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executive summary

Healthy dietary practices starting early in life are the foundation for good nutrition, health and 
development during childhood and beyond. Yet, unhealthy diets are a leading global public health 
risk, contributing to a rise in unhealthy weight gain and noncommunicable diseases (NCDs), 
including diabetes, cardiovascular disease, stroke and cancer.

Governments play a leading role in reducing the burden of diet-related NCDs, addressing malnutrition 
in all its forms and promoting healthy diets. In 2014, the Second International Conference on 
Nutrition emphasized the importance of improving the food environment, which plays a critical role 
in shaping people’s diets, including through policy actions. 

The current food environment exposes consumers to powerful food marketing, predominantly of 
foods that undermine healthy diets, and to inconsistent and often misleading nutrition labelling. 
Enabling consumers to make healthier dietary decisions therefore requires creating a food 
environment that promotes a healthy diet. Such a food environment includes nutrition labelling 
policies that prevent labelling in a manner that is false, misleading or deceptive, or is likely to create 
an erroneous impression about any characteristics of the product; labelling policies should also 
enable consumers to make an informed selection of pre-packaged products. Nutrition labelling 
policies are implemented within complex systems (including the food system) that are largely 
country specific. They are affected by each country’s political, legal, economic, cultural and ethical 
contexts. 

This review provides contextual information for nutrition labelling policies, including ingredient 
lists, nutrient declarations, supplementary nutrition information (front-of-pack labelling), and 
health and nutrition claims. This information was considered by the World Health Organization 
(WHO) Nutrition Guidance Expert Advisory Group (NUGAG) Subgroup on Policy Actions when 
formulating the WHO guideline on nutrition labelling policies, and moving from evidence to policy 
recommendations. The factors considered in this review are:

ÚÚ Factor 1 – values;

ÚÚ Factor 2 – resource implications, including the costs and cost-effectiveness of interventions;

ÚÚ Factor 3 – equity and human rights; 

ÚÚ Factor 4 – acceptability, reflecting the perspectives, attitudes and opinions of consumers, 
government and industry, and the support of these stakeholders for nutrition labelling 
policies; and 

ÚÚ Factor 5 – feasibility, focusing on the feasibility of developing, implementing, administering, 
monitoring and evaluating nutrition labelling policies. 

Types of literature to inform the review included systematic reviews, primary studies and grey 
literature, including government reports. Search terms were defined based on factors proposed 
in evidence to decision (EtD) frameworks used in the WHO guideline development process, 
including the GRADE (Grading of Recommendations Assessment, Development and Evaluation) 
EtD framework and the WHO-INTEGRATE EtD framework. Only literature published in English was 
included, and the search was restricted to publications after 2004. 

A total of 180 publications were included in the review, the majority for Factors 4 (acceptability; 
n = 67) and 5 (feasibility; n = 75). The majority of publications were identified from high-income 
countries, and focused on supplementary nutrition information. 
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For evidence identified on values towards health outcomes, there was some variability in relation to 
values about body weight status among study populations. In high-income countries, overweight 
and obesity were generally perceived as a serious health problem. Women were more likely than 
men to perceive overweight and obesity (especially childhood obesity) as a serious health problem, 
as were people of lower socioeconomic status (SES) compared with their higher SES counterparts. 
In contrast, in many studies from low- and middle-income countries, overweight and obesity were 
perceived as indicating good health or interpreted as “normal weight”. However, in some countries 
that have perceived overweight and obesity as indicating good health, values are changing, and 
normal weight body mass index is increasingly considered healthy. In contrast to values about body 
weight status, there was no variability in values about diet-related NCDs, which were perceived 
negatively in all identified studies. No information was identified on whether consumers value “non-
misleading” labels.

Evidence on the resource implications of labelling policies was identified in modelling studies and 
government reports. All identified studies found nutrition labelling policies to be cost-effective; they 
produce larger health gains (in disability-adjusted life years or health-adjusted life years) than the 
cost of implementing the intervention in all countries modelled. The costs of a nutrition labelling 
policy and expected health gains depend on country context, and the design and regulatory nature 
of the policy. Many of the costs, such as label design, printing and nutrient analysis, are borne by 
industry. These costs vary depending on the scale and scope of the labelling requirements, as well 
as the type of packaging.

Labelling policies that are truthful and non-misleading, and facilitate healthy dietary decisions are 
in accordance with human rights standards, and relevant to the right to health and the right to 
appropriate information (an aspect of the right to freedom of expression). There is limited evidence 
on the impact of existing nutrition labelling policies on health equity. However, differences across 
population groups in awareness, understanding and use of nutrition labelling may either increase or 
reduce existing inequities and inequalities. For example, consumer use and understanding appear 
to be poor for nutrient declarations, particularly for groups of low SES, because of the complexity of 
the numerical information, small print size and positioning of the information on the back or side of 
pre-packaged foods. For front-of-pack labelling, people who benefit the most are likely to be those 
with poorer health literacy, and vulnerable populations who are at higher risk of diet-related NCDs. 

Evidence identified on acceptability shows that nutrition labelling policies are generally acceptable 
to stakeholder groups, but this depends on context and the type of labelling. The large number 
of countries with nutrition labelling policies in place affirms the acceptability of such policies to 
government; governments prioritize labelling as a policy to promote a healthy food environment. 
Nutrition labelling policies are largely acceptable to the public and appear to be more acceptable than, 
for example, marketing restrictions, and taxes on sugar-sweetened beverages and unhealthy foods. 
A report from the United Kingdom found that consumers considered the information provided on 
food labels an important consumer right, even if they choose to ignore it. Acceptability was generally 
lower for industry than for other stakeholder groups and was closely linked with factors that affect 
the feasibility of implementing such policies. For front-of-pack labelling systems, industry appeared 
to prefer voluntary policies and numerical systems over more interpretive systems.

The existence of nutrition labelling policies in many countries points to their feasibility. Intersectoral 
collaboration and stakeholder engagement, transparent processes, supporting evidence, public 
campaigns and civil society support were identified as factors that can facilitate the development 
and implementation of nutrition labelling policies. Barriers to implementation included conflicting 
interests, industry interference and opposition, financial costs, the lack of continued public 
campaigns and media support, and the complexity of developing a labelling scheme (including 
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issues related to underlying nutrient profile models, defining “unhealthy” and deciding on the 
optimal system for a given context). 

Monitoring, evaluation and enforcement are key elements for regulatory action, including for 
nutrition labelling policies. Challenges include methodological difficulties in developing formal 
monitoring, evaluation and enforcement structures due to the “novelty” of the policy action, and 
the lack of country experiences or evidence to base these on; lack of formal guidelines for existing 
regulations; lack of transparency; and inadequate human and financial resources. Elements that 
support monitoring, evaluation and enforcement of nutrition labelling policies include developing 
clear and transparent guidelines and structures; sharing responsibility for different parts of the 
monitoring, evaluation and enforcement of a policy (e.g. tasking national academia with evaluations, 
and health authorities with enforcement and monitoring of noncompliance); and allocating adequate 
resources.

This review of contextual factors showed some variability in resource implications, acceptability and 
feasibility of developing and implementing nutrition labelling policies. Acknowledging that most of 
the identified information is on front-of-pack labelling, and comes from high-income and English-
speaking countries, results suggest the need to consider the local context, including the regulatory 
and political environment, when developing and implementing nutrition labelling policies. Overall, 
effective implementation of such policies could contribute to achievement of the right to health, a 
core WHO value.





1

BACkGROund

background

Nutrition during childhood and adolescence is key to ensuring optimal growth, health and well-being 
during childhood and beyond (1–3). Healthy dietary practices – the foundation for good nutrition 
– are initiated early in life. Their impact on healthy growth during childhood is seen in rapid growth 
spurts. They also have long-term health impacts, including preventing noncommunicable diseases 
(NCDs) later in life. As well, they have an intergenerational impact through ensuring that mothers, 
particularly those who are adolescent girls, have an optimal nutritional status (1, 4). 

Unhealthy diets are a leading global public health risk, contributing to a rise in unhealthy weight 
gain and NCDs, including diabetes, heart disease, stroke and cancer (5). NCDs now account for 
about 70% of all deaths globally (6). The dietary risks cluster1 results in more than 10 million deaths 
from NCDs per year. It is responsible for 16.45% of all disability-adjusted life years (DALYs) lost to 
NCDs and 10.2% of DALYs lost to all causes worldwide.2 Overweight and obesity in childhood is 
one of the most prominent global public health challenges today. Virtually no progress has been 
made in reducing the spread of overweight in more than 15 years (7). Globally, 38.3 million children 
under the age of 5 years are estimated to be overweight, and 36% of these children live in low- and 
middle-income countries (7). These numbers escalate by an order of magnitude in the age group 
5–19  years: 337  million children in this age group were estimated to be overweight or obese in 
2016 (8). At the same time, 47 million children under 5 years of age are wasted, and 144 million are 
stunted (7). 

Governments play a leading role in reducing the burden of diet-related NCDs, addressing 
malnutrition in all its forms and promoting healthy diets, including through policy actions (9, 10). 
The Second International Conference on Nutrition, held in 2014, emphasized the importance of 
improving the food environment, which shapes norms and values of food consumption, through 
the ways food is labelled, marketed and provided (11, 12). In the current food environment, dietary 
patterns have shifted, and people are consuming more foods high in energy, saturated fats, trans-
fatty acids, free sugars or salt. Many people do not eat enough dietary fibre such as that provided by 
fruit, vegetables, whole grains and legumes (13). The current food environment exposes consumers 
to powerful food marketing, predominantly of foods that undermine healthy diets (14, 15), and to 
inconsistent and often misleading nutrition labelling (16). It is timely to implement policy actions 
that contribute to creating a food environment that promotes and enables healthy diets for all. 

To support Member States in developing and implementing food and nutrition–related policy 
measures, as recommended by the Framework for Action from the Second International Conference 
on Nutrition (11, 12), the World Health Organization (WHO) Department of Nutrition and Food 
Safety started work to develop evidence-informed guidelines on nutrition labelling policies. 

As a first step in this process, the WHO Department of Nutrition and Food Safety established 
a guideline development group: the WHO Nutrition Guidance Expert Advisory Group (NUGAG) 
Subgroup on Policy Actions in 2018. Priority areas for policy guidelines included nutrition labelling 
policies, policies to protect children from the harmful impact of food marketing, fiscal and pricing 
policies, and school food and nutrition policies.

1 The “dietary risks cluster” includes diets that are low in whole grains, fruit, nuts and seeds, vegetables, fibre, legumes, 
polyunsaturated fatty acids, calcium or milk, and/or are high in sodium, trans-fatty acids, processed meat, red meat or 
sugary drinks (Global Burden of Disease risk factors).

2 Global Burden of Disease statistics, 2017
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For the purpose of the WHO policy guidelines, nutrition labelling includes ingredient lists, nutrient 
declarations, supplementary nutrition information (which includes front-of-pack nutrition labelling), 
and nutrition and health claims, which serve different purposes and for which Codex Alimentarius 
has developed provisions.1 The second WHO Global Nutrition Policy Review (GNPR) found that, 
globally, the most common components of nutrition labelling of pre-packaged foods and beverages 
were ingredient lists and nutrient declarations. Having a nutrient declaration was reported by at 
least 80% of countries in the WHO regions of the Americas, Europe and the Western Pacific, but by 
less than half the countries in the WHO regions of Africa and South-East Asia. Implementation can 
be voluntary or mandatory, and information on nutrients is often disclosed inconsistently. Measures 
to regulate or guide nutrition and health claims are usually included in national labelling policies. 
Most nutrition and health claim policies were developed after 2007, and almost a quarter since 
2013, when the Codex guidelines incorporated nutrient reference values for NCDs. An increasing 
number of countries are developing and implementing front-of-pack labelling (FOPL) systems. 
Most systems reported by countries were voluntary, with different formats, graphics, content and 
underlying nutrient profile models.

Despite the progress on implementing nutrition labelling policies, the policy impact varies between 
countries, and the impacts of nutrition labelling policies on specific outcomes, such as consumers’ 
nutrition and health outcomes, and food reformulation, are uncertain. Developing a more robust, 
evidence-informed policy guideline through the WHO guideline development process implemented 
since 2010 will help more countries to put in place nutrition labelling policies as a policy tool that 
governments can use to guide consumers to make informed food purchases and healthier eating 
decisions. 

The process for developing the WHO guideline on nutrition labelling follows the WHO handbook for 
guideline development (17) (the WHO Handbook). 

The WHO Handbook requires that, when developing a guideline and its recommendations, explicit 
consideration must be given to decision criteria (i.e.  contextual factors) when moving from the 
evidence on the impact of interventions to recommendations; these contextual factors may affect 
the direction and strength of the recommendations. They include equity, human rights, resource 
implications, acceptability of the policy to the various stakeholders, and feasibility of adapting 
the recommendations, including the availability of infrastructure and mechanisms necessary for 
implementation, enforcement, monitoring and evaluation (18). The NUGAG Subgroup on Policy 
Actions, at its first meeting in December 2018, therefore requested reviews of contextual factors 
to be conducted for all policy guidelines in addition to systematic reviews on the effectiveness of 
the policy measure. This is because policy measures to promote healthy diets are implemented in 
complex systems (including the food system), which are country specific and unique to the interplay 
of each country’s contextual features. Contextual features are shaped and defined within each 
country’s political, legal, economic, cultural and ethical context. 

The factors considered in these reviews include those outlined in the WHO Handbook: priority 
of the problem, values, resource implications, equity and human rights, acceptability, feasibility, 
and balance of benefits and harms (19). The reviews also include relevant subcriteria of the WHO-
INTEGRATE evidence to decision framework (20) (e.g. the impact of the policy action on, or the 
policy action’s interaction with, existing health and food systems). 

1 Relevant Codex Alimentarius standards and related texts on labelling can be found at the website of the  
Codex Committee on Food Labelling.

http://www.fao.org/fao-who-codexalimentarius/committees/committee/en/%3Fcommittee%3DCCFL
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A logic model was developed to conceptualize the complexity of nutrition labelling policies and to 
visualize the range of contextual factors that influence a policy’s impact on the outcomes of interest 
(Fig. 1). 

The overall aim of this review was to search for, identify, summarize and present information on the 
impact of contextual factors on implementation of nutrition labelling policies.
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methodology

The review of contextual factors for nutrition labelling policies was conducted in line with the 
requirements of the WHO guideline development process, taking into consideration the complexity 
of the policy interventions (19, 21). Using best-practice methodologies for systematic reviews, rapid 
reviews and scoping reviews, the review process sought to respect the key principles of knowledge 
synthesis. These include a clear statement of objectives, predefinition of eligibility criteria, assessment 
of the validity of findings, and systematic presentation and synthesis of results.

Framework and guidance questions

A framework was developed to guide the review process (Annex 1). This was based on the guidance 
in the WHO Handbook to consider social determinants of health in the guideline process (18), the 
relevant decision criteria listed in Table  10.1 of the WHO Handbook (19), and the discussions at 
the first meeting of the NUGAG Subgroup on Policy Actions (on 11–14 December 2018 in Geneva, 
Switzerland). The review for nutrition labelling policies includes all factors (and criteria) listed as 
relevant for determining the direction and strength of recommendations in Table  10.1, with the 
exception of the “certainty of evidence”, which was assessed through the systematic review on the 
effectiveness of such policies on selected health and non-health outcomes. Building on evidence 
to decision frameworks proposed by the WHO Guidelines Review Committee (19, 20), guidance 
questions and search terms were developed to inform each of these criteria. 

The factors fall under the broader categories that will be used to inform the discussion on the 
guideline and decisions on the strength of the recommendations to be formulated by the WHO 
NUGAG Subgroup on Policy Actions for each of the three policy guidelines:

ÚÚ Factor 1 – values, focusing on health and non-health outcomes; 

ÚÚ Factor 2 – resource implications, including the costs and cost-effectiveness of interventions, 
as well as a description of the use of revenue and impacts on productivity;

ÚÚ Factor 3 – equity and human rights, focusing on health equity;

ÚÚ Factor 4 – acceptability, reflecting the perspectives, attitudes and opinions of consumers, 
government and industry, and the support of these stakeholders for nutrition labelling 
policies; and

ÚÚ Factor 5 – feasibility, focusing on the feasibility of developing, implementing, administering, 
monitoring and evaluating nutrition labelling policies. 

literature search

Types of literature to inform the review included systematic reviews, primary studies and grey 
literature. 

Only literature published in English was included. Editorials, commentaries, industry statements, 
blog posts, newspaper articles, posts from social media outlets and so on were not included in the 
review. Other relevant inclusion and exclusion criteria are listed in the following sections. In addition 
to the search strategies listed below, the review also applied the “snowballing technique” – that is, 
searching reference lists of eligible literature. This is a recommended method to identify additional 
relevant literature when conducting scoping reviews and rapid reviews (22). Date of publication was 

MeTHOdOlOGy
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restricted to 2004, when the WHO Global Strategy on Diet, Physical Activity and Health (23) was 
endorsed. Initiatives that have occurred since 2004 include resolution WHA 63.14 endorsing the Set 
of Recommendations on the Marketing of Foods and Non-Alcoholic Beverages to Children (24), the 
Global Action Plan for the Prevention and Control of Noncommunicable Diseases 2013–2020 (25), 
and the Comprehensive Implementation Plan on Maternal, Infant and Young Child Nutrition (26), 
which all recommended nutrition labelling policies.

Systematic reviews

Systematic reviews were searched for in the Cochrane Library, the Campbell Library and PubMed.

Primary studies

Primary studies were searched for in PubMed. A total of 11 searches were conducted for the review of 
nutrition labelling policies. All searches were made up of three parts: policy search terms, decision 
criteria search terms and exclusion terms. Part 1 included the search terms used for the relevant 
policy action, and were used across all searches for that particular policy action. Initially, the guidance 
questions were written to ensure that the decision criteria search terms (Part 2) could adequately 
identify literature that could inform each of the decision criteria. As the review progressed, a few 
of the guidance questions and searches were combined to yield a total of 11  different searches. 
Another reason for having multiple searches rather than a single search related to the combination 
of search terms needed. For example, to inform the criterion on development and implementation 
for Factor 5 (feasibility), it was decided that studies should include the MeSH term “Health Policy” 
together with different forms of the words “develop” or “implement” in the title or abstract. To make 
it feasible for one reviewer to scan and retrieve the results of all these searches (with oversight by, 
and consultation with, a second reviewer), a list of exclusion terms was added (Part 3) to exclude 
types of studies that were not relevant but were often part of the list of search hits (e.g. studies on 
labelling of alcoholic beverages). 

Finally, studies identified through each of the 11 searches informed multiple decision criteria. 
For example, some studies identified as part of the search for  the criterion on development 
and implementation for Factor 5 (feasibility) also contained findings relevant to  the criterion on 
acceptability to stakeholders for  Factor  4 (acceptability). If primary studies identified as relevant 
were part of systematic reviews also deemed relevant, the primary study was not included unless 
it contributed important findings not captured by the systematic review. No publication date 
restriction was applied.

Both qualitative studies (e.g. stakeholder interviews, focus groups, open-ended consumer surveys 
and interviews) and quantitative studies (including modelling studies of non-implemented polices) 
were included. In the WHO guideline development process, qualitative studies provide important 
insights when assessing the values, perspectives and opinions of stakeholders, and may complement 
quantitative studies in informing acceptability of interventions and implementation considerations 
(27–29). Thus, additional searches were conducted in JSTOR and Scopus (databases recommended 
by NUGAG members, specifically for qualitative research) to inform Factor 1 (values) and Factor 4 
(acceptability). 

Grey literature

In addition to peer-reviewed journal articles (searched for using PubMed, Scopus and JSTOR), 
grey literature was also included in the review. Different search strategies were applied to identify 
relevant grey literature, including strategically searching for literature through relevant source sites 
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(listed below). Types of grey literature retrieved and included in the review included reports, articles, 
reviews, case studies, policy briefs and, for human rights, declarations and constitutions. 

Publications available through the WHO Institutional Repository for Information Sharing:

ÚÚ WHO reports, case studies and policy briefs, published either by WHO headquarters or at 
a regional level. This also included literature developed and published with the support of 
WHO but where WHO was not the primary author. 

Publications in journals by WHO Regional Offices:

ÚÚ Articles published in the Bulletin of the World Health Organization, the WHO South East 
Asian Journal of Public Health, the Pan American Journal of Public Health, the Eastern 
Mediterranean Health Journal and Public Health Panorama.

Publications by other united nations (un) organizations:

ÚÚ UN General Assembly documents, declarations and constitutions, including General 
Comments on the Convention on the Rights of the Child published by the Committee on the 
Rights of the Child, reports by the Special Rapporteur on the Right to Food and the Special 
Rapporteur on the Right to Health, and literature published by the UN Standing Committee 
on Nutrition

ÚÚ Publications by the United Nations Children’s Fund (UNICEF)

ÚÚ Publications by the Food and Agriculture Organization of the United Nations.

Publications by other global intergovernmental organizations and research institutions, including:

ÚÚ World Cancer Research Fund International

ÚÚ NCD Alliance

ÚÚ Organisation for Economic Co-operation and Development (OECD)

ÚÚ World Obesity Federation.

Government reports

Government reports on implemented policies in a given country were considered relevant data 
sources by NUGAG members, as they may provide additional evidence for the resource implications, 
acceptability and feasibility of policies. 

Because of resource constraints, it was not possible to conduct a comprehensive search for 
government reports. Therefore, a strategic, targeted search for government reports was conducted 
based on the following two criteria:

ÚÚ knowledge of existing policies, policies in a development phase1 and ceased policies at 
national or subnational level, informed by evidence retrieved from peer-reviewed journal 
articles and other grey literature, as well as suggestions, inputs and advice received from 
NUGAG members and WHO regional advisers; policies, whether existing or in a development 
phase, must be government led; and 

ÚÚ use of English language on government sites and in government reports.

For the purpose of this review, government reports were defined as reports authored, co-authored 
or commissioned by government departments or ministries. Examples include self-evaluations, 

1 To be eligible for inclusion as a “policy in a development phase”, there must be official records of government-led 
action or consultations with the objective of drafting or implementing the respective policy.

MeTHOdOlOGy
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implementation evaluations, stakeholder consultations, public consultations, treasury statements, 
impact analyses and cost analyses. To be eligible, reports had to:

ÚÚ be publicly available in full-text versions on government websites; and

ÚÚ provide information relevant to Factor 2 (resource implications), Factor 3 (equity and human 
rights), Factor 4 (acceptability) or Factor 5 (feasibility), for the respective policy guideline.

An attempt was made to identify government reports from at least two countries in each of the six 
WHO regions from both low- and middle-income countries (LMICs) and high-income countries 
(HICs).1

The search for government reports was conducted in Google by:

ÚÚ using a list of search terms specific to each policy guideline; for labelling policies, these 
were “food labelling” OR “nutrition labelling” OR “nutrition fact” OR “nutrition facts” 
OR “nutrient declaration” OR “nutrient declarations” OR “nutrition claim” OR “nutrition 
claims” OR “health claim” OR “health claims” OR “front-of-pack” OR “front of pack” site:x 
filetype:pdf”

ÚÚ if available, using the title (or abbreviation) of an implemented policy in addition to the search 
term; however, for some policy guidelines, including title of policies was not applicable 
(e.g.  when searching for reports on nutrient declarations), in which case only the list of 
search terms was used;

ÚÚ restricting hits to government URLs of the countries included in this review;2

ÚÚ restricting hits to pdf files (filetype:pdf);

ÚÚ screening the first 100 hits sorted by relevance; and 

ÚÚ using snowballing3 as needed to retrieve other relevant government reports for the identified 
country. 

Screening, data extraction and synthesis

Titles and abstracts of studies were screened by a single reviewer. Studies identified as relevant 
were screened by reading the full text, and one reviewer critically appraised the identified literature. 
A charting record was kept describing characteristics of the included studies and the key information 
relevant to the guidance questions and decision criteria. A narrative synthesis for each factor was 
written. A second reviewer oversaw screening, data extraction and synthesis. 

1 WHO groups countries into LMICs and HICs using the World Bank income classifications. 
2 For the countries search in this review, the following government sites were used: Australia (site:gov.au), Canada 

(site:canada.ca), France (site:gouv.fr), Ireland (site:gov.ie), Jamaica (site:gov.jm), Kenya (site:go.ke), New Zealand 
(site:govt.nz), South Africa (site:gov.za), Sri Lanka (site:gov.lk), United Kingdom (site:gov.uk) and United States 
(site:fda.gov and site:usda.gov).

3 Snowballing involves seeking out other relevant documents identified in the screened government reports. 
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factor 1. values

This section presents a narrative synthesis of literature identified as relevant to the importance to 
affected populations (those affected by exposure and/or outcome) of the critical and important 
health outcomes of implementing or not implementing nutrition labelling policies. These include 
body weight status and body mass index (BMI), and diet-related NCDs (including validated 
surrogate indicators). For the purpose of this review, “value” is also interpreted as a belief or a 
perception the affected population holds towards the health outcomes. 

An in-depth exploration of how food values are shaped is beyond the scope of this review. 
However, it is important to recognize that values are central to consumers’ food choices, and that 
they go beyond the taste, safety, healthiness, convenience and price of foods. Values are shaped, 
for example, by cultural, social and environmental beliefs. Aspects relating to environmental 
concerns, including how foods are produced and distributed, shape food consumption values. 
From a rapid literature search on consumer values and labelling, much of the identified literature 
related to how consumers feel – for example, about the origins of the food they buy, and how 
and under what conditions it is produced. A government review on food labelling found the most 
frequently raised consumer values to be the welfare of animals, religious beliefs, environmental 
issues, human rights, methods of production and the country of origin of food products 
(30). However, in line with the scope of the guideline, which is informed by this review and 
the systematic review on the effectiveness of nutrition labelling, such non-nutrition labelling is 
excluded. 

The value that the population holds towards the intervention itself is synthesized in the section 
on acceptability of the intervention to the public and consumers (Factor 4). Limited information 
was found on consumer views about the importance of accurate information on labels, which is 
also further discussed in the section on acceptability.

To the extent possible, this section also presents evidence on how values vary within and across 
population subgroups, and the uncertainty of the importance or variability of the values.

Values related to body weight/BMI/obesity and diet-related nCds

In HICs, overweight and obesity are generally perceived negatively and as a serious health problem 
by the majority of adults and children (31–39). Some studies have identified differences between 
subgroups. For example, women and parents in Australia were significantly more likely to consider 
overweight and obesity to be a serious issue than men and adults without children, respectively 
(35). In the United States, a study found that adults generally perceived childhood obesity as more 
serious than adult obesity. Compared with adults residing in communities of high socioeconomic 
status (SES), those residing in communities of lower SES were significantly more likely to perceive 
obesity as a very serious problem (34). Other studies from HICs have compared values and body 
size preferences between women of different ethnicity. For example, a study in the United Kingdom 
found that women of Caribbean and African descent, despite recognizing the risk of weight-related 
health problems, expressed less concern about weight in general, and had more favourable attitudes 
towards fatness and being overweight than Caucasian women of British descent (40). A United 
States study found similar differences, but also identified African Americans as being significantly 
less likely than whites or Hispanics to view obesity as a health problem (41).

FACTOR 1. VAlueS
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In some cultures, particularly in LMICs, a large body size is often valued as indicating good health, 
well-being and wealth (42–47). For example, a study from Indonesia found a positive association 
between self-reported happiness and obesity, concluding that “fatness was admired” and that 
“thinness [was] a constant reminder of the immediate possibility of hunger and starvation” (42). 
Multiple studies from the African region provide similar findings. For example, indigenous men and 
women in Nigeria (44), adult Saharawi refugees in Algeria (45), black women in South Africa (46) 
and women in urban Senegal (47) all reported preferring a large body size (often overweight on the 
basis of BMI category; BMI >25 kg/m2). Overweight individuals in the Nigerian population generally 
accepted their excess weight and wanted to remain overweight, while individuals of normal weight 
tended to prefer a bigger size – particularly when dissatisfied with their current body image (44). 
The study from Algeria presented very similar results, but also concluded that younger participants 
(18–25 years old) had less of a desire to be overweight or obese than those who were older (45). In 
Senegal, study participants’ definitions of overweight and normal weight differed substantially from 
BMI health definitions: one third of the sample regarded the overweight or obese BMI category 
(illustrated through images) as normal, and over one third of women with BMI >25 kg/m2 wanted 
to gain more weight (47). However, although most participants regarded the overweight silhouettes 
(BMI >25 kg/m2) positively, people with obesity (BMI >30 kg/m2) shown in images were regarded 
as “greedy and having a large appetite”, indicating a shift in attitudes (47). Overweight in men was 
valued less positively than in women, with the former cited as a “sign of laziness” in a Zambian study 
(47, 48). The aversion towards a thin (normal weight) figure and the preference towards overweight 
in some African cultures have been linked to poverty and the presence of diseases. For example, 
a recent qualitative study from Zambia found that thinness or weight loss was valued negatively, 
and often associated with diseases such as HIV/AIDS (48). Other studies from sub-Saharan Africa 
have reached similar conclusions (43, 49–52). However, some studies have identified a change in 
values towards “Westernized” perceptions of an ideal body size in accordance with normal weight 
BMI (53, 54). Similar developments have been identified in the Pacific (36, 55). Whereas overweight 
traditionally was associated with high SES, authority and wealth among Pacific islanders (56, 57), 
more recent studies have identified how attitudes to body weight and size have changed over time, 
with an increased affinity for less overweight figures (36, 55). Economic development, globalization, 
and increased awareness of the association between overweight, obesity and diet-related NCDs 
are cited as reasons for the shift in values and preferences (36, 55). Likewise, studies from the 
eastern Mediterranean region have testified to a similar development, with the adoption of Western 
values of “thinness [as] a sign of beauty and health” (58) – concurrent with increased concerns and 
dissatisfactions with body weight, especially among the younger population (59, 60). 

Whereas the values towards body weight status, undernutrition and obesity vary (as summarized 
above), diet-related NCDs are, based on the identified studies, perceived negatively and as health 
problems across both regions and subpopulations (48, 50, 51, 61). 

Evidence exists on population subgroups’ perceived determinants of body weight status, obesity 
and diet-related NCDs, including awareness of risk factors (34, 36, 37, 41, 62–68). Reporting on 
this was deemed outside the scope of this review. Importantly, however, the belief or opinion that 
the food environment is a determinant of body weight status (a factor beyond individual control) 
or that the government and food industry bear some responsibility was associated in studies with 
higher acceptability for government policies to prevent and treat obesity (69–71). This association is 
reviewed below in the section “Acceptability of the intervention to the public and consumers” (under 
“Factor 4: Acceptability”).



11

factor 2. resource implications

This section presents a narrative synthesis of literature identified to assess the resource 
implications of nutrition labelling policies. Relevant criteria for resource implications included 
the ratio of costs and benefits for the intervention, the costs of the intervention in the long and 
short terms, and the economic impact of the intervention on national and global economies. 

Nine reports and five modelling studies were identified to assess the resource implications of 
nutrition labelling policies. The policies modelled – including underlying assumptions, target 
populations, effect sizes and outcome measures – varied. All studies found the modelled policy 
to be a cost-effective policy action for the countries examined. No studies to the contrary were 
identified. Details for each study are presented below. 

Two studies from Australia modelled the cost-effectiveness of two different FOPL systems: a 
(mandatory) traffic-light system (72) and the Health Star Rating (HSR) system (a voluntary, 
government-led FOPL system, implemented in Australia since 2014) (73). 

The cost-effectiveness study of a hypothetical mandatory traffic-light FOPL system assumed a 10% 
shift in consumption towards healthier options in four food categories (breakfast cereals, pastries, 
sausages and pre-prepared meals) in 10% of the adult population (aged 20 years and above) in 
Australia in 2003. Resulting reductions in energy intake and population body weight, and subsequent 
impacts on DALYs were estimated. The cost of implementing the traffic-light FOPL system was 
estimated to be A$ 81 million (a one-time cost), which comprised costs to the government (including 
costs of implementing, administering and enforcing the system, and a social marketing campaign to 
create awareness of the policy) and costs to the food industry (including the cost of changing labels). 
Costs involved in setup, and research and development of the traffic-light FOPL system (e.g.  for 
developing the nutrition criteria underlying the system) were excluded. The majority of the costs 
of the intervention (approximately 75%) fell on industry, and the authors expected that these costs 
were likely to be passed on to consumers. Future health sector costs saved because of the reduction 
in obesity-related conditions (caused by reductions in population body weight) as a result of the 
policy were estimated to be A$ 455 million. DALYs averted as a result of reductions in population 
body weight were estimated to be 45 100 DALYs. The authors concluded that the traffic-light FOPL 
system, modelled in the Australian context, was a cost-effective intervention for obesity prevention 
(72).

The other Australian study modelled the cost-effectiveness of the implemented HSR using both 
the actual voluntary rate of implementation of the system (estimated uptake of 7% across all pre-
packaged products) and a scenario where the system was implemented on a mandatory basis 
(uptake of 100% across all pre-packaged products). Costs and effects of the two intervention 
scenarios were modelled for the 2010 Australian population over a lifetime (up to 100  years or 
death) and compared with a “no intervention” scenario. Implementation costs, including costs to 
industry and the government,1 were estimated to be A$ 46 million for the voluntary implementation 
and A$ 686 million for the mandatory implementation. Assuming that 100% of observed changes 
in energy density (reformulation) of pre-packaged foods after implementation of the policy were 
attributable to the intervention, changes in energy density of pre-packaged foods consumed and 

1 Costs to industry are those related to implementation (i.e. costs of redesign and change in volume, and time 
required for changes to product labels) and ongoing costs (i.e. monitoring and additional requirements specific to 
each product, such as change in packaging materials). Costs to government are those related to implementation 
(i.e. education and promotion), as well as ongoing costs of monitoring and evaluating the HSR system.

FACTOR 2. ReSOuRCe IMPlICATIOnS
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reductions in population body weight were modelled for both scenarios. The HSR system was 
estimated to be cost-effective under both the voluntary and mandatory implementation scenarios, 
with a mean incremental cost-effectiveness ratio1 (ICER) of A$  1728 per health-adjusted life year 
(HALY) gained for the voluntary scenario and a mean ICER of A$ 4752 per HALY gained for the 
mandatory scenario. However, the authors noted that the level of uptake of the HSR system was 
key to the magnitude of intervention impacts and the uncertainty around estimates. Results from 
sensitivity analyses indicated that the cost-effectiveness of the voluntary implementation was 
sensitive to the proportion of reformulation attributed to the HSR system, which should be at least 
11% for the voluntary scenario to be cost-effective. HALYs and costs saved in the mandatory scenario 
exceeded those in the voluntary scenario, but the authors concluded that both “intervention[s] 
demonstrate[d] significant potential for cost-effectiveness”, as modelled in the Australian context 
(73). 

Information from government reports, including a 5-year evaluation (74), provide insights into the 
funding of the HSR system. Although industry bears a large proportion of the implementation 
cost, there are costs to the government. Government contributions to the HSR system are 
co-funded by the Australian Government, the Australian states and territories, and the New Zealand 
Government. Each jurisdiction contributes to funding for administrative and evaluation activities. 
Australian jurisdictions provide additional funding for monitoring and marketing in Australia, and 
the New Zealand Government funds monitoring and marketing in New Zealand. A large part of 
the government contributions are spent on public and consumer education campaigns to promote 
uptake of the system (74).

A cost schedule prepared for Food Standards Australia New Zealand (the regulatory agency) for 
changing labels was identified through the search for government reports. This estimated total 
costs of making minor, medium and major changes2 to the label of a range of packaging. The costs 
increased according to the level of change from approximately A$ 2900 to more than A$30 000 
per stock-keeping unit (75). Another report from Australia estimated key costs associated with 
the HSR system, which included the costs for the HSR ($500–900 per product), FOPL redesign 
($2000–3000 per product) and FOPL reprinting costs (depending on the complexity of print plates 
for labels, $350–5000 per plate) (76). 

Three studies using data from multiple LMICs and HICs have estimated the cost-effectiveness of 
different public health strategies to prevent obesity, including mandatory nutrition labelling policies 
(77–79).

Using data from a set of six countries with a high burden of diet-related chronic diseases (Brazil, 
China, India, Mexico, Russian Federation and South Africa), and England for comparison purposes, 
a study assessed the cost-effectiveness of mandatory food labelling3 by modelling changes in energy 
intake, body weight and cost of the intervention per capita. Cost of the intervention per capita was 
highest in England (US$ 1.05), and lowest in China and India (both US$ 0.05). DALYs saved per 
million population were highest in Russian Federation (1176  DALYs) and lowest in Mexico (358 

1 Incremental cost-effectiveness ratio (ICER) is a statistic used in cost-effectiveness analysis. It is defined as the 
difference in cost between two scenarios divided by the difference in their effect. For this study, the two scenarios were 
1) the HSR FOPL system (either voluntary or mandatory) leading to reductions in population body weight for the 2010 
Australian population, and 2) exposing the same population cohort to a “do nothing” scenario, with population weight 
remaining unchanged in the absence of any intervention. To obtain the ICERs for each implementation scenario, the 
incremental net costs were divided by incremental HALYs for the voluntary and mandatory scenario, respectively. The 
intervention was considered cost-effective if resulting ICERs were below the Australian willingness-to-pay threshold of 
A$ 50 000 per HALY.

2 Minor: changes to text and one printing plate only; medium: changes to text and/or label layout, and changes to three 
printing plates and proofing; major: changes to text and/or label layout, changes to six printing plates and proofing, 
and changes to packaging shape/size/design.

3 Food labelling was the term used in the study. The study did not further specify the type of food labelling modelled.
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DALYs). Cost-effectiveness ratios, expressed in US$ per DALY averted, represented the net cost of 
gaining one additional year of healthy life, relative to a no-prevention or treatment-only scenario. 
The cost-effectiveness ratios differed between the seven countries, with the highest ratio in England 
(12 577) and the lowest in China (71), but ratios for all countries were below the established cost-
effectiveness thresholds (indicating the point at which an intervention would no longer be cost-
effective) after 20 years. After 50 years, DALYs averted had increased and cost-effectiveness ratios 
had decreased for all countries. Thus, implementing mandatory food labelling was estimated to be 
a cost-effective public health strategy in all seven countries (78). 

A simulation study by the OECD on mandatory food labelling (further described as labels “reporting 
easy to read ‘nutrition facts’ [that] helps consumers choose healthier diets” and thus categorized in 
this review as FOPL) also assessed the cost-effectiveness of the intervention by modelling changes 
in energy intake, population body weight and cost of the intervention per capita in five countries 
(Canada, England, Italy, Japan and Mexico). The estimated cost per capita of introducing mandatory 
FOPL ranged between 0.33 and 1.1 US$ purchasing power parities.1 This included costs for basic 
administration, planning, enforcement, preparation and distribution of posters, and resources 
needed to manage a food inspection programme. Costs related to packaging, designing and 
printing of labels, and reformulation of foods, which the authors estimated were likely to be borne 
by the private sector, were not included. The study did not specify in detail the numbers of DALYs 
averted, but concluded that the hypothesized policy would be “consistently cost-saving throughout 
the period covered by the simulation [100 years] in all of the five countries examined” (77). In a 
recently published analysis of 36 countries (including OECD countries in the European region as 
well as Australia, Canada, Japan and Mexico; non-OECD Member States of the European Union; and 
South Africa), the OECD concluded that the cost of implementing mandatory food labelling would 
be about 40% of the benefit in terms of gross domestic product for all countries examined (79). 

A report from Canada referenced earlier cost-effectiveness analyses in which the government 
calculated the value of its nutrition information initiatives to be about $5 billion over 20 years, as 
a result of reductions in direct and indirect costs associated with cancer, diabetes, heart disease 
and stroke. Compared with the cost to industry ($300 million), mandatory nutrition labelling 
demonstrates significant cost savings overall (80).

To support development of FOPL in Israel, a cost analysis carried out by the Ministry of Health 
showed that “label changes of food packaging would involve a very small amount of money, with a 
minimal rise in food costs, and that this was far less than the huge potential benefit to public health” 
(81).

Some of the government reports noted the costs to industry associated with changing labels (75, 76, 
82-86). Direct costs include label design, label production, proofing, package redesign and labour. 
Costs vary depending on the scale and scope of the changes, as well as the type of packaging (75, 
82). Although indirect costs were not included in an estimated cost schedule prepared for Food 
Standards Australia New Zealand for food label changes, some of the indirect costs noted were write-
off costs for stock on hand, labelling life cycle, product testing or related investigation, marketing 
costs, legal costs, travel costs and additional design costs (75). Costs to businesses associated with 
the HSR system in Australia also included efforts to calculate the star ratings of products (76). These 
costs are higher for small businesses that have limited in-house capacity to calculate ratings, and 
to redesign and produce new labels (76). Manufacturers who wish to include nutrition- or health-
related claims incur additional costs, including compliance testing and validation (83). Changes to 
labels may also add costs for nutrient analysis (e.g. calculating added sugar content of foods) (82). 

1 Purchasing power parities are rates of currency conversion that try to equalize the purchasing power of different 
currencies, by eliminating the difference in price levels between countries.
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factor 3. equity and human rights

This section presents a narrative synthesis of literature identified as part of separate searches 
conducted for two criteria: universal human rights standards, and impact on (health) (in)equity 
and (health) (in)equality (including social and socioeconomic impact). The first of these criteria 
includes, to the extent possible based on the identified literature, both an assessment of whether 
nutrition labelling policies are in accordance with human rights standards (using human rights 
documents such as conventions, declarations and general comments) and a synthesis of studies 
examining nutrition labelling policies from a human rights perspective. 

Equity in this review is defined as a situation in which there are no unfair or avoidable differences 
in health among population groups irrespective of income, gender, age, race, ethnicity, migratory 
status, disability, geographic location and other characteristics. Equality in this review is defined 
as the absence of differences, variations and disparities in living conditions of individuals and 
groups.

universal human rights standards

Human rights define the entitlements of all human beings and the corresponding obligations of 
governments as the primary duty bearers. Human rights have been negotiated by governments and 
agreed upon in human rights treaties, such as conventions and covenants, which are legally binding 
to states that are parties to them (18, 87). This section describes whether nutrition labelling policies 
are in accordance with human rights standards and may affect human rights. 

Accordance with international human rights standards

The right to health comprises both freedoms and entitlements. Freedoms include the right to 
control one’s health. Entitlements include the right to a system of health protection and promotion 
that gives everyone an equal opportunity to enjoy the highest attainable level of health (18). The 
right to health is well established in international treaties such as the Universal Declaration of 
Human Rights; the International Covenant on Economic, Social and Cultural Rights (ICESCR); the 
Convention on the Rights of the Child; and major regional human rights agreements (87–92). On a 
national level, many countries have recognized the right to health in their constitutions (93, 94). The 
right to food is recognized in several instruments under international law; in particular, the ICESCR, 
and pursuant General Comments on the articles of the ICESCR, provide a legal framework for a 
rights-based approach to optimal nutrition and health (89, 95, 96). 

Nutrition labelling policies are relevant to the right to health, the right to food and the right to 
information, which are interdependent. The right to information is encapsulated within the right to 
freedom of expression (87). Specifically, on nutrition labelling policies, the Special Rapporteur on 
the right of everyone to the enjoyment of the highest attainable standard of physical and mental 
health (2008–2014) called on governments to adopt, implement and enforce nutrition labelling 
policies with a view to respect, protect and fulfil the right to health (97). The Special Rapporteur 
also recognized the role of the food industry in the growing burden of diet-related NCDs, and called 
on the industry to ensure transparency of nutrition information and composition in meeting its 
responsibility to respect the right to health (97).

Governments and nongovernmental organizations (NGOs) have used the human rights argument to 
advance policies to promote healthy diets, including nutrition labelling policies. For example, human 
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rights defenders from civil society organizations in Colombia have lobbied in support of legislative 
proposals within the Colombian Congress aimed at addressing high obesity rates by using FOPL, 
and regulating the marketing of ultra-processed food products directed at children and adolescents 
(98). A report by the European Commission stated that one of the “main objectives of the legislation 
on food labelling [is] to enable consumers to make informed, safe, healthy and sustainable choices” 
(99). More generally, the social gradient of diet-related NCDs1 (which nutrition labelling policies have 
the potential to narrow) acts as a rationale for governments to view interventions to tackle obesity 
as part of their efforts to protect the health of vulnerable groups and prevent the widening of health 
gaps between population groups (77). 

Studies or reports examining nutrition labelling policies from a human rights 
perspective

No primary studies were identified that examined nutrition labelling policies from a human rights 
perspective. However, a recent government report on consumer views from the United Kingdom 
found that participants felt positive about the trend towards increased information and education 
about food, and widely praised the increased clarity in labelling (for allergies, fat, salt, sugars and 
additives) (100). Such information was considered by consumers to be a right, even if they chose to 
ignore the information. Consumers expressed a desire for the food industry to provide additional 
information to support decision-making on a wider range of food issues, such as the environmental 
impacts of production (100, 101). 

Impact on (health) (in)equity and (health) (in)equality

Few studies were identified that specifically examined the impact of nutrition labelling policies on 
health (in)equity or health (in)equality. This likely reflects the research gap in this area. For example, 
a systematic review conducted in 2015 on the impact of different interventions to promote healthy 
eating on socioeconomic inequalities found no relevant studies on nutrition labelling (termed as 
“prescriptive interventions” in the review) (102). Similarly, a recent Cochrane systematic review on 
nutritional labelling to encourage purchasing and consumption of healthier foods or non-alcoholic 
drinks concluded that there was a notable absence of evidence on potential moderators of the effect 
of nutrition labelling on behaviour, particularly the role of SES (103). The authors recommended 
that studies, at a minimum, report socioeconomic details at the study level, and preferably stratify 
results by SES subgroups (103). 

A few systematic reviews have identified differences across population groups in awareness, 
understanding and use of nutrition labelling. Such differences may either increase or reduce existing 
inequities and inequalities. Research has found consumer use and understanding of nutrient 
declarations to be poor, particularly for groups of low SES, because of the complexity of numerical 
information, small print size and positioning of information on the back or side of pre-packaged 
foods (104–107). Although limited evidence exists specifically examining literacy and numeracy in 
relation to the use of nutrition labels (108), one review concluded that nutrition information panels 
are most used by, and useful for, those with higher levels of literacy in general (109). As a result, 
the implementation of FOPL to provide supplementary information could potentially help reduce 
any health inequities resulting from having only nutrient declarations, nutrition information panels 
or ingredient lists (109, 110), because people who benefit the most from FOPL may be people with 
poorer health literacy, and vulnerable populations who are at higher risk of diet-related NCDs (111, 
112). 

1 The social gradient of health (including diet-related NCDs) refers to the phenomenon whereby individuals of lower SES 
have worse health (and shorter lives) than individuals of higher SES. For diet-related NCDs, individuals of lower SES 
are at higher risk for excess weight gain, obesity and NCDs. 
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However, there are still potential equity concerns for FOPL based on differential awareness, 
understanding and use. For example, a systematic review on the effects of FOPL on consumers’ 
purchasing behaviour found that individuals who were less nutrition conscious, individuals of lower 
SES, individuals with higher BMI, and families with children living in their households were all less 
likely to report using FOPL than their counterparts (113). Another systematic review concluded that 
use of FOPL varied considerably across subgroups, with lower use among children, adolescents and 
older obese adults (114). Similarly, a systematic review on consumer understanding and use of FOPL 
in HICs found that men were less likely to report an interest in reading nutrition labels than women, 
and that people with a higher income and with a higher level of educational achievement were most 
likely to report looking at nutrition labels (109). Additionally, consumers with a special interest in, 
or positive attitude to, diet and health were more likely to report higher levels of label reading (109). 

The different types of existing FOPL also pose an equity question. As with the use of nutrient 
declarations or ingredient lists, FOPL relying on a certain level of numeracy and health literacy may 
pose a disadvantage to some consumer groups (109, 114–117). For example, a study on the use 
of FOPL in Germany, Italy, the Netherlands and the United Kingdom found that consumers who 
scored lowest on perceived nutritional knowledge and label reading understood the more detailed 
FOPL types less well than participants who perceived themselves as highly knowledgeable and 
reported always reading labels (118). Research in the United Kingdom found evidence of inequality 
associated with FOPL, in that those from more deprived backgrounds were less likely to use the 
multiple traffic-light system (119). In Australia, stakeholder arguments for a mandatory interpretive 
scheme included the importance of having food labels that could be understood by consumers with 
varying degrees of literacy and numeracy, to help overcome health inequities in the population (30).
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factor 4. acceptability 

This section presents a narrative synthesis of the literature identified to assess the acceptability 
of nutrition labelling policies. Separate searches were conducted for the following criteria: 
acceptability to stakeholders (divided into government and policy-makers, the public and 
consumers, and industry), sociocultural acceptability and environmental acceptability. For the 
purpose of this review, “acceptability” was interpreted as support for a nutrition labelling policy, 
or a preference for such a policy compared with other measures. For the public, consumer 
demand, attitudes to nutrition labels, reported willingness to use nutrition labels and overall 
consumer satisfaction with implemented nutrition labels were also interpreted as “acceptability”. 

The purpose of the review was to convey the degree of overall acceptability of nutrition labelling 
policies, rather than the acceptability of specific labelling systems and their components. 
However, where the available studies examined acceptability of a specific nutrition labelling 
policy, such information is included. 

Acceptability to stakeholders

In general, all stakeholders seem to accept nutrition labelling policies, including nutrient declarations 
and supplementary nutrition information in FOPL. However, acceptability greatly depends on the 
type of nutrition labelling proposed; particularly for industry, acceptability also depends on the 
regulatory measure taken (i.e. whether the policy is mandatory or voluntary). Most of the literature 
found on “acceptability” summarizes the views of industry stakeholders and their attempts to 
weaken proposed policy options. The review of selected government sites found summary reports 
on public consultations and stakeholder surveys (86, 119–133) that were relevant to assessing the 
views of stakeholders, including industry, on nutrition labelling policies. The views of stakeholders 
summarized in the government reports are largely consistent with the outcomes of the studies 
described below. 

Acceptability of the intervention to government and policy-makers

The existence of nutrition labelling policies in many countries speaks to the acceptability of such 
policies to governments and policy-makers. Countries have made progress on implementing 
nutrition labelling policies, as summarized in the recent GNPR (134). Globally, the most common 
components of nutrition labelling of pre-packaged foods and beverages were nutrient declarations 
and lists of ingredients (134). Nutrient declarations were reported by at least 80% of countries 
in the WHO regions of the Americas, Europe and the Western Pacific, but by less than half the 
countries in the WHO regions of Africa and South-East Asia (134). Implementation can be voluntary 
or mandatory, and information on nutrients is often disclosed inconsistently. Measures to regulate 
or guide nutrition and health claims were usually included in national labelling policies (134). Most 
nutrition and health claim policies were developed after 2007, with almost a quarter developed since 
2013, when the Codex guidelines incorporated nutrient reference values for NCDs. An increasing 
number of countries are developing and implementing FOPL systems. Most systems reported by 
countries in the recent GNPR were voluntary, with different formats, graphics, content and underlying 
nutrient profile models (134). However, more than 30 governments have led the implementation, 
or supported the development, of FOPL systems (135). Europe, in particular, has a long history of 
developing and implementing FOPL systems (104, 135). 
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Acceptability of nutrition labelling policies to governments and policy-makers appears to be closely 
linked to factors affecting the feasibility of such policies (see “Elements that support or hinder 
development and implementation” under “Factor 5: Feasibility”). 

A few studies have also reported on acceptability of nutrition labelling policies to governments 
and policy-makers before implementation of the policies. For example, an improved food labelling 
system was one of four main approaches suggested by senior representatives from state and 
territory governments, statutory authorities and NGOs in Australia to promote healthier food 
environments (136). In a study from Iran, experts in health and nutrition policy-making identified 
food labelling1 as one the “highest prioritized policies for declining the burden of NCDs in Iran” 
(137). A study conducted after the implementation of the Australian HSR FOPL on the views of 
expert stakeholders (in governments, NGOs and academia) on how to decrease consumption of 
sugar-sweetened bverages (SSBs) among 0–5-year-old children found nutrition labelling of SSBs to 
be a recommended strategy (138). This finding should be seen in the light of low uptake and limited 
use of the HSR FOPL on SSBs (139). 

In a public consultation on sugar labelling options for pre-packaged products in Australia and New 
Zealand, government stakeholders were more supportive of declaring added sugars in the nutrition 
information panel than other options such as advisory labels, pictorial approaches and links to web-
based information (120).

Acceptability of the intervention to the public and consumers 

Based on the identified literature, nutrition labelling policies are acceptable among the public in 
both LMICs and HICs (86, 100, 101, 104, 107, 111, 113, 119-121, 123, 125-131, 140–156). Much of the 
literature assesses the acceptability to the public of FOPL systems, and the majority of studies are 
from HICs. A number of government reports (n = 14) were identified, mainly from Australia and 
the United Kingdom, that summarize responses to government-initiated consultations on revising, 
improving and/or modernizing food labels. The reports asked about “proposed amendments to 
labels” rather than acceptance of current labels. Overall responses were positive, pointing to a 
general acceptance of government propositions (and the need to provide even better, clearer and 
more transparent labels).

Often comparing different systems, recent studies have examined overall consumer acceptability of 
FOPL. A systematic review concluded that there was strong interest from the public health sector 
and consumer groups in shifting from complex and confusing to easy-to-understand FOPL that 
includes images and clear messaging (113). An online survey in Australia found that more than 80% 
of parents/caregivers of children aged 3–7 years strongly agreed or agreed with the importance of 
FOPL (149). Another survey from Australia found even higher levels of support for the regulation of 
food labelling: 97% of the population surveyed reported that government control or regulation of 
nutrition information on food labels was quite (21%) or very (76%) important; and 93% reported 
that government control or regulation of a health rating on food labels was quite (24%) or very (69%) 
important (143). A consumer survey found that most Australians and New Zealanders are interested 
in standardized nutrition information on food labels and trust the information (125). The study also 
found that consumers used the “nutrition information panel” and “statement of ingredients” most 
often when making a first-time purchase, particularly for sugar, fats and sodium. Consumers found 
these to be understandable, believable, relevant and trustworthy. Nutrition-related claims were of 
less interest (125).

1 The study defined food labelling as “standard labeling of fat content, saturated and trans-fatty acids, salt, and sugar in 
food products in order to facilitate consumers’ understanding and literacy”. 
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A French study (conducted before implementation of the Nutri-Score system in 2017) examining the 
acceptability of FOPL (taking into account “liking”, “acceptance”, “attractiveness” and indicators of 
perceived cognitive workload) found that consumers preferred FOPL that gave complete, reliable 
and simplified information on the nutritional quality of foods (150). Also in France, an online petition 
supporting the Nutri-Score received more than 250 000 signatures from consumers supporting its 
implementation (151). In a study from New Zealand, the value of FOPL was well accepted by NGO 
stakeholders (152, 153). A study from Australia found that adult consumers with primary or shared 
responsibility for grocery purchases for their household strongly supported the introduction of a 
consistent FOPL system (154). In China, consumer demand for food labels was reported to be a 
key factor in implementation of the national nutritional labelling policies1 of 2007 and 2011 (155), 
speaking to the acceptability of these policies. The majority (77.5%) of consumers in eight cities in 
China considered nutrition information on pre-packaged foods essential (155). Enhanced nutrition 
labelling, which is already in place in Germany, was supported by the majority of the respondents 
to a survey as a strategy for obesity prevention (144). The authors of a narrative review on nutrition 
labelling2 in several countries in Asia, Africa, the Middle East and Latin America3 found that 
“consumers prefer that pre-packaged foods include nutrition information” (indicating consumer 
acceptability of nutrition labelling policies), and concluded that consumers in the countries shared 
preferences and attitudes with respect to labelling, irrespective of region or income classification 
(145). A study from Uruguay identified high levels of support among adults for an FOPL system 
consisting of nutritional warnings (148). 

Some studies have examined consumer satisfaction with already implemented FOPL, often as 
part of evaluation programmes (104). In Iceland, Sweden, Norway and the Netherlands, consumer 
perceptions were generally good; consumers reported high levels of trust in FOPL, ease of use of 
labels and the existence of FOPL to be positive (104). 

Qualitative and quantitative analyses of consumer views on proposed FOPL designs in Australia 
found strong support for an FOPL system; more than 90% of the consumer sample felt that it was 
a “good idea” (126, 127).

In a public consultation in Australia and New Zealand on sugar labelling on pre-packaged products, 
the majority of the stakeholder submissions supported the statement of the problem4 and the desired 
outcome.5 Many of those who were unsupportive considered the focus too narrow and thought 
that the scope should be broadened to consider more whole-of-diet issues, and that the desired 
outcome should be “expanded to include incentivizing product reformulation, support monitoring 
of the food supply, addressing inequalities or promoting behaviour change”. Of the seven proposed 
options, consumers were most supportive of pictorial approaches to convey the amount of sugars 
in a serving of food, as these are simple and easy to understand (120). 

An independent review of food labelling commissioned by government in Australia proposed 
recommendations to improve food labelling law and policies (30). One recommendation was that the 
declaration in the nutrition information panel of the amount of nutrients per serve should no longer 
be mandatory unless a daily intake claim is made. Following the proposed recommendation, Food 

1 The Chinese Government officially enacted the Regulation on the Management of Food Nutrition Labelling in 2007 
and the General Rules for Nutrition Labelling of Pre-packaged Foods in 2011. 

2 The review included studies investigating consumer use of, and attitude towards, FOPL and “back of package or BOP 
labels”. Based on the included studies in the review, this was deemed as encompassing both ingredient lists and 
nutrient declarations. 

3 Botswana, Brazil, Chile, China, Ghana, India, Israel, Lesotho, Malawi, Mauritius, Mexico, Morocco, Nigeria, Pakistan, 
Russian Federation, Singapore, South Africa, South Korea, Sri Lanka, Thailand, Trinidad, Tunisia, United Arab Emirates

4 Information about sugar provided on food labels in Australia and New Zealand does not provide adequate contextual 
information to enable consumers to make informed choices in support of dietary guidelines.

5 Food labels provide adequate contextual information about sugars to enable consumers to make informed choices in 
support of dietary guidelines.
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Standards Australia New Zealand conducted a public consultation and found that most submitters, 
including consumers, health professionals, food businesses and government agencies, did not 
support the recommendation to remove the mandatory requirement for per-serving information in 
the nutrition information panel (128). 

A government-led consultation of Canadian parents and consumers in 2014 on how to improve the 
way nutrition information is presented on food labels found that many consumers report reading 
one or more parts of a food label when choosing foods, and find the information to be clear and 
useful. Consumers also reported using the list of ingredients and the nutrition facts table most 
often (121). In a subsequent consultation, consumer respondents supported government proposals 
to modernize the food labelling system, including enhancing access to, and understanding of, the 
information provided on the food label (86).

Reports from the United Kingdom show that consumers generally accept food labels and support 
improvements to current labelling schemes (119, 123, 129, 130). According to recent government-
commissioned research, 80% of consumers look at the FOPL, with 60% sometimes referring 
to labels and 20% always considering them (119). Labels reported to be preferred by consumers 
include percentage reference intakes, use of colour-coding and per-portion information (119, 129). 
The government report noted that the voluntary multiple traffic-light system has proven acceptability 
with consumers, with 9 in 10 shoppers agreeing that it helps them to make informed decisions when 
purchasing food (119). Earlier consultations in the United Kingdom (before adoption of the FOPL 
regulation) found that many respondents thought that the different types of FOPL on the market 
were confusing, and favoured a clear and consistent approach (123, 129). Research was conducted 
through a series of workshops with 64 participants from England, Northern Ireland and Wales to 
understand consumers’ priorities for transparency with regard to food issues, including product 
labelling, and how they could be effectively engaged (130). Participants spoke in broadly positive 
terms about food labelling in the United Kingdom, including the traffic-light system, which was well 
known and praised (130).

Consumer research in Northern Ireland found that participants generally favoured increased 
information on labels, especially portion size and nutrition information, particularly for fat, sugars 
and salt. Participants also expressed a need for greater visualization and simplification of data to 
encourage more informed, habitual use of food labels. One of the main barriers to using labelling 
information was lack of understanding and inability to process inconsistent information. Participants 
wanted to avoid complicated calculations while making food purchasing decisions, and expressed a 
need for clearer information and better visualization of the information (131).

In a study on perceptions of nutrition and health claims, almost all participants believed that the 
government should play a role in setting standards for the use of claims to ensure that they are 
legitimate and correct (156).

difference in acceptability among population subgroups

Some studies identified variations by sociodemographic characteristics in acceptability of different 
nutrition labelling policies. For example, 63% of the respondents in a United States study would 
support a policy requiring warning labels on foods with high content of sugars or fat; respondents 
having a higher education than an undergraduate degree were most likely to support this policy 
(71). No difference in support according to income was found, but Hispanics were more likely to 
support the policy than non-Hispanics (71). A study from Uruguay found no difference in support 
for warning labels as an FOPL system across sex, age or SES (148). However, willingness to take 
warning labels into account when choosing food was lower for younger adults (18–24 years) than 
for older adults (148). An Australian study found that support for government regulation of nutrition 
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information on food labels was significantly lower among people who did not live in metropolitan 
areas, and people who reported that they did not pay “a lot of attention to the health aspect of their 
diet” (143). Another study from Australia found consistent trends in the preference for different 
FOPL types across age, sex, SES and BMI (110). A study from Turkey found a positive association 
between education levels of study participants and their support for FOPL (64). 

In a study on the perspectives of Māori, Pacific island and low-income New Zealanders on FOPL, 
most participants (12 of 14) from the low-income focus group reported using nutrition labels regularly 
to differentiate between similar products, and to check for healthy and unhealthy ingredients. 
There was general agreement among participants that the single traffic-light system contained 
insufficient information to make an informed choice, yet multiple traffic lights caused confusion. 
Most participants preferred a combination of information on percentage daily intake and simple 
traffic-light information, but cost, lack of time and habit were identified as barriers to using nutrition 
labels. In contrast with the low-income group, the majority of Māori and Pacific island participants 
reported little use of nutrition labels, which suggests possible ethnic differences in label use (157). 
Evidence from the United Kingdom suggests a level of inequality in that the multiple traffic-light 
labels are less likely to be used by those from more deprived backgrounds (119).

Acceptability associated with view on food environment

Perceived negative impact of an unhealthy food environment has been linked to increased support 
for government policies to promote a healthy food environment. Much more evidence on this link is 
available in relation to policies to restrict marketing of food and non-alcoholic beverages to children, 
and fiscal and pricing policies (see reviews of decision criteria for these). However, a few studies 
provided insights on this link in relation to nutrition labelling policies (70, 71, 158). For example, a 
United States study found that framing obesity as a result of a “toxic food environment” was positively 
associated with support for requiring warning labels on foods with high sugar or fat content (71). 
The authors of a study from the Netherlands found that, for all examined intervention strategies 
for healthy food choices, including FOPL and “back-of-pack” labels (no details were provided), 
the perceived personal and societal effectiveness of the intervention, and its perceived fairness, 
affected acceptance (158). A related study by the same authors examined consumer acceptance of 
traffic-light FOPL. The majority of participants agreed that the “source of interventions should be 
autonomous and independent of the food industry” to increase the fairness of this intervention (70). 
The authors also reported that participants who perceived themselves to be solely responsible for 
food choice thought that consumers should not be told what is best for them, as that would imply 
that they were incapable of making their own choices (70). Also, participants who acknowledged 
a societal responsibility in personal food choice viewed governmental participation as important 
for the legitimacy of interventions (70). This finding is similar to a review on FOPL policies in the 
WHO European Region, which found that European consumers perceive commercially based FOPL 
systems as less credible than government-led FOPL policies (104). 

Acceptability of nutrition labelling policies compared with other policies

A number of studies have compared support for different population-level regulatory approaches to 
obesity prevention. These studies have consistently found nutrition labelling policies to rank higher 
than, for example, taxes on SSBs and unhealthy foods, or marketing restrictions (64, 140, 141). For 
example, a study from Australia examining the extent to which “an informed group of citizens” (a 
so-called citizens’ jury) would support regulatory approaches to address childhood obesity found 
that mandatory “interpretive” FOPL was ranked second highest of all interventions (higher than 
fiscal policies and regulation of food marketing) (141). Similarly, another study identified much 
higher support for mandatory nutrition labelling (90% of the sampled participants aged 15 years and 
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over) than for taxes on unhealthy, high-fat foods and on SSBs (40% and 42%, respectively) (140). 
A qualitative study from the Netherlands found a strong preference among participants for the use 
of traffic-light FOPL,1 compared with other intervention strategies examined in the study, including 
“making unhealthier products more expensive”, “making healthier products less expensive”, and 
“restricting the promotion of unhealthier products“ (70). Another study from the Netherlands also 
found that consumers are more accepting of “less intrusive interventions”, including FOPL and 
“back-of-pack” labelling (no details were provided), than of fiscal and pricing policies, and marketing 
restrictions (158).

Acceptability of the intervention to industry

Industry’s acceptance of nutrition labelling policies appears to depend on the specific policy design 
elements – for example, the type of FOPL system, nutrients included in the system and the regulatory 
nature of the policy (voluntary or mandatory/statutory) (86, 120, 124, 132, 133, 152, 153, 159–164). 

In the United Kingdom and France, most objections to mandatory FOPL were from the food 
processing industry and food retailers, who cited cost and the risk of ”demonizing” some products 
as reasons for their objections (162). Participants from the commercial sector (including the food 
and advertising industries) were unanimous in their opposition to mandatory traffic-light labelling 
in France and the United Kingdom (162). Similarly, a study from Ecuador found that representatives 
of food companies generally disagreed with the required use of a traffic-light label, regarding it 
as “unfairly demonizing” products that have high concentrations of fat, sugars or salt because 
“consumers are given the impression that these products are harmful to their health regardless of 
the amounts they normally consume” (160). Representatives of food companies also argued that 
“customers do not find the information useful”, that the “the Guideline Daily Amount label is more 
useful” and that the policy was an “unnecessary imposition of the government and multilateral 
agencies” (160). The authors concluded that the food and beverage industry used its “political and 
economic power” to promote the elimination or modification of the national traffic-light label (160).

Several studies from Australia and New Zealand provide evidence on low acceptability to industry 
of FOPL. The recommendation in a 2011 report commissioned by the Australian Government that 
a voluntary government-led traffic-light FOPL system should be introduced (moving to a regulated 
system if there was not widespread uptake) (30) received strong opposition from the food industry 
(159). The food industry had also voiced opposition to a traffic-light FOPL system before the 
recommendation (161). In a qualitative study from New Zealand, the authors reported that the food 
industry supported a numeric labelling system because it gave more information than other labels, 
including information on nutrients with positive health effects. Industry also argued that its research 
suggested that consumers preferred a numeric labelling system (152). The study also examined 
industry views on a statutory versus a voluntary FOPL system. Industry strongly opposed a statutory 
system, arguing that a voluntary FOPL system should be given a chance first, that it would be 
“easier and quicker to change”, and that a “voluntary system provides choice” (as paraphrased by 
the authors of the study) (152, 153). In a case study on the implementation of the national FOPL 
system, the authors reported that “the greatest challenge in development of the [Health Star Rating] 
was having industry renege on agreed positions”, detailing how manufacturers successfully had the 
official HSR website closed down (165).

1 The study framed the use of traffic-light FOPL as an “education intervention” being implemented by food suppliers 
and not government. The study reported that some participants believed that the government should force food 
suppliers to provide food labels with the traffic-light system.
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In a report on the perspectives of major food and beverage manufacturing companies in New 
Zealand, non-interpretive nutrient profiling, such as percentage daily intake thumbnails, was the 
most favoured option for FOPL schemes because it was perceived to provide “factual information”, 
rather than a “judgement” of foods. An interpretive, colour-coded scheme was least favoured by the 
industry respondents (132). In a public consultation on sugar labelling options for packaged products 
in Australia and New Zealand, food industry stakeholders were most supportive of education on 
how to read and interpret labelling information about sugars, and links to web-based information 
about added sugar content, whereas the other stakeholder groups were not supportive of either of 
these options (120). Some industry stakeholders also supported having added sugars listed on the 
nutrition information panel, particularly if the system was voluntary; they reasoned that it would 
enable industry transparency with consumers, would not overemphasize added sugars on the label, 
and would not involve a significant change. Industry stakeholders mostly did not support changes 
to statements of ingredients, advisory labels for foods high in added sugars, or pictorial approaches 
to conveying the amount of sugars in a serving of food (120).

In Israel, the food industry challenged a draft proposal for mandatory FOPL (104). In particular, 
manufacturers and importers of foods high in sugars, sodium and saturated fat that would be 
subject to the national FOPL warning label opposed the policy (81). Industry views were perceived 
as a major challenge because of the powerful role of the industry, which was responsible for 
importation of more than 70% of food products, and its influence over policy-makers, especially 
within the Economy Ministry and the Ministry of Finance (81).

The authors of a narrative review on nutrition labelling1 in several countries in Asia, Africa, the 
Middle East and Latin America2 found that industry’s initial response to labelling varied, but, when 
mandatory FOPL legislation was introduced as an option, the industry played a significant role in 
influencing the outcome of the regulations (145). Other studies reached similar conclusions (166–
170). For example, in Thailand, after the food industry disputed a proposal for traffic-light labelling 
that was supported by academia and consumer groups, the Thai Food and Drug Administration 
enacted voluntary guideline daily amount labelling for pre-packaged products (with the exception 
of snacks) as a compromise (166). However, the study reported that the guideline daily amount 
system was “not acceptable to either the food industry or academicians” (166). A range of literature 
from Chile testifies to strong and persistent opposition from the food industry to the development 
and implementation of a statutory regulation on labelling and advertising (163, 167–169, 171). For 
example, a case study highlighted how the food industry, throughout the development process, 
“overtly expressed its disagreement with the regulatory effort” and lobbied against the law (168). 
Chilean food companies further argued that the law violated freedom of expression, disregarded 
the principle of self-responsibility, and interfered with property rights by restricting industry brands 
and logos (163, 168). In Mexico, the food and beverage industry initially signed on to the policy 
recommendations of a national panel that included labelling, but later withdrew support for the 
FOPL system (170). In the case of Mexico, Chile and Thailand, the industry’s proposed regulatory 
requirements differed from the recommendations of academic or national committees (166, 169, 
170).

Research with food and drink manufacturers in Northern Ireland found mixed views among 
manufacturers on consumer demand for “at a glance” information on the nutritional content 
of a product and the role FOPL plays in changing food-purchasing behaviour. Food and drink 

1 The review included studies investigating consumer use of, and attitudes towards, FOPL and “back of package or 
BOP labels”. Based on the included studies in the review, this was deemed as encompassing both ingredient lists and 
nutrient declarations. 

2 Botswana, Brazil, Chile, China, Ghana, India, Israel, Lesotho, Malawi, Mauritius, Mexico, Morocco, Nigeria, Pakistan, 
Russian Federation, Singapore, South Africa, South Korea, Sri Lanka, Thailand, Trinidad, Tunisia, United Arab Emirates
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manufacturers who had implemented FOPL generally found the process to be straightforward and 
felt positive about this labelling scheme (133). Some manufacturers preferred to “wait and see” 
which way the market was heading before committing to FOPL, but accepted that they would most 
likely introduce it if consumers demanded it (133).

In response to Canada’s Food Labelling Modernization initiative, industry favoured proposals that 
provide flexibility and allow innovation, as well as aligning with international standards and those of 
trading partners (86). For FOPL, some industry stakeholders preferred more nuanced information 
in the symbol such as percentage daily value; whereas some supported the use of multiple colours 
(green, amber, red), others preferred black and white (124).

Acceptability of nutrition labelling policies compared with other policies

Industry responses to a public consultation on the proposed SSB tax in Ireland strongly opposed the 
measure, but believed that government and the food and beverage industry should work together 
to support other solutions to obesity, such as portion control, reformulation, education and food 
labelling (172). 

Sociocultural acceptability

No studies examining the sociocultural acceptability of nutrition labelling policies were identified. 

environmental acceptability

No studies examining the environmental acceptability of nutrition labelling policies were identified.
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factor 5. feasibility

This section presents a narrative synthesis of the literature identified to assess the feasibility of 
nutrition labelling policies. Separate searches were conducted for the following criteria: elements 
that support or hinder development and implementation; elements that support or hinder 
monitoring, evaluation and enforcement; and impact on health systems, food systems and the 
policy environment. For the purpose of this review, “feasibility” was not assessed as a clear-cut 
“yes” or “no”, but instead treated as a continuum – barriers to, and facilitators of, development, 
implementation, monitoring and enforcement of nutrition labelling policies can make a policy 
more or less feasible. 

The majority of evidence was related to FOPL; some related to nutrient declarations, and health- 
and nutrition-related claims. The information is summarized together rather than by label type.

The existence of nutrition labelling policies in many countries speaks to the feasibility of such 
policies. Countries have made progress on implementing nutrition labelling policies, as summarized 
in the most recent GNPR (134). Globally, the most common components of nutrition labelling of 
pre-packaged foods and beverages reported in the GNPR were nutrient declarations and lists of 
ingredients (134). Nutrient declarations were reported by at least 80% of countries in the WHO 
regions of the Americas, Europe and the Western Pacific, but by less than half the countries in the 
WHO regions of Africa and South-East Asia (134). Implementation can be voluntary or mandatory, 
and information on nutrients is often disclosed inconsistently. Measures to regulate or guide 
nutrition and health claims were usually included in national labelling policies. Most nutrition 
and health claim policies were developed after 2007, and almost a quarter since 2013, when the 
Codex guidelines incorporated nutrient reference values for NCDs (134). An increasing number of 
countries are also developing and implementing FOPL systems (104, 134, 173). Europe, for example, 
has a long history of developing and implementing FOPL systems (104), and multiple countries in 
Latin America have recently implemented, or are currently implementing, such systems (167, 174). 
In the most recent GNPR, the majority of FOPL systems reported by countries were voluntary, with 
different formats, graphics, content and underlying nutrient profile models. 

Thus, literature identified as part of the search on the feasibility of nutrition labelling policies and 
the synthesis of evidence will add perspectives to what may already be regarded as a feasible policy 
action. 

elements that support or hinder development and implementation

A range of studies were identified that described facilitators of, and challenges or barriers to, 
the development and implementation of nutrition labelling policies – thus affecting the overall 
feasibility of this policy action. Facilitators included strong political leadership, supporting evidence, 
intersectoral collaboration, transparency of the process and pilot-testing of FOPL systems (168, 
169, 171, 175, 176). Challenges or barriers included conflicting interests, industry interference and 
the complexity of developing a labelling system (including nutrient profiling aspects, defining 
“unhealthy”, and deciding on the optimal system for a given context) (81, 152, 153, 165, 168, 169). 
Facilitators, challenges and barriers, as identified in the studies, are summarized below. 
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Research, evidence, and expert advice or support

Robust and independent evidence can support the development and improvement of FOPL, and 
nutrition and health claims, and when updating nutrient declarations; evidence underpins the overall 
objectives of a nutrition labelling policy and helps governments overcome potential challenges 
during development and implementation (81, 104, 111, 120, 147, 152, 153, 168-171, 177–182). 

In Chile, academia helped gather evidence to support the development and implementation of a 
statutory regulation on labelling and advertising (168, 171). Evidence was fundamental to justifying 
the policy (including information on the prevalence of obesity and NCDs), as well as in the 
developmental phases to formulate the policy (168, 171). For example, how to define “unhealthy 
foods” was cited as one of the most critical aspects of the law, because the final definition implied 
modifying existing national legislation, and because the two aspects of the law (labelling and 
marketing restrictions) were closely linked to this definition (168). 

Some countries have found that the use of advisory boards or expert committees was an important 
facilitator in the development and implementation of FOPL. Roles of these boards and committees 
included overseeing the collection of country-specific evidence, gathering relevant evidence from 
other countries, and proposing specific evidence-based aspects of labels (81, 168–170, 177). For 
example, the Government of Israel appointed a regulatory committee (made up of government 
officials) and an independent scientific committee. The scientific committee recommended 
category-specific criteria for the development of the national FOPL, using Israeli dietary patterns 
identified in national surveys (81). In the regulatory committee, a cost analysis carried out by the 
Ministry of Health showed that “label changes of food packaging would involve a very small amount 
of money, with a minimal rise in food costs, and that this was far less than the huge potential 
benefit to public health”; this helped make the Economy Ministry and the Ministry of Finance strong 
advocates of the FOPL policy (81).

A qualitative study from New Zealand found that barriers to the development of an FOPL system 
included lack of agreement on what labelling system and nutrient profile model to use, and limited 
evidence upon which to make this decision (152, 153). The authors highlighted how publicly available 
and independently conducted research would be critical for an evidence-based policy change (152, 
153). Research conducted and disseminated by health and consumer groups has been identified as 
influencing and supporting the implementation of the FOPL system (179). Independent research – 
for example, by academia – can also elucidate possible limitations and concerns of implemented 
FOPL systems (182). 

Funding has been identified as a significant barrier to developing country-specific evidence, and 
grants and funding from philanthropic organizations have been reported to be instrumental in 
developing the necessary evidence base for FOPL (111).

Scientific and consumer research is crucial for the implementation of nutrition- and health-related 
claims to ensure that claims are based on scientific evidence, and are not misunderstood by 
consumers or misleading (180). Stakeholders in Canada supported publication of Health Canada’s 
decision for approved health claims, including a summary of the evidence submitted and Health 
Canada’s scientific evaluation. Strategic partnerships between government, academia, industry and 
nongovernment agencies could increase scientific and research capacity for health claims (181).

Stakeholder engagement

Considering the varying levels of acceptability of nutrition labelling to stakeholders (discussed 
above), and their different interests, any engagement and consultation process should follow 
defined principles and rules of engagement.
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A review of FOPL policies in the WHO European Region found that broad stakeholder engagement 
and consultation were a cornerstone in establishing acceptable and feasible FOPL policies (104). 
Successful consultations with stakeholder groups1 were government led and “occurred at discrete 
time points after interpretive FOPL [was] identified as a policy priority by government” (104). 
Another review also emphasized the importance of timing stakeholder consultations (including with 
industry), describing how the policy agenda and the principles of the FOPL system should be in 
place before entering into dialogue with other stakeholders about the specific format and technical 
details of the system (111). For example, the Israeli Government decided to implement an FOPL 
system, based on the Chilean model, but with two colours to represent a positive and negative 
label. The government consulted with stakeholders on the layout of the FOPL (including industry, 
which opposed the Chilean white-on-black labels), and selected red (negative) and green (positive) 
as colours for the label (111). 

A public consultation in Chile on the statutory regulation of labelling and marketing ensured that 
all stakeholders could contribute their opinions on the proposed regulations. The collaboration 
required additional efforts, but was “fundamental to the … passing of the law” (171). Focus groups to 
understand public opinion and to pilot-test labels were also cited as an important facilitator for the 
ultimate passing of the law (171). In Jamaica, the Minister of Health and Wellness commissioned the 
National Food Industry Task Force to support continuous dialogue and consultation with the food 
industry in four working areas: labelling, marketing (especially to children), product reformulation, 
and communication and advocacy (183), while also progressing efforts to manage conflicts of 
interest in public–private partnerships. 

According to a case study on the policy processes leading to approval of mandatory nutrition 
labelling regulations in Canada, key success factors for building stakeholder agreement included 
1) early development of a nutrition labelling network (including government, industry, academia, 
NGOs, health professional associations and consumer organizations); 2) a highly consultative policy 
process, in which policy-makers relied on multiple forms of evidence and clearly articulated decision-
making criteria (the ability to leverage scarce resources and use new communication technologies to 
build citizen engagement were identified as key success factors); and 3) “champions”, who played 
a critical role in the organization and at the political level (80). A later consultation on Canada’s 
Food Labelling Modernization initiative indicated that stakeholder involvement and opportunities 
for partnering were limited. Consumers, industry and other stakeholders expressed an interest in 
having more participation in developing labelling policies (122). 

A qualitative study from New Zealand (conducted before the development of the HSR system) 
identified the need for a robust consultation process to develop an FOPL system. This should include 
involving and consulting stakeholders, and identifying and agreeing on the aims and objectives of 
the system; as well, the system should be based on evidence, and consideration should be given 
to consumer education and the cost to industry (152, 153). The study concluded that government 
leadership would be needed to introduce an FOPL system and to facilitate open discussions 
between stakeholders (152, 153). A case study on the development of the HSR system reported that 
stakeholders were indeed involved through the formation of a “guiding coalition” (165). However, 
although broad stakeholder engagement has been identified as important in the development and 
implementation of nutrition labelling policies, the time requirements of this engagement may be 
a barrier. For example, the stakeholder consultations on the HSR system were so time-intensive 
that only a small number of technical experts with expertise in nutrition science (who had originally 
advised government) were present during complex political and technical negotiations (165). 

1 Engagement included formal consultations with food manufacturing and retail industries, public health organizations, 
health services and authorities, consumer groups, scientists and the public, and the establishment of formal 
committees for steering policy development.
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Stakeholder consultations are also used to obtain views on the overall effectiveness of labelling 
schemes, to identify limitations or irregularities and provide options for improvement (184). 

Before endorsement of the new standards for nutrition and health claims, the Australian Government 
held extensive consultation over 4 years (185). Although views differed between stakeholder groups, 
including government, public health groups, industry, enforcement agencies and consumers, most 
stakeholders supported the overall approach to developing the new standards. Taking the available 
evidence into account, the government developed a standard that “balances the needs of the broad 
community” and “encompass[es] industry’s desire to innovate, public health concerns, jurisdictional 
concerns for enforceable arrangements as well as FSANZ [Food Standards Australia New Zealand] 
objectives to provide consumers with adequate information to enable informed food choices and to 
prevent misleading or deceptive claims on food labels and in food advertising” (185).

In the search for government reports, numerous consultation documents were identified that 
describe the proposed labelling changes and solicit feedback from stakeholders (85, 119, 133, 186–
191). Public consultations give stakeholders the opportunity to provide constructive input. Making 
submissions to the consultations publicly available increases transparency in the policy-making 
process.

Public campaigns and media coverage

A qualitative study on the Swedish Keyhole (a food label that identifies healthier food products) 25 
years after implementation reported that the lack of contemporary public campaigns on healthy 
eating and promotion of the label (by the Swedish Food Agency, which is responsible for the label) 
had weakened commitment to the label and its reputation; this had limited the potential influence 
of the label on population health (146). Similarly, a qualitative study from Ecuador found that a 
lack of promotional activities accompanying the implementation of the traffic-light label limited 
active consumer participation in the implementation process; the authors speculated that this had 
limited the potential effectiveness of the label (160). Since implementation, the government has 
run a national campaign to explain the nutrition labelling policy (111). The Ministry of Health also 
launched a public awareness campaign across TV, radio and other media channels to inform the 
public about the correct use and benefits of the traffic-light label (111). Similarly, in Australia, an 
education campaign was part of the implementation of the HSR system. Exposure of consumers to 
the campaign was associated with self-reported higher awareness, trust, understanding and use of 
the HSR (179). Another report on the HSR system emphasized the importance of raising consumer 
awareness to create market demand, thereby incentivizing businesses to adopt the voluntary system 
(76). In Chile, public campaigns consisting of commercials, videos and downloadable posters to 
explain the meaning of, and justification for, the national FOPL warning label after implementation 
were attributed as a reason for the high awareness of the label and its use among Chilean consumers 
(171). Media coverage during development of the policy ensured transparency of opinions of 
stakeholders and kept the public debate going, which in turn helped mobilize the support of civil 
society (171). 

Community and civil society support

In China, consumer demand for food labels was reported to be a key factor in implementation of 
the national nutritional labelling policies1 of 2007 and 2011 (155). Involvement and support from civil 
society and NGOs have been identified in the literature as important facilitators of the development 
and implementation of FOPL policies (111, 167, 171). In Chile, for example, civil society groups 

1 The Chinese Government officially enacted the Regulation on the Management of Food Nutrition Labelling in 2007 
and the General Rules for Nutrition Labelling of Pre-packaged Foods in 2011. 
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provided their support when higher limits or restrictions were proposed, and opposed the reduction 
of limits or requirements. Support from civil society groups was vital for advancing the process (163, 
171). Similarly, in Mexico, support by NGOs also helped counteract industry opposition (170).

Conflicting interests and industry opposition

A wide range of literature has identified industry interference and opposition as major barriers to the 
development and implementation of nutrition labelling policies, which may affect the feasibility of 
such policies (81, 136, 167, 171, 176). This section is closely linked to the section “Acceptability of the 
intervention to industry” under “Factor 4: Acceptability”.

A case study on factors generating or hindering political priority for the implementation of nutrition 
labelling policies (and the regulation of pricing and marketing of “energy-dense foods and beverages”) 
in Australia between 1990 and 2011 found that the food, beverage and advertising industries 
powerfully shaped political priority (192). The power stemmed from the industries’ economic 
importance as large industries and employers, their access to key policy-makers and their reach 
into food systems (192). In Australia, senior representatives from state and territory governments, 
statutory authorities and NGOs perceived the lobbying power and influence of the food industry 
on government decision-making as barriers to food-related regulation, including nutrition labelling 
policies (136). Studies have also identified conflict in values between the food industry (for profit) 
and public health (for improved nutrition and health) as barriers to the implementation of a national 
FOPL policy – for example, in the case of implementation of the HSR system in Australia (152, 
165). Economic considerations (i.e.  the costs associated with label changes, as discussed under 
“Factor 2: Resource implications”) prevailing over health concerns were mentioned as a barrier to 
change (136). Another barrier was the lack of space on labels, leading to some manufacturers having 
to prioritize branding and other essential information over FOPL (133). 

Further barriers reported by industry, particularly for smaller businesses, include limited time and 
lack of technical expertise required to calculate information for FOPL (76, 133). Concern about 
producing incorrect FOPL and being penalized as a result was also reported. To overcome these 
challenges, manufacturers suggested providing training courses or workshops and an online 
calculator to determine the nutritional value of products; some businesses have also sought expertise 
in nutritional analysis from academic institutions (133). In a review of the HSR system, reasons 
manufacturers did not adopt the system included lack of commercial incentives and consumer 
demand (“no tangible benefit”), a need for clarification in supporting guidance materials, the HSR 
not giving the expected result for some products, and poor alignment of the HSR with the brand 
(74).

Industry interference or involvement has been shown to influence how FOPL policies are developed 
and implemented, and whether systems end up as voluntary or mandatory policies. For example, a 
review on nutrition labelling in several countries in Asia, Africa, the Middle East and Latin America1 
concluded that industry involvement had reduced the regulatory strength of FOPL systems on 
several occasions (145). A qualitative study from New Zealand identified the decision about whether 
an FOPL system should be voluntary or mandatory as a significant barrier to development and 
implementation (152, 153). A 5-year review2 of the HSR system recommended that the system 
remain voluntary (but with changes), which “builds on the significant investment and goodwill of 
industry” and follows the principle that regulation should not be adopted as the default option (74).

1 Botswana, Brazil, Chile, China, Ghana, India, Israel, Lesotho, Malawi, Mauritius, Mexico, Morocco, Nigeria, Pakistan, 
Russian Federation, Singapore, South Africa, South Korea, Sri Lanka, Thailand, Trinidad, Tunisia, United Arab Emirates

2 The review drew from a variety of sources, including data from the Australia Bureau of Statistics, modelling studies 
by the technical advisory group and academia, and information by stakeholders (e.g. consumers, nutritionists, 
government, industry).
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Several reports mentioned the importance of political commitment in overcoming conflicts of 
interest and industry opposition. In Sri Lanka, high-level political commitment was an important 
factor in withstanding pressure from the food and beverage industry, enabling the introduction of 
traffic-light labelling on SSBs (193). High-level political commitment to strengthen nutrition labelling 
policies was broadly demonstrated through the inclusion of nutrition labelling in the objectives of 
national policies and plans, such as in Jamaica and Kenya (194–196).

For further evidence on industry opposition and industry pressure acting as barriers to the 
development and implementation of nutrition labelling policies, see the section “Acceptability of 
the intervention to industry” under “Factor 4: Acceptability”.

Food product innovation

A few studies reported that the food industry perceived FOPL to be a barrier to food product 
innovation (146, 160). For example, in a qualitative study from Ecuador, industry representatives 
reported that decreasing concentrations of fats, salt and sugars in food products (to avoid the 
mandatory FOPL) while responding to consumer taste preferences limited opportunities to be 
innovative and posed technical difficulties (160). Similarly, a qualitative study on the Swedish Keyhole 
reported that manufacturers felt that production innovation was limited by their desire to have their 
products display the positive FOPL (146). The authors of the study concluded that the nutrient 
requirement of the label itself had constituted a barrier to its continuous implementation (146). 

Financial considerations

Costs associated with labelling policies (discussed under “Factor 2: Resource implications”) have 
been cited as a major concern for food manufacturers. Many reports noted the importance of 
providing long transition times for phasing in the changes to better manage the cost implications 
(76, 83, 86, 132). Longer implementation times allow businesses to limit the loss of existing label 
stock and may even allow them to time the introduction of new labelling systems with other planned 
changes (76). For example, the costs can be integrated into normal relabelling associated with the 
standard commercial cycle (84). Research with food manufacturers in Ireland found that the cost of 
additional nutritional analysis and label redesign was one of the main reasons cited by manufacturers 
for not implementing FOPL (133). Food and beverage manufacturers who had decided to use FOPL 
often took the opportunity to do so when launching a new product, or making changes to packaging 
or brand design to reduce costs (133). A report from Canada mentioned the importance of aligning 
ongoing labelling initiatives to minimize impacts on industry (86). Where back-of-pack labelling is 
already mandatory, food manufacturers will not incur additional costs for nutritional analysis to 
provide nutrition information for FOPL (85). Smaller businesses reported facing higher costs due to 
limited in-house capacity for nutrition analysis, label redesign and label production (76).

Consistency in information and provision of information

Numerous reports noted the importance of consistency – from both a consumer and industry 
perspective. In a study of consumer needs in Northern Ireland, participants had issues with 
consistency of information provided on food labels. When asked which improvements they 
would make to the way information is displayed on food labels, the most common response 
(36%) was “The information displayed in a consistent way across all products” (131). Variable and 
inconsistent use of formats, positioning and wording can lead to consumer confusion, whereas 
greater consistency in information provided on food labels could encourage more habitual use (131). 
In the United Kingdom, there were several different types of voluntary FOPL in the food market, 
but evidence showed that a single consistent form across the marketplace was key to consumers 
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noticing the information, becoming familiar with it and gaining confidence in using it (119). Some 
food manufacturers believed that there should be more consistency in FOPL and that mandatory 
FOPL would help ensure that a consistent approach is used by all food manufacturers (133). 

Many businesses, as well as government reports, commented on the need for greater harmonization 
across countries and within regions (119, 129, 197). In response to Canada’s Food Labelling 
Modernization initiative, industry favoured proposals that would align with international standards 
and those of trading partners (86). Industry and government identified several standards that would 
pose barriers to trade because they were “outdated” or “too prescriptive” (122).

Transparency and clarity

A few reports mentioned the need for clear and transparent processes (30, 76, 122, 178, 181). 
For example, expectations and requirements should be clearly defined for industry to meet the 
regulations and policies, as well as for consumers to understand how “food safety and nutrition 
risks are mitigated in the regulatory system” (181). Industry stakeholders reported lack of clarity, 
duplication and overlap in regulations, as well as difficulty in implementing policies that were unclear 
and did not provide sufficient guidance (122). Standards should be written clearly to communicate 
requirements to industry, but also to serve as an enforceable document (30). 

elements that support or hinder monitoring, evaluation and enforcement

Monitoring, evaluation and enforcement are key elements for regulatory action, including for 
nutrition labelling policies. Ensuring that these are integral components of the policy affects overall 
feasibility of policy action (25, 104, 198–201). For example, a qualitative study from Ecuador found 
that a lack of appropriate monitoring and evaluation components failed to ensure continuity and 
compliance with the traffic-light label; the authors of the study concluded that this had likely limited 
the potential effectiveness of the label (160). The study also found that, although small- and medium-
scale manufacturers of processed foods expressed their intention to comply with the established 
regulations, they also voiced frustration about difficulties in doing so, citing inconsistencies in the 
regulations (160). Some countries provide guidance to industry as part of policy implementation 
– for example, the United Kingdom (202), Singapore (203), the United States (204) and Australia 
(205–207). 

A study on regulations to limit SSB consumption in South America concluded that most labelling 
regulations lacked implementation and monitoring structures, although formal sanctions were 
referred to in the regulations on FOPL of Chile, Ecuador, Mexico and Venezuela (174). In Chile, a 
report on implementation of the regulations on FOPL (“warning labels”) and marketing restrictions 
stated that the implementation of a monitoring and enforcement system posed methodological 
difficulties because the policy was a “new paradigm in public health”, and experience and evidence 
from other countries were lacking (171). The report specified that the national health authority is 
responsible for application and enforcement of the policy (for which purpose the Ministry of Health 
formulated “internal guidelines”), and concluded that the enforcement system and sanctions for 
noncompliance facilitated application of the regulations (171). The academic sector is tasked with 
evaluating the policy (171). In Iran, a retrospective summary of the newly implemented traffic-light 
FOPL system found that the absence of a monitoring programme “emerged as [a] major weakness” 
in interviews with government officials (176). 

A review of FOPL in the WHO European Region found that most policies had provisions in place 
for periodic monitoring of adherence to nutrient criteria (104). For example, the report describes 
how the Food Safety Authority in Norway in 2008, shortly after introduction of the Keyhole system, 
investigated its appropriate use by the food industry, and found that 32 of the 35 products surveyed 
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complied with the criteria. An investigation of application of the system in Sweden in 2011 also found 
that some foods displaying the Keyhole did not meet the eligibility criteria (104). For evaluation 
of FOPL policies, the authors of the review reported that “limited information was available on 
formal provisions for evaluation of FOPL policies as part of label implementation by administering 
organizations or agencies”; the authors speculated that this may “reflect poor documentation of 
evaluation plans or a lack of actual policy evaluation” (104).

A lack of transparency may limit the feasibility of monitoring, evaluation and enforcement. For 
example, analysis of industry compliance with the algorithm behind the HSR proved challenging, 
because companies are not required to display the relevant data on the label (179). In a report by 
the Canadian Food Inspection Agency, industry stakeholders commented that enforcement was 
not applied in an effective, consistent and transparent manner (122). Standards need to be written 
clearly so that they can be enforced (30). 

Impact on health systems, food systems and the policy environment

Although a wide range of literature emphasizes the need for a comprehensive or “systems” approach 
to promote healthier food environments, of which nutrition labelling policies are one of several 
interventions, limited evidence exists on the impact that policies may have on health systems, food 
systems and the general policy environment (208). 

One reason for the lack of evidence on the impact of multiple interventions may be that it is difficult 
to predict or measure whether combinations of interventions create synergies that translate into an 
overall effect that is larger than the sum of individual intervention effects, or whether the opposite 
is true (77). However, a large modelling study found that a multiple-intervention strategy would 
achieve substantially larger health gains than would individual interventions, often with an even 
more favourable cost-effectiveness profile (78). The interventions included health information and 
communication strategies that improve population awareness about the benefits of healthy eating 
and physical activity, fiscal measures that increase the price of unhealthy foods or reduce the cost 
of healthy foods rich in fibre, regulatory measures that restrict the marketing of unhealthy foods to 
children, and mandatory food labelling.

A 2009 study examining stakeholder views of mandatory nutritional labelling in France and the 
United Kingdom provided some insights on changes within the policy environment (162). The 
authors reported that many stakeholders in France thought that mandatory FOPL was feasible, 
and attributed this to other public health nutrition policies recently introduced by the government 
(restrictions on advertising to children and vending machines in schools). Conversely, the authors 
hypothesized that government inaction in the United Kingdom over the previous two decades 
(1989–2009) might have reduced stakeholder confidence in the feasibility of implementing a 
mandatory scheme in the United Kingdom (162). 

Also of interest is the more direct impact that nutrition labelling policies may have on other 
measures to promote healthy diets. For example, nutrition labelling policies have been shown to 
spark reformulation of food products (133, 209). Product reformulation is an outcome examined in 
the systematic review, and will therefore not be discussed further here. 
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annex 2. summary tables

To inform the decision on the strength of the recommendation to be formulated on nutrition labelling 
policies, a summary table for each factor was prepared based on the identified literature for that factor. The 
summary tables were developed to closely align with the GRADE evidence to decision tables. 

Summary table for Factor 1: Values

noncommunicable 
diseases

There was no variability in values on diet-related NCDs in the identified 
studies. Diet-related NCDs were perceived as being negative.

Overweight/obesity 
(body weight status)

Values on body weight status vary by study population.

Women (more so than men) perceive overweight/obesity (especially 
childhood obesity) to be a serious health concern.

People of lower SES perceive overweight/obesity to be a greater health 
concern than people of higher SES. 

Many studies from LMICs show that overweight/obesity is perceived as 
indicating good health, or interpreted as being “normal weight”.

In some countries that have perceived overweight/obesity as indicating 
good health, values are changing, and normal weight BMI is increasingly 
considered healthy.

 

Summary table for Factor 2: Resource implications

Ratio of costs and 
benefits of the 
intervention, costs of the 
intervention in the long 
and short terms, and the 
economic impact of the 
intervention on national 
and global economies

All identified studies found nutrition labelling policies to be cost-
effective: they produce larger health gains (in DALYs or HALYs) than the 
cost of implementing the intervention in all countries modelled.

Cost-effectiveness ratios of implementing mandatory “food labelling” 
vary between countries, but (in a study including seven countries) were 
all below the established cost-effectiveness thresholds. A study including 
36 countries concluded that the cost of implementing mandatory food 
labelling would be about 40% of the benefit in terms of gross domestic 
product for all countries examined.

Costs of a nutrition labelling policy and expected health gains depend 
on country context, and the design and regulatory nature of the policy. 
Many of the costs associated with implementing nutrition labelling 
policies are borne by industry.
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Summary table for Factor 3: equity and human rights

Accordance with human 
rights standards 

Nutrition labelling policies are relevant to both the right to health and the 
right to appropriate information, which are interdependent: appropriate 
nutrition information on easily understandable and non-misleading 
labels allows people to make informed decisions on their food options. 
International human rights instruments encapsulate both the right 
to health and the right to appropriate information (within the right to 
freedom of expression).

As such, nutrition labelling policies are in accordance with human rights 
standards (including the right to truthful information and the right to the 
highest attainable level of health) if they are truthful and non-misleading, 
and facilitate decisions that can lead to healthy and balanced diets. 

Impact on (health) (in)
equity and health (in)
equality

There is limited evidence on the impact of existing nutrition labelling 
policies on health inequity or inequality. 

However, differences across population groups in awareness, 
understanding and use of nutrition labelling may either increase or 
reduce existing inequities and inequalities. For nutrient declarations, 
consumer use and understanding appear to be poor, particularly 
for groups of low SES, because of the complexity of the numerical 
information, small print size, and positioning of labels on the back or 
side of pre-packaged foods. For FOPL, people who benefit the most are 
likely to be people with poorer health literacy, and vulnerable populations 
who are at higher risk of diet-related NCDs. 

Thus, whereas ingredient lists and nutrient declarations alone may 
increase inequities, FOPL as supplementary information may help 
reduce such inequities. However, depending on the type of FOPL, 
studies have shown differences in understanding and use depending on 
levels of literacy and SES. 

Summary table for Factor 4: Acceptability

Overall acceptability

In general, all stakeholders seem to accept the value of nutrition labelling 
policies. However, acceptability greatly depends on the type of nutrition 
labelling proposed and, particularly for industry, the type of regulatory 
measure taken. 

Government

The number of countries with nutrition labelling policies in place affirms 
acceptability of such policies to governments. For example, more than 
three quarters of countries in the WHO European Region mandate 
the use of nutrient declarations on pre-packaged foods. Different 
FOPL schemes are increasingly being implemented globally, including 
government-led or government-endorsed policies, both voluntary and 
mandatory. 

Acceptability of nutrition labelling policies appears to be closely linked 
to factors affecting the feasibility of such policies. However, nutrition 
labelling policies were found to be prioritized as a policy to promote a 
healthy food environment. The degree of acceptability to government 
appears to depend on the overall aim of the policy and the policy design, 
and the extent to which different sectors of government support the 
policy. Therefore, acceptability varies depending on context. 
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Industry

The acceptability of FOPL to industry depends on the policy design 
and its regulatory nature. Voluntary FOPL policies appear to be more 
acceptable to industry than statutory (mandatory) FOPL policies. 
Industry appears to prefer numeric FOPL over more interpretive FOPL 
systems. 

Public

Nutrition labelling policies are largely acceptable to the public, and 
consumers appear supportive of efforts to improve the clarity and 
transparency of food labels. Support appears to be highest for FOPL 
policies, and varies among subgroups of the population. For example, 
a study found a positive association between education levels of study 
participants and support for FOPL. Nutrition labelling policies are 
more acceptable to the general public than, for example, marketing 
restrictions, and taxes on SSBs and unhealthy foods. 

Overall, perceived negative impact of an unhealthy food environment 
and acknowledgement of a societal responsibility in personal food 
choice have been linked to increased support for government policies to 
promote a healthy food environment. 

Sociocultural 
acceptability 

No studies found

environmental 
acceptability 

No studies found 

Summary table for Factor 5: Feasibility

Overall feasibility 

The existence of nutrition labelling policies in many countries speaks 
to the feasibility of such policies. However, there are elements that, 
depending on their context, make nutrition labelling policies more or 
less feasible. These are summarized below as challenges/barriers and 
opportunities/facilitators, for development and implementation of 
nutrition labelling policies, and monitoring and enforcement of policies.

development and 
implementation

Opportunities/facilitators for development and implementation:

Intersectoral collaboration and stakeholder engagement, transparent 
processes, supporting evidence, civil society support.

For example, supporting evidence has been shown to be critical to 
successful development and implementation in Chile, Israel and New 
Zealand; and media coverage has been reported to contribute to 
transparency, thus supporting the process and helping to mobilize civil 
society. 

Challenges/barriers to development and implementation:

Conflicting interests, industry interference and opposition, lack of or 
inadequate human and financial resources, lack of continued public 
campaigns and media support, the complexity of developing a labelling 
scheme (including nutrient profiling aspects, defining “unhealthy” and 
deciding on the optimal system for a given context).

For example, studies from a number of countries (in Asia, Africa, the 
Middle East and Latin America) concluded that industry involvement 
reduces the regulatory strength of FOPL.

A qualitative study reported that the food industry considered FOPL a 
barrier to food innovation.
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Monitoring and 
enforcement

Frameworks or programmes for monitoring and evaluation (and, when 
relevant, enforcement) are recognized as key elements in health policy, 
including nutrition labelling policies. Ensuring that these are integral 
components of the policy has shown to affect overall feasibility of policy 
action. 

Opportunities/facilitators for monitoring and enforcement:

Developing clear guidelines and structures for monitoring, evaluation 
and enforcement as part of implementing a nutrition labelling 
policy; making different sectors responsible for different parts of the 
monitoring, evaluation and enforcement of a policy (e.g. tasking national 
academia with evaluations, and health authorities with enforcement 
and monitoring of noncompliance); allocation of adequate human and 
financial resources. 

Challenges/barriers to monitoring and enforcement:

Methodological difficulties in developing formal monitoring, evaluation 
and enforcement structures due to the “novelty” of the policy action 
and the lack of country experiences or evidence to base these on; lack 
of formal guidelines for existing regulations; lack of transparency; 
inadequate human and financial resources. 

Impact on health 
systems, food systems 
and the policy 
environment

Evidence is limited for this criterion. However, a large modelling study 
found that a multiple-intervention strategy (including health information 
and communication strategies that improve population awareness 
about the benefits of healthy eating and physical activity, fiscal measures 
that increase the price of unhealthy food content or reduce the cost 
of healthy foods rich in fibre, regulatory measures that restrict the 
marketing of unhealthy foods to children, and mandatory food labelling) 
would achieve substantially larger health gains than would individual 
interventions, often with an even more favourable cost-effectiveness 
profile.





For more information, please contact:
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