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Executive summary
Malnutrition in all its forms, including obesity, 
undernutrition, and other dietary risks, is the leading 
cause of poor health globally. In the near future, the 
health effects of climate change will considerably 
compound these health challenges. Climate change can 
be considered a pandemic because of its sweeping effects 
on the health of humans and the natural systems we 
depend on (ie, planetary health). These three pandemics—
obesity, undernutrition, and climate change—represent 
The Global Syndemic that affects most people in every 
country and region worldwide. They constitute a syn­
demic, or synergy of epidemics, because they co­occur in 
time and place, interact with each other to produce 
complex sequelae, and share common underlying societal 
drivers. This Commission recommends comprehensive 
actions to address obesity within the context of The Global 
Syndemic, which represents the paramount health 
challenge for humans, the environment, and our planet 
in the 21st century.

The Global Syndemic
Although the Commission’s mandate was to address 
obesity, a deliberative process led to reframing of the 
problem and expansion of the mandate to offer 
recommendations to collectively address the triple­
burden challenges of The Global Syndemic. We 
reframed the problem of obesity as having four parts. 
First, the prevalence of obesity is increasing in every 
region of the world. No country has successfully 
reversed its epidemic because the systemic and 
institutional drivers of obesity remain largely unabated. 
Second, many evidence­based policy recommendations 
to halt and reverse obesity rates have been endorsed by 

Member States at successive World Health Assembly 
meetings over nearly three decades, but have not yet 
been translated into meaningful and measurable 
change. Such patchy progress is due to what the 
Commission calls policy inertia, a collective term for the 
combined effects of inadequate political leadership and 
governance to enact policies to respond to The Global 
Syndemic, strong opposition to those policies by 
powerful commercial interests, and a lack of demand 
for policy action by the public. Third, similar to the 
2015 Paris Agreement on Climate Change, the enor­
mous health and economic burdens caused by obesity 
are not seen as urgent enough to generate the public 
demand or political will to implement the recom­
mendations of expert bodies for effective action. Finally, 
obesity has historically been considered in isolation 
from other major global challenges. Linking obesity 
with undernutrition and climate change into a single 
Global Syndemic framework focuses attention on the 
scale and urgency of addressing these combined 
challenges and emphasises the need for common 
solutions.

Syndemic drivers
The Commission applied a systems perspective to 
understand and address the underlying drivers of The 
Global Syndemic within the context of achieving the 
broad global outcomes of human health and wellbeing, 
ecological health and wellbeing, social equity, and 
economic prosperity. The major systems driving The 
Global Syndemic are food and agriculture, trans­
portation, urban design, and land use. An analysis of 
the dynamics of these systems sheds light on the 
answers to some fundamental questions. Why do these 
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systems operate the way they do? Why do they need to 
change? Why are they so hard to change? What leverage 
points (or levers) are required to overcome policy inertia 
and address The Global Syndemic? The Commission 
identified five sets of feedback loops as the dominant 
dynamics underlying the answers to these questions. 
They include: (1) governance feedback loops that 
determine how political power translates into the 
policies and economic incentives and disincentives for 
companies to operate within; (2) business feedback 
loops that determine the dynamics for creating 
profitable goods and services, including the externalities 
associated with damage to human health, the en­
vironment, and the planet; (3) supply and demand 
feedback loops showing the relationships that determine 
current consumption practices; (4) ecological feedback 
loops that show the unsustainable environmental 
damage that the food and transportation systems 
impose on natural ecosystems; and (5) human health 
feedback loops that show the positive and negative 
effects that these systems have on human health. These 
interactions need to be elucidated and methods for 
reorienting these feedback systems prioritised to 
mitigate The Global Syndemic.

Double-duty or triple-duty actions
The common drivers of obesity, undernutrition, and 
climate change indicate that many systems­level 
interventions could serve as double­duty or triple­duty 
actions to change the trajectory of all three pandemics 
simultaneously. Although these actions could produce 
win­win, or even win­win­win, results, they are difficult to 
achieve. A seemingly simple example shows how 
challenging these actions can be. National dietary 
guidelines serve as a basis for the development of food 
and nutrition policies and public education to reduce 
obesity and undernutrition and could be extended to 
include sustainability by moving populations towards 
consuming largely plant­based diets. However, many 
countries’ efforts to include environmental sustainability 
principles within their dietary guidelines failed due to 
pressure from strong food industry lobbies, especially the 
beef, dairy, sugar, and ultra­processed food and beverage 
industry sectors. Only a few countries (ie, Sweden, 
Germany, Qatar, and Brazil) have developed dietary 
guidelines that promote environmentally sustainable 
diets and eating patterns that ensure food security, 
improve diet quality, human health and wellbeing, social 
equity, and respond to climate change challenges.

The engagement of people, communities, and diverse 
groups is crucial for achieving these changes. Personal 
behaviours are heavily influenced by environments that 
are obesogenic, food insecure, and promote greenhouse­
gas emissions. However, people can act as agents of 
change in their roles as elected officials, employers, 
parents, customers, and citizens and influence the societal 
norms and institutional policies of worksites, schools, 
food retailers, and communities to address The Global 
Syndemic. Across systems and institutions, people are 
decision makers who can vote for, advocate for, and 
communicate their preferences with other decision­
makers about the policies and actions needed to address 
The Global Syndemic. Within the natural ecosystems, 
people travel, recreate, build, and work in ways that can 
preserve or restore the environment. Collective actions 
can generate the momentum for change. The Commission 
believes that the collective influence of individuals, civil 
society organisations, and the public can stimulate the 
reorientation of human systems to promote health, equity, 
economic prosperity, and sustainability.

Changing trends in obesity, undernutrition, and climate 
change
Historically, the most widespread form of malnutrition 
has been undernutrition, including wasting, stunting, and 
micronutrient deficiencies. The Global Hunger Index 
(1992–2017) showed substantial declines in under­5 child 
mortality in all regions of the world but less substantial 
declines in the prevalence of wasting and stunting among 
children. However, the rates of decline in undernutrition 
for children and adults are still too slow to meet the 
Sustainable Development Goal (SDG) targets by 2030.
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Key messages

The pandemics of obesity, undernutrition, and climate change represent three of the gravest 
threats to human health and survival. These pandemics constitute The Global Syndemic, 
consistent with their clustering in time and place, interactions at biological, psychological, or 
social levels, and common, large-scale societal drivers and determinants. Their interactions 
and the forces that sustain them emphasise the potential for major beneficial effects on 
planetary health that double-duty or triple-duty actions, which simultaneously act on two or 
all three of these pandemics, will have. To mitigate The Global Syndemic, the Commission 
proposed the following nine broad recommendations, under which sit more than 20 actions:

• Think in Global Syndemic terms to create a focus on common systemic drivers that 
need common actions.

• Join up the silos of thinking and action to create platforms to work collaboratively on 
common systemic drivers and double-duty or triple-duty actions.

• Strengthen national and international governance levers to fully implement policy 
actions which have been agreed upon through international guidelines, resolutions 
and treaties.

• Strengthen municipal governance levers to mobilise action at the local level and 
create pressure for national action.

• Strengthen civil society engagement to encourage systemic change and pressure for 
policy action at all levels of government to address The Global Syndemic.

• Reduce the influence of large commercial interests in the public policy development 
process to enable governments to implement policies in the public interest to benefit 
the health of current and future generations, the environment, and the planet.

• Strengthen accountability systems for policy actions to address The Global Syndemic.
• Create sustainable and health-promoting business models for the 21st century to shift 

business outcomes from a short-term profit-only focus to sustainable, profitable 
models that explicitly include benefits to society and the environment.

• Focus research on The Global Syndemic determinants and actions to create an 
evidence base of systemic drivers and actions, including indigenous and traditional 
approaches to health and wellbeing.
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In the past 40 years, the obesity pandemic has shifted 
the patterns of malnutrition. Starting in the early 1980s, 
rapid increases in the prevalence of overweight and 
obesity began in high­income countries. In 2015, obesity 
was estimated to affect 2 billion people worldwide. 
Obesity and its determinants are risk factors for three of 
the four leading causes of non­communicable diseases 
(NCDs) worldwide, including cardiovascular diseases, 
type 2 diabetes, and certain cancers.

Extensive research on the developmental origins of 
health and disease has shown that fetal and infant 
undernutrition are risk factors for obesity and its adverse 
consequences throughout the life course. Low­income 
and middle­income countries (LMICs) carry the greatest 
burdens of malnutrition. In LMICs, the prevalence of 
overweight in children less than 5 years of age is rising 
on the background of an already high prevalence of 
stunting (28%), wasting (8∙8%), and underweight 
(17∙4%). The prevalence of obesity among stunted 
children is 3% and is higher among children in middle­
income countries than in lower­income countries.

The work of the Intergovernmental Panel on Climate 
Change (IPCC), three previous Lancet Commissions 
related to climate change and planetary health (2009–15), 
and the current Lancet Countdown, which is tracking 
progress on health and climate change from 2017 to 2030, 
have provided extensive and compelling projections on 
the major human health effects related to climate change. 
Chief among them are increasing food insecurity and 
undernutrition among vulnerable populations in many 
LMICs due to crop failures, reduced food production, 
extreme weather events that produce droughts and 
flooding, increased food­borne and other infectious 
diseases, and civil unrest. Severe food insecurity and 
hunger are associated with lower obesity prevalence, 
but mild to moderate food insecurity is paradoxically 
associated with higher obesity prevalence among 
vulnerable populations.

Wealthy countries already have higher burdens of 
obesity and larger carbon footprints compared with 
LMICs. Countries transitioning from lower to higher 
incomes experience rapid urbanisation and shifts 
towards motorised transportation with consequent lower 
physical activity, higher prevalence of obesity, and higher 
greenhouse­gas emissions. Changes in the dietary 
patterns of populations include increasing consumption 
of ultra­processed food and beverage products and beef 
and dairy products, whose production is associated with 
high greenhouse­gas emissions. Agricultural production 
is a leading source of greenhouse­gas emissions.

The economic burden of The Global Syndemic
The economic burden of The Global Syndemic is 
substantial and will have the greatest effect on the poorest 
of the 8∙5 billion people who will inhabit the earth by 2030. 
The current costs of obesity are estimated at about 
$2 trillion annually from direct health­care costs and lost 

economic productivity. These costs repre sent 2∙8% of the 
world’s gross domestic product (GDP) and are roughly the 
equivalent of the costs of smoking or armed violence 
and war.

Economic losses attributable to undernutrition are 
equivalent to 11% of the GDP in Africa and Asia, or 
approximately $3∙5 trillion annually. The World Bank 
estimates that an investment of $70 billion over 10 years 
is needed to achieve SDG targets related to under­
nutrition, and that achieving them would create an 
estimated $850 billion in economic return. The economic 
effects of climate change include, among others, the 
costs of environmental disasters (eg, drought and 
wildfires), changes in habitat (eg, biosecurity and sea­
level rises), health effects (eg, hunger and diarrhoeal 
infections), industry stress in sectors such as agriculture 
and fisheries, and the costs of reducing greenhouse­
gas emissions. Continued inaction towards the global 
mitigation of climate change is predicted to cost 5–10% of 
global GDP, whereas just 1% of the world’s GDP could 
arrest the increase in climate change.

Actions to address The Global Syndemic
Many authoritative policy documents have proposed 
specific, evidence­informed policies to address each of 
the components of The Global Syndemic. Therefore, the 
Commission decided to focus on the common, enabling 
actions that would support the implementation of these 
policies across The Global Syndemic. A set of principles 
guided the Commission’s recommendations to enable 
the implementation of existing recommended policies: 
be systemic in nature, address the underlying causes of 
The Global Syndemic and its policy inertia, forge 
synergies to promote health and equity, and create 
benefits through double­duty or triple­duty actions.

The Commission identified multiple levers to strengthen 
governance at the global, regional, national, and local 
levels. The Commission proposed the use of international 
human rights law and to apply the concept of a right to 
wellbeing, which encompasses the rights of children and 
the rights of all people to health, adequate food, culture, 
and healthy environments. Global intergovernmental 
organisations, such as the World Trade Organization, the 
World Economic Forum, the World Bank, and large 
philanthropic foundations and regional platforms, such as 
the European Union, Association of Southeastern Nations, 
and the Pacific Forum, should play much stronger roles 
to support national policies that address The Global 
Syndemic. Many states and municipalities are leading 
efforts to reduce greenhouse­gas emissions by incenti­
vising less motorised travel and improving urban food 
systems. Civil society organisations can create a greater 
demand for national policy actions with increases in 
capacity and funding. Therefore, in addition to the World 
Bank’s call for $70 billion for undernutrition and the Green 
Climate Fund of $100 billion for LMICs to address climate 
change, the Commission calls for $1 billion to support the 
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efforts of civil society organisations to advocate for policy 
initiatives that mitigate The Global Syndemic.

A principal source of policy inertia related to addressing 
obesity and climate change is the power of vested interests 
by commercial actors whose engagement in policy often 
constitutes a conflict of interest that is at odds with the 
public good and planetary health. Countering this power 
to assure unbiased decision making requires strong 
processes to manage conflicts of interest. On the business 
side, new sustainable models are needed to shift outcomes 
from a profit­only model to a socially and environmentally 
viable profit model that incorporates the health of people 
and the environment. The fossil fuel and food industries 
that are responsible for driving The Global Syndemic 
receive more than $5 trillion in annual subsidies from 
governments. The Commission recommends that 
governments redirect these subsidies into more sus­
tainable energy, agricultural, and food system practices. 
A Framework Convention on Food Systems would provide 
the global legal structure and direction for countries to act 
on improving their food systems so that they become 
engines for better health, environmental sustainability, 
greater equity, and ongoing prosperity.

Stronger accountability systems are needed to ensure 
that governments and private­sector actors respond 

adequately to The Global Syndemic. Upstream monitoring 
is needed to measure implementation of policies, examine 
the commercial, political, economic and sociocultural 
determinants of obesity, evaluate the impact of policies 
and actions, and establish mechanisms to hold gov­
ernments and powerful private­sector actors to account 
for their actions.

Similarly, platforms for stakeholders to interact and 
secure funding, such as that provided by the EAT Forum 
for global food system transformation, are needed to 
allow collaborations of scientists, policy makers, and 
practitioners to co­create policy­relevant empirical, and 
modelling studies of The Global Syndemic and the 
effects of double­duty and triple­duty actions. Bringing 
indigenous and traditional knowledge to this effort will 
also be important because this knowledge is often based 
on principles of environmental stewardship, collective 
responsibilities, and the interconnectedness of people 
with their environments.

The challenges facing action on obesity, undernutrition, 
and climate change are closely aligned with each other. 
Bringing them together under the umbrella concept of 
The Global Syndemic creates the potential to strengthen 
the action and accountabilities for all three challenges. 
Our health, the health of our children and future 
generations, and the health of the planet will depend on 
the implementation of comprehensive and systems­
oriented responses to The Global Syndemic.

Introduction
Obesity has risen inexorably worldwide in the past 
4–5 decades and is now one of the largest contributors to 
poor health in most countries.1 Despite nearly two decades 
of recommendations from authoritative national and 
international organisations, especially WHO, the 
implementation of effective obesity­prevention policies has 
been slow and inconsistent.2 The Commission recognises 
that this patchy progress is intrinsic to the complexity of the 
obesity problem itself, and uses the collective term policy 
inertia to describe the combined effects of inadequate 
political leadership and governance to enact policies to 
respond to The Global Syndemic, strong opposition to 
those policies by powerful commercial interests, and a lack 
of demand for policy action by the public.3 Although some 
high­income countries have experienced a plateau or slight 
decline in childhood obesity, no country has decreased the 
obesity epidemic across its population.

The Lancet Commission on Obesity (panel 1) developed 
a broader approach to obesity, on the basis of the concept 
that the obesity pandemic is one element of The Global 
Syndemic, which also includes undernutrition and 
climate change.

As originally defined, a syndemic is two or more 
diseases with three characteristics: they co­occur in time 
and place, they interact with each other at biological, 
psychological, or societal levels, and they share common 
underlying societal drivers.4 Although the syndemic 

Panel 1: The Lancet Commission on Obesity

The Lancet Commission on Obesity was formed following the publication of two 
Lancet Series on Obesity in 2011 and 2015. The Commission was under the auspices of 
The Lancet, the University of Auckland, George Washington University, and the World 
Obesity Federation. The Commission was comprised of 26 Commissioners and 
17 Fellows from 14 countries. The disciplines and expertise of the Commissioners 
included global obesity, population health, nutrition (including undernutrition), food 
systems (including indigenous food systems), physical activity, political science and 
policy making, climate change, urban planning, epidemiology, consumer advocacy, 
human rights, international law, trade, health equity, social determinants, economics, 
marketing, agriculture, systems science, community interventions, implementation 
science, medicine, business, financing, and the experience of living with obesity.

The aims of the Commission were to:
• Identify the systemic commonalities in drivers and solutions across obesity, 

undernutrition, and climate change.
• Describe double-duty or triple-duty policies and actions to address The Global 

Syndemic, and ways to strengthen accountability systems for their implementation.

The Commission’s work on The Global Syndemic came from two group model building 
sessions organised for the Commissioners, a review of existing conceptual and 
computational models, and three face-to-face meetings between February, 2016, and 
July, 2017. Additionally, consultation workshops were held around the world during 2017, 
to obtain feedback on the Commission’s concepts. These workshops were hosted by the 
Australian National University, Canberra; Washington University, St Louis; The World 
Bank, Washington DC; Centre for Food Policy, City, University of London, UK; International 
Atomic Energy Agency, WHO, and UNICEF, Vienna, Austria; Endocrinology and 
Metabolism Research Institute of Tehran, University of Medical Sciences, Tehran, Iran; a 
satellite meeting at the International Congress on Obesity, Buenos Aires, Argentina; 
Huazhong University of Science and Technology, Wuhan, China; and the Center for 
Chronic Disease Control, Delhi, India.

https://www.worldobesity.org/what-we-do/projects/lancet-commission-on-obesity

https://www.worldobesity.org/what-we-do/projects/lancet-commission-on-obesity
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concept was originally used to describe the interaction of 
two or more diseases at the individual level, it provides a 
useful construct with which to consider the interaction of 
two or more pandemics, in this case, obesity, under­
nutrition, and climate change, with climate change being 
accorded pandemic status because of its projected effects 
on human health (panel 2).

Malnutrition in all its forms, which includes obesity, 
undernutrition, and dietary risks for non­communicable 
diseases (NCDs), is already the biggest cause by far of 
health loss globally (Ashfin A, Institute for Health 
Metrics and Evaluation, Seattle, WA, USA, personal 
communication). The increasing health effects of climate 
change in the future means that The Global Syndemic 
will remain the largest cause of poor health globally and 
in each country. Furthermore, The Global Syndemic 
disproportionally affects poorer countries and, in all 
countries, poorer populations. Poverty amplifies the 
effects of The Global Syndemic, and the Syndemic 
exacerbates and perpetuates poverty. Therefore, common 
actions to address poverty and The Global Syndemic are 
essential to improve population health and reduce social 
and health inequities.

The Commission developed a conceptual model for The 
Global Syndemic that represents an inside­out version of 
the socioecological model.11 The natural systems upon 
which everything on the planet depends are at the centre, 

and the layers of human systems overlay that with the 
most fundamental systems (eg, governance) on the inside 
and moving outwards from macro to micro systems. The 
Foresight Obesity Systems Map,12 which was the first 
conceptual model to show obesity as a consequence of 
complex adaptive systems, has a structure centred on 
the individual, similar to the socioecological model. This 
structure is helpful in explaining differences between 
individuals but less helpful in explaining epidemics 
sweeping across entire populations.

The major governance levers of those in power in The 
Global Syndemic model were identified as policies, 
economic incentives or disincentives, and social norms. 
The Commission calls these deep drivers because they 
dictate the operating conditions for the major macro 
systems (ie, food and transportation systems, urban 
design, and land use) that create The Global Syndemic. 
The meso systems or settings (eg, schools, retail, 
workplaces, and communities) and micro systems or 
social networks (eg, families, friends, and workplace 
colleagues) are strongly influenced by the layers 
underneath. The underlying common causes of obesity, 
undernutrition, and climate change are explained 
through this conceptual framework.

After describing The Global Syndemic in systems terms, 
this report turns to potential systemic actions that could 
address multiple components of The Global Syndemic 

Panel 2: Definitions

The Commission used the following definitions in this report:
• Syndemic is two or more diseases that co-occur, interact with 

each other and have common societal drivers.4 The Global 
Syndemic applies this concept to the pandemics of obesity, 
undernutrition, and climate change.

• Malnutrition in all its forms refers to an abnormal physiological 
condition caused by inadequate, unbalanced, or excessive 
consumption of macronutrients or micronutrients.5 
We operationalised malnutrition in burden of disease terms as 
the combined components of child and maternal malnutrition, 
high body-mass index (BMI), and dietary risks, representing a 
composite variable of dietary components associated with 
NCDs, such as diets low in whole grains, fruit, vegetables, nuts, 
and seeds and high in sodium, red meat, and sugar-sweetened 
beverages (Ashfin A, Institute for Health Metrics and 
Evaluation, Seattle, WA, USA, personal communication).6

• Undernutrition encompasses stunting (low height-for-age), 
wasting (low weight-for-height), underweight (low 
weight-for-age), and micronutrient deficiencies (eg, iron, 
vitamin A, and iodine). In this report, we use the term to refer 
to child and maternal undernutrition as part of malnutrition in 
all its forms.

• Obesity is defined as a BMI >30 kg/m², but when we refer to 
obesity as part of The Global Syndemic, we use the term to 
encompass high BMI and NCD dietary risks that form part of 
malnutrition in all its forms.

• Obesogenic environments are the collective physical, 
economic, policy, and sociocultural surroundings, 
opportunities, and conditions that promote obesity.7,8

• Policy inertia is the collective term for the combined effects of 
inadequate political leadership and governance to enact 
policies to respond to The Global Syndemic, strong opposition 
to those policies by powerful commercial interests, and a 
scarcity of demand for policy action by the public.

• Double-duty or triple-duty actions refer to strategies that 
address two or three of the components of The Global 
Syndemic.

• Best buys refer to WHO’s evidence-informed interventions 
(eg, sodium reduction) that are feasible and cost-effective 
for governments to implement and are likely to provide 
broad benefits to populations in reducing NCD risks.9

• People-first language emphasises the individual rather than 
the disease consistent with the terminology used for other 
diseases. An obese person is an identity, and infers that the 
person with obesity is responsible for their condition, 
whereas a person with obesity is a person with a disease.

• Sustainable food systems promote the global outcomes of 
human health, ecological health, social equity, and economic 
prosperity. They have a low environmental impact, support 
biodiversity, contribute to food and nutrition security, and 
support local food cultures and traditions.10
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through double­duty or triple­duty actions. With some 
modifications, the many current, evidence­based recom­
mendations to address nutrition and physical inactivity 
could provide a basis for identifying and quantifying 
double­duty or triple­duty actions. A solution­oriented 
approach to The Global Syndemic demands use of system­
dynamics approaches and tools to identify how actions 
can create virtuous feedback loops to produce better health 
and environmental outcomes, and how they can limit the 
damage and unintended consequences of the existing 
feedback loops that are creating the problems.

This report describes additional sources of actions 
to strengthen governance and accountability systems, 
address vested industry interests, leverage international 
human rights treaties, and activate community actions 
and social change. Vested interests constitute a major 
source of policy inertia that prevents change to the 
existing systems. For example, national food producers 
and transnational ultra­processed food and beverage 

manufacturers often exert a disproportionate influence 
on legislators and the policy making process. Govern­
ments face the challenge of regaining control to protect 
policy making and prioritise the public good over 
commercial interests, and restructuring business models 
to minimise negative externalities that contribute to poor 
human health and damage environments. We assert that 
there is a right to wellbeing based on state obligations to 
ensure that all people, especially vulnerable populations, 
have access to healthy foods and healthy environments. 
Many initiatives to address The Global Syndemic can 
begin at the community level, where the systems under 
local control can be collectively reoriented to achieve 
better health and environmental outcomes. Nonetheless, 
community initiatives will need to be reinforced by a 
regulatory and policy framework, as well as economic 
incentives and disincentives, to provide healthy and 
affordable food and beverage choices and promote social 
and economic environments that encourage physical 
activity and healthy behaviours.

The Commission believes that the recognition of The 
Global Syndemic will foster a convergence of many 
interests, encourage the emergence of an effective social 
movement, and realign policy measures and governance 
to reduce obesity, undernutrition, and climate change. 
Comprehensive and systemic actions are urgently needed.

The obesity pandemic
People’s experiences
This report examines the complex systems that lead to 
unhealthy environments and recommends actions to 
address the underlying and basic drivers of The Global 
Syndemic. The Commissioners also believed it essential 
to include the stories of people who create these systems 
and people who are affected by them. For the boxes on 
people’s experience used throughout this report, we 
focus on the experiences of the obesity component of 
The Global Syndemic.

Obesity affects people. Yet too often, the media images 
of people with obesity we see are of headless bodies, 
dehumanising them as individuals living in societies in 
which most of us are vulnerable to obesogenic environ­
ments.

One of the most pervasive challenges facing people 
with obesity is the bias and stigmatisation that accom­
panies the disease. The perceptions of obesity vary 
widely, depending on the country context. For example, 
in LMICs where undernutrition is a major threat to 
health, fatter babies and children are valued. Likewise, in 
countries with a high prevalence of HIV/AIDS, obesity 
can be an indicator that the person is disease­free. 
However, in most western cultures, obesity is seen as a 
personal failing rather than a predictable consequence of 
normal people interacting with obesogenic environments. 
People with obesity are often blamed for their disease by 
being prejudged as stupid, ugly, unhappy, less competent, 
sloppy, lazy, and lacking in self­discipline, motivation, 

Panel 3: People’s experience—a patient’s experience

Many people with obesity experience bias from the medical community. I learned this 
difficult lesson when I was just 8 or 9 years old. The school nurse weighed each student 
publicly and said to me, “You’re fat,” followed by, “You need to lose weight.” I wanted to 
crawl under my desk and hide from my peers. Being singled out for my weight, especially 
by a person of authority, was humiliating.

The bias continued into adulthood. Virtually every physician I saw told me to lose weight, 
but never offered any real help or support in meeting that goal. Nurses would remark 
“We don’t have big gowns” in unkind tones that both blamed me for needing one and 
failed to comprehend the discomfort I felt at leaving my body exposed. A physical 
therapist once equated me to another mammal when she said, “Let’s talk about the 
elephant in the room—your weight.”

Worse yet, a physician unable to look past my weight missed an important diagnosis. 
Severe hip pain was hampering my ability to walk and exercise.

X-rays and MRIs showed no obvious problems, so I saw an orthopaedist. I started to 
describe my symptoms when he interrupted saying, “Let me cut to the chase. You need to 
lose weight.” I told him that I had lost about 70 pounds, and he quickly said, “You need to 
lose more weight. Have you considered weight loss surgery?” He continued to lecture me 
about weight and, without examining me, concluded that my weight caused the pain. 
I left in tears feeling demeaned, ashamed, and abandoned. He later related his diagnosis 
to my primary care physician: “Obesity pain. I see it all the time.”

I delayed further treatment until the pain became intolerable. The second orthopaedist I 
saw realised that my once mild scoliosis had progressed; I now had a 60-degree curve in 
my spine, which led to my hip pain. Thankfully, this physician focused on the problem, not 
my weight. With a correct diagnosis, I obtained appropriate treatment.

People with obesity want and deserve the same care and compassion that those with other 
diseases receive. Health-care providers who overcome their biases can have a dramatic 
positive impact in lessening obesity’s burdens, especially in the weight-management 
context. Because I have now received intensive science-based treatment from an obesity 
specialist—one who supports rather than judges me for my condition—I am managing my 
weight effectively.

Contributed by Patty Nece, attorney and board member for Obesity Action Coalition, and Lancet Commissioner, 
Washington, DC, USA.
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and personal control.13 Medical providers and family are 
the most frequent sources of stigma, and the bias among 
physicians leads to a scarcity of preventive services, 
especially for women.13

Bias against people with obesity affects acceptance 
to institutes of higher education, hiring, and job 
advancement.14 Bias might also account for the lack of 
recognition of obesity as a serious medical problem that 
deserves care (panel 3). Holding people responsible for 
their obesity distracts attention from the obesogenic 
systems that produce obesity. These systems and their 
drivers are deservedly the focus of the Commission’s 
report.

The Commission also recognised that understanding 
the way people experience obesogenic environments is 
essential to modify the environments and foster mean­
ingful change in people’s lives.

Panel 4 provides a story from a deprived area of London, 
UK. This narrative illustrates that people might not 
necessarily want to feed their children fast food. Competing 
demands in people’s lives often make processed fast foods 
from restaurants and takeaways the easiest, most 
convenient, and rational choice given one’s reality, even 
though it is not the healthiest option. The Commission 
acknowledged the importance of involving people living 
with obesity in finding solutions that recognise the reality 
of their lives. It is also a way to mobilise and empower 
people who experience the problem but also want to 
change. Furthermore, an understanding of the perspectives 
and perceptions of the people who create obesogenic 
systems is needed. They do not intentionally set out to 
create unhealthy environments, so we need to clarify the 
incentives that drive their actions that have that effect. We 
also need to understand the experiences of people who 
are trying to change these unhealthy systems to identify 
the barriers they face, factors that facilitate action, and 
the lessons learned from their successes and failures. 
Throughout this report, The Commission gives voice to 
people who are confronted with these challenges.

The obesity context
The obesity pandemic requires a wider perspective 
because it is a symptom of deeper, underlying systemic 
problems that require systemic actions. The Commission 
expanded the concept of the obesity problem into four 
dimensions: increasing obesity, policy inertia, lack of 
urgency, and action on obesity that is not joined up with 
action in other areas (eg, separate food agendas for health 
and environmental sustainability).

First, there has been an unabated rise in obesity 
prevalence in all countries in the past four decades, and 
no country has succeeded in reversing its obesity 
epidemic.1

Second, the patchy implementation of WHO’s best 
buy policies, which have been endorsed by governments 
at successive World Health Assemblies over 15 years, is 
attributable to many actors.2,3,15 Industries with vested 

interests, such as transnational food and beverage 
manufacturers, are powerful and highly resourced 
lobbying forces that have opposed governments’ 
attempts to regulate commercial activities or modify 
them through fiscal policies, such as imposing a tax on 
sugary drinks or changing agricultural subsidies. 
Politicians are either intimidated by industry opposition 
or they might hold beliefs that education and market­
based solutions that are grounded in neoliberal eco­
nomic and governance models are sufficient to reverse 
the obesity epidemic. Civil society organisations are 
generally supportive of WHO’s best buy policies. 
Public opinion polls suggest support for these policies,16 
which has not translated into sufficient public demand 
for action to overcome the industry opposition and 
government reluctance. This insufficient public demand 
for action to address obesity contrasts markedly with the 
successful activist approach taken by campaigners to 
address HIV/AIDS, which is another highly stigmatised 
global health problem.17

Panel 4: People’s experience—the bus driver mum’s tale

It’s the hours. If me and my husband worked fewer hours the kids would be eating more 
healthily. And I volunteer teaching children to cook healthily because others work even 
longer. A friend goes to the food bank. Her daughter is 14 and is size 20. She’s petrified, on 
a zero-hour contract [a contract but with no guaranteed hours of work], and pays rent and 
bills before food. She has to leave kids’ food in the fridge. Mums on benefits have more 
time for cooking with kids. Mine only put on weight when I started working full-time!

At the supermarket you shop big, saving every penny, and buy things that won’t go off. 
It’s all about affordability. It’s not cheap to cook from scratch. As kids are growing up, 
fast food’s everywhere. We see it every day—liquor for adults, fast-foods for meals, 
sweets for kids, and betting shops—it’s not good. Fast foods taste nice, as a treat, but 
most should close down or sell healthy foods. In these lower-class urban areas, it’s not so 
nice, more crime and drugs makes it hard to have a clear mind to think ‘‘I want healthy 
food’’ and for people to care about themselves. They know their audience and dump 
these foods here and there’s no choice. Shops in affluent areas are not life-threatening 
and the nannies prepare the dinners. But when you’re worrying every day and sometimes 
stuck indoors kids will get snacks. The kids come first, so some days I have nothing.

I cook healthy meals and joined Change4Life [a UK behaviour change programme] but 
everyone’s busy. You need first hand advice, at the school or community. When you get 
the letter with child measurements, other parents think you’re obese and neglecting your 
child. Others panic and might malnutrition the child. Schools should focus on all children. 
Obesity is scary, a health risk. If real food was cheaper, people would be healthier. It’s all 
about making money. It’s the economy, the government. Everything linked together. One 
big chain and we’re in the middle. But how can I blame someone else for what I do?

Government gives the impression of helping but it’s like what they’ve done for smoking. 
It’s going to take years. They allow the food companies to produce unhealthy foods, it 
should be an offence. If I was prime minster there’d be community shopping with 
butchers, grocers, proper bakers, clubs with families eating together, different cultural 
foods for children and to bring community together. Yes, I’d be involved in policy making, 
people and community taking ownership through schools and children centres. But 
there’s no time—that’s why I’m talking to you! I should go into politics!

Contributed by Dr Sharon Noonan-Gunning, prepared from interviews with an ethnically diverse group of mothers in deprived 
parts of London, UK.
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Third, obesity, by itself, has proven to be an insufficiently 
urgent problem for the implementation of specific policies, 
such as restricting the marketing of unhealthy foods and 
beverages to children and young people, let alone for the 
tackling of underlying systemic drivers, such as the 
commercial determinants of health.18 This inertia exists 
despite the enormous health and economic costs and 
abundant media stories about obesity and diabetes in the 
last several decades.

Finally, obesity is often considered in isolation of, 
rather than in concert with, other major global challenges. 
In particular, the Commission asserts that obesity, 
undernutrition, and climate change have multiple 
common causes and mitigating actions.

Malnutrition in all its forms
Since its original publication on obesity in 2000,19 WHO 
has progressively incorporated recommendations for 
action on obesity into many reports, action plans, targets, 
and monitoring plans to address NCDs, for which obesity 
is a major risk factor. Several recommendations, such as 
the restriction of children’s exposure to advertising for 
unhealthy foods and non­alcoholic beverages and fiscal 
policies, were accepted in resolutions of the World Health 
Assembly in 2010, and received attention at each of the UN 
High­Level Meetings on NCDs from 2011 to 2018.20 Targets 
of no increase in obesity and diabetes prevalence in adults 
above 2010 levels and no increase for overweight prevalence 
among children less than 5 years of age were set, although 
no targets were set for older children and adolescents.21,22

WHO has also published several reports on and targets 
for undernutrition. Although some progress has been 
made on reducing stunting and under­5 mortality, the 
reductions for these and other indicators of under­
nutrition will not reach the targets set by WHO.23,24 One of 
the main outcomes from the WHO and Food and 
Agriculture Organization (FAO) Second International 
Congress on Nutrition in 2014 was to combine all 
nutritional problems as malnutrition in all its forms.25 
This concept and wording has flowed into the SDGs and a 
parallel global effort around the UN­declared Decade of 
Action on Nutrition (2016–25), which seeks specific 
commitments from countries to deal with their major 
nutrition issues.26 The UN’s 2015 SDGs included a goal 
for 2030 to end all forms of malnutrition (Goal 2.2),27 and 
nutrition and health can contribute to and benefit from all 
goals in the SDG 2030 agenda (appendix p 2). Despite this 
high­level rhetoric, many LMICs have not yet re oriented 
their nutrition funding, development aid, professional 
capacity, institutions, and mindsets to encompass the 
challenges of obesity and the consequences of mal­
nutrition in all its forms.

The Global Burden of Disease has recently assessed the 
burden of malnutrition in all its forms (panel 2; Ashfin A, 
Institute for Health Metrics and Evaluation, Seattle, WA, 
USA, personal communication). Globally and in the 
lower income countries, malnutrition in all its forms 

Figure 1: The burden of malnutrition in all its forms
The percent contribution of malnutrition in all its forms (shown as the contributions of undernutrition, high 
body-mass index [BMI], and dietary risks) to disability-adjusted life years lost compared with the burden from the 
next three largest contributors. Results are shown for all countries and by groups of countries according to the 
sociodevelopment index (SDI). WASH=water, sanitation, and hygiene.
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contributes as much disease burden as the next 2–3 
leading categories combined (figure 1).

For countries with a low Socio­demographic Index, 
undernutrition incurs a much higher burden both in 
absolute terms and relative to the other leading 
contributors. The 2018 Global Nutrition Report found 
that, of 141 countries, 83 countries (59%) had double 
burdens of malnutrition (ie, high prevalence of two of 
three nutrition conditions: childhood stunting, anaemia 
in women, and overweight in women) and that 41 countries 
had triple burdens.28 Therefore, within these countries, 
the political economy and food systems are the underlying 
causes of the high prevalence of both undernutrition and 
obesity, suggesting that common, underlying solutions 
could also exist. These solutions require a shift from the 
perception that undernutrition and obesity are simply a 
consequence of too few or too many calories, to 
understanding their co­occurrence and common drivers, 
and then to taking concerted action to address these 
drivers. The recognition that undernutrition and obesity 
are both due to poor diet quality and a low variety of 

healthy foods is a more helpful perspective to resolve 
nutrition problems collectively.

The four major global outcomes
The conceptual and communications challenge of 
combining the major global problems of obesity, under­
nutrition, and climate change requires a coherent narrative 
to understand their common causes and solutions without 
compounding the existing complexities inherent in each 
of the problems themselves. The common narrative of 
The Global Syndemic, as outlined in the next section, 
seeks to bring the three pandemics together into a 
compelling story that creates an urgency for action that 
will overcome the existing policy inertia that has hampered 
progress on obesity, undernutrition, and climate change.

The backdrop for The Global Syndemic is the broader 
picture of global outcomes. The four major global 
outcomes of concern for people and the planet are the net 
results of the complex adaptive systems created by humans 
that interact with each other and the natural ecosystems 
(figure 2A). Human systems have been established to 

Figure 2: The Systems Outcomes Framework
The sequence of figures below shows progressively zoomed-in views from the global outcomes view of the consequences of intersecting natural and human systems (A); to The Global Syndemic view 
of the interaction and common drivers of obesity, undernutrition, and climate change (B); to the Five Feedback Loops view (C); and the individual view (D).
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achieve certain outcomes, such as economic prosperity. 
Due to the way that these systems have been designed, the 
inevitable overconsumption and inequitable distribution 
of resources has caused negative externalities and poor 
outcomes for the other three outcomes of social equity, 
human health and wellbeing, and ecological health and 
wellbeing. These global outcomes will be considered in 
more depth later in this report in relation to the different 
country contexts and their priorities for action.

Re-thinking obesity: The Global Syndemic and 
complex adaptive systems
The Global Syndemic
The original concept of a syndemic was largely applied 
to diseases at the individual level—two or more diseases 
clustering in time and place, interacting with each other 
and having common, societal determinants.4,29 A sub­
sequent extension of the concept used syndemics to 
describe health problems that synergistically affect 
population health in the context of economic and social 
inequalities.30 To date, the main applications of the 
extended syndemic concept have been in relation to 
HIV/AIDS and its associations with substance abuse 
and violence,4,31 the clustering of hepatitis C, alcohol abuse, 
and hepatocellular cancer,31,32 and poverty, depression, and 
diabetes among low­income populations.30

The Commission proposes that the definition of 
syndemics should be further extended to the pandemics of 
obesity, undernutrition, and climate change. We consider 
climate change a pandemic because of its dynamic nature, 
its rapid rise, and its predicted catastrophic impact on 
human health. The interactions between these pandemics 
occur at both the individual and population levels 
(figure 2B). The Commission calls these three pandemics 
The Global Syndemic to emphasise the major global 
importance of this cluster of pandemics, which are now, 
and will be into the foreseeable future, the dominant 
causes of human and environmental (ie, planetary) ill­
health. Recognition that these synergistic pandemics 
constitute a syndemic provides a more comprehensive 
view of their interactions, and promises common systemic 
actions that can unite previously disparate stakeholders.

Obesity, undernutrition, and climate change cluster in time 
and place
The prevalence of obesity has risen globally in the past 
four decades including an 8 times increase in girls 
to 5∙6% and a 10 times increase in boys to 7∙8% in 2016.33 
The rise in obesity prevalence in adults in the same period 
has also been relentless, increasing to 14∙9% in women 
and 10∙8% in men, in the same time period.1 In 2015, 
excess bodyweight was estimated to affect 2 billion people 
worldwide, and accounted for approximately 4 million 
deaths and 120 million disability­adjusted life­years.34 The 
estimated costs of obesity are about US$2 trillion 
annually,35,36 representing 2∙8% of the world’s GDP.36 The 
increase in the prevalence of obesity accounts for the 

rapid increase in diabetes, which now affects almost 9% of 
the world’s population.1

The Global Burden of Disease data suggest that, 
by 2025, nearly 268 million children and adolescents in 
200 countries will be overweight, 124 million will have 
obesity, and almost three­quarters (72∙3%) of NCD­
related illness and deaths will occur in LMICs.34

The prevalence of undernutrition has been declining 
for decades, although it is still highly prevalent in many 
LMICs. The Global Hunger Index (1992–2017) showed 
substantial declines in under­5 child mortality in all 
regions of the world but less substantial declines in the 
prevalence of wasting and stunting among children.24 
In 2008, stunting, severe wasting, and intra uterine growth 
retardation were estimated to account for 2∙2 million 
deaths and 21% of disability­adjusted life­years in 
children under 5 years of age.37 In 2018, the Global 
Nutrition Report found that 155 million children were 
stunted and 52 million children were wasted.28 2 billion 
people have a micronutrient deficiency, and 815 million 
people are chronically undernourished. Undernutrition 
disproportionately affects children and adults in low­
income countries, particularly those in eastern and 
middle Africa and south­central Asia.37 Because the 
prevalence of undernutrition has been declining, the 
prevalence of child and adolescent obesity might exceed 
moderate and severe undernutrition by 2022.1 Estimates 
of the costs to the global economy from undernutrition, 
micronutrient deficiencies, and over weight are up to 
$3∙5 trillion annually.23

Although malnutrition in all its forms is by far the 
largest cause of health loss in the world, it will be 
compounded by the health effects of climate change in 
the near future.38 The health gains achieved in the past 
50 years of global economic development could be 
reversed by 2050 due to the consequences of climate 
change.39 Estimates of the future costs of climate change 
are 5–10% of the world’s GDP, with costs in low­income 
countries in excess of 10% of their GDP.40

LMICs that produce the fewest greenhouse­gas 
emissions are more affected by climate change than 
those countries that produce the highest greenhouse­gas 
emissions. Furthermore, climate change will have a 
disproportionate effect on agricultural production and 
consequently human health in LMICs. The resultant 
population displacement might already account for 
increased global migration patterns in Africa and other 
regions.39

Obesity, undernutrition, and climate change interact with each 
other
Many interactions occur among the components of The 
Global Syndemic. The World Economic Forum’s annual 
risk reports include the global risks of climate change, 
NCDs, food crises, failures of governance, and failures of 
urban planning.41 The report’s interconnections map 
shows the interdependency of these risks. The UN’s 
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IPCC predicts that the biggest threat to health from 
substantial climate change will be undernutrition.42,43 
Phalkey and colleagues44 provide an example of a causal 
loop diagram showing the systemic interconnections 
between climate change and food security (appendix p 3).

Climate change affects food systems in many ways. 
Small­scale, low­income farmers will likely be most 
affected, although environmental change will affect all 
producers exposed to storms, floods, drought, coastal 
erosion, warming oceans, and rising sea levels. A small 
degree of global warming might benefit some crops in 
some areas, taking into account the carbon fertilisation 
effects. However, global warming will lead to lower yields 
especially in tropical regions. Furthermore, climate 
change might reduce the protein and micronutrient 
content of plant foods.43 Although not all crops are equally 
affected, elevated levels of carbon dioxide have been 
shown to decrease protein concentrations of wheat, barley, 
rice, and potato crops by 10–15% and soy by 1∙4%.45 These 
changes in nutrient value will further contribute to 
undernutrition, particularly in children. All of these 
changes will also increase the prices of basic food 
commodities,46–48 and are expected to lead to increases in 
nutrient deficiencies and chronic undernutrition among 
the most food­insecure population groups.49,50 Food 
insecurity could be exacerbated further by climate 
mitigation efforts associated with land sparing.50

Food production is one of the largest contributors to 
climate change. Agriculture directly contributes about 
15–23% of all greenhouse­gas emissions, which is 
comparable to transportation. But when land conversion 
and the wider downstream food system processes, 
including food waste, are taken into account, the total 
contribution of food to emissions can be as high as 29%.51,52 
Livestock alone account for 12–19% of greenhouse­gas 
emissions.53 The types of food produced have differing 
effects. Both meat and dairy products require more 
resources and generate larger emissions of methane than 
plant­based alternatives.54,55 Additionally, non­seasonal 
fruits and vegetables produce substantial emissions when 
grown in greenhouses, preserved in a frozen state, or 
transported by air.54 The energy required for the pro­
duction, harvesting, transportation, and packaging of 
wasted foods also generates more than 3∙3 billion tonnes 
of carbon dioxide annually, making food wastage the third 
top emitter after the USA and China.56

The globalisation of food systems has depended on 
cheap energy from fossil fuels for intensive large­scale 
agricultural production and long­haul transportation that 
has transformed the diets of the world’s population. 
Increased urbanisation has exposed people in these 
environments to markets for mass­produced, processed 
food and beverage products.

The interactions between climate change and obesity 
are also numerous but less certain. Increasing ambient 
temperatures could contribute to obesity through 
reductions in physical activity.57 Additionally, the effect of 

climate change on fruit and vegetable production will 
make these products more expensive, and might prompt 
shifts in the eating patterns of populations towards 
processed food and beverage products that are high in, 
fats, sugars, and sodium.57 Increased food and agri­
cultural production to meet the needs of a growing 
population with a high prevalence of obesity will increase 
the food system’s greenhouse­gas emissions. Another 
mechanism by which obesity could contribute to climate 
change is through the increased costs of fossil fuels 
related to transporting populations with a high prevalence 
of obesity.57 This added contribution to greenhouse gases 
attributed to obesity is very small relative to other 
greenhouse­gas emissions54,58 and emphasising this 
pathway risks placing further blame on people with 
obesity—not only for their own condition but also for 
climate change. Because periodic, but not severe, food 
insecurity is associated with increased risks of obesity in 
high income countries,59 increased food insecurity could 
theoretically increase the prevalence of obesity.

Obesity and undernutrition also interact. Under nutrition 
in early life is a predictor for later obesity. Biological and 
social mechanisms that explain this relationship include 
the contribution of fetal and infant undernutrition, food 
insecurity, and poor diet quality characterised by a low 
variety of healthy foods.60 Many middle­income countries, 
especially in the Middle East and north Africa, are facing a 
double burden of undernutrition and overweight or 
obesity. For example, Iran, Morocco, Oman, Saudi Arabia, 
Syria, and Tunisia are all in the top tertile of countries for 
both the prevalence of adult female obesity (>27% with 
body­mass index [BMI] >30 kg/m²)1 and female child and 
adolescent underweight (>18% with a BMI Z score 
<1 standard deviation; appendix p  4).61 Indeed, the co­
occurrence of stunting (low height­for­age) and obesity 
(high BMI for age) is not uncommon within the same 
country, village, family, and even individual.23 LMICs carry 
the greatest triple­burdens of malnutrition. In LMICs, the 
prevalence of overweight in children less than 5 years of 
age is rising on the background of an already high 
prevalence of stunting (28%), wasting (8∙8%) and 
underweight (17∙4%).36 The prev alence of obesity among 
stunted children is 3% and can be more than 10% in some 
middle­income countries.62 Countries cannot afford to 
prioritise their nutrition policies to focus only on reducing 
undernutrition while costly obesity­related NCDs, such as 
type 2 diabetes, are overwhelming their national health 
systems.

Obesity, undernutrition, and climate change have common 
systems drivers
The shared societal determinants for obesity and climate 
change have previously been noted in the published 
literature.63,64 Both are driven by the high consumption 
of cheap energy sources (foods and fossil fuels) and 
car­oriented transportation systems. The consumpto­
genic economic systems that promote excessive and 
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unsus tainable consumption patterns value GDP growth 
and overlook its role in damaging the health of people, the 
environment, and the planet.65 In economic systems in 
which the vested interests of powerful transnational 
corporations produce financial benefits that are maximally 
privatised, the social and environmental costs or extern­
alities fall to consumers, taxpayers, ratepayers, and future 
generations. The major risks to society and economic 
development in the future are heavily neglected.57

The balance of power between actors within the 
governance mechanisms determines how the levers of 
power are used. Those levers include policies (eg, laws 
and regulations), economic incentives and disincentives, 
and societal norms and expectations. Although 
governance occurs at all levels, macro­level governance 
(usually national governments) creates the operating 
conditions for the major systems that drive The Global 
Syndemic—the food, transportation, land use, and urban 
design sectors. These macro systems, in turn, flow 
through the meso systems or settings in which people 
interact, such as schools, workplaces, retail outlets, and 
community spaces. They, in turn, influence the micro 
systems or social networks, such as families and social 
groups, affecting their behavioural patterns.

The power balance within the governance structures 
determines, for example, whether agricultural subsidies 
support monoculture crops and beef and dairy farming 
over more sustainable agricultural systems with fewer 
environmental effects and greater health benefits, 
whether funding for transportation infrastructure priori­
tises roads over mass transit and active commuting, 
whether periurban horticultural lands are zoned for 
housing and industry, whether economic policies 
promote con sumption­driven growth, whether regu­
latory systems allow or constrain marketing of unhealthy 
food and beverage products to children or breastmilk 
substitutes to mothers, and whether cultural and 
religious codes of dress and behaviour, especially for girls 
and women, constrain their ability to be physically active 
and fully engaged with society. The sociocultural nature 
of some of the systems is important to note. A popu­
lation’s values, beliefs, attitudes, religious expec tations, 
and social practices shape the types of foods people eat, 
how they use food for hospitality, the status attributed to 
particular foods, and their vulnerability and exposure 
to targeted commercial marketing that exploits these 
attitudes and values.

Key aspects of the political economy have been 
recognised as the deep drivers that shape the very nature 
of the systems creating The Global Syndemic. For 
example, economic power has become increasingly 
concentrated into fewer and fewer transnational corpor­
ations, and this is certainly true in the food sector.66–68 
According to the former Director General of WHO, this 
“market power readily translates into political power”.69 
Specifically, the transnational corporations lobby for 
fewer regulations that apply to them (eg, no regulations 

on marketing unhealthy food to children or warning 
labels on processed foods), promote regulations that 
apply to other sectors (eg, trade and investment 
agreements that bind governments to protect corporate 
investment interests), resist or reject taxes that apply to 
their products (eg, taxes on sugary drinks and energy­
dense, nutrient­poor foods), and lobby policy makers for 
subsidies that benefit their businesses (eg, agricultural 
and transportation sub sidies).68 The fossil fuel and food 
industries that are responsible for driving The Global 
Syndemic receive more than $5 trillion in annual 
subsidies from governments.70

Complex adaptive systems
Close examination of the contributors to The Global 
Syndemic reveals the role of complex adaptive systems 
operating at each of its levels (figure 2B). Systems, such as 
health systems, schools, or families are complex because 
the inter­relationships are multiple, change over time, and 
involve several interacting, reinforcing, and balancing 
causal feedback loops, as well as the fact that non­linear 
associations exist between causes and effects. Rein­
forcement of feedback loops leads to virtuous or vicious 
cycles, depending on the outcome, although balancing 
feedback loops counteract the directions of change that 
form the basis of homoeostasis and policy resistance in 
complex adaptive systems. For example, a new food 
launched into the market might accelerate profits for its 
manufacturer, which in turn supports more marketing 
and wider distribution that make more profits in a 
reinforcing feedback loop. However, the product’s growth 
in sales and profits are not infinite because market 
saturation and competition act as balancing feedback 
loops that counteract the reinforcing feedback loop driving 
the initial growth.71 Understanding the dynamics of the 
major feedback loops within a system is, therefore, crucial 
to identifying how to reorient the systems towards better 
outcomes.

The systems are also adaptive. Any change in one part of 
the system will lead to changes in the implicit and explicit 
rules of the actors in other parts of the system, generating 
new, emergent dynamics. Changing the reimbursement 
structure within a health system, changing governance 
structures in a school, or changing the structure of a family 
through marriage or separation, for example, can lead to 
the adaption of actors by changing the rules in how they 
respond to each other and their environment, and push a 
system toward a new equilibrium or system instability.

Taking a system dynamics approach to The Global 
Syndemic provides new insights into three critical 
questions: why are systems, including food systems, the 
way they are? Why do they need to change? Why are they 
so difficult to change?72

Five sets of feedback loops
The Commission considered that five crucial feedback 
loops (figure 2C) need to be assessed within the food, 
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transportation, urban design, and land­use systems as 
the drivers of The Global Syndemic: the business, supply 
and demand, governance, ecological, and health feedback 
loops. The feedback loops are described in more detail 
below with reference to the food system, but they also 
apply substantially to transportation systems, urban 
design, and land use.

The business feedback loops reflect the market­based 
food systems that combine the profit motives of 
businesses with the demands of their customers. Market­
based food systems are remarkably robust enterprises for 
getting food from its source in farms or the sea to people 
in the centre of megacities or in remote rural outposts. 
The food value chain, rather than supply chain, better 
describes the system because as food travels one way 
from one private operator to another along the chain, 
money and profits flow back the other way as a set of 
intersecting positive feedback loops that ensure that the 
system incentivises the flow of food to people. The 
underlying imperative of adding value along the chain 
intrinsically leads to more processed and ultra­processed 
foods. Milk as a basic food has less added value (in profit 
terms) than baby formulas, yoghurts, and ice cream. 
These products fulfil consumers’ desire for taste, variety, 
choice, and shelf life, and create greater profits for the 
food providers. Unfortunately, such a focus also results in 
a food supply that is high in ultra­processed foods and is 
associated with higher rates of chronic diseases.73–75 
Negative health and environmental outcomes are not 
factored into the current business model which has a 
major role in creating and sustaining The Global 
Syndemic. As we discuss later, new 21st century business 
models are needed to ensure that food systems contribute 
positively to all four global outcomes of health, sus­
tainability, social equity, and prosperity.

The supply and demand relationship through market 
mechanisms efficiently matches food supply with 
consumers’ wants and needs and their ability to pay. 
However, consumers themselves have biological, 
psychological, social, and economic vulnerabilities that 
industry exploits through food environments that 
influence people’s preferences, which increases the 
demand for energy­dense and nutrient­poor food and 
beverage products and feeds back into increased supply.2 
Some government measures, including regulations for 
the marketing of unhealthy food and beverage products 
to children, front­of­pack warning labels, fiscal policies 
such as soda taxes, and consumer protection laws can 
help to constrain this supply­driven consumption of 
unhealthy foods. However, demand­driven consumption 
of unhealthy or environmentally damaging foods can 
occur if the foods are considered part of familiar or 
aspirational cuisines. For example, cheap, fatty mutton 
flaps exported from New Zealand or turkey tails from 
the USA have become part of the standard cuisine 
in some south Pacific countries,76 which in turn affects 
supply and demand for those unhealthy products.77

Red meat consumption is widely consumed in high­
income countries and, as countries develop economically, 
the demand for red meat as a high status food also 
increases.78 Reducing the consumption of red meat is a 
cornerstone for healthy, sustainable diets, but achieving 
this will be formidable given the current supply and 
demand dynamics. Western­style fast foods might also 
be part of aspirational diets for some populations in 
low­income countries.79 Dietary patterns are relatively 
conservative and tend to change slowly over decades, 
often with new generations, immigrant cuisines, or new 
information on the health effects of specific foods 
providing the stimulus for change.

Although correcting market failures due to negative 
externalities on health and the environment is a core task 
of governments, policy inertia affects their implemen­
tation, as has already been noted and is explained within 
the set of governance feedback loops. Powerful lobby 
forces often prevent government policy making for 
public good.68,80 Although the collective voice of small 
farmers is a political force in some countries, the 
concentrated power of the large food corporations is the 
most powerful source of policy inertia for actions that 
create healthier food environments.68 Additionally, the 
governance structures in many countries are weak or 
corrupt, making them even more susceptible to inf­
luence. Transparent and accountable governance struc­
tures are needed that are free from conflicting interests, 
inclusive of civil society groups, and responsive to the 
needs of citizens.

Feedback loops related to natural systems help explain 
why the business, supply and demand, and governance 
structures cannot be maintained under existing operating 
conditions. Current food systems are degrading the 
environment beyond the capacity of natural ecosystems 
to repair. The forces of over­extraction and pollution of 
natural environments are not balanced by built­in 
constraints on those business or consumer activities that 
damage the environment through greenhouse­gas 
emissions, pollution of waterways, deforestation, reduced 
food biodiversity, water over­extraction, soil degradation, 
or food waste.68 Eventually, a degraded natural environ­
ment will have a negative feedback on businesses and 
consumers, but this is often a delayed effect on health 
(shown by the parallel lines across the arrow in figure 2C) 
that will be felt by future generations of land and business 
owners, consumers, and citizens.

Human health feedback loops also explain why the 
existing systems cannot continue. The development of 
the current food systems has substantially improved 
human health in the past century, but now, paradoxically, 
these same food systems have become a major contributor 
to the global epidemics of chronic diseases. Better 
nutrition and food security have helped increase life 
expectancy, but, at the same time, poor diets have become 
the biggest contributor to the global burden of disease 
(figure 1). The effects on health represent another major 
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negative externality of the food system, with delayed 
feedback from the health problem to the food system. For 
example, there has been a considerable delay between the 
recognition of the adverse health effects of sugary drinks 
and the creation of policies to reduce their consumption.

Levers to convert policy inertia into policy traction
These five sets of feedback loops need to be examined in 
more depth from a systems perspective to identify the 
types of levers that might create traction for implementing 
policies to reduce the ecological and health damage. 
Many of the systemic levers will be double­duty or triple­
duty actions for mitigating obesity, undernutrition, or 
climate change.

The feedback loops that protect the environment need to 
be strengthened. Carbon pricing, pollution regulations, 
water levies, consumer education, and environmental 
food labelling are examples of such measures. The 
feedback loops that constrain the production and 
marketing of foods and beverages that promote ill­health 
also need to be strengthened. These efforts include 
taxation, front­of­pack signposts such as warning labels 
for products high in sugar and salt, and consumer 
education and social marketing campaigns. Other 
strategies include gaining commitments from food 
companies to create healthier food environments and 
holding them to account for fulfilling such commitments 
using monitoring and public ratings systems. At the same 
time, strategies that promote availability, accessibility, and 
affordability of healthy foods must be implemented across 
the food system. The imperative for food systems to 
provide the basis for healthy diets should be articulated in 
all policies that shape them, from agricultural production 
through to retail. Strategies to increase the demand for 
healthy foods, such as education, social marketing, 
government procurement, taxes, and subsidies can send 
the signals back through the value chain, creating 
alternative sources of value.

Strengthening governance, managing conflicts of 
interest, and creating social demand for change are all 
important strategies to counter the current detrimental 
influence of vested interests on public food policies. 
Additionally, new business models are needed to reduce 
the negative externalities created by incentives in the 
current economy. Corporate social responsibility efforts, 
which are too often marketing exercises, need to evolve 
into a stronger accountability model, in which targets 
and performance criteria are independently specified, 
monitored, and publicly shared.

Changes to fundamental values, guiding philosophies, 
and principles (eg, human rights, polluter pays, agriculture 
for better nutrition, and improved infrastructure for 
public and active transportation) will have more powerful, 
systemic effects than more visible changes (eg, school 
food programmes, food labelling, and pricing policies), 
because values that permeate the whole system create 
more fundamental and sustained changes.

The role of individuals
The idea that individuals personally carry the 
responsibility for their own health­related behaviours is 
common, especially in Western, individualistic societies. 
The recognition that people’s health­related behaviours 
are heavily influenced by the environments around them 
is the first step in implementing effective policies to 
support health. For example, poverty severely restricts 
people’s capacity to make healthy choices, and obesogenic 
environ ments dominated by fast food outlets and unsafe 
neighbourhoods severely restrict the healthy choices 
available. Affluence and health­promoting environments 
create a positive health effect.

As previously noted, the socioecological model concept 
of the person–environment interaction is centred on the 
individual. The model shows how individuals are products 
of their personal attributes and the environments and 
influences around them. In our framework, individuals 
populate all layers of the human systems and continuously 
interact with the natural ecosystems (figure 2D). They do 
not and cannot exist in isolation of the natural and human 
systems. By depicting individuals in this manner, the three 
parts of the person–environment interaction become more 
apparent. The first part is the personal agency individuals 
have in making their choices from the environments 
available. The second is the influence the environment has 
on those choices. The third is the influence that the 
individual has on changing the environments and systems 
around them.

People live in networks of influence. Their influence is 
greatest at the micro level with family and social circles, 
but people also interact in and influence many settings—
eg, workplaces, schools, universities, shops, recreational 
settings, villages, and local communities. Even at the 
macro level, being a consumer, using mass media, or 
working in government or other macro systems provides 
an opportunity to create influence. Individuals also have 
a voice in governance, especially within democracies that 
are not overshadowed by money and corruption.

This depiction of individuals as network agents provides 
an important basis for action. The two things that flow 
across human networks to create change within a system 
are knowledge (an understanding about the nature of the 
problems and how to apply actions) and engagement 
(the energy, enthusiasm, and commitment for change).81 
For individuals, actively disseminating knowledge and 
engagement through networks is a central mechanism 
for reorienting existing systems, especially at the com­
munity level (discussed in the Community­based actions 
section).

One broad strategy for addressing The Global Syndemic 
is, therefore, to give people the capacity to take personal 
responsibility for their own health by reducing poverty, 
strengthening education, and reducing structural and 
social prejudice on the basis of gender, religion, and race. 
A second is to make the healthy and sustainable choices 
the easy and default choices through strong public­interest 
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policies. A third is to activate people’s network agency so 
that society’s human systems reorient to promote the four 
essential global outcomes: environ mental health and 
wellbeing, human health and wellbeing, social equity, and 
economic prosperity.

The nature of double-duty or triple-duty actions
The 2015 Global Nutrition Report first used the term 
double­duty actions to describe programmes and policies 
that could potentially reduce the burden of both 
undernutrition and NCDs related to overweight, obesity, 
or diet.82 This concept has been crucial in starting to 
bring together each form of malnutrition under the 
umbrella term of malnutrition in all its forms.83 Examples 
of double­duty actions provided in the Global Nutrition 
Report included actions to promote breastfeeding in 
workplaces, urban planning for healthy food outlets and 
discouraging outlets for unhealthy food, ready access to 
clean water, and universal health care.

The 2017 Global Nutrition Report proposed that triple­
duty actions could have positive effects on all of the 
17 SDGs.23 Examples included: diversifying food 
production systems to provide a nutritious food supply, 
ecosystems benefits, and empowerment of women to 
become innovative food value chain entrepreneurs; 
increasing access to efficient cooking stoves to improve 
nutritional health, reduce respiratory disease from 
indoor smoke, preserve forests, and reduce greenhouse­
gas emissions; and providing school meal programmes 
that could reduce undernutrition, prevent the risk of 
developing obesity, provide income to local farmers, and 
encourage children to stay in school and learn better 
when at school. As already noted, the SDGs are highly 
interconnected and many actions can have several 
benefits across SDGs. In this report, we use the concept 
of double­duty or triple­duty actions to discuss those 
actions that address two or three aspects of The Global 
Syndemic (appendix p 11).

Drivers have most in common at the governance and 
macro levels (figure 2B and 2C). Some triple­duty actions 
such as dietary guidelines and nutrition education to 
address obesity, undernutrition, and environmental 
sustainability, can be delivered at the meso level 
(eg, through schools) or micro level (eg, through social 
marketing), but they are developed primarily at the 
macro and governance levels. For example, when 
the USA and Australia tried to include sustainability in 
their national dietary guidelines, vested interests from 
food industries leaned heavily on their governments to 
eliminate sustainability from the terms of reference.84,85 
Brazil, which has a much more democratic governance 
structure for food policy development,86 kept vested 
interests at bay and produced the first dietary guidelines 
with explicit sustainability recommendations.87

As articulated in the first Lancet Series on Obesity,88 
interventions that involve changing its societal 
determinants are much more difficult and have much 

less direct evidence of their effects, but they are much 
more important than programmatic and educational 
approaches to complex problems. Because these societal 
determinants are the deep drivers of The Global 
Syndemic, the Commissioners believe that they should 
be central to the debate about solutions. The following 
actions would support policies on The Global Syndemic, 
but all require fundamental shifts in societal beliefs and 
priorities and will face repeated resistance: reducing the 
effects of vested interest lobbying on public policy 
development, internalising the costs of a product’s effects 
on the environment and human health into its price, 
redistributing wealth to alleviate poverty, reducing 
corruption in governments, and elevating the education, 
power, and status of women. The certainty that any 
particular lever for system change will have the desired 
outcome is low within the hierarchies of evidence 
commonly used in health. However, if achieved, the 
effects can be expected to be felt across the spectrum of 
The Global Syndemic.

Many authoritative reports from WHO, other UN 
agencies, and groups of independent experts contain 
specific recommendations for actions on obesity and 
undernutrition by countries, international bodies, the 
private sector, development agencies, civil society, and 
academia. The same is not the case for reports on climate 
change. The most authoritative body for climate 
change, the UN’s IPCC, has produced many reports that 
provide evidence­graded statements about the underlying 
science of the problems and potential actions, but lack 
recommendations for specific actors.

To test the idea of double­duty or triple­duty actions, we 
sourced the most recent, comprehensive authoritative 
reports on recommendations for action for nutrition and 
physical activity and assessed the potential that these 
recommended actions might have for climate change 
mitigation and adaptation (appendix p 13). These pre­
liminary assessments, presented in the following sections, 
show the existing overlaps across nutrition, physical 
activity and climate change action areas, and therefore the 
value behind more combined efforts. If the deep drivers 
of The Global Syndemic are going to be changed, 
independent movements, such as those that address 
poverty reduction, environmental sustainability, climate 
change, food sovereignty, social equity, hunger prevention, 
liveable cities, safe neighbourhoods, healthy food environ­
ments, rights of the child, and good governance, will 
need to be more coordinated, more coherent in their 
communications about the multiple benefits, and more 
forceful in their demands for deep change.

Food systems as syndemic drivers
For all their past successes in feeding human populations 
and improving their health and life expectancy, the current 
food systems are becoming more industrialised, global­
ised, and dominated by large actors capable of economies 
of scale and of maintaining long supply chains. These 
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systems are now also becoming the source of failures that 
are impossible to ignore. Although sufficient food is 
produced to meet the dietary energy requirements of the 
global population, undernutrition and micronutrient 
deficiencies still affect more than a third of the world’s 
population.89 Agricultural systems tend to favour energy­
rich staple food production, without sufficient attention 
to nutrient­rich foods. In many regions, vegetables, 
fruits, and animal­source foods are often expensive or 
in accessible, resulting in monotonous diets low in nu­
tritional quality. Furthermore, ultra­processed foods are a 
key driving force in the global obesity pandemic; nearly 
2 billion people are overweight or have obesity.34 The food 
system is also driving unprecedented environmental 
damage, contributing up to 29% of anthropogenic green­
house­gas emissions and causing rapid deforestation, soil 
degradation, and massive biodiversity loss.52,90

A fundamental reorientation of food systems is 
required—superficial repairs at the edges will not deliver 
the global outcomes needed for the 21st century.91 
Momentum at the global and local level is building for this 
fundamental change. Conceptualising the current food 
systems as a major driver of The Global Syndemic could 
contribute to that momentum by articulating common 
drivers and interactions of obesity, undernutrition, and 

climate change and in the identification of double­duty 
and triple­duty actions that address them.23,92

Two aspects of the current food system, red meat 
and ultra­processed foods, are briefly described in 
panels 5 and 6 to illustrate the common underlying 
drivers of The Global Syndemic.

Growing consensus on the need for healthy, sustainable food 
systems
The number of authoritative reports that have called for 
fundamental changes to food systems to make them 
healthier, more sustainable, and more equitable is large 
and growing rapidly.23,68,91,109–114 The timely and concurrent 
publication of several reports in the early years of the UN’s 
Decade for Action on Nutrition has created an invaluable 
consensus that radical changes to the food system are 
urgently needed. The opportunities and recom men­
dations arising from these reports to promote planetary 
health include developing sustainable and healthy cities, 
encouraging more resilient health systems and disaster 
preparedness, reducing food waste, preserving eco­
systems, and redirecting harmful sub sidies in the food, 
agriculture, fishery, and energy sectors.115 Many of these 
recommendations relate directly to reduction of green­
house­gas emissions and implementation of effective 
climate adaptations.

The primary collective authority for climate change are 
the parties to the UN Framework Convention on Climate 
Change (UNFCCC). This international agreement has a 
process to update the science through regular IPCC 
assessments and progressively gain commitments from 
Member States to reduce greenhouse­gas emissions. 
However, the IPCC does not make recommendations for 
specific actions, and, under the 2015 Paris Agreement 
that complements the UNFCCC, Member States or 
national governments are left to define their own targets 
and how they will achieve them. Furthermore, the 
incorporation of agriculture into government actions 
and targets has been highly contested and very sluggish.

Double-duty or triple-duty actions for food systems
A wide variety of food systems exist within which 
transformations are needed. They span the traditional 
food systems, with local production and markets, low­
level processing, poor storage, low diversity, little 
marketing, and low quality and safety standards, through 
to the modern food systems, with global production sites, 
multiple access points, high­level processing, secure 
supply lines and storage, high diversity, abundant 
marketing, and high safety standards.91 Transformation 
should be based on the principle that food systems, 
regardless of variation between countries and regions, 
must promote health, environmental sustainability, 
social and health equity, and economic prosperity.

As a starting point to identify double­duty or triple­duty 
actions to create healthy, sustainable food systems, we 
examined the degree to which existing recommendations 

Panel 5: Red meat as a syndemic driver

Global meat production has increased 4–5 times from 71 million tonnes annually in 1961 
to 318 million tonnes in 2014, and is projected to increase further to 455 million tonnes 
in 2050.93 This increase reflects growth in demand from both global population increase 
and an increase in per-capita consumption from 20 kg to 43 kg per person per year from 
1961 to 2014, linked to growing incomes and changing dietary preferences.93 This level of 
production and consumption of red meat is a substantial driver of The Global Syndemic.

Although animals are an integral part of many well-functioning agroecological systems 
and permanent pastures on which animals graze can be important carbon sinks, livestock 
production is a major contributor to climate change (19% of all greenhouse gasses94). 
The greenhouse gasses are related to methane emissions from enteric fermentation, 
nitrous oxide emissions from manure and fertiliser application, and the considerable 
inputs required to grow cereal and oilseed crops for use as livestock feed in industrial 
livestock farming.95 Livestock also use approximately 70% of global agricultural land and 
are a prime driver of deforestation.93,95 Intensive production systems also contribute 
substantially to localised pollution through effluents and air pollution.

The links between excess meat consumption and obesity and related NCDs are also well 
known. Excess meat consumption can contribute to obesity.96,97 Red meat consumption 
(particularly processed meat) is associated with increased risk of NCDs including 
cardiovascular disease,98 type 2 diabetes,99 and some cancers.100

Animal-source foods, including meat, provide a rich source of highly bioavailable 
micronutrients, especially for young children, and make an important contribution to high 
quality diets when consumed in moderation.101 In many regions, livestock production is 
also an important contributor to livelihoods, household income, and national wealth, and 
in semi-arid and arid areas there are often few other productive land uses. However, 
production of feed for livestock can divert food away from direct human consumption, 
and threaten food security and the livelihoods of populations displaced by the expansion 
of crop land for feed production, which is also an important cause of deforestation.
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for improving nutrition and physical activity could also 
support climate change mitigation or adaptation. The 
Commission identified 66 reports published by UN 
agencies and independent groups between 2007 and 2017, 
related to obesity, undernutrition, climate change, or 
physical activity. Of the most recent reports with high­
authoritative impact (n=11), a subset of reports (n=5) 
presented 255 specific recommendations for govern­
ments (appendix p 13).

The individual recommendations for governments 
were extracted from the five reports and categorised into 
overarching domains for nutrition or physical activity. 
We used the domain structure of the two most recent 
high­level reports, the High­Level Panel of Experts on 
Food Security and Nutrition’s Report on Nutrition and 
Food Systems 201791 and WHO’s Global Action Plan on 
Physical Activity 2017.116 Many of the recommendations 
were replicated across reports. Therefore, the main 
recom mendations were condensed into 36 across 
10 domains for nutrition and 74 across 16 domains for 
physical activity. Two commissioners with climate 
change expertise provided indicative ratings on the 
condensed set of recommendations according to their 
likely effects on mitigation of, or adaptation to, climate 
change (tables 1 and 2; appendix p 14).

Most of the nutrition recommendations had at least a 
small potential to affect climate change, and some offered 
substantial potential (table 1). The Commission found 
that reframing recommendations to create healthy and 
sustainable diets would considerably strengthen their 
ratings. The existing nutrition recommendations that we 
identified offer great opportunities to promote double­
duty or triple­duty actions. However, the multiple benefit 
outcomes from implementing the recommendations 
must be more strongly emphasised by governments to 
promote climate change mitigation.

Investment needed to improve nutrition
Financial costs are often highlighted as a barrier to 
implementation of recommendations. The World Bank 
has estimated that an additional investment of $70 billion 
over 10 years would be needed to achieve the WHO 
global targets for stunting, anaemia in women, exclusive 
breastfeeding, and upscaling the treatment of severe 
wasting by 2025.117 These estimates show that achieving 
the task is possible by addressing the underlying 
determinants and implementing nutrition­specific 
programmes. Similar analyses from the World Bank 
could also include estimates of the resources required to 
achieve the WHO targets of no increases in adult and 

Panel 6: Ultra-processed foods as syndemic drivers

The manufacture of ultra-processed foods and sugary drinks is 
based on inexpensive commodity ingredients such as sugar, 
flours, and oils, often with multiple preservatives, colourings, 
and flavourings. These products are typically energy-dense and 
nutrient-poor, and offer excessive amounts of energy, fat, sugar, 
or sodium.102 Examples include snack products such as chips or 
crisps, ready-to-eat cereals, sugary drinks, and confectionery. 
By design, these products are highly palatable, cheap, 
ubiquitous, and contain preservatives that offer a long shelf life. 
These features, combined with aggressive industry marketing 
strategies, contribute to excessive consumption and make these 
products highly profitable for the food, beverage, and restaurant 
industry sectors that are dominant actors in the global food 
system.73,103 The governance systems that created the operating 
conditions that favour large companies that produce ultra-
processed food and beverage products include: subsidies for 
their commodity ingredients, deregulated business operating 
environments, weak or ineffective accountability systems for 
the human health and environmental externalities that result 
from their production and marketing, and industry’s privileged 
access to policy makers and decision makers to maintain these 
business operating conditions. This constellation of policy 
incentives reinforces the existing food system that produces 
cheap products with high profit margins through long, complex 
global value chains.66

Although not all ultra-processed foods are unhealthy, a high 
intake of these food and beverage products is linked to poor 
diet quality, obesity, and diet-related NCD risks.73

These products (eg, cheap instant noodles and biscuits) might 
also contribute to undernutrition and micronutrient 
deficiencies by displacing more nutritious whole foods. The 
high consumption of commercial snack foods is common in 
the diets of infants of complementary feeding age in several 
LMICs.104 For vulnerable groups, especially infants and children 
living on marginal-quality diets, ultra-processed food and 
beverage products can contribute to both obesity and 
stunting.62,105

Food processing is generally considered to have a relatively 
small environmental effect compared with other stages of the 
food supply chain, such as agricultural production or 
transportation. For example, in the UK, food manufacturing 
and packaging is responsible for 19% of total food chain 
greenhouse-gas emissions, with agricultural production (at the 
farm level) accounting for much of the remainder.106 However, 
this figure overlooks the environmental effects generated 
across all stages of the food system by ingredients that are 
eventually used in ultra-processed foods. In Australia, 
ultra-processed food consumption is estimated to contribute 
more than a third of the total diet-related environmental 
effects; 35% of water use, 39% of energy use, 33% of carbon 
dioxide equivalents, and 35% of land use.107 If dietary trends 
continue, per-capita greenhouse-gas emissions from empty 
calories are estimated to nearly double by 2050.108 Therefore, 
reduction of ultra-processed food consumption is a priority for 
reducing the environmental effects of the food system.
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childhood obesity, and address the climate change 
consequences of our current food system.

Estimating the potential costs and impacts of achieving 
obesity prevention policies is challenging, but the 
experience of Mexico is instructive. Bloomberg 
Philanthropies invested in civil society actions and 
research over several years to achieve greater public 
awareness of the need for policy actions for reduction of 
the prevalence of diabetes and its complications, to press 
for measures such as taxes on sugary drinks and junk 
food, and more generally for social change that supports 
action on food and obesity (panel 7). Mexico’s approach 
of providing philanthropic funding to consumer and 

health non­governmental organisations (NGOs), to 
create public pressure for healthy policies, and to 
researchers, to evaluate their impact, could be applied in 
many other countries with adequate civil society and 
academic capacity. An investment of $1 billion from 
philanthropic and other sources could plausibly support 
100 countries to apply Mexico’s approach to hasten the 
global implementation of recommended food and 
nutrition policies to support obesity prevention. A focus 
on policies with double­duty or triple­duty actions would 
further facilitate a return on investment.

Substantial investment in civil society action would 
greatly encourage the achievement of the objectives of the 
Decade of Action on Nutrition and the SDGs, as well as 
offering an important counterweight to the enormous 
commercial investments focused on promoting sales of 
obesogenic products and opposing public policies for 
healthier food environments.119 For example, Coca­Cola 
intends to invest more than $10 billion to promote 
business growth in India, China, and the Philippines 
alone.120

Potential climate 
change effect

Mitigation Adaptation

Strengthen the integration of nutrition within national policies, 
programmes, and budgets

Strengthen the integration of nutrition within 
national policies, programmes, and budgets

5 5

Improve nutrition literacy and the nutrition 
workforce capacity

4 2

Strengthen global cooperation to end malnutrition and hunger

Increase official development assistance and 
avert famines by strengthening local food 
systems

4 5

Address the effects of trade and investment agreements on food 
environments and diets

Ensure that trade and investment agreements 
favour more sustainable food systems

2 2

Address the nutritional vulnerabilities of particular groups

Ensure that vulnerable and marginalised 
groups can achieve an appropriate and 
nutritious diet

2 3

Improve nutritional outcomes by enhancing women’s rights and 
empowerment

Ensure that laws and policies provide men and 
women equal access to resources

2 2

Strengthen rural women’s participation at all 
levels of policy making for Food Security and 
Nutrition

2 3

Create an enabling environment for 
breastfeeding

2 1

Recognise and address conflicts of interest

Ensure transparency and accountability 
mechanisms to prevent and address conflicts 
of interest

2 2

Protect nutrition sciences against undue 
influence and corruption

2 1

Improve data collection and sharing of knowledge on food systems 
and nutrition

Promote research on food systems and food 
demand

2 2

Improve the availability and quality of 
multisectoral information systems that 
capture nutrition-related data

2 2

Invest in systems for knowledge sharing 
among stakeholders in the food supply chain

3 5

(Table 1 continues in next column)

Potential climate 
change effect

Mitigation Adaptation

(Continued from previous column)

Enhance opportunities to improve diet and nutrition outcomes along 
food supply chains

Support the production of nutritious, 
locally-adapted foods

3 3

Protect and enhance nutritional value along 
food supply chains

2 2

Improve the quality of food environments

Implement policies that make healthy foods 
more accessible and convenient and restrict 
advertising of unhealthy food

3 2

Regulate health claims on food and adopt a 
front-of-pack food labelling system

2 1

Strengthen national food safety standards 
and surveillance systems

1 1

Institute policies that implement the 
International Code of Marketing of Breast-milk 
Substitutes

1 1

Create consumer demand for nutritious food

Develop guidelines for healthy and sustainable 
diets

2 2

Implement economic and social policies that 
increase demand for nutritious foods and 
lower demand for nutrient-poor foods

3 2

Ensure that social protection programmes, 
such as school feeding, lead to improved 
nutritional outcomes

2 1

Promote food cultures, including cooking skills 
and the importance of food in cultural heritage

2 2

Key for rating of recommendations on mitigation and adaption: 1=no effect; 
2=small effect; 3=moderate effect; 4=average effect; 5=substantial effect.

Table 1: Nutrition recommendations, drawn from High Level Panel of 
Experts Nutrition and Food Systems Report, scored for potential effects 
on climate change mitigation and adaptation
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Potential climate 
change effect

Mitigation Adaptation

Implement communication campaigns to raise awareness of the 
benefits of physical activity

Develop a national communication campaigns 
on the benefits of physical activity

2 2

Support partnerships between health and 
other sectors to promote physical activity

2 2

Implement mass-participation initiatives and provide access to 
physical activity experiences

Implement accessible events, providing 
opportunities to be active in local public spaces

2 2

Strengthen training of health and non-health professionals in 
opportunities to develop an active society

Include training on physical activity in 
professional development of staff in health 
and non-health sectors

2 2

Collaborate with road safety experts to 
strengthen stakeholders’ understanding of 
approaches to improve road safety

3 1

Promote active and public transportation through policies and 
infrastructure

Support community-influenced transportation 
and urban planning policy and regulations that 
promote active and public transportation

4 1

Support evaluation of transportation and 
urban planning policies and interventions to 
assess effects on health and environment

4 1

Promote policies that create highly connected, 
safe neighbourhoods that are accessible using 
active and public transportation

3 3

Support the strengthening of road safety 
legislation and interventions

2 1

Strengthen access to recreational spaces and facilities for all

Promote policies enabling access to open 
spaces and sports facilities

2 2

Evaluate effects of open spaces on health and 
environmental benefits

3 3

Implement marketing restrictions on 
unhealthy food and beverages in and around 
open public spaces and sports facilities

2 1

Strengthen frameworks to promote physical activity in and around 
buildings and facilities

Support building designs and regulations 
prioritising universal access and physical 
activity among users

2 2

Strengthen provision and enjoyment of physical education and active 
recreation

Strengthen national leadership, policy, and 
guidance to promote physical education and 
active recreation for children

2 1

Promote walk and cycle to school programmes 3 2

Implement physical activity assessment, advice, and referral into 
health and social care services

Implement protocols in health and social care 
for patient assessment, brief advice, and 
referral for physical activity, including for 
vulnerable groups

1 2

(Table 2 continues in next column)

Potential climate 
change effect

Mitigation Adaptation

(Continued from previous column)

Enhance provision of, and opportunities for, physical activity in wide-
ranging work and leisure settings

Promote national guidance, and 
implementation of workplace health 
programmes to increase physical activity 
among employees

1 1

Partner with government and the sports 
community to strengthen provision of 
universally accessible opportunities for active 
recreation

2 2

Evaluate the effectiveness of fiscal instruments 
to promote physical activity

1 1

Strengthen programmes to increase physical activity in the least 
active groups

Implement policies and programmes to 
increase physical activity among older adults, 
the least active, and disadvantaged groups

1 1

Implement whole-of-community initiatives to promote widespread 
participation in physical activity

Implement whole-of-community approaches 
to promote physical activity, and share 
guidance, resources, and experiences

2 2

Strengthen leadership, governance, and policies to increase physical 
activity

Strengthen high level leadership, strategic 
planning, and guidance for physical activity

2 2

Strengthen action plans on physical activity and 
maximise cooperation across relevant sectors

2 2

Enhance monitoring and accountability for physical activity

Strengthen comprehensive population 
surveillance of physical activity and its 
determinants

2 2

Strengthen research and evaluation capacity and strengthen 
innovations for policy solutions to increase physical activity

Provide funding for institutions to undertake 
physical activity research and evaluation

1 1

Strengthen knowledge sharing on physical 
activity to advance research, policy 
implementation, and resource use

1 2

Escalate advocacy efforts to increase action at multiple levels, 
targeting key audiences

Strengthen collaborative partnerships to 
support engagement for increasing physical 
activity

2 2

Strengthen financing mechanisms to support action and policies to 
increase physical activity

Develop long-term, dedicated financing 
mechanisms to support physical activity

2 2

Key for rating of recommendations on mitigation and adaption: 1=no effect; 
2=small effect; 3=moderate effect; 4=average effect; 5=substantial effect.

Table 2: Abbreviated recommendations for physical activity and 
indicative potential for effect on climate change
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Voluntary, quasi-regulatory, and regulatory approaches to 
improving food systems
Experience from public–private partnerships involving 
voluntary actions with weak monitoring and account­
ability structures indicates that these partnerships tend 
to lose the support of civil society and have limited 
impacts. One such example is an analysis of the 
UK Public Health Responsibility Deal (appendix p 17). 
The Partnership for Healthy America provides a 
demonstration of partnership arrangements with the 
food industry that have stronger accountability 
structures, through agreed targets for reductions in 
calories and the provision of healthier foods.121 These 
agreements with industry incorporate an external, 
independent evaluation, and the outcomes of the 
partnership are included within Partnership for Healthy 
America’s annual reports.122

In the UK, Public Health England has taken 
engagement with the food industry a step further by 
conducting a structured product reformulation for 
sugar. Through this process, the government sets targets 
to reduce total sugar volumes sold by food category 
(appendix p 22). Such quasi­regulatory approaches could 
be important steps in achieving healthier food 
environments, provided that governments are prepared 
to implement regulation when industry actions are 
inadequate.86

The best example of a strong regulatory approach 
comes from Chile, where the extraordinary commitment 
of politicians, led by Senator Dr Guido Giradi, has seen a 
step change in international best practice for a combined 

portfolio of food labelling, taxation, and regulation of 
marketing (panel 8). Academia and civil society 
organisations have strongly supported these policies, 
but the hallmark of Chile’s progress is its political 
leadership, which compares favourably with the progress 
seen in New York City during Michael Bloomberg’s years 
as mayor.123

Transportation, urban design, and land use as syndemic 
drivers
Transportation systems, urban design, and land use are 
interconnected systems that have an enormous effect on 
climate change and obesity through their effects on 
greenhouse­gas emissions, physical activity, and diet.

Transportation accounts for approximately 14% of 
greenhouse­gas emissions.124 Car use has been associated 
with an increased risk of obesity,125 and changes in 
commuting from cars to active or public transportation 
have been associated with reductions in BMI.126 Further­
more, reduction in carbon dioxide emissions through 
reduced motor vehicle use and increased active travel 
(eg, bicycling or walking) exceeds the reduction in 
greenhouse­gas emissions that could be expected from 
increased use of lower emission motor vehicles.127 
Transportation systems and community designs that 
support active transportation, reduced car use, and access 
to healthful foods are triple­duty actions for The Global 
Syndemic.

Urban design and land­use planning involves 
shaping, building, or retrofitting the built environment, 
open spaces, residential and commercial buildings, and 
transportation systems at city and neighbourhood 
scales. Urban design relies on the use of tools, such as 
land­use zoning and planning layouts of streets, roads, 
transportation, public spaces, and residential and 
commercial areas. In recent decades there has been 
increasing recognition of the many ways in which 
urban planning and design can affect human health.128 
Additionally, the challenges of global environmental 
change make it essential that cities become more 
sustainable, and many overlaps exist between health 
and sustainability at the urban level.129 Re­establishing 
the link between urban planning and public health is a 
high priority, although the evidence base for this 
association is overwhelmingly from high­income 
countries and it receives surprisingly little attention in 
LMICs.130

Urban and rural environments are changing rapidly. 
In 1990, an estimated 43% (2∙3 billion) of the world’s 
population lived in urban areas. By 2015, urban 
populations had grown to an estimated 54% (4 billion).131 
The changing economic and governance conditions in 
the past few decades have tended to increase segregation 
and inequities in cities and towns and made them 
increasingly dysfunctional living environments for many 
residents.132 Although affecting all regions of the world to 
some degree, these processes have been most tangible in 

Panel 7: Civil society support drove commitment for Mexico’s sugary drinks tax

Mexico provides an example of how mobilisation of civil society can generate commitment 
to policy change—in this case the introduction of a national tax on sugary drinks. The 
Alliance for Healthy Food, a coalition of civil associations, social organisations, and 
professionals concerned about the epidemic of overweight and obesity in Mexico, had a key 
role in mobilising public support and government commitment to implementation of a tax 
on sugary drinks in 2014. The Alliance launched a multipronged communications campaign 
to raise public awareness of the risks of sugary drinks, engaged directly with members of 
Congress, and entered into dialogue with the Ministry of Finance. These efforts coincided 
with a policy window as Mexico’s elected President and legislature supported the adoption 
of a sugary drinks tax to raise revenue within a broader fiscal reform agenda.15

The Alliance campaigned for a 20% tax on sugary drinks to decrease consumption. After 
fierce opposition from the food and beverage industry, Mexico’s Government passed a 
1 peso per litre sales tax on Jan 1, 2014, that effectively increased the cost of sugary drinks 
by 10%. The tax was part of a suite of anti-obesity measures implemented after 2014, 
which included standards for healthy school meals, front-of-pack nutrition labels on 
packaged foods, and a ban on certain junk food advertisements aimed at children. Efforts 
by the food and beverage companies substantially weakened the marketing and 
front-of-package labelling system that reduced the overall effectiveness of Mexico’s 
obesity prevention policies. An evaluation of the average effect of the sugary drinks tax 
between 2014 and 2016, found that consumers reduced their sugary drinks purchases 
by 7∙6%. The effect was greatest among low-income households that reduced their 
sugary drinks purchases by 11∙7%.118
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megacities in LMICs, where “huge office complexes 
linked to world financial markets, gated residential 
estates for the wealthy, and luxurious leisure playgrounds 
for the rich and famous have taken centre stage in city 
building, under circumstances where the poor and 
marginalised are pushed aside, allowed to languish in 
poverty and destitution in impoverished ghettoes in the 
‘in­between’ places of the city”.133

The appropriate planning, design, or retrofitting of 
built environments and transportation systems can 
facilitate and promote safe outdoor physical activity and 
active transportation. In addition to growing mass transit 
and safe commuter cycling, neighbourhood­scale inter­
ventions can promote physical activity. These inter­
ventions include designing new neighbourhoods with 
a fine­grained street network, a mix of land uses and 
destinations, a range of appropriate public spaces for 
recreation, upgrading pavements and public spaces (eg, 
better paving and the planting of trees), building bicycle 
lanes, and improving street lighting.134–136 Neighbourhoods 
also need to be designed to be safe, through having eyes 
on the street for example, to ensure that outdoor spaces 
can be used without fear of crime and violence. In cities 

that have low densities, densification and compaction of 
buildings can create mixed­used environments with a 
range of destinations to which people can easily walk and 
cycle. Cities such as Bogota, Colombia, and Curitiba, 
Brazil, are notable examples that have focused investment 
on public transportation, and have improved the living 
environment of low­income residential areas through 
participatory planning and budgeting processes, invest­
ment in neighbourhood parks, and the promotion of non­
motorised transportation.137,138

A recent Lancet Series formalised these observations by 
concluding that eight regional and local interventions 
would promote walking, cycling, and public transportation 
and reduce car use.139 These interventions included access 
to desirable destinations, decreasing demand for car use 
by reducing the availability and increasing the cost of 
parking, designing networks that encouraged walking 
and cycling, increasing residential density, increasing 
access to public transportation, increasing the attractive­
ness of active travel through the creation of safe 
neighbourhoods and safe affordable and convenient 
public transportation, and providing equitable distrib­
ution of employment across cities. Pavements, bike lanes, 

Panel 8: People’s experience—the Chilean Senator’s battle for food policies

Three-quarters of Chileans are either overweight or have obesity. 
As a physician and later in my role as Senator, since 2006, this 
health issue has been of great concern to me. Since assuming the 
Presidency of the Senate’s Health Commission in 2011, I have 
sought to tackle this challenge head-on, by exploring a law capable 
of dealing with the—not always obvious—underlying causes, such 
as the marketing strategies promoting unhealthy foods.

Key to bringing this discussion into the Senate was forming a 
strategic alliance with the research community, spearheaded by 
Dr Ricardo Uauy, one of the world’s leading nutrition specialists. 
This alliance provided the evidence base and credibility 
necessary to garner the support and momentum for change.

Before even contemplating any specific proposals, one of the 
first challenges encountered was how to define unhealthy food 
and identify its negative health impacts. Our second challenge 
was to harness this evidence to effectively demonstrate that 
there was a need for a law to tackle the issue. This was not 
without a great deal of resistance, of course. The food industry, 
marketing companies, and politicians of the opposition alike, all 
claimed that there was no valid basis for the law.

These challenges prolonged the process of passing of the law, 
so much so that it wasn’t until after four years of Senate 
discussions, including on traffic light labelling of foods versus 
warning labels, that the law was finally approved in 2012. 
The journey had only just begun—we still needed to obtain the 
signature of the President and define regulatory norms 
(including a nutrient profile system and warning label format).

The Chilean President at that time, Sebastián Piñera, faced 
enormous pressure from the food industry and subsequently 

vetoed the bill. With several other Congressmen, we staged 
daily demonstrations, posters-in-hand emblazoned with 
messages including “Our President, selling out the health of 
our children”, at the gates of the Presidential Palace. The 
pressure was fierce, and ultimately led to the reinstatement of 
the law. However, after a further year of discussion, the 
Ministry of Health proposed a weak set of regulatory norms 
inconsistent with the law’s original aim.

In 2014, Michelle Bachelet became President, supported by 
the political coalition of which I am a part. She swiftly halted 
the approval of the regulatory norms proposed by the 
previous government, and formed a new Committee drawing 
on the participation of academia, government, and civil 
society to propose new regulatory norms consistent with the 
original spirit of the law. This was met by strong opposition 
from the Finance and the Agriculture Ministers and 
propagated by extensive media coverage. In response, a group 
of Senators pledged that they would leave the President’s 
coalition if the law was not approved. This unwavering 
conviction finally secured the approval of the regulations in 
June, 2015, allowing for their gradual implementation over 
the 3 years that ensued.

I am pleased with the law and all that we have achieved, but 
conscious that its enforcement will require both continuous 
monitoring by society and accountability from policy makers. 
The rigorous evaluations underway will certainly improve the 
law’s application, and I am thrilled that several countries are 
following Chile’s lead towards better regulation.

Contributed by Senator Dr Guido Giradi, Chile.
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and streetscapes that include green canopy cover have a 
double benefit of making opportunities for physical 
activity more attractive and increasing uptake of carbon 
dioxide by plants and trees.

Urban and rural areas are closely interlinked in many 
ways and have several effects on one another, so 
interventions in urban areas need to be accompanied by 
interventions in rural areas. A high priority is the 
reduction of periurban sprawl, which can have negative 
effects on ecosystem services and the land available for 
agriculture.

Urban design and food systems
In some cities in high­income countries, land­use zoning 
can create urban environments that promote food systems 
for healthy and sustainable diets. Strategies include the 
promotion of urban agriculture, government regulation of 
the location, nature, and size of food and restaurant 
outlets (although the evidence for the effectiveness of this 
intervention is mixed), and incentivising food retailers 
and restaurant outlets that sell healthy products to relocate 
to low­access areas.140

In LMIC cities, the high degree of informality leads to 
weak government regulatory approaches, such as land­use 

zoning, and therefore less direct infrastructure provision 
and implementation of projects that shape urban 
environments. Upgrading market places, designing 
suitable spaces and providing appropriate infrastructure 
(eg, water supply and protection from the sun) for 
preparation and sale of street food, creating suitable spaces 
for urban agriculture, and providing access to resources 
for low­income households to become involved in urban 
agriculture are all ways to increase food security and 
promote healthier diets in cities in LMICs (appendix p 23).141 
The urban design contexts in high­income countries and 
LMICs develop differently in the creation of food deserts 
and food swamps (panel 9).

Planning, development, and retrofitting
Ultimately, governance systems and processes need to 
become more collaborative to ensure that the views and 
interests of all key stakeholders are adequately included 
(discussed in the governance challenges section). Within 
governance processes, however, particular urban 
planning decisions contribute to reducing obesity and 
undernutrition while simultaneously strengthening 
climate change mitigation and adaptation. The Lancet 
Series on Physical Activity identified a critical need to 
improve decision making by policy makers, and made a 
number of recommendations for improving the 
translation of research into practice that could inform the 
decision­making process.152 These recommendations 
included identification of policy­relevant research 
questions, development and implemen tation of policy­
relevant research methods, dissemination of strategies to 
decision makers, and engagement in advocacy. Each 
recommendation included strategies and steps for 
implementation. In addition to these recommendations, 
several other crucial areas deserve attention. At the 
national level, in countries such as the USA, subsidies 
for fossil fuels keep petrol prices artificially low, thereby 
encouraging car use and providing no incentive to invest 
in active and public transportation. A second important 
challenge is how to incentivise developers to incorporate 
healthier and more environmentally­friendly designs in 
new developments. The third challenge is that the design 
of new communities and neighbourhoods rarely take 
into account the needs of marginalised populations. The 
absence of public transportation and the distance 
between where workers live and where their jobs are 
located leads to lengthy commutes and potentially 
underemployment. Holding governments accountable 
for decisions related to transportation, urban design, and 
land use will require greater awareness of the adverse 
health effects and environmental effects and the true 
costs of current practices.

City leadership
Urban design and land use reflects the various underlying 
social and economic conditions and governance systems 
under which they have developed, resulting in very 

Panel 9: Food deserts and swamps

In some cities in high-income countries, residential segregation and land-use zoning can 
result in low-income people living in food deserts characterised by a relative lack of healthy 
and nutritious food options or food swamps characterised by an excess of fast food chains 
and food outlets selling processed foods.142,143 For example, a study of two US localities 
found that obesity was more prevalent in areas with more fast food outlets and small 
grocery stores and less prevalent in areas with more supermarkets.144

Food deserts are rarer in cities in low-income countries, where traditional marketplaces 
and informal vendors have an important role in food systems, and land-use zoning has 
less influence on actual land use because a substantial proportion of land use is informal, 
resulting in slums and other informal settlements. Generally large numbers of informal 
food retailers exist in low-income areas, but they are still “poor, often informal, urban 
neighbourhoods characterised by high food insecurity and low dietary diversity, with 
multiple market and non-market food sources and variable household access to food.”145 
The net result is that, for most residents of low-income areas, getting sufficient and 
healthy food to eat is a constant struggle.146

The rapid growth of supermarkets in low-income countries might exacerbate this 
problem by competing with the small retailers and encouraging consumption of 
inexpensive processed foods.147–149 Food system power asymmetries need to be addressed 
through policies and subsidies to empower small and medium farmers, local and regional 
markets, and short food chains. These producers and the diversity of their products are 
excluded from big food chains dominated by big food and supermarket corporations. 
Small and medium farmers and local and regional markets maintain food diversity 
(eg, vegetables, fruits, and grains) that are the base of traditional cuisines and diets. These 
forms of agriculture reduce the greenhouse-gas emissions and can reduce agrochemical 
use. The scarcity of infrastructure and oversight for markets and food vendors in 
low-income countries can also result in food contamination, with its associated health 
risks.150 Finally, in both high-income countries and LMICs, urban sprawl in periurban areas 
can have a negative effect on food production, resulting in the loss of agricultural land 
and ground and water pollution.151
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different types of urban and rural environments in 
different parts of the world. For example, there are some 
compact and dense cities that are suitable for walking 
and cycling, sprawling cities dominated by freeways for 
cars, formal housing areas with good quality housing 
and services, overcrowded slums with a lack of basic 
services, high­density subsistence farming areas and 
low­density commercial farmland.

Most large cities are forced to address the pressing twin 
challenges of traffic congestion and air pollution and 
many are showing progressive leadership in these areas. 
Switching reliance on cars and trucks to more public 
transportation, active transportation, and rail freight will 
address the targeted issues of congestion and air quality 
as well as reduce greenhouse­gas emissions and increase 
physical activity. The next logical step is leadership on 
climate change itself, which many cities have done 
through the C40 initiative that now has 96 affiliated cities 

covering 25% of the world’s GDP,153 and other platforms, 
such as WHO’s Healthy Cities154 that has more 
than 1000 affiliated cities. This collective leadership 
across cities will serve to activate national actions on 
climate change as well as fill the gaps in areas in which 
national actions are weak. Although evaluation of the 
attributable impacts of healthy city approaches is 
challenging,155 such initiatives can create the collective 
momentum among leaders, translating, in theory, into 
societal and infrastructure change.

Effects of physical activity recommendations on climate change
WHO recently published a set of recommendations for 
increasing physical activity, many of which aimed to 
improve built environments, access to recreation, and 
other infrastructure to support active recreation and 
commuting for health (table 2; appendix p 24).156 Most of 
the existing recommendations to increase physical 

Figure 3: Key Global Outcome indicators by region
Colours represent the tertile: green=the most favourable tertile; amber=the middle tertile; red=the least favourable tertile. GDP=gross domestic product. *Data 
collected from NCD Risk Factor Collaboration, for 2014.157 †Data collected from NCD Risk Factor Collaboration, for 2014.33 ‡Data collected from the World Bank, 
for 2014.158 Carbon dioxide emissions are those from the burning of fossil fuels and the manufacture of cement. They include carbon dioxide produced during 
consumption of solid, liquid, and gas fuels and gas flaring. The World Bank source—Carbon Dioxide Information Analysis Center, Environmental Sciences 
Division, Oak Ridge National Laboratory, Tennessee, United States. Indicator code—EN.ATM.CO2E.PC. §Data collected from World Bank, for the latest year 
available 2014.159 GDP per capita based on purchasing power parity (PPP). PPP GDP is gross domestic product converted to international dollars using purchasing 
power parity rates. An international dollar has the same purchasing power over GDP as the US dollar has in the United States. GDP at purchaser’s prices is the sum 
of gross value added by all resident producers in the economy plus any product taxes and minus any subsidies not included in the value of the products. It is 
calculated without making deductions for depreciation of fabricated assets or for depletion and degradation of natural resources. ¶Data collected from the 
World Bank, for 2008–2015.160 Gini coefficient measures the extent to which the distribution of income (or, in some cases, consumption expenditure) among 
individuals or households within an economy deviates from a perfectly equal distribution. A Lorenz curve plots the cumulative percentages of total income 
received against the cumulative number of recipients, starting with the poorest individual or household. The Gini index measures the area between the Lorenz 
curve and a hypothetical line of absolute equality, expressed as a percentage of the maximum area under the line. Thus, a Gini index of 0 represents perfect 
equality, whereas an index of 100 implies perfect inequality.
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activity for health might also have some benefits for 
climate change mitigation and adaptation. Apart from 
specific transportation infrastructure strategies, the 
estimated potential effect of each strategy is likely to be 
small. However, the collective effects could be substantial. 
If these strategies were consciously revised as double­
duty actions, they could produce more substantial effects.

Country contexts for action
Countries and regions operate under very different 
contexts in relation to their progress on achieving the 
global outcomes of economic prosperity, human health, 
social equity, and environmental sustainability (figure 2A; 
figure 3; appendix p  4), affecting their priorities in 
addressing The Global Syndemic.

Economic prosperity
The focus of many countries is economic growth, and the 
top priority for low­income countries is reducing poverty. 
Many internal systems and development aid are focused 
on supporting businesses to create individual, community, 
and national prosperity. Although global indicators clearly 
show a rise in income, wealth, and living standards 
over time,161 the major caveat is that increasing prosperity 
has been shared very unevenly, and in some areas, 
wealth creation has occurred at the expense of health 
loss (eg, economic activity from the tobacco, alcohol, 
and unhealthy food industries). Central to continuing 
improvements in prosperity is the creation of business 
models that incentivise restoration and sustainment of 
human and ecological health and wellbeing, because the 
dominant business models of the 20th century have been 
too destructive, especially in over­extracting the planet’s 
resources and overwhelming its carrying capacity in many 
areas, including greenhouse­gas emissions. One of the 
future effects of climate change is the severe threat it 
poses to economic prosperity.

Natural ecosystem health and wellbeing
In recent geological timespans, the global ecosystem has 
remained relatively stable, notwithstanding the semi­
regular cycles of the ice age. However, when explorers 
inhabited virgin territories that had no previous 
experience of humans, such as the Americas, Australia, 
and New Zealand, pockets of population explosion, loss 
of habitat, and species extinctions rapidly followed.162

This disruption and overburdening of ecosystems is 
now occurring at a global scale, and human­induced 
climate change is accelerating at a rapid rate driven by 
increases in population numbers and consumption.163 In 
general, the carbon footprint and GDP are inversely 
related to each other, and no country or region is in the 
best tertile for both indices (table 3; appendix p 4).

Human health and wellbeing
In the past century, almost all global indicators of human 
health, such as life expectancy, maternal and infant 

mortality, and deaths from infectious diseases, have been 
heading in the right directions, albeit with a number of 
caveats. The first caveat is that improvements have been 
much more substantial for wealthy populations than 
poor populations. The second is that obesity and diabetes 
are major diseases that are still increasing in all countries. 
Finally, climate change and the loss of the ecosystems on 
which we depend are the largest health risk in the 
future.39 South Korea and Switzerland are the only 
countries in the best tertile for both low prevalence of 
obesity and underweight (appendix p 4).

Social equity
In the absence of robust democratising institutions, 
human societies tend towards inequalities of wealth and 
power, because the powerful tend to create and maintain 
societal conditions to support their power. The 
two World Wars and intervening Great Depression 
reduced the wealth inequalities somewhat.171 But in the 
past 50 years of rapid globalisation, an increasing 
concentration of power and wealth in the hands of a 
small number of individuals and corporations has 
occurred. Since the 1980s, the rise of neoliberal 
governance approaches has been the dominant political 
and economic paradigm of democracies. Neoliberalism 
involves the government deregulation of markets, small 
govern ment, and reduced social protections, and has 
resulted in a growth in asset wealth far exceeding rises 
in salaries and wages, causing a resurgence of increasing 
inequalities within and across countries.161,171,172 Climate 
change has led to major weather events, crop failures, 
food insecurity, and other adverse health consequences. 
The effects of climate change will be more pronounced 
for poorer people living in LMICs, and will further 
escalate existing social inequities.

Strengthening public sector governance
By governance we mean the organised efforts to manage 
the course of events in a social system.173 Governance 
includes the totality of “political, organisational, and 
administrative processes through which stakeholders, 
including governments, civil society and private­sector 
interest groups, articulate their interests, exercise their 
legal rights, make decisions, meet their obligations, and 
mediate their differences”.174

Governance challenges
We present four key governance challenges for 
addressing The Global Syndemic. Effective governance 
will require coherent action across diverse sectors from 
global to local levels, strong commitment from all 
relevant stakeholders, sufficient capacities and resources 
to enable and sustain such action, and the attenuation 
of systematic power imbalances within food systems. 
These challenges are contextualised against a backdrop 
of contemporary changes in global, national, and local 
governance systems.
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Governance challenge 1: driving coherent action
Addressing the drivers of The Global Syndemic requires 
coordinated and sustained action within and across 
many sectors—health, agriculture, environment, finance, 

transportation, economic development, and urban plan­
ning among others—from global to local levels.

Achieving coherence has presented a considerable 
challenge. WHO and other expert bodies identify a hybrid 

Relevance to The Global Syndemic Issues

Leadership

Leaders of major movements or campaigns are typically highly 
committed and politically savvy individuals who galvanise community 
support, motivate and organize collective efforts, and counteract 
powerful opponents

Strong leadership from academia, civil society, and government has already had important roles 
in generating support for government action on obesity prevention, community design, and 
climate change, and will continue to be needed even after initial successes become evident

Tobacco, 
gun control, infant 
nutrition164,165

Scientific evidence

Trend data and modeling can demonstrate the effects of a problem, 
generating attention and support for action. Research can demonstrate 
causes, point to potential actions, and reduce uncertainties that opponents 
might use to delay change. Legal research helps to avoid and overcome 
court challenges by opponents

Data and models demonstrating the harms associated with The Global Syndemic can be used in 
media and other advocacy communications to support demands for action. Evidence is needed 
to document outcomes from double-duty or triple-duty actions. Evidence opposing policy 
change generated by vested interests can intentionally confuse the picture

Tobacco, 
alcohol164,165

Issue framing

Transition from a focus on individual behaviour to the environments in 
which the behaviour takes place. Individual responsibility remains in 
frame but becomes secondary to collective and environmental action

The use of an obesogenic frame emphasises the role of the broader environmental 
determinants of obesity rather than blaming individuals with obesity. Broadening the frame of 
obesity to include transport, urban design, and climate change can create a broader base of 
support for policy change

Tobacco, alcohol, 
gun control, traffic 
safety164–166

Focus on industry

Emphasis on the role of industry can encourage mobilisation and 
collective action. Industry often counteracts this process by giving a 
misleading impression that they are acting in the interests of public 
health

Activism that takes a hard line against business models that market high-calorie, nutrient-
poor foods and beverages is a necessary component of effective efforts to curb the obesity 
epidemic. The primacy of profits over health and a focus on costs that account for 
environmental impact of transport, land use, and food production could shift the focus 
from individual responsibility to corporate and government negligence

Tobacco, gun 
control, traffic 
safety, infant 
nutrition164,166–168

Population focus

Protection of vulnerable populations, particularly infants and children, 
resonates strongly with the public and with policy makers

A focus on the effects of aggressive marketing of high-calorie, nutrient-poor foods and their 
contribution to childhood obesity can mobilise parents, civil society groups and legislators in 
support of policy change. Educating children about the effects of climate change on their 
current and future environment might influence adult behaviour, as has been the case 
with tobacco

Tobacco, gun 
control, traffic 
safety, infant 
nutrition164,168,169

Among adults, an emphasis on special efforts to effect actions for 
populations living in poverty or with other social disadvantages, in 
addition to whole-of-population strategies, can allow for fairness 
arguments and moral power. This approach might mobilise certain 
special interest groups as well as the broader population

Socially disadvantaged communities are disproportionally affected by undernutrition, climate 
change, and increasingly by obesity. Fair and just opportunities for access to healthy food, 
options for physical activity, and a healthy environment are often less favourable in the 
physical and economic environments of these communities

Tobacco, alcohol164

Taxation of sugary drinks, elimination of subsidies for fossil fuels, and 
paying the true costs of petrol and meat might be perceived as regressive. 
The regressive nature of taxes can be countered by earmarking taxes to 
provide related services to low-income communities (eg, using tobacco tax 
revenues to pay for smoking cessation programmes)

Arguments that taxes on sugar drinks or high-calorie, nutrient poor foods are regressive are 
countered by their progressive effect on health, creating greater health gains for those with 
less income through larger gains in health-related behaviours, and by strategies that direct tax 
revenues to community benefits, such as providing potable water in schools, subsidising the 
purchase of healthy foods, increasing access to parks and recreational facilities, or increasing 
access to early childhood education. Paying the true costs of petrol and meat will increase their 
costs and reduce consumption

Tobacco, alcohol164

Interest groups and coalitions

Broad based coalition-building can happen at all levels to galvanise a 
community, overcoming competition between risk-factor or disease 
communities and combining forces to address issues of mutual interest

Initiatives led by interest groups acting in coalitions have effectively succeeded in taxing 
sugary drinks and supporting controls on food marketing to children. Increasingly, groups are 
forming in which patient advocates work with health and research professionals around public 
education, protection from discriminatory policies, and advocacy for changes in health-care 
delivery systems

Tobacco, alcohol, 
infant 
nutrition164–166,168–170

Mass movements

Activists grouped en masse can cut through barriers to political action by 
seizing the attention of policymakers. Self-help groups of people directly 
affected by the issue are especially effective

Focusing on obesogenic environments counters arguments about personal responsibility for 
obesity. Movements around community livability can include walking or cycling, which are 
double-duty actions for The Global Syndemic

Alcohol166

Leveraging local control

National movements have usually begun at the local level. Government 
ordinances at the state or local level confer benefits on small 
communities along the way to broader social change

In many cases local governments are adopting obesity prevention policies and taking 
regulatory actions to address obesogenic food environments. For example, California, USA, is 
maintaining fuel efficiency strategies that reduce greenhouse-gas emissions despite efforts of 
the federal government to loosen those standards. These strategies provide precedents for 
action that can be used by other localities

Tobacco, alcohol, 
gun control164,169

Table 3: Descriptions of complementary factors of current or past public health actions related to tobacco, alcohol, gun control, traffic safety, and infant nutrition and implications for 
making progress on obesity
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approach to food and nutrition governance—multi­
stakeholder or public–private partnerships—as a key 
mechanism for addressing the complexity of this 
challenge.175 However, such arrangements have raised 
concerns regarding conflicts of interest, the conflation 
of private interests with citizen’s interests and rights, and 
power asymmetries in decision making. Existing 
evaluations show mixed results, varying by issue, nature of 
the engagement, complexity of the governance structure, 
and diversity of partners and interactions.175,176 Similar 
challenges exist at the global level (appendix p 32). Some 
actors have an explicit mandate to improve nutrition, 
whereas other actors do not. Some focus on undernutrition 
and food security, and others focus on obesity and diet­
related NCDs. This institutional complexity increases the 
potential for divergent interests and world views, 
competition for resources, and dup li cation of efforts. It 
reflects broader contemporary changes in the global health 
governance system since the 1990s, particularly the 
substantial increase in the number and diversity of actors 
who are involved in global governance.177

At the country level, experiences suggest that a more 
state­anchored approach can drive multisector or multi­
level actions that involve empowered government­
coordinating agencies, well designed policies, and 
institutional systems. Successful efforts at reducing 
undernutrition in several countries have included 
governance bodies and co ordinating agencies with 
sufficient authority, capacities, financial resources, and 
leadership, and line agencies (eg, health, agriculture, 
and education) responsible for implementation. The 
direct participation of high­level political champions 
and the existence of non­partisan parliamentary 
coalitions for nutrition have further strengthened and 
sustained responses across cycles of political change. 
Strong incentives have helped drive coherence, inc­
luding inclusive governance bodies for civil society and 
stakeholder engagement, legislation that mandates 
cooperation, and shared indicators and targets that 
are sector­specific and time­bound. In some cases, 
performance­based or results­based budgeting has 
incentivised cooperation and improved transparency 
and accountability.178,179 The UN Decade of Action on 
Nutrition (2016–25) provides an important umbrella 
framework to galvanise action, and the strengthened 
Committee on Food Security is a key forum to coordinate 
actions that address malnutrition in all its forms.

Governance challenge 2: generating and sustaining commitment
Commitment is the willingness for people and institutions 
to act until the job is done. Credible and sustained 
commitment from political leaders who champion policy 
initiatives, government officials who coordinate action, 
civil society groups who advocate for attention and 
resources, and affected community groups and individual 
citizens is crucial to drive coherent policy responses.180,181 
Interventions that target obesogenic food environments 

and food systems are frequently and systematically 
undermined by the coordinated efforts of powerful food 
and beverage industry groups.181 Rhetorical commitments 
to address undernutrition have not been supported by 
policies, coordinating structures, and financial resources 
owing to ineffective civil society pressure, limited visibility 
of the issue, and weak public demand.178,180 In relation to 
undernutrition, policies that emphasise agricultural 
commercialisation, cash­cropping, and economic growth 
(ie, productivism) have impeded more balanced nutrition­
sensitive policies that would promote dietary diversity and 
meet local nutritional needs.181,182

Even more challenging is the inclusion of food and 
agriculture within the commitments on climate change 
under the 2015 Paris Agreement. The collective efforts to 
increase trade through multiple rounds, from the General 
Agreement on Tariffs and Trade established in 1947 to the 
World Trade Organization, have struggled to include 
agriculture in the process to reduce tariffs, quotas, and 
subsidies. This same political struggle happened again in 
climate change commit ments. The enormous political 
power of the food and agricultural system industries has 
consistently overwhelmed indi vidual and collective 
government efforts to promote the public interest rather 
than commercial interests.

What can drive and sustain commitment across all 
actors? Studies have identified a web of drivers, 
including political champions (eg, heads of state, 
cabinet members, and parliamentarians) and non­
partisan support (ie, multi­party or multi­faction) at the 
highest levels.178,181,183 Mobilised civil society is also a 
considerable driver. Civil society coalitions, including 
non­government organi sations and informal social 
movements, have had important roles in generating 
attention, informing policy processes, and sustaining 
political commitment for food policies.184 These civil 
society actors have crucial roles in governance by raising 
public awareness, giving voice to politically margin­
alised groups, holding govern ments accountable for 
public policies,178,185 and informing policy development, 
monitoring, and evaluation.178,183,184 These roles are 
enhanced in the context of inclusive governance 
arrange ments that connect such groups (including 
policy beneficiaries) with decision­makers, and by legal 
commitments in international human rights treaties 
endorsed by governments (discussed in the Right to 
wellbeing section). In short, an active civil society can 
have a key role in strengthening the accountability, 
inclusiveness, transparency, and responsiveness of 
governance systems. For example, the mobilisation of a 
cohesive civil society coalition was crucial in driving 
commitment for a sugary drinks tax in Mexico (panel 7).

Governance challenge 3: mobilising capacities and resources 
for impact
Governance for addressing The Global Syndemic will 
require commitment and coherence of action, but also 
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the capacity and resources to act. In many countries, 
weak organisational capacities—including the absence of 
trained professional and administrative staff, the high 
administrative burden of working with diverse stake­
holders, weak budgeting and accounting systems, and 
poor technical capacities—have undermined planning 
activities, programming efficiency, and the accountability 
of governing institutions related to undernutrition.178,186 
Another crucial and overlooked aspect is strategic 
capacity—the soft­power and interpersonal skills re­
quired to drive collective action across diverse actor 
networks. Strategic capacity includes the capacity to build 
coalitions, manage conflicts, respond to emerging 
opportunities and threats, manage complex policy pro­
cesses, and undertake strategic com munication.178,184,187 
The absence of line items for undernutrition in govern­
ment budgets, inadequate budgetary allocations, or the 
failure to use finances (particularly at subnational levels) 
has often resulted in policy failure.180 Panel 10 presents a 
case study of Kisumu Kenya showing how capacity and 
resource limitations and the fragmentation of governance 
among large numbers of stakeholders can hinder urban 
food governance in developing countries.

The expansion of government budgetary commitments 
and establishing effective financing systems, through 
donor support and technical assistance, is important for 
empowering governing institutions and implementing 
agencies, mobilising human resources, and establishing 
entitlements among government officials, interest 
groups, and citizens that generate continued political 
support.178,196,197 Such governance might also include policy 
mechanisms that provide technical and financial support 
for under­resourced subnational governments and other 
implementation partners.178 As with Kisumu, collaborative 
governance arrangements can bring together a diverse 
range of stakeholders to pool resources and collaborate 
on developing holistic and inclusive strategies. Capacity­
building initiatives might also include, interdisciplinary 
tertiary training and leadership programmes at country 
or regional levels.198

Governance challenge 4: addressing power asymmetries in food 
systems
The expansion in the size, reach, and concentration of 
transnational food corporations and their massively 
increased, well­coordinated, political and economic 
power constitutes a major challenge to governance.181,199

The large, powerful food and beverage corporations 
(Big Food) have used multiple strategies to obstruct 
obesity prevention. These strategies include adopting 
self­regulation to pre­empt and delay state regulation, 
public relations to portray industry as socially responsible, 
undermining and contesting the strength of scientific 
evidence, direct lobbying of government decision 
makers, and framing nutrition as a matter of individual 
responsibility (ie, norm promotion).181 Big Polluters, such 
as the large, powerful fossil fuel and cattle corporations, 

have used these same strategies to undermine strong 
government commitment and public support for action 
on climate change.200 Big Food’s obstructive power is 
enhanced in the context of hybrid governance arrange­
ments that legitimise industry participation in public 
policy, and their financial resources and structural 
importance within national economies as suppliers of 
jobs and tax revenue. Furthermore, trade liberalisation, 
and with it greater international capital mobility, enables 
corporate actors to punish and reward governments for 
their regulatory decisions by relocating or threatening to 
relocate investments and jobs, or through threats of legal 
action under provisions for settlement in investor–state 
disputes in trade agreements.18,181,199

One strategy to address power asymmetries in the food 
system is to strengthen antitrust (ie, competition) laws to 
mitigate the economic and social harms of market 
concentration, and to define consumer welfare by some­
thing other than low prices.199 Another strategy is to more 
strongly anchor food and nutrition governance within 
rather than outside of government, alongside inclusive 

Panel 10: Challenges of collaborative local governance—urban food systems in Kenya

Urban governance in many cities throughout the developing world involves a wide range 
of actors, often with limited capacities and conflicting agendas, and with few processes 
for collaboration or reaching consensus.188 The city of Kisumu in Kenya, Africa, offers an 
example. The rushed and partial decentralisation of public authority in Africa in the past 
few decades has often resulted in local governments that are “weak, disorganised, 
inadequately trained and staffed, and often under-resourced relative to their expected 
range of responsibilities.”189

The food retail sector in African cities operates independently of government control, 
adding to the governance challenge. The wide variety of food retailers include traditional 
market places, shops and kiosks, and street food vendors. Market places are a particularly 
important element of urban food systems in Africa and are an important site of urban 
governance. In Kisumu, most food is bought and sold in the city’s many urban markets, 
which provide employment for approximately 60% of the city’s labour force.190 
The municipality collects fees from traders but provides little in return.

Like other parts of Africa,191,192 the number of supermarkets in Kisumu has increased rapidly. 
Although their governance will be of increasing importance, local government control 
over where supermarkets are located, their design, or what they sell has been limited. 
The implications of this transformation for urban food security are not well understood. 
However, the shift from local food production and an informal retail sector to formal 
supermarkets with international supply chains might result in decreased food security due 
to higher and less flexible prices and increased amounts of processed foods.148

The diversity of actors can be both a challenge for governance and an opportunity to 
mobilise additional skills and resources to address urban food and nutrition problems. 
In this regard, there have been repeated calls for collaborative governance—bringing 
multiple stakeholders together in common forums with public agencies to engage in 
consensus-orientated decision making193—and for the co-production of projects and 
policies by a range of urban governance actors.194 In Kisumu, the Kisumu Action Team and 
Kisumu Local Interaction Platform have convened stakeholders to pool skills and 
resources and develop a number of ambitious strategies for Kisumu, such as upgrading 
market places and improving urban food security,195 exemplifying the potential for 
stakeholders to begin to work together through collaborative governance.
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structures for meaningful civil society en gagement and 
transparent processes for mitigating conflicts of interest 
related to private sector involve ment.176,201,202 Strategies for 
strengthening the role of small­sized and medium­sized 
food system actors in governance is receiving increasing 
recognition. This trend is illustrated by the growth of 
urban food governance initiatives, including inclusive 
structures (eg, food policy councils) and local government 
ordinances (eg, planning regulations) that support for­
profit and for­community food system activities by these 
actors at subnational levels.203

Next steps for strengthening governance
Strengthened governance systems at global, national, 
and local levels are urgently needed to address The 
Global Syndemic. Governing effectively will require 
coherence of action across several sectors and levels of 
society, credible and sustained commitment by the 
diversity of actors who govern, and the capacities and 
financial resources to govern. It will also demand actions 
that address the skewed distribution of power within the 
food and transportation systems that favour the status 
quo. The fragmentation of responsibility among large 
numbers of governance stakeholders with conflicting 
agendas and division of interests represents a further 
challenge that could be addressed through collaborative 
governance.

The slow and patchy progress to date in controlling 
The Global Syndemic, especially the obesity and climate 
change components, indicates the urgent need for a 
fundamental change in today’s governance systems. 
Arguably, the most important challenge is considering 
and redefining the fundamental goals of these systems. 
In this regard, the structures, practices, and beliefs that 
underpin capitalism in its present form (ie, extractive, 
materialist, and neoliberal) dominate the governance 

system. Political economy drivers that prioritise endless 
growth, by default, increase consumption to the point of 
detrimental over consumption. Governance activities that 
simply tweak the parameters of this system (eg, pricing 
interventions, consumer information initiatives, and 
industry­led responses) are positive but will do little to 
address these deeper drivers. To do so, we must 
collectively ask who does our food system and economy 
ultimately serve, and for what purpose? How do we 
firmly place human and ecological health and wellbeing 
(ie, planetary health) as the central goal of governance 
systems going forward?204

Right to wellbeing
The 193 UN Member States have the power and the duty 
to address the drivers of The Global Syndemic.205 
International human rights are a set of universal, 
indivisible, interdependent, and interrelated freedoms 
and entitlements created by international treaties and 
customary international law and enforced through 
national and international legal systems.

The Commission proposes that five interrelated human 
rights collectively constitute the right to wellbeing, an 
integrated framework that reflects the rights recognised 
by international law, including the right to health, the 
right to food, cultural rights, the rights of the child, and 
the implied right to a healthy environment (figure 4). The 
sections below describe Member States’ legal obligations 
to respect, protect, and fulfil each of these rights, and 
explores the implications of adopting the right to 
wellbeing framework to address The Global Syndemic.

The right to health
Many international and regional human rights treaties 
recognise the right to health. This right requires Member 
States to respect, protect, and fulfil rights to access both 
preventive health and health­care services.206 The former 
UN Special Rapporteur on the Right to Health has noted 
that Member States have a positive duty to regulate 
unhealthy food advertising and food companies’ pro­
motion strategies.205 The right to health also involves 
addressing emerging social justice, food insecurity, 
water shortage, and climate change concerns.207 Human 
rights treaty­monitoring committees are now giving 
increased attention to obesity and related NCDs when 
examining Member States’ progress on implementing 
the right to health.208

To realise the right to health for all people, Member 
States must protect vulnerable groups with special needs, 
including children and adolescents.209

The right to food
State obligations to realise the right to food are also 
anchored firmly in international law. The 1948 Universal 
Declaration of Human Rights (Article 25)210 and the 
1966 International Covenant on Economic, Social, and 
Cultural Rights (ICESCR; Article 11) both recognise the 

Figure 4: Intersection of human rights that comprise the overarching right to 
wellbeing framework

Right to health Right to food Cultural rights Child rights

Right to healthy environments

Right to wellbeing
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right to food.211,212 The ICESCR also links the right to food 
to other human rights such as the rights to health, work, 
education, and social security.213

The UN Committee on Economic, Social, and Cultural 
Rights, which monitors the implementation of the 
ICESCR, notes that State obligations include ensuring 
“access to the minimum essential food, which is 
nutritionally adequate and safe, to ensure freedom from 
hunger to everyone”.214 These obligations also include 
physical and economic access to adequate and culturally 
acceptable food at all times, produced and consumed 
sustainably to ensure access for future generations.215

In 2004, the FAO Member States adopted Voluntary 
Guidelines to support the progressive realisation of the 
right to adequate food in the context of national food 
security (Right to Food Guidelines).216 Member States 
pledged to ensure that changes in the availability of and 
access to food would not negatively affect peoples’ diet 
quality, and would support dietary diversity and healthy 
eating patterns, including the promotion of breast feeding. 
The Rome Declaration on Nutrition, adopted at the 
Second International Conference on Nutrition in 2014, 
reaffirmed the right to adequate food and committed 
Member States to ending malnutrition in all its forms, 
noting the special needs of women and children.217 The 
Declaration noted that sustainable, equitable, accessible, 
resilient, and diverse food systems foster the progressive 
realisation of the right to adequate food. Achieving this 
right will also require that Member States enable women 
to have access to productive resources to support economic 
livelihoods.218 By early 2018, 30 countries had enacted 
legislation that explicitly recognised and protected their 
citizens’ right to adequate food.211

Cultural rights
Cultural rights have been defined as “the rights of each 
person, individually and in community with others, as 
well as groups of people, to develop and express their 
humanity, their worldview and the meanings they assign 
to their existence and development through, inter alia, 
values, beliefs, convictions, languages, knowledge and 
the arts, institutions and ways of life”.219

Indigenous and tribal peoples who live in resource­
limited regions of the world are disproportionately 
affected by The Global Syndemic.220 The globalisation of 
diets and urbanisation might have broadened choices for 
affluent people who live in LMICs. However, the resulting 
environmental degradation and reduction of dietary 
diversity has led to an increased risk of obesity and 
related NCDs among indigenous people and the urban 
and rural poor.221

The right to equality between women and men is equally 
relevant to addressing The Global Syndemic. The UN 
Convention on the Elimination of All Forms of Discrim­
ination Against Women affirms the right of women and 
girls to participate in physical education, recreational 
activities, and sports without discrim ination.221 However, 

in some contexts, these opportunities are limited to boys 
and men, and justified by reference to religious or cultural 
traditions. Moreover, certain cultural practices that restrict 
what women and girls wear can prevent them from 
engaging in physical activity.222

The Rights of the Child
The UN Convention on the Rights of the Child 
(UNCRC) contains obligations for Member States to 
provide “adequate nutritious food and clean drinking 
water” (Article 24(2)c).223 The Committee on the Rights 
of the Child, which monitors the implementation of the 
Convention, has commented that “Children’s exposure 
to ‘fast foods’ that are high224 in fat, sugar or salt, 
energy­dense and micronutrient­poor, and drinks 
containing high levels of caffeine or other potentially 
harmful substances should be limited”.223 To fulfil these 
obligations, Member States must also regulate the 
actions of non­state actors that undermine healthy food 
environments for children.

The right to healthy environments
Although the right to a healthy environment is more 
often recognised in domestic legislation and con sti­
tutions, it remains an emerging concept in international 
human rights law.224 This right is, in part, derived from 
the right to health: the ICESCR requires Member States 
to take steps that are “necessary for…the improvement of 
all aspects of environmental and industrial hygiene” 
(ICESR, article 12, paragraph 2(b)).214 The UN Committee 
on Economic, Social, and Cultural Rights has noted 
that “the right to health embraces a wide range of 
socioeconomic factors that promote conditions in which 
people can lead a healthy life, and extends to the 
underlying determinants of health, such as…a healthy 
environment”.215

Sustainability is an integral concept for the right to a 
healthy environment. The right to a healthy environment 
includes the right to environments that promote healthy 
food, active living, and active transportation and that 
permit physical activity at workplaces and educational 
institutes, including usable green spaces. This right also 
requires a system of food production and consumption 
that mitigates the health inequities and the effects of 
climate change that exacerbate food insecurity in 
LMICs.52

Implications of the right to wellbeing framework
The right to wellbeing framework provides a useful basis 
for addressing The Global Syndemic. Adopting the right 
to wellbeing framework has four implications.

First, international, regional, and national mechanisms 
for monitoring human rights can hold Member States 
accountable for achieving results in addressing key 
aspects of The Global Syndemic. These mechanisms can 
assess progress in the establishment of appropriate 
legislative, policy, and institutional frameworks (structural 
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indicators), the delivery of resources (process indicators), 
and the achievement of results (outcome indicators). 
Second, the right to wellbeing framework requires 
Member States to design and implement policies with the 
participation of all beneficiaries. Participation ensures 
that local agri nutrition contexts will be considered, that 
actions will be demand­driven, and that country­led 
actions will not be equated with government­led action. It 
also identifies alternative solutions based on local 
knowledge and conditions.

Third, the right to wellbeing framework requires 
Member States to adopt gender­sensitive, non­dis crim­
inatory interventions that include infants, children, 
the elderly, and pregnant or lactating women. It also 
includes poor communities, especially poor women, 
in all countries and increasingly the middle class in 
emerging economies. A right to wellbeing approach 
might be of particular value for population­wide 
interventions to ensure that they are equally effective in 
reaching vulnerable people.

Fourth, the right to wellbeing framework recommends 
that particular attention is given to the governance of the 
transition towards environments that actively support 
health and wellbeing. International human rights bodies 
insist that Member States should adopt long­term 
strategies that pro gressively work towards the realisation 
of rights.225

The Commission recommends that all stakeholders 
should promote the right to wellbeing framework as part 
of an expanded response to The Global Syndemic.

A Framework Convention on Food Systems
A global framework convention that sets out the agreed 
regulatory and policy framework for action to create 
healthier, more sustainable, and more equitable food 
systems would greatly enhance the implementation of 
national food policies to address The Global Syndemic. 
The WHO Framework Convention on Tobacco Control 
(FCTC) and the UNFCCC provide valuable models for a 
global approach to tackle the negative health and 
environmental effects of the food system because they are 
designed to address problems with multifaceted supply­
side and demand­side drivers, and move beyond legal 
frameworks to provide specific policy guidance. Although 
food clearly differs from tobacco because it is a necessity 
to support human life, unhealthy food and beverage 
products (eg, energy­dense snacks, confec tionary, and 
sugary drinks) are not a necessity. The commonalities of 
tobacco, unhealthy food and beverage commodities, and 
fossil fuels lie principally in the damage they induce and 
the behaviours of the corporations that profit from them. 
They also share common deep drivers and the need 
for a multifaceted policy response.226 Thus, a Framework 
Convention on Food Systems (FCFS) would strengthen 
the ability of nations to act, reduce the power asymmetries 
created by Big Food, and ensure comprehensive action in 
line with the double­duty or triple­duty actions needed to 

address The Global Syndemic. An FCFS would include 
policy actions to strengthen food systems for health and 
social equity, sustainability and prosperity. It would also 
strengthen the right to wellbeing and accountability 
systems for action.227 Linking the powerful and diverse 
stakeholders around food systems into a common 
framework makes sound strategic sense. Such a strategy 
would enable national governments to strengthen the 
public health, social equity, and environmental protection 
purposes of food systems in relation to the current 
dominant commercial purpose. Many countries have 
been unable to achieve this goal because of the vested 
interest influence of transnational corporations and the 
trade agreements that reinforce this power imbalance.36,88,119

Hoffman and colleagues228 proposed a set of four criteria 
to assess the value of developing a framework convention 
as an international policy instrument for a global health 
issue. The Commission believes that an FCFS would 
meet these criteria (appendix p 34). A two­step process is 
needed to develop a global treaty for food systems based 
on the FCTC model. First, an international agreement to 
address conflicts of interest must be instigated. The 
agreement could be based on Article 5.3 of the FCTC,229 
which explicitly excluded the tobacco industry from 
policy development and implementation. An article as 
strong as Article 5.3 must be adapted to tackle unhealthy 
food systems because the current principal attempt to 
address conflicts of interest, WHO’s Framework for 
Engagement of Non­State Actors,230 does not fully protect 
WHO and Member States.231

Three principles characterise the identification and 
management of conflicts of interest: (1) a fundamental 
and irreconcilable conflict exists between some food and 
drink industries’ interests and those of public health and 
the environment; (2) parties, when dealing with these 
industries or those working to further their interests, 
should be transparent and accountable; and (3) no fiscal 
advantages or inducements to produce food and beverage 
products that damage human and environmental health 
should exist.

There is extensive backing for a Framework Convention 
approach to food and obesity among civil society 
organisations.232 More than 200 local, national, and 
international organisations and experts wrote letters of 
support to the Directors General of WHO and FAO 
before the Second International Conference on Nutrition 
in 2014.233 Additionally, the Pan American Health 
Organization’s application of law to public health234,235 can 
be used to showcase what works at the regional level to 
guide the development of a global treaty.

Global to local implementation
Effective governance will be essential in addressing The 
Global Syndemic. Orienting governmental efforts to 
address the Syndemic effectively will require changing 
the food, transportation, land­use, and urban­design 
systems that contribute to The Global Syndemic by 
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addressing their deep drivers. The syndemic concept 
provides a unifying frame that could unite constituencies 
that are currently distinct.

As we have indicated, multiple recommendations from 
WHO have targeted undernutrition and obesity 
separately, although their uptake and implementation 
have been patchy. However, strategies at the national 
level could include government action on their national 
commitments to the Decade of Action on Nutrition or 
support for an FCFS. The World Trade Organization 
could support WHO’s international standards and 
recommendations for food labelling and food marketing 
to children, to prevent each country having to defend 
legal challenges on the basis of restriction of trade and 
investment. The World Bank and other development 
agencies could provide technical assistance to countries 
to implement double­duty or triple­duty actions that 
address the Global Syndemic.

The recent withdrawal of the USA from efforts to limit 
greenhouse­gas emissions demonstrates the fragility of 
agreements that might change based on the politics of the 
countries involved. These observations suggest that 
effective strategies to address The Global Syndemic at the 
global level will be unlikely to succeed without a broader 
base of support. As with other social movements, such as 
for tobacco control and sugary drinks taxes, efforts to 
address The Global Syndemic are more likely to begin at the 
community, city, or state level, and subsequently build to a 
national or global level. For example, despite the Trump 
administration’s decision to withdraw from the Paris 
Agreement on climate change, 2700 leaders from US 
cities, states, and businesses representing 159 million 
people and $6∙2 trillion in GDP have continued efforts to 
mitigate greenhouse­gas emissions.236

Linking those stakeholders working separately in obesity, 
undernutrition, and climate change is one of the major 
challenges to creating concerted local to global actions. 
Implementation at all levels will require the identification 
of actions common to two or more groups. By collaborating 
on creating double­duty or triple­duty actions, these 
stakeholders could start uniting and collectively giving 
greater impetus to achieving success for The Global 
Syndemic. A second challenge is how actions are framed. 
For example, in many LMICs, obesity in children might be 
considered a sign of health and a sign of wealth or status in 
adults. Other framing focused on the consequences and 
costs of diabetes might be more persuasive than a focus on 
obesity. Third, growth of social movements for systems 
change will require grass roots engagement around local 
solutions that engage people, such as reduced meat 
consumption, support for and use of active transportation 
systems, or zoning regulations for land use and urban 
design that are eco­friendly and promote equity.

Private-sector challenges
The food supply chain is immensely complex, comprising 
the many businesses that bring food from farm to fork at 

a local, national, and global level. Primary food producers, 
agricultural input industries, primary food and feed 
processing and trading industries, food manufacturers, 
food retailers and caterers, along with the supporting 
financial services, marketing industries, and distribution 
companies all contribute to shaping our diets.237

Interacting with such complexity is challenging for 
public health. Nonetheless, public–private partnerships 
with the food industry have been created for multiple 
purposes, including: promotion of healthy workplaces, 
development of food and drinks low in salt, sugar, 
and fats, support for local, less processed foodstuffs, 
environmental protection (eg, organic production and 
reduced food miles), and social benefits (eg, investing 
through corporate social responsibility).175

Although most food businesses are small­sized and 
medium­sized enterprises, the large food corporations 
and their industry–interest associations have a dominant 
political role and they are explicitly driven by a fiduciary 
duty to prioritise financial returns to investors. The 
greatest returns come from large­scale, ultra­processed 
products marketed around the globe. Mass­produced, 
long shelf­life food products are typically high in fat, salt, 
and sugar.74 Although not all ultra­processed food products 
are bad for human health, almost all the foods that are 
linked to risks to health are included in the ultra­processed 
food category, as outlined by the NOVA classification.74

On these grounds, Freedhoff238 argues that partnerships 
between the corporate food sector and the government are 
a risk to public health. There are many examples that 
support his conclusion,239 and show that scepticism, 
particularly about the ultra­processed food companies, is 
well justified. The sugary drinks sector, for instance, spent 
almost $50 million in 2016–17 to lobby against US 
government­led initiatives to reduce soda consumption.240 
Research funded by this sector is five times less likely to 
find an association between sugary drinks and obesity 
compared with other studies241 and it has also been 
deliberately used to hide the causative role of sugar in 
coronary heart disease242 and undermine the evidence 
base for policy making. Outlawed marketing practices in 
one country have been introduced or sustained in non­
regulated countries.243 A great deal of marketing activity 
exists in the global south, in countries, such as Nepal, 
Ghana, South Africa, and Mongolia, where marketing of 
sugary drinks can be found everywhere, including around 
schools or at the school entrances.244 When concerns about 
these activities have been raised, companies have used 
public relations drives with marketing communications 
campaigns and front groups to deflect criticism,243 rather 
than changing their course of behaviour.

Nonetheless, the private sector has to be part of the 
solution to The Global Syndemic,245 because it is just too 
important and powerful for it to be otherwise. The 
question, then, is what is the best way to work with 
industry actors, whose products contribute to chronic dis­
eases, and whose practices undermine policy responses 
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to NCDs, without jeopardising public welfare? How can 
the realignment of food systems with environmental and 
health interests become profitable?

Reducing power imbalances and conflicts of interest
Approaches to redressing the power imbalances and 
conflicts of interest when engaging with large companies 
are varied and include the identification, management, 
and minimisation of conflicts of interest,246 incremental 
statutory regulation,247 legislation combined with industry 
action,86 performance­based regulation,248 benchmarking 
companies (eg, Access to Nutrition Index [ATNI]249), and 
the replacement of industry self­regulatory programmes 
with co­regulatory approaches.86

The key lesson to emerge from this range of options is 
that self­regulation is ineffective, because it preserves 
market interests and lacks the legislative or regulatory 
accountability systems required for effective implemen­
tation.250 The marketing of breastmilk substitutes251 and 
unhealthy food and beverage products to children252 
are clear examples of weak standards, poor industry 
adherence to voluntary codes, and the need for stronger 
regulatory, and monitoring systems. Similarly, the UK 
Public Health Responsibility Deal (appendix p 17) relied 
on industry’s willingness to take voluntary actions but 
resulted in the avoidance of more effective strategies and 
a continuation of usual business.253

Quasi­regulatory approaches refer to policies in which 
government specifies the policy goal, manages the 
process, stipulates criteria and rules, does monitoring 
and evaluation, and provides a tangible threat of 
regulation, but the engagement of the food industry is 
voluntary and not compulsory.86 The Health Star Rating 
system for front of pack labelling in Australia and 
New Zealand is an example of quasi­regulatory 
approach.254 Experience with the Health Star Rating 
system is that it represents some progress and gives 
consumers interpretive information on the healthiness 
of the product if it is carrying the Health Star Rating logo. 
Nonetheless, industry has been very slow in labelling 
their products with Health Stars and ongoing problems 
exist with correcting anomalies and getting the right 
signals to consumers. It is probably inevitable that the 
conflicts of interest inherent in working with industry in 
developing quasi­regulatory policies, such as the Health 
Star Rating, result in long delays to full implementation, 
watering down of content, flaws in design, and ultimately 
reduced effects on outcomes.

Even where there has been effective policy im­
plementation with strong accountability at the national 
level, as with the sugary drink taxes in Mexico, powerful 
lobbying by the beverage industries continues, requiring 
constant vigilance and defence. Such lobby pressure can 
unravel the progress made in policy enactment or 
implementation and changes of government often 
provide an opportunity for conflicted industries to slow 
down or kill a policy that threatens their profits. As has 

been the case with the FCTC, and to some extent the 
International Code of Marketing of Breastmilk 
Substitutes, a set of policies enforced and applied at 
international level (as proposed for an FCFS) can reduce 
these threats.

Multilateral agencies, such as WHO, are also exposed 
to potentially conflicted interests, and statements about 
the need for partnerships and stakeholder engagement 
can raise alarm among public health professionals aware 
of the danger such collaboration can bring. The issue for 
WHO has been recognised for several years,176 and WHO 
has reviewed its policies and developed a Framework for 
Engagement with Non­State Actors255 and advice to 
Member States.246

Although these efforts are welcome, the resulting 
documents are criticised by NGOs working on food and 
nutrition policies for promoting the notion that engage­
ment with the private sector will speed up action in areas 
such as NCD prevention. They say that this belief “is not 
supported by evidence—indeed such engagement is more 
likely to slow things down—especially when it comes 
to regulation. Voluntary promises attract much publicity, 
but unless backed up by regulation can be little more 
than diversionary public relations—here today and gone 
tomorrow. WHO must not allow itself to be used as a cover 
for corporations whose practices damage health and the 
environment”.256

Business models for the 21st century
The private sector has a central role in creating wealth, 
income and jobs, advancing innovation, and mobilising 
domestic resources. Globally, the economic power of 
corporations is increasing, driven by economies of scale 
and scope. Furthermore, today’s globalised economy 
enables transnational corporations to take advantage of 
low­cost production opportunities, diverse revenue 
sources, and low tax jurisdictions.257

Given the enormous size and contribution of the 
corporate sector globally, it is critical that corporations 
are included in the collective work to address major 
societal issues, such as The Global Syndemic, in ways 
that ensure effectiveness and accountability for their 
actions. There needs to be widespread recognition that 
the current politico­economic systems and prevailing 
global regulatory structures have incentivised businesses 
to be the engines driving The Global Syndemic and 
allowed them to prevent policy action to reduce it. In 
economic terms, this situation represents a clear case of 
commercial success (wealthy corporations) but market 
failure (negative health and environmental outcomes).258 
In other words, the current systems allow or incentivise 
the privatisation of profits and the socialisation of the 
costs of The Global Syndemic.

Drivers of corporate performance
Corporations, including those in the commercial food 
industry, have a business purpose that is focused 
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predominantly on short­term (typically quarterly) profit 
growth. For publicly listed companies, this is typically 
seen as the imperative to maximise shareholder value 
and encourage continued investment. The traditional 
corporate performance measures are based on financial 
indicators and regulated by corporate laws and accounting 
standards. Negative externalities resulting from company 
actions or the sale of their products and services are not 
included. As a result, corporations that contribute 
substantially to The Global Syndemic have operated 
without accountability.

The ongoing pattern of transfers of large amounts of 
public money to corporations in the form of subsidies and 
tax breaks and the large amounts of public money to pay 
for their damages needs to change. For example, global 
subsidies in 2015 from governments to the fossil fuel 
industries were about $5∙3 trillion each year (6∙5% of 
global GDP)259 and nearly half a trillion dollars go to 
agricultural subsidies in the top 21 food­producing 
countries every year.70 Subsidies are predominantly for 
beef and dairy and a small number of grains, such as corn, 
wheat, and rice, that are used for animal feed or form the 
basis of most ultra­processed foods.260 The costs of the 
environmental damage from these industries, through 
greenhouse­gas emissions, waterway deg radation, and 
soil erosion, as well as the health costs from their products, 
will largely be paid by the taxpayers and ratepayers of 
current and future generations. The dynamics of the 
operating conditions for businesses, and corporations in 
particular, must be fundamentally transformed if we 
expect business to contribute to the solutions for The 
Global Syndemic.

Measures of corporate performance
No globally agreed framework for preparing and 
presenting environmental and social performance exists, 
and there is no agreement on domains to include or 
objective key metrics. The absence of appropriate metrics 
might reflect the many and varied social and environ­
mental effects that corporations can have on society, 
making the acceptance of a consistent, comparable 
reporting framework difficult. Nevertheless, increasing 
attempts at measuring, mon itoring, and benchmarking 
broad corporate performance across many domains 
include transnational corporations and financial investors 
monitoring and evaluating their contributions to the 
SDGs,261 the UN Global Compact encouraging corpor­
ations to adopt and report on sustainable and socially 
responsible policies,262 Sus tainability Reporting Guidelines 
from the Global Reporting Initiative,263 the Dow Jones 
Sustainability Indices,264 and the World Benchmarking 
Alliance.

Crucially, corporate sustainability measures typically 
hold substantially less primacy than financial metrics in 
driving corporate behaviour and assessing corporate 
performance. In the current regulatory environment, 
corporations are only likely to seriously focus on 

non­financial issues to the extent that they boost 
long run, sustained profits. Corporations often tend to 
report only the positive aspects of their environmental 
and social activities as part of Corporate Social 
Responsibility,265 which has frequently been criticised as 
little more than public relations exercises aimed at 
favourably shaping perceptions of companies, rather 
than genuine efforts to disclose and be held accountable 
for their environmental and social impacts.266

Business-driven mechanisms to re-orient markets and 
corporations
Businesses could lead the way in re­orienting markets 
and corporations so that social and environmental 
aspects of corporate performance are given greater 
prominence, even equal to financial performance. A 
number of voluntary initiatives have been taken since the 
early 2000s to encourage corporations to contribute to 
sustainability, including The B Team,267 Uncharted,268 and 
Forum for the Future.269

Evidence is emerging that corporations that focus 
more on sustainability practices than just short­term 
profitability outperform their counterparts in the long 
term, both in terms of stock market and accounting 
performance.270 However, this finding is not universal,271 
and these business practices are more likely to be 
sustainable from a commercial perspective if the 
regulatory environment and the market operating 
conditions are changed so that all players in the market 
operate under the same constraints.

Arguably, the single largest contribution that 
corporations could make to addressing The Global 
Syndemic is to stop investing enormous efforts and 
resources into opposing the enactment of regulations 
and fiscal policies for the public good.

Government-driven mechanisms to re-orient markets and 
corporations
Government intervention through financial incentives, 
such as taxes on unhealthy foods or subsidies for 
renewable energy, can help redress negative externalities. 
The increasing application of taxes on sugary drinks (now 
enacted in >30 jurisdictions globally)272 is an encouraging 
example of this type of intervention. Governments can 
also intervene through other regulatory measures that are 
designed to limit the sale of products with negative 
externalities, such as restrictions on advertising unhealthy 
foods to children. However, corporations continue to 
strongly oppose these types of government intervention, 
and commonly exert their significant political influence 
to prevent further regulation.119

Thus, governments have a crucial role in creating the 
market operating conditions that favour corporations that 
seek to work for people and the planet, as well as profits. 
Previous efforts by the Western Australian Government, 
which outlined a sustainability strategy for the state, 
including measures to galvanise industry to support 

For the World Benchmarking 
Alliance see https://www.
worldbenchmarkingalliance.org/
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sustainability, provide an illustrative example of how this 
might be operationalised.273 Crucially, the globalised 
economy and the transnational mobility of large 
corporations means that initiatives and regulations at the 
national level are unlikely to be sufficient to address The 
Global Syndemic. Instead, changes to the global regulatory 
environment, including international trade and investment 
agreements, are needed (see the A Framework Convention 
on Food Systems section). However, the strong influence 
of transnational companies on the development and 
implementation of these agreements, and their strong 
interest in maintaining the status quo, is likely to be a key 
barrier to progress.274

Investor-driven mechanisms to re-orient markets and 
corporations
The investment community, and sustainable investment 
practices in particular, represent another potential avenue 
for changing corporate behaviour.275 Responsible and 
ethical investing includes a range of strategies to consider 
financial return as well as social and environmental 
impact as part of investment decisions. Strategies might 
include divestment practices that seek to avoid harm, such 
as excluding certain types of companies from investment 
portfolios (as is occurring for tobacco companies), as well 
as more proactive practices, such as social impact 
investing that seeks to generate positive social impact 
from investment decisions alongside financial return. 
Sustainable investments are showing strong growth and 
have recently experienced superior returns, prompting 
increasing interest in the future of investment.276 However, 
it will take substantial cultural and social change processes 
to reorient the current strategies and considerations of the 
vast majority of investors so that sustainability factors are 
comprehensively considered. A substantial change is only 

likely to occur with strong leadership from global 
economic institutions and organisations, such as the 
World Economic Forum and the World Bank, and 
accompanying changes to the regulatory framework in 
which markets operate. The Commission considers that 
these global institutions also have an important role to 
play in convening the leading economic thinkers for the 
21st century to articulate the new economic paradigms, 
pathways, and policies for better outcomes for people, the 
planet, and prosperity (panel 11).

Small and medium enterprises
Many of the debates about new business models centre 
on the major actors and their undue influence on 
governance at the national and global levels. However, it 
is important to reiterate that the vast majority of the 
private actors who grow, process, distribute, and sell food 
are small­sized or medium­sizes enterprises that have 
little sway over the conditions they operate under. Many 
are struggling to make a profit and they see the positive 
and negative sides of unhealthy foods (panel 12).

If people working in the food system are struggling to 
just make a living, the extra effort and risk of shifting 
their business towards healthier foods is a luxury they 
cannot afford.

Civil society-driven mechanisms to re-orient markets and 
corporations
Civil society can potentially send strong, transformative 
signals to industry if a large enough group of consumers 
create a step change in demand for healthy, sustainable 
products and a rejection of unhealthy products. This 
occurs rarely but is not impossible with the viral spread 
of information through social media.

Civil society organisations can also exert leverage for 
accountability by being part of the monitoring and 
benchmarking systems.277 For example, the ATNI reports 
have assessed the nutrition­related policies, practices, and 
disclosures of many transnational food and beverage 
companies;249 and Oxfam has released the Behind the 
Brands report that has monitored the agricultural system 
policies of many of the same food and beverage 
companies. However, these tools have not yet been 
broadly applied across different markets and sectors to 
monitor other food system actors, such as transnational 
food retailers and chain restaurants, and do not address 
all relevant aspects of the corporate political activity and 
impact on obesity and undernutrition.278

Mobilising civil society
Learning from previous social change
In this section, we focus on lessons from public health 
actions that have been addressed through social change 
processes. Many of these apply to The Global Syndemic, 
but a number of examples relating to obesity illustrate 
the potential of these approaches for broader application. 
Changing obesogenic environments is central to 

Panel 11: Towards a sustainable economic model: a global summit

Although the quest for growth and profit has generated enormous prosperity and 
development gains globally, the current global regulatory environment does not 
adequately account for negative externalities. Inadequate controls are causing massive 
harm to planetary health. Previous efforts to reduce this harm have focused on mitigation. 
The Framework Convention on Tobacco Control, for example, has successfully regulated 
and contained the market for tobacco. The Global Syndemic could be greatly reduced 
through a similar approach. However, the sheer scale of the problems presented by climate 
change suggests that post-hoc interventions and running repairs are unlikely to suffice.

In any case, prevention might be more cost-effective than treatment. Debate is urgently 
needed about how our economic systems, and the regulatory environments that govern 
them, can be adjusted to make them healthier and more sustainable, rather than waiting 
for inevitable problems to emerge and then trying to fix them.

To this end, a Global Summit is needed, convened by global business organisations, such 
as the World Economic Forum, the World Bank, and key philanthropies. This Summit 
should bring together experts in commerce, economics, public health, philosophy, 
theology, indigenous culture, human rights, and others. The challenge is daunting and 
immediate answers are unlikely, but the conversations must begin, and such a Summit 
could begin to frame the questions.

For Behind the Brands see 
https://www.behindthebrands.

org/
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reducing obesity. Accomplishing this task will require 
broad and sustained changes in policies, beliefs, and 
practices within and across several societal sectors. A 
focus on the underpinning systems and institutional 
drivers of unhealthy environments also recognises 
the challenges individuals, families, communities, and 
populations face in achieving a healthy weight while 
exposed to a constant barrage of appealing inducements 
to overeat and live sedentary lives.279 The potential for 
population­wide, long­lasting changes in the behaviour 
of individuals in the absence of widespread environmental 
changes has serious limitations.19

Social change efforts that focus on obesity alone might 
reinforce negative attitudes about people with obesity, 
which are common in many countries and, perhaps 
paradoxically, might increase with the rise in the 
prevalence of obesity.280 Combining obesity prevention 
efforts with efforts to address undernutrition and climate 
change as part of The Global Syndemic will help avoid 
that risk. The concept of stealth interventions281 was 
proposed to show that other social movements for action 
on climate change, sustainability, liveable communities, 
safe streets, social justice, human rights, animal rights, 
and food sovereignty have the potential to contribute to 
obesity prevention. Awareness that social pressure for 
change on one issue can benefit others can broaden the 
base of support for change.

Social change and public health
Complex social, environmental, and health challenges 
have been addressed successfully through social change 
processes, leading to cultural shifts in values and to public 
policy actions that have changed population behaviours. 
Case studies of tobacco control, alcohol, infant nutrition, 
gun control, and traffic safety offer insights into how 
pressure has been applied to achieve government actions 
affecting relevant personal behaviours (table 3). These 
changes have often been the result of collective actions 
that fostered the transformation of social institutions 
and the redistribution of power and resources, while 
challenging widely held beliefs and social norms over 
years or decades.282 Social movements and civil society 
networks often form around shared values, interests, 
and principled ideas that evolve over time and lead to 
common agendas and unified actions.168,283 Movements 
and networks are more likely to grow when they frame 
problems in ways that resonate with their supporters 
and external audiences.284 Effective framing can convey 
the nature and severity of a given problem, the costs 
of ignoring it, and the benefits of taking action 
(appendix p  35). Some frames might have broad cross­
cultural resonance (eg, minimising harm to children), 
whereas others might align more with the dominant 
beliefs and cultural symbols of a given locality, such as 
reclaiming local food sovereignty, rebuilding indigenous 
food systems and cultural practices, and rejecting the 
invasions of foreign fast food chains.168

Although some cultures tolerate or hold positive 
attitudes about larger body sizes, negative attitudes about 
people with obesity predominate in many societies. In 
such contexts, people with obesity can be subjected to 
ridicule, discrimination, or other forms of social dis­
approval, such as blaming them for having the condition 
despite the now well­established recognition that obesity 
is a disease.285 Commentary in the media can readily 
reinforce weight bias. Social marketing and other 
campaigns need to be well researched and evaluated so 
that they similarly do not exacerbate social bias,286 but the 
evidence from confronting social marketing campaigns 
in Australia, which show graphic images of intra­
abdominal fat, is that they can be effective in stimulating 
behaviour change without exacerbating social bias against 
people with obesity.287

Strategic considerations
The strategies employed by some large food and 
beverage corporations to oppose public health policies 
focused on obesity prevention—eg, fiscal policies, front­
of­pack labelling, and regulating food and beverage 

Panel 12: People’s experience—an Indian shop owner’s challenge in selling 
healthier foods

We started this shop around 27 years ago. I used to assist my father as a child, during 
school days. I was always keen that my father stocked all the latest items, like wafers, 
chocolates, cold drinks, and sweets. I knew whatever came to the shop, I too would get 
my share from it. Most of my school friends loved coming to our shop as we had so much 
variety for kids. After graduating I took over this shop, as by then we had expanded and 
my father started managing a nearby bakery.

Like my father, I too make sure we keep the latest products in the shop, as I am aware that 
my customers, especially kids, have an eye on everything new that comes to the market. 
For instance, some companies came up with the concept of selling chocolates inside fancy 
toys. Also, wafer companies include stickers of famous cartoon characters, which children 
like to collect. Companies selling sweet drinks give free mugs if you buy a bigger one, which 
can attract children. Keeping these products in the shop ensures good sales and profits for 
us. In fact, some companies give us incentives if we exceed a monthly sales target.

I am educated and aware that, though these taste good, most are unhealthy because they 
are processed and high in sugar and fat. I started realising more when my own kids 
started demanding these often. I have grown up eating these products because it was 
readily available to me, but now me and my wife have a tough time convincing our kids to 
eat home cooked healthy food, fruits, and vegetables. My daughter is becoming more 
health conscious as she is growing up, but my son prefers eating wafers, pastas, and 
pastries over home cooked food.

If I have to choose between healthy and unhealthy options, I would say I will go with a 
mix of both. In fact, we have been selling theplas [healthy flat breads popular in Indian 
cuisine made with fresh fenugreek leaves], phaphras [made of gram or chickpea flour and 
carom seeds], and these masala oats products, which are a hit among our female 
customers. I cannot exclusively sell healthy varieties, as there are not sufficient takers. 
To make profit, I have to ensure that we store everything preferred by customers. If 
customer demand for healthy food rises, shop owners will make a shift in that direction.

Contributed by Raji Devarajan, Public Health Foundation of India and Centre for Chronic Disease Control, New Delhi, India from 
interviews with shop keepers in Delhi.
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marketing aimed at children—are similar to those used 
by the tobacco industry, which have served to create a 
battle between the health community and large 
corporations. Although it is important to hold these 
corporations accountable and regulate their practices, 
these actors should be distinguished from small­sized 
and medium­sized food companies that could 
collaborate in the social change process. The heavy­
handed lobbying tactics by the processed food and 
beverage industries against the prevention efforts of 
communities and governments means that those 
companies are seen as the enemy and the social 
movements around obesity prevention draw energy 
from this demonisation. This dynamic has been 
particularly visible when sugary drinks taxes are 
proposed. Thus, the practices of this sector of the food 
industry become seen as primary causes of obesity and 
the primary obstacle to the development of health­
promoting food policies.167,288 Nevertheless, food industry 
behaviours that support food as foundational to culture, 
social interactions, and health and wellbeing, in addition 
to contributing to economic prosperity, should be 
celebrated. A syndemic approach that articulates and 
drives shifts in food systems on the basis of issues 
complementary to obesity, such as climate change, will 
be part of these solutions.

Although the potential to achieve synergism among 
different causes often works when those involved can 
find common ground to support each other,289 some 
linkages encounter ideological or tactical conflicts. For 
example, in low­income countries, the coexistence of 
obesity and undernutrition and their relevance to food 
systems facilitates common actions addressing both 
problems. However, anti­hunger advocates might have 
alliances that facilitate receipt of unhealthy food 
donations from many of the same food companies that 
are viewed as problematic by advocates in the obesity 
arena. Acceptance of the principle that charitable food 
should be healthy food would resolve this conflict. 
Another example of such a conflict is obesity­related 
initiatives that depend on the promotion of bottled water 
over sugary drinks, whereas environmentalists are 
opposed to the promotion of bottled water on ecological 
grounds. Both groups might find common ground by 
supporting government action to ensure the availability 
of safe drinking water for the public good.

Mobilising demand for change
In the broadest sense, social change might result from 
many interacting forces: the adoption of new 
technologies, changes in government and policy agendas, 
long­term changes in societal conditions (eg, economic 
growth), short­term events (eg, natural disasters), and 
related shifts in belief systems, values, and norms. 
However, change might also be provoked by spontaneous 
social movements or through more structured collective 
actions directed by civil society organisations that 

incidentally or deliberately alter social dynamics.290 Social 
change is more likely to be sustained when governments 
adopt comprehensive policies and establish institutions 
that enshrine the goals of collective action.291 Fostering 
and sustaining changes is of paramount importance for 
securing long­term improve ments in the health and 
wellbeing of communities.

Huang and colleagues292 emphasised the importance of 
a combined top­down and bottom­up framework for 
effective social change in which public pressure drives 
both public­sector and private­sector policy actions across 
non­regulatory, regulatory, and legislative spheres and 
stimulates new types of innovation (appendix p  36). 
Mobilisation through a bottom­up approach can be 
achieved through collective actions and political move­
ments to develop effective strategies and reprioritise 
resources to address The Global Syndemic.

Collective actions are actions taken in concert or in a 
coordinated manner to protect a public good.293 Such 
actions require a critical mass of highly engaged and 
resourceful people, group heterogeneity, interdependence 
of actors, and a direct relationship between the level of 
contribution and pursuit of a well­defined public good.294 
These actions might take the form of social movements 
and involve coalitions, networks, and other structures 
that emerge among individuals and organisations 
concerned about a societal issue.

To date, no transformative social movement exists that 
addresses obesity. The lack of common strategies might 
divide advocates. For example, the groups that promote 
breastfeeding have little in common with physical activity 
advocates. Additionally, stigmatisation and self­blame 
might contribute to the challenges of forming patient 
advocacy groups. However, several councils or coalitions 
have emerged recently in which patient advocates work 
together with health and research professionals to educate 
the public about obesity, support policies that ensure 
payment for science­based treatments, and advocate for 
the elimination of weight bias and discrimination.

Political movements
Major, concerted efforts in the form of coordinated 
campaigns directed by consumer advocacy groups 
(eg, non­governmental or civil society organisations) 
that include engagement of consumers can be viewed 
as political movements. Political movements create 
political pressure, move public opinion, and lobby on 
behalf of public health. Examples of these movements 
include tobacco control campaigns, automotive safety, 
mandatory use of bicycle helmets, and banning 
asbestos, DDT, and other harmful chemicals in the 
environment. This type of advocacy in the area of 
obesity is most well­developed in relation to food and 
beverage corporations whose business model is in 
direct opposition to measures recommended for obesity 
prevention.167,288 The movement calls for policy change 
and is empowered by medical and public health 
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sciences and civil society organisations to confront 
corporate power and its deep economic resources.

The four essential strategies used by political advocacy 
movements are generalisable to a focus on obesity. These 
strategies include: (1) building strength from scientific 
evidence; (2) exposing the human drama of the situation, 
including economic costs and how the problem will 
worsen in the future to create urgency for change; 
(3) exposing the principal causes of the problem (eg, 
changes in the food supply and patterns of food 
marketing for certain products) to foster a strong public 
voice; and (4) presenting specific and feasible actions. 
Proposed actions for obesity prevention typically include 
regulations to protect children from marketing of 
unhealthy foods, creating healthy food environments in 
schools, fiscal measures, clear front­of­pack labelling for 
consumers, and improved access to fresh, healthy, 
affordable food.295 A successful political movement must 
include a wide variety of civic groups from very different 
fields, such as those working on nutrition, children’s 
rights, and environmental protection, those representing 
small farmers, and those fighting hunger. Because 
science and scientific integrity are fundamental to the 
fight against obesity, the movement must also include 
academic societies, individual researchers, and health 
professional associations. Legislators and stakeholders 
from civil society must also be mobilised in the effort to 
win the debate in terms of public opinion.

Social change and political leaders with roles in civil 
society, policy, and the private sector should mobilise 
active participation of all strata of targeted societies, 
including the impoverished and disadvantaged, who are 
likely to be more severely affected by The Global 
Syndemic.

Implications
Effective and sustainable social change efforts target key 
mediators of change and can be driven by a combination 
of collective actions, taken at various levels, to generate 
and voiced demand from within civil society to influence 
governance structures, industries, and cross­sector 
collaborations (panel 13). Thus decreasing the prevalence 
of obesity requires a focus on building momentum for 
social change for goals, such as reducing undernutrition 
and mitigating climate change, that share common 
policy inertia challenges.

Cultural influences and indigenous approaches
Progress will not be made on The Global Syndemic 
unless sociocultural contexts are taken into account. We 
examine this first from the perspective of the sociocultural 
determinants of obesity and then more broadly examine 
how The Global Syndemic affects indigenous and 
traditional people (hereafter called traditional peoples) 
and how their heritage knowledge can be a force for 
renaissance in their own communities and provide the 

Panel 13: People’s experience—making local change happen

20 years ago I was Secretary of Health for Sorocaba, a city of 
approximately 500 000 inhabitants, when I participated in a 
presentation of Agita São Paulo from the Government of the 
State of São Paulo. The programme emphasised the benefits of 
moderate physical activity, such as 30-minute walks, at least 
five times a week.

Recognising the benefits of the programme on chronic disease 
prevention and control, and physical, mental, and quality-of-
life improvement, I implemented a programme to encourage 
physical activity in Sorocaba. I started by encouraging patients 
using primary health care to walk. I asked all Basic Health Units 
(Unidades Básicas de Saúde; UBS) to create walking groups with 
training of physicians, nurses, and nursing assistants. The 
groups had one or two employees from UBS. We also set up 
treatment protocols for hypertension and diabetes, where all 
patients were advised to walk at least five times a week. 
Patients with depression were also targeted.

As we did not yet have lanes specifically designed for walking 
on our streets, I asked a group of physical education teachers to 
identify paths along flat, well-signposted paths, offering groups 
more comfort and safety in walking. Walking groups leaders 
were trained to provide recreational and motivational tasks in 
addition to physical activity. The walking groups grew. Some 
had hundreds of participants, who became friends, improving 
their social wellbeing. Parties, requests for participation in civic 

parades, and excursions to other cities were among the 
activities carried out by the walking groups. Significant 
improvements were perceived by the health professionals 
involved, especially among the elderly, who improved their 
skills, were happier, and reduced their medications.

Improved control of hypertension and diabetes reduced 
hospitalisations for diabetes and stroke, according to data from 
the Federal Government.

These results led the groups to request the construction of 
walking trails, parks, and green areas in the city, demonstrating 
that if people feel they can improve their quality of life, they will 
start demanding it.

We have a 24-h walk every year on the path that goes around 
Sorocaba. Thousands of people participate, with groups 
including municipal secretariats, military youth, firefighters, 
universities, and other institutions.

The Agita São Paulo programme, which trained thousands of 
health professionals, promoted a social movement where 
people became aware of importance of physical activity for a 
healthy life. The programme contributed to the reduction and 
control of chronic diseases at practically zero cost to the 
population through physical activity.

Contributed by Dr Vitor Lippi, medical doctor and current Federal Deputy at the 
National Congress.
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foundations for global 21st century thinking for 
addressing The Global Syndemic.

Sociocultural determinants of obesity
The enormously wide variations in obesity prevalence 
between countries relate closely to the wide differences 
among cultures. Despite many visible differences 
between cultures that relate to obesity, such as cuisines, 
use of food in social exchanges, perceptions of body size, 
fashion, and value placed on physical activity, surprisingly 
little research has been done on these determinants 
compared with research on genetic, metabolic, and 
behavioural deter minants. There are also less visible, 
latent characteristics of cultures, which have been 
developed and measured for about 90 countries.296 
Significant associations exist between these quantitative 
dimensions of culture and the trajectories of BMI over 
40 years.1 Preliminary ecological analyses suggest that a 
higher BMI is significantly associated with societies that 
have a greater awareness of and intolerance of 
inequalities (lower power distance), a more individualistic 
than collective world view, less tolerance of the unknown 
and the different (higher uncertainty avoidance), a more 
conservative and traditional orientation (higher short­
term orientation), a more competitive, money­based 
orientation (higher masculinity), and a greater fulfilment 
of leisure and pleasure with less restraints (higher 
indulgence). Together, the six cultural dimensions 
explain more than 50% of the variance in mean BMI 
between countries over the 40 years. Much more research 
is needed to explore these cultural dimensions and to 
develop a coherent theory about how cultural factors 
modify the effects of globally acknowledged drivers of 
obesity among different nations.

Several international comparative studies of the 
differences in body size perception have been done 
(appendix p 37), and the effects of acculturation processes 
on the bodyweight of immigrants has also received some 
attention.297 In general, when migrants from lower­
income countries move to higher­income countries, they 
acculturate to the host culture, and their risk of obesity 
increases.298 The added effects that colonisation and 
societal marginalisation have had on indigenous popu­
lations also predisposes them to greater obesity.299–301 
Many other dimensions of culture warrant much greater 
research attention, such as cultural attitudes to food, the 
effects of religion, media influences, cultural parenting 
styles, and societal values placed on physical activity and 
sports participation.

Indigenous and traditional peoples and The Global Syndemic
The UN estimates that more than 370 million self­
identified indigenous and tribal peoples live in some 
90 countries representing as many as 5000 diverse 
cultures. Even though they constitute only 5% of the 
world’s population, they account for 15% of the global 
poor.302,303 With reduced opportunity for viable incomes, 

they collectively represent the severe effects of global 
poverty and disparities, including high rates of obesity 
and undernutrition and loss of their traditional territories 
and lifestyles due to climate change.302,303 Traditional 
peoples are of special interest not only because they are 
disproportionately experiencing The Global Syndemic, 
but also because they have traditional knowledge, 
understandings, and practices that might contribute to 
addressing these challenges for their own people and 
more broadly.

Traditional peoples are custodians of many traditional 
knowledge bases, including knowledge of the world’s 
invaluable biodiversity of plants and animals in the 
ecosystems that are the foundation of global food systems, 
medicines, and ecosystem knowledge.302 However, 
worldwide these peoples have experienced dispossession 
and destruction of their traditional lands and territories.304 
The most severe effects of climate change are documented 
for lands occupied and depended upon by traditional 
peoples. Examples include diminishing levels of sea ice 
in Inuit territories of the circumpolar Arctic that reduce 
traditional food acquisition, extreme desertification and 
drought in sub­Saharan and east African regions that 
compromises herd viability of pastoralists, and rising sea 
levels in the coastal zones of Pacific Island nations that 
flood traditional farm areas.303 Traditional peoples living 
in high­income countries also have high rates of obesity 
and NCDs compared with other ethnic groups in those 
countries. In LMICs, traditional peoples also have higher 
rates of undernutrition and stunting,299 in addition to 
obesity and NCDs.

Learning from traditional peoples’ approaches for systemic 
action
Traditional peoples’ knowledge contains many of the keys 
to understanding how to address The Global Syndemic. 
Custodianship of the environment, nurturing, and sus­
tainably using nature’s resources and ecological relation­
ships between communities and their en vironments 
create a collective responsibility for the common wealth 
that the planet provides. The renaissance of traditional 
peoples’ concepts, knowledge, and practices around the 
world could provide a powerful global resource and a 
basis for 21st century thinking to replace the extractive, 
polluting, individualistic, and materialistic concepts that 
are driving The Global Syndemic. Individuals and 
communities are already drawing upon these traditional 
approaches to improve the health of themselves, their 
communities, and their environments (panel 14).

The documentation and application of this traditional 
knowledge should be a global goal, and worthy of 
substantial investment for indigenous scientists to 
support their populations’ rights to heritage, health, and 
wellbeing, and through them, the wellbeing of the planet. 
The Iroquois concept of seven generation stewardship 
urges the current generation of humans to live and 
work for the benefit of the seventh generation into 
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the future. The Commission proposes the establishment 
of a Seven Generations Fund for Traditional Peoples’ 
Science to build an international traditional peoples’ 
knowledge platform for decision making and action for 
seven generations to come. Resuscitating traditional 
peoples’ knowledge of sustainable food systems, use of 
bio diversity, world views, and collective approaches will 
not only strengthen their ability to meet the challenges 
for their own people, but also provide ways forward 
for all humanity to meet the challenges of The Global 
Syndemic.

Community-based actions
The classic framing of “Think global, act local” to 
convert, otherwise daunting, global problems into 
community action could be applied to The Global 
Syndemic with the added catch line of “reorient 
systems”. People can leverage their individual agency 
better within their local school, grocery store, or 
workplace for small changes than they can in the 
education system, the food system, or businesses at 
large for big changes. However, many small changes 
in communities can build into wider social change, 
especially if the local actions spread by creating virtuous 
cycles of mutual learning between communities. This 
section illustrates contemporary approaches to reducing 

childhood obesity, where there is growing evidence and 
experience on how to activate systems change that is of 
relevance to The Global Syndemic.

Past interventions for prevention of unhealthy weight 
gain in childhood have reported variable effects, with 
little evidence of long­term sustainability of programmes 
or effects.305,306 These interventions are undergoing an 
evolution in design and concepts with increasing 
upstream and complexity­oriented approaches. We 
characterise and compare three broad types of approaches 
(table 4) and then demonstrate several relatively well­
developed examples of systems­based approaches from 
Victoria, Australia. The typologies outlined in table 4 are 
general categories and characteristics and it is important 
to note that any given community intervention can 
demonstrate a mix of these approaches. However, the 
majority of obesity prevention studies in systematic 
reviews are characterised as package delivery. This 
approach refers to an expert­led package of evidence­
based interventions aimed at changing the proximal 
deter minants of obesity, such as knowledge, behaviours, 
and local environments, and is delivered with a high 
implementation fidelity within a robust scientific design, 
such as a cluster randomised controlled trial, in settings 
such as schools. Intervention periods are often 
short­term, typically 1–2 years to match the duration of 

Panel 14: People’s experience—a Māori approach to holistic health and wellbeing

Cardiovascular disease, diabetes, primary pulmonary 
hypertension, renal failure. My father and brother left high 
school at the age of 13 and 15 respectively, but each could tell 
you what these diseases were. Not that it did much good. 
My father was dead at 46 and my brother just died of renal 
failure. He was 54. Both suffered from diabetes, and obesity. 
This story is no different from many other indigenous peoples’ 
experiences of NCDs. Ironically, in many Māori communities, 
providing hospitality to others has often meant large quantities 
of food of questionable nutritional value. Sugary drinks, 
high-fat, cheap cuts of meat, alcohol, drugs, and tobacco are all 
common in Māori communities. Illogically, institutional 
attempts to provide health-enhancing opportunities through 
nutritional food or community-based physical activity 
initiatives are often met with contempt because the underlying 
suggestion is that the institution knows what’s better for Māori 
than they do themselves. Likewise, many Māori sometimes 
respond to outside control with self-destructive behaviour to 
maintain their authority.

A large number of Māori now live in urban settings. Many 
urbanised Māori yearn for a reconnection to their ancestral old 
ways but many can’t afford to regularly travel to their traditional 
homelands and many end up following mainstream practices as 
their tribal connections weaken. However, I choose to believe and 
to hope that there is another way to avoid early deaths, like those 
of my father and brother. I hope for a way forward that does not 
depend on deficit conversations in order for action to occur. 

I want a system of understanding and pursuing health that is 
centred on Indigenous ways of knowing. I want to have an 
approach to health that is environmentally centred with people 
being the benefactors of knowing the places that have given their 
ancestors strength for millennia. Consequently, I am developing a 
Māori approach to health that is built on Indigenous potential, 
that is environmentally centred and is the synthesis of ancestral 
pathways and contemporary Māori interpretations, known as the 
Atua Matua Māori Health Framework.

Atua are environmental personifications and guardians that 
guide the behaviour of contemporary Māori while matua are 
their human counterparts. Atua Matua is a form of resistance. 
Its primary interest is the pursuit of Indigenous knowledge, the 
rediscovery of new old ways that look to the past to navigate 
the future. It’s likely that the answers to Indigenous health 
problems already exist in their communities, but have been 
forsaken for the new brand of medical autonomy that has 
sidelined indigenous ways. An Atua Matua approach suggests 
that for contemporary Māori, it is the synthesis of the old and 
the new, of Indigenous and non-indigenous thinking, of 
reinterpreting what our ancestors stated into contemporary 
applications that will provide a pathway forward. After all, our 
people came to a new land to find a better life that included 
new environments they had never seen before. We learnt, we 
survived, we flourished. We did it before. We can do it again.

Contributed by Dr Ihi Heke, Indigenous health and outdoor education specialist, Tomarata, 
New Zealand.
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research­funded projects, and very few interventions are 
extended across a state or country, even if successful at 
the research stage.

Some studies have used a more whole­of­community 
approach and characterised their interventions as 
community capacity­building,307 meaning they focused on 
actions to support community leadership, mobilising 
resources, increasing workforce skills, creating partner­
ships, and strengthening monitoring and evaluation.308 
Capacity­building creates stronger partner ships between 
research and practitioner communities and is more 
encompassing of multiple settings, multiple strategies 
and longer duration. These research designs often use 
quasi­experimental methods and so have weaker internal 
validity (table 4). This approach has been effective in 
reducing childhood obesity in some communities,309–311 
has proven sustainable, and has spread to surrounding 
areas,312 but it has not been effective in other communities, 
such as Pacific adolescents.313–315

In recognition of obesity as an unwanted outcome or 
emergent property of complex, adaptive systems, systems 
science methods are being increasingly applied to 
community obesity prevention efforts. A systems­based 
approach to obesity prevention starts with the 
community’s current systems and contexts and works 
collaboratively to understand the multilevel drivers of 
obesity and to identify ways that the existing systems can 
be used or reoriented to create better health outcomes 

(table 4).316 A range of methods exist to support the 
community through these processes,317 including 
development of causal maps across all stages of system 
conceptualisation and intervention development, delivery, 
and evaluation.

Poor implementation is often cited as a major 
impediment to the effectiveness of community inter­
ventions316,318 and a greater application of implementation 
science might help to overcome these barriers. Foster­
Fishman319 identified a range of systemic factors such as 
social, economic, leadership, organisational culture, or 
political climate that might impede or promote implemen­
tation. Deliberate consideration of these factors within a 
complex systems approach might optimise implemen­
tation.320 For example, recently developed tools can guide 
the sensemaking processes so that teams can routinely 
and systematically assess implementation challenges and 
identify approaches to guiding action. The process is 
congruent with complex adaptive systems because it 
respects non­linearity, and is interactive and relationship­
focused.321

Examples of systems activation approaches from Victoria, 
Australia
Healthy Together Victoria (HTV) was an effort to apply 
systems approaches to obesity prevention at the policy and 
community levels across the state of Victoria, Australia. 
During a brief, single term of state govern ment (2011–15), 

Package delivery Capacity building Systems-based

Research question 
(effects)

What intervention package works? What works for what community? What works for what systems in what 
contexts?

Research question 
(process)

How can the package best be 
implemented with fidelity?

How can existing community capacity 
best be built?

How can existing systems best be 
strengthened?

What is the 
intervention?

Package of individual and environmental 
interventions

Building community capacity Activating and re-orienting existing systems

Who develops it? Content experts consulting local experts Local experts and content and process 
experts

Local experts facilitated by content and 
process experts

Engagement and 
role of community

Consulted; co-implement Engaged; co-design and implement Owned; design and implement

Role of experts Create and co-implement Co-design; support implementation Facilitate design and implementation

Usual funding source Research bodies (investigator initiated) or 
government departments

Research bodies or government 
departments

Government departments or communities

Resources applied to Package delivery Capacity building in community 
organisations

Supporting change agents in leveraging 
systems

Evaluation design Randomised controlled trial, cluster 
randomised controlled trial

Cluster randomised controlled trial, 
quasi-experiments

Quasi-experiments, natural experiments

Evaluation 
measurements

BMI, individual* environments† BMI, individual, environments, 
community‡

BMI, individual, environments, 
community, systems§

Fidelity priority Package implementation Process and relationships in building 
capacity

Process and relationships in activating systems

Validity Internal: strongest; external: weakest Internal: moderate; external: moderate Internal: weakest; external: strongest

Application to 
at-scale action

Marginally relevant Proof of principle Directly applicable

BMI=body-mass index. *For example, behaviours, attitudes, or knowledge. †For example, food and physical activity environments in schools. ‡For example, community 
capacity and community readiness to change. §For example, social networks and systems dynamics.

Table 4: Characteristics of the three broad types of interventions for prevention of childhood obesity
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a substantial boost in funding for prevention, a solid 
existing base in prevention experience, strong intellectual 
leadership within the Department of Health, and 
supportive political leader ship combined to create a step 
change in prevention approaches in Victoria. A change of 
government and political commitment ended HTV just as 
it was gaining momentum at the local level and across the 
state within and beyond the initial HTV intervention areas 
(appendix p 38).

This increasing interest within Victorian communities 
for systems interventions and the demise of HTV left a 
vacuum. A number of community–academic partnerships 
grew to continue the efforts, but in a more bottom­up 
fashion and based on the community’s own capacity, 
interest, and remit to make systems changes within their 
settings (appendix p  39). This collective community 
approach generates coherence and positivity among 
health promotion professionals because it gives them 
traction to engage with other sectors (panel 15), and can 
initiate a community­based reorientation of systems for 
other aspects of The Global Syndemic.

Accountability systems
Strengthening accountability systems will be central in 
ensuring that recommended policies are implemented to 

reduce The Global Syndemic. For obesity in particular, 
many evidence­based policies are recommended by 
WHO, including the Ending Childhood Obesity reports, 
which have been approved at successive World Health 
Assemblies.22,322 These WHO recommendations form the 
Account, which in accountability terms, means the agreed 
plan of action and responsibilities. However, these 
recommended actions have only been weakly implemented 
globally by the major actors—principally governments and 
food companies.2 The next account ability steps are Taking 
the Account and Sharing the Account through more 
targeted, upstream monitoring systems.86 The Commission 
believes that the downstream monitoring of indicators 
of obesity, undernutrition, climate change, and their 
consequences is essential for tracking outcomes, but 
monitoring upstream, at the policy implementation level, 
is also essential for strengthening accountability. An agri­
culture minister cannot be expected to be accountable for 
reducing obesity, but they can be accountable for enacting 
agreed agricultural policies towards healthy, sustainable, 
equitable, and prosperous food systems. Examples of 
upstream monitoring for accountability on food policies 
for obesity and NCDs will be used to illustrate the approach 
that the Commission believes should be applied more 
widely to The Global Syndemic.

Panel 15: People’s experience—community-based health promoter

In 2014, agency leaders who had been delivering obesity 
prevention programmes for many years, agreed that business 
as usual wasn’t having an impact on our community’s health. 
We needed to find a better approach to leverage our relatively 
small government funding to achieve long-lasting population 
level improvements.

We found that 38% of our primary school children had 
overweight or obesity and this reinforced our resolve to act 
collectively and fearlessly. Deakin University facilitated some 
systems mapping workshops and from the community buzz 
that was created, we grew the number of community 
participants with smaller workshops in schools, workplaces, 
and professional networks.

Our systems map visually demonstrated that if you change one 
factor, many other connected factors alter and change with it. 
It was like magic, watching these maps being made. The energy 
levels in the room rose as participants started to visualise the 
complexity of the causes of obesity. This led to a shared 
understanding and realisation that if we made a lot of small 
changes across many of these factors, we could make a real 
impact. Conversations quickly turned to the recognition that 
there is no silver bullet, that the whole community needs to work 
together to solve the problem, and that different players could 
use the map to identify their roles in taking action. Blaming and 
finger pointing quickly dissolved into joint ownership.

What was so crucial was that this newly enhanced 
understanding of complexity led to the ability to identify 

concrete actions to most effectively influence the systems. 
What was so exciting for me was that I could not have predicted 
many of the actions that these workshops produced. 
The snowball effect within the community has been even more 
amazing. We are now learning of changes made within the 
community by people who were not involved or connected to 
the initial workshops.

I learned that flexibility and participant control empowers the 
community and gives them ownership of both the problem 
and action. The strong focus on action has also resonated well 
with participants. Too often, we have sought input from the 
community for planning and prioritising but rarely given them 
ownership of the solution. Participants responded that by 
coming together and sharing ideas and commitments to act, 
they felt supported, braver, and bolder by being part of a 
bigger approach.

Between 2015 and 2017, we have seen improvements in 
physical activity, active transportation, fruit, vegetable, and 
sugary drinks consumption and a decrease in BMI of primary 
school children. Whilst it is very exciting to have these 
preliminary changes all heading in the right direction, for me, 
the most rewarding part was to be able to share these timely 
data with the community. By doing so, I sensed the participants 
are now feeling even further empowered and, not surprisingly, 
the next wave of community actions has started.

Contributed by Janette Lowe, Executive Officer at Southern Grampians Glenelg Primary 
Care Partnership, Australia.
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Outcomes and risk factor monitoring
The 2013 WHO monitoring framework323 for the Global 
Plan of Action to Prevent and Control NCDs 2013–202022 
has nine targets, two of which explicitly relate to obesity: 
to halt an increase in obesity rates and reduce physical 
inactivity by 10% by 2025.323 The first monitoring 
report on NCD progress, in 2015,324 also included ten 
progress indicators (eg, setting targets, conducting health 
examination surveys, implementation of comprehensive 
strategy, and action plan and implementation of policies 
to reduce unhealthy diets) and the second progress 
report, in 2017, included 19.325 In 2018, the WHO 
High­level Commission on NCDs found that progress 
has been slow and uneven and called for an acceleration 
in progress to address NCDs globally in its Time to 
Deliver report.20 Unfortunately, the subsequent Political 
Declaration at the UN High­Level Meeting on NCDs in 
September, 2018 showed that the world’s power brokers 
were far from ready to deliver action on reducing 
NCDs.326

The use of modelled trajectories to determine country­
level obesity prevalence has helped to fill large data 
gaps.1,33 Additionally, the global dietary database has been 
established to measure adult diets globally (17 dietary 
factors extracted from 1198 nutrition surveys from 
193 countries).327 The Global Observatory for Physical 
Activity developed country cards on the status of adult 
physical activity complementing the Active Healthy Kids 
Global Alliance report cards for children. At least 
102 cities in 53 countries use WHO’s Urban Health 
Equity Assessment and Response Tool328 to analyse 
equitable urban health outcomes. Two global reports on 
(inequities in) urban health329 have been published jointly 
by WHO and UN Habitat. For many countries, collection 

of basic data through WHO’s STEPwise Approach to 
Chronic Disease Risk Factor Surveillance surveys330 is an 
important action.

Upstream monitoring
In addition to further strengthening the outcomes data, 
considerably more upstream monitoring is needed for 
food and physical activity policies, systems, and environ­
ments to increase the accountability of major actors for 
coordinated actions. The WHO conducts periodic 
surveys among Member States on the implementation of 
actions to prevent NCDs331 and national nutrition 
actions332 through online repositories, databases, and 
interactive maps.333 More than 2700 documents con­
taining national NCD targets, policies and guidelines, 
have been submitted by Member States to WHO.333 
However, the information is self­reported and fairly 
generic and no sections are included that specifically 
examine countries’ comprehensive monitoring efforts.

The absence of comprehensive, independent upstream 
monitoring has motivated several academic groups and 
NGOs to step in, using new methods to monitor policies 
and environments. The International Network for Food 
and Obesity/NCDs Research, Monitoring and Action 
Support (INFORMAS) has developed methods and 
indicators to measure and compare food environments 
and policies across countries.8 Research groups in more 
than 30 countries are currently implementing INFORMAS 
monitoring modules.

An example of an INFORMAS cross­country com­
parison is shown in figure 5,334 in which 11 countries used 
the same INFORMAS tool with about 47 indicators to 
measure food policy implementation by national 
governments. Guatemala had the highest proportion of 
policies at very low or no implementation, whereas Chile 
has the highest proportion of policies at the level of 
international best practice (figure 5). Across these 
countries, the top five priority food environment policies 
that were recommended for policy action by the 
government to fill the implementation gaps identified 
were: taxes on unhealthy foods, front­of­pack labelling, 
targets on the content of nutrients of concern in processed 
foods, restriction of unhealthy food marketing to children, 
and healthy school food policies.

The World Cancer Research Fund collects examples 
of nutrition policies implemented globally in its 
NOURISHING database and is now expanding this 
approach into physical activity and breastfeeding.335,336 
ATNI measures the progress of the top food and beverage 
manufacturers towards creating healthier food environ­
ments,249 and the Global Nutrition Report has reported 
annually since 2014 on the progress of countries towards 
meeting their global commitments to nutrition.337 Also, 
robust, independent evaluations of government nutrition 
policies are part of the accountability system.338,339

If countries collect monitoring data on food environ­
ments and policies, a national country profile can be 

Figure 5: Benchmarking the level of implementation of recommended food environment policies by national 
governments
The Healthy Food Environment Policy Index (Food-EPI) rates government action on policies to improve the 
healthiness of food environments as very little if any, low, medium, or high implementation compared to 
international best practice.
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constructed, similar to the Global Burden of Disease 
country profiles. New Zealand is the first country to 
have comprehensively surveyed national food environ­
ments and has constructed a dashboard of indicators 
to measure government and food industry progress 
and changes in the healthiness of food environments 
(appendix p  40). A similar dashboard, but for NCD 
policies more broadly, has also been developed for 
Pacific countries.340

Policies that promote built environments conducive to 
physical activity are mainly at the municipal, rather than 
national, level. The Global Observatory for Physical 
Activity country scorecard has only two national indi­
cators that could be considered upstream, although the 
Active Healthy Kids Global Alliance Report Card 
for children contains more upstream indicators and 
has been implemented in around 30 countries. A more 
comprehensive dashboard of policy and environment 
indicators for physical activity is needed (appendix p 49).

WHO-level and UN-level monitoring
Although the aforementioned initiatives are valuable and 
measured by academics and NGOs, they are not 
embedded in the WHO­level and UN­level monitoring 
frameworks and modest funding restricts the pace, 
breadth, and sustainability of data collection. The SDGs, 
although not legally binding, are monitored by the UN 
using a set of 230 global outcome indicators and to date 
140 national reviews have been posted online.341 The UN 
Decade of Action on Nutrition (2015–25)26 aims to lift 
global nutrition action to eradicate hunger and mal­
nutrition in all its forms, and reduce the burden of diet­
related NCDs in all age groups. It is calling on countries 
to establish and achieve specific, measurable, achievable, 
relevant, and time­bound (SMART) commit ments and 
targets, which could form the Account around which 
monitoring and accountability systems can be built. 
Given the slow response by countries to date to create 
SMART commitments, upstream monitoring can still 
occur by including some of the upstream measures from 
INFORMAS, the World Cancer Research Fund, ATNI, 
and the Global Nutrition Report within formal UN 
monitoring systems. This stronger upstream monitoring 
system would contribute more powerfully to account­
ability and would stimulate governments to include such 
monitoring activities as a core activity.

A UN level framework should take into consideration 
key lessons from HIV/AIDS and tobacco prevention 
monitoring (appendix p 51). For example, joint reporting 
on government action by governments and civil society 
organisations to the UN and its agencies would be the 
most powerful. Additionally, like HIV/AIDS, the UN 
Convention on the Rights of People with Disabilities 
could provide a useful framework to address dis­
crimination against people with obesity and diabetes. A 
human rights framing has also worked to increase 
monitoring efforts for HIV/AIDS.

WHO needs to monitor the implementation and 
impacts of the voluntary commitments made by trans­
national food and beverage companies. The International 
Food & Beverage Alliance (IFBA) formed in 2008 with 
eight of the biggest food and beverage companies 
with the purported aim to change their global business 
practices to support WHO’s 2004 Global Strategy on 
Diet, Physical Activity, and Health. IFBA set their own 
Account with global pledges in five areas: product 
formulation and innovation, nutrition infor mation, pro­
motion of healthy lifestyles, public–private partner ships, 
and responsible marketing to children. IFBA has 
reported to WHO annually and published a 10­year 
progress report for 12 companies in 2018.342 A proper 
accountability system for IFBA actions with WHO 
setting the Account based on its expectations of food 
industry actions is long overdue, and would ensure 
independent monitoring of progress and a much closer 
engagement process to effect real change within the 
food and beverage industry.

Sustainability of monitoring efforts
The use of existing and underused data needs to be 
further explored to make monitoring systems more 
sustainable. Several sources of existing data in a wide 
range of countries can be reoriented for monitoring 
purposes. For example, Household Consumption and 
Expenditure Surveys are conducted on a nationally 
representative sample to characterise important aspects 
of household socioeconomic conditions. Optimisation 
of this existing data collection for nutrition monitoring 
has previously been recommended,343 which could be 
done in collaboration with The World Bank and FAO. 
Some efforts have been undertaken to engage the lay 
public in crowdsourcing data on food environments for 
monitoring purposes.344,345 Other routinely available open 
access datasets that assess community environments 
have proven to be useful proxies to measure environ­
ments, such as the walkability index and community 
fitness index.346 Additionally, mechanisms are needed to 
enable public health experts to access proprietary Big 
Data on food and beverage product sales, food marketing 
trends through social media, and geographic information 
systems that collect data on green spaces and food 
access for low­income community members in urban 
and rural settings.

Engagement processes
Engagement between all major actors is crucial in 
monitoring processes, to increase accountability. A 
strategic priority for UN agencies and many governments 
is to encourage the private sector, especially food 
companies, to create and implement actions that reduce 
obesity and diet­related NCDs. However, any such 
interaction has to guard against conflicts of interest. 
Corporations are governed by a fiduciary imperative 
which requires them to prioritise shareholder returns not 
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public health. This is elaborated elsewhere in the report 
in relation to policy, but monitoring and accountability 
systems are another opportunity for action.

Some lessons on the creation of relationships between 
independent monitors of action (eg, academia and civil 
society) and the main actors (eg, governments and food 
companies) can be learned from the work of INFORMAS 
and ATNI. Healthy Food Environment Policy Index 
(Food­EPI)347 engages policymakers in several ways: 
through verification of the evidence regarding govern­
ment implementation of policies, by acting as observers 
or raters during workshops, and by working with 
indepen dent experts to propose priority policies to fill the 
implementation gaps. The Business Impact Assessment 
on Obesity (BIA­Obesity) from INFORMAS and ATNI 
similarly engages with companies on gathering and 
scoring their commitments on obesity and population­
level nutrition.348

Better upstream monitoring systems are needed, with 
integration into the multiple UN­level commitments and 
implementation plans to improve accountabilities of actors 
and health and sustainability. An increased response to 
The Global Syndemic requires true multisectorial action, 
transparency, international accountability, and substantial 
investment in country­level monitoring systems. Other 
potential actors within accountability systems are also 
needed, such as investors and stock market indices.

Strategic funding
As NCD burdens increase globally, in both developed 
and developing economies, their projected public health 
and long­term medical care expenditures are rising 
dramatically. Development agencies have not seriously 
engaged in supporting LMICs to address NCDs. 
Only 2∙2% of development aid for health is allocated to 
NCDs, although NCDs are responsible for two thirds 
of deaths in LMICs, half of which occur under the age 
of 60 years (appendix p 52). Development agencies have 
been reluctant to support obesity prevention efforts in 
LMICs and have focused on reducing undernutrition. 
Nonetheless, development agencies, such as the World 
Bank, the Inter­American Development Bank, the Asian 
Development Bank, the African Development Bank, 
and the European Commission as well as some bilateral 
aid agencies, have a key role in preventing obesity and, 
even more broadly, to mitigate The Global Syndemic. 
These institutions have the potential to make direct 
investments in programmes or provide incentives and 
policy triggers for governments to enact double­duty or 
triple­duty actions that address The Global Syndemic 
(appendix p 52).

Development banks have several methods they can 
use to support action within countries. For example, 
investment lending involves agencies investing grant or 
credit resources to pay for inputs to governments for the 
design and implementation of programmes, such as 
obesity prevention programmes. When actions are 

needed at a policy level, agencies can use other 
mechanisms, such as disbursement policy loans, that 
include disbursement­linked indicators, wherein credits 
to countries can be designed with policy triggers linked 
to actions such as regulations on mandatory front­of­
pack food labels or implementation of fiscal policies for 
food. Funds are released if or when these clearly defined 
triggers are met. In other cases, countries, especially 
middle­income and high­income countries, sometimes 
request technical assistance or advisory services from 
agencies to design and implement relevant policies and 
programmes. These services are often negotiated not 
just with the ministries of health but also ministries 
of finance, commerce, industry, and other relevant 
ministries, as well as consumer associations, media 
associations, regulatory and legislative bodies, academia, 
and the corporate sector. This large conglomeration of 
potential actors makes these policies and programmes 
much harder to negotiate and equally hard to implement 
and monitor.

A combination of financial support from philanthropy 
and development agencies will be needed to support the 
efforts of countries to implement double­duty and triple­
duty actions to address the The Global Syndemic. The 
approach in Mexico of providing philanthropic funding to 
consumer and health NGOs to create public pressure for 
healthy policies, and to researchers, to evaluate their 
effects, could be applied in many other countries with 
adequate civil society and academic capacity. Given the 
funding for action in Mexico, an investment of $1 billion 
from philanthropic and other sources could plausibly 
support 100 countries of different sizes and stages of 
development to apply Mexico’s approach to double­duty 
or triple­duty actions towards mitigating The Global 
Syndemic. Compared with the annual $2 trillion costs of 
obesity alone, the return on investment will be substantial. 
The establishment of the Green Climate Fund has shown 
that tens of billions of dollars can be mobilised from high­
income countries to support mitigation and adaptation 
actions on climate change in LMICs. Much smaller 
amounts of funding for civil society organisations to 
demand double­duty or triple­duty actions from govern­
ments could help overcome the policy inertia that bedevils 
action on The Global Syndemic.

Strategic research
There are three major research areas to highlight, in 
which important gaps exist: the application of systems 
science to The Global Syndemic, research on the 
sociocultural factors that explain the variance in obesity 
and thus the sociocultural barriers and enablers of 
societal action, and research to address the policy inertia 
that is preventing policy progress.

The application of systems science to obesity is nascent 
and should be a priority for research. In particular, 
system dynamics models or agent­based computational 
models exist for each of the components of The Global 

For the Green Climate Fund see 
https://www.greenclimate.fund/

home
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Syndemic but no models that cover all components. A 
repository of systems models that address one or more 
aspects of The Global Syndemic would provide an 
opportunity for them to be replicated, tested, and 
extended across settings to develop generalisable patterns 
of system structure (generic structures) that can be used 
to address the evolving Global Syndemic. Systems 
science is inherently iterative, and there is potential to 
take models that have been tested and validated across 
contexts as a way to combine scientific knowledge 
across multiple disciplines and ecologies. Integration 
can be done sequentially with results from one set of 
computational models being used as inputs for other 
models (eg, using outputs from a system dynamics 
model of climate change to inform a model of food 
systems). It can also be done by integrating computational 
models using several methods (eg, hybrid modelling 
combining an aggregate model of a natural resource 
system and multi­agent model of individual consumers 
and organisations).

Sociocultural factors are probably the least explored 
determinants of obesity. If they can explain, to a large 
degree, differences in prevalence of obesity between 
populations, they might also identify differences in 
approaches to addressing obesity. The Pacific countries, 
which have the highest rates of obesity internationally, 
need to be included in a database of cultural dimensions. 
Overarching theories are needed that explain how these 
dimensions and other cultural factors related to food, 
fashion, and body size perception explain the national 
trajectories of obesity over time.

Implementation science approaches are also needed at 
the policy level and the community level to understand the 
contexts and drivers of successful policy im plementation. 
Similarly, at the community level, a priority question is 
how to implement comprehensive interventions across 
several settings to explain why some community 
programmes are effective and others are ineffective.

Recommendations
The central finding of the Commission’s work is that the 
future health of our people, environment, and planet 
will depend on the implementation of actions that 
concurrently address all aspects of The Global Syndemic. 
The Commission was mindful of the expansive list of 
evidence­informed recommendations for actions to 
address obesity, undernutrition, and climate change 
separately, including recommendations from previous 
Lancet Commissions and Series. After reviewing relevant 
evidence from many disciplines, this Commission 
identified six principles and developed nine recom­
mendations and more than 20 actions to maximise 
impact on The Global Syndemic.

Six underlying principles
We used six principles to identify the Commission’s 
recommendations for action that would underpin the 

existing specific policy recommendations for obesity, 
undernutrition, and climate change and that might help 
overcome the policy inertia they are facing. The actions 
recommended by the Commission should: (1) enhance the 
implementation of existing recommendations to address 
different aspects of The Global Syndemic; (2) be systemic 
in nature to influence feedback loops, power imbalances 
for government decision­making, policy, economic and 
social norms, and the purpose of the system; (3) target the 
underlying drivers of The Global Syndemic, especially 
policy inertia to implementation; (4) forge synergies with­
in civil society across diverse movements to improve 
health, environmental, and social equity outcomes; 
(5) produce multiple benefits through double­duty or 
triple­duty actions; and (6) reduce inequities by addressing 
their causes and improve the conditions for socially dis­
advantaged and discriminated populations.

Actions to maximise impact on The Global Syndemic
Effective responses to The Global Syndemic will be 
maximised if the following recommendations and specific 
actions are achieved progressively over the next decade.

Think in Global Syndemic terms
Thinking in Global Syndemic terms will allow actors to 
focus on common systemic drivers that need common 
actions. The Commission recommends that all actors 
frame their commitments and actions on the SDGs in 
syndemic and systems terms to show their inherent 
connectedness and systemic origins. For example, defining 
the problems using terms like malnutrition in all its forms 
and The Global Syndemic and defining actions that are 
double­duty or triple­duty. This will enhance the synergism 
and collective efforts of multiple actors across settings and 
sectors. The Commission also recommends that national 
governments add urgency to their commitments to reduce 
poverty and inequalities. The consequences of The Global 
Syndemic fall disproportionally on the poor and socially 
disadvantaged populations, making poverty reduction a 
central goal for action that aligns with SDG 1.

Join up the silos of thinking and action
Silos of thinking and action need to be linked by proactively 
creating platforms for collaborative work on common 
systemic drivers and double­duty or triple­duty actions. 
The Commission recommend that all actors create links 
across components of The Global Syndemic at all levels. 
Linking of initiatives at a global level (eg, SDGs and 
UNFCCC with the Decade of Action on Nutrition), 
national level (across health, education, social affairs, 
agriculture, and climate change ministries), and local level 
(eg, health and non­health organisations) will foster 
systemic thinking and double­duty or triple­duty actions.

Strengthen national and international agency governance levers
National and international agency governance levers 
need to be strengthened to fully implement policy 
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actions that have been agreed upon through inter­
national guidelines, resolutions and treaties. The 
Commission makes the following recommendations so 
that this strengthening can be achieved. First, national 
governments should fully implement their human 
rights obligations to protect socially disadvantaged 
populations, especially children and women, and 
mobilise the public and a broad range of civil society 
organisations to create healthy and active environments 
for all people. Second, they should also accelerate their 
national commitments to, and achievement of, the UN 
SDG agenda and the UN Decade of Action on Nutrition 
by establishing SMART targets and strengthening 
accountability mechanisms to achieve outcomes. Third, 
UN agencies and regional bodies (eg, European Union 
and Pacific Forum) should use their constitutional 
provisions to develop legally binding agreements such 
as a Framework Convention on Food Systems. Member 
States should ratify the treaty, and translate the 
principles and guidelines into national laws to protect 
their populations from practices that undermine 
healthy food environments. Fourth, the World Trade 
Organisation should recognise WHO guidelines and 
standards for nutrient profiling, food and beverage 
product labelling, and restrictions on unhealthy food 
and beverage marketing targeted to children. This 
action will prevent repeated trade and investment law 
challenges by companies in response to countries 
creating policies for healthier food en vironments. 
Finally, the World Bank, development agencies, and 
other funders should encourage double­duty or triple­
duty actions to address The Global Syndemic as an 
essential component of technical assistance and loans 
(appendix p 52).

Strengthen municipal governance levers
Municipal governance levers also need to be strengthened 
to mobilise action at the local level and create pressure 
for national action. Municipal governments should 
show leadership to implement double­duty or triple­
duty actions for The Global Syndemic. Cities are already 
responding to immediate problems such as pollution, 
congestion, and food insecurity. Therefore, implementing 
policies that address land use, active transportation, 
clean energy, and healthy food systems will serve as 
double­duty or triple­duty actions to improve the lives of 
their residents and future generations. To achieve this 
recommendation municipal governments should net­
work and share resources and innovative strategies to 
address The Global Syndemic. Many coalitions, alliances, 
and networks at the local level can empower and foster 
actions at the national, regional, and global levels.

Strengthen civil society engagement
Strengthening of civil society engagement will encourage 
systemic change and pressure for policy action at all 
levels of government to address The Global Syndemic. 

Philanthropic investments and investors should create a 
global Food Fund to support civil society pressure for 
healthy and sustainable diets and food systems. 
Alongside the calls for a $70 billion effort needed to reach 
the global targets on reducing undernutrition,349 a much 
smaller investment (eg, $1 billion) in strengthening 
social advocacy and social lobbying of civil society would 
greatly increase the demand for policy action on healthier 
food environments.

Reduce the influence of large commercial interests on public 
policy development
The influence of large commercial interests on the public 
policy development process needs to be reduced so that 
governments can implement policies in the public interest 
that benefit the health of current and future generations, 
the environment, and the planet. Governments should 
adopt and institutionalise clear, transparent, and robust 
guidelines on conflicts of interest and processes for policy 
development and implementation. They should also 
strengthen democratic institutions, such as freedom of 
information laws, declarations of political donations, 
independent ombudsman and commissioner positions, 
and platforms for civil society engagement in public policy 
decision making.

Strengthen accountability systems
To strengthen accountability systems for policy actions 
that address The Global Syndemic, the Commission 
makes the following recommendations. First, UN 
agencies should develop metrics for upstream 
monitoring of policy implementation and healthy 
environments to reduce malnutrition in all its forms 
and decrease greenhouse gas production. Parallel 
reporting to the UN agencies by governments and 
civil societies will enhance independent accountability. 
Second, the UN human rights treaty bodies, Human 
Rights Council Special Procedures, and the UN 
Interagency Task Force on NCDs should monitor state 
actions on protecting and promoting human rights in 
the context of The Global Syndemic. Third, NGOs and 
academia should scale up their monitoring systems on 
food policies and integrating similar approaches for 
physical activity policies and climate change policies. 
The existing food monitoring platforms, such as 
INFORMAS, ATNI and NOURISHING should join 
forces with UN agency monitoring and with monitoring 
platforms for physical activity and climate change 
policies. Finally, regional and global political and 
economic platforms, such as the World Economic 
Forum, Association of Southeastern Nations, and G20, 
should place The Global Syndemic high on their 
economic agendas. Because The Global Syndemic has 
enormous economic consequences, monitoring and 
mutual accountability systems for action at economic 
forums will protect national, regional, and global 
economies.
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Sustainable and health-promoting business models for the 
21st century
Creating sustainable and health­promoting business 
models for the 21st century will shift business outcomes 
from a short­term, profit­only focus to sustainable, 
profitable models that explicitly include benefits to society 
and the environment. To achieve this goal, first, national 
governments should eliminate or redirect subsidies away 
from products that contribute to The Global Syndemic 
towards production and consumption practices that are 
sustainable for human health, the environment and the 
planet. Reducing subsidies to oil companies and large 
monocultural agricultural firms would allow subsidies to 
be directed towards innovations in sustainable energy 
and transportation and healthy, local food systems.
Second, government, business, and economic thought­
leaders should develop economic systems that include 
the costs of ill­health, environmental degradation, and 
greenhouse­gas emissions in the costs of products. 
Simultaneously, investments must be made to help those 
on low incomes manage financially as the full costings 
and circular economies develop. Convening organisations 
like the World Economic Forum could help to redefine 
the business models for the 21st century and lead the 
shift away from narrow, profit­maximisation models into 
broader models better able to deliver for people, planet, 
and prosperity. Third, governments should ensure 
information is readily available to consumers on the 
environmental footprints and health impacts of products. 
Such full disclosure will allow consumers to make fully 
informed choices and will create a demand­driven 
pressure for businesses to shift to healthier and more 
sustainable practices and products.

Focus research on The Global Syndemic determinants and actions
Creating an evidence base of systemic drivers and 
actions, including traditional approaches to health and 
wellbeing, will require research focused on The Global 
Syndemic determinants and actions. The Commission 
recommends that collaborations of scientists, policy 
makers, and practitioners co­create policy­relevant, 
empirical and modelling studies on the dynamics of 
aspects of The Global Syndemic and the effects of 
double­duty or triple­duty actions and systems 
approaches. Sharing results with policy makers will 
help them understand the systems they seek to 
influence and evaluate how effective their policies 
might be. The Commission also recommends that 
agencies fund research on indigenous and traditional 
knowledge to understand the paradigms, practices, and 
products that will promote better planetary health. An 
international Seven Generations Fund (decision 
making for seven generations to come) across several 
research funding agencies would help to resuscitate 
indigenous and traditional knowledge and wisdom 
about food systems, use of biodiversity, world views, 
and collective approaches to common challenges.

Future montitoring
Monitoring the progress for the aforementioned actions 
recommendations will be an ongoing task for 
the Commission and will link well with the existing 
Lancet Countdown on Climate Change and Health 
(panel 16). Many reports are being published on 
achieving better human health, reducing socioeconomic 
in equalities, achieving sustainable agriculture and 
diets, and reducing anthropogenic environmental 
damage. The concept of The Global Syndemic has the 
potential to bring these closely aligned challenges 
together under one umbrella and to advance actions 
and accountability to the next level needed to achieve 
planetary health.
Contributors
BAS and WHD co­chaired the Commission and were the lead writers for 
the report. VIK was also part of the lead writing team. Commissioners 
and Fellows attended one or more of the three face­to­face meetings 

Panel 16: Accounting monitoring for propositions

Between 2008 and 2018, several Lancet Commissions examined the effects of climate 
change on human health and planetary health. To track progress on health and climate 
change, the Lancet Commission on Health and Climate Change established the Lancet 
Countdown in 2015,39,350,351 a broad international coalition of experts that assess and 
report biennially on 31 indicators distributed across five domains. The domains and 
indicators most relevant to The Global Syndemic are shown below.

1. Health impacts of climate hazards
Indicator 1.7. Food security and undernutrition. Indicators should also include obesity to 
assess the impact of double-duty or triple-duty actions.

2. Health resilience and adaptation
Indicator 2.1. Integration of health into national adaptation plans. Indicators here could 
also assess the extent to which national double-duty or triple-duty policy actions are 
established and implemented.

3. Health co-benefits of climate change resilience and mitigation
Indicator 3.7. Active travel infrastructure and uptake. Policies and environments that 
promote active travel through public transportation are double-duty duty actions that 
will increase physical activity and reduce greenhouse-gas emissions from car and other 
motorised vehicle use.

Indicator 3.8. Greenhouse-gas emissions from food systems and healthy diets. This 
indicator could also promote a plant-based diet and reduce meat consumption among 
populations, which represents a double-duty action to reduce obesity, heart disease, and 
diet-related cancers, as well as reduce methane production from agricultural livestock.

4. Economics and finance
Indicator 4.4. Value the health co-benefits of climate change mitigation and climate 
resilience. These indicators could also capture the financial impact of reduced 
comorbidities associated with increased physical activity and reduced obesity to drive the 
ongoing investment in double-duty and triple-duty actions.

5. Political and broader engagement
Indicator 5.1. Public engagement with health and climate change. Public mobilisation will 
be essential to create the political demand to reduce The Global Syndemic. This indicator 
could also monitor how linking the pandemics of obesity, undernutrition, and climate 
change could unite currently diverse and disparate constituencies worldwide.
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and/or the consultation workshops and all were part of several writing 
groups established to write the initial drafts of the sections. All 
Commissioners and Fellows contributed through comments on multiple 
versions of the report. SF, PSH, MS, CH, BL, SG, and AP hosted 
consultation workshops in their institutions.
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