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FOREWORD

Obesity has reached epidemic proportions worldwide and given its 

serious medical implications, it is considered a major public health chal-

lenge. Globally, obesity is responsible for approximately 4.7 million 

premature deaths each year, according to the Global Burden of Disease 

study. Currently, more than 1 billion people worldwide live with obesity, 

39  million of whom are children. Worldwide, the rates of childhood 

obesity have doubled over the past three decades alone. In Qatar, the 

prevalence of childhood obesity for children between the ages of 5 

and 14 is 27.7 percent. Obesity in childhood often progresses into adult-

hood, and can lead to other serious health complications such as type 

2 diabetes, non-alcoholic fatty liver disease, high blood pressure, and 

sleep apnea, among others. As such, it is critical that we take immediate, 

collaborative action.

The multifactorial nature of the disease calls for multisectoral action. Ulti-

mately, addressing the complex problem of childhood obesity means that 

governments must recognize that impact can be achieved only when 

cross-sectoral collaboration exists. In Qatar, commitments have been 

made on a national scale to lower obesity rates through the Qatar National 

Development Strategies and National Health Strategies. However, as 

in much of the world, progress and efforts to tackle childhood obesity 

have often been inconsistent and unconcerted, with little coordination 

across sectors, resulting in limited impact. Therefore, it is imperative that 

governments take ownership to effectively implement recommendations 

and introduce the measures necessary to improve health outcomes.

We hope that this report provides a practical starting point through its 

proposed actionable framework for policymakers to navigate the chal-

lenges related to childhood obesity in Qatar and take collaborative actions 

toward addressing them.

Huda Amer Al-Katheeri 
Director of Strategic Planning 

and Performance Department 

Ministry of Public Health 

Qatar  

Sultana N. Afdhal 
Chief Executive Officer  

World Innovation Summit for Health (WISH) 

Qatar Foundation 

Qatar 



05NATIONAL POLICY PROPOSAL THROUGH MULTISECTORAL APPROACHES

EXECUTIVE SUMMARY

Obesity is a public health issue of major concern affecting both developed 

and developing countries. Over the past few decades, the prevalence of 

childhood obesity has reached epidemic proportions. This brings with 

it a series of significant consequences including psychosocial disorders 

during childhood, and increases the risk of developing other non-com-

municable diseases (NCDs) such as hypertension, type 2 diabetes, and 

cardiovascular disease during adulthood. Children with excess weight are 

more likely to become adults with obesity. The prevalence of childhood 

obesity has doubled over the past three decades with approximately 340 

million children worldwide between the ages of 5 and 19 currently live with 

overweight or obesity. According to the Global Burden of Disease study, 

in 2019 over 5 million deaths were associated with overweight or obesity.1 

These trends have resulted in international commitments to reduce 

obesity and Member States of the World Health Organization (WHO) 

have since endorsed a target of no increase in childhood obesity by 2025.

Obesity is affected by modifiable factors and to a large extent is prevent-

able. It is not inevitable; rather it arises from the choices we make as 

societies first and foremost, and as individuals second. Avoiding or 

preventing obesity is therefore determined mostly by policies that are 

beyond the scope of medical care. Multisectoral or intersectoral policies 

and actions present us with a strategic vision to address these social 

determinants that present a threat to health. Multisectoral action for 

health means evidence-based actions by various sectors that are collec-

tively required to optimize the health of the population. Essentially, these 

prevention policies are an integral part of the continuum of services 

included in universal health coverage and provide support to encourage 

positive health outcomes on a societal level through successful health 

services and interventions.

Policy action for health and healthcare is amenable to ‘health in all poli-

cies’ (HiAP) approaches. These approaches build upon decades of 

studies of multisectoral action and evidence-based public health. Typi-

cally, prevention and promotion policies in the health sector cover four 

main mechanisms:

 • Fiscal measures (such as taxes and subsidies).

 • Laws and regulations.

 • Changes in the built environment.

 • Community engagement and informative education campaigns.
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This policy report covers these mechanisms within the wider context 

of a recommended bespoke multisectoral model to address childhood 

obesity in Qatar. The report also makes policy recommendations to guide 

the development of effective interventions that promote healthy behav-

iors and lifestyles.

The report proposes a model that considers six main levels for policy 

reform. The model takes into account factors including individual and inter-

personal considerations, the food environment, the built environment, 

and behavioral determinants (Figure 1). The policy recommendations 

presented in Table 1 are intended to serve as the foundation for estab-

lishing multistakeholder partnerships. These recommendations and 

partnerships will be especially important in contexts where collabora-

tions and engagement between the various bodies in Qatar are needed. 

A more detailed representation of the policy recommendations, with 

proposed actors and timelines, can be found in the Conclusion (Table 3).

Figure 1. Proposed intersectoral policy model targeting childhood 
obesity in Qatar

Health sector practices
• National clinical guidelines for prevention, diagnosis and 

treatment
• Guidelines for bariatric surgery for children and adolescents
• Amplify existing working groups and task forces
• Capacity building of health professionals
• Precision health interventions

Food and nutrition
• Food labeling guidelines
• Dietary and nutritional guidelines
• Financial incentives (tax and subsidies)
• Access to healthy food options

First 1,000 days
• Screening and monitoring for maternal health
• Enhanced postpartum and early years holistic health 

services for mother and child
• Promotion of breastfeeding
• Regulation of milk substitutes

Built environment
• Provision of accessible and inclusive open, green, 

and recreational spaces
• Enhanced mobility opportunities

School settings
• Healthy food in canteens and around schools
• Promotion of physical activity 
• Surveillance and monitoring of children
• Sta� training and capacity building
• Healthy lifestyle as part of the school curriculum

Family and community
• Mechanisms for civil society engagement with government
• Inclusion of religious and community champions, as advocates 

for healthy lifestyles
• Provision of resources and information accessible to the 

wider community

Combating 
Childhood
Obesity

Regulations and policies
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Table 1. List of proposed policies

Food and nutrition Health sector practices Built environment

 • Develop a framework for front-of-package labeling 

(FOPL) for Qatar that adopts a nutrient-specific 

warning system, and mandate its application.

 • Set guidelines to control and limit advertising of 

unhealthy food and beverages across all platforms 

targeting young children and adolescents.

 • Develop guidelines for food product placement in 

physical outlets and digital platforms, giving prominence 

to healthy options and limiting unhealthy food within 

children’s reach.

 • Continue to communicate the updated Qatar 

National Dietary Guidelines and develop 

advocacy programs.

 • Adopt, endorse, and ensure compliance with national 

guidelines in restaurants cafes, and vending machines, 

with a focus on fresh food/products.

 • Set minimum standards for imported food and establish 

a governance structure for monitoring.

 • Evaluate impact of existing excise tax policy in Qatar 

and explore its expansion based on recommendations 

from MOPH.

 • Expand tax guidelines to include taxing unhealthy 

products such as prepackaged foods and/or foods 

and beverages that are high in fat, salt, and sugar.

 • Explore mechanisms to make healthy food more 

affordable, including fruits and vegetables.

 • Encourage urban agriculture initiatives, such 

as community farms, to increase access to fresh 

produce in urban areas.

 • Build on existing multistakeholder 

task forces and working groups to 

support with evidence-based guideline 

development and ‘good practice’ obesity 

prevention, screening, and treatment.

 • Implement, monitor, and track impact of 

established national clinical management 

guidelines for preventing and treating 

childhood obesity.

 • Develop national clinical guidelines 

for bariatric surgery for children and 

adolescents as a last resort and establish 

a mechanism to review and update the 

guidelines every five years.

 • Expand obesity treatment services and 

enhance integration with primary health 

service providers.

 • Strengthen screening for obesity and 

its risk factors at primary level of care.

 • Develop comprehensive national training 

and capacity-building programs for 

health practitioners.

 • Enable precision health interventions 

to help identify and target high-risk 

individuals to prevent childhood obesity 

and provide personalized treatments.

 • Adopt and implement the Open 

Space Recreation and Sports 

Facilities Development Guidelines 

that encourage physical activity 

for everyone, irrespective of gender 

or ability.

 • Provide accessible facilities and 

equipment to promote opportunities 

for physical activity among all children 

and adolescents.

 • Scale up the AFP and provide 

necessary training and knowledge to 

staff members who work with children 

to support those with different abilities.

 • Set guidelines for food-service spaces, 

and access to healthy and unhealthy 

food in convenience stores and shops.

 • Review current city zoning 

strategies and explore setting buffer 

zones between schools and fast food 

outlets and supermarkets within 

a specific radius.

 • Increase and improve the walking and 

cycling network by bridging the gaps 

and linking them to public spaces.
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School settings First 1,000 days Family and community

 • Improve School Canteen Guidelines and promote their 

adoption by all schools.

 • Set nutrition guidelines for foods that students bring 

from home, with an emphasis on healthy food options 

that are aligned with Qatar’s Dietary Guidelines.

 • Maintain a School Children Growth Monitoring Program 

in all schools and institutes and encourage appropriate 

reporting and communication channels between 

parents and care providers.

 • Enhance school policies on bullying to include obesity 

and weight as potential triggers.

 • Train school staff to recognize and respond to weight-

based bullying and provide resources for supporting 

affected students.

 • Develop grade appropriate teaching materials for 

students on healthy lifestyles to be incorporated into 

school curriculums.

 • Train educators and counselors on the drivers of obesity 

and the use of non-stigmatizing language and imagery.

 • Develop mental health promotion programs and offer 

counseling for students, such as mindfulness programs 

and peer support groups.

 • Incorporate the updated Qatar National Nutrition 

and Physical Activity Action Plan in school settings 

and develop advocacy programs.

 • Expand access to high-quality sports and physical 

activity initiatives for educational institutions.

 • Partner with community organizations and sports 

clubs to offer diverse and engaging sports and 

physical activity opportunities for students outside 

of school hours.

 • Develop a community school model to utilize school 

assets and community resources in collaboration with 

local organizations, business and healthcare providers.

 • Enhance screening for maternal obesity 

to identify women, and at-risk neonates, 

for education and close monitoring.

 • Maintain a minimum figure of maternal 

and pediatric health counselors and 

educators per 100,000 population.

 • Mandate that all hospitals provide 

standardized antenatal and postnatal 

support and counseling for expecting 

and new mothers.

 • Explore partnerships with private 

healthcare providers to facilitate and 

expand access to well-baby services 

for children under the age of 5.

 • Enhance the implementation of baby-

friendly initiative accreditation across 

healthcare facilities.

 • Ensure adequate full-time registered 

lactation consultant staffing for all labor 

and delivery units.

 • Sustain nationwide campaigns to 

promote breastfeeding, supported 

by continued at-home care.

 • Provide support for working mothers 

to breastfeed exclusively for at least six 

months by extending maternity leave 

and introduce comfortable and private 

lactation rooms in all office buildings 

and public places.

 • Issue a national code regulating the 

marketing of breast milk substitutes.

 • Expand existing and develop new 

public health campaigns and make 

accessible, culturally appropriate 

resources to offer health education 

to the community.

 • Launch national health and nutrition 

education programs for parents 

and caregivers.

 • Leverage networks of civil society 

organizations to amplify general public 

awareness campaigns.

 • Involve religious and community 

leaders, role models, and advocates 

in related community events that 

promote active, healthy habits.
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OVERVIEW

Defining childhood obesity

Obesity is defined as an abnormal or excessive accumulation of fat that 

presents a risk to an individual’s health. The most common way to clas-

sify overweight or obesity in adults is through the calculation of a body 

mass index (BMI). In children under the age of 5, obesity is often calcu-

lated based on the World Health Organization (WHO) child growth 

standards.2 For children between the ages of 5 and 19 years, a child is 

considered to be affected by obesity if their measurements are greater 

than two standard deviations above the WHO Growth Reference. WHO, 

US Centers for Disease Control and Prevention (US CDC), and the Interna-

tional Obesity Task Force each have definitions of overweight and obesity 

in children and adolescents (Appendix 1).3 While the exact definitions 

may vary slightly between global norm-setters, there is broad consensus 

that childhood obesity occurs when a child’s weight gain goes beyond 

the healthy weight trajectory and is disproportionate to their change 

in height, posing negative impacts on overall health.4

Childhood obesity is highly associated with an increased risk of obesity in 

adulthood, as well as premature death and disability. Children affected by 

obesity are more likely to experience breathing difficulties, hypertension, 

insulin resistance which may lead to diabetes, increased risk of fractures 

and cardiovascular disease.5 Obesity alone is responsible for two-thirds 

of the diabetes epidemic in Qatar; prevention of obesity would prevent 

most cases of diabetes.6 Furthermore, obesity and weight stigma can 

have a wide range of psychological and emotional effects such as anxiety, 

low self-esteem, poor body image, social isolation, stress, and can lead 

to eating disorders and suicidal thoughts.7 Children affected by obesity 

reportedly experience a higher risk of being bullied in schools, in compar-

ison to those without obesity.8,9 As such, obesity can also affect a child’s 

educational attainment, leading to potentially lower income in adulthood 

and affecting their overall quality of life.5

Prevalence of childhood obesity

Although childhood obesity was once considered a high-income country 

problem, overweight and obesity indicators are also on the rise in low- and 

middle-income countries, particularly in urban areas. Worldwide preva-

lence rates of childhood obesity have doubled over the last three decades, 
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and approximately 340 million children (5–19 years) are now estimated 

to be living with overweight or obesity.5 Many countries – particularly 

low- and middle-income countries – are now facing a ‘double burden’ 

of disease, attempting to address and direct finite resources toward 

health programs to manage both communicable and non-communicable 

diseases related to underweight, malnutrition, and obesity and over-

weight.9 Furthermore, while undernutrition is typically associated with 

being underweight, there is growing awareness that children can be 

concurrently obese and malnourished. The availability of foods that are 

high in fat, sugar, and salt, that are energy-dense, and poor in micro- 

nutrients, can lead to undernutrition with overweight.10 Nutrition-poor 

but calorie-dense (NPCD) food is unfortunately available in a variety of 

formats such as chips, candies, snack bars, etc., and specially commer-

cialized to attract children and force parents to “buy them”.

A recent retrospective comparative research study examined childhood 

obesity trends in Qatar for academic years 2016–2017 and 2019–2020. 

The  study revealed that overweight and obesity rates in children 

between 5 and 14 years old have increased from 44 percent in 2016–2017 

to 49.3  percent in 2019–2020, with 27.7 percent being obese and 

21.6  percent overweight (Figure 2).11 Among male students, obesity 

rates increased sharply from 26.6 percent to 33.7 percent (Figure 3).11 

Overweight and obesity rates among female students also increased but 

at a slower rate.11 The prevalence of obesity across all nationalities within 

Qatar has been increasing, with a more significant increase among Qatari 

students (Figure 4).11

Figure 2. Overall obesity rate in Qatar
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Figure 3. Obesity rates across gender

Figure 4. Obesity rates across nationality
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COVID-19 AND CHILDHOOD OBESITY

Although many of the restrictive precautionary measures imposed by 

countries around the world following the COVID-19 pandemic were 

widely successful in containing the spread of the virus, the indirect nega-

tive ramifications on health cannot be ignored. 

Responses to the COVID-19 pandemic resulted in major lifestyle changes 

including physical distancing and stay-at-home orders. School closures 

for many children worldwide meant that their access to nutritious food as 

well as physical activity and social networks was threatened. The poten-

tial consequences of confinement threaten well-being of children, placing 

their health at risk. As such, childhood obesity following the pandemic 

has risen.12,13 Not only have childhood obesity rates increased across 

all age groups during the pandemic, but preexisting disparities (across 

minority groups and socioeconomic status) have also appeared to have 

worsened.13 The increased levels of childhood obesity will also likely exac-

erbate existing inequities in the long term given the high cost of health 

expenditures and unemployment caused by the disease. 

In a study conducted in Saudi Arabia, approximately 40% of children and 

adolescents reported experiencing difficulties in maintaining a healthy 

diet during the COVID-19 outbreak. The intake of simple carbohydrates, 

fried foods, and soft drinks was also shown to have increased during 

this period.14  

Similarly, in Qatar, in a study that assessed the impact of quarantine on 

the diet, physical activity, sleep, and screen time in children aged 5-12, 

data from 144 respondents showed that only 4.5 percent of children were 

engaging in at least 60 minutes of physical activity per day when compared 

to 25.6 percent before quarantine.15 There was also a significant reported 

increase in the total number of meals per day, with a specific increase 

in the consumption of unhealthy foods.15 Another cross-sectional study 

conducted between June and August 2022 that assessed the impact 

of the pandemic related closure of government schools on children and 

adolescents’ dietary habits and physical activity in Qatar showed similar 

trends. The study revealed a significant decrease in the intake of vegeta-

bles, coupled with increases in the overall consumption of fried foods, fast 

foods, sweets, and soft drinks.16

It is recommended that further studies on the short- and long-term 

health impact of quarantine are further investigated and, that the rele-

vant authorities take these findings into account when implementing any 

future restrictions to contain the spread of infection.
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MULTISECTORAL ENGAGEMENT  
AND APPROACH

Tackling childhood obesity has been slow to progress and efforts have 

often been inconsistent and unconcerted. In 2014, the Commission on 

Ending Childhood Obesity was established by WHO to review, build on, and 

address existing gaps in strategies and mandates. In a report published in 

2016, the Commission described childhood obesity as “reaching alarming 

proportions in many countries and posing an urgent and serious chal-

lenge.”17 Following consultations with over 100 WHO Member States and 

almost 180 online comments, the Commission developed a set of compre-

hensive and integrated recommendations to successfully tackle childhood 

and adolescent obesity. The proposed recommendations aim to address 

and prevent obesity and emphasize the need for a whole-of-government 

approach where health cuts across all sectors.17 The Commission recog-

nized that one of the impediments to effectively implementing those 

recommendations and lowering childhood obesity is the absence of polit-

ical will and buy-in from governments to take ownership and introduce 

necessary measures.

Qatar made a commitment to lower obesity rates through the Qatar 

National Development Strategies (NDS) 1 and 2,18,19 which identified over-

weight and obesity as one of the challenges to a child’s health.20 The 

MoPH has set national targets in its National Health Strategy (2011–2016 

and 2018–2022) and Qatar Public Health Strategy (2017–2022) goals to 

tackle obesity. Based on these targets, the Qatar National Nutrition and 

Physical Activity Action Plan has been developed and implemented since 

2011 to promote healthy diets and increased physical activity aiming to 

halt the rise in obesity. Those strategies specified maintaining a healthy 

population as a goal, to be achieved by increasing physical activity rates 

and lowering sedentary behaviors to ultimately lower rates of obesity. 

‘Health in all policies’ (HiAP) is an important component of NDS 2, which 

features an integrated approach for coordination across sectors to 

address complex policy problems.21 In October 2019, at the Doha Healthy 

City for Children Symposium, the “Doha Commitment to a Healthy City, 

Healthy Children and Healthy Future” was officially forged. This compre-

hensive document outlined a series of pledges from all participants to 

make Doha a healthy city for children.22 This transformative vision aimed 

to be realized through the establishment of strategic leadership, fostering 

policy alignment, actively engaging stakeholders, and driving the adop-

tion of a comprehensive “Health in All Policies” (HiAP) framework that 

embraces principles of equity and takes a holistic life-course perspective. 

Furthermore, key stakeholders in Qatar including the various ministries, 
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research institutes, universities, schools, hospitals, and organizations have 

shown they are willing to engage in this area and introduced small-scale 

interventions to lower obesity rates. However, these have yet to lead to a 

reduction in overall childhood obesity rates, and a concerted effort that is 

anchored in monitoring and evaluation of data is required.

Multisectoral approaches to activities and policies related to the preven-

tion of childhood obesity are crucial to improving overall health outcomes, 

due to the multifactorial nature of obesity. Although some weight and 

obesity prevention programs may be efficient, such programs tend to 

be resource-intensive and often have limited impact. Policy approaches 

that widen the spread of related initiatives across different sectors could 

lead to longer-lasting effects.23–25 To address the complex nature of the 

problem of childhood obesity in Qatar, we adopt an integrated multisec-

toral approach in this report. Recognizing that tackling obesity is not the 

responsibility of a single body or institute, it builds on findings from inter-

national best practices, realizing that greater impact could be achieved 

when multi- and cross-sectoral collaboration exists.

The recent recognition of all eight municipalities in Qatar as Healthy Cities, 

Qatar Foundation (QF) receiving a Healthy Education City award, and 

Qatar University a Healthy University award,26 all affirm Qatar’s commit-

ment to continuously improving the health of its people and creating the 

physical and social environments for a healthy population. WHO’s Healthy 

Cities initiative and approach recognizes the determinants of health 

and the need to work in collaboration across public, private, voluntary, 

and community sector organizations. Healthy City status is not an end 

goal, but a process of continuous improvement. Therefore, the Healthy 

Cities network presents a vibrant community of professionals from different 

domains who could be leveraged as a platform to convene multisectoral 

interactions and develop holistic policies and programs to address policy 

challenges and national health imperatives, including childhood obesity.

This report is the result of a roundtable discussion held during the WISH 

2022 summit, which convened several local and international experts, 

policymakers, and practitioners to explore solutions to combat the 

complex and multisectoral problem of rising childhood obesity rates in 

Qatar. Following the discussion, a core team was formed with represent-

atives from the Ministry of Public Health (MOPH), QF, and QF’s Global 

Health Initiative, WISH, who were tasked with the development of a 

multisectoral policy approach to reduce childhood obesity in Qatar. The 

team conducted desktop research on international best practices and a 

literature review of childhood obesity to propose a tailor-made frame-

work that is appropriate for the specific needs of Qatar. A workshop was 

then held with members of the Healthy Cities network, with the aim to 
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identify existing and planned interventions to reduce childhood obesity. 

Participants also shared some of the critical challenges they face in imple-

menting interventions and proposed recommendations.

This policy report was developed in collaboration and consultation with the 

participants in the workshop, including high-level representations across 

sectors. The proposed policies and recommendation were reviewed and 

endorsed by multiple stakeholders, including MOPH. Figure 5 shows the 

timeline leading up to the development of this policy report.

Figure 5. Timeline of the workshops, discussions, 
and development of this report
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APPROACHES TO ADDRESSING 
CHILDHOOD OBESITY

Given the increase in the incidence of childhood obesity, several countries 

have introduced and trialed different interventions and programs to 

lower obesity rates. A benchmarking exercise conducted by MOPH with 

the support of Policy Wisdom in 201821 identified case studies from five 

countries: Finland, Netherlands, Malaysia, Jordan, and Singapore. These 

countries were selected for their relevance to Qatar’s context in terms of 

climate, lifestyle, eating habits, culture, or religion.21 The study explored 

each country’s interventions and programs aimed at lowering obesity 

rates, providing insights to inform proposed intervention programs and 

policies for Qatar.

The case studies in the MOPH research recognized childhood obesity as 

a complex problem and identified three main drivers: overconsumption 

of unhealthy foods and beverages; lack of physical activity; and seden-

tarism. These drivers are caused by challenges at the individual, familial, 

and societal levels, and they are habitual, psychological, behavioral, physio-

logical, and cultural in nature. Hence, any efforts to address childhood 

obesity must be similarly multifaceted and seek to address the chal-

lenges at all levels.

International best practices have shown that, because childhood obesity 

is a complex public health problem, it is best tackled by a holistic approach, 

enabled by integrated public health policies27 or an HiAP approach.21 This 

would imply intersectoral integration and collaboration between health 

and non-health sectors to address complicated policy problems that not 

only achieve improved health outcomes, but also improve results in other 

areas, such as education, social and family environments, and others.

The benchmarking findings revealed that in three of the case studies – 

the city of Amsterdam, Finland, and Singapore – an HiAP approach 

was adopted.21 Although Jordan did not institutionalize an HiAP approach 

despite WHO recommendations, the Jordanian case study presents 

a strong case for community-based programs extending beyond a focus 

on overweight and obesity to address other non-communicable diseases.

Aside from Malaysia’s short-term intervention, all case studies included 

a long-term, adaptable, multipronged approach to the three main contrib-

utors to childhood obesity. All case studies used multiple implementation 

channels, yet schools were recognized as essential for program implemen-

tation in each country. For example, all five countries introduced policies 

related to healthy meals in schools. In Amsterdam, Finland, and Singapore, 
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bans on junk food and restrictions on the types of foods allowed to be 

sold in schools were introduced, while in Malaysia and Jordan, there was 

an emphasis on healthy foods and meals at school canteens.

All explored interventions had a positive impact, at varying degrees, 

on  lowering rates of childhood obesity and improving healthy eating 

behaviors and lifestyles, as well as increasing access to healthy food 

outlets. The results were more prominent in countries that rolled out 

long-term plans and targeted strategies: Netherlands, Jordan, Finland, 

and Singapore. A decrease in obesity rates has been noticed in these 

locations, although the rate of change has stagnated in some, such as the 

city of Amsterdam, for example. This indicates that change takes time 

and there are other factors that can contribute to accelerating or slowing 

progress. Therefore, there must be an agile monitoring and evaluation 

mechanism that adjusts to changes and factors that could impact a coun-

try’s obesity intervention. Appendix 2 presents an update on this MOPH 

benchmarking exercise.
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INCORPORATING BEHAVIORAL 
INSIGHTS (BI) INTO POLICY

While health education and dietary guidelines are of extreme importance, 

decisions about food consumption are not always actively or deliber-

ately taken based on the knowledge of what constitutes as healthy and 

what does not. Choices related to food intake are often instinctive, almost 

‘automated’ responses to the surrounding environment. Most modern, 

urban environments are increasingly designed in a way that encour-

ages the consumption of calorie-dense foods. Food kiosks and vending 

machines selling unhealthy foods on streets, exposure to advertisements 

for sweets and sugary drinks are examples of how children are faced with 

often face a conscious or unconscious peer pressure to eat foods that 

contain high calories. 

This interaction between the food environment and children’s psychology 

is likely a big contributing factor to childhood obesity, and acknowledging 

this relationship is a crucial step toward developing more effective poli-

cies to reduce obesity.28 

To address the obesogenic environment and reduce the global child-

hood obesity burden, multiple policy levers are necessary.29 Policies that 

are informed by BI have proven to be effective at improving children’s 

diets. Systematic reviews have shown that using BI interventions were 

effective at modifying diet-related outcomes in children in 74 percent of 

all interventions.

BI is a broad term that encapsulates research on human behavior in the 

context of different disciplines such as psychology, sociology, economics, 

and neuroscience. Drawing on a range of theoretical frameworks from 

behavioral economics and other social sciences, BIs can provide a more 

comprehensive understanding of factors that influence human behavior. 

It serves to provide an understanding on how humans make the choices 

they do, taking into consideration experiences and external influences.30 

Another BI approach is nudge theory which aims to influence behavior 

through subtle changes to the environment without actively restricting the 

options available. By doing this, the cognitive biases in the decision-making 

process are reduced, facilitating the adaptation of self-interested behav-

iors such as eating healthy or being physically active.31 
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Even the most subtle of nudges have been shown to be highly effective 

in facilitating positive behavioral changes. In New Mexico, USA, a simple 

alteration in the design of shopping trolleys was shown to influence an 

increase in sales of healthy foods.32 Researchers marked a yellow line 

using duct tape across the width of a shopping trolley and placed a sign 

asking shoppers to put fruits and vegetables in front of the line and all 

other products behind the line. As a result, an increase of 12.4 percent in 

the sales of fruits and vegetables was observed.32 

As part of the legacy component of the Healthy 2022 World Cup project, 

the State of Qatar in collaboration with the WHO and the Federation Inter-

nationale de football association (FIFA)  used BI approaches to encourage 

fans to make healthier choices by providing healthier food options and 

environments. Food environments refer to the physical and economic 

conditions that influence people’s dietary preferences and choices. 

Healthier food environments enable people to adopt and maintain healthy 

dietary practices. The collaboration ensured that roughly 30 percent of all 

menu items served at the event stadiums and around 20 percent at fan 

festivals had a healthy nutritional profile according to WHO standards.33 

In addition, BI techniques were incorporated to make the healthier menu 

options appear as the most attractive and easiest choices. Healthy eating 

was also communicated to fans through media channels.33

In general, the most promising BI approaches have involved the use of 

incentives, changing defaults, and modification of the physical environ-

ment.34 Simply providing information alone was shown to be the least 

effective approach. More research on BI interventions is needed and 

should focus on providing evidence of the sustainability of their outcomes. 

In order for them to better inform policy, forthcoming interventions should 

have bigger sample sizes and longer study durations to detect any mean-

ingful differences in sociodemographic characteristics, and to capture 

the overall sustainability of behavioral change. Cost-effectiveness should 

also be captured, therefore, there is also a need for the documentation 

and analysis of the cost of different interventions. 
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It is recommended to explore incorporating BI across all levels of policy 

and program design. The Easy, Attractive, Social and Timely (EAST) 

framework is a simplified way of applying BI to policymaking and enabling 

positive behavioral change 4:35

Source: Applying behavioral insights to tackle childhood obesity in North Macedonia, UNICEF36

1. Easy
For example, by making the healthy choice the default, reducing the ‘hassle’ of eating 
healthily, or simplifying and shortening messges on healthy nutrition.

3. Social
For example, by highlighting that many people already perform the desired behavior, involving 
the social network of the target population, or encouraging people to publicly commit to 
performing certain behaviors.

4. Timely
For example, by prompting people to make healthy food choices when they are most likely to 
follow the prompt, highlighting the immediate rather than future benefits of a healthy diet, or 
supporting people to plan in advance.

2. Attractive
For example, by attracting consumers’ attention to specific features of food production, 
personalising messages to encourage physical activity, and providing incentives to people 
performing specific behaviors.
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A BESPOKE MODEL TO ADDRESS CHILDHOOD 
OBESITY IN QATAR

A social-ecological model provides a framework for understanding 

the factors that influence an individual’s behavior and lifestyle choices. 

It allows for a comprehensive understanding of the complex factors that 

contribute to behavior and can inform the development of effective inter-

ventions to promote healthy behaviors and lifestyles.

The proposed model considers various dimensions, from individual and 

interpersonal factors to the environment and policy dimensions. Within 

the individual dimension, research often investigates behavioral determi-

nants related to major life events, habits, sedentary behaviors, such as 

watching TV or playing video games, and mobility opportunities.37

A proposed bespoke model for Qatar is presented in Figure 6. The 

following sections of this report are structured following each of the 

different segments of the model. Each segment is analyzed in the Qatari 

context, benchmarked following research and review of international 

experiences, and policy recommendations are suggested based on appli-

cability to Qatar’s context, leveraging insights from local and international 

experts and stakeholders.

Figure 6. Proposed intersectoral policy model targeting 
childhood obesity in Qatar
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The first 1,000 days of a child’s life provide a unique opportunity to build 

the foundations for optimal health, neurodevelopment, and growth across 

the life span. Breastfeeding, for example, is more than just a feeding 

method; it is a behavior that can enhance the health and wellbeing of 

both the mother and child. Similarly, physical activity and healthy eating 

habits are crucial for the proper growth and development of children 

and adolescents.38 Children who engage in active and energetic behav-

iors are more likely to maintain their active lifestyles into middle and late 

adulthood, whereas those who lead sedentary lifestyles as children are 

more prone to becoming sedentary adults. Thus, it is also important for 

children and young people to engage in physical activity from an early 

age, and to increase their active transportation (eg, walking or cycling).39 

Additionally, they should engage in ‘free-range activities’ without adult 

supervision, which may include playing outside, exploring their surround-

ings, and participating in sports or other physical activities.39 The school 

setting can provide a critical space to promote such activities, enhance 

awareness and build sustainable lifestyle behaviors. Guidelines and poli-

cies, and national awareness programs to promote healthy food and 

nutritional choices, are essential to empower citizens in making lifestyle 

choices. Access to healthy food options and green and open spaces is 

vital, and urban planning can play a pivotal role in enabling access to and 

time spent in nature. Family and community play an important role in 

promoting the behaviors and choices of our children and must be looked 

at as enablers of good health. Clinical practices are essential in ensuring 

the prevention of childhood obesity at the earliest possible opportunities, 

identifying those at risk, and treating those diagnosed.
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PROPOSED INTERVENTION 
AREAS AND POLICIES

The role of food and nutrition

National and regional governmentally developed and implemented 

food policies are influenced by a multitude of factors including tradi-

tion, culture, the political system, and stakeholder (eg, business and civil 

society) support. Through synergistic interactions and the interoperability 

of policies from different constituent systems, successful behavior and 

environmental change can be achieved over time. Food policies should 

be designed to change the context or environment in which the undesir-

able dietary behaviors or patterns occur. As such, these changes to the 

environment must address the food system in a way that creates healthy 

food environments to sustain the desired behavioral changes.

It is extremely challenging to provide an exhaustive list of all relevant 

food policies that are implemented by countries worldwide to prevent 

obesity. However, research helps to provide a better understanding of 

these global best practices and can present numerous evidence-based 

examples of what worked well, what did not, and why.

Food labeling

Back-of-pack nutritional information (nutrition information panels, or NIPs) 

has been made widely available to consumers, but the detailed numer-

ical nutritional information is often considered difficult to understand. 

As  such, WHO recommends the implementation of front-of-package 

labeling (FOPL) as one of the ‘best-buy’ measures to help protect against 

the increasing prevalence of NCDs.40 The primary objective of FOPL is 

to support consumers in making better informed, healthier choices.41, 42 

Although FOPL has been recognized as a powerful tool to promote both 

human rights and public health in response to the global NCD epidemic, 

a universally accepted FOPL system does not yet exist.

FOPL systems differ in the extent, format, and type of nutritional infor-

mation they present to consumers. Governments around the world have 

employed a range of FOPL schemes, as outlined in Table 2.
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Table 2. Types of front-of-package labeling schemes

Endorsement logos 

(eg, Keyhole, Choices)

 • Nutrient levels combined to give an overall assessment 

of absolute healthfulness

 • Positive evaluative judgement only 

(on better-for-you foods)

 • Products are eligible to carry the endorsement symbol 

only if a nutrition standard is met

 • Nutrient cut-off points binary (ie, if a product meets 

the standard it can carry the label).

Summary indicator systems 

(eg, Health Star Rating, 

Nutri-score)

 • Nutrient levels combined to give an overall assessment 

of relative healthfulness

 • Both positive and negative evaluative judgements 

(graded directive assessment of food overall)

 • Can appear on all eligible products

 • Nutrient cut-off points graded (eg, high, medium, low).

Nutrient-specific warning 

labels (eg, Chilean 

warning label)

 • Information on individual nutrients kept separate

 • Products that exceed a nutrition standard identified 

(negative judgements of worse-for-you foods)

 • Nutrient cut-off points binary (ie, if a product exceeds 

the threshold, it must carry the label).

Nutrient-specific 

interpretive label

 • Information on individual nutrients kept separate

 • Both positive and negative evaluative judgements 

(graded directive assessment of nutrients)

 • Nutrient cut-off points graded (eg, high, medium, low).

Source: WHO.40

Food labeling systems are inherently difficult for people to compre-

hend. Simpler ‘warning’ or ‘traffic light’ systems for FOPL are intended 

to provide easy, clear information to buyers. Governmental interventions 

mandating FOPL have proven effective in enabling consumers to make 

healthier choices and discouraging consumption of unhealthy food items. 

Comparative scientific studies have shown nutrient-specific warning labe-

ling to be the most effective system when compared with others, including 

endorsement and informative systems such as Guideline Daily Amounts.43

Available research evidence shows that all forms of marketing consis-

tently influence food preference, choice, and purchasing in children and 

adults, whether through advertisement, price promotion, or proliferation 

of unhealthy food outlets. The difficulty of making healthy food choices is 

compounded by lack of awareness of the composition of food items and 

complex or difficult food labels, which are often small in font size, at the 

back of packages, or hidden by advertisements. Simple calorie labeling in 

the places where food choices are made (the ‘point of food choice’) for 

the out-of-home food sector would provide basic information to enable 

healthier choices.
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Food labeling and food packaging were highlighted in a 2013 WISH 

report,44 which noted that consumers face difficulty understanding 

the calorific content of foods or accurately counting calories. A policy 

report to address this was launched at WISH 2022 titled: The Potential 

of a Front-of-Package Labeling System for Qatar,43 which provides policy 

recommendations for how Qatar can learn from global and regional expe-

riences to supplement its existing regulation and adopt a tailored FOPL 

system while dismantling targeted and often misleading marketing tactics, 

anchored in protecting the human right to health. 

In 2022, Brazil implemented an improved and mandatory FOPL system, 

to be launched in 2024. Under the new regulation, nutritional labeling will 

use simple icons and will be placed on the front of packaged food to alert 

a consumer of high levels of sugar, fat, and salt.45, 46 This recognizes the 

difficulties associated with reading labels and ensures a customer’s right 

to information and transparency to make a conscious food decision.47 

EU countries are also subject to international food standards and guide-

lines set by the Codex Alimentarius Commission (Codex), which supports 

national policy development and trade and sets a framework for nutrition 

labeling. Codex is currently developing a set of guiding principles to help 

consumers make healthier choices. While not endorsing any scheme in 

particular, Codex aims to provide an overall reference framework for the 

design and implementation of FOPL.48

The report highlights that currently Saudi Arabia and the United Arab 

Emirates are the only Gulf Cooperation Council (GCC) countries to have 

taken steps to remediate this issue with the introduction of a traffic light 

labeling system.48 Saudi Arabia adopted the traffic light system, with 

thresholds for saturated fat, total sugars, and salt. The labeling system 

comes as part of the country’s ongoing efforts to empower consumers 

to make healthy choices, and to lower obesity and other NCD incidences.49–51 

The UAE introduced an FOPL traffic light system for fats, sugars, and 

salt on prepackaged foods as part of its National Program for Happi-

ness and Wellbeing.52 The systems in both countries are implemented on 

a voluntary basis, and currently there are no mandatory front-of-package 

warning labeling systems in the region.

The case for simpler food labeling policies can be framed under a human 

rights framework approach. This requires prioritizing the adoption of 

measures that make it easier for people to make healthy decisions and 

discouraging the consumption of ultra-processed foods which contribute 

to the development of diseases and premature deaths. Adopting an 

FOPL scheme or other scheme like a traffic light warning system would 

allow Qatar to fulfill its human rights obligations, as such systems help 

to inform customers’ nutritional decisions and food choices.
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The adoption of a FOPL system in Qatar is not without challenges and 

will likely meet resistance from the industry, particularly in terms of inter-

national trade and investment law arguments. However, the World Trade 

Organization (WTO) recognizes states’ right to legislate and take meas-

ures they deem necessary to protect the health and life of their citizens. 

Therefore, the adoption of measures that establish special require-

ments for the labeling of unhealthy food products should not be seen 

as a barrier to trade.

Digital marketing

Digital marketing of food and beverages has become more targeted 

toward children, and food and beverage companies design their 

marketing strategies using tactics that appeal to children’s emotional pref-

erence, such as striking graphics, visual design, and cartoons. Research 

suggests that children younger than 8 are not fully able to distinguish 

fantasy from reality and become emotionally invested.53

Countries' human rights obligations – under the Convention on the Rights 

of the Child54 and the International Covenant on Economic, Social and 

Cultural Rights55 – to respect, protect and fulfill the right of children to 

privacy, health, information, education, and adequate food, must meet 

the current global realities of digital personal data use and the use of 

targeted marketing gimmicks on children. This includes requiring service 

providers not only to limit any collection, processing, and retention of 

children’s data, but also to respect, protect, and fulfill the rights of the 

child in the digital environment.56 Digital marketing strategies of highly 

processed food and beverage products that are high in fats, sugars, and 

salt must be regulated to avoid targeting children. This can be done via 

the setting of guidelines limiting or banning the use of characters, public 

figures, or famous sports personnel for advertisement or endorsement 

of unhealthy foods.

Nutrition guidelines

Countries around the world have developed dietary guidelines over the 

past two decades, aimed at increasing public awareness of basic nutri-

tional needs and facilitating nutrition education across multiple settings. 

Over 60 countries spanning all continents have created their own national 

dietary guidelines.56 These guidelines generally provide authoritative 

advice, for children and adults, on positive dietary habits that promote 

health and reduce the risk of onset of major chronic diseases. These, in 

turn, serve as the foundation for governmental food programs as well as 

national nutrition education programs.
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Examples of such guidelines include the promotion of fruit and vege-

table consumption due to the associated health benefits, particularly in 

helping to reduce the risk of diet-influenced diseases and obesity. Diet 

campaigns in countries such as the United States, Australia, Argentina, 

Brazil, Chile, Mexico, Canada, and New Zealand promote the increase of 

daily consumption of fruits and vegetables among their populations.57 

In the United States, the ‘5 A Day’ program encourages people to consume 

at least five servings of fruits and vegetables a day. These programs are 

often funded through national and local governments.

Qatar Dietary Guidelines were published in 2015 with the aim to achieve 

an overall healthy lifestyle, improve health and dietary education, and 

prevent NCDs.58 The guidelines highlighted eight recommendations:

 • Eat a Variety of Healthy Choices from the 6 Food Groups.

 • Maintain a Healthy Weight.

 • Limit Sugar, Salt, and Fat.

 • Be Physically Active.

 • Drink Plenty of Water.

 • Adopt Safe and Clean Food Preparation Methods.

 • Eat Healthy while Protecting the Environment.

 • Take Care of your Family.58

The Guidelines have been updated and published,59 and they have been 

complemented by educational drives to support the community, parents, 

and children to read, comprehend, and adopt these messages to make 

a healthier food choice.

Menu nutrition labels for restaurants, cafes, and cafeterias

Studies have shown that consumers often increase their calorific intake 

when eating outside the home. This is because foods in restaurants or 

other food outlets contain, on average, higher calorific value, sodium, 

and saturated fat, and less nutritional values and fiber60 than foods eaten 

in the home, which in most cases consumers are not aware of.61 In the 

United States, consuming food away from home (FAFH) is a public health 

concern as it has been noted that a person consumes one-third of their 

daily calories from food prepared outside of the home.62 The expansion 

of nutrition labeling to cover food options served at restaurants has long 

been considered an area of concern for public health advocacy groups,61, 62 

as it would empower diners to make informed decisions in FAFH settings, 

as well as influence the calorific content of meals served in restaurants.63
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The Food & Beverages Guidelines for Cafeterias and Vending Machines 

was developed in 2017 and was initially targeting cafeterias and vending 

machines in healthcare facilities. The guidelines were then expanded to 

be suitable in workplaces, and the aim of the guidelines is to increase and 

promote healthy food and beverage choices in healthcare facilities and 

workplaces.  Using the 3 colors of the traffic light system (red, yellow, and 

green), consumers have the right to know and to make informed decisions 

on what foods and beverages to choose.64 Items within the red category 

(ie, high in fat, salt, and sugar) are banned from vending machines, and 

limited to 20 percent of stock within cafeterias.64

The Ministry of Commerce and Industry (MOCI) plays an important role 

in encouraging healthy eating habits and protecting consumers’ rights. 

In  2017, MOCI launched an initiative that obliges food providers and 

suppliers, when offering any food products or commodities, to use Arabic 

language typed on its packages clearly, and to display the ingredients and 

all related information.65 Further, in 2018 MOCI, in collaboration with MOPH, 

launched an initiative to regulate the display of nutritional information of 

food products. The initiative consisted of two obligations: a general one 

that requires all restaurants, cafes, and food outlets to include in the ‘food 

description’ the country of origin and whether the meal consists of meat, 

chicken, fish, or others.66 The second obligation mandated displaying the 

calorie count on all food and beverages served at franchised restaurants 

and cafes operating more than five branches in Qatar, as well as food 

offered in cinemas.67 This ‘Calorie Display Initiative’ aimed to empower 

consumers with knowledge regarding the negative health impacts of 

overconsumption of sugar, salt, and unhealthy fats. It was piloted for six 

months, after which it became a compulsory requirement.

Excise taxes

It has been proven that there is a link between the consumption of 

sugar-sweetened beverages (SSBs) and incidences of obesity among 

children and adults.68 Regulation and policies can contribute to shaping 

individuals’ eating and consumption behaviors.69 Research shows that 

taxing SSBs, for example, has contributed to decreasing the rate of 

households actually purchasing them, especially when a high-tax scheme 

is applied; obesity prevalence has reduced as a result.70, 71 This is more 

prominent in low- and middle-income countries where the community’s 

purchasing behavior is affected by changes in prices of commodities.72 The 

literature also proposes exploring a combination scheme, where the intro-

duction of an excise tax is complemented by subsidies for healthy food.73 

Qatar introduced excise taxes which are applicable to foods deemed to 

be harmful to either health or the environment, including 50 percent on 

soft drinks and 100 percent on cigarettes and ‘energy’ drinks.74 The tax 
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could potentially be expanded to include other unhealthy products such 

as prepackaged foods and/or foods and beverages that are high in fat, 

sugar, and salt content.

Proposed food policies

 • Develop a framework for front-of-package labeling (FOPL) for 

Qatar that adopts a nutrient-specific warning system, and mandate 

its application.

 • Set guidelines to control and limit advertising of unhealthy food 

and beverages across all platforms targeting young children 

and adolescents.

 • Develop guidelines for food product placement in physical outlets and 

digital platforms, giving prominence to healthy options and limiting 

unhealthy food within children’s reach.

 • Continue to communicate the updated Qatar Dietary Guidelines and 

develop advocacy programs.

 • Adopt, endorse, and ensure compliance with national guide-

lines in restaurants cafes, and vending machines, with a focus on 

fresh food/products.

 • Set minimum standards for imported food and establish a governance 

structure for monitoring.

 • Evaluate the impact of existing excise tax policy in Qatar and explore 

its expansion based on recommendations from MOPH.

 • Expand tax guidelines to include taxing unhealthy products such as 

prepackaged foods and/or foods and beverages that are high in  fat, 

salt, and sugar.

 • Explore mechanisms to make healthy food more affordable, including 

fruits and vegetables.

 • Encourage urban agriculture initiatives, such as community farms, 

to increase access to fresh produce in urban areas.
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The role of health sector practice

Clinical practice guidelines

Clinical practice guidelines act as frameworks that inform pediatricians 

and other healthcare providers about the expected standard of care for 

the evaluation and treatment of children who are overweight or obese, 

and the appropriate management of obesity-related comorbidities. 

They ensure consistency in standards and quality of care for obesity 

management, prevention, and treatment. They are based on an in-depth, 

comprehensive review of the available evidence, including controlled and 

comparative effectiveness trials and high-quality longitudinal epidemiol-

ogic studies.75 Guidelines should aim to ensure obesity is first prevented; 

and, if it does occur, that it is promptly addressed, reversed, or does not 

worsen. They should also aim to empower and incentivize physicians and 

patients to optimize behavioral and lifestyle interventions before pharma-

cological therapy.

Recently, the American Academy of Pediatrics came under serious 

scrutiny after issuing updated recommendations and guidelines for the 

treatment of childhood obesity. These updated recommendations repre-

sent the first significant changes to the organization’s guidelines for 

obesity treatment in 15 years. The guidelines focus on the treatment of 

obesity as opposed to its prevention, advocating for comprehensive 

nutritional support, behavioral therapy, pharmacotherapy, and in the case 

of severe obesity, metabolic and bariatric surgery for teenagers above 

the age of 13.76–78

Bariatric surgery should be considered as a last-resort option for post- 

pubertal adolescents suffering severe to extreme obesity as well as 

severe comorbidities, in cases where lifestyle interventions are inefficient, 

and provided that a set of predefined criteria are met.79 Furthermore, a 

comprehensive treatment of obesity – that includes holistic measures 

such as psychological support – must be employed.

Building on the National Health Strategy (2018–2022),18 and having prior-

itized ‘precision health’, Qatar has identified childhood obesity as a focus 

area that requires an interdisciplinary effort. The clinical guideline for 

the treatment of childhood obesity in Qatar was introduced in 2019.80 

The guideline covers several key areas including clinical presentation and 

assessment, screening, recommended clinical investigations, primary care 

management, school awareness and involvement, specialist care referrals, 

pharmacological treatment, and bariatric surgery eligibility criteria.80
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The role of healthcare professionals

Healthcare professionals have an important role to play when it comes to 

the education of young patients and their caregivers on improving nutri-

tion, limiting screen time, and increasing levels of physical activities. They 

often have the ability to recognize and identify at-risk youth who, along 

with their caregivers, can benefit from personalized and reliable sources of 

health information. According to a scoping review on obesity prevention 

published in 2019, some of the main barriers to healthcare-based obesity 

prevention were the beliefs and perceptions of healthcare professionals 

toward obesity, in addition to the practical barriers that included lack of 

time, resources, and clinical guidelines.81–83 Healthcare professionals may 

lack the confidence and knowledge on the appropriate integration of 

obesity prevention into clinical care, and some health professionals may 

feel that it does not fit their role.84 Although healthcare professionals are 

aware of the implications of excess weight on overall health, there could 

be a general perception that their role is limited, given the lack of patient 

motivation to make the necessary lifestyle changes.85 

Given these factors, studies have shown that patients are often not told 

that they are overweight and the health consequences are not discussed 

until patients are already classified as obese.86–88 It is therefore crucial that 

we empower and strengthen the role of healthcare providers in the iden-

tification of the early risk factors for obesity (including psychological 

presentation and lifestyle) and equip them with the guidelines required 

for appropriate  intervention. In Qatar, annual training of trainers work-

shops are held to train dietitians, physicians, health educators and nursing 

staff  to unify nutrition-related messages across the country ensuring that 

they are in line with Qatar’s Dietary Guidelines.89

Health sector coordination

Health services operate as a complex system of people, processes, 

settings, activities, and structures. Systems are often nested within other 

systems, with different dynamics constantly at play. As such, searching 

for solutions requires identifying different causes as well as multiple 

points for intervention and being cognizant of various unintended conse-

quences that may occur.90

In December 2021, the newly established Qatar National Taskforce on 

Obesity – under MOPH and with representatives from MOPH, HMC, 

PHCC, Qatar University, Sidra Medicine and Qatar Diabetes Association 

(QDA) – convened for the first time to discuss the challenge of obesity 

in Qatar. The task force produced a white paper consolidating the key 

actions taken so far and proposing recommendations going forward.91
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At QF, the Childhood Obesity Taskforce (COT) was formed in 2022 to 

bring together health experts, medical practitioners, national leaders 

and policymakers to strengthen coordination and action to reverse the 

growing trend of childhood obesity in Qatar. The COT functions as an 

advisory body that helps create and steward high-impact responses 

and policy action. As part of its remit, the task force will raise the profile 

of the issue of childhood obesity in Qatar by analyzing population and 

neighborhood data trends and examining social determinants, nutritional 

profiling, and phenotypic determinants and genetics. The COT also aims 

to analyze existing interventions (clinical as well as social and behavioral), 

to identify gaps and opportunities for collaboration and engagement 

at a policy level.

A National Obesity Treatment Center (NOTC) was established at Hamad 

Medical Corporation (HMC) with an aim to streamline the care of people 

living with obesity through the provision of holistic inter-professional 

medical care.91 The NOTC is considered one of the largest centers of its 

kind in the world, with approximately 20,000 patient visits annually. It 

is equipped to investigate and manage obesity and its complications.91 

However, while a  state-of-the-art center is a significant advance in the 

care of people with obesity in Qatar, there is opportunity to extend and 

expand the scope of its work through more integrated collaboration with 

primary care and other sectors.

To overcome the existing challenges related to obesity and its associated 

health complications, it is crucial to improve the coordination of processes 

within the health sector. This includes strengthening the role of  the 

primary care sector in Qatar and developing clinical referral pathways 

that are clear and efficient, to achieve a seamless patient journey through 

the healthcare system. This improved continuity and coordination of care 

is imperative to improving patient outcomes and overall experience.

Proposed health sector practice policies

 • Build on existing multistakeholder task forces and working groups 

to  support with evidence-based guideline development and ‘good 

practice’ obesity prevention, screening, and treatment.

 • Implement, monitor, and track impact of established national clinical 

management guidelines for preventing and treating childhood obesity.

 • Develop national clinical guidelines for bariatric surgery for children 

and adolescents as a last resort and establish a mechanism to review 

and update the guidelines every five years.
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 • Expand obesity treatment services and enhance integration with 

primary health service providers.

 • Strengthen screening for obesity and its  risk factors at 

primary level of care.

 • Develop comprehensive national training and capacity-building 

programs for health practitioners.

 • Enable precision health interventions to help identify and target 

high-risk individuals to prevent childhood obesity and provide person-

alized treatments.

The role of the built environment

Urban sprawl is generally defined as the expansion of built land. This 

growth can sometimes outstrip the speed of population growth, which 

often leads to the suboptimal use of land resources and energy.92, 93 

In addition to its effects on climate and land, urban sprawl also comes 

with its own set of public health challenges, the most significant of which 

is that it can discourage residents from walking. Furthermore, urban 

sprawl can also discourage child residents from outdoor physical activity 

due to safety concerns.94

Urban layout

Urbanization is considered one of the most important factors of an 

obesogenic environment.95 Studies that have assessed the potential 

drivers of the increase in frequency of obesity have identified a correlation 

between obesity and urbanization.95 Social environments that are inade-

quate and buildings that restrict physical activity can lead children into 

an inactive lifestyle. Therefore, it is imperative that urban planning efforts 

consider public health repercussions and the associated risk of obesity.

Restrictions to physical activity can be caused by multiple factors such 

as low connectivity,96 high automobile dependence, and disincentivized 

physical activity.97 Alternatively, walkable neighborhoods are those that 

encourage and facilitate physical activity such walking or cycling to work-

places and different amenities such as schools, parks, youth centers, and 

shopping malls.98

Studies from the United Kingdom, Australia, and the United States have 

demonstrated that residing in areas with public open places within close 

proximity was associated with increased physical activity and improved 
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health across all age groups.99 However, these studies also showed that 

access to public open places varied by social group, which is in line with 

the broader themes of environmental injustice. There is evidence that the 

current distribution of green spaces such as parks benefits those in higher- 

income groups and white ethnic groups disproportionately. Depending on 

the socioeconomic level of neighborhoods, the access to, and quality of, 

parks may differ.100 These findings have significant implications for policy 

reform, particularly in lower-income settings.

Despite Qatar’s hot and arid climate, which could create some limitations 

on children’s play time and ability to participate in outdoor activities, 

Qatar has advanced significantly in terms of built infrastructure over the 

last decade. Strategies have focused on building healthy urban environ-

ments, including an open spaces development strategy developed by the 

Ministry of Municipality.101 While important, the built environment cannot 

work in a vacuum. Access to nature has been highlighted in many reports 

as a critical component to develop healthier, active, and conscious indi-

viduals.102 Further, walkability and mobility have been encouraged with 

the development of public transport, including the metro and light rails, 

cycling lanes that have been established around the country, parks, green 

spaces, and more. These initiatives help to promote more active lifestyles 

and nudge behavioral changes.

Inclusive urban design

Children aged 2–15 with a limiting long-term illness or disabilities were 

found to be significantly more likely to be obese than those without. This 

difference was also shown to increase with age,103 and depression levels.104 

For this specific population, being overweight or obese can increase the 

risk of developing secondary complications related to mobility, physical 

activity fatigue, pressure sores, pain, social isolation, and depression. While 

the risk of obesity among children and adolescents with disabilities may be 

a result of personal characteristics and factors, such as genetic or meta-

bolic complications, levels of physical activity, or diet, environmental factors 

such as inaccessible neighborhoods can play a critical role.105 As such, it 

is imperative that policymakers consider access ibility and inclusive design 

as a key factor for urban planning and design, and establish collaborative 

partnerships with community organizations, parents, schools, and health-

care providers, to ensure that all children have access to resources.

Inclusive programs that target children with different abilities can be 

implemented to ensure inclusive physical activity options for all children. 

At QF, the Ability Friendly Program (AFP) is an initiative that supports 

people of all abilities to engage in sporting and developmental activities. 

It includes specialized camps, football, and swimming classes tailored to 
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the participants’ individual needs. These activities are delivered across 

Qatar in Education City, Qatar Academy Al Khor, and Al Wakra, five 

days a week, for children and adults.106 There is potential to scale up this 

program to a national level, providing greater access for obese and over-

weight children with special needs to be physically active.

Healthy food access

Studies have shown that local food options and environments can have 

significant influences on dietary patterns. The location of supermarkets, 

grocery stores, and farmers’ markets, in contrast to fast food outlets or 

convenience stores that sell processed foods and foods with high fat 

and sugar content, is of extreme importance. Statistics from the USA 

show that 23.5 million people living in urban neighborhoods or rural 

towns have limited access to fresh, affordable, and healthy foods.107 Food 

deserts, defined as areas with limited access to fresh fruits, vegetables, 

or other whole foods, are typically found in socioeconomically deprived 

areas or ethnic minority neighborhoods.108–110

Access to healthy food options in or around specific environments, like 

schools, is vital. Many children rely on their schools for at least one meal, 

and considerable research has focused on this area over the past few 

years.111 A study conducted in the Netherlands found that unhealthy food 

options (such as SSBs and snacks with high fat or sugar content) were more 

often found in close proximity to schools when compared with healthy 

options. The study also showed that fast food outlets were more often 

found in the vicinity of secondary schools within lower socioeconomic 

status neighborhoods (28.6 percent) than in higher socioeconomic status 

neighborhoods (11.5 percent).112 Therefore, urban layout policies would 

position city planners to play a role in supporting the overall health and 

wellbeing of the community. This could be achieved by ensuring that 

access to unhealthy food is not within close reach and proximity to school 

children and young adults, for example.

Proposed policies targeting the built environment

 • Adopt and implement the Open Space Recreation and Sports 

Facilities Development Guidelines that encourage physical activity 

for everyone, irrespective of gender or ability.

 • Provide accessible facilities and equipment to promote opportunities 

for physical activity among all children and adolescents.
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 • Scale up the AFP and provide necessary training and knowledge 

to staff members who work with children to  support those with 

different abilities.

 • Set guidelines for food-service spaces, and  access to healthy and 

unhealthy food in convenience stores and shops.

 • Review current city zoning strategies  and explore setting buffer 

zones between schools and fast food outlets and supermarkets within 

a specific radius.

 • Increase and improve the walking and cycling network by bridging the 

gaps and linking them to public spaces.

The role of school settings

Schools play a crucial role in a child’s life by shaping their education and 

behaviors.113 On average, children spend about one-third of their time 

in schools, making schools an ideal environment for the promotion of 

healthy habits, both directly, through nutrition and physical education, 

and indirectly, through the food offered and marketed within schools. 

School interventions could enhance the desirability and acceptability 

of healthy foods and encourage healthy eating habits from a young age.

School food environments114115116117118119

School food environments shape “when and where children obtain food 

and the types of options available during the school day.”114 Over the 

past few years, countries in the GCC have implemented initiatives and 

programs to promote healthy school environments.115–119 Recently, Saudi 

Arabia issued a ban on selling junk food in school canteens, including 

soft drinks and energy drinks, chips (crisps), and chocolates, among other 

products. It has outlined clear and specific guidelines and criteria for the 

food and beverages allowed in school canteens, with an emphasis of 

providing healthier options. This comes as part of Saudi’s Health Trans-

formation Program, Vision 2030.120 Dubai issued guidelines for schools 

to promote food and nutrition education, and healthy eating behaviors 

and strategies.119 The guidelines are part of the UAE’s National Agenda 

2021 emphasizing the reduction of NCDs in the country, with a focus on 

decreasing obesity, particularly among children.119

In Qatar, the School Canteen Committee under the Ministry of Education 

and Higher Education developed a set of guidelines for school canteens.121 

The School Canteen Guidelines are mandatory in governmental schools 
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and voluntary in private schools. The guidelines ban the sale of chocolates 

and candies, energy drinks and carbonated drinks, as well as processed 

meat and foods high in fat, salt, and sugar. The guidelines mandate the 

sale of salads, juices, and fresh fruits and vegetables. Further, the School 

Canteen Guidelines can be extended to also cover lunchboxes and food 

that children bring from home.

Under the Sahtak Awalan – ‘Your Health First’ – campaign, a Healthy 

Schools initiative was launched to support children at all QF schools by 

serving them the healthiest meals possible during their lunch breaks. The 

healthy, nutritional, multicourse menu was devised by an entity member 

at QF and is being cooked in on-site kitchens. The aim of this initiative 

is to create healthy eating habits at a young age, potentially improving 

the health of an entire generation and preventing obesity, diabetes, and 

heart disease in years to come. Along with the healthy lunches, there 

are facts about nutrition and interactive displays in each of QF’s school 

canteens, reinforcing the healthy eating message. In high schools, there is 

information showing students how to calculate their BMI, and information 

on the health benefits of certain foods. To encourage younger children 

to eat healthily, Sahtak Awalan devised a reward system whereby chil-

dren receive stamps in a book whenever they choose a healthy option, 

and after collecting a certain number of stamps, receive a badge.

Student wellbeing

The school setting presents an environment where obesity-preventative 

interventions could be launched. A school nurse is well positioned to play a 

crucial role in managing childhood obesity in schools,122 shaping school poli-

cies with respect to healthy lifestyles and healthy food options in schools. 

In Qatar, in partnership with MOPH, schools take part in an annual growth 

monitoring program to measure the physical growth of all students.123 

School nurses are trained on how to accurately take body measurements 

and plot the values on the growth monitoring charts. Based on the results, 

nurses refer students who are obese or stunted to a health center and inform 

their families. This aligns with the literature, which emphasizes the need for 

follow-up assessments for students identified as obese or overweight to 

help schools identify students who might be at risk of developing diabetes 

and other health concerns as a result of being overweight or obese.124 Such 

assessments and programs must be conducted in a respectful, private, and 

professional manner to avoid peer pressure and bullying, which can lead 

students to develop eating disorders or depression.

Studies have suggested a bidirectional relationship between obesity and 

depression.125, 126 In addition, weight gain is a possible side effect of most 

antidepressants, whereby one in four patients typically gain 4.5kg or 
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more.127 Another major contributing factor is sleep, whereby people who 

sleep less, or suffer from a sleep disorder, have a higher risk of weight gain 

and obesity than people who get adequate sleep (7–8 hours a night).128 

As such, there are various unique ways in which school psychologists 

can also contribute, within the school setting, to help combat childhood 

obesity and its related issues.129

Furthermore, it is important to keep parents involved throughout the 

process by sharing screening results and information about their chil-

dren’s BMI130 after being plotted on the growth chart, and engaging them 

in follow-up programs or interventions. One of the challenges a school 

nurse might face when operating a BMI screening program is that parents 

might not accept or comprehend the severity of a high BMI of their child.131 

Besides providing students with health education materials, student 

referral channels need to be established with health centers, and a school 

nurse has to regularly follow up with parents and the care providers to 

ensure that the at-risk students are receiving the care they need. One of 

the challenges is that children’s growth data are not integrated between 

government and private schools and the Primary Health Care Corporation 

(PHCC). Growth data for students in government schools are uploaded 

to (and available from) the PHCC system, since the nurses are also PHCC 

employees. However, although private schools’ nurses perform the 

referral process when needed, growth data are not integrated with the 

PHCC systems as nurses do not have access. Therefore, it is important to 

ensure system integration between all school nurses and PHCC centers to 

guarantee that growth data of all students is documented and that they 

also receive the support they require. Furthermore, parental awareness 

sessions on the risks of high BMI and excess weight to the health of their 

children may be incorporated in schools.

Physical activity in schools

It is recommended by international health organizations that children and 

adolescents spend 60 minutes or more a day engaging in moderate-to- 

vigorous physical activity that they enjoy and is appropriate for their 

age,132 guidance that is also endorsed by the Qatar National Physical 

Activity Guidelines.133 The physical activity options could vary, ranging 

from strengthening exercises to aerobic activities.134

There is strong evidence that regular physical activity is associated 

with numerous health benefits for children, including reducing BMI,135 

improving students’ cognitive skills, and reducing symptoms of depres-

sion and anxiety. Active children tend to also have active lifestyles in 
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adulthood. To promote physical activity among children, schools and 

parents should work together to ensure that children have opportunities 

to be active daily.

In Qatar, the recommendations suggest that students in grades 1–9 have 

two sessions a week for physical education (PE) and students in grade 

10 onwards have one session per week for physical education. However, 

some countries such as Australia and Canada recommend a minimum of 

30 minutes of physical activity daily during school hours, which can be 

achieved through active breaks, PE classes, extra-curricular clubs, and 

other sports events.136, 137 The remaining 30 minutes of the recommended 

60 can be supported by parents and caregivers outside of school time 

through activities like walking, cycling, or playing sports.138

Despite the available evidence, an article published in 2017 ran 

a  self-administered questionnaire and revealed that about 75 percent 

of school students in Qatar fail to reach the recommended daily level of 

60 minutes’ physical activity.139 Additionally, roughly 55 percent of chil-

dren engage in extended periods of sedentary activities (more than two 

hours), such as watching television and playing video games.140 The small 

amount of time devoted to high-intensity physical activity indicates that it 

is necessary to reassess the physical education provided to primary school 

children in Qatar.141 In a school setting this could mean increasing the 

frequency of PE classes per week, ensuring that all students participate in 

physical activity programs by making them mandatory, and considering 

the lesson plan of each session to keep all students physically active.

A self-reported physical activity survey in Qatar is completed annually 

by a registered population. It collects data on the duration, intensity, and 

type of physical activity they engage in. This will provide guidance for the 

planning of programs to enhance physical activity.

Health education

Studies have shown that obesity in childhood is linked to parental 

health literacy, while obesity in adolescents is notably correlated with 

the adolescents’ health literacy.142 Research conducted in the past 

decade has suggested that implementing the concept of the ‘health 

promoting school’, holds promise as a strategic framework to attain 

the desired outcomes of health literacy.143 Through the concept of the 

‘health promoting school’, the WHO has recognized schools as an optimal 

environment for health literacy interventions given that children and 

adolescents typically consume between one-third to one-half of their 

daily food intake during the school day.144, 145 Recent research has high-

lighted the importance of promoting food literacy, particularly within 
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secondary education, as a means to instill healthy dietary habits and 

enhance students’ understanding of health-related concepts.146 Studies 

investigating the implementation of health-promoting strategies in 

schools indicate that nutrition programs aligned with this approach can 

lead to higher consumption of nutritious foods such as high-fiber items, 

healthier snacks, water, milk, as well as fruits and vegetables among 

participants.143 While initial investigations into food literacy programs and 

interventions have shown to have a positive impact on nutrition literacy 

and culinary skills, sustained improvements in long-term dietary habits 

have been limited, and therefore more research is needed in this area.147,148

In Qatar, efforts have been made to improve food literacy in schools. 

For Example, the Health Promotion Department within MOPH develops 

and disseminate information, education and communication materials 

including posters, brochures and leaflets for different age groups covering 

different nutrition topics. As well as delivering interactive sessions and 

lectures for students at schools. Moreover, an online platform has been 

developed to act as an online library to raise the awareness of the school 

community (parents, students, teachers, and nurses) about the different 

health topics including nutrition. The platform will be launched before 

the end of this year. Also, the Health Promotion Department at MOPH 

is currently developing a dietary guideline for children and adolescents 

(6-19 years old) where the content of this guideline will be dissemi-

nated in schools.

Proposed policies targeting school settings

 • Improve School Canteen Guidelines and promote their adoption 

by all schools.

 • Set nutrition guidelines for foods that students bring from home, with 

an emphasis on healthy food options that are aligned with Qatar’s 

Dietary Guidelines.

 • Maintain a School Children Growth Monitoring Program in all schools 

and institutes and encourage appropriate reporting and communi-

cation channels between parents and care providers.

 • Enhance school policies on bullying to include obesity and weight as 

potential triggers.

 • Train school staff to recognize and respond to weight-based bullying 

and provide resources for supporting affected students.
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 • Develop mental health promotion programs and offer counseling for 

students, such as mindfulness programs and peer support groups.

 • Develop grade appropriate teaching materials for students on healthy 

lifestyles to be incorporated into school curriculums. 

 • Train educators and counselors on the drivers of obesity and the use 

of non-stigmatizing language and imagery.

 • Incorporate the updated Qatar National Nutrition and Physical Activity 

Action Plan in school settings and develop advocacy programs.

 • Expand access to high-quality sports and physical activity initiatives 

for educational institutions.

 • Partner with community organizations and  sports clubs to offer 

diverse and engaging sports and physical activity opportunities for 

students outside of school hours.

 • Develop a community school model to utilize school assets and 

community resources in collaboration with local organizations, busi-

ness and healthcare providers.

The first 1,000 days

Maternal and pediatric care

The first 1,000 days (from conception to a child’s second birthday) are 

widely considered to be the most formative in a child’s development, 

where health behaviors can be heavily influenced. For example, the most 

excess weight gain before a child hits puberty occurs before children 

reach 5 years of age. According to WHO, the number of obese children 

below the age of 5 increased by 10 million between 1990 and 2013, from 

32 million to 42 million.149

At the level of primary care, the PHCC in Qatar has introduced a well-

baby clinic service that is implemented across all primary healthcare 

centers. This service is available to all children under 5 years in Qatar. 

Based on international standards, it includes a comprehensive package of 

both health promotion and curative care, including routine immunization 

programs (mandated by MOPH), developmental milestone assessment, 

nutritional assessment, and growth monitoring, among other things. The 

program also incorporates breastfeeding guidance and practices and 
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promotes appropriate introduction to complementary feeding during the 

first year of life. The aim of this program is to improve and maintain the 

overall health status of this age group.150

MOPH, in coordination with relevant stakeholders, developed Qatar 

Dietary Guidelines for Mother and Child, with the aim of promoting the 

health of women, pregnant women, new mothers and their children from 

birth to the age of 5 years. The guidelines provide recommendations to 

improve the nutritional and health status of women and mothers during 

pregnancy and lactation, including breastfeeding advice, the introduction 

of appropriate complementary feeding after 6 months of age, and dietary 

recommendations for young children.

Implementing policies to enhance established antenatal care and post-

partum interventions in Qatar can have a great impact in improving 

breastfeeding practices in the country and enhancing consistency in 

standards of care to prevent maternal obesity and monitor related risk.

Breastfeeding

Breastfeeding is a natural and essential feeding pattern that not only 

establishes an emotional and physical bond between mothers and 

babies, but can also contribute to reducing social, behavioral, and meta-

bolic issues in children and into adulthood.150 Studies have shown that 

infants that had the lowest risk of obesity were those who fed directly 

from the breast for the first three months of life. Breastfeeding is not 

without challenges. Maternal obesity (mothers with a BMI above 30) 

may cause a delay in breastfeeding initiation and reduce the amount of 

time that a mother breastfeeds.151 Complications related to breastfeeding 

may also exacerbate the incidence or severity of maternal psychiatric 

illness. Therefore, it is imperative that women have convenient access to 

adequate and reliable mental health services postpartum as part of a 

routine medical health check.152

In Qatar, a 2018 study revealed that only 24 percent of mothers exclu-

sively breastfed their children in the first six months of life.153 Some of the 

challenges facing nursing mothers include the lack of knowledge about 

breastfeeding, availability and accessibility of formula milk, and nursing 

mothers returning to work.153 Postpartum maternal care was a focus 

area of  the Qatar National Health Strategy (NHS) 1 (2011–2016) with a 

number of recommendations for improving parental and postpartum 

care services, promoting breastfeeding for the first six months, and 

developing nutritional guidelines for newborns, infants, and children.154 

Similarly, NHS 2 (2017–2022) focused on maternal and children’s health, 

recommending programs and initiatives including national campaigns to 
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promote breastfeeding.155 Public and private healthcare providers are well 

spread across the country and offer access to maternity services to a 

substantial part of the population. In addition, Hamad Medical Corpora-

tion (HMC), the country’s public healthcare provider, launched an online 

portal housing resources and services for pregnancy, breastfeeding, 

newborn and young children’s health.156

Lactation consultants are certified health professionals who specialize in 

breastfeeding support for mothers. They often provide their services to 

new mothers in the hospital setting during the baby’s first 24 hours of life, 

but their help can be provided during pregnancy in preparation for birth, 

or at any time during the breastfeeding journey.157 Lactation consultants 

can help with issues related to milk supply, pain during nursing, breast-

feeding position, and other common problems.158 In Qatar, the Women’s 

Wellness and Research Center (WWRC), a member of HMC, adopted the 

principles of WHO’s Baby Friendly Hospital Initiative (BFHI), which is part 

of a WHO and UNICEF program to protect, promote, and support breast-

feeding in facilities providing maternity and newborn services.159 As part 

of this initiative, the WWRC offers a lactation clinic service to support 

mothers experiencing issues with breastfeeding.160 The clinic currently 

runs from Sunday to Thursday, from 7am to 3pm.160 However, there is 

an urgent need for the expansion of these services to further improve 

access. Based on the available evidence, breastfeeding support should 

be available around the clock, seven days a week.161 In addition, at any 

tertiary care facility, there should be 1.3 full-time equivalent (FTE) lacta-

tion consultants per 1,000 live births per year in the inpatient setting. 

In the inpatient setting of a neonatal intensive care unit, this increases 

to approximately 4.3 FTEs per 1,000 infants.162

Since 2016, MOPH has been implementing the BFHI as one of the initia-

tives of the National Nutrition and Physical Activity Action Plan, which 

seeks to enhance maternal and child nutrition and lower the number of 

preventable deaths from non-communicable diseases linked to malnutri-

tion and inactivity.163

The implementation of BFHI includes training of healthcare professionals 

on the initiative’s 10 steps to promote breastfeeding and covers all public 

and private hospitals as well as PHCC centers including training of national 

assessors and lactation counselors. In addition, MOPH has issued a minis-

terial decree for the accreditation of baby-friendly hospitals.

PHCC provides breastfeeding support through midwifery clinics, 

WHO-certified lactation counselors, and postnatal home care teams that 

operate from all primary healthcare centers in Qatar. PHCC is also working 

toward obtaining Baby Friendly Initiative accreditation for its facilities.
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Proposed policies targeting the first 1,000 days

 • Enhance screening for maternal obesity to identify women, and at-risk 

neonates, for education and close monitoring.

 • Maintain a minimum figure of maternal and pediatric health counselors 

and educators per 100,000 population.

 • Mandate that all hospitals provide standardized antenatal and post-

natal support and counseling for expecting and new mothers.

 • Explore partnerships with private healthcare providers to facilitate and 

expand access to well-baby services for children under the age of 5.

 • Enhance the implementation of Baby Friendly Initiative accreditation 

across healthcare facilities.

 • Ensure adequate full-time registered lactation consultant staffing for 

all labor and delivery units.

 • Provide support for working mothers to breastfeed exclusively for at 

least six months by extending maternity leave and introduce comfort-

able and private lactation rooms in all office buildings and public places.

 • Sustain nationwide campaigns to promote breastfeeding, supported 

by continued at-home care.

 • Issue a national code regulating the marketing of breast milk substitutes.

The role of the family and community

Adopting a multisectoral approach will require collaboration between 

national and local government, families and communities, schools, health-

care professionals, industry, and academia, in order to deliver the results 

necessary to tackle childhood obesity. This report demonstrates that 

childhood obesity is ‘everyone’s business’, rather than just that of the 

health and social care sectors.

Family-based interventions

Parents play a crucial role in setting healthy environments for their chil-

dren, and research has shown that there is a strong correlation between 

“parenting practices and children’s eating habits.”163 Family-based inter-

ventions play a role in preventing childhood obesity164 because they target 

changing eating and lifestyle behaviors and setting parents as role models 

for their children.165 Programs could vary in format and duration, and could 

be held with children and caregivers together or separately, depending 

on the goal of the intervention.165

In the UK, ‘Families for Health’ is a 12-week family-based program designed 

to reduce obesity rates among children aged 7 to 13.166, 167 The program 

ran parallel sub-programs for obese children and their parents addressing 
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topics including parental skills, children’s wellbeing, and healthy life-

style.167 A before-and-after assessment revealed a drop in BMI scores and 

sedentary behaviors, and improvement in daily step-count, overall eating 

habits, and quality of life.167

The Doha International Family Institute (DIFI) conducted research on 

adolescents’ wellbeing in Qatar. The study, which will be published in 

2023, included a review of families’ eating and physical activity habits. 

Once published, it will be essential to use the data and results to design 

FBIs that are relevant to Qatar’s context. This will be important given 

that healthy eating habits can be encouraged by the family during meal-

time interactions. Another aspect of the DIFI study is that it also highlights 

the importance of engaging in physical activity as a family as a way to 

strengthen family ties and enhance children’s wellbeing. These findings 

provide opportunities for FBIs in Qatar to enhance healthy behaviors.

Some of these interventions could include the creation of safe spaces 

(digital or physical) for families to learn, collaborate on solutions, and 

share lessons learned on experiences in dealing with childhood obesity; 

interventions that encourage families to consume their meals together 

to promote better eating habits; promote awareness among families and 

communities on their genetic predisposition to obesity and other risk 

factors. To be successful, FBIs can build on findings from existing research 

and engage the families in their design and implementation, and leverage 

common media outlets and channels, including social media platforms.

Civil society organization engagement

Civil society organizations (CSOs) are vital actors in the mobilization 

of communities, advocacy, and supporting the accountability efforts of 

public and private institutions. They can play a significant and central role 

in influencing the social, political, and moral agendas of national govern-

ments to fulfill their commitments to ending childhood obesity.168

CSOs can help ensure that nutrition programs and policies are acces-

sible, representative, and impactful. In order for them to do this, it is 

vitally important to strengthen their capacity and improve their coordi-

nation so that they may monitor effectively and ensure accountability to 

the commitments made.169 Governments should also consider providing 

opportunities for formal participation of members of civil society in the 

policymaking, implementation, and evaluation processes.
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Currently, several governments around the world require or encourage 

CSO participation in the decision-making process. Particularly in low- and 

middle-income countries, CSOs provide services to supplement govern-

ment services. Given the far-ranging social determinants of health and 

societal development, collaboration across a range of societal actors, 

sectors, and geographical boundaries in policymaking is vital. However, 

despite the convincing imperative and successful examples of CSO partic-

ipation worldwide, there remain growing concerns about the nature, 

effects, and cost of these initiatives, as well as the existing evaluation 

criteria and availability of empirical data on participation.

There are a number of ways in which CSOs enable, engage with, and influ-

ence research and policy. CSOs can take on the role of evaluating research 

that is conducted by other entities. In the case where policies affect 

underprivileged communities, CSOs can go beyond traditional research 

and scientific evaluation criteria to determine consciousness about poten-

tial inequalities and injustices. CSOs can also conduct research themselves 

or communicate research outcomes to the public.

In Qatar, the establishment of a CSO is considered a complicated process; 

in order to register, potential founders must fulfill several burdensome 

requirements.170 As a result, there are only a few CSOs that make a contri-

bution to the health system and policymaking in the country. One of 

these is the Qatar Diabetes Association (QDA). QDA provides programs 

that promote an overall healthier lifestyle, not just for diabetic patients. 

The association works on promoting lifestyles that play a role in diabetes 

prevention, through nutrition and exercise programs.171 One such program 

is the Al Bawasil Camp, that creates an “educational, safe, and fun environ-

ment” for children with diabetes across the Middle East and North Africa 

(MENA) region. Although the camp focuses on diabetes management, 

there are nutrition-related programs such as learning about carbohydrate 

counting and healthy food choices.172

QDA also conducts several programs that are specifically tailored for 

obese children and adolescents. An example of such a program is the 

Diabetes Prevention Camp for overweight and obese children who are 

considered high-risk for developing diabetes.173 The camp is typically 

conducted over the course of three days across different locations in 

Doha, spanning various municipal youth facilities such as sports clubs, 

and is supervised by QDA nurses and dieticians alongside non-health 

professional volunteer assistance. The program includes physical activ-

ities such as swimming and football, as well as workshops on diabetes 

awareness and healthy eating. The camp also offers psychosocial support 

and workshops on enhancing self-confidence.173
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Advocacy in an Islamic religious setting

Islam places great emphasis on the significance of health and wellbeing, and 

Muslims have acknowledged the importance of leading a good and healthy 

life based on Islamic teachings.174 Reviewed studies suggest that the guide-

lines of Islamic religion and beliefs primarily focus on improving lifestyle 

factors and dietary habits.174 Adhering to Islamic dietary guidelines and life-

style has been emphasized as a means of reducing the risk of diseases.

Making use of Islamic religious settings in childhood obesity preven-

tion interventions could be a feasible and acceptable approach.175 

A lack of Islamic narrative in health promotion plans and policies may 

hinder the successful delivery of any intervention in Muslim communi-

ties.176 To counter this, Islamic religious settings such as mosques, Muslim 

community and sports organizations, youth centers, or women’s circles 

for studying Islam can be effective venues for implementing after-

school and community-based health promotion interventions175 and 

have a significant impact on shaping the life choices of the commu-

nity in Muslim-majority countries such as Qatar.175 These settings can be 

used to educate and encourage healthy lifestyles, including promoting 

healthy eating and physical activity. The available evidence suggests that 

there is high reach through Islamic religious settings where most health 

promotion interventions are already targeting physical activity.177 Islamic 

religious settings can be used to advocate for and effectively disseminate 

evidence-based recommendations on physical activity and healthy diets, 

along with Islamic teachings on healthy living, to a receptive audience, 

including children, parents, families, and communities.

Proposed policies targeting the community and family

 • Expand existing and develop new public health campaigns and make 

accessible, culturally appropriate resources to offer health education 

to the community.

 • Launch national health and nutrition education programs for parents 

and caregivers.

 • Leverage networks of civil society organizations to amplify general 

public awareness campaigns.

 • Involve religious and community champions, role models, and advo-

cates in related community events that promote active, healthy habits.
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CONCLUSION

Obesity remains one of the biggest public health challenges of our time. 

Given the complexity of the problem, an ‘all-of-society’, multi sectoral 

approach is imperative to achieving the ultimate goal of effectively 

reducing childhood obesity. Comprehensive programs that are coordi-

nated at all levels – including food systems, education, public health, urban 

planning, medical, societal, parental, individual, and national levels – are 

required. As outlined in this report, we propose that governments, health 

system leaders, and policymakers across sectors consider the proposed 

framework for tackling childhood obesity in Qatar. The individual policy 

recommendations are listed in the table below, and categorized by area of 

intervention, type of policy, and time horizon (where ‘short term’ implies 

over the next 12 months, and ‘long term’ between 12 and 36 months). 

We also propose specific entities to lead each initiative.

The next steps will require advocating for the proposed policies; identi-

fication of priorities to enable setting up of working groups; and testing 

and piloting of interventions, which the core team will support. Ultimately, 

all parties will need to work together in coordinated efforts to  fully 

amplify impact.
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Table 3. Proposed policies, actors and timelines

Area of intervention Proposed policy Policy lever Proposed owner Time horizon

Food and nutrition

Food labeling  • Develop a framework for front-of-package labeling (FOPL) for 

Qatar that adopts a nutrient-specific warning system, and mandate 

its application.

Guidelines/

regulations

MOPH/MOCI Long term

Digital marketing and 

media advertisement

 • Set guidelines to control and limit advertising of unhealthy food 

and beverages across all platforms targeting young children 

and adolescents.

Guidelines/

regulations

MCIT/MOPH Long term

Food product 

placement

 • Develop guidelines for food product placement in physical outlets 

and digital platforms, giving prominence to healthy options and 

limiting unhealthy food within children’s reach.

Guidelines/

regulations

MCIT/MOCI/

MOPH

Long term

Nutrition guidelines  • Continue to communicate the updated Qatar National Dietary 

Guidelines and develop advocacy programs.

Guidelines/

awareness

MOPH Short term

 • Adopt, endorse, and ensure compliance with national guidelines 

in restaurants cafes, and vending machines, with a focus on fresh 

food/products.

Legislation MOCI/MM/

MOPH

Short term

 • Set minimum standards for imported food and establish a governance 

structure for monitoring.

Legislation MOCI/MOPH Long term

Excise tax  • Evaluate impact of existing excise tax policy in Qatar and explore 

its expansion based on recommendations from MOPH.

Evaluation Tax Authority/

MOCI

Short term

 • Expand tax guidelines to include taxing unhealthy products such 

as prepackaged foods and/or foods and beverages that are high 

in fat, salt, and sugar.

Regulations Tax Authority/

MOPH/MOCI

Long term

Accessible healthy food  • Explore mechanisms to make healthy food more affordable, 

including fruits and vegetables.

Financial 

incentives

MOCI Long term

 • Encourage urban agriculture initiatives, such as community farms, 

to increase access to fresh produce in urban areas.

Access MM/MOECC Long term



50 CHILDHOOD OBESITY IN QATAR

Area of intervention Proposed policy Policy lever Proposed owner Time horizon

Health sector practices

Clinical practice 

guidelines

 • Build on existing multistakeholder task forces and working groups 

to support with evidence-based guideline development and ‘good 

practice’ obesity prevention, screening, and treatment.

Guidelines MOPH Short term

 • Implement, monitor, and track impact of established national clinical 

management guidelines for preventing and treating childhood obesity.

Evaluation MOPH Short term

 • Develop national clinical guidelines for bariatric surgery for children 

and adolescents as a last resort and establish a mechanism to review 

and update the guidelines every five years.

Guidelines MOPH Short term

Health sector 

coordination

 • Expand obesity treatment services and enhance integration with 

primary health service providers.

Access MOPH Long term

 • Strengthen screening for obesity and its risk factors at primary 

level of care.

Quality 

improvement

MOPH Short term

Role of healthcare 

professionals

 • Develop comprehensive national training and capacity-building 

programs for health practitioners.

Capacity 

building

MOPH Long term

Precision health  • Enable precision health interventions to help identify and target 

high-risk individuals to prevent childhood obesity and provide 

personalized treatments

Guidelines MOPH Long term

Built environment

Accessible and 

inclusive spaces 

for physical activity 

(indoor and outdoor)

 • Adopt and implement the Open Space Recreation and Sports 

Facilities Development Guidelines that encourage physical activity 

for everyone, irrespective of gender or ability.

Access MM/MOSY Long term

 • Provide accessible facilities and equipment to promote opportunities 

for physical activity among all children and adolescents.

Access MM/MOSY/

MEHE

Long term

 • Scale up the AFP and provide necessary training and knowledge 

to staff members who work with children to support those with 

different abilities.

Capacity 

building

QF/MOSY/

MEHE

Long term



51NATIONAL POLICY PROPOSAL THROUGH MULTISECTORAL APPROACHES

Area of intervention Proposed policy Policy lever Proposed owner Time horizon

Food outlet guidelines 

and zoning

 • Set guidelines for food-service spaces, and access to healthy 

and unhealthy food in convenience stores and shops.

Guidelines MOCI/MOPH Short term

 • Review current city zoning strategies and explore setting buffer 

zones between schools and fast food outlets and supermarkets 

within a specific radius.

Quality 

improvement

MM Long term

Micro-mobility  • Increase and improve the walking and cycling network by bridging 

the gaps and linking them to public spaces.

Infrastructure MM Short term 

and long 

term

School settings

School food 

environments

 • Improve School Canteen Guidelines and promote their adoption 

by all schools.

Quality 

improvement

MEHE/MOPH Short term

 • Set nutrition guidelines for foods that students bring from home, 

with an emphasis on healthy food options that are aligned with 

Qatar’s Dietary Guidelines.

Guidelines MEHE/MOPH Short term

Student wellbeing  • Maintain a School Children Growth Monitoring Program in all 

schools and institutes and encourage appropriate reporting 

and communication channels between parents and care providers.

Screening and 

monitoring

MEHE/MOPH Long term

 • Enhance school policies on bullying to include obesity and weight 

as potential triggers.

Guidelines MEHE/MOPH Short term

 • Train school staff to recognize and respond to weight-based bullying 

and provide resources for supporting affected students.

Capacity 

building

MEHE/MOPH Short term

 • Develop mental health promotion programs and offer counseling for 

students, such as mindfulness programs and peer support groups.

Awareness MEHE/MOPH Short term

 • Develop grade appropriate teaching materials for students 

on healthy lifestyles to be incorporated into school curiums.

Capacity 

building

MEHE/MOPH Short term

 • Train educators and counselors on the drivers of obesity 

and the use of non-stigmatizing language and imagery.

Capacity 

building

MEHE/MOPH Short term
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Area of intervention Proposed policy Policy lever Proposed owner Time horizon

Physical activity  • Incorporate the updated Qatar National Nutrition and Physical Activity 

Action Plan in school settings and develop advocacy programs.

Guidelines MOPH/MEHE Long term

 • Expand access to high-quality sports and physical activity initiatives 

for educational institutions.

Access MEHE Long term

 • Partner with community organizations and sports clubs to offer 

diverse and engaging sports and physical activity opportunities 

for students outside of school hours.

Access MEHE/MOC/

MOSY

Long term

 • Develop a community school model to utilize school assets and 

community resources in collaboration with local organizations, 

business, and healthcare providers.

Guidelines MOEHE/MOSY Short term

First 1,000 days

Maternal and 

pediatric care

 • Enhance screening for maternal obesity to identify women, 

and at-risk neonates, for education and close monitoring.

Screening and 

monitoring

MOPH Short term

 • Maintain a minimum figure of maternal and pediatric health 

counselors and educators per 100,000 population.

Guidelines MOPH Long term

 • Mandate that all hospitals provide standardized antenatal and 

postnatal support and counseling for expecting and new mothers.

Legislation MOPH Long term

 • Explore partnerships with private healthcare providers to facilitate 

and expand access to well-baby services for children under 

the age of 5.

Access MOPH Short term

 • Enhance the implementation of Baby Friendly Initiative accreditation 

across healthcare facilities.

Access MOPH Long term
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Area of intervention Proposed policy Policy lever Proposed owner Time horizon

Breastfeeding  • Ensure adequate full-time registered lactation consultant staffing 

for all labor and delivery units.

Knowledge 

sharing

MOPH Short term

 • Provide support for working mothers to breastfeed exclusively 

for at least six months by extending maternity leave and introduce 

comfortable and private lactation rooms in all office buildings 

and public places.

Legislation MSDF/MOL Short term

 • Sustain nationwide campaigns to promote breastfeeding, supported 

by continued at-home care.

Awareness/ 

behavior 

nudging

MSDF/MOPH Short term

 • Issue a national code regulating the marketing of breast 

milk substitutes.

Legislation MOCI/MOPH Long term

Family and community

Family-based 

interventions

 • Expand existing and develop new public health campaigns and make 

accessible, culturally appropriate resources to offer health education 

to the community.

Awareness MOPH/MOC/

MEHE/MSDF

Long term

 • Launch national health and nutrition education programs for parents 

and caregivers.

Capacity 

building

MSDF/MOPH Short term

Civil society 

organization 

engagement

 • Leverage networks of civil society organizations to amplify general 

public awareness campaigns.

Awareness MSDF/MOPH Long term

Advocacy  • Involve religious and community champions, role models, 

and advocates in related community events that promote active, 

healthy habits.

Awareness MOC/MOSY/

Awqaf/MOPH

Short Term
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APPENDIX 1. DEFINITIONS 
OF CHILDHOOD OBESITY

Organization Definition

World Health 

Organization

WHO Child Growth Standards (birth to age 5):

 • Obese: Body mass index (BMI) >3 standard deviations above the 

WHO growth standard median

 • Overweight: BMI >2 standard deviations above the WHO growth 

standard median

 • Underweight: BMI <2 standard deviations below the WHO growth 

standard median

WHO Reference 2007 (ages 5 to 19):

 • Obese: Body mass index (BMI) >2 standard deviations above the 

WHO growth standard median

 • Overweight: BMI >1 standard deviation above the WHO growth 

standard median

 • Underweight: BMI <2 standard deviations below the WHO growth 

standard median

US Centers for 

Disease Control 

and Prevention

CDC Clinical Growth Charts: In children ages 2 to 19, BMI is assessed 

by age- and sex-specific percentiles:

 • Obese: 95th percentile

 • Overweight: 85th and <95th percentile

 • Normal weight: 5th and <85th percentile

 • Underweight: <5th percentile

For children from birth to age 2, CDC uses a modified version 

of the WHO criteria.

International 

Obesity Task 

Force

 • Provides international BMI cut points by age and sex for 

overweight and obesity for children ages 2 to 18

 • The cut points correspond to an adult BMI of 25 (overweight) 

or 30 (obese)
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APPENDIX 2. UPDATE OF THE SELECTED 
BENCHMARK COUNTRIES

Country Details

Netherlands178 Program name: The Amsterdam Healthy Weight Approach (AHWA)

Timeline: 2012 (ongoing)

Description: Targeted at addressing childhood obesity in Amsterdam, 

AHWA is a long-term program (20 years) that adopts a whole-system 

approach (HiAP) and is led by the local government. The program 

adopts a life-cycle approach emphasizing the importance of early-age 

obesity prevention as well as maintaining a healthy lifestyle throughout.

Impact to date:

 • Amsterdam introduced a ban on the marketing of unhealthy food 

products to children at sports events.179

 • Children and young people consume less sugary drinks.180

 • Babies are being breastfed for longer periods.180

 • More than 25,000 schoolchildren have participated in the 

Jump-in programs.181

 • Increased parent involvement in Amsterdam Healthy Weight Program 

(AHWP) activities (over 1,200 preschool parents), 8 health markets, 

1,734 healthy eating consultations, more than 1,500 (severely) 

obese children identified with two-thirds of them being treated, 11 

neighborhoods targeted as part of ‘AHWP focus neighborhoods’.181

 • Drop in the rate of overweight and obesity among children aged 2–18 

from 21% in 2012 to 18.7% in 2017.181

 • Generally, childhood obesity rates dropped significantly among 

families with an average socioeconomic status from 17.1% to 15.9%. 

Households with educated parents and/or higher incomes have 

witnessed lower rates of childhood obesity and overweight.180

 • However, the decline in rates of obesity and overweight has 

stagnated, but rates are still below the initiation year in 2012.180

 • An increase in rates of overweight and obesity among preschool 

children was observed in 2017, from 8.8% in 2012 to 9.6% in 2017.180 
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Country Details

Jordan Program name: Royal Health Awareness Society (RHAS)

Timeline: 2005 (ongoing)

Description: RHAS is a nonprofit organization that aims to enhance 

the overall wellbeing of local communities by raising health awareness 

and empowering Jordanians to embrace healthy lifestyles and behaviors. 

RHAS initiates and supports community-based health and safety 

interventions in partnership with public, private, and civil society 

institutions.182

Impact to date:

 • 102 schools joined the Healthy School programs, of which 76 are on 

the healthy school path and 26 on the health-promoting school path.

 • 155+ health teachers and 102 principals were trained on health 

standards in the academic year 2019–2020.183

 • Under the initiative Ajyal Salima, which focuses on raising awareness 

among students aged 9–11 years on healthy habits and food choices, 

50 new schools were included, targeting over 21,500 students as well 

as training 180 teachers.

 • 57,000 students benefited from the Healthy Kitchen program’s 

healthy meals. 285 schools were able to implement healthy kitchens 

through partnerships with community-based kitchens.

 • The nutritional awareness campaigns under Healthy Kitchen have 

been associated with a 10% increase in eating fruits and vegetables 

daily, 16% increase in healthy food knowledge and identification, and 

20% improvement in knowledge of the importance of water for the 

body in relation to juice and soda.

Finland Program name: Schools on the Move21

Timeline: 2010–2017

Description: Finland in 2009 recorded a 17% obesity rate across five-

year-old children. In response, a program targeting one hour of physical 

activity in schools per day was piloted in 2010. The national program 

was rolled out in 2012.

Impact to date:

 • In 2011, 14% of first grade students and 16.1% of fifth grade students 

were overweight or obese.

 • By 2015, overweight and obesity rates had dropped to 8.7% of first 

grade students and 8.2% of fifth grade students.

 • 31% of all Finnish schools had adopted the program in 2015. In 2016, 

the government announced that the program would be further 

expanded to cover colleges and other upper-secondary school 

institutions (for children aged 16+).

 • By 2017, more than 80% of Finnish children under the age of 16 were 

part of the Schools on the Move network.
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Country Details

Malaysia Program name: Malaysian Childhood Obesity Treatment Trial 

(MASCOT)

Timeline: 2012–2017

Description: A single-blind randomized control trial where children 

aged 7–11 years were given specific diets and monitored.184

Impact to date:

 • 27% of children in the intervention group managed to maintain  

or lose weight in six months, compared to the control group who  

did not record any major changes.

Singapore Program name: National Healthy Lifestyle Program (NHLP)

Timeline: 2012–2017

Description: To promote a healthy lifestyle in Singapore.185 The 

program was established to “improve the lifestyle of Singaporeans 

in terms of physical, social, and well-being.”185 Following its inception, 

several programs ‘spun out’ from the NHLP as a response to combating 

childhood obesity in Singapore, such as the Trim and Fit program 

(a targeted program that ran between 1992 and 2007), and the 

Healthier Dining Program.

Impact to date:

 • Trim and Fit: The program led to a drop in obesity rates between the 

age of 11/12 and 15/16. Obesity rates for children aged 11/12 dropped 

to 14.6% in 2000 compared to 16.6% in 1992. In children aged 15/16 

obesity rates dropped to 13.1% in 2000 compared to 15.5% in 1992. 

In 2006, the percentage of overweight students dropped to 9.5% 

in comparison to 11.7% recorded in 1993. The program also promoted 

physical fitness: the proportion of people passing a final physical test 

increased to 80.8% at the end of the program in 2006, compared 

to 60.1% in 1993.186

 • Healthier Dining Program: Since the program’s inception, availability 

and accessibility of healthier food and drink options in Singapore 

increased by 10 times, spanning more than 300 brands and over 

2,600 touchpoints.187 
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