it is extending and strengthening workplace 
wellness programmes around the world for its members which employ more than 3.5 
million people.  IFBA reported that all have created workplace wellness programmes, 
including working towards smoke-free environments, to help employees improve and 
sustain overall health and wellbeing and facilitate healthy behaviour in the workplace.  
Additionally, IFBA members have committed to offering healthy dining choices and 
nutrition information to staff. 
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Regarding the ambition of each commitment, the following comments can be made: 
 
1. Food composition 

 
The statement that ‘corporate commitments will vary as relevant to each company’s 
portfolio’ is open to wide interpretation and is problematic.  Standardising commitments 
such that there is a level, easily understood and enforceable playing field will be key to 
accountability and success 
 
2. Nutrient information 

 
There are exclusions to the IFBA policy which could limit its impact.  For example, the 
commitment did not apply to joint ventures or similar partnership arrangements where 
not all of the parties were IFBA members.  It is problematic that the proposed form of 
nutrition labelling beyond Codex-compliant nutrient declarations was not specified.  
There was also some reference to per cent daily intake labelling which is a sub-optimal 
form of front-of-pack nutrition labelling.  While there is clear guidance on nutrient 
declaration standards by Codex, the form of interpretive front-of-pack labelling to be 
adopted would likely require substantial discussion.  Explicit management of the use of 
nutrition and health claims would also be required to prevent misleading consumers. 
 
3. Advertising and marketing to children 

 
There are extensive exclusions to the IFBA policy as it stands which substantially weaken 
its impact even if fully implemented.  Specifically the policy (1) covered only food and 
beverage product marketing communications that are primarily directed to children 
under twelve; (2) excluded company-owned, brand equity characters; (3) excluded 
packaging, in-store and point of sale, product placement, as well as forms of marketing 
communications which are not under the direct control of the brand owner, such as user-
generated content; (4) excluded menus or displays for food and beverage products 
offered for sale, charitable donations or fundraising activities and items provided to 
school administrators for education purposes or for their personal use.  (5) did not 
mention sponsorship. 
 
Evaluation against some of these criteria would be difficult and there is a strong case that 
could be made for different criteria that would be both more effective and more easily 
enforced.  Once again, standardisation, including nutrient profiling criteria and definitions 
of marketing to children that apply to all companies and all jurisdictions will be vital to 
success. The definition of “directed at children” needs to be clarified. In addition, age 12 
as a definition of a child sets a very low bar and many companies adhere to country 
regulations with more inclusive age definitions . 
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4. Promotion of healthy lifestyle 
 
There are significant concerns about IFBA involvement in community physical activity 
programs, especially for children. Arguably IFBA should focus on making food healthier 
not ameliorating the consequences of the unhealthy diets it causes.  Likewise there are 
major concerns related to IFBA supporting research projects related to 
Noncommunicable diseases because of the potential significant conflicts of interest.  This 
would have to be managed very carefully and will be an important component of 
monitoring and evaluation.  The commitments of IFBA members to providing their own 
employees with wellness programs, smoke free environments, healthy dining choices and 
nutrition labelling in the workplace are positive and open to objective evaluation. 
 
In addition, it would have been good to see a commitment to support WHO-
recommended strategies, not to undermine public health efforts to implement WHO 
recommendations in countries and a commitment to share data with WHO and 
independent experts in a way which both protects commercial sensitivities but also 
supports WHO and governments to fulfil their roles in improving health of populations. 
 
In its 2014 Progress Report IFBA described Members’ implementation of commitments 
and stated that “Since 2004, we have reformulated and developed tens of thousands of 
products offering more options to suit dietary needs. We have been steadily reducing or 
removing key ingredients of public health concern – salt, sugar, saturated fats and trans 
fat – and increasing beneficial ingredients – fibre whole grains, fruits and vegetables and 
low-fat dairy. We are fortifying, as appropriate, commonly consumed products with 
vitamins and minerals to address micronutrient deficiencies. We are reducing calories by 
offering smaller portion sizes and providing portion guidance.”8 
 
Independent monitoring of companies’ commitment was not accomplished until the 2018 
Access to Nutrition index report9. The report analysed IFBA’s commitment and indicated 
that “The most prevalent issues with the commitments is that they are limited to certain 
products or product categories, without covering all relevant products in the portfolio, or 
that different commitments are stated in the different source documents. In various 
instances, commitments are missing without clarification. Furthermore, several 
commitments are non-quantitative and express an intention rather than a concrete 
target.”  Table 1 illlustrates the ATNF assessment of companies’ commitments and 
indicates what are the barriers to their verification. 
 
 
 

                                                 
8 IFBA 2014 Progress Report 
9 Access to nutrition index. Global index 2018. 
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Table 1 - Overview of IFBA company commitments to improve the nutritional quality of 
products10 
 

 
 

ATNF also assessed the commitment of non IFBA companies and their implementation. 
They found that in 61 out of 117 cases “no relevant target was defined by the companies. 
Of the 56 targets that were identified, 16 were fully defined (covering all products across 
relevant product categories, globally). In six instances, companies provided evidence that 
comprehensively-defined targets were fully met for all products across relevant product 
categories, globally.” (Table 2) 

 
 

 
 
 
 
 
 

                                                 
10 Access to nutrition index. Global index 2018 p.71 
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Table 2 - Overview of product (re)formulation targets11 
 

 
 
 
POTENTIAL FOR NEW COMMITMENTS IN 2018 
 
Poor diet is the risk that underlies more death and disability than any other cause of 
disease.  The problem is largely attributable to excess consumption of sodium, added 
sugars, unhealthy fats and energy.  Compounding factors are the large portion sizes, low 
prices and ubiquitous advertising and marketing of unhealthy processed foods, as well as 
the difficulty that consumers have in understanding the nutritional quality of the products 
they are eating.   While poor consumer choices are an important factor in the rise of diet-
related ill health, it is widely accepted that unhealthy food environments are a 
fundamental determinant of unhealthy food choices. The obesity epidemic has not been 
caused by the world’s population deciding to become lazy and greedy.  Rather, the 
environment that people live in has influenced the eating behaviours of most of the 
worlds’ population. 
 
 
 

                                                 
11 Access to nutrition index. Global index 2018 p.68 
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1. SALT/SODIUM 
 
Average global consumption of sodium is about 4 g/day sodium (10g/day salt) with a wide 
range between regions (2.5 to 5.5g/day sodium).  It is estimated that there are more than 
1.5 million deaths caused by excess sodium consumption each year.  Most of the disease 
burden is caused by the adverse effects of sodium on blood pressure and the consequent 
increased risks of heart disease, stroke and kidney diseases.  There is compelling evidence 
that reducing sodium consumption by even a small amount could lower blood pressure 
and reduce risks for very large numbers all around the world. 
 
WHO recommends :  a reduction in sodium intake to reduce blood pressure and risk of 
cardiovascular disease, stroke and coronary heart disease in adults; a reduction to <2 
g/day sodium (5 g/day salt) in adults;  a reduction in sodium intake to control blood 
pressure in children;  the recommended maximum level of intake of 2 g/day sodium in 
adults should be adjusted downward based on the energy requirements of children 
relative to those of adults.12 
 
The World Health Assembly has agreed on a global target of 30% reduction in sodium 
consumption by 2025. 
 
Broadly there are three main sources of sodium in the diet: 
 

•  ‘Sodium in ready-to-eat unpackaged foods’ consumed outside of the home, 
takeaways and deliveries that are provided by chain restaurants, small food outlets or 
street hawkers;  

• ‘Sodium in packaged or processed foods’ provided by food retail stores that range in 
size from large hypermarkets in cities to local food stands in villages. This includes 
foods such as bread, butter and processed meats, that are major contributors to salt 
intake. 

• ‘Consumers’ added sodium’ in the form of salt, soy sauce, fish sauce (among others) 
that is applied to food during preparation at home or as seasoning added immediately 
prior to consumption; 

 
Unprocessed foods and ingredients, aside from salt itself, generally have very low levels 
of naturally occurring sodium.  The primary source of dietary sodium varies markedly 
between countries depending upon the form of the national food industry.  In general, 
the proportion of food deriving from packaged and restaurant foods increases with the 
average level of national income and formalisation of the food industry, though there is 
often marked variation between geographies and communities within a country. 
 

                                                 
12 WHO. Guideline: Sodium intake for adults and children. Geneva, World Health Organization 

(WHO), 2012. 
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In practice, for most low- and middle-income countries, the great majority of sodium 
likely derives from ‘consumers’ added sodium’, though proportions from ‘ready-to-eat 
unpackaged foods’ and ‘packaged or processed foods’ are projected to grow rapidly as 
economic development progresses. 
 
The strategy for achieving sodium reduction varies with the dietary source of sodium: 
 

• Intake of ‘consumers’ added sodium’ can be reduced by two main approaches – 
community education and salt substitution.  Community education has been widely 
implemented but in isolation is minimally effective.  Salt substitution has not been 
tested at scale but reduced sodium, added potassium products have been shown to 
be highly effective in research settings in reducing blood pressure.  A major 
impediment to implementation of salt substitution is theoretical concerns about 
adverse effects attributable to potassium supplementation amongst individuals with 
seriously impaired renal function; 

• Reduction of sodium from ‘ready-to-eat unpackaged foods’ requires either reduced 
or altered consumption of these foods, or else their reformulation to include less 
sodium.  There is some evidence that large chain restaurants can reduce average 
sodium levels in foods there is lack of information about the effectiveness of 
comparable strategies in small-to-medium enterprises.  Likewise, there are no data to 
support scalable education strategies able to change consumer purchasing behaviours 
such that less sodium is consumed from these sources; and 

• There is evidence for reduction of sodium from ‘packaged or processed foods’ using 
strategies that encourage food manufacturers (and retailers) to reduce average 
sodium levels in food products.  The United Kingdom has been a leader in this space 
over the last decade but prior programs were implemented in Finland and Japan.  
Warning labels that signpost foods with high or low levels of sodium may drive 
reformulation of foods at the margins of the salt content spectrum in addition to 
supporting lower sodium consumer choices. 

 
The World Health Organization has developed the SHAKE technical package for salt 
reduction that identifies evidence based policies and interventions for salt reduction 
while providing practical guidance on how to develop, implement and maintain a national 
salt reduction strategy.  The SHAKE package is intended to have global applicability and 
comprises recommendations on: 

• Surveillance to measure and monitor salt use; 

• Harnessing industry to reformulate foods; 

• Adopting standards for labelling and marketing; 

• Knowledge interventions that empower consumers to eat lower sodium diets; and  

• Environment strategies that promote healthy eating. 
 
Apart from surveillance, the interventions in the SHAKE package are considered very cost-
effective interventions (‘NCD Best Buys’) according to the WHO CHOICE analysis yielding 
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an average cost-effectiveness ratio of ≤ I$ 100 per DALY averted in low- and lower 
middle-income countries13. 
 
The SHAKE technical package also describes elements of successful program, such as a 
prior strategy development step that highlights the importance of leadership, governance, 
planning, partnerships across stakeholders and the integration of the work with iodine 
reduction programmes that are based upon the fortification of salt.  In every case, the 
establishment of a national salt reduction strategy will require a situational analysis to 
determine the local barriers and opportunities for sodium reduction that will define the 
short-, medium- and long-terms elements of the strategy. 

 
There are no systematic and objective data to describe the extent to which IFBA has acted 
upon its stated sodium or other commitments around the world.  There are a few 
countries (e.g. the UK and Australia), where this data has been reported and other 
countries where comparable data may be available but are unreported.  In Australia, a 
recent analysis was done for the Access to Nutrition Foundation summarising the 
commitments and actions on sodium reduction taken by large IFBA and non-IFBA 
corporations. 
 
 
Table 3- Australian company commitments towards sodium reduction 

IFBA1 companies Commitments  

Coca-Cola Company No specific target identified 

Danone Groupe  No specific target identified 

Ferrero Group  All products to contain less than 150mg sodium/ 100g product 

General Mills Inc  Reduce sodium levels by 5% or more 

Kellogg Co  Reduce sodium levels in 85% of cereals to less than 150mg/ 30g serving by 
2020 

Mars Inc  20% reduction of sodium levels in all products by 2021 

Mondelez International Inc  Sodium reduction by 10% in all products by 2020 from 2012 baseline 

Nestle SA  Sodium reduction by 20% in all products by 2020 

PepsiCo Inc  75% of products not to exceed 1.3 mg of sodium per calorie by 2025 

Unilever 75% of all products to have salt levels enabling intakes of 5g salt per day by 
2020 

1International Food and Beverage Alliance.  International Food and Beverage Alliance. 2015/2016 Progress Report. 
Available from: https://ifballiance.org/.  International Food and Beverage Alliance. Product formulation and innovation 
- Reducing sodium. Available from: https://ifballiance.org/commitments/product-formulation-and-innovation. 

 

The ATNF analysis indicates that non-IFBA companies operating in Australia did not make 
commitments on sodium reduction.  However, the commitments made by IFBA 
companies were diverse and with no apparent underlying strategy to indicate a coherent 
approach to target-setting across companies (Table 3).  Further, when examining sodium 

                                                 
13 http://apps.who.int/iris/bitstream/handle/10665/259232/WHO-NMH-NVI-17.9-

eng.pdf;jsessionid=8DBD8734D50753C195D852BCC1988C96?sequence=1 

https://ifballiance.org/
https://ifballiance.org/commitments/product-formulation-and-innovation
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levels in the foods provided by these companies in Australia there was little evidence of 
substantive change in sodium levels between 2013 and 2017 (Table 4). 
 
Table 4 - Changes in median sodium concentration of foods by company and overall 

 
 
Additional data from the FoodSwitch program, that supported the broader 2018 Access 
to Nutrition Foundation Global Product Profile, are also available.  Specifically, 
FoodSwitch has defined protocols for the monitoring and evaluation of the sodium 
content of processed and packaged foods all around the world.  There are already well 
developed and proven technical solutions for data collection including a bespoke data 
management system and smartphone applications.  Data are presently being collected in 
a dozen countries around the world with information currently held for about 500,000 
individual products marketed in countries with a combined population of about 3 billion 
people.  Multiple scientific reports have emanated from the system which also provides 
data in support of industry, government and media activities related to the quality of the 
food supply. 
 
In the UK the salt targets were originally set by the Food Standards Agency in 2006, and 
were subsequently updated twice most recently by the Department of Health and Social 
Care under the Public Health Responsibility Deal. These were re-published by Public 
Health England (PHE) in March 2017 and were due to be met by all sectors of industry by 
the end of 2017. The programme has already resulted in reductions of up to 50% in a wide 
range of foods; and population salt intakes have also reduced by around 11% between 
2004 and 2014. PHE intends to publish an assessment of industry’s progress by the end 
of 2018. This will inform the next steps of the programme.  
 
 
 
 
EXPECTATION FOR INDUSTRY COMMITMENTS ON SALT/SODIUM REDUCTION 
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A successful national sodium reduction program will require the active participation of 
diverse stakeholders, including the food industry.  There are specific actions that industry 
can take to maximise the potential for success, based on the WHO SHAKE technical 
package and experiences from across the globe.  These actions should be done industry-
wide and mostly this will require a coordinating function led by government.  Some 
elements are already mandatory in many jurisdictions (such as sodium content labelling 
or marketing restrictions)  but most are not.  There are some components where the ‘level 
playing field’ provided by a mandatory approach may be beneficial to the industry sector 
implicated. 
 
1. Reformulation of foods to lower sodium concentrations – in countries where most 

sodium is derived from packaged and/or restaurant foods, the reformulation of foods 
to have lower concentrations of sodium can reduce dietary sodium consumption 
irrespective of changes in consumer behaviour.  Furthermore, if done gradually and 
in a coordinated way across industry sectors, this can be achieved without consumers 
becoming aware of it.  Targets for maximum sodium levels are already available for 
most food categories and global standards could be rapidly established.  This 
recommendation also applies to the providers of ingredients and other base food 
products used in the preparation of foods at institutions, workplaces, schools and 
other facilities. Salt reduction targets can be progressive. As a benchmark, salt 
reduction targets developed by Public Health England14 can be used. 
 

• Adopt standardised targets for maximum sodium levels for all food categories and 
define a timeline for achieving them. A global common set of targets may be 
established, through a dialogue with WHO. 

 
2. Sodium content labelling – Codex guidelines on nutrition labelling indicate that 

nutrient declaration should be mandatory for all prepackaged foods and sodium was 
included as a mandatory nutrient to be decleared in the 2013 revision with increasing 
concerns on noncommunicable diseasesUniversal availability of the nutrient content 
data on food packaging is vital for supporting consumer choice and monitoring of the 
sodium content of foods.   
 

• Provide the on-pack sodium data required by Codex (all manufacturers in every 
jurisdiction).  Restaurant chains should also provide these data in store, on 
packaging or online.  

 
3. Signpost labelling of sodium content – In addition to nutrient declaration, front-of-

pack labelling can facilitate consumers’ understanding of nutrient contents of food 
products and help them choose healthier foods.  It is important to agree upon a 
format of labelling that helps consumers choose and consume foods that are lower in 

                                                 
14 Public Health England. Salt Reduction Targets for 2017 
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sodium.  Labelling may be in the form of sodium-specific signposts that highlight foods 
particularly high or low in sodium, or as part of a system that labels foods based upon 
a range of constituents.  This recommendation applies to packaged foods, restaurant 
foods and foods provided in canteens at institutions, workplaces, schools and other 
facilities. 
 
Implement signpost labelling, that facilitates the purchase and consumption of 
lower sodium foods, in line with national regulations . 
 

4. Salt substitutes - salt substitutes are an effective way of reducing sodium intake and 
blood pressure, particularly in communities where most sodium is derived from added 
salt (much of the developing world).  Salt substitutes are licensed for sale in many 
countries but frequently are unavailable or provided only at substantial additional 
cost in retail outlets. 
 

• Provide reduced-sodium salt substitute alongside salt, at the lowest possible price, 
wherever salt is for sale. 

 
5. Restriction of salt for seasoning – restaurants that provide salt for seasoning should 

not routinely salt customers’ foods.  Salt should be provided as an option with salt 
substitute always offered as an alternative.  This will serve both to reduce sodium 
intake and raise awareness about the adverse health effects of salt. 
 

• Seasoning foods routinely with salt in restaurants should not happen.  Customers 
should instead be provided with the option to add their own salt.  Salt substitute 
should always be offered as an alternative. 

 
6. Restriction of marketing of high sodium foods to children – poor dietary habits 

adopted in childhood can track to adulthood and result in adverse health outcomes 
early in life.  Restrictions on the marketing of unhealthy foods to children are widely 
recommended by public health groups and should explicitly include foods high in 
sodium.  
 

• Implement robust criteria that restrict the marketing of high sodium foods to 
children, in line with national regulations and with WHO recommendations. 

 
7. Commitment evaluation – if voluntary schemes are promoted, independent 

monitoring is critical to assess progress and to hold to account the different actors. 
 

• Support the implementation of periodical independent evaluation to monitor the 
progress and achievement of the commitments made, through producing and 
providing comparative data.  
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2. FREE SUGARS15 
 
In 2014, an estimated 41 million children under 5 years of age were affected by 
overweight or obesity16. In Africa, the number of children who are overweight or obese 
has nearly doubled since 1990, increasing from 5.4 million to 10.3 million. In 2014, of the 
children under 5 years of age who were overweight, 48% lived in Asia and 25% in Africa17. 
Obesity can no longer be classified as a problem of affluence or one confined to wealthy 
countries18 . The intake of free sugars is considered an important contributor to the 
development of obesity and has therefore attracted the attention on public health 
authorities. Free sugars intake is also a determinant of dental caries, that has remarkable 
social and economic cost. 
 
Since 2015, WHO, based on the evidence, has recommended that for the best health, 
intake of free sugars should be less than 10%, and ideally less than 5%, of an adult or 
child’s total energy consumption 19 . The importance of managing sugars and refined 
carbohydrate consumption in weight management is now well recognised. However 
global consumption of sugars is above the recommended level and continues to rise, with 
75% of that consumption taking place in low and middle income countries20.  
 
Sugar consumption can be diffuclt to compare because of differnces in the definition of 
sugars and variation in survey methods. In baord terms,  worldwide intake of free sugars 
varies by age, setting and country. In Europe, intake in adults ranges from about 7-8% of 
total energy intake in countries such as Hungary and Norway, to 12-17% in countries  such 
as Spain and the United Kingdom. Intake is much higher among children, ranging from 
about 12% in countries such as Denmark, Slovenia and Sweden, to nearly 25% in 

                                                 
15 WHO definition of free sugars: “monosaccharide (i.e. glucose, fructose and galactose) and disaccharides 
(i.e. sucrose and lactose) added to foods and beverages by the manufacturer, cook or consumer, and 
sugars naturally present in honey, syrups, fruit juices and fruit juice concentrate”. 
http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/ 
16 World Health Organisation: Ending Childhood Obesity http://www.who.int/end-childhood-obesity/en/ 
17 UNICEF, WHO, World Bank. Levels and trends in child malnutrition: UNICEF-WHO-World Bank joint 

child malnutrition estimates. UNICEF, New York; WHO, Geneva; World Bank, Washington DC: 2015. 
18 Ezzati, M., Vander Hoorn, S., Lawes, C. M. M., Leach, R., James, W. P. T., Lopez, A. D., … Murray, C. J. L. 
(2005). Rethinking the “Diseases of Affluence” Paradigm: Global Patterns of Nutritional Risks in Relation to 
Economic Development. PLoS Medicine, 2(5), e133. http://doi.org/10.1371/journal.pmed.0020133 
19 Guideline: Sugars intake for adults and children. Geneva: World Health Organization; 2015. 
20 Rabobank (2017) Sweetness and Lite: How vulnerable is global sugar consumption to Food and 
Beverage trends 

http://www.who.int/nutrition/publications/guidelines/sugars_intake/en/
http://www.who.int/end-childhood-obesity/en/
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Portugal21.   There are also rural/urban differences. In rural communities in South Africa 
intake is 7.5%, while in the urban population it is 10.3%22.  
 
According to the data provided by the International Sugar Organization which is an 
intergovernmental organization which addresses issues related to sugar production and 
markets, world per capita estimated consumption of sugars (estimated based on 
availability) has increased during the last decade in all regions of the world.  The highest 
consumption is observed in South America (47.9kg) and the lowest in Equatorial and 
southern Arica (11kg)23.   
 
In addition, almost half the world’s population is affected by dental caries and there is a 
clear dose–response relationship between sugars consumption and dental caries24. 
In 2014 the global economic impact of obesity was estimated to be US $2.0 trillion or 2.8% 
of the global gross domestic product (GDP)25. Besides excess health care expenditure, 
obesity also imposes costs in the form of lost productivity and foregone economic growth 
as a result of lost work days, lower productivity at work, mortality and permanent 
disability.  
 
Given the adverse health impact of high consumption of sugars and the socioeconomic 
implications and costs, governments are looking for policy solutions to reverse the trends. 
WHO has indicated that the intake of free sugars may be reduced through a range of 
public health interventions including food and nutrition labelling, consumer education, 
regulation of marketing of food and non-alcoholic beverages that are high in free sugars, 
and fiscal policies targeting foods and beverages that are high in free sugars26. 
 
The preference of some governments has been to encourage the food and beverage 
industry to take voluntary action to improve the nutritional content of products and 
stimulate a change in the food environment. When these measures fail to demonstrate 
fast and significant change, governments are increasingly employing taxes to decrease 
the affordability of high sugars foods and beverages; restricting the marketing of these 
products and insisting on the labelling of foods to increase the public’s awareness of the 
sugars content and influence consumer habits.  
 

                                                 
21 Energy and Nutrient Intake in the European Union Based on National Data. In : Elmadfa I (ed): European 
Nutrition and Health Report 2009. Forum Nutr. Basel, Karger, 2009, vol 62, pp 68–156, integrated with 
information provided by Prof. Elmadfa 
22 Vorster HH, Kruger A, Wentzel-Viljoen E, Kruger HS, Margetts BM. Added sugar intake in South Africa: 
findings from the Adult Prospective Urban and Rural Epidemiology cohort study. Am J Clin Nutr. 2014 
Jun;99(6):1479-86). 
23 ISO Statistical Bulletin Feb 2015 
24 http://www.who.int/oral_health/publications/sugars-dental-caries-keyfacts/en/ 
25 Dobbs, R.; Sawers, C.; Thompson, F.; Manyika, J.; Woetzel, J.R.; Child, P.; McKenna, S.; Spatharou, A. 

Overcoming Obesity: An Initial Economic Analysis; McKinsey Global Institute: Jakarta, Indonesia, 2014. 
26 Guideline: Sugars intake for adults and children. Geneva: World Health Organization; 2015. 

http://www.who.int/oral_health/publications/sugars-dental-caries-keyfacts/en/
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The three approaches being employed by companies to reduce sugars are : 
 

1. Reformulation – either through a gradual reduction in sugars content of products 

leading to a change in consumer tastes and/or through technological 

advancements 

2. Portion size control (smaller portions and no free refills) 

3. Portfolio diversification – to include and sell more lower sugars products 

Many food and beverage companies support a reduction in population sugars 
consumption. However, in order to realise this ambition the commitment to sugars 
reduction needs to be quantifiable and measurable across the industry by an independent 
body.  
 
In 2016, the UK launched a sugar reduction and wider reformulation programme that 
seeks to reduce the amount of sugars in the foods that contribute most to children’s diets 
by 20% by 2020 (over 5 years). This provides an example of a quantifiable and measurable 
commitment to sugar reduction.  
 
Public Health England, on behalf of the UK Government, is working with all sectors of the 
food industry (retailers, manufacturers and the out of home sector e.g. quick service 
restaurants, pubs, coffee shops, takeaway and meal delivery businesses) to reduce the 
amount of sugar in foods by 20% by 2020, with a 5% reduction in the first year (by August 
2017)27. This is against a baseline of 2015. As food labels only declare total sugars per 
100g, the programme uses this data to track progress against the target.  The reductions 
in sugars should also be accompanied by reductions in calories, and where possible no 
increases in saturated fat, and the achievement of 2017 salt targets.  
 
There are nine food categories: yogurts, biscuits, cakes, morning goods (e.g. buns and 
pastries), puddings, ice-cream, breakfast cereals, confectionery – split to separate sweet 
and chocolate confectionery – and sweet spreads and sauces. Allowances were made for 
naturally occurring sugars in yogurts and dried fruits in breakfast cereals. The programme 
covers children up to the age of 18 so all foods in each category are included, not just 
those that are manufactured for or marketed to children.  
Annex Table 1 describes the nine categories, the baseline sales weighted average 
(accounts for the sugar in a product and the volume of sales), the target sugar reduction, 
and gives a portion size guide.  Annex Table 2 is a separate and specific table for milk 
based drinks that are not included in the sugar levy. The ambition to be achieved by mid 

2021 for milk based drinks is to reduce sugars by 20% (Interim ambition of 10% by mid 

2019). The ambition will also apply to drinks in scope made with milk substitutes. Annex 

Table 3 describes the two levies applied to sugar sweetened beverages. Results for the 

                                                 
27 Public Health England. Sugar reduction and wider reformulation programme: Report on progress towards 

the first 5% reduction and next steps. 2018 
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first year of the sugar reduction programme have been promising with the sugar levy 
encouraging an 11% reduction in sugar content of drinks before it came into effect, 5 out 
of the 8 categories of foods measured achieving a sugar reduction and 4 out of the 6 
categories measured achieving a portion size reduction. 
 
 
EXPECTATION FOR INDUSTRY COMMITMENTS ON FREE SUGAR REDUCTION 
 
1. Reformulation of foods to lower the level of free sugars content in foods  
 

• Reduce the amount of sugars by 20% in the foods that contribute most to children’s 
diets across and in all geographical regions by 2023  (all food industry - 
manufactured, retail and out of home)  

• Remove the lack of parity between countries and regions such that low and middle 
income countries are not sold an unhealthier version of the same products by 2020 
(food industry marketing products across multiple countries) 
 

2. Label sugar content  
 

• Label total sugars (a mandatory nutrient to be decleared based on the Codex 
guidelines on nutrition labelling) and added sugars, on pre-packaged foods, in line 
with national regulations and with WHO recommendations by 2020 (All food 
industry - manufactured, retail and out of home)  

 
3. Evaluate commitments  
 

• Support the implementation of periodical independent evaluation to monitor the 
progress and achievement of the commitments made, through producing and 
providing comparative data.  
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3. INDUSTRIALLY-PRODUCED TRANS FATTY ACIDS 
 
Industrially-produced TFA (IP-TFA) were introduced into food supply with the invention 
of partially-hydrogenated vegetable oils (PHO). PHOs are the main source of IP-TFA and  
are most frequently found in baked and fried foods, including pre-packaged snacks and 
food and cooking oils and spreads.  
 
TFA from ruminant animals are also present in small amounts in the food supply, but IP-
TFA are the main source of TFA intake. IP-TFA provide no known health benefits, and are 
a known risk factor for coronary heart disease. WHO recommends that the intake of TFA 
(from all sources) is kept to less than 1% of total energy intake in individuals. 
 
IP-TFA were originally used as a replacement for saturated fatty acids (SFA). They are 
popular because of stability, cost, availability and function. Unintended consequences 
need to be considered when replacing TFA since IP-TFA is itself an unintended 
consequence of changing the food supply. Health effects of TFA are progressive and linear, 
there is no safe level. Globally, more than 500,000 deaths in 2010 were attributed to the 
intake of IP-TFA.  
 
Elimination of IP-TFA from the food supply is a priority target of the 13th General 
Programme of Work, which will guide the World Health Organization (WHO) in 2019-2023. 
 
Promoting replacement of IP-TFA with healthier fats and oils is a key action for their 
elimination. Polyunsaturated fatty acids (PUFA) are the suggested replacements for IP-
TFA, based on the totality of the evidence reviewed, including high quality evidence for 
reduced LDL cholesterol in adults. This does not preclude the use of monounsaturated 
fatty acids (MUFA), since RCTs that assessed blood lipids found replacement with MUFA 
significantly lowered LDL cholesterol. 
 
Examples of healthier oils include corn, rapeseed, sunflower, cottonseed, peanut, rice 
bran, canola, soybean. 
 
SFA should not be increased while trying to reduce IP-TFA. SFA raises LDL cholesterol and 
is associated with risk of cardiovascular disease, and therefore contributes to the ill health 
effects that elimination of IP-TFA intends to ameliorate. There is some evidence that the 
major individual dietary SFA (i.e. lauric, myristic, palmitic and stearic acids) may have 
differential effects on blood lipids, however data from cohort studies suggest that each 
one is linked to increased risk of CHD. 
 
Despite progress in reducing TFA intake in wealthier countries, PHO are still widely used 
and consumed, especially in middle- and lower-income countries. 
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IP-TFA are found in foods containing or fried in PHO, this includes packaged, restaurant, 
and cafeteria foods. These IP-TFA are commonly present in vegetable shortenings, 
margarines, crackers, baked goods, cookies, snack foods, French fries, and other foods 
made with or fried in PHO. Foods people may not think of as containing PHO include 
coffee creamer, artificial cheese (many people assume TFA in frozen pizza is from crust 
but often it is the cheese), and cake icing. 
 
Globally exposure is >1% of energy, with some countries reaching up to 6% of total energy 
intake. 
 
The WHO REPLACE action package provides governments with a strategy to achieve the 
prompt, complete, and sustained elimination of industrially-produced trans fats from 
their national food supply including six action areas. Countries are invited to : 
 

• REview dietary sources of industrially-produced trans fat and the landscape for 
required policy change. 

• Promote the replacement of industrially-produced trans fat with healthier fats and 
oils. 

• Legislate or enact regulatory actions to eliminate industrially-produced trans fat. 

• Assess and monitor trans fat content in the food supply and changes in trans fat 
consumption in the population. 

• Create awareness of the negative health impact of trans fat among policy-makers, 
producers, suppliers, and the public. 

• Enforce compliance with policies and regulations. 
 
WHO recommends the establishment of mandatory limits on IP-TFA to less than 2 g/100g 
of total fat or oil in all foods (as in the Danish legislation) OR to reclassify partially 
hydrogenated vegetable oils as unsafe (as in the USA or Canada).  

 

Many countries have successfully lowered IP-TFA and can show the way for global 
reduction. In Denmark from 2001 to 2005 TFA level went from 30g to <1g (Law 2003). In 
the USA, IP-TFA consumption decreased  from 4.6 to 1.3 g/p/day (2003-12) and the 
decrease continues (FDA personal communication). These decreases are  the  result of 
labeling regulations in 2006 and a full ban in 2018. Additional examples of TFA elimination 
have been documented in Canada, UK, Argentina, Europe (12 countries). The Americas 
have launched a Trans Fat Free America. As part of that initiative 8 countries have enacted 
laws or regulations to reduce or eliminate IP-TFA. 
 
 
 
 
EXPECTATION FOR INDUSTRY COMMITMENTS ON TRANS FAT ELIMINATION 
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1. Reformulate foods to eliminate IP-TFA 

 

• Ensure the TFA elimination target set to be achieved by the end of 2018 (by IFBA) 
be in line with WHO recommendation for all food categories (< 2 g/100g of total fat 
or oil), including the aim of not increasing SFA. 
 

• Implement TFA elimination across global product lines by 2023. Studies have found 
the same product in different countries can have drastically different levels of TFA.  
Company policy should be no TFA (including PHO) in food products anywhere in the 
world. 

 
2. Support small and medium enterprises 
 

• Share know-how with small and medium size enterprises/companies through 
setting up a repository of methods and technological innovations and provide 
technical support as required 
 

• Assist others with fewer resources to have the same impact as industry partners 
that have successfully found replacements higher in polyunsaturated fat could help 
others with fewer resources do the same 

 
3. LabelTFA content 
 

• Implement TFA labelling on pre-packaged foods by 2020 (specific timeline to be 
agreed) 

 
4. Supply of replacement alternatives low in SFA 
 

• Increase the supply of replacement alternatives low in SFA and SFA by fat and 
oil manufacturers  to support the enforcement of IP-TFA elimination. 

 
5. Evaluate commitments  

 

• Support the implementation of periodical independent evaluation to monitor 
the progress and achievement of the commitments made  
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Annex Table 1 - Sugar reduction and calorie or portion size guidelines 
 

Category description Baseline sales 
weighted average 
for total sugar 
(g total sugar per 
100g) 

20% reduction 
guideline 
(g total sugar per 
100g) 

Portion guideline – kcals per 
serve (per portion of a 
product likely to be 
consumed by an individual 
at one time)a 

Breakfast cereals: Includes all 
breakfast cereals, eg ready to eat 
cereals, granola, muesli, porridge 
oats.b  
 

15.3g 12.3g 400 kcals (maximum) 

Yogurts: Includes all sweetened 
dairy yogurt, fromage frais 
products including non-dairy 
alternatives (such as soya, goat, 
sheep products): Excludes natural 
yogurt and unsweetened yogurt 
and fromage frais.c  

12.8g 11.0g 120kcal  
sales 
weighted 
average 

175kcal 
maximum 

Biscuits: Includes all types of sweet 
biscuits including cereal bars and 
toaster pastries (Pop Tarts); gluten 
free biscuits; two-finger Kit Kats 
(but all other sizes are excluded)i 
 

32.8g 26.2g 100kcal 
sales 
weighted 
average 

325kcal 
maximum  

Cakes: Includes all types of cakes, 
ambient and chilled, including cake 
bars and slices, American muffins, 
flapjacks, Swiss rolls.  
 

34.9g 27.9g 220kcal 
sales 
weighted 
average 

325kcal 
maximum 

Morning goods: Includes morning 
goods such as croissants, crumpets, 
English muffins, pancakes, buns, 
teacakes, scones, waffles, Danish 
pastries, fruit loaves, bagels.  
 

12.5g 10.0g 220kcal 
sales 
weighted 
average 

325kcal 
maximum 

Puddings: Includes all types of 
ambient (including canned), chilled 
and frozen puddings. 
 

18.8g 15.1g 220kcal 
sales 
weighted 
average 

450kcal max 
550kcal max 
for OOH with 
additionsd 

Ice cream, lollies and sorbets: 
Includes all types of ice cream, 
dairy and non-dairy, choc ices, ice 
cream desserts eg Arctic roll, lollies 
and sorbets. e 
 

23.2g 
(13.7g) 

18.6g 
(10.8g) 

220kcal 
sales 
weighted 
average 

325kcal 
maximum 
 

Chocolate confectionery: Includes 
chocolate bars, filled bars, 
assortments, carob, diabetic, low 
calorie and seasonal chocolate.  

54.6g 43.7g 200kcal 
sales 
weighted 
average 

250kcal max 

Sweet confectionery: Includes all 
sweets. Excludes sugar free sweets 
and chewing gum. 

60.6g 48.4g 125kcal 
sales 
weighted 
average 

150kcal max 
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Sweet spreads and sauces: 
Includes chocolate spread, peanut 
butter, ice cream and dessert 
sauces/toppings and compotes, 
jam type spreads that are out of 
scope of the legislation. 

 Portion size guideline (grams 
per portion of a product 
likely to be consumed by an 
individual at one time) 

Chocolate spread: Includes 
chocolate hazelnut spreads, milk 
chocolate spreads, confectionery 
branded chocolate spreads. 

54.8g 43.8g 15g sales weighted average 

Peanut butter: Includes peanut 
butter with added and no added 
sugar and flavoured peanut butter 
(including chocolate where peanuts 
are the main ingredient) as well as 
all other nut butters (eg almond, 
cashew). 

4.9g 3.9g 15g sales weighted average 

Dessert toppings/sauces: Includes 
dessert syrups with added sugar, 
coulis, compotes, cream based 
toppings, brandy sauce. 

48.3g 38.7g 15g sales weighted average 

Fruit spreads: Includes fruit-based 
spreads that do not fall under the 
EU jam definition and legislation. 

43.2g 34.6g 15g sales weighted average 

Notes 
a The factor used to convert kcals to kJ is 4.184 (multiply kcals by 4.184 to get kJ)i 
b An allowance has been made for the amount of sugar coming from dried fruit in breakfast cereals of 10g per 
100g.  
c An allowance has been made for the amount of naturally occurring sugar in yoghurt and fromate frame of 3.8g 
lactose per 100g.  
d Based on maximum for composites ie puddings plus addition of custard 124kcal per125g portion; vanilla ice 
cream 82kcal per 100ml portion; single cream 55kcal per 30ml portion; double cream 133kcal per 30ml portion) 
e  Average conversion factors have been applied to ice cream products to convert volumes sales in litres to 
kilograms, and nutrition information provided per 100ml to per 100g. Sugar content in g per 100ml is provided in 
brackets. 
 
I  This decision was based on the view that the former sit alongside biscuits in supermarkets, but the latter are sold 
alongside confectionery in newsagents. 
Ii  Finglas P.M., Roe M.A., Pinchen H.M., Berry R., Church S.M., Dodhia S.K., Farron-Wilson M. & Swan G. (2015) 
McCance and Widdowson’s The Composition of Foods, Seventh summary edition. Cambridge:Royal Society of 
Chemistry. 
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Annex Table 2 -  Milk based drinks 

 

Category Description Baseline  
(g sugar 
per 
100ml) 

20% reduction 
guideline  
(g sugar per 
100ml)  figures 
include the 
sugar allowance  

Sugar 
allowance 
(g/100ml) 

Calorie (kcal) 
guidelines for 
products likely 
to be consumed 
in a single 
occasion  

Milk based drinks 
(pre-packaged drinks, 
milkshake powders 
and syrups(i))(ii) 

9.7g 8.8g 5.2g 300kcal 

maximum 

Coffee and tea 
powders, syrups and 
pods (i) 

3.7g 3.3g 1.5g - 

Hot chocolate and 
malt drink powders (i) 

6.4g 5.6g 2.8g 

Pre-packaged drinks – 
flavoured milk-
substitutes 

7.1g 6.1g 2g 300kcal 

maximum 

Out of home milk 
based drinks 
(including coffee, tea, 
and hot chocolate)(iii) 

6.2g 5.7g 3.8g 300kcal 

maximum 

i made up to manufacturer’s instructions 

ii includes out of home milkshakes 

iii includes drinks in scope made with milk and milk substitute drinks 

 

Annex Table 3 -  Soft drinks industry levy 
 

 Sugar level Levy rate 

Soft drinks with added sugar 5g/100ml to 8 g/100 ml  18p per litre 

8g/100ml and above 24p per litre 
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Disclaimer 

The designations employed and the presentation of the material in this publication do not 

imply the expression of any opinion whatsoever on the part of WHO concerning the legal 

status of any country, territory, city or area or of its authorities, or concerning the 

delimitation of its frontiers or boundaries. Dotted and dashed lines on maps represent 

approximate border lines for which there may not yet be full agreement. 

The mention of specific companies or of certain manufacturers’ products does not imply 

that they are endorsed or recommended by WHO in preference to others of a similar 

nature that are not mentioned. Errors and omissions excepted, the names of proprietary 

products are distinguished by initial capital letters.  

All reasonable precautions have been taken by WHO to verify the information contained 

in this publication. However, the published material is being distributed without warranty 

of any kind, either expressed or implied. The responsibility for the interpretation and use 

of the material lies with the reader. In no event shall WHO be liable for damages arising 

from its use.  
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