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Abstract: There is an urgent need to address unhealthy dietary patterns at the population level. 

Poor diet and physical inactivity are key drivers of the obesity pandemic, and they are among 

the leading causes of preventable death and disability in nearly every country in the world. As 

countries grapple with the growing obesity prevalence, many innovative policy options to reduce 

overeating and improve diet quality remain largely unexplored. We describe recent trends in 

eating habits and consequences for public health, vulnerabilities to unhealthy eating, and the role 

for public health policies. We reviewed recent public health policies to promote healthier diet 

patterns, including mandates, restrictions, economic incentives, marketing limits, information 

provision, and environmental defaults.
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Introduction
Over the last 40 years global eating patterns have changed in significant ways. 

Population diets have shifted toward a greater consumption of processed and ultra-

processed foods that are low in nutrients and high in energy.1 There has been an increase 

in consumption of foods prepared outside the home (eg, fast food) and many of these 

foods have increased in portion size, which promotes overconsumption.2 There has also 

been an increase in foods from animal sources, as well as a greater intake of oils and 

caloric sweeteners.1 In many countries, the general population consumes amounts of 

sodium, unhealthy fats, and added sugars that greatly exceeds recommended levels.3–5 

The overconsumption of unhealthy foods and beverages have also been coupled with 

a lower intake of healthier dietary components, including high-nutrient, low energy 

foods such as legumes, coarse grains, and other vegetables.1

The past few decades has also seen an enormous increase in consumption of sugar-

sweetened beverages (SSBs).6 Intake of these beverages – including soda, sports drinks, 

fruit drinks, and energy drinks – increased 3-fold from 1970 to 2001 in the USA alone, 

and almost half of Americans (48%) report drinking soda every day.7,8 Recent trends 

in the USA show that soda intake is falling, but intake of other SSBs, such as sports 

and energy drinks, is on the rise with SSBs remaining the greatest contributor to added 

sugar intake in the American diet.6,9,10 Countries such as the People’s Republic of China, 

India, Vietnam, Thailand, and other Southeast Asian countries are also experiencing 

rapid increases in SSB intake.11

These dietary shifts have major consequences on the public’s health. Diet and physi-

cal inactivity are now among the leading causes of preventable death and disability 

in nearly every country in the world.12,13 More than two billion people worldwide are 
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now overweight or obese, while maternal and child under-

nutrition is responsible for 11% of the total global disease 

burden.14,15 Unhealthy diet patterns, including high intake 

of added sugars, trans fats, and excess sodium intake, are 

linked with obesity, heart disease, type 2 diabetes, cancer, 

high blood pressure, and stroke.16–19 Furthermore, diet-related 

risk factors (including low fruit consumption and high sodium 

intake), account for 10% of disability-adjusted life years 

worldwide.20 SSBs alone are linked with obesity, weight 

gain, dental caries, increased energy intake, type 2 diabetes, 

and heart disease.6,17,21–23

In this paper, we discuss the ways in which current food 

environments exploit biological, psychological, social, and 

economic vulnerabilities to overeat. We then discuss public 

health policies designed to accelerate progress in promoting 

healthier eating habits. We group these policy strategies into 

the following categories: mandates, restrictions, economic 

incentives, marketing limits, information provision, and 

environmental defaults. Although the causes of obesity 

are multifactorial (and include growing rates of physical 

inactivity), this review is only focused on strategies to alter 

the food environment.

Vulnerabilities to unhealthy eating
Biological vulnerabilities
As discussed by Roberto et al in a recent Lancet series on 

Obesity,24 although individuals have some control over their 

diet, the modern food environment has introduced an influx of 

hyper-palatable foods high in sugar, fat, and salt, that appear 

to surpass the rewarding properties of non-processed foods.25 

These ingredients, along with flavor enhancers, food addi-

tives, and caffeine, are manipulated in ways that maximize 

the reward value of foods, making it difficult for the body to 

regulate food intake and weight.26 Many processed foods 

are engineered to increase the concentration of refined car-

bohydrates, such as white flour and sugar. In addition, fiber, 

water, and protein – ingredients which help with satiety and 

slowing the absorption of sugar into the bloodstream – are 

frequently stripped from these foods.27 The result of this pro-

cessing is an increased rate at which refined carbohydrates are 

absorbed into the body, causing rapid spikes in blood sugar. 

Previous research has demonstrated that highly processed 

foods with a high glycemic index rapidly raise blood sugar 

and can lead to excessive hunger, overeating, and a biological 

preference for high glycemic index foods, propagating cycles 

of overeating.28,29

There is also emerging evidence that certain foods may 

trigger brain responses that mimic reactions to addictive 

substances like drugs or alcohol.26,30 Neuroimaging research 

in both rats and humans suggests that intake of ultra-

processed foods high in added sugar, fat, and salt generate 

responses akin to other addictive substances.31,32 In particular, 

children are biologically vulnerable to developing preferences 

for highly processed foods because they have a stronger 

preference for sweet foods compared to adults.33–35 Finally, 

humans’ complex biological reactions make it difficult to 

lose weight and maintain weight loss.36,37 This often traps 

people in a vicious cycle where weight is initially lost, but  

regained over time. The difficulty in sustaining weight loss 

can contribute to feelings of failure, which in turn can push 

people to cyclical diets and related products that falsely 

promise quick, lasting change.

Psychological vulnerabilities
Research suggests that more than half of consumers’ gro-

cery store purchase decisions are unplanned and made in 

the store.38 This leaves consumers vulnerable to subtle 

environmental influences that promote intake of less healthy 

foods in places like supermarkets or restaurants. Examples 

of such environmental influences include large portion sizes 

at restaurants, which encourage overeating through chang-

ing consumption norms; highly visible placement of sugary 

drinks on supermarket end caps and candy in the check-out 

aisles, which makes these items salient and increases impulse 

purchases; and child-targeted marketing using athletes or 

licensed characters, which can shape taste and snack prefer-

ences, and form brand loyalty at early ages.24,34,39,40 Part of the 

problem is that incentives are misaligned. Food companies 

are under immense pressures to maximize profits over maxi-

mizing the health outcomes of consumers. Thus, they create 

and promote foods that take advantage of the aforementioned 

biological vulnerabilities to help sell more products.

Social and economic vulnerabilities
Modern environments also exploit social and economic 

vulnerabilities toward consuming unhealthy diets. In many 

low- and middle-income countries, rising household incomes, 

rapid urbanization, and increasing female labor force partici-

pation have driven a higher demand for unhealthy processed 

convenience foods.1,41 For example, from 1999–2012 total 

per capita processed food consumption increased 3.2-fold in 

the People’s Republic of China, and 3.6-fold in Vietnam. In 

high-income countries, unhealthy foods tend to be relatively 

inexpensive compared to healthier options, and lower-income 

neighborhoods are saturated with unhealthy options.42,43 For 

example, restaurants and other ready-to-eat foods are quick 
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and convenient, making them especially appealing to families 

with limited time and resources. However, these foods tend 

to be less healthy than home-cooked meals.44 In addition, 

research on low-income populations in the USA has found 

that black and Latino Americans are often disproportion-

ately the targets of aggressive marketing tactics by the food 

industry.45,46

Policies to accelerate progress  
on healthy eating
Our understanding of these biological, psychological, social, 

and economic vulnerabilities has shed light on the ways in 

which food environments undermine people’s ability to make 

responsible food choices that reflect their long-term goals 

to be healthy. Therefore, policies may play an important 

role to better align people’s food choices with their desires 

to live healthy lives. Traditional evidence-based population 

approaches for improving public health focus on identifying 

exposures in the environment that can lead to negative health 

outcomes, and designing interventions or policies that limit 

exposure to hazards. Current evidence-based policies typi-

cally fall into one of six categories that vary in effectiveness 

and feasibility:

1. Mandates (eg, vaccinations required for children in order 

to attend school, smoke-free air laws) – these required 

policies for industries or individuals are designed to pro-

tect against the adverse effects of an unhealthy substance 

or environment

2. Restrictions (eg, prohibit the sale of alcohol to minors) – 

these policies are designed to limit access to an unhealthy 

substance or environment

3. Economic incentives (eg, excise tax on cigarettes) – 

these policies aim to better align price incentives with 

health outcomes, encouraging higher consumption of 

healthy products and lower consumption of unhealthy 

products

4. Marketing limits (eg, regulation of tobacco advertising) – 

these policies try to limit advertising and promotion of 

an unhealthy substance or environment

5. Information provision (eg, education campaigns to 

promote fruits and vegetables, requiring warning labels 

on tobacco products) – these policies provide the public 

with important health information, including encouraging 

healthy behaviors and warning about the dangers of an 

unhealthy substance or environment

6. Environmental defaults (eg, changing the default restau-

rant side dish from French fries to salad) – these policies 

preserve the freedom of individuals to expose themselves 

to an unhealthy substance or environment, but makes it 

easier for them to avoid it.

In the next section, we review government policies 

to promote healthier diets that fit into the six categories 

described above.

Mandates
As the most restrictive policy tool available, government 

mandates tend to be effective at changing both industry and 

individual behaviors. However, they may be harder to enact 

than less restrictive policies because they limit freedom. An 

example of an effective government mandate was the New 

York City (NYC) Board of Health’s 2006 ordinance that 

prohibited restaurants from cooking with trans fats. The 

ordinance was passed based on scientific literature demon-

strating an association between the consumption of trans 

fats and cardiovascular disease and concerns that trans fats 

presented a greater risk to health than other kinds of “bad” 

fats such as saturated fats.47 Restaurants were able to switch 

to other cooking fats without complaint from customers.48 

NYC could have pursued other options for behavior change, 

such as encouraging restaurants to voluntarily stop using 

trans fats or requiring trans fat to be labeled on restaurant 

menus. However, these strategies would not have entirely 

removed trans fats from restaurant food as effectively as the 

legal mandate.

Restrictions
Governments can enact policies that do not impose mandates 

on everyone, but only restrict products in publicly-funded 

spaces (including government departments, schools, hospi-

tals, and prisons). For example, they may require that these 

places only offer food that follows national dietary guide-

lines, or limit the sale of certain products (such as alcohol or 

SSBs).49 Recent policy examples include a 2011 ban on the 

sale of SSBs from city property in Boston, Massachusetts, 

as well as a SSB ban in all food establishments within a 

children’s hospital in Ohio (USA). The latter was linked with 

a decrease in carbonated beverage sales and an increase in 

milk, juice, water, and coffee sales, without a revenue loss 

at non-vending locations.50

Policies may also restrict sales of unhealthy items or ingre-

dients to particularly vulnerable populations, such as children. 

The most common examples are implementing a minimum 

legal age to purchase alcohol and tobacco.51 Within the food 

arena, in 2014 Lithuania became the first country in the 

European Union to ban energy drink sales to anyone under 

the age of 18 years, a measure that is being pursued at the 
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state and local levels in the USA.52 Some scholars have 

suggested policies that would place a per-capita limit on 

the amount of a product one can purchase (eg, only one 

500 mL SSB container per purchase), or restrict sales 

to certain locations or hours within a given purchasing  

location.53

Policies have also been enacted to influence school food 

environments. Children spend more time in schools than any 

other environment away from home,54 and school practices 

affect children’s diets,55,56 and weight status.57 In 2010, the 

USA enacted a policy to update the federal nutrition standards 

for all foods and beverages in schools, requiring more serv-

ings of fruits and vegetables, limiting kilocalories (calories), 

saturated fat, and sodium, and restricting access to candy and 

SSBs.58 Peru, Uruguay, and Costa Rica have all banned “junk 

food” in public schools since 2012, and programs in countries 

such as Brazil, Ethiopia, Malawi, and Senegal have changed 

procurement policies to increase the amount of school foods 

sourced by local producers.24,59 In 2014, the UK released new 

school food standards, limiting fried foods and desserts, and 

emphasizing water, whole grains, fruits and vegetables.60 

Although research has documented links between school 

food policies and improvements in diet quality and lower 

weight gain among children,61 more evidence is needed to 

better elucidate how these changes impact children’s overall 

diet quality (both in and outside of school), as well as their 

weight over time.

Economic incentives
Spurred on by successful pricing policies for tobacco control, 

there has been a growing interest in the role of economic 

incentives (taxes and subsidies), to shift food and beverage 

consumption patterns toward more healthy diets.13,62 Most 

research evidence to-date has focused on price data. Findings 

suggest that changing prices of specific foods and beverages 

alters consumption, where larger price changes are associated 

with more meaningful changes in consumption.13,62–65

Several recent studies have also focused on the association 

between state-level soda taxes and individual data, showing 

that small sales taxes (1%–7%) have had a minimal impact 

on overall soda consumption or on weight/obesity.66–68 Many 

places have implemented special taxes on foods of low 

nutritional value, including soda, junk food such as potato 

chips and candy, and high-fat items.69,70 In the USA, 29 states 

have a sales tax on candy, while 34 states have a sales tax on  

soda, although none of the funds generated from these taxes 

are used for obesity prevention efforts.62 Sales taxes vary 

widely across and within the USA, with higher taxes in 

vending machines than grocery stores. In addition to sales 

taxes, the city of Berkeley, California, passed an excise tax 

on SSBs (US$0.01 per ounce [~30mL]) in 2014, the first of 

its kind in the USA.71 In 2014, Mexico enacted a one peso 

(US$0.08) per liter excise tax on SSBs and an 8% sales tax 

on junk food (energy-dense, non-staple foods), prompting 

similar proposals in other Latin American countries.59,72 

When Denmark enacted a saturated fat tax in 2012, pre-tax 

simulations estimated that it could reduce saturated fat con-

sumption by 8% in the population.70 Despite its later repeal 

due to pressures from retailers and consumers, the tax raised 

US$216 million in revenue.73

Together, these findings suggest that small taxes or sub-

sidies are not likely to produce significant changes in obesity 

prevalence, although small taxes may generate substantial 

government revenue. However, non-trivial pricing interven-

tions have shown measurable effects on weight outcomes, 

particularly in price-sensitive populations such as children 

and low-income adults.13,62,74 More research is needed to 

understand how specific policy changes – including the size 

of taxes/subsidies, specific items taxed/subsidized, and the 

tax/subsidy design – alter behavior and impact weight and 

other health outcomes.62 Research is also needed to better 

understand substitution effects, compensatory eating, and 

longer-term changes in behavior in response to pricing 

interventions.

Marketing limits
Currently, most child-targeted food and beverage mar-

keting is for products which are high in sugar, fat, or 

sodium.75 Previous research has documented that advertis-

ing shapes children’s food preferences, purchase requests, 

beliefs, and dietary intake.76–78 Because of this, many 

countries have restrictions on marketing to youth. More 

than 60 countries around the world currently have some 

regulations on food and beverage television advertising 

to children.79 Some countries have also begun banning 

television advertising to children, but the effect of such 

bans is difficult to evaluate. Australia has banned televi-

sion advertisements aimed at children 13 years old and 

younger, while Sweden, Norway, and Quebec now ban all 

television advertising aimed at children, regardless of the 

product involved.13 After South Korea restricted televi-

sion advertising of energy-dense and nutrient-poor foods 

targeting children in 2010, Korean food companies placed 

significantly fewer television advertisements of these foods 

targeted to children.80 Previous studies have estimated 

that banning television food advertisements to children 
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in the USA could reduce the prevalence of obesity,81,82  

although estimating the magnitude of such effects requires 

better accounting for the non-linear relationship between 

calorie reduction and weight loss.83 Food industry pledges to 

limit television advertising to children are also widespread, 

although evidence suggests that further efforts are needed to 

reduce the exposure and power of marketing to children.84

Other policies to limit food marketing to children include 

curbing advertising and marketing of less healthful foods and 

beverages in schools and removing toys in children’s fast food 

meals (eg, Chile and Peru have banned Happy Meal toys).59,76 

Most ongoing policy efforts to address food marketing in 

high income countries focus on television advertising and 

in-school product marketing. In the USA, issues of free 

commercial speech present a major barrier to enacting laws 

that would limit food advertising. Most research on food 

marketing to-date has focused on television advertising, 

but further research is needed to understand the scope and 

impact of other marketing strategies and marketing efforts 

directed at specific sub-populations such as low-income 

groups or children.

Information provision
Policies that inform the public are often met with less resis-

tance than some of the more restrictive interventions we 

previously described. A variety of mandatory and voluntary 

efforts are underway to include calorie labeling on restau-

rant menus and labels on the front of packaged foods that 

would provide consumers with key nutrition information. For 

example, the USA has passed a law requiring menu labeling 

in large chain restaurants.85 The research on the influence of 

calorie labeling in restaurants on consumer food choices and 

intake is mixed,86–93 with some studies finding that labeling 

encouraged lower calorie choices and others observing no 

effect on food choices. The current state of the evidence 

suggests that calorie labeling promotes lower calorie food 

choices for some consumers, some of the time, at some res-

taurants.94 Longer-term studies, particularly after the USA 

implements calorie labeling nationally, will be needed to 

determine its long-term impact.

There has also been a growing interest in placing labels 

on the front of packaged foods to improve consumer under-

standing of the nutritional profile of foods and/or improve 

the healthfulness of their dietary choices. In 2014, Ecuador 

passed a mandatory traffic light labeling policy for packaged 

foods, while voluntary labeling schemes are used in countries 

such as Denmark, Norway, Sweden, and Singapore.24,59 In 

the UK, some food manufacturers have adopted a multiple 

traffic light labeling system on packaged food and bever-

age products to signal whether products have low (green), 

moderate (yellow), or high (red) levels of sodium, sugar, and 

unhealthy fats.95 One study of a single traffic light labeling 

intervention in a USA hospital cafeteria found that sales of 

red items decreased and green items increased over a two-

year period and results were maintained after two years.96,97 

Another study found that translating calorie labeling into 

physical activity equivalents on SSBs (eg, displaying the 

number of minutes of exercise required to burn the equivalent 

amount of calories in a product) may reduce SSB purchases 

among adolescents.98 These results suggest that certain label-

ing schemes may be an easy, cost-effective way to encourage 

healthier purchases. The Netherlands, along with several 

other countries, have implemented the “Choices” checkmark 

symbol, which is used as a supermarket shelf tag to flag 

products that meet dietary guidelines for healthfulness as 

established by an independent international scientific com-

mittee.99 Although more research is needed on the influence of 

front-of-package or shelf-tag labeling systems, some studies 

have found that they can encourage purchasing of healthier 

products.93 It is important for future research to evaluate the 

optimal design of nutrition labels and how they influence 

purchasing habits and food intake.

Although the primary goal of nutrition and menu label-

ing policies is to inform consumers, their largest effects on 

public health may occur through providing incentives for 

manufacturers to reformulate products (eg, calorie reduction, 

lower portion sizes).27 For example, trans fats were reduced 

in some packaged foods following their mandatory inclusion 

on the nutrition facts label in the USA.100–102 More research is 

needed to understand how labeling spurs product reformula-

tion among food manufacturers.

In addition to nutrition labels, an emerging area of future 

research and policy interest is in placing warning labels on 

certain beverages with added sugar. State legislation has 

recently been introduced in New York and California,103,104 

with a goal of educating consumers on the scientific evidence 

linking SSB consumption with weight gain, diabetes, and 

tooth decay.

Governments can also inform the public through national 

dietary guidance. Although both sugar and caffeine – the two 

main ingredients of SSBs – are recognized as potential health 

concerns,105–107 few governments worldwide have strong or 

quantitative recommendations to reduce their consumption.108 

Including limits on added sugar in national dietary guidance 

to reflect current scientific evidence would be a first step 

toward addressing this issue.109
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Powerful interest groups have traditionally slowed the 

actions of governmental and non-governmental organizations 

(such as the World Health Organization) in addressing 

reductions in added sugar.110,111 However, in 2014, the World 

Health Organization issued draft guidelines to limit sugars 

to 5% of total daily energy intake, while in 2015, the USA 

Dietary Guidelines Advisory Committee issued a scientific 

report recommending that the federal government limit added 

sugars to below 10% of total daily energy intake.112,113 Both 

sets of recommendations are currently in draft format.

Another way to inform the public is through mass media 

campaigns, which can raise awareness, increase knowledge, 

and prompt healthier behavioral intentions.114 Several govern-

ment initiatives have launched such campaigns to inform the 

public about diet-related chronic diseases. In 2008 the Austra-

lian government launched the ‘Measure-Up’ campaign to link 

waist circumference with chronic disease risk. An evaluation 

showed increased public awareness of the link between waist 

circumference and chronic disease, but did not result in changes 

in fruit and vegetable intake or physical activity.115 Similarly, the 

Los Angeles County Department of Public Health (California) 

launched the “Sugar Pack” health marketing campaign in 2011 to 

educate the public on reducing excess calorie intake from SSBs. 

An evaluation showed increased knowledge and self-reported 

intention to reduce SSB consumption, potentially complement-

ing a comprehensive obesity prevention strategy.116

Environmental defaults
Mandatory or voluntary “nudge” strategies – behavioral 

science approaches involving small, usually unnoticed 

environmental changes – can complement traditional pub-

lic health policies and inform the design of new policies to 

increase effectiveness.117,118 One advantage of these types 

of interventions is that they are designed to be simple and 

cost-effective. Part of the reason such interventions are 

appealing is that they do not rely on people making effortful 

changes or comprehending complex health information.119 

For example, in 2015 major fast-food chains McDonald’s, 

Wendy’s, and Burger King all dropped soft drinks from 

their children’s menus,120 shifting the default beverage to a 

healthier option. In conjunction with major policy efforts, 

these types of voluntary nudges have the potential to reduce 

soft drink consumption among children.

Policies may also change the default food environment 

by increasing access to healthy foods through farmers’ 

markets and mobile vendors of healthful foods.24 Attempts 

to nudge consumers to make healthier food choices through 

subtle environmental cues such as smaller plate size and 

pre-committing to healthier food choices by ordering food 

ahead of time, have shown some potential to reduce calorie 

consumption.121 However, these types of strategies typi-

cally represent small “p” policies that must be undertaken 

voluntarily by companies or institutions. One example of a 

government policy designed to change the large portion size 

that is default in restaurants was a 2012 proposal in NYC to 

limit the portion size of sugary drinks sold in food service 

establishments to 16 ounces (~500 mL). This policy was 

struck down because the NYC Board of Health did not have 

the legal authority to enact it, but it remains a viable policy 

option. Although there are no shortage of creative ideas to 

use nudges to improve the food environment,122 a recent 

randomized controlled trial found no long-term effects for 

a school-based nudge intervention, and there have been few 

other evaluations of such interventions in the long-term.123,124 

More longer-term experiments are needed.

Future prospects
Most food environments across the globe make it difficult 

to eat a healthy diet. Given the magnitude of the obesity 

pandemic and the rapid, global changes in unhealthy diet 

patterns, it is unlikely that general population eating habits 

will improve without major policy interventions. Echoing 

previous findings,24 we see a need for systematic, large-scale 

efforts to address unhealthy diets. Policymakers must also 

recognize the double burden of under nutrition and obesity, 

particularly in low- and middle-income countries, and design 

policies with both issues in mind. Further, funding levels to 

evaluate the impact of major food policies in high-income 

countries are very low, and there is essentially no funding 

for evaluation in low- and middle-income countries.1,13 New 

efforts are needed to establish more comprehensive and 

rigorous approaches to evaluating programs and policies 

aimed to improve diet, coupled with feedback to improve 

the effectiveness and efficiency of implemented policies. 

Examining long-term effects of policies in different locations 

and among different populations, as well as best practices for 

implementation, are urgently needed to increase the evidence 

base in this field. Reversing the obesity epidemic will require 

a demand for change from civil society, actions and innova-

tions from the food industry, and most importantly, policy 

implementation from governments and institutions.

Acknowledgment
This project was supported by grant number T32HS000055 

from the Agency for Healthcare Research and Quality. The 

content is solely the responsibility of the authors and does 

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Healthcare Leadership 2015:7 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

87

Policies to encourage healthy eating habits

not necessarily represent the official views of the Agency for 

Healthcare Research and Quality.

Disclosure
The authors report no conflicts of interest in this work.

References
 1. Popkin BM, Adair LS, Ng SW. Now and then: the global nutrition 

transition: the pandemic of obesity in developing countries. Nutr Rev. 
2012;70(1):3–21.

 2. Duffey KJ, Popkin BM. Energy density, portion size, and eating 
occasions: contributions to increased energy intake in the United States, 
1977–2006. PLoS Med. 2011;8(6):e1001050.

 3. Wright JD, Wang CY, Kennedy-Stephenson J, Ervin RB. Dietary intake 
of ten key nutrients for public health, United States: 1999–2000. Adv 
Data. 2003;(334):1–4.

 4. Centers for Disease Control and Prevention. Trends in the prevalence 
of excess dietary sodium intake – United States, 2003–2010. MMWR. 
2013;62(50):1021–1025.

 5. Ervin RB, Ogden CL. Consumption of added sugars among US adults, 
2005–2010. NCHS Data Brief. 2013;(122):1–8.

 6. Malik VS, Popkin BM, Bray GA, Després JP, and Hu FB. Sugar sweet-
ened beverages, obesity, type 2 diabetes mellitus, and cardiovascular 
disease risk. Circulation. 2010;121(11):1356–1364.

 7. Gallup. Nearly half of Americans drink soda daily. Gallup Poll con-
ducted July 9–12, 2012. Available from: gallup.com/poll/156116/
Nearly-Half-Americans-Drink-Soda-Daily.aspx?utm_source=position9 
&utm_medium=related&utm_campaign=tiles. Accessed March 1, 
2015.

 8. Nielsen SJ, Popkin BM. Changes in beverage intake between 1977 and 
2001. Am J Prev Med. 2004;27(3):205–210.

 9. Reuters. US soda sales decline worsened in 2013 – Beverage Digest.  
March 31, 2014. Available from: http://www.reuters.com/article/2014/ 
03/31/usa-soda-beverages-idUSL1N0MS16720140331. Accessed 
March 1, 2015.

 10. Han E, Powell LM. Consumption patterns of sugar-sweetened beverages 
in the United States. J Acad Nutr Diet. 2013;113(1):43–53.

 11. Ismail AI, Tanzer JM, Dingle JL. Current trends of sugar consumption 
in developing societies. Community Dent Oral Epidemiol. 1997;25(6): 
438–443.

 12. World Health Organization. Global Health Risks: Mortality and burden 
of disease attributable to selected major risks. 2009. Available from: 
who.int/healthinfo/global_burden_disease/GlobalHealthRisks_report_
full.pdf. Accessed March 1, 2015.

 13. Mozaffarian D, Afshin A, Benowitz NL, et al. Population approaches 
to improve diet, physical activity, and smoking habits. Circulation. 
2012;126(12):1514–1563.

 14. Ng M, Fleming T, Robinson M, et al. Global, regional, and national 
prevalence of overweight and obesity in children and adults during 
1980–2013: a systematic analysis for the Global Burden of Disease 
Study 2013. Lancet. 2014;384(9945):766–781.

 15. Black RE, Allen LH, Bhutta ZA, et al. Maternal and child undernutrition: 
global and regional exposures and health consequences. Lancet. 
2008;371(9608):243–260.

 16. NIH, NHLBI Obesity Education Initiative. Clinical Guidelines on the 
Identification, Evaluation, and Treatment of Overweight and Obesity in 
Adults. Available from: http://www.nhlbi.nih.gov/files/docs/guidelines/
ob_gdlns.pdf. Accessed March 1, 2015.

 17. Vartanian LR, Schwartz MB, Brownell KD. Effects of soft drink 
consumption on nutrition and health: A systematic review and 
meta-analysis. Am J Public Health. 2007;97(4):667–675.

 18. Roger VL, Go AS, Lloyd-Jones DM, et al. Heart disease and stroke 
statistics – 2012 update: a report from the American Heart Association. 
Circulation. 2012;125(1):e2–e220.

 19. Mozaffarian D, Aro A, Willett WC. Health effects of trans-fatty acids: 
experimental and observational evidence. Eur J Clin Nutr. 2009; 
63 Suppl 2:S5–S21.

 20. Lim SS, Vos T, Flaxman AD, et al. A comparative risk assessment 
of burden of disease and injury attributable to 67 risk factors and risk 
factor clusters in 21 regions, 1990–2010: a systematic analysis for 
the Global Burden of Disease Study 2010. Lancet. 2012;380(9859): 
2224–2260.

 21. Woodward-Lopez G, Kao J, Ritchie L. To what extent have sweetened 
beverages contributed to the obesity epidemic? Public Health Nutr. 
2011;14(3):499–509.

 22. Heller KE, Burt BA, Eklund SA. Sugared soda consumption and dental 
caries in the United States. J Dent Res. 2001;80(10):1949–1953.

 23. Malik VS, Pan A, Willet WC, Hu FB. Sugar-sweetened beverages 
and weight gain in children and adults: a systematic review and 
meta-analysis. Am J Clin Nutr. 2013;98(4):1084–1102.

 24. Roberto CA, Swinburn B, Hawkes C, et al. Patchy progress on obesity 
prevention: emerging examples, entrenched barriers and new thinking. 
Lancet. 2015;385(9985):2400–2409.

 25. Gearhardt AN, Grilo CM, DiLeone RJ, Brownell KD, Potenza MN. 
Can food be addictive? Public health and policy implications. Addiction. 
2011;106(7):1208–1212.

 26. Schulte EM, Avena NM, Gearhardt AN. Which foods may be addictive? 
The roles of processing, fat content, and glycemic load. PLoS One. 
2015;10(2):e0117959.

 27. Gearhardt AN, Bragg MA, Pearl RL, Schvey NA, Roberto CA, 
Brownell KD. Obesity and Public Policy. Annu Rev Clin Psychol. 
2012;8:405–430.

 28. Lennerz BS, Alsop AC, Holsen LM, et al. Effects of dietary glycemic 
index on brain regions related to reward and craving in men. Am J Clin 
Nutr. 2013;98(3):641–647.

 29. Ludwig DS. The glycemic index: physiological mechanisms relating 
to obesity, diabetes, and cardiovascular disease. JAMA. 2002;287(18): 
2414–2423.

 30. Gearhardt AN, Davis C, Kuschner R, Brownell KD. The addiction 
potential of hyperpalatable foods. Curr Drug Abuse Rev. 2011;4(3): 
140–145.

 31. Johnson PM, Kenny PJ. Dopamine D2 receptors in addiction-like 
reward dysfunction and compulsive eating in obese rats. Nat Neurosci. 
2010;13(5):635–641.

 32. Volkow ND, Wang GJ, Tomasi D, Baler RD. Obesity and addiction: 
neurobiological overlaps. Obes Rev. 2013;14(1):2–18.

 33. Desor JA, Beauchamp GK. Longitudinal changes in sweet preferences 
in humans. Physiol Behav. 1987;39(5):639–641.

 34. Schwartz C, Issanchou S, Nicklaus S. Developmental changes in the 
acceptance of the five basic tastes in the first year of life. Br J Nutr. 
2009;102:1375–1385.

 35. Beauchamp GK, Moran M. Dietary experiences and sweet taste prefer-
ence in human infants. Appetite. 1982;3(2):139–152.

 36. Rosenbaum M, Leibel RL. Adaptive thermogenesis in humans. Int J 
Obes (Lond). 2010;34(Suppl 1):S47–S55.

 37. Hall KD, Sacks G, Chandramohan D, et al. Quantification of the 
effect of energy imbalance on bodyweight. Lancet. 2011;378(9793): 
826–837.

 38. The Robert Wood Johnson Foundation and The Food Trust. 
Harnessing the Power of Supermarkets to Help Reverse the Childhood 
Obesity Epidemic. June 2010. Available from: thefoodtrust.org/uploads/
media_items/harnessingthepowerofsupermarkets.original.pdf. Accessed 
April 1, 2015.

 39. Wansink B, van Ittersum K. Portion size me: plate-size induced con-
sumption norms and win-win solutions for reducing food intake and 
waste. J Exp Psychol Appl. 2013;19(4):320–332.

 40. Roberto CA, Baik J, Harris JL, Brownell KD. Influence of licensed 
characters on children’s taste and snack preferences. Pediatrics. 2010; 
126(1):88–93.

 41. Baker P, Friel S. Processed foods and the nutrition transition: evidence 
from Asia. Obesity Reviews. 2014;15(7):564–577.

www.dovepress.com
www.dovepress.com
www.dovepress.com
http://www.reuters.com/article/2014/03/31/usa-soda-beverages-idUSL1N0MS16720140331
http://www.reuters.com/article/2014/03/31/usa-soda-beverages-idUSL1N0MS16720140331
http://www.nhlbi.nih.gov/files/docs/guidelines/ob_gdlns.pdf
http://www.nhlbi.nih.gov/files/docs/guidelines/ob_gdlns.pdf


Journal of Healthcare Leadership 2015:7submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

88

Gorski and Roberto

 42. Andreyeva T, Blumenthal DM, Schwartz MB, Long MW, Brownell KD. 
Availability and prices of foods across stores and neighborhoods: the 
case of New Haven, Connecticut. Health Aff (Millwood). 2008;27(5): 
1381–1388.

 43. Moore LV, Diez Roux AV. Associations of neighborhood character-
istics with the location and type of food stores. Am J Public Health. 
2006;96:325–331.

 44. Guthrie JF, Lin B-H, Frazao E. Role of food prepared away from home 
in the American diet, 1977–1978 versus 1994–1996: changes and 
consequences. J Nutr Educ Behav. 2002;34(3):140–150.

 45. Grier SA, Kumanyika SK. The context for choice: health implications 
of targeted food and beverage marketing to African Americans. Am J 
Public Health. 2008;98(9):1616–1629.

 46. Yancey AK, Cole BL, Brown R, et al. A cross-sectional prevalence 
study of ethnically targeted and general audience outdoor obesity-related 
advertising. Milbank Q. 2009;87(1):155–184.

 47. Teegala SM, Willett WC, Mozaffarian D. Consumption and health effects 
of trans fatty acids: a review. J AOAC Int. 2009;92(5):1250–1257.

 48. Hirsch JM. Can you taste the difference of no trans fat? Probably not. 
Associated Press. November 7, 2013.

 49. Swinburn B, Vandevijvere S, Kraak V, et al. Monitoring and bench-
marking government policies and actions to improve the healthiness of 
food environments: a proposed government healthy food environment 
policy index. Obes Rev. 2013;14(Suppl 1):24–37.

 50. Eneli IU, Oza-Frank R, Grover K, Miller R, Kelleher K. Instituting 
a Sugar-Sweetened Beverage Ban: Experience From a Children’s 
Hospital. Am J Public Health. 2014;104(10):1822–1825.

 51. Pomeranz JL, Roberto CA. The impact of ‘food addiction’ on food 
policy. Curr Addict Rep. 2014;1:102–108.

 52. Stoll JD, Esterl M, Robinson F. Lithuania bans energy drinks sales to minors. 
The Wall Street Journal. May 15, 2014. Available from: http://www.wsj.
com/articles/SB10001424052702304908304579563690934380648. 
Accessed March 1, 2015.

 53. Pomeranz JL, Teret SP, Sugarman SD, Rutkow L, Brownell KD. 
Innovative legal approaches to address obesity. Milbank Q. 2009;87(1): 
185–213.

 54. Story M, Nanney MS, Schwartz MB. Schools and obesity prevention: 
creating school environments and policies to promote healthy eating 
and physical activity. Milbank Q. 2009;87(1):71–100.

 55. French S, Story M, Fulkerson JA, Hannan P. An environmental 
intervention to promote lower-fat food choices in secondary schools: 
outcomes of the TACOS study. Am J Public Health. 2004;94(9): 
1507–1512.

 56. Perry CL, Bishop DB, Taylor GL, et al. A randomized school trial of 
environmental strategies to encourage fruit and vegetable consumption 
among children. Health Educ Behav. 2004;31(1):65–76.

 57. Kubik MY, Lytle MA, Story M. Schoolwide food practices are asso-
ciated with body mass index in middle school students. Arch Pediatr 
Adolesc Med. 2005;159(12):1111–1114.

 58. Healthy, Hunger-Free Kids Act of 2010. Public Law 111-296, 111th 
Congress, enacted December 13, 2010. Available from: gpo.gov/
fdsys/pkg/PLAW-111publ296/pdf/PLAW-111publ296.pdf. Accessed 
April 1, 2015.

 59. Guthrie A. Junk Food Feels the Heat in Latin America. The Wall Street 
Journal. December 27, 2013. Available from: wsj.com/articles/SB10
001424052702304773104579270523572200790. Accessed April 1,  
2015.

 60. United Kingdom (UK) Department of Education. Press release: new school 
food standards. 17 June 2014 Available from: http://www.gov.uk/govern 
ment/news/new-school-food-standards. Accessed March 1, 2015.

 61. Taber DR, Chriqui JF, Perna FM, Powell LM, Chaloupka FJ. Weight 
status among adolescents in States that govern competitive food nutri-
tion content. Pediatrics. 2012;130(3):437–444.

 62. Powell LM, Chriqui JF. Chapter 38: Food Taxes and Subsidies: 
Evidence and Policies for Obesity Prevention. In: Cawley J, editor. The 
Oxford Handbook of The Social Science of Obesity. New York: Oxford 
University Press; 2011:639–664.

 63. French SA, Story M, Jeffery RW, et al. Pricing strategy to promote 
fruit and vegetable purchase in high school cafeterias. J Am Diet Assoc. 
1997;97(9):1008–1010.

 64. French SA, Jeffery RW, Story M, et al. Pricing and promotion effects on 
low-fat vending snack purchases: the CHIPS study. Am J Pub Health. 
2001;91(1):112–117.

 65. Michels KB, Bloom BR, Ricardi P, Rosner BA, Willett WC. A study 
of the importance of education and cost incentives on individual food 
choices at the Harvard School of Public Health cafeteria. J Am Coll 
Nutr. 2008;27(1):6–11.

 66. Powell LM, Chriqui JF, Khan T, Wada R, Chaloupka FJ. Assessing 
the potential effectiveness of food and beverage taxes and subsidies 
for improving public health: a systematic review of prices, demand and 
body weight outcomes. Obes Rev. 2013;14(2):110–128.

 67. Sturm R, Powell LM, Chriqui JF, Chaloupka FJ. Soda taxes, soft drink 
consumption, and children’s body mass index. Health Aff (Millwood). 
2010;29(5):1052–1058.

 68. Chriqui JF, Chaloupka FJ, Powell LM, Eidson SS. A typology of bever-
age taxation: Multiple approaches for obesity prevention and obesity 
prevention-related revenue generation. J Public Health Policy. 2013; 
34(3):403–423.

 69. Jacobson MF, Brownell KD. Small taxes on soft drinks and snack foods 
to promote health. Am J Public Health. 2000;90(6):854–857.

 70. Smed S. Financial penalties on foods: the fat tax in Denmark. Nutrition 
Bulletin. 2012;37(2):142–147.

 71. City of Berkeley, City Clerk. Election Information: 2014 Ballot Mea-
sures. Measure D – Impose a General Tax on Distributors of Sugar-
Sweetened Beverages. Available from: cityofberkeley.info/Clerk/Elections/ 
Election__2014_Ballot_Measure_Page.aspx. Accessed March 1, 2015.

 72. Hollingsworth B. Preliminary Results of the Effects of Tax in Mexico 
on Sugar-Sweetened Beverages and Energy Dense Non-Staple Foods. 
UNC Food Research Program. September 9, 2014. Available from: 
uncfoodresearchprogram.web.unc.edu/preliminary-results-of-the-
effects-of-tax-in-mexico-on-sugar-sweetened-beverages-and-energy-
dense-non-staple-foods/. Accessed March 1, 2015.

 73. Strom S. ‘Fat Tax’ in Denmark is repealed after criticism. New York 
Times, November 12, 2012. Available from: nytimes.com/2012/11/13/
business/global/fat-tax-in-denmark-is-repealed-after-criticism.html?_
r=0. Accessed March 1, 2015.

 74. Powell LM, Chaloupka FJ. Food prices and obesity: evidence and 
policy implications for taxes and subsidies. Milbank Q. 2009;87(1): 
229–257.

 75. Powell LM, Szczypka G, Chaloupka FJ, Braunschweig CL. Nutritional 
content of television food advertisements seen by children and adoles-
cents in the United States. Pediatrics. 2007;120:576–583.

 76. McGinnis JM, Gootman JA, Kraak VI, editors. Institute of Medicine, 
Committee on Food Marketing and the Diets of Children and Youth. 
Food Marketing to Children and Youth: Threat or Opportunity? 
Washington, DC: The National Academies Press; 2006.

 77. Hastings G, McDermott L, Angus K, Stead M, Thomson S. The extent, 
nature and effects of food promotion to children: A review of the 
evidence. Technical paper prepared for the World Health Organization. 
2006. Available from: who.int/dietphysicalactivity/publications/
Hastings_paper_marketing.pdf. Accessed March 1, 2015.

 78. The Federal Trade Commission. Marketing Food to Children and 
Adolescents: A Review of Industry Expenditures, Activities, and 
Self-Regulation. 2008. Available from: https://www.ftc.gov/sites/
default/files/documents/reports/marketing-food-children-and-ado-
lescents-review-industry-expenditures-activities-and-self-regulation/
p064504foodmktingreport.pdf. Accessed March 1, 2015.

 79. Hawkes C. Marketing food to children: the global regulatory 
environment. 2004. Switzerland: World Health Organization; 2004. 
Available from: whqlibdoc.who.int/publications/2004/9241591579.
pdf. Accessed March 1, 2015.

 80. Kim S, Lee Y, Yoon J, Chung SJ, Lee SK, Kim H. Restriction of televi-
sion food advertising in South Korea: impact on advertising of food 
companies. Health Promot Int. 2013;28(1):17–25.

www.dovepress.com
www.dovepress.com
www.dovepress.com
http://www.wsj.com/articles/SB10001424052702304908304579563690934380648
http://www.wsj.com/articles/SB10001424052702304908304579563690934380648
http://www.gov.uk/government/news/new-school-food-standards
http://www.gov.uk/government/news/new-school-food-standards
https://www.ftc.gov/sites/default/files/documents/reports/marketing-food-children-and-adolescents-review-industry-expenditures-activities-and-self-regulation/p064504foodmktingreport.pdf
https://www.ftc.gov/sites/default/files/documents/reports/marketing-food-children-and-adolescents-review-industry-expenditures-activities-and-self-regulation/p064504foodmktingreport.pdf
https://www.ftc.gov/sites/default/files/documents/reports/marketing-food-children-and-adolescents-review-industry-expenditures-activities-and-self-regulation/p064504foodmktingreport.pdf
https://www.ftc.gov/sites/default/files/documents/reports/marketing-food-children-and-adolescents-review-industry-expenditures-activities-and-self-regulation/p064504foodmktingreport.pdf


Journal of Healthcare Leadership 2015:7 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

89

Policies to encourage healthy eating habits

 81. Chou SY, Rashad I, Grossman M. Fast-food restaurant advertising 
on television and its influence on childhood obesity. J Law Econ. 
2008;51(4):599–618.

 82. Veerman JL, Van Beeck EF, Barendregt JJ, Mackenbach JP. By how 
much would limiting TV food advertising reduce childhood obesity? 
Eur J Public Health. 2009;19(4):365–369.

 83. Hall KD. What is the required energy deficit per unit weight loss? Int 
J Obes (Lond). 2008;32(3):573–576.

 84. Hawkes C, Harris JL. An analysis of the content of food industry 
pledges on marketing to children. Public Health Nutr. 2011;14(8): 
1403–1414.

 85. Patient Protection and Affordable Care Act. Public Law 111-148, 
111th Congress, enacted March 23, 2010. Available from: gpo.gov/
fdsys/pkg/PLAW-111publ148/pdf/PLAW-111publ148.pdf. Accessed 
March 1, 2015.

 86. Roberto CA, Larsen PD, Agnew H, Baik J, Brownell KD. 2010. 
Evaluating the impact of menu labeling on food choices and intake. 
Am J Public Health. 2010;100(2):312–318.

 87. Dumanovsky T, Huang CY, Nonas CA, Matte TD, Bassett MT, 
Silver LD. Changes in the energy content of lunchtime purchases 
from fast food restaurants after introduction of calorie labeling: cross 
sectional consumer surveys. BMJ. 2011;343:d4464.

 88. Elbel B, Kersh R, Brescoll VL, Dixon LB. Calorie labeling and food 
choices: a first look at the effects on low-income people in New York 
City. Health Aff (Millwood). 2009;28(6):w1110–w1121.

 89. Sutherland LA, Kaley LA, Fischer L. 2010. Guiding stars: the effect 
of a nutrition navigation program on consumer purchases at the 
supermarket. Am J Clin Nutr. 2010;91(4):1090S–1094S.

 90. Finkelstein EA, Strombotne KL, Chan NL, Krieger J. Mandatory 
menu labeling in one fast-food chain in King County, Washington. 
Am J Prev Med. 2011;40(2):122–127.

 91. Kelly B, Hughes C, Chapman K, et al. Consumer testing of the accept-
ability and effectiveness of front-of-pack food labelling systems for the 
Australian grocery market. Health Promot Int. 2009;24(2):120–129.

 92. Gorton D, Ni Mhurchu C, Chen MH, Dixon R. 2009. Nutrition labels: 
a survey of use, understanding and preferences among ethnically 
diverse shoppers in New Zealand. Public Health Nutr. 2009;12(9): 
1359–1365.

 93. Hawley K, Roberto C, Bragg M, Liu P, Schwartz M, Brownell K. The 
science on front-of-package food labels. Public Health Nutr. 2013; 
16(3):430–439.

 94. Block JP, Roberto CA. Potential benefits of calorie labeling on menus. 
JAMA. 2014;312:887–888.

 95. Triggle N. Food labelling: Consistent system to be rolled out. 
BBC News. June 18, 2013. Available from: bbc.co.uk/news/
health-22959239. Accessed March 1, 2015.

 96. Thorndike AN, Sonnenberg L, Riis J, Barraclough S, Levy DE. A 2-phase 
labeling and choice architecture intervention to improve healthy food and 
beverage choices. Am J Public Health. 2012;102(3): 527–533.

 97. Thorndike AN, Riis J, Sonnenberg L, Levy DE. Traffic-light labels 
and choice architecture: promoting healthy food choices. Am J Prev 
Med. 2014;46:143–149.

 98. Bleich SN, Herring BJ, Flagg DD, Gary-Webb TL. Reduction in 
purchases of sugar-sweetened beverages among low-income Black 
adolescents after exposure to caloric information. Am J Public Health. 
2012;102(2):329–335.

 99. Dotsch-Klerk M, Jansen L. The Choices programme: a simple, front-
of-pack stamp making healthy choices easy. Asia Pac J Clin Nutr. 
2008;17(S1):383–386.

 100. Mayer JA, Maciel TL, Orlaski PL, Flynn-Polan G. Misleading nutrition 
claims on cracker packages prior to and following implementation of 
the Nutrition Labeling and Education Act of 1990. Am J Prev Med. 
1998;14(3):189–195.

 101. Eckel RH, Borra S, Lichtenstein AH, Yin-Piazza SY. Understanding the 
complexity of trans fatty acid reduction in the American diet. American 
Heart Association Trans Fat Conference 2006: Report of the Trans Fat 
Conference Planning Group. Circulation. 2007;115(16):2231–2246.

 102. Otite FO, Jacobson MF, Dahmubed A, Mozaffarian D. Trends in trans 
fatty acids reformulations of US supermarket and brand-name foods 
from 2007 through 2011. Prev Chronic Dis. 2013;10:120198.

 103. New York State Assembly Bill 2320-A (introduced January 2015). 
Available from: assembly.state.ny.us/leg/?bn=2320-A&term=2015. 
Accessed April 1, 2015.

 104. California Senate Bill 203 (introduced February 2015). Available from: 
legiscan.com/CA/text/SB203/id/1195261/California-2015-SB203-
Amended.html. Accessed April 2, 2015.

 105. Seifert SM, Schaechter JL, Hershorin ER, Lipshultz SE. Health effects 
of energy drinks on children, adolescents, and young adults. Pediatrics. 
2011;127(3):511–538.

 106. Johnson RK, Appel LJ, Brands M, et al. Dietary sugars intake and 
cardiovascular health: A scientific statement from the American Heart 
Association. Circulation. 2009;120:1011–1020.

 107. O’Connor E. A sip into dangerous territory. Monitor on Psychology. 
2001;32(6).

 108. Pomeranz J. Advanced policy options to regulate sugar-sweetened 
beverages to support public health. J Public Health Policy. 2012;33(1): 
75–88.

 109. Scott-Thomas C. WHO recommends halving sugar intake advice. 
Food Navigator. March 6, 2014. Available from: foodnavigator.com/
Policy/WHO-recommends-halving-sugar-intake-advice. Accessed 
March 1, 2015.

 110. Halliday J. New goals set for sugar and saturated fat reduction. Food 
Navigator. March 29, 2010. Available from: foodnavigator.com/
Legislation/New-goals-set-for-sugar-and-saturated-fat-reduction. 
Accessed March 1, 2015.

 111. Brownell KD, Nestle M. The sweet and lowdown on sugar (Op-Ed). 
New York Times. January 23, 2004.

 112. Scientific Report of the 2015 Dietary Guidelines Advisory Committee. 
Advisory Report to the Secretary of Health and Human Services and 
the Secretary of Agriculture. February 2015. Available from: health.
gov/dietaryguidelines/2015-scientific-report/PDFs/Scientific-Report-
of-the-2015-Dietary-Guidelines-Advisory-Committee.pdf. Accessed 
March 1, 2015.

 113. World Health Organization. WHO opens public consultation on draft 
sugars guideline. March 5, 2014. Available from: who.int/media 
centre/news/notes/2014/consultation-sugar-guideline/en/. Accessed 
March 1, 2015.

 114. Boles M, Adams A, Gredler A, Manhas S. Ability of a mass 
media campaign to influence knowledge, attitudes, and behaviors 
about sugary drinks and obesity. Prev Med. 2014;67(Suppl 1): 
S40–S45.

 115. King EL, Grunseit AC, O’Hara BJ, Bauman AE. Evaluating the 
effectiveness of an Australian obesity mass-media campaign: how 
did the ‘Measure-Up’ campaign measure up in New South Wales? 
Health Educ Res. 2013;28(6):1029–1039.

 116. Barragan NC, Noller AJ, Robles B, et al. The “Sugar Pack” health 
marketing campaign in Los Angeles County, 2011–2012. Health 
Promot Pract. 2014;15(2):208–216.

 117. Thaler RH, Sunstein CR. Nudge: Improving Decisions about Health, 
Wealth, and Happiness. New Haven, CT and London: Yale University 
Press. 2008.

 118. Roberto CA, Pomeranz JL, Fisher JO. The need for public policies 
to promote healthier food consumption: A comment on Wansink 
and Chandon (2014). Journal of Consumer Psychology. 2014;24(3): 
438–445.

 119. Marteau TM, Hollands GJ, Fletcher PC. Changing human behavior 
to prevent disease: The importance of targeting automatic processes. 
Science. 2012;337(6101):1492–1495.

 120. Time. Burger King quietly drops sugar soft drinks from kids menu. 
March 10, 2015. Available from: time.com/3738659/burger-king-soda-
kids-menu/. Accessed March 10, 2015.

 121. Wansink B. Environmental factors that increase the food intake and 
consumption volume of unknowing consumers. Annu Rev Nutr.  
2004;24:455–479.

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Healthcare Leadership

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/journal-of-healthcare-leadership-journal

The Journal of Healthcare Leadership is an international, peer-reviewed, open 
access journal focusing on leadership for the health profession. The journal is 
committed to the rapid publication of research focusing on but not limited to: 
Healthcare policy and law; Theoretical and practical aspects healthcare deliv-
ery; Interactions between healthcare and society and evidence-based practices; 

Interdisciplinary decision-making; Philosophical and ethical issues; Hazard 
management; Research and opinion for health leadership; Leadership assess-
ment. The manuscript management system is completely online and includes 
a very quick and fair peer-review system. Visit http://www.dovepress.com/ 
testimonials.php to read real quotes from published authors.

Journal of Healthcare Leadership 2015:7submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

90

Gorski and Roberto

 122. Wansink B, Chandon P. Slim by design: Redirecting the acciden-
tal drivers of mindless overeating. J Consumer Psych. 2014;4(3): 
413–431.

 123. Cohen JFW, Richardson SA, Cluggish SA, Parker E, Catalano PJ, 
Rimm EB. Effects of Choice Architecture and Chef-Enhanced 
Meals on the Selection and Consumption of Healthier School Foods: 
A Randomized Clinical Trial. JAMA Pediatr. 2015;169(5):431–437.

 124. Downs JS, Loewenstein G. Chapter 9: Behavioral Economics and 
Obesity. In: Cawley J, editor. The Oxford Handbook of The Social 
Science of Obesity. New York: Oxford University Press; 2011: 
138–157.

http://www.dovepress.com/journal-of-healthcare-leadership-journal
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 2: 
	Nimber of times reviewed: 


