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ABSTRACT
Despite progress on the Millennium and Sustainable 
Development Goals, significant public health challenges 
remain to address communicable and non-communicable 
diseases and health inequities. The Healthier Societies 
for Healthy Populations initiative convened by WHO’s 
Alliance for Health Policy and Systems Research; the 
Government of Sweden; and the Wellcome Trust aims 
to address these complex challenges. One starting 
point is to build understanding of the characteristics 
of successful government-led interventions to support 
healthier populations. To this end, this project explored 
five purposefully sampled, successful public health 
initiatives: front-of-package warnings on food labels 
containing high sugar, sodium or saturated fat (Chile); 
healthy food initiatives (trans fats, calorie labelling, 
cap on beverage size; New York); the alcohol sales and 
transport ban during COVID-19 (South Africa); the Vision 
Zero road safety initiative (Sweden) and establishment of 
the Thai Health Promotion Foundation. For each initiative 
a qualitative, semistructured one-on-one interview with 
a key leader was conducted, supplemented by a rapid 
literature scan with input from an information specialist. 
Thematic analysis of the five interviews and 169 relevant 
studies across the five examples identified facilitators of 
success including political leadership, public education, 
multifaceted approaches, stable funding and planning 
for opposition. Barriers included industry opposition, 
the complex nature of public health challenges and 
poor interagency and multisector co-ordination. Further 
examples building on this global portfolio will deepen 
understanding of success factors or failures over time in 
this critical area.

INTRODUCTION
Addressing global public health challenges 
has been a major focus of the United Nations 
Millennium Development Goals (MDGs) from 
2000 to 20151 and subsequently the current 
Sustainable Development Goals.2 The 2015 
MDG report highlighted major progress—for 
example, halving of the child mortality rate 
and a 45% drop in maternal mortality rate 

between 1990 and 2015.3 However, significant 
challenges remain. The COVID-19 pandemic 
contributed to 15 million global deaths in 
2020 and 2021; triggered a substantial rise in 
mental illness; stymied progress on universal 
health coverage; hampered progress against 
HIV, tuberculosis and malaria; and severely 
impacted the health workforce. Regional 
disparities on maternal and child health 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Addressing global public health challenges remains 
a complex challenge for governments around the 
world.

	⇒ This has led to calls to strengthen global networking 
and knowledge sharing to optimise efforts to pro-
mote healthy populations.

WHAT THIS STUDY ADDS
	⇒ This study drew on rapid evidence and practice re-
view principles to bring together five ‘mini-reviews’ 
(Google Scholar search and one semistructured in-
terview) of successful government-led interventions 
to promote healthier populations spanning a broad 
range of settings and topics.

	⇒ Facilitators of success across the examples includ-
ed political leadership, public education, multifac-
eted approaches, stable funding and planning for 
opposition.

	⇒ Barriers included industry opposition and poor inter-
agency and multisector co-ordination.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ This starting portfolio of five examples outlines a 
novel, reproducible approach designed to facilitate 
further examples with minimal resource cost.

	⇒ Adding to this portfolio would build a rich picture of 
key factors aiding or hindering public health efforts 
around the world.

	⇒ Governments, practitioners and researchers can use 
this information to optimise investment and reduce 
risk in addressing this critical area of ongoing need.
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remain; more children are missing essential vaccines for 
other diseases4; and non-communicable diseases caused 
by tobacco, alcohol, poor diet, lack of physical exercise 
and air pollution are compounding these COVID-19 and 
other health burdens.5 Threats and challenges with the 
rapidly changing climate are also increasingly threat-
ening human and planetary health.6

To address these complex, intersecting challenges the 
WHO’s Alliance for Health Policy and Systems Research; 
the Government of Sweden; and the Wellcome Trust 
formed the Healthier Societies for Healthy Populations 
initiative in February 2020. The initiative aims to develop 
a global systems and policy research agenda to underpin 
efforts to promote healthy populations through global 
networking and codesign.5 This effort harnesses oppor-
tunities unlocked by the COVID-19 pandemic for 
governments to work creatively to optimise global health 
beyond the avoidance and management of major health 
emergencies.7

Advancement of the Healthier Societies for Healthy 
Populations agenda will be optimised if success factors 
or failures across a broad array of policy processes can 
be better understood. As a first step towards building 
such understanding, the group commissioned a rapid 
review with the primary aim of exploring characteristics 
of successful or less successful primarily government-led 
interventions to support healthier populations.

METHODS
The review drew on established review methodologies. 
Rapid reviews are a form of knowledge synthesis accel-
erating traditional systematic review processes by stream-
lining or omitting some review tasks.8 Examples include 
focusing on particular types of evidence (eg, only evalu-
ating reviews rather than primary studies, or not including 
grey literature); searching a smaller number of academic 
databases; and limiting the time period.9 Evidence and 
practice reviews combine rapid or systematic reviews with 
information from a small number of one-on-one inter-
views or focus groups. The purpose of the interviews is 
not to provide a comprehensive qualitative exploration, 
but to supplement and contextualise global published 
knowledge in specific contexts or settings.10 Such prac-
tice exploration can provide vital insights.11 12

We adapted these established methods to address the 
specific remit of this review. A key challenge was that 
‘healthy populations’ needed to be defined broadly 
because the scope of Healthier Societies for Healthy 
Populations not limited to a specific health, population 
or other domain. Given a desktop rapid review was unfea-
sible even using rapid review approaches, we conducted a 
series of ‘mini-reviews’ focusing on ‘outlier examples’—
which we define for the purpose of this review as govern-
ment-led interventions to promote healthier populations 
which have documented evidence of successful outcomes. 
These ‘outlier examples’ were purposefully sampled 
based on deliberations by the Healthier Societies for 

Healthy Populations group. Specifically, authors on this 
paper who were also part of the Healthier Societies for 
Healthy Populations group (AN, RM and SD) shortlisted 
a series of candidates based on their knowledge and the 
deliberations from the Healthier Societies meetings. The 
author team then deliberated on a selection that aimed 
to represent different geographical regions and include 
high-income and low-income/middle-income coun-
tries. Our final selection of five examples reflected these 
considerations as well as key population health issues 
identified by the Healthy Societies group—tobacco and 
alcohol use, obesity and preventable injuries (5):
1.	 Front-of-package warnings on food labels containing 

high sugar, sodium or saturated fat (Chile).13

2.	 Multifaceted healthy food initiative
	– Restriction on the use of trans fats.
	– Calorie labelling in food service outlets.
	– Cap on the size of sugary beverages sold (New 

York).14

3.	 Alcohol sales and transport ban during COVID-19 
(South Africa).15

4.	 Vision Zero road safety initiative (Sweden).16

5.	 Establishment of the Thai Health Promotion 
Foundation (Thailand).17

Given the examples included those from low-income 
and middle-income countries an author reflexivity state-
ment was completed (online supplemental file 1).18 For 
each example, a single semistructured one-on-one inter-
view was undertaken by a member of the research team 
(PB, AW and PK) with a person with leadership, in-depth 
knowledge and/or deep experience of the intervention. 
The interview framework (online supplemental file 1) 
focused on gathering high-level reflections on success 
factors for the intervention and barriers to implementa-
tion. It was not appropriate or possible to involve patients 
or the public in the design, or conduct, or reporting, or 
dissemination plans of our research.

For the literature scan a specialist librarian developed 
a Google Scholar search string pertaining to each initia-
tive, informed by relevant studies already known and/or 
supplied by the interviewee (online supplemental file 2). 
The researcher who conducted the interview screened 
the first 50 Google Scholar results, ordered by relevance. 
Eligible articles were those in English with a primary 
focus on at least one of four characteristics pertaining to 
the outlier example:

	► Theory of change (how the policy intervention is 
postulated to work).

	► Effectiveness (studies empirically testing the interven-
tion or presenting evaluation findings).

	► Spread (evidence that the intervention has seeded 
similar interventions elsewhere and/or is itself 
adopted from a previous intervention elsewhere).

	► Implementation considerations (barriers, facilitators, 
adapting to different contexts).

Key themes for the interviews, and information 
pertaining to these four characteristics, were consol-
idated into a short report for each outlier example 
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(online supplemental file 3). Analysis of themes across 
the examples focused on identifying cross-cutting themes 
across the broad array of interventions and settings, in 
particular barriers and facilitators to successful interven-
tions. These are the focus of the results section presented 
below.

RESULTS
The five interviews were undertaken between 17 August 
2022 and 31 August 2022. Interview durations ranged 
from 26 to 52 min, with an average duration of 36 min. 
Following examination of titles, abstracts and where 
necessary full-text references, a total of 169 studies (48%) 
were deemed relevant across the examples (online 
supplemental file 3).

Facilitators and barriers to success of initiatives
Table 1A,B presents facilitators and barriers of successful 
interventions across the five examples, respectively, high-
lighting those identified in interviews (shaded cells) and 
supported by published studies (numbers within cells). 
These are described below with supporting quotes from 
the interviews (italicised text).

Facilitators
The most frequently identified facilitator was political 
leadership, which was identified in all five interviews 
and in two published studies—for example, ThaiHealth 
‘is governed by a board chaired by Prime Minister…and it is 
a multi-sectoral multi-stakeholder governing board.’ Public 
education and awareness campaigns were also prominent 
facilitators (three interviews, three published studies)—
for example, the ThaiHealth initiative involved social 
marketing to raise awareness combined with advocacy to 
create a conducive environment for behaviour change.19 
Using a multifaceted approach and drawing on an 
evidence base were each supported by three interviews: 
‘…in Chile, the government really has the tradition of receiving 
a lot of knowledge from the academia. So it’s very typical that 
they call experts to comment or receive advice’ (table 1A).

The ability to foresee and address opposition argu-
ments was also seen as critical across four of the five 
outlier examples: ‘I certainly didn't want to stick my head out 
there, so I brought in other experts and civil society people and 
worked very hard with the media to defend the policy’ (Alcohol 
ban, South Africa). Another strategy described for dealing 
with opposing interests was paying careful attention to 
who is involved in intervention design; ‘I don't think that 
industry should be, or at least big corporates should be included 
in the discussion of defining the goals or the limits of policies, 
if we are really interested in promoting health.’ (Food labelling, 
Chile) Shared goals were highlighted as facilitators in 
the food labelling20 and road safety interviews,21 both 
of which were characterised by the need for multiple 
organisations/agencies to work collaboratively. Another 
key ingredient was the involvement of stakeholders to 
build coalitions (three interviews), illustrated by this 
reflection from the New York example: ‘There are ways of 

doing successful advocacy. You get as many people on board as 
possible.’

Less-frequently reported ingredients of success were 
also observed. The ‘invisibility’ of removal of trans fats 
in New York City was seen as a factor in its success: ‘They 
went around and told restaurant people they were doing this, 
demonstrated that nobody could see, taste or smell the difference.’ 
The alcohol sales ban in South Africa took advantage of a 
window of opportunity presented by COVID-19, leading 
to dramatic reductions in alcohol-related violence, injury 
and death. Unlike other examples, the Vision Zero initia-
tive was characterised by a shift in the understanding of 
road trauma. The degree to which legislators bought 
into the idea of a systems approach to road safety, as 
opposed to a narrower focus on individual behaviour and 
responsibility, was seen as pivotal to the implementation. 
Crucially, Vision Zero advanced a compelling proposi-
tion to encourage this shift: “it becomes impossible to say no 
[to the proposition of aiming for zero road deaths], because you 
would be seen as cold-hearted … the minister … made it her 
own saying, ‘Road traffic should be as the workplace. Everyone 
should be expected to come home alive after a workday or in road 
traffic.’

Barriers
Of the identified barriers to success, industry opposition 
was a dominant theme, being represented across four 
of the five interviews and two supporting studies.20 22 
Equally prominent was negative employment and trade 
implications, noted in the Chile23 24 and South Africa 
examples.25 26 Although impact on food and beverage 
industry profits was minimal in the Chile example,23 
economic impacts of the South Africa alcohol bans 
resulted in unemployment, which was described as a 
factor in promoting violent behaviour25 and imposing 
negative impacts on existing inequalities in the accom-
modation and tourist workforce sector.26 For both food 
labelling27 and Vision Zero,28 co-ordination between 
sectors and industries to collectively address a system 
issue was a major challenge. The barrier of unintended 
consequences was noted across two interviews, with each 
supported by two published studies—the South African 
alcohol ban highlighted unintended consequences of 
alcohol withdrawal (which caused a similar ban in France 
to be overturned) and a rise in illegal brewing29 30; New 
York’s health food initiatives were capable of being 
bypassed by consumers either going into nearby jurisdic-
tions where the initiatives were not active31 or by taking 
advantage of free refills32 (table 1B).

Insights from the literature
Table 2A–D summarises key themes from literature across 
the key characteristics of theory of change, effectiveness, 
spread implementation considerations.

Theory of change
Behavioural psychology underpins many of the included 
examples. Front of package labelling, employed in the 
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Table 1  (A) Facilitators and (B) barriers associated with outlier examples based on key themes from interview (shaded boxes) 
and published studies (numbered references)

Food labels 
Chile

Healthy food 
NYC

COVID-19 ban 
South Africa

Vision Zero 
Sweden ThaiHealth

(A) Facilitators (n interviews, n references)

 � Political leadership (5, 2) 21 19

 � Public education (3, 3) 54 55 19

 � Evidence based (3, 2) 20 19

 � Multifaceted (3, 2) 56 57

 � Addressing opposition arguments (4, 0)

 � Shared goals (2, 2) 20 21

 � Involving stakeholders (3, 0)

 � Data insights/information systems (2, 1) 58

 � Public support (1, 2) 58 59

 � Multidisciplinary teams (2, 0)

 � Economic case for action (2, 0)

 � Shift in thinking about the problem (1, 1) 21

 � Political continuity (1, 1) 60

 � Independent of bureaucracy therefore able to 
partner with others (1, 1)

19

 � Broad legislative scope (1, 0)

 � Common goal (1, 0)

 � Positive industry response/compliance (1, 0)

 � ‘Invisible’ change (trans fat removed) (1, 0)

 � Connection of public health with healthcare system 
(1, 0)

 � Window of opportunity (1,0)

 � Bipartisanship (1, 0)

 � Presence of a similar initiative (1, 0)

 � Stable funding (1, 0)

 � Ability to incubate related institutions (1, 0)

 � Accountability and transparency through civil 
society participation (1, 0)

(B) Barriers (n interviews, n references)

 � Employment and trade implications (2, 4) 23 24 25 26

 � Industry opposition (4, 2) 20 22

 � Poor co-ordination between agencies (2, 2) 27 28

 � Freedom of choice argument (1, 3) 50 61 62

 � Consumers can bypass law (1, 2) 31 32

 � Associated consequences—alcohol withdrawal, 
illegal brewing (1, 2)

29 30

 � Developing operational definitions for creating laws 
(1, 1)

20

 � Involving multiple stakeholders (1, 1) 20

 � Political changes (1, 1) 20

 � Other contributing factors to the problem not 
addressed (1, 0)

 � Multiple stakeholder groups opposed (1, 0)

 � Presumes information leads to behaviour change 
(1, 0)
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Chile and New York City initiatives, was postulated to 
have dual effects—priming consumers with information 
that will influence their purchase and encouraging manu-
facturers to produce healthier products.33–35 Capping 
beverage size, known in behavioural science as manipu-
lating ‘choice architecture’, is based on research showing 
that people tend to eat from bigger containers inde-
pendent of their appetite or palatability of the food.36 37 
Finally, ThaiHealth’s use of social marketing combined 
with strategically networked advocacy partnerships is 
based on the insight that awareness alone is insufficient 
to change behaviour—a conducive environment is also 
required.19 The remaining examples represent different 
approaches. The alcohol ban in South Africa related to 
the association of alcohol with the undermining of social 
distancing during the COVID-19 pandemic.22 38 Vision 
Zero represented a philosophical shift in thinking about 
the balance between individual responsibility and the 
role of system operators in contributing to road trauma 
and by extension, road safety39 (table 2A).

Effectiveness
For all examples there was peer-reviewed research 
demonstrating positive effects of the interventions. Liter-
ature on food labelling showed positive effects on refor-
mulation by manufacturers and consumer knowledge 
but evidence was mixed on the effect on purchasing, 
especially over time.40 41 Research demonstrated that 
reducing trans fats lowered hospital admissions for heart 
attacks and capping beverage size reduced consump-
tion in New York.42 The South African alcohol bans had 
dramatic impacts on assaults,43 death rates44 and trauma 
admissions.25 The ban also reduced alcohol consump-
tion, but not in problem drinkers.45 Vision Zero initia-
tives demonstrated positive impacts on road fatalities, 
proportional to the extent to which system changes were 
scaled up.46 ThaiHealth reported decreased smoking, 
alcohol consumption, alcohol-related road accidents and 
positive return on road safety investment19 (table 2B).

Spread
Across all examples, there was widespread evidence that 
the strategies employed had been used in other places. 
Food labelling has been adopted in at least three coun-
tries other than Chile47; restricting of trans fats has spread 
to over 40 countries42; alcohol bans were introduced in at 
least 8 other countries during COVID-1929 30; and both 
Vision Zero48 and the ThaiHealth models have been 
adopted across many countries19 (table 2C).

Implementation considerations
Implementation considerations broadly reflect the facil-
itators and barriers previously described in table  1A,B, 
respectively. The food labelling initiative in Chile was 
challenged due to lack of a legal precedent and poten-
tial impact on profits—this was countered by arguments 
pertaining to the obesity prevalence in children.20 Legal 
challenges49 and freedom of choice arguments50 were 
also successfully navigated in New York. The alcohol bans 
in South Africa were ultimately unsustainable due to a 
range of unanticipated outcomes29 leading to consider-
ation of other strategies such as taxes and health warn-
ings.51 As a complex, multistakeholder strategy, Vision 
Zero relied on a number of complementary factors such as 
information campaigns and a European Union directive 
concerning road safety management.39 A key facilitator 
for ThaiHealth was the health promotion broadcasting of 
the Thai Public Broadcasting Service19 (table 2D).

DISCUSSION
This study explored five successful government-led inter-
ventions to support healthier communities to identify 
barriers and facilitators within and across the interven-
tions. A unique rapid review approach of a single qual-
itative one-on-one interview supplemented by a limited 
literature search was employed. Thematic analysis of the 
5 interviews and 169 relevant studies across the 5 exam-
ples revealed that:

	► Facilitators of success included political leadership, 
public education, multifaceted approaches, plan-
ning for opposition arguments and stable ongoing 
funding.

	► Barriers included industry opposition, dealing with 
the complex nature of public health challenges, 
economic consequences that disadvantaged individ-
uals, poor planning for flow-on effects (eg, alcohol 
withdrawal) and poor interagency and multisector 
co-ordination.

	► The identified examples were generally under-
pinned by established behavioural science principles 
including priming of consumers, strategic advocacy 
to create change-compatible environments and 
reframing of the issue from an individual to a systems 
level.

	► All examples empirically demonstrated positive 
impacts including changes to food manufacturing, 
reduced hospital admissions, reduced death rates and 
decreased alcohol and tobacco consumption.

Food labels 
Chile

Healthy food 
NYC

COVID-19 ban 
South Africa

Vision Zero 
Sweden ThaiHealth

 � Government inefficiencies and staff turnover (1, 0)

 � Not sustainable (even when watered down)

NYC, New York City.
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Table 2  Summary of findings from literature by theme

Initiative Key findings from literature and supporting references

A.Theory of change

 � Food labels (Chile) Front of package (FOP) labels are postulated to work by providing consumers with additional 
information about contents of the food or beverage thereby encouraging them to choose the healthier 
option.33 It is also said to work at the industry level by encouraging manufacturers to improve their food 
and beverage items.34

 � Healthy food (New 
York City NYC)

Provision of information about calories will inform decision-making about food purchases.35

Adverse health effects of trans fats have been demonstrated.63

Cap on the size of sugary beverages sold changes choice architecture which means knowledge about 
caloric intake is less relevant;36 people eat more from bigger containers even if not hungry and food not 
palatable.37

 � COVID-19 Alcohol 
sales and transport 
ban (South Africa)

Alcohol use associated with undermining of social distancing and compromising immune response.22 38

 � Vision Zero road 
safety (Sweden)

Vision Zero is based on the ideas that responsibility for road safety is not limited to the actions of road 
users; it is also a responsibility of system operators: “tradition and road traffic rules for the road users 
have been used as an excuse for not undertaking necessary system changes and modifications” (p. 2) 
… “It is human to make mistakes, and we must design for the human as we are, not the perfect human 
that in reality does not exist” … (p. 4). System modifications, for example, airbags and road safety 
barriers, are designed based on strategies to “control, harness, reduce, cushion, or redirect harmful 
kinetic energy”, which was described as a key contributor to road traffic injury and death as far back as 
1970.64 Ways of holding road users accountable through road laws such as speed and alcohol limits are 
well understood. The theory of change for system designers is similar, but based on formal regulations 
and road safety standards, for example, mandating airbags in car manufacturing.39

 � ThaiHealth 
(Thailand)

Social marketing is combined with strategically networked advocacy partnerships to promote both 
awareness-raising and behaviour change—based on the realisation that awareness alone is not 
sufficient for behaviour change; a conducive environment is also required.19

B. Effectiveness

 � Food labels (Chile) There is evidence to suggest FOP labels change food at the system level by encouraging industry 
through reformulation of products.40 There is also evidence to suggest consumer’s knowledge is 
changed by the use of FOP.41 Little evidence for the ongoing effects of FOP on consumer behaviour.34 
In Mexico, consumers were mistrusting of the labels.65

 � Healthy food 
(NYC)

Some evidence that people who see calorie labels purchase less calories.35 66 However, awareness 
and impact may wane over time67 and interpretation of meaning of messages may be difficult.68 Mixed 
evidence re labelling and BMI69 70 and impact on ordering.71 72

Restriction on the use of trans fats led to lower hospital admissions for heart attacks.42

Cap on the size of sugary beverages sold appeared to lower consumption when in place.73

 � COVID-19 Alcohol 
sales and transport 
ban (South Africa)

80% decrease in rapes and aggravated assaults,43 halving of the unnatural death rate,44 reduction 
on trauma admissions especially violence related.74 75 Reduced consumption, but not in problem 
drinkers.45

 � Vision Zero road 
safety (Sweden)

‘2+1’ roads (standard 2-lane road is converted to three lanes to create an overtaking lane which 
alternates every few kilometres, with the two directions separated by a physical barrier)76 reduced risk 
of fatality by 80%.77 Lowering speed limits has been shown to reduce fatalities.46 78 Reduction in road 
deaths per 100 000 people from 6 to 4.7 in the decade following implementation of Vision Zero.46 Where 
large-scale attempts to implement design principles have been made, fatalities can be reduced by up to 
90% compared with 2%–3% reduction in areas where no such improvements have been made.46

The Decade of Action for Road Safety 2011–2020 aimed to stabilise, then reduce the global number 
of road fatalities. Although global road deaths are below the 1.9 million in a ‘no action’ scenario, these 
aims were not met.79

 � ThaiHealth 
(Thailand)

Decrease in smoking prevalence from 25.47% to 19.94%; 13% decrease in alcohol consumption; 
alcohol free Buddhist lent period led to 20% reduction in road accidents from drunk driving; road safety 
return on investment 130.2 baht for each 1 baht invested.19

C. Spread

 � Food labels (Chile) Other countries have followed Chile’s use of FOP labels—Peru, Uruguay and Mexico; Australia uses a 
star image system.47
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	► Spreading of the interventions across countries and 
other jurisdictions was demonstrated.

Strengths and limitations of the study warrant mention. 
The methodological approach was novel—rather than 
trying to conduct an overarching search, which would 

have not been feasible given the breadth of the topic, we 
purposefully sampled a ‘starting set’ of five examples. A 
similar approach was used by Webster et al52 who under-
took a retrospective analysis of salt reduction programmes 
in four purposefully selected countries through desktop 

Initiative Key findings from literature and supporting references

 � Healthy food 
(NYC)

Calorie labelling laws spread to other states, cities and countries following their introduction in NYC.35 80

Restriction on the use of trans fats has been adopted in >40 countries.42

 � COVID-19 Alcohol 
sales and transport 
ban (South Africa)

Other countries that instituted pandemic-associated alcohol restrictions included India, Nepal, Slovenia, 
India and Thailand29 Georgia, Greenland and Russia.30

 � Vision Zero road 
safety (Sweden)

Vision Zero approach has been adopted across many countries including Norway, Australia, New 
Zealand, Poland, UK, Germany, USA and India. However, implementation is in various stages and 
implementation challenges have been reported, for example, political commitment and funding.48 81

 � ThaiHealth 
(Thailand)

ThaiHealth has supported establishment of similar organisations in Malaysia, South Korea, Mongolia 
and Tonga; there is an International Network of Health Promotion Foundations further reflecting global 
spread—Austria, Taiwan as well as the above countries.19

D. Implementation considerations

 � Food labels (Chile) Villalobos Dintrans20 notes barriers including involving multiple stakeholders, political changes and 
the process undertaken to define the law (lack of legal precedent). The law faced challenges from the 
food and advertising industries due to potential impacts on profits. This was countered by arguments 
spotlighting the need for drastic changes to affect change and reduce the prevalence of obesity in 
children. Practical lessons learnt through the process included separate consideration of the law vs the 
implementation; enabling time for consensus; strategic alliances; and broad goal setting.

 � Healthy food 
(NYC)

Calorie Labelling in food service outlets: consider complementary strategies56 such as altering portion 
size and meal composition57 state and health departments ultimately succeeded after two legal 
challenges49 consider unintended consequences, for example, value for money for calories82

Restriction on the use of trans fats: Consider the need for health education programmes about trans 
fats54 55 including nutrition recommendations; awareness campaigns and voluntary / mandated 
labelling;83 freedom of choice argument50

Cap on the size of sugary beverages sold; Soda taxes have been opposed successfully in a number of 
US states; positive messaging better than negative campaigns;37 freedom of choice arguments61 84 can 
be circumvented, for example, free refills.32

 � COVID-19 Alcohol 
sales and transport 
ban (South Africa)

Raised awareness of the impact of alcohol on the community—trauma, domestic violence22

Unanticipated outcomes need consideration—alcohol withdrawal syndrome, including associated 
suicide; illegal home brewing/black market, looting, death from alcohol toxicity29 30 44, less informal 
alcohol trade=other income needed22

Industry opposition and lobbying need managing22

Consider employment/tourism implications on alcohol bans26 74

Given bans not sustainable, consider other measures, for example, excise taxes, minimum unit pricing, 
impactful health warnings, purchase limits; ban on the marketing of alcohol51

Other factors influencing alcohol use during COVID-19 closure of hospitality, belief that alcohol is 
therapeutic for COVID-1985

 � Vision Zero road 
safety (Sweden)

Distributing road safety responsibility beyond road users to system designers is complex28 and 
influenced by other government efforts (eg, information campaigns around car safety ratings/
benchmarking) and external factors (eg, European Union directives)39

Facilitators21 include innovative thinking; institutionalised into policy with sustainable ongoing funding, 
demonstrated impact in Sweden; road safety education; shared commitment to goals across multiple 
agencies and stakeholders; and strong gov leadership, coordination and buy-in21

 � ThaiHealth 
(Thailand)

Strategic alliances more effective than isolated initiatives19

The Thai Public Broadcasting Service created a means of broadcasting health promotion efforts19

Four key ingredients of success—sustainable funding; strategic multisectoral approach; cutting-edge 
innovations; proficiency in policy advocacy and social marketing19

Independence from government bureaucracy enables efficient partnerships with others19

BMI, body mass index.
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review and qualitative interviews. Their approach was 
more in-depth with respect to qualitative enquiry, with 
8–15 people interviewed from each country; however, 
unlike our approach, they were not able to empirically 
demonstrate positive impacts of any of the initiatives 
because the examples were not selected on this basis.52 
However, this example does support the viability of a 
combined desktop review and qualitative approach for 
elucidating barriers and facilitators to implementation of 
public health interventions.

The rationale for our minimalist review and interview 
approach targeting positive examples was twofold—first, 
to begin the process of distilling emerging ‘key ingre-
dients’ that appear associated with success; second, 
to provide a framework to enable other researchers 
to build on this starting portfolio. Each of the mini 
reviews involved between 2 and 3 days of research work, 
including ethics, arranging the interview, conducting 
the Google Scholar search and writing up the example. 
This was designed to enable public health researchers 
and organisations around the world to build on the 
portfolio to create a progressively richer picture of 
government-led initiatives designed to support healthier 
populations. Distributing the research effort in this way 
carries the dual advantages of minimal unit cost and a 
potentially wide sampling frame. This approach also has 
limitations. The ‘mini-review’ approach has not been 
validated against more established review techniques. 
However, such validation is arguably more critical where 
point estimates of effect are required as in examples of 
similar interventions across different settings. Addition-
ally, no firm conclusions on ‘what works’ were either 
sought or made. To sharpen the picture emerging from 
this exploration, more examples need to be adding to 
this starting portfolio using the same approach. Finally, 
the identified examples are predominantly ‘positive’ 
outliers. This means that some factors seemingly associ-
ated with success may also be present in failed initiatives, 
and learnings from what has not worked have not been 
captured. This could be addressed through sampling of 
further unsuccessful initiatives if the portfolio is added to 
by other research teams.

Commitment and leadership of government and multis-
takeholder support and involvement would be unsur-
prising to public health practitioners and researchers. 
Of more interest are the less-frequently reported ingre-
dients of success, which potentially reflect more unique 
contexts. If the portfolio of outlier examples grows over 
time, it will be interesting to observe if some of these 
seemingly ‘unique’ factors from this starting sample of 
five initiatives emerge as more prominent and gener-
alised themes. Another interesting observation is some 
evidence of interaction between barriers and facilitators. 
For example, complex multiagency approaches to public 
health are a ‘double-edged sword’—they are both critical 
to success and difficult to operationalise. The key barrier 
of industry opposition is somewhat predictable given that 
many initiatives collide with industry interests. A recently 

published ‘playbook’ of strategies to counter industry 
opposition53 reflects the development of counter-tactics 
spawned by the public health sector. Although some 
elements of the playbook such as linkage with social 
movements, creation of broad coalitions and debunking 
of corporate arguments are evident in the examples 
presented, many others such as the expansion of public 
health training, rigorous conflict of interest safeguards 
and leveraging of divergent interests or commercial 
tensions are less prominent. Continual learning and 
refinement of these strategies to optimise sustainability 
of public health interventions will be required to mirror 
the ongoing efforts of industry actors seeking to stymie 
public health efforts around the world.

CONCLUSION
This study presents a novel approach to the daunting chal-
lenge of identifying barriers and facilitators to successful 
government-led interventions to support healthier popu-
lations. A rich set of themes has been elucidated from 
this starting portfolio of five purposefully selected exam-
ples, including the emergence of many factors operating 
across numerous examples. It is hoped that further exam-
ples building on this global portfolio will deepen under-
standing of success factors or failures over time in this 
critical area. Ultimately, as this portfolio builds towards 
a ‘saturated’ identification of facilitators and barriers 
of success, practitioners will be able to draw on it to 
enhance their efforts to address the many critical public 
health challenges facing citizens around the world. The 
author team welcome reflections on this novel portfolio 
approach and ideas for building on the work presented.
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Supplementary file 1: Reflexivity Statement 
 
How does this study address local research and policy priorities? 
 
This project explored five successful public health initiatives from around the world to 
elucidate an understanding of characteristics associated with success. In selecting the 
examples, we were conscious of the need to include those from low- and middle-income 
countries and therefore included examples from Thailand and South Africa which are on the 
current LMIC list used by the Wellcome Trust [https://wellcome.org/grant-
funding/guidance/low-and-middle-income-countries]  
 
How were local researchers involved in study design? 
 
One person with in-depth knowledge of the public health initiative was interviewed for each 
of the five countries in the study. This was not necessarily a local researcher. The reason for 
this is that the study was exploring how a rapid snapshot of each initiative could be gathered 
to build a portfolio of examples over time with minimal resource cost.   
 
How has funding been used to support the local research team? 
 
This is not relevant to the current study because a local research team was not engaged.  
 
How are research staff who conducted data collection acknowledged?  
 
This is not relevant to the current study because a local research team was not engaged. 
The interviewees were anonymised consistent with our ethics approval for this study.  
 
Do all members of the research partnership have access to study data? 
 
All authors on the paper have access to data. There were no other researchers involved in 
this study, as the interviewees were research participants.  
 
How was data used to develop analytical skills within the partnership?  
 
This is not relevant to the current study because a local research team was not engaged.  
  
How have research partners collaborated in interpreting study data? 
 
The interviewees provided data as research participants with the interpretation undertaken 
by the author team who were also the research team.  
 
How were research partners supported to develop writing skills? 
 
The research team were all experienced academic writers with seniority ranging from a 
published PhD author to Professor and organisational leadership level. Therefore, 
development of writing skills was not a core focus of this work; although the lead author did 
liaise with the author team in drafting and refining the manuscript.  
 
How will research products be shared to address local needs?  
 
The research product of this work is in the form of this open-access academic paper. There 
are no other sharable research products.  
 
How is the leadership, contribution and ownership of this work by LMIC researchers 
recognised within the authorship? 
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This is not relevant to the current study because no study authors / members of the research 
team are from a LMIC.  
 
How have early career researchers across the partnership been included within the 
authorship team?  
 
The author team contains an early career researcher (Alex Waddell) and a mid-career 
researcher (Paul Kellner) 
 
How has gender balance been addressed within the authorship? 
 
Five authors are male (PB, PK, RM, AN, SD) and two authors female (AW, VD) 
 
How has the project contributed to training of LMIC researchers? 
 
This is not relevant to the current study because no study authors / members of the research 
team are from a LMIC.  
 
How has the project contributed to improvements in local infrastructure? 
 
This project has not directly contributed to improvements in local infrastructure. 
 
What safeguarding procedures were used to protect local study participants and 
researchers? 
 
Consistent with our ethics approval, informed consent was given by all interviewees, and 
they were all anonymised. The topic matter was not considered sensitive or personal and 
therefore no safeguards for managing distress in the interviews were necessary.  
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Supplementary file 2: Interview Framework 
 
Before beginning the interview, can I confirm that  
• You have read the explanatory statement   
• You have completed the consent form [if not, obtain verbal consent and signed form]  
• You understand I am recording this interview]  

 
This short interview is part of a series of case studies exploring the question:   
- What are the characteristics of successful government-led interventions to support 

healthier populations?  
 
We’re adopting a very broad definition of interventions to support healthier populations, as 
we understand it is an inherently broad concept. Our approach to this rapid review is to 
gather high-level insights into a series of examples from around the world with key people 
such as you. The interview is focused on ‘top of mind’ thoughts on the key lessons from your 
initiative. We’ll also ask you to point out any reports or other written materials that contain 
more details.” Do you have any questions before we begin?  
 
1. Could you please say a bit about your background and current role in relation to the 

intervention we’re discussing today?  
 
2. How long have you been in this role and/or other roles relating to this topic?  
 
3. From your perspective, what was the primary aim of the intervention?  
 
4. What level of government(s) funded the intervention? (e.g. provincial or local / state / 

federal) 
 

5. Were any non-government partners involved in funding and / or delivery? 
a. If yes, briefly list 

 
6. To date, has it worked to achieve its primary aim? 

a. If no, what are the key reasons who think it didn’t work? 
b. If yes, what are the key reasons WHY it did work?  
c. (If partially successful, what were the positive and negative aspects?)  

 
7. If you could give one piece of advice to someone doing this intervention in another part 

of the world, what would it be? 
 
8. Are there any published research papers, reports or other documents that: 

a. Were used to design and develop the intervention (i.e. formative evidence); 
and / or 

b. Report outcomes of the intervention (i.e. summative evidence)  
 
If yes (to either), can you briefly supply links to these / other information (gather key 
authors, name of initiative, web search terms in interview – avoid having to follow up 
afterwards as we have tight timeframes and need to reduce admin associated with 
follow up) 
 

9. Is there anything else you want to add? 
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Supplementary file 3: Summary of outlier examples and Google Scholar search strings 

Country 

Initiative 

Google Scholar search string N 
(relevant 
articles)  

Chile  

Front-of-package warnings on food labels 
containing high sugar, sodium or saturated fat[1]  

"chilean|chile" "food labeling"|"nutrient 
warning"law|advertising|front|policy|marketing|regulation 

37 

New York  

Multifaceted healthy food initiative:[2] 

• Restriction on the use of trans fats 

• Calorie Labelling in food service outlets  

• Cap on the size of sugary beverages sold 

"new york city|NYC" "trans fats" 
consumption|health|policy|obesity 

"new york city|NYC" calorie|nutrition label|posting|count 
menu 
"new york city|NYC" soda|"sugary drink" "portion sizes" 
reduction|health|policy|obesity   

24 

29 

30 

South Africa  

Alcohol sales and transport ban during COVID-
19[3] 

"south africa" "alcohol sales” COVID-19 
ban|violence|trauma|limit|policy   

20 

Sweden  

Vision Zero approach to road safety[4] 

"vision zero" road|traffic|safety|speed|injury|accident 13 

Thailand  

Establishment of the Thai Health Promotion 
Foundation - ThaiHealth[5] 

"thai health promotion foundation"|"thaihealth" 
tobacco|smoking|alcohol|"risk 
factors"|"noncommunicable diseases” 

16 
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Supplementary file 4: Description of positive outlier examples 
 
Front-of-package warnings on food labels containing high sugar, sodium or saturated 

fat (Chile) 
 

One-on-one interview 
 
Description of the initiative  
The Chilean Government passed the Law of Food Labeling and Advertising in 2012. In 2016 
the law went into effect. Several components aimed to change the food environment of Chile 
through changes to labelling and marketing of packaged foods. One part of the initiative was 
mandated changes to food labels of non-natural foods to display warning signs for sodium, 
sugar, and/or saturated fat for foods and beverages that contain nutrients in excess of 
specified limits. [6] Warning labels are black hexagonal boxes on the front of the package for 
each excess nutrient, for example “High in Sodium”. Specified limits of excess nutrients were 
lowered in a step-wise fashion in 2018 (phase two) and 2019 (phase three).  
 
Context  
Prior to the initiative, Chile had the highest consumption of sugar sweetened beverage in the 
world, and very high consumption of junk food leading to high rates of obesity and 
overweight in the population. [7] To combat the high rates of obesity, especially in children, 
the law was proposed to the Chilean senate and passed in 2012. The Ministry of health was 
mandated to implement the law and did so in collaboration with expert working groups.  
 
Effectiveness of the intervention from the perspective of the interviewee and the 
contributing factors 
The interviewee was unsure of the effect of the policy on the initial aim – to lower the 
prevalence of obesity – but was confident that the provision and access to unhealthy food 
had been lowered. They had also seen decreases in the amount of unhealthy food 
purchased following the implementation of the law.  
 
“Whether it was successful in decreasing obesity, the rapid answer would be no, because 
we still have very high rates. But my feeling is that we have lower rates than what we would 
have without the implementation of the law.”  
 
“We do see that the provision of unhealthy food has significantly decreased, and the 
consumption of unhealthy foods have significantly decreased. We also have information 
showing that marketing to children, of unhealthy foods, has decreased.” 
 
“We also have some results from the first stage of implementation of the law, showing that 
the purchase of unhealthy food decrease after the implementation of the law. On the other 
side, on the side of the industry, we also have very consistent results, showing that the 
industry responded by decreasing the amounts of the nutrients that were regulated in our 
law. So basically what we have is a food supply that has lower content of sodium, sugar and 
saturated fat. So at the level of the food environment, I can say that the results were very 
positive, and in the direction that we anticipated with the law.” 
 
Other Key take-outs  
The interviewee felt that the complexity of food environments meant there was a need for 
multiple policies. These policies need to be implemented at the same time to create a multi-
pronged approach to change that works in different contexts. They also felt it important to 
keep industry out of the conversations as they would try to undermine policy changes.  
 
“We really need to make progress in ensuring better food environments. I would say that's 
very massive and complex, and that we need to consider different policies implemented at 
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the same time, if we really want to be successful. That means really for me, something key 
on the Chilean regulation, is the combination of information through labels, but also the 
marketing restrictions, also the protection, particularly in school environments. I think it 
would have been ideal to also have a tax on those unhealthy foods, and that's something 
that we are currently discussing here in Chile.” 
 
“I think we really need to tackle this, consider all the different angles and all the different 
settings in which people are exposed to unhealthy foods. That's one piece of advice. The 
other one is that I don't think that voluntary regulations work, that we really need to have a 
strong government's committed, that have the support of the academia, to really define the 
best policies for achieving a healthy outcome. And then we need to sit with the different 
actors and define how to implement this, but I think that industry or big corporates definitely 
cannot be part of the original discussions, or the definitions or the goals and objectives, 
because then things get really slow and not strong enough.” 
 
“I don't think that industry should be, or at least big corporates should be included in the 
discussion of defining the goals or the limits of policies, if we are really interested in 
promoting health.” 
 
Key differences with Chile to other jurisdictions 
There are important differences in implementing policy changes in Chile compared to other 
jurisdictions.  
 
“In the case of Chile, civil society didn't really play a role. Here, really the champions were a 
senator, a very important scientific person and the government. And in the case of the 
government, I think that something that really help was that in Chile, the government really 
has the tradition of receiving a lot of knowledge from the academia. So it's very typical that 
they call experts to comment or receive advice. I think that's something that I haven't seen in 
other places.” 
 
“And the other thing is that people who were in charge of the nutrition department in Chile, 
during all this long period, happened to be the same people. So it wasn't like there were a lot 
of changes. For different reasons, people in charge of the department remain during all 
these discussions. So it wasn't like we're starting again, every time that we have a change of 
government, it was basically a continuation. And I think that helps because sometimes you 
need to start from scratch once you have a new government. So I think that's something 
relevant to highlight, in terms of trying to find commonalities or strength from a governmental 
perspective, for promoting this type of actions. That's one thing.” 
 
“And the other thing is, I think it's also relevant that, in the case of Chile economists, we are 
also very aware of the toll that obesity and NCDs were a cause to the population. So they 
were already very aware of all that, those studies showing the cost effectiveness of these 
type of interventions. So basically, I think that the context was one in which we were already 
in the midst of a huge epidemic, that it was costing money to the country, and I think that 
economists were aware of that. So some of the discussions, I think from that economic view, 
were also perhaps easier to have, than in countries in which the discussion is more about 
preventing or avoiding having this situation.” 
 
“So I think that's different, but anyways, the economy ministry was definitely the one, with 
the agriculture ministry, I need to say, the two minister that were harder on approving the 
regulation, and the ones that resisted more the pass of the law.” 
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Information from published studies  
 
Theory of change [how the intervention is postulated to work]  
The Law of Food Labeling and Advertising was a set of policies designed to reduce the 
prevalence of overweight and obesity in Chile by reducing the consumption of foods and 
beverages high in salt, sugar, saturated fats, and energy. [8] One part of the policy package 
saw the addition of warning labels on foods containing high amounts of salt, sugar and 
saturated fats. [8] FOP labels are postulated to work by providing consumers with additional 
information about contents of the food or beverage thereby encouraging them to choose the 
healthier option. [9] It is also said to work at the industry level by encouraging manufacturers 
to improve their food and beverage items. [10] The World Health Organisation recommends 
the use of FOP as one of a number of policy level interventions to change food 
environments.  
 
Effectiveness [studies empirically testing the intervention or presenting evaluation 
findings] 
The use of front-of-pack labels on foods has gained momentum globally with labels used to 
depict healthier options or warn consumer of less-healthy options. [9–11] There is evidence 
to suggest FOP labels change food at the system level by encouraging industry through 
reformulation of products. [12] There is also evidence to suggest consumer’s knowledge is 
changed by the use of FOP. [13] However, there is little evidence for the ongoing effects of 
FOP on consumer behaviour. [10]  
 
Spread [evidence that the intervention has seeded similar interventions elsewhere 
and / or is itself adopted from a previous intervention elsewhere]   
Other countries have followed Chile’s use of FOP labels – Peru, Uruguay and Mexico. While 
other countries have used FOP labels for a number of years, for example, Australia that 
uses a star image system. Recent evaluations of the use of FOP have shown mostly 
favourable outcomes in the first implementation of the labels. For example, the Health Star 
rating in Australia was seen as practical (Pelly, 2020), while in Ecuador the use of FOP was 
thought to have the potential to change behaviour through informing consumer decisions 
(Freire, 2017). However other countries have seen some unfavourable outcomes, such as 
Mexico, in which consumers were mistrusting of the labels (Nieto, 2020).  
 
Implementation considerations [barriers, facilitators, adapting to different contexts] 
Villalobos Dintrans (2020) [14] provides an overview of the process of implementing The 
Law of Food Labeling and Advertising in Chile. They note that the implementation of the law 
faced several barriers – involving multiple stakeholders, political changes, and the process 
undertaken to define the law. The first barrier was the lack of legal precedent within Chile for 
FOP labelling and to make the regulation mandatory rather than optional as within other 
countries (for example, Australia). A literature review was conducted to establish the types of 
food and beverage items and the cut-off levels that should be subjected to the law. 
Politically, the implementation of the law faced challenges from the food and advertising 
industries who continued to argue against the use of FOP labels. These industry actors were 
concerned that the law would negatively affect profit margins. The key to arguing for the use 
of the law was spotlighting the need for drastic changes to affect change and reduce the 
prevalence of obesity in children. Five practical lessons learned through the process were 
identified:  

1. Broad scope of regulation: one law, three components 
2. Separating law from its implementation: theoretical grounds versus operational 

details 
3. Time for consensus: using academia as a mediator 
4. Strategic negotiation: Reducing battle fronts and increasing allies 
5. Goal-centered debate: Setting a common goal beyond the particular objectives 

of the regulation  
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New York Healthy Food Initiatives 
 

One-on-one interview 
 
Description of the initiative  
New York City has had some of the most progressive healthy food initiatives within the 
United States [15]. This interview explored two successful and one unsuccessful policy 
change to the food environment within New York city. The case report provides a 
comparison of policy changes across time, political leadership, and political events.  
The initiatives include 

1. Restriction on the use of trans fats in New York City: 2006 saw the New York City 
Board of Health introduced restrictions on use of trans fatty acids (TFAs) in 
restaurants in New York City. 

2. Calorie Labelling in New York City food service outlets: In 2008 the New York City 
Board of Health required food chain service outlets to display calorie labelling on all 
menus. 

3. Cap on the size of sugary beverages sold: In 2012, New York City Mayor Michael 
Bloomberg announced a “Sugary Drink Portion Cap Rule” to limit the size of sugary 
drinks sold by restaurants or retail stores to 16-ounces 
 

Context  
Food policy initiatives have long been part of the New York City fabric [15]. In 2001, Mayor 
Michael Bloomberg was elected mayor bringing in a number of food policy and program 
changes to target rising obesity, diabetes and food insecurity. Tom Freiden, a key actor in 
the policy and program changes, was the commissioner of the New York City Department of 
Health and Mental Hygiene from 2002 to 2009. 
 
Trans Fatty Acids (TFAs) are defined as artificially made trans fats found particularly in 
partially hydrogenated vegetable oil (PHVO). TFAs has been shown to adversely affect the 
health of consumers by altering their cholesterol profile (i.e. raising low-density lipoprotein, 
while lowers high-density lipoprotein). Prior to the introduction of the policy, approximately 
80% of New York City resident’s dietary TFAs were attributed to industrially produced 
PHVO. 
 
Calorie labelling was introduced in 2008 following twenty years of research showing the link 
between rising sales of fast food and increased rates of obesity [16]. Consumers eat 
approximately 205 more calories on days they consume foods from fast food restaurants 
[17]. It was believed that many consumers were not aware of the higher calorie content in 
fast food items as this information was not readily available [16].  
  
In 2012 NYC attempted to restrict the amount of sugary beverages sold. Sugary beverages 
make up the largest percentage of US adults added sugar intake (47%) [18]. These 
beverages are the most common beverage on sale in food, retail and other fast moving 
consumer goods stores [19].  
 
The policy changes that restricted the use of TFAs in restaurants and calorie labelling came 
into effect swiftly and with very little back lash. There are a number of reasons for this, but 
according to the interviewee, the most important drivers of the success of the initiatives were 
involving stakeholders and preparing for arguments made by the opposition.  
 
Involving stakeholders - the most important driver for the success of the policy was that 
the Health Commissioner at the time, Tom Farley, actively recruited and involved 
stakeholders.  
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“I think that's why his initiatives worked, because that's what he did. He got people 
personally involved. There are ways of doing successful advocacy. You get as many people 
on board as possible, the allies part of it was the critical part.”  
Whereas the following leadership team attempting to bring in the “Sugary Drink Portion Cap 
Rule” did not include all the relevant stakeholders. 
 
“You go out to the communities that you want to reach and start listening to them. Not talking 
at them…However they decided what they wanted to do and tried to impose it, and then got 
really upset because it didn't work.”  
 
Prepare for your opposition 
“They went around and told restaurant people they were doing this, demonstrated that 
nobody could see, taste or smell the difference [of eliminating TFAs]. Had estimates of what 
the difference in cost would be… So, when it was announced, there were no problems. He'd 
already taken care of the opposition.”  
 
The soda tax was unsuccessful for a number of reasons, but the most crucial element for the 
interviewee was that the soda industry was more successful at campaigning to against the 
proposed legislation and were able to get large community groups on board with their 
message (i.e., Black and Hispanic community groups who have a long history of community 
support by the soda industry).  
“[If you don’t include all stakeholders] you don't have a clue where the opposition is going to 
come from, and nobody expected the Black and Hispanic community to go with the soda 
company. Although if they knew the history of the soda company's involvement with Black 
community, they might have had a clue. But nobody expected representatives of 
organisations that are hit hardest by bad diets to side with the soda company. Nobody 
expected the City Council to side with the soda companies.” 
 
“Nobody ever went to the Black community and discussed it with them in any way 
whatsoever or found out what they wanted or what their views were.” 
 
Effectiveness of the intervention from the perspective of the interviewee and the 
contributing factors  
According to the interviewee, the ban on TFAs in foods was successful because it was a 
policy that took individual’s choice away and instead focused on removing harms from their 
environment. Whereas the calorie labelling has proven to be ineffective because it assumes 
that the provision of information will change individual’s behaviour.  
 
“The trans fat went, to the extent that you believe that trans fat is a really big problem. It's 
been a terrific public health measure. It's basically gone, so that worked.” 
 
“The calorie labelling has been evaluated extensively and it basically doesn't make any 
difference…these labelling things, they depend on individuals reading the labels and making 
choices, and that's not very good public health. That's not policy. It's downstream. It's not 
upstream policy.” 
 
Other Key take-outs  
The underlying theory of change for the interventions are that in order to change people’s 
dietary habits, you have to change their environment. These policies aimed to limit people’s 
exposure and/or increase their awareness of the harms within their environment.  
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Information from published studies  
 
Theory of change [how the intervention is postulated to work]  

• Calorie Labelling in food service outlets: provision of information about calories 
will inform decision-making about food purchases [20]  

• Restriction on the use of trans fats; adverse health effects have been 
demonstrated [21]  

• Cap on the size of sugary beverages sold; changes choice architecture which 
means knowledge about caloric intake is less relevant; [22] people eat more from 
bigger containers even if not hungry and food not palatable [23]  

 
Effectiveness [studies empirically testing the intervention or presenting evaluation 
findings] 

• Calorie Labelling in food service outlets: some evidence that people who see 
calorie labels purchase less calories; [20,24] however awareness and impact may 
wane over time [25] and interpretation of meaning of messages may be difficult; [26] 
mixed evidence that labelling does not influence BMI [27,28] and re impact on 
ordering [29,30])  

• Restriction on the use of trans fats: led to lower hospital admissions for heart 
attacks; [31] effective in reducing trans-fat content [32]  

• Cap on the size of sugary beverages sold: Appeared to lower consumption when 
in place [33]  

 
Spread [evidence that the intervention has seeded similar interventions elsewhere 
and / or is itself adopted from a previous intervention elsewhere]   

• Calorie Labelling in food service outlets: The labelling laws spread to other 
states, cities and countries following their introduction in NYC [20,34] (Bernell 2010, 
Huang 2010)  

• Restriction on the use of trans fats: Has been adopted in > 40 countries [31] 

• Cap on the size of sugary beverages sold: About 40 countries have soda taxes 
[35]   

 
Implementation considerations [barriers, facilitators, adapting to different contexts] 

• Calorie Labelling in food service outlets: consider complementary strategies [36] 
such as altering portion size and meal composition; [37] state and health 
departments ultimately succeeded after two legal challenges; [38] consider 
unintended consequences e.g. value for money for calories [39]  

• Restriction on the use of trans fats: Consider the need for health education 
programs about trans fats; [40,41] various approaches to trans fats including nutrition 
recommendations; awareness campaigns and voluntary / mandated labelling; [42] 
Argument that it reduces freedom of choice [43]  

• Cap on the size of sugary beverages sold; Soda taxes have been opposed 
successfully in a number of US states due to action by soft drink companies; [23] 
positive messaging better than negative campaigns; [23] freedom of choice 
arguments; [44,45] can be circumvented (e.g. by providing free refills [46]  
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Alcohol sales and transport ban during COVID-19 (South Africa) 
 

One-on-one interview 
 
Description of the initiative  
During the COVID-19 pandemic, the government of South Africa banned the sale of alcohol 
as a non-essential product. The first ban coincided with the first lockdown order of 15 days 
and was extended with each subsequent lockdown. Between each lockdown, alcohol sales 
resumed.  
 
Context  
South Africa has some of the highest rates of alcohol related morbidity and mortality in the 
world, ranking 6th in the world for average alcohol consumption per day by the population 
[47]. The resources needed to treat alcohol related trauma are the same that are needed to 
treat COVID-19 in hospitals (e.g. ventilators).  The restriction on the sale of alcohol was put 
in place to protect the health care systems and save resources for COVID-19 related 
treatment.  
 
“We are the sixth highest nation in terms of the amount of alcohol consumed per drinker per 
day. It causes a lot of harm.” 
 
In order to continue the ban on alcohol sales, the Medical Research Council established a 
team of alcohol epidemiologists and trauma doctors to model the effects of the restrictions 
on the healthcare system. These results were translated into relative terms (i.e. trauma 
admissions saved, ventilators, and hospital beds). The economic modelling showed that a 
ban on alcohol sales would result in 48,000 admissions to trauma units saved. Armed with 
this information, the South African government implemented an ongoing ban on the sale of 
alcohol in line with COVID-19 lockdowns.  
 
“We could show that alcohol had huge impact on infectious diseases, non-infectious disease 
is non-infectious diseases and trauma mental health, and presented that to this 
parliamentary grouping. And they felt quite shocked.” 
“We had four liquor bans in South Africa, comprising I think a total of 164 days over an 18-
month period.” 
 
Effectiveness of the intervention from the perspective of the interviewee and the 
contributing factors  
From the perspective of the interviewee, the intervention was extremely successful while in 
place.  
 
“At one stage, this one paper shows how it was saving about 72 lives a day…But it was on 
average about 45 lives a day, because of the alcohol bans” 
“There were two papers on trauma, and there were two papers on death data [showing the 
success of the initiative.”  
 
The initiative was said to work because the researchers were able to work with government 
during a window of opportunity to use long-standing research on the effects of alcohol in 
South Africa to implement policy changes.  
 
“When there's a situation when there are multiple options, and the research suggests a way 
forward and helps them. Policymakers have very short time focuses.”  
 
In addition, researchers were ready with the information that the government needed and 
were willing to put themselves out in the public sphere to defend the research.  
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“You need people who have the information that's available at the time you need it. So, 
we've been working for 25 plus years, and vaguely sometimes get listened to, often not. But 
in a way, looking at critically the fact that as a country we had, it wasn't just me. We had 
people who were already in waiting who'd got research, who'd got contacts, who weren't 
afraid to take risks. You've got to put yourself out there.” 
 
“So you got to have people who are willing to say, "This public health crisis is big enough. 
We've got to make bold statements, and we've got to do modelling even with incomplete 
data."  
 
They also spoke to the importance of using multidisciplinary teams to collaborate on the 
problem.  
 
“You have to have multidisciplinary teams and drawing people as you need them. And I think 
building the coalition, I certainly didn't want to stick my head out there, so I brought in other 
experts and civil society people and worked very hard with the media to defend the policy. 
And there were multiple engagements. I was contacted by cabinet ministers often, and I 
would speak on the phone and send them research to back up what I was trying to say. So it 
gave me an opportunity to feed in things I've been trying to get people to listen to for years. 
So the crisis brought the government and the researchers together in a way that doesn't 
always happen. You have to have a pandemic or something like that.” 
 
Other Key take-outs  
The initiative was unable to be used over the long term. Prior to the end of the fourth ban the 
Medical Research Council lobbied the government to establish a basket of less intrusive 
policies aimed at reducing the harms of alcohol sales. Unfortunately, none of these initiatives 
were implemented by the South African Government 
 
“We thought we should have a basket of more realistic measures, which would be more 
things that we could sustain in the long term.” 
 
Following the end of the ban on alcohol sales, there was an increase in alcohol related 
trauma, including the death of 21 underage people from methanol poisoning. However, there 
continues to be no decisive action from the South African government  
 
“So, things returned quite quickly to normal. We've had a couple of incidents recently, which 
have really shown that actually... And the government's saying, "We need to do something 
more about alcohol again...But it seems that the lessons were not really learnt."  
 
The interviewee developed a 10-point plan for combating alcohol related morbidity and 
mortality for UNHCR. [48] 
 

1. Agree on clear plan with clear objectives, timelines, delivery mechanisms & 
outcomes 

2. Ensure appropriate level of excise taxes 
3. Adequate controls of alcohol marketing & promotions, including internet marketing 
4. Limit availability of products with higher risk for promoting heavy drinking, e.g. larger 

container sizes, lower priced products (through minimum unit pricing) 
5. Improve drink driving countermeasures (lower maximum BAC limits, enforcement & 

timely consequences) 
6. More controls on alcohol availability (sales through unregistered outlets, outlets in 

high density or high-risk areas, home deliveries) 
7. Get tough on illicit/unrecorded alcohol through tracking & tracing system  
8. Increase availability of treatment options for person struggling with heavy 

drinking/alcohol dependence 
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9. Establish mechanisms to monitor & evaluate implementation of plan starting with 
sentinel surveillance of alcohol-related trauma  

10. Ensure mechanism for translating plan into action: leadership, accountability, 
financing, balancing competing interests within government, manage liquor industry 
conflicts of interest, community mobilisation 

 
Information from published studies  

 
Theory of change [how the intervention is postulated to work]  

• Alcohol use associated with undermining of social distancing and compromising 
immune response  

 
Effectiveness [studies empirically testing the intervention or presenting evaluation 
findings] 

• Led to 80% decrease in rapes and aggravated assaults [49] and having of the 
unnatural death rate from 800 – 1000 to 400 / week [50]  

• Reduction on trauma admissions [51,52] greatest for violence-related trauma [53]  

• Reduces consumption, but not in problem drinkers [54] 
 
Spread [evidence that the intervention has seeded similar interventions elsewhere 
and / or is itself adopted from a previous intervention elsewhere]   

• Other countries that instituted pandemic-associated alcohol restrictions included 
India, Nepal, Slovenia, India and Thailand, [55] Georgia, Greenland and Russia [56]  
 

Implementation considerations [barriers, facilitators, adapting to different contexts] 

• Raised awareness of the impact of alcohol on the community – trauma, domestic 
violence decreased during the ban represents a window of opportunity [57] 

• Unanticipated outcomes need consideration – alcohol withdrawal syndrome, 
including associated suicide; illegal home brewing / black market, looting, death from 
alcohol toxicity [50,55,56] – this led to France reversing their alcohol ban [56]  

• Industry opposition and lobbying need managing [57]  

• Cascade effects need attention – e.g. about 50,000 engage in the informal alcohol 
trade and need alternative sources of income [57] 

• Lifting of bans should be phased to prevent return to binge drinking [57]  

• Consider employment / tourism implications on alcohol bans [53,58]  

• Given bans are not sustainable, consider other measures e.g. raising excise taxes, 
minimum unit pricing, impactful health warnings, upper limits on amounts of alcohol 
that may be delivered / purchased, ban on the marketing of alcohol except at points 
of sale [59]  

• Consider other factors influencing alcohol use in COVID context including closure of 
hospitality venues and misunderstandings about alcohol as a therapeutic COVID 
intervention [60]   
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Vision Zero approach to road safety 
 

One-on-one interview 
 
Description of the initiative  
Vision Zero is “an ethical approach to road safety that calls for greater participation of 
multiple stakeholders such as road users, system designers, vehicle industries, public health 
professionals, and local governments” (Mendoza 2017 p. 104)[61]. Examples of Vision Zero 
interventions include crash barriers; using government fleet buying power to mandate safer 
cars; and reducing speed limits to 30 km / h in urban areas with high cyclist or pedestrian 
traffic.  
 
Context  
The initiative was instigated by someone with deep inside knowledge of the policy 
environment. There was immediate acceptance by the Swedish Minister of Infrastructure 
when it was first proposed in 1995, and it was legislated in 1997. In part this is because of 
the power of the idea and widespread political support:  

“it becomes impossible to say no, because you would be seen as cold-hearted … we 
knew the minister came from the occupational health and safety area. She picked up 
that very quickly and made it her own saying, “Road traffic should be as the 
workplace. Everyone should be expected to come home alive after a workday or in 
road traffic.”  

 
“The Swedish Parliament voted for VZ in October 1997, and all parties were in 
favor. One party had a minor alteration of the proposal, but in essence all were 
positive. No political party or any Minister of Transport has ever openly questioned 
that decision since” (Tingvall 2022 p. 9)[62]. 

 
The importance of a mindset that shifts from personal responsibility to system 
responsibility and the political will to make this happen was emphasised as a key 
barrier: 

There are some countries … that are not that poor, but they haven’t done the 
slightest to reduce the road toll … The government has left sort of everything that 
deals with safety to the citizen … And they don’t even care for the government fleet 
of vehicles … they have a horrendous road toll. I mean, you’re talking 20 times worse 
or something like that than our country. 

 
We had so many people from so many countries coming to us in Sweden … And you 
said, “Give me some paint, and give me a way to dig holes, and we can completely 
change.” To build a speed hump outside schools, where you got very high speeds 
and things like that is so simple … we can sort of make people understand by 
perception what sort of it is, you can do great things. Normally it’s actually the police 
who is responsible for traffic safety in a country … it’s the lone perpetrator that is 
there what they’re talking about. It’s that mindset. And it’s very, very hard to sort of 
talk about change in that mindset. 

 
Another potential success factor was that not all the interventions associated with Vision 
Zero were costly:  

“I even personally was sort of against talking about that you need so much more 
resources. We need commitment. We need decisions taken. We need to apply the 
scientific-based approach to everything that we’re doing … We have to reduce speed 
to 30 kilometres per hour in urban areas where you mix pedestrians and bicyclists 
and cars … That doesn’t cost anything more than political will and the courage to 
present what this is all about, the knowledge that you don’t reduce mobility by doing 
that” 
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A key success factor is that the ‘vision’ needs to be backed up by interventions  

Vision Zero is a way to get the interventions done, and the mindset changed, and the 
responsibility transferred over to other stakeholders of the community. Sweden has 
had sort of a successful … But I mean, it’s based on that you actually do things … … 
If you improve the car fleet, you replace maybe 5%, 6% of the car fleet every year. In 
one year you can’t do very much. On the other hand, if you do it for many years … 
you will get quite fantastic results 

 
Effectiveness of the intervention from the perspective of the interviewee and the 
contributing factors 
Sweden’s road toll has dropped from about 600 per year to 200 since Vision Zero was 
instigated.  
 
Other Key take-outs [combination of Q7 and other key themes / impactful quotes]  

 
if you have poor safety, parents won't send the kids to school by walking. If children 
don't walk to school, soon or later, that will hit their health … That is where the road 
safety community is going now, slowly but still understanding there are other benefits 
from safety 
 
public procurement is 15%, 20% of the economy of a country. Public procurement is 
a really fantastic lever to get things done out there, because everyone will need to 
adjust to it. 
 
If you build in sustainability, both carbon footprint, safety footprint and so on, and a 
few things around that, or health or whatever it could be, sure, of course it has a 
major impact on the community … Road safety needs to get out there in the 
community with other needs of the community, understand that we are part of 
something bigger called sustainability 
 
you look at value chains then, or supply chains, that probably kills some 500,000 
people in road traffic every year, roughly … And measuring the safety footprint of big 
corporations, that's what's sort of going on now, those kinds of things, and includes 
procurement and public procurement. And then you're talking about not only in your 
country, but sort of what happens with the supply chains for BHP or whatever 
somewhere is going to be counted and going to be a part of sustainability reporting. 
And of course, a company or corporation needs to work on that 

 
Information from published studies 

 
Theory of change [how the intervention is postulated to work]  
Vision Zero is based on the ideas that responsibility for road safety is not limited to the 
actions of road users; it is also a responsibility of system operators: “tradition and road traffic 
rules for the road users have been used as an excuse for not undertaking necessary system 
changes and modifications” (p. 2) … “It is human to make mistakes, and we must design for 
the human as we are, not the perfect human that in reality does not exist” … (p. 4). System 
modifications, for example airbags and road safety barriers, are designed based on 
strategies to “control, harness, reduce, cushion, or redirect harmful kinetic energy”, which 
was described as a key contributor to road traffic injury and death as far back as 1970.[63]  
 
Ways of holding road users accountable through road laws such as speed and alcohol limits 
are well understood. The theory of change for system designers is similar, but based on 
formal regulations and road safety standards, for example mandating airbags in car 
manufacturing.[64] 
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Effectiveness [studies empirically testing the intervention or presenting evaluation 
findings] 
It is difficult to establish the effect of system-level interventions such as Vision Zero given 
their system-wide nature, but there is evidence that system changes have positive impacts. 
An early example from Sweden was the implementation of “2 + 1” roads, in which a standard 
2-lane road is converted to three lanes to create an overtaking lane which alternates every 
few kilometres, with the two directions separated by a physical barrier.[65] This was reported 
to reduce risk of fatality by 80%.[62] Lowering speed limits has been shown to reduce 
fatalities.[66][67] At a whole-of country level, Johansson et al. (2009) reported a reduction in 
road deaths per 100,000 people from 6 to 4.7 in the decade following implementation of 
Vision Zero. The authors also report that large-scale attempts to implement design principles 
have been made, fatalities can be reduced by up to 90% compared to 2 – 3% reduction in 
areas where no such improvements have been made.[66]  
 
However, the global road death picture is not as positive. The Decade of Action for Road 
Safety 2011 – 2020 aimed to stabilise, then reduce the global number of road fatalities. 
Although global road deaths are below the 1.9 million in a ‘no action’ scenario, these aims 
were not met. The current target, part of the UN Sustainable Development Goals, is to halve 
global deaths and serious injuries from road traffic accidents.[68]  
 
Spread [evidence that the intervention has seeded similar interventions elsewhere 
and / or is itself adopted from a previous intervention elsewhere]   
The Vision Zero approach has been adopted across many countries including Norway, 
Australia, New Zealand, Poland UK, Germany and the United States and India. However, 
implementation is in various stages and implementation challenges have been reported, for 
example political commitment and funding.[69][61] 
 
Implementation considerations [barriers, facilitators, adapting to different contexts] 
A key challenge in establishing effectiveness is the complexity of distributing road safety 
responsibility beyond road users to system designers – for example administrators, car 
manufacturers and transport providers. This requires reframing of the problem beyond 
individual behaviour change to a system-wide issue.[70]  
 
The process of operationalising this – which involves legislation, regulation, government and 
private sector investment - involves navigating complexity (for example, legal frameworks 
are designed around liabilities of individual road users) and conflicts of interest (benefits are 
to all; costs borne by administrators). This is influenced by other government efforts (e.g. 
information campaigns around car safety ratings / benchmarking) and external factors (e.g. 
EU directives).[64]  
 
Ahmadi (2020) outlines a number of facilitating factors which support Vision Zero as an 
exemplar practice:  

• Innovative way of thinking; 

• Institutionalised into policy with sustainable ongoing funding and demonstrated 
impact in Sweden; 

• Educates the public regarding road safety behaviours; 

• Advocates and implements engineering solutions underpinned by legislation;  

• Shared commitment to goals across multiple agencies and stakeholders; and 

• Strong leadership and coordination across all levels of government, with a high level 
of buy-in from stakeholders.[71]  
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Establishment of the Thai Health Promotion Foundation – ThaiHealth  
 
Description of the initiative [short, including info from Q 3 – 5 of the interview 
framework]:  
 
The Thai Health Promotion Foundation (ThaiHealth) is an autonomous government body 
that seeks to address the multisectoral aspects of noncommunicable disease prevention in 
Thailand.  
 
Context [reflect on political climate, country-level issues and other system-level 
factors that either drove or influenced the initiative e.g. COVID, rising obesity rates, 
too many deaths on the road]:  
 
ThaiHealth was initiated by senior public health leaders who were seeking to build on the 
Ottawa Charter and, in part, inspired by the innovative financing approach that established 
the Victorian Health Promotion Foundation, VicHealth. Similar to VicHealth’s tobacco tax, 
ThaiHealth’s uses a 2% excise tax on tobacco and alcohol to fund health promotion 
interventions. The public health leaders’ efforts ultimately led to parliament establishing 
ThaiHealth by enacting the Thai Health Promotion Foundation act in 2001.  
 
It focuses and capitalises on synergies between scientific evidence, political 
involvement, and social movements to improve health lifestyles and practices, as well as 
improve healthy environments. This is sometimes referred to as “moving the mountain” 
because the three prongs of the approach are depicted within a triangle resembling a 
mountain:  

“… if we have combined these three powers, you can move any difficulties because 
the politic is very sensitive to topic scrutiny.” 

 
The initiative is strengthened not only by a legislative basis but also the senior level 
political engagement at its centre:  

“[ThaiHealth] is governed by a board chaired by Prime Minister…and it is a multi-
sectoral multi-stakeholder governing board [which includes] …national 
government…local parliament representatives as well…” 

 
Involving civil society and social movements ensures accountability and transparency: 

“…also [there is] a subcommittee with representation from CSOs…When you involve 
a civil society representative in the policy process, they are very transparent, and 
they are held accountable. So that is the gist of how we manage in many fronts…” 

 
ThaiHealth was also rooted in scientific evidence. Analysis of epidemiological data were 
used to identify key focus areas, including: 

“…tobacco and alcohol, unhealthy diet, safe environment, [and] work injury 

prevention.” 
 
Using tax revenue to health promotion activities, as opposed to healthcare services, 
is seen to be wise because it ultimately seeks to resolve the issues of concern: 

“In some countries they use earmark sin tax to fund health services like free health. 
In [another country], they use tobacco tax to fund health services. Which is a never-
ending hollow bucket, but Thai health never fund this health services, but they fund 
active health promotion, empower people [towards] healthy [lifestyles] and look at the 
critical pinch point. Tobacco is our pinch point, alcohol is pinch point, drunk driving is 
our pinch point and healthy diet is a pinch point.” 
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Effectiveness of the intervention from the perspective of the interviewee and the 
contributing factors [distil from Q6 of the interview framework] 
 
ThaiHealth’s explicit focus on prevention and primary prevention in relation to structural and 
social determinants of health was seen as the core reason for the institution being effective.  

“we address…key structural determinants and social determinants of 
health very effectively. If we go and treat the proximal determinants, we 
never ending story and expenditure so high compared to prevention. If we 
can reduce alcohol consumption by X% or reduce sugar consumption by 
Y%, we can reduce the number, how many cases of obesity we can 
prevent? It is so cost effective to invest on prevention and primary prevention 

and address the social determinants of health.” 

 
Information from published studies 

 
Theory of change [how the intervention is postulated to work]  

• “The ‘Triangle that Moves the Mountain’ is a conceptualized strategy initiated as a 
social tool for solving difficult social problems, by simultaneously strengthening 
capacity in three interrelated sectors: (1) creation of knowledge; (2) social movement; 
and (3) political involvement.” [72]  

• The model that they apply involves building “capacities of communities, government 
and non- government organizations, public interest organizations, state enterprises 
and agencies to plan, develop and conduct their own health promotion programmes.” 
[73]  

• Social marketing is combined with strategically networked advocacy partnerships to 
promote both awareness-raising and behaviour change – based on the realisation 
that awareness alone is not sufficient for behaviour change; a conducive 
environment is also required [74]  

• Using a 2% excise tax on alcohol and tobacco to undertake health promotion work 
[5,75,76] 

• Senior-level involvement in leadership – the ThaiHealth Board chair is the Prime 
Minister of Thailand [75] 
 

Effectiveness [studies empirically testing the intervention or presenting evaluation 
findings] 

• Decrease in smoking prevalence from 25.47% to 19.94% [74]  

• 13% decrease in alcohol consumption [74] 

• Alcohol free Buddhist lent period led to 20% reduction in road accidents from drunk 
driving [74] 

o a related social marketing campaign found that using a strategy that factors in 
exposure marketing supportive of alcohol consumption as well as a 
ThaiHealth campaign to reduce alcohol consumption was effective – those 
who saw both standard alcohol ads and the social marketing campaign were 
had the highest probability of reducing their alcohol consumption [77]  

• Road safety return on investment 130.2 baht for each 1 baht invested [74] 

• Decline in death rate from vehicle accidents from 22.9 per 100 000 in 2003 to 16.82 
per 100 000 in 2010 [75] 

• Social return on Investment figures from 2014 study [78]   
o Food and Nutrition programs – 13.49 (13.49 baht value for 1 baht spent) 
o Programs for disabled persons – 1.18 
o Elderly programs – 2.95 
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o Programs for children and youth – 6.87 [78]  

• ThaiHealth’s work helped support a 4.6 fold increase in Thai publishing about 
tobacco-related research (from 74 papers in the first 10 years analysed to 376 in the 
second 10 years analysed) [79]  

• A study about interventions to change collective social norms in Thailand observed the 

“availability of ThaiHealth’s financial support serving as catalytic funding for the 
intervention implementations and research funding for the generation of the indirect 
evidence in the longer term.” [80] 

• “The percentage of the adult population doing at least 150  minutes of moderate-
intensity or 75 minutes high-intensity aerobic exercise per week, increased from 
66.3% in 2012 to 72.9% in 2017” [81]  

 
Spread [evidence that the intervention has seeded similar interventions elsewhere 
and / or is itself adopted from a previous intervention elsewhere]   

• ThaiHealth has supported establishment of similar organisations in Malaysia, South 
Korea, Mongolia and Tonga [74] 

• There is an International Network of Health Promotion Foundations further reflecting 
global spread – Austria, Taiwan as well as the above countries [74] 

• Played a key role in establishing the Center for Alcohol Studies of Thailand [82]  

• Tobacco control researchers that started some of their work through ThaiHealth 
continue their work through a wide range of international funding support and 
collaboration with organisations like the Rockefeller Foundation, Bloomberg 
Philanthropies, and Johns Hopkins University [79] 

• ThaiHealth and affiliated researchers developed tools for engaging in cross-national 
comparison, for instance an measure on Harm to Others from Drinking [83,84]  
 

Implementation considerations [barriers, facilitators, adapting to different contexts] 
 
Facilitators 

• Strategic alliances have been found to be more effective than isolated initiatives [74] 

• The Thai Public Broadcasting Service (Thai PBS) was established in response to 
difficulties finding broadcast channels from early health promotion efforts [74] 

• Key ingredients of success identified:  
o Sustainable funding [74,75]  
o Strategic multi-sectoral approach [74] 
o Cutting-edge innovations e.g. alcohol-free Buddhist Lent [74] 
o Proficiency in policy advocacy and social marketing [74] 
o Flexible approach [85]  

• Independence from gov bureaucracy enables efficient partnerships with others [74] 

• Well-timed, well-targeted, well-communicated evidence being shared with the public 
has supported their objectives in multiple cases [72] 

 
Barriers 

• Broad shifts in who consumes alcohol towards previously abstinent groups like youth 
and women [86]  

 
Adapting to different contexts 

• ThaiHealth transformed the health promotion landscape by consolidating a range of 
actors’ efforts around tobacco control [87]  

• ThaiHealth learned from their engagement on e-cigarettes and related products that 
it’s important to continually engage the public and policymakers around how tobacco 
companies might develop alternative markets for their products [88]  
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