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Abstract 

Background: Obesity is reaching epidemic proportion in Indonesia and has been weighing 

on population health, health care system and the country's economy. Also, there is a 

worrisome trend that indicates obesity has burdened vulnerable groups disproportionately. It 

is well recognized that policy approach is needed to control the growing obesity epidemic. 

Main objectives: The study aims to explore and analyze obesity prevention policies in 

Indonesia 

Methodology: A literature review and desk review was conducted to achieve the study 

objective. Analysis has been carried out using the adapted Obesity Prevention Action 

framework. 

Findings: Indonesia has policies that support obesity prevention in upstream (environments), 

midstream (population behavior), downstream (individual factors) approaches. Most policies 

for the upstream approach are outside the health sector and were not previously considered 

part of health policy. Until finally this year the president frames them as part of health 

promotion efforts to increase physical activity and healthy food diet. But all these policies 

have not been run optimally due to many challenges namely lack resources and difficulty in 

multisectoral coordination. Experience from several countries showed that having a national 

policy for obesity that based on evidence and supported by a robust multi sectoral 

collaboration and strong leadership are needed to curb obesity 

Conclusion: Indonesia’s success in obesity prevention will be dependent on government 

leadership in national and subnational, strong multisectoral coordination and adequate 

resources. 
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Glossary 

Overweight and obesity: according to WHO, overweight and obesity are defined as 

abnormal or excessive fat accumulation that presents a risk to health (WHO) A crude 

population measure of obesity is the body mass index (BMI), a person’s weight (in 

kilograms) divided by the square of his or her height (in metres). A person with a BMI of 30 

or more is generally considered obese. A person with a BMI equal to or more than 25 is 

considered overweight. 

Obesity prevention policy: the systems of laws, regulatory measures, course of action 

and funding priorities for the prevention of obesity. 

Upstream determinant of obesity:  the economic, social and physical environments that 

indirectly influencing population eating and physical activity behavior patterns. 

Midstream determinant of obesity: the population eating and physical activity behavior 

pattern are major determinants of obesity prevalence. 

Downstream determinant of obesity: Individual behaviors, motivations, genes and 

metabolism are the major determinants of the presence of obesity in patients. 

Other definitions according to Sacks et al.(1) 
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Introduction 

Two years ago, I saw obesity as the elephant in the corner. After giving birth to two beautiful 

daughters, I continued to gain weight until I became overweight. But I felt undisturbed. 

Besides, people around me consider being fat after giving birth it is a common thing for 

women. Almost all our friends also become fat, both men and women. We just laughed at our 

fat body and thought it was time to be fat considering our age.  My husband also became 

obese. We almost regarded it as inevitable, and we had to be able to accept it and adjust to 

it. And then, about two years ago one of our best friends died of a heart attack at a young 

age. He was obese. It is indeed ironic because of my husband and I and our late dear friend; 

we are physicians. We knew about the obesity, metabolic syndromes, NCDs, and behavioral 

risk factors but It seems that we could not do much to control this. 

So, two years ago my husband and I started trying to tackle obesity in my family. We learned 

again about nutrition, metabolism and changed our lifestyle. It was not an easy process, but 

we managed to achieve a normal weight. This not only improves our quality of life but also 

makes us more confident when providing health counseling to our patients. 

Learning from this experience, I wonder how to prevent obesity. Many people do not realize 

it until it causes serious illnesses. I work in provincial health offices, and the government has 

several programs to control NCDs including obesity such as community-based intervention 

for early detection and health promotion. But it looks like the program is not running as 

expected because of many problems such lack of resources. Its reach is limited in urban areas 

only.   

And then I decided to find out more about public health efforts to prevent obesity through 

this thesis. 
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Chapter 1 Background Information on Indonesia 

1.1 Geography 

Indonesia is a country that situated off the coast of mainland Southeast Asia in the 

Indian and Pacific oceans. It is the largest archipelagic country in the world that lies 

across the Equator which is made up of 13,466 islands of which only about 6,000 

islands are inhabited. Indonesia shares land borders with Malaysia, Papua New Guinea, 

and East Timor. Indonesia shares maritime borders with Singapore, Malaysia, 

Vietnam, Thailand, Philippines, India, Australia, and Palau.  

 

Figure 1. The map of Indonesia 

1.2 Demographic and Socioeconomic situation 

Indonesia is the fourth most populous country in the world after China, India and the 

United States. According to national census 2010, the total population is about 237.6 

million people, 49.79% residing in urban areas, the sex ratio was 101, the median age 

was 27.2 years, population dependency ratio was 51.31 (2). The proportion of working 

age population has been increased from 60% in 1990 to 65% in 2015 (3). The 

population age 65 years old and above is expected to increase sharply from 5 percent 

in 2015 to 10 percent by 2030 and 25 percent by 2070(4). 

Over the recent decades, the educational attainment has been rising. The proportion 

of secondary school enrollment has increased from only 47% in 1990 to 86% in 2016 

(5). The average educational attainment of the adult population is 7.5 years (8 years 

for males and 7 years for females) (4). 

Indonesia is a lower middle-income country with Gross National Income (GNI) per 

capita of US$3,238. The economic growth is relatively strong at 5-6% per year.  The 

poverty rates have declined sustainably in last ten year from 23.4% in 2000 to 11.3% 

in 2013(5) .The level of unemployment is low about 6%, with almost 70% labor force 

participation rate (4). Indonesia is likely to reach upper-middle income status in the 

next few years if the economic growth remains stable (4).  
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However, Indonesia has a relatively low revenue raising efforts that lead to relatively 

low government expenditure, 17% of GDP in 2015 according World Economic Outlook 

database 2016 (4). Despite the positive economic growth, the income inequality is 

rising. Over the period 2003-2010 the bottom40% of Indonesia’s population only make 

1-2% average growth in real per capita consumption per year compare to 5-6% of the 

top 20% population (4). Also, the informal work is persistently high at 60% (4).  

 

1.3 Political Situation 

Indonesia is a republic with a constitution, and executive, judicial and legislative 

branches of government (6).  The president is the most influential policy maker 

according to Datta A et al.(2011), as cited by (6).  At the national level, there are two 

sets of major policy processes: (i)regular development planning and budgeting and (ii) 

the development of more ad hoc laws and regulations (Datta A et al., 2011), as cited 

by (6). Laws provide high-level principles which require parliament approval and 

regulations provide detailed guidance to implement particular laws (6). In 1999, 

Indonesia started to implement the decentralization system that allowed control of 

large amounts of public expenditure and service delivery being transferred from the 

central government to provincial and district/city governments (6). In 2013 there were 

34 provinces, 98 municipalities, and 410 districts in Indonesia (6). 

 

 

1.4 Health system 

Indonesia health system comprises of public and private providers and public and 

private financing (6). In the public sector, central government, provincial and 

district/municipality shared tasks and responsibility on a concurrent basis. The central 

government through Ministry of Health (MOH) is responsible for the provision of 

strategic direction, setting of standards and regulation, ensuring the availability of 

financial and human resources, and managing of some tertiary hospitals (6). Provincial 

governments are responsible for providing technical supervision and monitoring to 

district health services, coordinating cross district health issues and managing the 

provincial hospitals. While district/municipality governments are responsible for 

managing the district hospital, and the district community health centers (Puskesmas) 

and associated sub district facilities (6). Puskesmas are the main pillar of Indonesia’s 

public health system. One Puskesmas serves a catchment area of 25,000-30,000 

individuals (4). 

On the other hand, the private sector provides medical care through a range of 

providers, including hospitals, clinics, individual doctors and midwives (6). Recently, 

private provision for health care has been increasing rapidly, including for primary care 

(4). 

There are four major sources of health financing in Indonesia: government spending, 

social health insurance (JKN), Out of the pocket (OOP) spending, and external 

financing (4). At 45.3% of Indonesia’s Total Health Expenditure (THE),  OOP spending 

shares the biggest part of health financing source, followed by government budgetary 

expenditures (41.4%), social health insurance (JKN) (13%), and external source (1%) 

(4). 
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Nevertheless, Indonesia’s health system remains seriously under resourced. 

Indonesia’s THE levels (3.1% of GDP) are among the lowest in the world and are low 

even compared to other lower-middle income countries (4). Factors like low of 

government revenue generation, low prioritization for health, high levels of informality, 

and low health care utilization rates contribute to the low level of health spending(4). 

 

 

1.5 Health Status 

Indonesia has made a significant improvement in population health outcome over the 

past several decades. Life expectancy at birth has continuously increased from 63 

years in 1990 to 69 years in 2016 (5). The under-five mortality rate has decreased 

from 85 per 1,000 live births in 1990 to 27 in 2016 (5). Infant mortality rate had 

steadily declined from 62 per 1,000 live births in 1990 to 22 in 2015 (7) However, 

maternal mortality rate (MMR) remains high (126 per 100,000 live birth and has not 

reached the MDG target of 102 (4). 

Indonesia now is undergoing epidemiological transition characterized by increasing 

burden of non-communicable diseases (NCDs) while infectious diseases remain a 

serious problem. Data from IHME 2016 showed that the morbidity and mortality in 

Indonesia due to NCDs has almost doubled in 15 years, from only 37% in 1990 to 66% 

in 2015, as cited by (4). Major NCDs such as cerebrovascular diseases, ischemic heart 

disease, and diabetes were the leading causes of death and premature death in 2015 

(8). Moreover, Ischemic heart disease and diabetes burden have more than doubled 

over period 1990-2015 (4) The NCDs burden is related to several risk factors including 

dietary risks, high systolic blood pressure, tobacco smoke, high body mass index (7). 

Meanwhile, tuberculosis as the third leading cause of death remains  the prominent 

infectious disease burdened Indonesia population(8). 

 

1.6 Nutrition Situation 

Riskesdas 2013 (National Health Survey) showed that 37% of children under the age 

of five were stunted, 19% were underweight, and 12% were wasted, and 11.8% were 

overweight (9).  

On the other hand, evidence showed that adult population has a problem with 

overweight and obesity.  According to WHO, overweight and obesity are defined as 

abnormal or excessive fat accumulation that may impair health (10). Overweight and 

obesity are classified based on body mass index (BMI), a simple index of weight-for-

height (the weight in kilograms divided by the square of the height in 

metres;kg/m2)(10) Overweight is a BMI greater or equal to 25, and obesity is a BMI 

greater  than or equal to 30 (10). Based on WHO report, in 2016 the prevalence of 

overweight and obesity in adult Indonesian was 24% (20.7% in men, 28.1% in 

women) and  5.7% (3.6% in men, 7.8% in women ) respectively (11). Evidence 

showed that overweight and obesity prevalence in Indonesia increased rapidly over 14 

years from 1993 to 2007 by approximately 11% points in men and 13-16% points in 

women (12). Whereas, it took 33 years (1980-2013) for the global overweight/obesity 

prevalence to rise at 8.1% points in men and 8.2% points in women(Ng M, et al.)as 

cited by (12).  
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Overweight/Obesity among adults coexists with undernutrition and the double burden  

of malnutrition is shared roughly equally by both under and over nutrition problems 

(13)  

 

Chapter 2 Problem Statement, Justification, Objectives and Methodology 

2.1  Problem Statement 

Obesity is reaching epidemic proportions in both developed and developing countries including 

Indonesia. According to World Health Organization (WHO), globally, obesity rates have more 

than doubled between 1980 to 2014. WHO estimated in 2014 the obesity prevalence in adult 

was 13% (11% in men and 15% in women) worldwide. The global obesity prevalence by 2025 

is estimated will reach 18% in men and surpass 21% in women (14). Meanwhile, in Indonesia, 

according to the National Health Survey (Riskesdas) in years 2007 and 2013, the combined 

prevalence of overweight/obesity in adults had increased from 19.1% in 2007 to 26.2% in 

2013. Further, it showed that the prevalence in men has increased from 13.9% in 2007 to 

19.7% in 2013 and the prevalence in women has increased significantly from 14.8% to 

32.9%, respectively (9). It is a worrisome trend in women prevalence because it has more 

than doubled within less than half the time frame of the trend in women globally. 

Obesity is a major risk factor for NCDs such as cardiovascular diseases, type 2 diabetes, 

musculoskeletal disorders, and some cancers (15). Riskesdas 2007 showed that the 

prevalence of diabetes and impaired glucose tolerance (IGT) were higher in respondents who 

were overweight and obese (16). Furthermore, in Indonesia, obesity related NCDs place a 

huge burden on the population. Cardiovascular diseases are the leading cause of premature 

death in 2012 (17). And there is an alarming growth of number people with diabetes that will 

nearly double from 7.6 million in 2013 to 11.8 million by 2030,Blueprint for Change Program 

(2013) as cited by (18). 

Obesity is also weighing the country’s economy. Across the world, the health care cost 

attributable to obesity approximately between 0.7% and 2.8% of a country’s total 

expenditure(19). As for Indonesia, according to Professor Ir. Hardinsyah Ridwan, as cited by 

(20), the direct cost of obesity was estimated 2% of the total health expenditure or about 

278 billion rupiahs ($20 million) . And according to the World Economy Forum calculations,  

cardiovascular diseases and diabetes will cost Indonesia $1.77 trillion and $0.20 trillion 

respectively, from 2012 through 2030(18). Moreover, it also calculated that cardiovascular 

diseases alone account for 39.6% of the total loss of GDP output 2012-2030 (18). 

Moreover, obesity, once considered a disease of the socioeconomic elite, now is also a problem 

in less advantage population. One recent study indicated that in Indonesia, the growth of the 

adult obesity prevalence among less advantaged groups was higher than the wealthy groups 

(21). Similarly, evidence from Brazil showed that there is a shifting of obesity burden toward 

the poor (22).  

The fundamental cause of obesity is an imbalance between calories consumed and calories 

expended (10).   Over-consumption of high-energy foods and a lack of physical activity are 

the main behavioral risk factors for obesity(23). Riskesdas 2013 showed that 93,5% of the 

population eat less than a requirement (5 servings per day) of fruit and vegetables and 26.1% 

do less physical activity(9). This indicated that many Indonesians might be at risk to develop 

obesity. However, these risky behaviors are often the result of environment and social 
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changes (15) i.e. Obesogenic environment (24) It is well recognized that the obesogenic 

environments can be influenced by policy changes(25) . 

The government through the MOH is running a program to control NCDs including obesity 

aims to change people's behavior such as physical activity, healthy diet and doing regular 

early detection of disease. This program is a community-based health effort in the form of 

integrated health posts (Posbindu PTM) established at the community or village level (26). 

However, the reach of this program is still limited. In 2016 there were only 14.8% of villages 

have Posbindu PTM (27). 

Based on the fact above, it is important to find out how to prevent obesity among Indonesian 

adults, what the government should do to tackle obesity, and what kind of interventions that 

will effectively prevent obesity.  

 

2.2 Justification 

Indonesia is experiencing demographic dividend characterized by a higher proportion of 

working age population compared to non-working age. Indonesia wants to take advantage of 

this changing age structure to increase its economic growth. Those working population as the 

human capital are expected to produce enough surplus wealth to support the older and the 

children population. Improving their health will help increase their productivity. Having an 

effective obesity prevention policy can contribute to improving human capital productivity by 

reducing the burden of obesity and its related NCDs.  

Evidence showed that the prevalence of obesity among the socioeconomically disadvantaged 

population, women and lower income group have alarming increase. So, obesity must be 

considered a potential factor that amplifies many health problems faced by the poor such as 

undernutrition, infectious diseases, maternal and perinatal conditions(28).  Policy approaches 

can be effective in reaching them and also other multiple sectors of the community to reduce 

obesity prevalence(22). 

Moreover, according to WHO addressing obesity main risk factors (poor diet and physical 

inactivity) could prevent at least 80% of premature heart disease, stroke and type 2 diabetes 

and 40% of cancer (13). 

Therefore, it is needed to study Indonesia’s current policies on obesity prevention in order to  

control the growth of obesity epidemic in Indonesia. 

 

2.3 Objective of the study 

2.3.1 General Objective 

The main objective of the study is to explore and analyze current obesity prevention policies   

in order to provide evidence based recommendation to policy maker to control obesity in 

Indonesia. 

2.3.2 Specific Objective 

 1. To analyze the social determinants of obesity in adults in Indonesia. 

 2. To review evidence of potential obesity prevention intervention and  
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    experiences in obesity prevention policy process from other countries. 

 3. To describe and analyze obesity prevention policies in Indonesia.  

4. To identify policy gap, barriers, and opportunities of current obesity prevention 

policies in Indonesia. 

      5. To provide recommendation to policy maker to develop relevant and effective   

              public policy on obesity prevention to control obesity in Indonesia  

 

2.4 Methodology 

2.4.1 Research Design 

A literature review and desk review were conducted to achieve the objectives of the study. 

2.4.2 Search strategy 

2.4.2.1 Objective 1 

In order to describe the obesity determinants in adults in Indonesia searches were conducted 

in PubMed and VU library. Google scholar and Google were also used to identify articles from 

Indonesia. Boolean operators (AND, OR or NOT) were used in combination with keywords 

‘obesity’, ‘determinant’, ‘risk factor’, ‘adult’, and ‘Indonesia’ in the search. 

2.4.2.2 Objective 2 

In order to review evidence of obesity prevention intervention and obesity policy process from 

other countries searches were conducted in PubMed, VU library, Cochran library. Boolean 

operators were used in combination with key words ‘obesity’, ‘prevention’, ‘intervention’, 

‘policy’, ‘food’, ‘diet’, ‘physical activity’, ‘exercise’, ‘environment’, ‘behavior’, ‘lifestyle’, 

‘community’, ‘primary care’ in the search. I also hand searched the reference lists of relevant 

studies and review articles. 

2.4.2.3 Objective 3 

In order to review the national policies in Indonesia on obesity prevention with regards to 

physical activity and dietary recommendation/healthy food, the various websites of 

government agencies in Indonesia i.e. Ministry of Health, Ministry of Agriculture, Ministry of 

Home Affairs, Ministry of public works, Ministry of transportation, Ministry of trade, Ministry 

of youth and sports, and Ministry of manpower were searched for policies. Mid-level officers 

from MOH and North Sulawesi provincial health office were also approached for assistance to 

obtain relevant documents. PubMed and VU library were also searched for intervention obesity 

prevention and policy process in Indonesia. Boolean operators were used in combination with 

key words ‘obesity’, ‘NCD’, ‘prevention’, ‘intervention’, ‘physical activity’, ‘diet’, ‘food’, ‘policy’, 

‘process’, and ‘Indonesia’ in the search. 

 

2.4.2.4 Inclusion and exclusion criteria 

Articles included were all studies, programs, policies and strategies, report from Indonesia 

and other countries. Only articles and documents in English or Indonesia were selected.  
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For review on potential intervention, I included studies that were published from January 2010 

up to June 2017, peer-reviewed, available in full text, English and Indonesian languages 

articles that describing obesity prevention intervention. Study design that were eligible for 

inclusion were qualitative studies, experimental studies, observational studies, effectiveness 

analysis (modelling), evaluation study. Articles were excluded if they were descriptive studies 

with no specific intervention and no outcomes or outputs, and focusing on clinical features of 

obesity and treatment. 

 

2.4.3 Limitation of the study 

The analysis of obesity prevention policies in Indonesia is limited only to documents that can 

be accessed online and articles of research that may be incompatible with Indonesia's dynamic 

socio-political situation. Policies analyzed are also almost entirely national policies and few 

policies of local government. This is due to time constraints and technical limitations. The 

review of the evidence intervention is also limited to English literature so that the relevant 

literature in other languages will be left out. 

 

2.4.4 Conceptual Framework  

The Obesity Policy Action (OPA) framework and analysis grids developed by Sacks and 

colleagues(1) were used to as a tool to analyze obesity prevention policy. This framework was 

modified from the World Health Organization framework for the implementation of the Global 

Strategy on Diet, Physical Activity and Health (DPAS) (29). The DPAS is applicable to obesity 

prevention policy action because it is the global approach for activities to promote healthy 

diet and physical activity(1). 

The OPA framework set out the context of policy actions by incorporating three different public 

health approaches to address obesity (1) (figure 1) 

1. Upstream or socio-ecological approach  

Policy actions target the food environment, physical activity environment and socio-economic 

environment which indirectly influencing population eating and physical activity behavior 

patterns. 

2. Midstream or behavioral approach 

Policy interventions target the population or sub population and directly influencing eating 

and physical activity behavior change. 

3. Downstream or health service approach 

Policy interventions that support health services and clinical interventions. 

While the analysis grids provide a systematic way of organizing potential policy action areas 

by the sector to which they apply and the level of governance responsible for their 

administration (1)  

In addition, this framework was used to analyze the policy process of obesity prevention. 
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Figure 2. Obesity Policy Action framework: breakdown of upstream, midstream and downstream policy 
targets (1) 
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Chapter 3 Findings 

3.1. Determinants of obesity in Indonesian adults 

In this section, the determinants of obesity in adults in Indonesia are described.  

Socioecological (upstream) factors  

From the socioecological perspective, the economy, social and physical environments are the 

factors that determine population eating and physical activity behavior patterns that lead to 

obesity epidemic (1). 

Roemling et al. (2012) analyzed panel data from the Indonesian Family and Life Survey (IFLS) 

found that income determines nutritional status indirectly in Indonesia (30). Using a panel 

regression model Roemling et al. showed that having higher living standards which measured 

as total expenditure levels per capita contributed to higher BMI (30). This finding is in line 

with Riskesdas 2007 (16). However, Roemling et al. also noticed that the BMI only raise in a 

small amount (0.02 and 0.03 among men and women, respectively) in 25% increase of 

expenditure (30). Thus, Roemling et al. suggested that there must be other important factors 

influencing nutritional outcomes (30). Meanwhile, Aizawa et al. (2016) indicated that the 

growth of the adult obesity prevalence among those with a low socioeconomic status was 

higher than among those with a high socioeconomic status (21).  

Also, Roemling et al. noted that level of education positively contributes to BMI particularly in 

men. Diana et al. (2016) have analyzed the Riskesdas 2010 data and also found that higher 

level education may be a protective factor for overweight/obesity in women as well (31). It 

showed that women with high level of education (high school and above) had a risk for 

overweight/obesity 20% lower compared to women with a lower level of education (31). 

Roemling et al. suggested that education is likely to increase nutritional awareness and health 

knowledge thus it could contribute to lower BMI (30). 

Studies also found that living in urban areas were significantly associated with overweight 

and obesity(14,27–29).This may be due to better access to food and a wider range of food 

choices available in urban areas that stimulate higher consumption (33). Further, this 

probably related to lower physical activity level due to better transportation system in urban 

compared to rural areas (30) However, Roemling et al. showed that overweight/obesity was 

increasingly becoming problem in rural areas (30). 

Being married is significantly increasing the risk of overweight/obesity especially for women 

(30,31) . This effect is likely due to cultural factors and changing lifestyles after marriage 

(30). 

Culture may influence obesity’s predisposition. Roemling et al. suggested that in countries 

with a high Muslim population like Indonesia, women are sometimes less free to do sports 

and other physical activity which may raise the likelihood of accumulating excess weight (30). 

Sohn (2014) contended that Indonesian’s perception of obesity is positive and obese in 

Indonesia are content with their lives and happier than the non-obese (34). His study claims 

that the positive relationship between obesity and happiness were related to  improved SES  

and health enjoyed by the obese (34). In this situation, it would be difficult to promote weight 

loss, particularly according to Brown (1991) as cited by (34) if obesity is perceived as a symbol 

of health, prestige, and prosperity in the societies where the problem of undernutrition still 

exist.  
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Behavioral (midstream) factors 

From midstream perspective, the population’s eating and physical activity behavior patterns 

are major determinants of obesity (1). 

Roemling et al. also showed overweight/obesity in Indonesia associated with changing diets 

in the nutrition transition, a shifting diet pattern from traditional diets high in cereal and fiber 

to more modern Western pattern diets  which are high in fat, sugar, and animal-sourced food 

(30).  Roemling et al. found that in overweight population the expenditure for meat and dairy 

products was significantly higher than for traditional staple foods (30). However, Lipoeto et 

al. asserted that regarding food consumption pattern and nutrition transition shift, 

Indonesians still maintained their traditional food pattern, but they  consumed more sugar 

and vegetable oils added to their traditional recipes (33)  

Further, Roemling et al. stated that lighter physical activity during work and leisure time 

contribute to overweight/obesity(30). Individuals with sedentary jobs and those in 

housekeeping have a higher chance to become obese compared to those who have higher 

physical activity level occupation (30). Diana et al. also showed the same evidence, women 

who  become housewives had an increased risk to develop obesity compared to women with 

other jobs(31). In addition, Roemling et al. noticed that owning household appliances mainly 

a television prevent people from more physically active during leisure time which correlated 

with higher BMI (30). 

 

Individual (downstream) factors 

Women had a higher chance of being overweight/obesity compared to men (30,31). This 

phenomenon partly can be explained by biological factors not only as  described above as 

gender and cultural influences (30). Women appear to have a higher tendency to store fat 

(30). In addition, studies have revealed that excessive weight gain during pregnancy is 

associated with later overweight and obesity (35) 

Two different studies (36,37) investigated the genetic risk factor for obesity among two 

different ethnics in Indonesia, the Javanese, which is the largest ethnic group that makes up 

almost a half of all population of Indonesia and the Balinese. Study on the Javanese showed 

a weak relationship between a genetic factor and  obesity(36). Research on the Balinese 

demonstrated the importance of environmental settings (the urban) rather than genetic factor 

on the development of obesity among the Balinese(37).  

 

3.1 Obesity prevention intervention  

In this section evidence of obesity intervention targeting adult population in upstream, 

midstream, and downstream level is analyzed.  

  

3.1.1 Upstream approach intervention 

3.1.1.1 Taxation on Sugar sweetened beverages (SSB) 

Nakhimovsky et al. (2016) systematically reviewed the effectiveness of an SSBs tax in MICs 

(Middle Income Countries) and found that in Mexico after government imposed an excise tax 

on SSBs the price of sugary soda increased by more than the rate of the imposed tax, making 
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a significant changing in the relative prices paid by consumers. While sugary fruit drinks only 

have increased less than tax rate (38). The same pattern also observed in a study in France 

(39). Nakhimovsky et al. also found that there was a decrease in SSB consumption equivalent 

to 5-39 kilo Joule per person per day given a 10% increase in price. Further, Nakhimovsky et 

al. showed that in MICs the lower socio-economic groups were more responsive to SSBs price 

changes compared to high socio-economic groups(38).  

Regarding the effect of increased price on the prevalence of obesity, Nakhimovsky et al. 

pointed out that although studies reviewed showed that increasing the price reduced 

overweight/obesity prevalence by about 3% given a 20% tax fully passed on to consumer 

(95% confident interval (CI)), this evidence based on modeling studies ,did not assess an 

actual tax,and relied on many assumptions thus limits the ability to causally attribute changes 

in obesity prevalence to price changes observed (38). 

Nakhimovsky et al. and Bes-Rastrollo et al. (2016) stated that the tax tool alone showed to 

be inadequate to control obesity pandemic, but still, the tax has to be included in a 

multicomponent and structural comprehensive strategy to curb obesity (38,39). 

In order to change behavior (i.e., reduce consumption of the product) Nakhimovsky et.al and 

Wright et al. (2017) agreed that the rate of the tax has to be set a sufficiently high level that 

can increase the price of products by 20% or more (38,40). Moreover, Wright et al. added 

that revenue stream from high rate taxes the generate health behaviors are not 

predictable(40).  Conversely, this study suggested, if the raising revenue is the aim of the tax 

then setting a lower rate is the appropriate choice (40). 

Backholer et al. (2016) and Nakhimovsky et.al highlighted the issue of regressivity of this 

type of tax but agreed that the tax delivers health benefit across socio economic strata 

(38,41). 

Backholer et.al and Wright et al. suggested  government to consider allocating some revenue 

from the tax to support health promotion targeting marginalized population or to subsidize 

healthier product(40,41). 

Moreover, Wright et al. identified factors affecting the feasibility and implementation of SSBs 

taxes. Wright et al. showed that public and political support for the SSBs tax is mixed(40).  

Hence, Wright et.al pointed out a study of four countries in the Western Pacific region by 

Thow et al. (2010) which suggested that when governments' framing a tax as a health 

intervention to improve health outcome, they could gain support from the stakeholders (40). 

Also, Wright et al. found that although the media may be useful for health advocacy to raise 

the public and political awareness on SSBs tax issue, it is not sufficient to make the policy 

implemented (40). 

 

3.1.1.2 Food labeling 

Food labels  for prepackaged food can be implemented in different forms. Cecchini et al.(2014) 

in a systematic review and meta analysis of randomized studies found that food labeling would 

increase the amount of people selecting a healthier food product by about 17.95% (confident 

interval +11.24% to +24.66%)(42).However, Cecchini et al. noted that the effectiveness of 

food of labeling schemes in modifying calorie intake/choice was not statistically significant. 

On average, food labeling can be expected to decrease calorie intake/choice by about 3.6%(CI 

-8.90% to +1.72%)(42). However, Lichtenstein et al. (2014) claimed that population with 

higher intake food product with front-of pack labelling, which is one of food labelling system, 

was associated with lower risk of obesity (26%), lower risk of elevated waist circumference 

(29%), and lower risk of metabolic syndrome (24%) (all p <0.05) compared with the lowest 

intakes (43). 
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Meanwhile, a study from Mexico showed that nutritional information panel (NIP) on the back 

of pre-packaged foods was difficult to understand and this prevented consumers from using  

the NIP for purchasing decisions (44). 

Food labeling regulation also has been implemented for food purchased in restaurants in few 

high-income countries. A systematic review of studies in developed countries context by 

Sinclair et al. (2014) suggested that labeling of restaurants menus with calories alone had no 

effect on calories selected or consumed (45). However, Sinclair et al. suggested that 

interpretative or contextual nutrition information along with calories was helpful to help 

consumers choose and consume few calories when eating in restaurants(45). 

While most of  the effectiveness research on food labeling come from high-income countries, 

one narrative review of studies from developing world context by Mandle et al.(2015) added 

insight on the general population perception on this policy. This study noted the similarity of 

food labels preferences among customers in both developing and developed countries (46). 

In addition, this study showed there was a disparity  between rates of use (40%-70%) and 

comprehension of food labels’ information(24.4%-55.9%) in developing countries(46).  

Further, Sinclair et al. suggested that industry plays an active role in influencing legislation 

and regulation (45). For example, the industry may propose food regulation requirements 

differ from government regulation,or even totally opposed the labeling regulation (46). 

A qualitative study by Shelton et al. (2017) in the USA described more on how the private 

industry and public health sector engaged in policy making process of food labeling.This study 

pointed out that private industry and public health used different key framing approaches in 

policy making process. Public health sector used social justice frame and emphasizing on 

positive health outcomes and supported their argument with data. On the other hand, industry 

used  market justice frame that emphasized the minimizing government regulation and used 

emotional appeal, depicted themselves as vulnerable groups. This study suggested that public 

health sector should directly counter the industry’s argument,especially on the impact and 

cost burden of the policy for the industry, and use framing devices that add the emotional 

appeal of its argument (47). 

 

 

3.1.1.3. Urban planning and active transport. 

Evidence from developed countries suggests that changing in urban built environment can 

change people behavior to be more physically active. 

One natural experimental study from the UK suggests that a new transport infrastructure may 

change travel behavior towards active transport ( walking, cycling or use public 

transportation) (>30% increased) and less car use (>30% decreased)(48) 

A quasi-experimental two-group pre–post study from New Zealand shows that improvement 

in infrastructure and associated programs increase by 37% (95% CI 8% to 73%) active 

transport (49). 

 

Similarly, evidence from Brazil showed that installing a fitness center in an urban community 

in promoting physical activity among the population surrounding that facility (OR = 1.16; 

95%CI: 1.03-1.30) (50). 

However, a systematic review suggested that improving infrastructure for cycling have the 

potential to increase cycling by modest amounts (3.4%) point,particularly in areas without 

established cycling culture (51).  

Further, a study from Australia notes that installing sidewalks in established neighborhood as 

a single intervention is unlikely to improve health cost effectively (52). 
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Nevertheless, one  qualitative research in Australia (53) pointed out the difficulty to have 

policy change that promoting physical activity through improving infrastructure. This study 

noted the powerful lobby from the car industry and automotive association, the weakness in 

the planning system and the cost of potential interventions hinder the policy implementation. 

But this study recommended clear guidelines for the government and including health 

outcome in the planning and transportation sectors (53). 

However, research in Singapore demonstrated that a small intervention could support 

commuters to be more physically active. This study showed that a colorful stair-riser point-

of-decision prompts (PODP) in an underground Singapore Mass Rapid Transit (MRT) station 

made more people use stairs by a factor of 1.49 (95% CI 1.34–1.64)  instead of escalators 

(54). 

 

 

3.1.2  Midstream approach intervention 

3.1.2.1 Community-based setting 

Three studies from China(55), Japan (56), and The Netherlands(57) investigated  community-

based intervention to promote physical activity and healthy diet among elderly. Study(56) 

and (57) evaluated the effectiveness of 9 and 12 months respectively, community wide 

campaign. Despite using a different design, RCT, and a quasi-experimental respectively, they 

showed a similar result. Both studies found that there was an increase of the awareness but 

the only small effect in changing behavior in short and medium term.  

On the other hand, study(55) evaluated a more comprehensive intervention including a record 

establishment, health evaluation and health management and closely working with 

community health service center. It also had a longer duration (18 months) and had monthly 

followed up. This study showed that there was an improvement (P<0.01)in diet and physical 

activity level among elderly. 

Meanwhile, two studies from Vietnam(58) and England(59) evaluated the community-based 

intervention in the rural population using a quasi-experimental study and RCT respectively. 

Study (58) suggested the 3 years campaign failed to reduce the physical inactivity. 

Meanwhile, study (59) showed no improvement (adjusted OR 1.02, 95% CI: 0.88 to 1.17; P 

= 0.80) in the level of physical activity after providing 12 weeks  tailored physical activity 

opportunities and 12 months support following the intervention. Furthermore, this study 

added that the low of awareness was the cause of the ineffectiveness of the intervention. 

Evidence from Iran shows a comprehensive community-based intervention that used many 

strategies included public education, marketing, intersectoral collaboration, organizational 

development, policy development can be effective to reduce the prevalence of obesity in 

women by 2.75% (60).  

A study from Australia points out that careful management, planning, and good governance 

are required for community-based intervention. In addition, it noted that to ensure 

acceptance of the community, the intervention should be based on evidence and the local 

needs. Also, it suggested that government has to show strong leadership and collaborate with 

the research community and local practitioners (61). 

 

3.1.2.2 Worksite setting 

A systematic review on diet and/or physical activity intervention suggested that workplace 

health promotion may improve physical activity, diet, and weight. Further, this study indicated 
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that to reach successful outcome the physical activity intervention should be based on multi-

component program including step counting, active commuting, and organizational change. 

It also found that nutrition education or combined with environmental modifications could 

improve dietary behavior among employees(62). 

One study from Vanuatu(63), a developing country, evaluated the effectiveness of 

pedometer-based intervention among Pacific female civil servants to promote physical 

activity. It found that the intervention increased the physical activity level by 26%. Also, it 

showed that high-risk  participants benefit most from this intervention. 

A study from Germany(64) also indicated the same finding. According to this study, workplace 

health intervention may support health behavior change, and overweight employees profit 

more from that intervention.  

 

3.1.2.3 Healthy lifestyle Campaign 

Studies have measured the campaign effect on people behavior to healthy life changes.  Three 

studies (65–67) agree that campaign increase people awareness. Conversely, one study 

showed that even after the second wave of the campaign, people only gave small attention 

towards healthy food choice (68) Yet, only one study claims that there are desirable behavior 

change after the exposure to the campaign (67) However this study was a survey study, used 

self-reports to measure the campaign effect on behavior. That study design has a limitation 

in drawing firm conclusion about the causal effectiveness of the campaign. In addition, the 

use of self-reports may not represent the real effect because of respondent bias. 

Recently, modern information and communication technologies have been using to promote 

physical activity and healthy diets. A systemic review of studies conducted in developing 

countries showed that 50% electronic and mobile health interventions were effective in 

increasing physical activity and 70% of the identified interventions were effective in improving 

diet (69). 

 

 

3.1.3 Downstream approach intervention  

There is evidence for the effectiveness of physical activity (70) and diet promotion (71) in 

primary care setting in developed countries context. Study (70) systematically reviewed RCTs 

studies of physical activity promotion in sedentary adults using a different type of intervention 

such as advice or counseling given face to face or by phone on multiple occasion, delivered 

by health professionals (e.g., primary care doctors, nurses, health counselors, etc.). This 

study showed that there was a significant increase of physical activity level measured at 12 

months after the intervention. 

Evidence from developing country also showed a similar result with the study (72). A non-

randomised, controlled intervention study found that health education and physical exercise 

classes delivered in primary health center in a region of low socioeconomic status in Brazil 

were effective to increase the practice of physical activity(72) 

Study (71) systematically reviewed RCTs studies on diet promotion given to non high risk 

participants in primary care suggested that this intervention had moderately sustained but 

small effect on changing diet. 

Studies have been done to investigate the feasibility of implementing health promotion in the 

routine primary health care conditions. One study evaluated the innovative project for health 

promotion at Public health center (PHC) setting called “prescribe vida saludable” (PVS) in 

Spain indicated that the success of implementation by PHC professionals seems to be 
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associated with the context, the implementation process and the collaborative modelling (73) 

Another study on the same project investigated the use of a multifaceted collaborative 

modelling implementation strategy which incorporated bottom-up primary care organisational 

change, top down support from managers, community involvement, and the development of 

communication technologies (74) The result showed that this strategy had a good impact on 

the adoption, the reach and the implementation of healthy lifestyle promotion in the context 

of routine PHC. 

 

 

3.2 Obesity prevention policy process: experiences from Mexico, Brazil and    

Singapore 

Mexico 

Mexico’s obesity prevalence is among the countries with the highest obesity rates (75). In 

2012 the prevalence of overweight and obesity combined among adult women was 70% and 

among men was 69.4% (75). Many efforts have been done to control obesity and they have 

been contributing to lower the obesity rate of increase from 1.2% per year (1999-2006 period) 

to 0.2% per year (2006-2012 period) in women and from 1.0% per year (1999-2006 period) 

to 0.5% per year in men(75). 

Barquera et al. in 2013 study identified factors that facilitate the policy process in Mexico.  

Firstly, Mexico’s attempts to tackle obesity was built on scientific evidence. Government 

through MOH use reliable national data from surveys and other data base to identify the scope 

of the problem. From these sources government can identify the regional distribution of 

obesity and the association with other risk factors, sex, age group and socioeconomic status 

patterns in food expenditure, transportation, leisure time activities (75). And when looking 

for solution, MOH sought recommendations from experts who were independent, based on 

scientific merit, worked pro bono and without conflict of interest (75). As a result, MOH 

recognized the need to create a comprehensive, multisectorial, multilevel policy with 

participation of government, civil society, academia, private sector (industry) and non-

governmental organization(NGO)(75). 

Secondly, MOH strong leadership and commitment strengthen the collaborative works with 

other ministries namely education, agriculture, social development to organize unified 

messages to the people and unified approaches to engage with the food industry(75).  

Lastly, strong support from civil society, academia and NGOs. Civil society organization and 

academia supported obesity prevention policy in the legal process of policy (public hearing) 

and NGOs organized campaign against sugary beverages which attracted a wide media 

coverage (75). 

However, Barquera et al. also noted some challenges in the policy process. First, challenges 

come from the food industry. There was a lack of harmonization between industries interests 

and public health objectives which perceived by industries as a threat to their business(75). 

Second, government limitation including poor planning capacity, insufficient resources and 

funds, and lack of accountability and transparency(75). 

.  

Brazil 

Obesity prevalence in Brazil in 2008–2009 was 12.5% among men and 16.9% among women 

based on data from Instituto Brasileiro de Geografia e Estatística (76). Brazil has started to 
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recognize obesity as a national problem and identified need for intersectoral policies since 

1999 (76).  

Throughout the policy process, Jaime et al. in 2013 study found several facilitating factors:  

1. There was an excellent collaboration among high-level government agencies. 

Interministerial Chamber of Food and Nutritional Security which composed of 19 

ministries developed a national and inter-departmental  plan to prevent and control 

obesity and also to confront the social and environmental causes of the obesity 

epidemic (76). Further, aware  of the challenge involving multi sectors, this 

governmental authority also provided plan anticipating issue of sector 

fragmentation so the programs will complement one another thus more effectively 

confront obesity in the country(76).  

2. Effective participation of social movements and organizations in supporting 

government agenda on diet and nutrition. In Brazil, social organizations have 

important role in public policies process as they are the formal avenue for civil 

participation in formulating, implementing and controlling public policies according 

to Burlandy L (2011) as cited by (76).  

3. Having an information system that supports the planning, monitoring, and 

assessment of policies and programs particularly in primary health care, Coutinho 

et al. (2009) as cited by (76). 

4. Local government active supports. Municipalities through municipal health 

departments have led initiatives to promote physical activity among the population 

by building infrastructures in parks, squares, and streets near public health centers 

that include equipment and qualified trainers to guide the public in physical Health 

(50). 

Nevertheless, government’s resolution on food regulation was challenged in court by several 

lawsuits by different sectors and association which most of them are related to food industry 

(76). The resolution was suspended by the federal attorney general despite the commitment 

of the MOH and other supporters namely civil society and academia (76). Jaime et al. 

suggested that learning from this experience it is needed to build a broad political consensus 

among government’s executive, legislative and judicial branches along with social support 

and acceptance when formulating obesity prevention policy in Brazil (76). 

 

Singapore 

         Compared to other developed countries, Singapore’s obesity prevalence based on National 

Health Survey 2010 was relatively low at 10% in 2010, yet the 40.1% of the population were 

overweight, whereas the prevalence of obesity in men was higher than in women, 12.1% and 

9.5% respectively, as cited by (77). Contrary to Mexico and Brazil which have higher 

prevalence of obesity among women. 

To prevent obesity, Health Promotion Board (HPB), a coordinator board for obesity prevention 

and management in Singapore, has made a strategic shift from just public education 

campaigns targeting individual behaviors, to focus on creating a ground-up social movement 

to enable individuals to make healthier choice by changing the environments and create 

collaborative partnerships among the public, the people and the private sectors (77). 

Foo et al. in a study in 2013 noticed several factors that supported obesity prevention policy 

process in Singapore. 



17 
 

First, HPB has tried to look for evidence in developing or evaluating a policy. For example, a 

study was conducted by HPB to measure the effectiveness of using visual cues in the 

Singapore Mass Rapid Transit (MRT) stations to promote physical activity among commuters  

(54). HPB also conducted a dietary study to evaluate whether the consumption of the 

Healthier Choice Symbol (HCS)program’s products has been associated with better diet 

quality (77).  

Second, HPB collaborates with food industry by making healthy food as a case of business to 

increase the food supply (77). Together with the ministry of trade’s agency and the Singapore 

Food Manufacturer’s Association (SFMA) HPB collaborates to build local food manufacturing 

industry with the goal of developing healthier food products. And the food industry found this 

proposition is beneficial as they see the potential for exporting these healthier products 

regional and global markets (77). 

Lastly, there are many stakeholders involved actively. Foo et al. stated the local politicians 

and the grass root organizations were the key actors in the community (77). For instance, 

HPB programs to encourage hawkers use healthier ingredients in their signature dishes was 

accepted by hawkers due to support from local grassroots organizations (77). 

 

3.3  Policy process in Indonesia 

In this section, the policy process in central level and regional (provincial and 

district/municipality) level are analyzed. 

Policy process in central level 

The policy process in Indonesia can be divided into two main processes:1) the planning and 

2) developing of laws. The planning is a regular process which includes long-term, medium-

term and annual planning at the national and ministerial levels. Development of state budget 

(APBN) is a part of annual planning which requires parliamentary approval. The other process 

entails the development of laws, implementations guidelines, regulations, decrees, and 

instructions. The development of laws requires parliamentary approval while others do not 

(78). While laws provide statements of general principles, the government regulations provide 

implementation guidelines for specific law, which initiated by a minister and signed by the 

president (78). In the lower level of the hierarchy of legal processes, there also ministerial 

regulations, ministerial instruction, joint ministerial decrees (78). 

According to Suzetta (2007) as cited by (78), the development planning should be comprising 

the agenda proposed by the president (political), evidence based (technocratic), involving 

different stakeholders (participatory), concentrated on plans prepared by the president, 

ministries and agencies (top-down) and lastly, built on plans from the villages , districts and 

regionals levels (bottom-up). 

Drafting and passing laws based on formation of legislation (Law 12/2011, Law 27/2009) can 

be initiated by both  the government or by the Parliament, as summarized in  box 1 
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Datta et al.(2011) observed, in general, the knowledge up take in making a law/regulations 

is low. Data et al. noted that although throughout these processes the knowledge in the form 

of Academic Paper and consultation processes among many stakeholders have the significant 

role in drawing up plans and policies, little effort was made by the government and DPR to 

create a reliable academic paper or to elaborate the input from stakeholders and use all these 

knowledge to create an aspiration and responsive law(78).  

The World Bank (2009) noted  that decision-making processes underlying formulation of 

policies are often unclear, cited by (78). 

Moreover, according to Mangkusubroto et al.  in Indonesia, the government bureaucracy 

approach is sectoral in nature. Mankusubroto et.al observed that ministries only focus on their 

own sector or purpose and thus can not meet the more cross-sectoral and multidimensional 

challenges (79). Christiani et al. (2016) also highlighted the multisectoral and coordinating 

Box 1. Drafting and passing laws based on Law 12/2011, Law 27/2009 

- The bill of the House of Representatives (DPR) is proposed by members of 

parliament, commissions, coalitions or the Regional Representative Council (DPD) 

- The bill suggested by the President is prepared by the relevant ministers or heads 

of non-ministerial government institutions. 

- The bill is then drafted in the National Legislation Program (Prolegnas) by the 

Legislative body of DPR. 

- Any proposed bill should be accompanied by an Academic Paper except for the 

State Budget (APBN) Bill, the draft law on the enactment of Government 

Regulation in Lieu of Law (Perpu) into law, as well as the revocation bill of the Act 

or the revocation of the Perpu. 

- The DPR leaders shall inform the draft of the bill and distribute the bill to all DPR 

members in plenary sessions 

- The DPR in the next plenary session decides the bill to be in the form of approval, 

consent with change, or rejection 

- Next, the bill is followed up with two levels of discussions. 

- Level I discussions are conducted in committee meetings, joint meetings of 

commissions, meetings of the Legislation Body, meetings of the Budget Board, or 

special committee meetings 

- The activities in the first-level discussion are conducted with introductory 

deliberations, discussion of the inventory list of issues, and the submission of 

mini-fractions 

- The second-level talks are conducted in plenary sessions. In the plenary session 

contains: a) Submitting a report containing the process, mini-fractional opinion, 

and the result of the Level I Discussion; b) Statement of consent or rejection of 

each faction and member orally requested by the chairman of the plenary 

meeting; c)The final opinion of the President submitted by relevant ministry. 

- If not reached agreement through consensus, decision is taken with the most 

votes 

- In the preparation and discussion of the Bill, including the discussion of the Bill on 

APBN, the public is entitled to provide input orally and / or in writing to the DPR. 

- The Bill which has been approved by the DPR then passed to the president to be 

signed. 



19 
 

weakness in government bureaucracy particularly in tobacco control policy making and 

implementation in Indonesia. Christiani et al. found that even within the MOH there was an 

inadequate collaboration among directorates because of the narrow and rigid understanding 

of their working domain and poor communication(80). 

 

Mietzner (2016) and Burhanudin(2015) also observed the constant compromise in the cabinet 

due to a coalition in the government resulted by the multiparty system adopted by Indonesia 

(81,82). In addition, Mangkusubroto et.al added, because of the government coalition only 

supported by four parties which control only less than 30% of the parliament, the government 

has to make more compromise in both legislative and executive body (79). The implication of 

this situation is a potential conflicting interest among policy makers when dealing with an 

issue and proposed solutions/policy undertaken to address it may not be well accepted by all 

related stakeholders (80).  Also, it may lead to creating conflicting policies in different sectors, 

for example, Indonesia has the tobacco control policy which aims to reduce tobacco 

consumption and the roadmap of tobacco product industry that aims to increase tobacco 

production(80).  

 

Evidence showed that the influence of the private sector (industry) play an important role in 

shaping public policy in Indonesia. The roadmap of tobacco product industry is also a result 

of tobacco industry influence (83). 

 

 

Policy process in regional level 

Indonesia has embarked on a process of decentralization starting with the enactment of law 

on regional government no. 22/1999, law 32/2004 and subsequently law 23/2014. Through 

decentralization, a wide range of responsibilities have been transferred from central 

government to provincial, municipality and district governments in the areas of health, 

middle-level education, public works and spatial arrangement, transportation, environment, 

communication, agriculture, manufacturing, and other economic sectors. 

Based on law 23/2014, regions have the right to enact regional policies to administer 

government affairs under their jurisdiction and shall be guided by the norms, standards, 

procedures, and criteria established by the central government.  

President regulation 87/2014 regulates the mechanism of drafting the regional (provincial and 

municipality/district) regulation (PERDA) which is similar to national level process. The 

regional head and local parliament (DPRD) can initiate PERDA. The draft must be accompanied 

by academic paper. Then DPRD will discuss the draft within DPRD’s commission and plenary 

session. If approved, the regional head will sign the PERDA. The public is also allowed to be 

involved in formulating the PERDA. 

Following the decentralization, it was suggested that local government policies would be more 

responsive to local needs. However, Sutmuller et al. (2011) identified several problems 

related to local policies: 1) Regional governments lack  creativity and innovation in 

formulating their local policies because of the uniformity and detailed prescriptive government 

directives; 2) Most local governments are dependent on conditional grants for development 

that mostly do not meet local needs and policy priorities; 3)There is no habit involving 

stakeholders (practitioners, experts, universities,civil society) in the policy decision-making 

process; 4) Sector strategies are likely to be copy pasted from national sector strategies. On 
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the other hand, annual plans and budgets tend to be copy pasted from previous years plans 

and budgets (84) 

Mangkusubroto et al. also noticed that local governments adopted central government’s 

sectoral approach as local government budget and disbursement is structured and based on 

the existing ministries which created sectoral minded and lack of collaboration across sectors 

(79). 

Additionally, Christiani et al. showed that there was a disconnection between national policy 

and local implementation that created a barrier for effective implementation (80). For 

instance, the national policy to create smoke-free areas through regulation requires provincial 

and districts regulation in its implementation, but in reality not all provinces and districts have 

done this. And eventhough the local government implement the national policy, it may be 

done in a suboptimal way (80). 

Nevertheless, in certain policy areas and regions decentralization has led to increased policy 

performance. Some regions have made and enforced local regulations. Examples of local  

health policies are the tobacco advertising ban in Bogor city, smoking cessation support in 

primary care in Yogyakarta city and the Tobacco free Tuesday campaign in Bandung city (80). 

Sutmuller et al. showed that most of the time it was the Governor, Mayor or Regent who 

came up with the idea and championed the formulation of the local policy either as an 

immediate consequences of their campaigned vision and mission or preparing local health or 

education policies emerging from local issues brought to their attention(84).  

In addition, Yuwono (2016) showed that civil society played pivotal roles in local governance 

particularly in Surakarta City(85). Yuwono showed that civil society in Surakarta is actively 

influencing policy analysis, advocacy, monitoring and control(85).  Moreover, Yuwono stated 

that the civil society in Surakarta City is a strong pillar for sustainable local good governance 

practices(85). 

 

3.4  Obesity prevention policy in Indonesia 

In this section, 25 government policies related to obesity prevention are identified and 

analyzed based on the Obesity Policy Action framework. Most of the policies are national 

policies and two provincial policies and one district policy. Program logic approach was used 

to identify the potential policy areas (86). 

 

3.4.1 Upstream approach: policy actions that influence food environment and 

physical environment 

 

In upstream policy targets, policies that influence the food environment and physical activity 

environment are identified and analyzed. The intention of obesity prevention policies 

regarding the food system is typical to change the food environment such that healthier 

choices are the easier choices (87). The policy actions that influence food environment are 

identified and analyzed by considering the food system components including primary 

production, food processing, distribution, marketing, retail and catering and food service (87). 
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Table 1 set out the policies areas that influence the food environment by the level of 

government responsible for their administration and by the sector to which the policy action 

applied (the food system) (87).  

  

Obesity prevention policies targeting physical activity environment aims to alter the 

environment to make increased levels of physical activity the easy choices for the 

population(87). The policies that are targeting sectors that control environments within which 

physical activity mainly occurs are identified and analyzed. The level of governance and the 

sector to which the policy action applies are set out in table 2 (modified from (1). 

It is shown in Table 1 that, in the Indonesia context, most of the policy areas influencing the 

food system is outside the health sector. Central government through the ministry of 

agriculture and the local governments are responsible for securing the availability and access 

of healthy food (i.e., vegetables and fruits). On the other hand, the health sector is more 

focused on food safety and health promotion and health education. The ministry of health 

regulation on nutrition labeling aims to reduce the risk factor of NCDs by giving the consumers 

information on the content of sugar, salt, and fat accompanied with health message on 

processed food and fast food label. Local governments will have a responsibility to enforce 

this regulation in 2019. 

On the other hand, it is notable in table 2 that all the policy areas influencing physical activity 

environment are outside the health sector. Governments at all levels are the key actors to 

carry out these policies. The central level ministry of public works is responsible for spatial 

planning and establishing infrastructures (roads, parks, etc.) and ministry of transportation 

is responsible for traffic network and road transportation. These ministries set up the policies, 

guidelines, and standards whereas implementation at the local level is coordinated by local 

public works and transportation office. 

It is evident obesity prevention policy in upstream level is a cross-cutting issue. Non-health 

sectors are the key players whereas health sector as the leading institution for obesity 

prevention has limited influence on policies in this area. Moreover, MOH regulation no 71/2015  

states that NCD prevention (including obesity) effort is focusing on modifying behavior risk 

factors (e.g., physical activity and diet) through health promotion and early detection of risk 

factors which rely heavily on primary health centers (Puskesmas) to deliver those activities. 

However, early this year the president in presidential instruction no.1/2017 (see table 1 and2) 

declare the community healthy living movement which realized through including increased 

physical activity and healthy diet which incorporate various policies and measures from 

different government agencies. 

Although this policy is starting to show some progress in supporting efforts to prevent obesity 

its implementation may not work as it is intended. For example, the policy of construction the 

bicycle facilities may be difficult to be implemented in urban areas in Java and Bali due to the 

number of motor vehicles exceed the capacity of the roads. In Java and Bali, one kilometer 

of road serves more than 500 vehicles, where in DKI Jakarta the number reaches more than 

2000 vehicles (88).  
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Table 1 Policy areas that influence food environment in Indonesia (modified from (1) 

Documents from MOH (89)  Ministry of Agriculture (MOA) (90) 

 Sector 
Level of governance Policies 

identified Central Provincial District/City 

Primary 

Production 

Infrastructure 

development 

(land, irigation 

system,etc) and 

facilities 

(machines, 

fertilizer,etc) 

Infrastructure 

development 

(land, irigation 

system,etc) 

 

Infrastructure 

development 

(land, irrigation 

system,etc.) 

Law no.18/2012 

on food ,  Law 

no.13/2010 on 

horticulture , 

Presidential 

instruction 

no.1/2017 on 

healthy live 

community 

movement 

(addressed MOA 

to increase 

national 

vegetables and 

fruit production) 

Tax Incentive 

and credit 

subsidies 

Tax incentive 

and credit 

subsidies 

Tax incentive 

and credit 

subsidies 

Food processing Sustainable 

food garden 

program 

Sustainable 

food garden 

program 

Sustainable 

reserve food 

garden program 

Ministry of 

Agriculture 

(MOA) decree  

no. 8/2017 on 

technical 

guidelines for 

sustainable food 

garden program   

Distribution Transportation Transportation Transportation Law no. 

13/2010  on 

horticulture  

Importation 

regulation for  

horticulture 

product 

  Ministry of 

agriculture 

regulation no. 

16/2017 on 

horticulture 

product 

importation  

Marketing Promotion of 

local vegetables 

and fruits 

Promotion of 

local vegetables 

and fruits 

Promotion of 

local vegetables 

and fruits 

Presidential 

instruction 

no.1/2017 on 

healthy live 

community 

movement 

Retail Food Labeling Food Labeling Food Labeling MOH regulation 

no. 30/2013 and 

no. 63/2015 on 

inclusion of 

sugar,salt,and 

fat information 

and health 
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message on 

processed food 

and fast food 

label 

Food service in 

catering service 

 Food safety Food safety MOH regulation 

no.1096/2011 

on catering 

service hygiene 

and sanitation 

 

 

 

Table 2 Policy areas that influence physical activity environments in Indonesia 

(modified from (1) Documents of Ministry of Public Works (91) Ministry of Transportation (92) 

Ministry of Internal Affairs (93) 

Sector 
Level of governance 

Policies identified 
Central Provincial Districts/City 

Infrastructure 

and planning 

Urban 

planning 

 

Urban 

planning 

 

Urban 

planning 

 

Law no. 26/2007 on spatial 

planning  

Bicycle 

facilities 

development 

Bicycle 

facilities 

development 

Bicycle 

facilities 

development 

Law no.22/2009 on traffic and 

road transportation, 

Government regulation 

79/2013 on traffic network and 

road transportation, 

Presidential instruction 

no.1/2017 addressed MOT to 

arrange facility for cyclists and 

pedestrians, Jakarta Provincial 

regulation on transit rapid bus 

system 2014, Banjarbaru city 

regulation on transportation 

2016 

Pedestrian 

paths 

development 

Pedestrian 

paths 

development 

Pedestrian 

paths 

development 

Presidential  instruction 

no.1/2017 (see above) , 

Ministry of public works 

regulation no. 16/2007 on 

Guidelines for the provision 

and use of urban pedestrian 

infrastructure and facilities in 

urban areas. 

Transport Intermodal 

connectivity 

including 

park and 

ride lots 

provision 

Intermodal 

connectivity 

including 

park and ride 

lots provision 

Nonmotorize

d transport 

area 

provision 

Presidential instruction 2017 

addressed:a. MOT to 

encourage connectivity 

between mass transportation 

modes of including provision of 

"park and ride",b. District/city 

for non motorized transport 

area provision. 
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3.4.2 Midstream approach: policy action that directly influences behavior 

The purpose of the midstream policy approach is to directly influence behavior to control the 

population’s level of energy intake and increase the level of physical activity (1) . In order to 

directly influence behavior, the policy has to have a direct effect in the settings where people 

live their lives (1). In this study, the policies in community and worksite settings are identified 

and analyzed. Table 3 presented the level of governance of the policy and to settings (i.e 

worksite and community) which the policies applied. 

It is shown in table 4 that central and local governments use community-based intervention 

program and campaign as policy instruments to promote healthy behavior. Based on 

presidential instruction 1/2017, a national campaign promoting healthy life style called 

Gerakan Masyarakat Hidup Sehat (GERMAS) or healthy living community movement was 

launched by MOH. GERMAS campaign is implemented by all components of the nation and 

this year the campaign messages are about physical activity, consumption of vegetables and 

fruits and periodic health check (94). 

The community-based intervention called Posbindu PTM or the NCD integrated health post 

program was developed by MOH aims to control NCDs through healthy behavior promotion 

and NCDs screening. Therefore, MOH has developed guidelines and has allocated resource to 

provincial and district/municipality health office to implement this program. Community 

volunteers were trained to organize the post and carry out this program in collaboration with 

the community health center. While in the workplace the health promotion program is a part 

standard of safety and health work management system. The safety and health management 

team of the respective workplace is responsible for carrying out this program. 

Regarding Posbindu , MOH has placed Posbindu  as an important strategy in NCDs prevention 

and control program in Indonesia. The number of Posbindu established is one of the indicators 

for NCDs control and prevention program(27). MOH targets in 2019 50% of villages in 

Indonesia have posbindu ptm which is about 40thousands posbindu. Recently, MOH data 

showed in 2016 the number of posbindu was 21.470 and 14.8% of villages organizing 

posbindu(27).So MOH has to speed up the posbindu formation to reach the target. Meanwhile, 

evidence showed that the proportion of community who came in contact in with this program 

was quite low. Krishnan et.al (2010) showed in Depok city the program reached only 32% of 

the target population (95). In addition, Ekowati et al. found that the good performance of 

posbindu depend on Puskesmas support (96). However, in 2016 only 49% of Puskesmas 

support the developing of Posbindu, which led to many posbindu under performed (27). So, 

it is difficult for this program to progress as planned by the MOH. 

  

Jakarta Provincial regulation on 

transit rapid bus system 2014 

Sport and 

recreation 

Sports 

facilities  

Sports 

facilities 

Sports 

facilities  

Government regulation on the 

organization of sports 

16/2007, Bangka Belitung  

Provincial regulation 13/2016 
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Table 3 Policy areas that directly influence behavior in Indonesia (modified from (1)  

Documents of MOH (89) 

Setting 
Level of governance 

Policies identified 
Central Provincial District/City Organisational 

Worksites Campaign 

(GERMAS) 

Campaign 

(GERMAS) 

Campaign 

(GERMAS) 

Campaign(GE

RMAS) 

Presidential 

instruction 

no.1/2017 

  

 

 Health 

promotion and 

education as 

part of work 

health 

indicator 

MOH regulation 

no.48/2016 on 

occupational health 

and safety standard 

for office 

Community Campaign 

(GERMAS) 

Campaign 

(GERMAS) 

Campaign 

(GERMAS) 

Campaign 

(GERMAS) 

Presidential 

instruction 

no.1/2017 

 NCD 

integrated 

post/Posbind

u PTM 

NCD 

integrated 

post/Posbind

u PTM  

NCD 

integrated 

post/Posbin

du PTM 

NCD 

integrated 

post/Posbindu 

PTM 

MOH techical 

guidance for NCD 

integrated 

post/Posbindu PTM 

 

 

3.4.3 Downstream approach: policy action that supports health service 

The downstream policy approach that supports health services in obesity prevention in 

individual (1). In this study policies applied in primary health care are identified and analyzed. 

Table 4 presented the level of governance of the policy that supports primary health care. 

In Indonesia, the primary care is provided by public and private sector. Puskesmas 

(community health center) is the cornerstone of Indonesia’s public health system. According 

to MOH regulation 75/2014 provides a comprehensive care namely health promotion, disease 

prevention, and treatment but more emphasis on promotive and preventive effort. While the 

private sector is focusing on curative care. 

According to NCDs control guidelines, Puskesmas has to provide healthy life style counseling 

in order to reduce the risk factors of NCDs. However,Puskesmas still lack health workers to 

perform health counseling and promotion. MOH data in 2015 showed that compared to 

standard requirement there were 25.5%, puskesmas did not have enough doctor, 42,4% did 

not have enough nurses, 37%  lack of midwives and 16% did not have a nutritionist (97).  

Therefore Puskesmas can not optimally provide counseling services and health promotion. 

 Table 4 Policies that support primary health care in Indonesia (modified from (1) 

Health sector 

component 

Level of governance 
Policies identified 

Central Provincial District/Municipality 

Primary care 

(Community health 

center/Puskesmas) 

Healthy 

diet and 

physical 

activity 

counseling 

Healthy 

diet and 

physical 

activity 

counseling 

Healthy diet and 

physical activity 

counseling  

MOH regulation 

no.75/2014 on 

Puskesman, MOH 

guidelines for NCD 

control in 

Puskesmas 
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Chapter 4 Discussion, Conclusion, and Recommendation 

4.1 Discussion 

Obesity prevalence among adults in Indonesia is rapidly increasing that creates a growing 

burden for people, for health care system, and societies. The determinants of adult obesity in 

Indonesia are more influenced by the economic, social and physical environment (upstream 

determinants) that subsequently shape the population eating and physical activity behavior 

patterns, not by individual factors such as genetic. Moreover, it is seen now that the 

vulnerable populations (women and low socioeconomic group) are disproportionately affected 

by obesity burden. This indicates that a policy approach is required to drive changes in 

obesogenic environmental and to address the inequality issue related to obesity. 

The government through MOH has been trying to prevent obesity as part of its efforts to 

prevent NCDs with policies and programs. The policy prioritizes efforts to change the behavior 

(midstream approach) in the form of community-based intervention (i.e. integrated health 

post/Posbindu PTM).  The objective of this program is to empower communities to actively 

engage in NCDs prevention efforts with health promotion and early detection. However, this 

program has not been optimal because the level of community participation is still low plus 

community primary care (Puskesmas) as the main support posbindu PTM are a lack of 

resources.  

But earlier this year the government has shown efforts to address health problems with 

socioecological approaches (upstream approach). The President has launched a healthy living 

community movement policy (GERMAS) to address health problems with emphasis on health 

promotion and disease prevention involving multiple sectors in government institutions in 

central, province and districts/municipalities level. For the promotion of physical activity and 

healthy food, government use policies that affect the physical activity environment and food 

environment. For instance, the provision of bicycle facilities, green open space and mass 

transportation connectivity to encourage physical activity and increase local vegetable and 

fruit production to increase healthy food consumption.  

Actually, this presidential decree is very important because for the first time Indonesia has a 

high-level regulation that can synergize various policies from various sectors in government 

to address public health problems. However, although this policy is very promising and 

positive, there are some challenges for its implementation. First, multisectoral and 

coordination in the government is weak. Second, the political situation in Indonesia makes 

the government agency vulnerable to conflicts of interest. Lastly, obesity prevention is a cross 

cutting issue that is also prone to policy conflict with existing policies. 

Although the Indonesian government has had policies that support obesity prevention for  

upstream, midstream and downstream approach, these policies are not explicitly stated aim 

to tackle obesity in Indonesia. This makes the policy direction of preventing obesity becoming 

unclear. The experience of countries that have successfully implemented obesity prevention 

policy shows that obesity must be recognized as a national problem and then take appropriate 

steps to overcome it. The Brazilian government could build a strong multisector collaboration 

and create supporting policies after obesity in the set as a national issue. Likewise, the 

Mexican government could develop strong evidence-based policies and gained support from 

many stakeholders for controversial policies such as SSB taxes after obesity was recognized 

as a national problem. 

To develop an obesity prevention, need a supporting evidence. Studies on obesity prevention 

intervention showed that there are no one-size-fits all intervention for obesity prevention. 
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Evidence suggests that to curb obesity required a multi-component and comprehensive 

approach. There are several choices of interventions that Indonesia government can apply, 

but in choosing them, the government should consider the context, relevance, 

implementation, and sustainability of the interventions. 

Local governments have an important role in preventing obesity in Indonesia because they 

can make policies appropriate to local circumstances. Evidence points out that some local 

government heads can become champions in terms of public health policy. For example, Some 

regions have issued local regulations governing smoke-free areas and banning cigarette 

advertisements. However, most of the local governments having difficulty in making local 

polices due to lack of local data. They refer to national data which can represent the local 

situations. Besides, knowledge uptake to make policy from local government is still low. 

Experience from some countries indicates that developing and implementing a comprehensive 

obesity prevention policy needs to be based on reliable evidence and collaboration from 

multisector. Obesity prevention is a cross cutting issue involving many parties with different 

interests that can raise pros and cons. Having strong evidence and robust cooperation among 

policy proponents will make it easier to deal with the opponents (in most cases is the 

industry). Building coalitions from various stakeholders should be initiated by the government 

first and then all stakeholders from the people, civil society, private sectors, and academia. 

This study has attempted to systematically identify areas for obesity prevention policy action 

in Indonesia and identify the policy gaps, barriers and opportunities using the Obesity Policy 

Action framework. However, this study also has several limitations. This study did not explore 

in depth the other dimensions in policy analysis namely the cost, feasibility and unintended 

effects of obesity prevention policy. 

 

4.2 Conclusion 

Adult obesity in Indonesia is a serious public health problem that needs to be addressed by 

a comprehensive policy approach. Indonesia now has policies that prevent obesity that 

target determinants in the upstream, midstream and downstream. However, these policies 

have not been framed as a policy to prevent obesity. This makes the direction of obesity 

prevention policy unclear. 

The existing policies have not been implemented optimally. Midstream approach policy lacks 

supportive resources. Upstream approach policies are still in the early stages but has the 

potential to face obstacles in its implementation due to weak multisector collaboration, 

conflict of interests due to political situation, disconnected policy between central with local 

government and policy conflicts 

  

4.3. Recommendations 

In order to curb the obesity pandemic in Indonesia, this study purpose several 

recommendations for government: 

1. Expand the routine surveillance of obesity determinants in community 

MOH has conducted a national survey (Riskesdas) on obesity determinants in 2007, 

2010 and 2013. The results of Riskesdas are significant for the central government 

to establish policies and strategies at the national level.  

But to be able to make policy at the local government level, need accurate and 

timely knowledge/data of local obesity-related conditions and trends over time 

because they are necessary for planning and managing obesity prevention actions in 
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the community. 

 

2. Research 

Strengthen the research on social determinants of health and research on policy to 

reduce obesity burden and obesity inequalities. Research is needed particularly to 

find innovative strategies for preventing obesity in the disadvantaged population. 

Research should involve disciplines other than public health.    

 

3. Form a task force  

A task force is needed in developing policy recommendations and a road map for 

tackling obesity. A road map is essential for a multi-sector approach strategy such as 

obesity prevention. A road map can be a powerful tool to attain consensus from 

various stakeholders on obesity policy implementation as well as communicating 

plans and coordinating resources among stakeholders. Local governments should be 

encouraged to create a local road map for obesity prevention. 

 

4. Strengthening the implementation of health in all policy approach 

Since obesity prevention involving different sectors, public health sectors need to 

perform collaborative approach by incorporating health considerations (i.e. obesity) 

into decision-making across sectors and policy areas in order to advance a 

comprehensive approach to obesity prevention. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



29 
 

References 

 

1.  Sacks G, Swinburn B, Lawrence M. Obesity Policy Action framework and analysis grids 

for a comprehensive policy approach to reducing obesity. Obes Rev. 2009;10(7):76–

86.  

2.  2010 Population Census - Indonesia [Internet]. [cited 2017 Jul 29]. Available from: 

http://sp2010.bps.go.id/index.php 

3.  World Bank. Population ages 15-64 (% of total) | Data Indonesia [Internet]. [cited 

2017 Jul 29]. Available from: 

http://data.worldbank.org/indicator/SP.POP.1564.TO.ZS 

4.  World Bank. Indonesia health financing system assessmet [Internet]. [cited 2017 Jul 

29]. Available from: 

http://documents.worldbank.org/curated/en/453091479269158106/pdf/110298-

REVISED-PUBLIC-HFSA-Nov17-LowRes.pdf 

5.  World Bank. CountryProfile|World Development Indicators [Internet]. [cited 2017 Jul 

29]. Available from: 

http://databank.worldbank.org/data/Views/Reports/ReportWidgetCustom.aspx?Repor

t_Name=CountryProfile&Id=b450fd57&tbar=y&dd=y&inf=n&zm=n&country=IDN 

6.  The Republic of Indonesia Health System Review. Health Syst Transit [Internet]. 2017 

[cited 2017 Jul 29];7(1). Available from: 

http://apps.who.int/iris/bitstream/10665/254716/1/9789290225164-eng.pdf 

7.  World Bank. Mortality rate, infant (per 1,000 live births) | Data [Internet]. [cited 

2017 Jul 30]. Available from: 

http://data.worldbank.org/indicator/SP.DYN.IMRT.IN?locations=ID 

8.  IHME. Indonesia | Institute for Health Metrics and Evaluation [Internet]. [cited 2017 

Jul 30]. Available from: http://www.healthdata.org/indonesia 

9.  MOH Republic of Indonesia. RISET KESEHATAN DASAR. Jakarta; 2013.  

10.  WHO. Obesity fact sheet.pdf [Internet]. 2017. Available from: 

http://www.who.int/mediacentre/factsheets/fs311/en/ 

11.  WHO. Indonesia diabetes profiles,2016 [Internet]. [cited 2017 Jul 30]. Available 

from: http://www.who.int/diabetes/country-profiles/idn_en.pdf?ua=1 

12.  Rachmi CN, Li M, Baur LA. Overweight and obesity in Indonesia : prevalence and risk 

factors d a literature review. Public Health. 2017;7:20–9.  

13.  Hanandita W, Tampubolon G. The double burden of malnutrition in Indonesia: Social 

determinants and geographical variations. SSM - Popul Heal [Internet]. 2015;1:16–

25. Available from: http://dx.doi.org/10.1016/j.ssmph.2015.10.002 

14.  Di Cesare M, Bentham J, Stevens GA, Zhou B, Danaei G, Lu Y, et al. Trends in adult 

body-mass index in 200 countries from 1975 to 2014: A pooled analysis of 1698 

population-based measurement studies with 19.2 million participants. Lancet. 

2016;387(10026):1377–96.  

15.  WHO | Obesity and overweight. WHO [Internet]. 2017 [cited 2017 Jul 28]; Available 

from: http://www.who.int/mediacentre/factsheets/fs311/en/ 



30 
 

16.  MOH Republic of Indonesia. Report on Result of National Basic Health Research The 

National Institute of Health Research and Development , Ministry of Health , Republic 

of Indonesia. Jakarta; 2008.  

17.  World Health Organization. Noncommunicable Diseases (NCD) Country Profiles: 

Indonesia. 2014;2014. Available from: 

http://www.who.int/nmh/countries/idn_en.pdf. 

18.  Bloom, D. E., Chen S., McGovern M., Prettner K., Candeias V. BA and CS. The 

Economics of Non-Communicable Diseases in Indonesia [Internet]. 2015 [cited 2017 

Jul 28]. Available from: 

http://www3.weforum.org/docs/WEF_The_Economics_of_non_Disease_Indonesia_20

15.pdf 

19.  Withrow D, Alter DA. The economic burden of obesity worldwide: A systematic review 

of the direct costs of obesity. Obes Rev. 2011;12(2):131–41.  

20.  Usfar AA, Lebenthal E, Achadi E, Hadi H. National Prevalence of Obesity Obesity as a 

poverty-related emerging nutrition problems : the case of Indonesia. 2010;924–8.  

21.  Aizawa T, Helble M. ADBI Working Paper Series Socioeconomic Inequity in Excessive 

Weight in Indonesia Asian Development Bank Institute. 2016 [cited 2017 Jul 13]; 

Available from: http://www.adb.org/publications/socioeconomic-inequity-excessive-

weight-indonesia/ 

22.  Monteiro CA, Conde WL, Popkin BM. Income-specific trends in obesity in Brazil: 1975-

2003. Am J Public Health. 2007;97(10):1808–12.  

23.  Lakerveld J, Mackenbach J. The Upstream Determinants of Adult Obesity. Obes Facts. 

2017;(June):216–22.  

24.  Egger G, Swinburn B. Education and debate An &quot; ecological &quot; approach to 

the obesity pandemic. [cited 2017 Jul 27]; Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2127317/pdf/9284671.pdf 

25.  Swinburn B, Egger G. Preventive strategies against weight gain and obesity. [Review] 

[132 refs]. Obes Rev [Internet]. 2002;(1):289–301. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&CSC=Y&NEWS=N&PAGE=fulltext&D=med4

&AN=12458974 

26.  GOI. MOH Regulation no.71/2015 on Non communicable disease prevention 

(Peraturan Menteri Kesehatan no.71/2015 tentang Penanggulangan Penyakit Tidak 

Menular). Jakarta: MOH; 2015.  

27.  MOH Republic of Indonesia. Profil Kesehatan Indonesia 2016 [Internet]. MOH 2017; 

2016 [cited 2017 Aug 8]. Available from: 

http://www.depkes.go.id/resources/download/pusdatin/lain-lain/Data dan Informasi 

Kesehatan Profil Kesehatan Indonesia 2016 -  smaller size - web.pdf 

28.  Monteiro CA, Moura EC, Conde WL, Popkin BM. Socioeconomic status and obesity in 

adult populations of developing countries: a review Public Health Reviews. Bull World 

Health Organ [Internet]. 2004 [cited 2017 Jul 27];82(12). Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2623095/pdf/15654409.pdf 

29.  WHO. WHO global strategy on diet, physical activity and health: a framework to 

monitor and evaluate implementation. 2008.  

30.  Roemling C, Qaim M. Obesity trends and determinants in Indonesia. 2012 [cited 2017 



31 
 

Jul 13]; Available from: http://ac.els-cdn.com.vu-

nl.idm.oclc.org/S0195666312000955/1-s2.0-S0195666312000955-

main.pdf?_tid=b0d0d7a8-67a3-11e7-81fb-

00000aab0f02&acdnat=1499934020_9b788530c22b99663caadf317f72c1eb 

31.  Rian Diana, Indah Yuliana, Ghaida Yasmin H. FAKTOR RISIKO KEGEMUKAN PADA 

WANITA DEWASA INDONESIA ( Risk Factors of Overweight among ... J Gizi dan 

Pangan. 2013;8(Maret):1–8.  

32.  Fatmah Y. Visceral fat with its risk factors amongst the Indonesian Javanese elderly. J 

Public Heal Epidemiol [Internet]. 2011 [cited 2017 Aug 1];3(4):155–61. Available 

from: http://www.academicjournals.org/jphe 

33.  Lipoeto NI, Lin KG, Angeles-agdeppa I. Food consumption patterns and nutrition 

transition in. Public Health Nutr. 2012;16(9):1637–43.  

34.  Sohn K. The fatter are happier in Indonesia. Qual Life Res [Internet]. 2017 Feb [cited 

2017 Jul 12];26(2):393–402. Available from: 

http://link.springer.com/10.1007/s11136-016-1403-6 

35.  Martin JE, Hure AJ, Macdonald-Wicks L, Smith R, Collins CE. Predictors of post-partum 

weight retention in a prospective longitudinal study. Matern Child Nutr [Internet]. 

2014 Oct 1 [cited 2017 Aug 1];10(4):496–509. Available from: 

http://doi.wiley.com/10.1111/j.1740-8709.2012.00437.x 

36.  Danawati CW, Nagata M, Moriyama H, Hara K, Yasuda H, Nakayama M, et al. A 

possible association of Pro12Ala polymorphism in peroxisome proliferator-activated 

receptor ?? 2 gene with obesity in native Javanese in Indonesia. Diabetes Metab Res 

Rev. 2005;21(5):465–9.  

37.  Oktavianthi S, Trimarsanto H, Febinia CA, Suastika K, Saraswati MR, Dwipayana P, et 

al. Uncoupling protein 2 gene polymorphisms are associated with obesity. Cardiovasc 

Diabetol [Internet]. 2012 [cited 2017 Jul 12];11:1. Available from: https://www-ncbi-

nlm-nih-gov.vu-nl.idm.oclc.org/pmc/articles/PMC3412711/pdf/1475-2840-11-41.pdf 

38.  Nakhimovsky SS, Feigl AB, Avila C, O’Sullivan G, Macgregor-Skinner E, Spranca M. 

Taxes on Sugar-Sweetened Beverages to Reduce Overweight and Obesity in Middle-

Income Countries: A Systematic Review. PLoS One [Internet]. 2016 [cited 2017 Jul 

14];11(9):e0163358. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/27669014 

39.  Bes-Rastrollo M, Sayon-Orea C, Ruiz-Canela M, Martinez-Gonzalez MA. Impact of 

sugars and sugar taxation on body weight control: A comprehensive literature review. 

Obesity. 2016;24(7):1410–26.  

40.  Wright A, Smith KE, Hellowell M. Policy lessons from health taxes: a systematic 

review of empirical studies. BMC Public Health [Internet]. 2017 Jun 19 [cited 2017 Jul 

14];17(1):583. Available from: http://www.ncbi.nlm.nih.gov/pubmed/28629470 

41.  Backholer K, Sarink D, Beauchamp A, Keating C, Loh V, Ball K, et al. The impact of a 

tax on sugar-sweetened beverages according to socio-economic position: a 

systematic review of the evidence. Public Health Nutr [Internet]. 2016 [cited 2017 Jul 

14];19(17):3070–84. Available from: https://www.cambridge.org/core/services/aop-

cambridge-

core/content/view/587CFDC392441741771A93E7F652E222/S136898001600104Xa.p

df/impact_of_a_tax_on_sugarsweetened_beverages_according_to_socioeconomic_po

sition_a_systematic_review_of_the_evidence.pdf 



32 
 

42.  Cecchini M, Warin L. Impact of food labelling systems on food choices and eating 

behaviours: A systematic review and meta-analysis of randomized studies. Obes Rev. 

2016;17(3):201–10.  

43.  Lichtenstein AH, Carson JS, Johnson RK, Kris-Etherton PM, Pappas A, Rupp L, et al. 

Food-intake patterns assessed by using front-of-pack labeling. Am J Clin Nutr. 

2014;99(3):454–62.  

44.  De la Cruz-Góngora V, Villalpando S, Rodríguez-Oliveros G, Castillo-García M, Mundo-

Rosas V, Meneses-Navarro S. Use and understanding of the nutrition information 

panel of pre-packaged foods in a sample of Mexican consumers. Salud Publica Mex. 

2012;54(2):158–66.  

45.  Sinclair SE, Cooper M, Mansfield ED. The Influence of Menu Labeling on Calories 

Selected or Consumed: A Systematic Review and Meta-Analysis. JAND [Internet]. 

2014 [cited 2017 Jul 15];114:1375–1388.e15. Available from: http://ac.els-

cdn.com.vu-nl.idm.oclc.org/S2212267214005991/1-s2.0-S2212267214005991-

main.pdf?_tid=80e63dac-697f-11e7-a32f-

00000aab0f6b&acdnat=1500138380_4c18a32654a20d3f2d628e79e76ff4d8 

46.  Mandle J, Tugendhaft A, Michalow J, Hofman K. Nutrition labelling: A review of 

research on consumer and industry response in the global South. Glob Health Action. 

2015;8(1):1–10.  

47.  Shelton RC, Colgrove J, Lee G, Truong M, Wingood GM. Message framing in the 

context of the national menu-labelling policy: a comparison of public health and 

private industry interests. Public Health Nutr [Internet]. 2017;20(5):814–23. 

Available from: 

https://www.cambridge.org/core/product/identifier/S1368980016003025/type/journa

l_article 

48.  Heinen E, Panter J, Mackett R, Ogilvie D. Changes in mode of travel to work : a 

natural experimental study of new transport infrastructure. Int J Behav Nutr Phys Act 

[Internet]. 2015;1–10. Available from: http://dx.doi.org/10.1186/s12966-015-0239-

8 

49.  Keall M, Chapman R, Howden-Chapman P, Witten K, Abrahamse W, Woodward A. 

Increasing active travel: results of a quasi-experimental study of an intervention to 

encourage walking and cycling. J Epidemiol Community Health [Internet]. 2015;1–7. 

Available from: doi: 10.1136/jech-2015-205466 

50.  Fernandes AP, Andrade AC de S, Ramos CGC, Friche AA de L, Dias MA de S, Xavier 

CC, et al. Leisure-time physical activity in the vicinity of Academias da Cidade 

Program in Belo Horizonte, Minas Gerais State, Brazil: the impact of a health 

promotion program on the community. Cad Saude Publica [Internet]. 2015;195–207. 

Available from: http://www.scielosp.org/scielo.php?script=sci_arttext&pid=S0102-

311X2015001100195&lang=pt 

51.  Yang L, Sahlqvist S, McMinn A, Griffin SJ, Ogilvie D. Interventions to promote cycling: 

systematic review. Bmj [Internet]. 2010;341(oct18 2):c5293–c5293. Available from: 

http://www.bmj.com/cgi/doi/10.1136/bmj.c5293 

52.  Veerman JL, Zapata-diomedi B, Gunn L, Mccormack GR, Cobiac LJ, Maria A, et al. 

Cost-effectiveness of investing in sidewalks as a means of increasing physical 

activity : a RESIDE modelling study. 2016;1–10.  

53.  Shill J, Mavoa H, Crammond B, Loff B, Peeters A, Lawrence M, et al. Regulation to 



33 
 

Create Environments Conducive to Physical Activity: Understanding the Barriers and 

Facilitators at the Australian State Government Level. PLoS One. 2012;7(9).  

54.  Sloan RA, Haaland BA, Leung C, Müller-Riemenschneider F. The use of point-of-

decision prompts to increase stair climbing in singapore. Int J Environ Res Public 

Health. 2013;10(1):210–8.  

55.  Chao J, Wang Y, Xu H, Yu Q, Jiang L, Tian L, et al. The effect of community-based 

health management on the health of the elderly: a randomized controlled trial from 

China. BMC Health Serv Res [Internet]. 2012 [cited 2017 Jul 19];12. Available from: 

http://www.biomedcentral.com/1472-6963/12/449 

56.  Kamada M, Kitayuguchi J, Inoue S, Ishikawa Y, Nishiuchi H, Okada S, et al. A 

community-wide campaign to promote physical activity in middle-aged and elderly 

people: a cluster randomized controlled trial. Int J Behav Nutr Phys Act [Internet]. 

2013;10(1):44. Available from: 

http://onlinelibrary.wiley.com/o/cochrane/clcentral/articles/419/CN-

00964419/frame.html 

57.  Luten KA, Reijneveld SA, Dijkstra A, De Winter AF. Reach and effectiveness of an 

integrated community- based intervention on physical activity and healthy eating of 

older adults in a socioeconomically disadvantaged community. [cited 2017 Jul 19]; 

Available from: https://oup.silverchair-

cdn.com/oup/backfile/Content_public/Journal/her/31/1/10.1093_her_cyv064/2/cyv06

4.pdf?Expires=1500576062&Signature=U9Xf-

Q3JXF2GOs72hRP6~pmpJ9hYuLgFX2J5d6H1bkrqvK3jcJI0EszeI6yUJ10Iiq0Q39d-

juSS2EwpZP99sBf9EL39VrxoFMb1jFpZNywdnLz4aPj73 

58.  Nguyen Q, Pham S, Nguyen V, Weinehall L, Wall S, Bonita R, et al. Effectiveness of 

community-based comprehensive healthy lifestyle promotion on cardiovascular 

disease risk factors in a rural Vietnamese population: a quasi-experimental study. 

BMC Cardiovasc Disord [Internet]. 2012;12(1):56. Available from: BMC 

Cardiovascular Disorders 

59.  Solomon E, Rees T, Ukoumunne OC, Metcalf B, Hillsdon M. The Devon Active Villages 

Evaluation (DAVE) trial of a community-level physical activity intervention in rural 

south-west England: a stepped wedge cluster randomised controlled trial. Int J Behav 

Nutr Phys Act [Internet]. 2014 [cited 2017 Jul 19];11. Available from: 

http://www.ijbnpa.org/content/11/1/94 

60.  Nizal Sarrafzadegan MD•1, Roya Kelishadi MD1, Gholamhossein Sadri PhD MPH2, 

Hossein Malekafzali PhD3, Masoud Pourmoghaddas, MD2, et al. Outcomes of a 

Comprehensive Healthy Lifestyle Program on Cardiometabolic Risk Factors in a 

Developing Country: The Isfahan Healthy Heart Program. Arch Iran Med [Internet]. 

2013 [cited 2017 Jul 12];16(4). Available from: 

http://www.ams.ac.ir/AIM/NEWPUB/13/16/1/004.pdf 

61.  Haby MM, Doherty R, Welch N, Mason V. Community-based interventions for obesity 

prevention: lessons learned by Australian policy-makers. BMC Res Notes [Internet]. 

2012;5(1):20. Available from: http://www.biomedcentral.com/1756-0500/5/20 

62.  Schroer S, Haupt J, Pieper C, S S, AF L. Evidence-based lifestyle interventions in the 

workplace--an overview. Occup Med (Chic Ill) [Internet]. 2014 Jan 1 [cited 2017 Jul 

12];64(1):8–12. Available from: https://academic.oup.com/occmed/article-

lookup/doi/10.1093/occmed/kqt136 



34 
 

63.  Siefken K, Schofield G, Malcata R. Engaging urban Pacific women in healthy lifestyle 

behaviour. An outcome evaluation of a workplace-based physical activity intervention 

in Vanuatu. J Sport Dev [Internet]. 2014;2(3):1–12. Available from: 

https://jsfd.org/2014/06/30/engaging-urban-pacific-women-in-healthy-lifestyle-

behaviour-an-outcome-evaluation-of-a-workplace-based-physical-activity-

intervention-in-vanuatu/ 

64.  Mache S, Jensen S, Linnig S, Jahn R, Steudtner M, Ochsmann E, et al. Do overweight 

workers profit by workplace health promotion, more than their normal-weight peers? 

Evaluation of a worksite intervention. J Occup Med Toxicol [Internet]. 2015;10(1):28. 

Available from: http://www.occup-med.com/content/10/1/28 

65.  King EL, Grunseit AC, Hara BJO, Bauman AE. Evaluating the effectiveness of an 

Australian obesity mass-media campaign : how did the “ Measure-Up ” campaign 

measure up in New South Wales ? 2013;28(6):1029–39.  

66.  Morley B, Wakefield M, Dunlop S, Hill D. Impact of a mass media campaign linking 

abdominal obesity and cancer : a natural exposure evaluation. 2009;24(6):1069–79.  

67.  Mustafa E, Baran E. FIGHTING OBESITY CAMPAIGN IN TURKEY : EVALUATION OF 

MEDIA CAMPAIGN EFFICACY. 2014;22(3):170–4.  

68.  Verheijden MW, Dommelen P Van, Empelen P Van, Crone MR, Werkman AM, Mc N, et 

al. Changes in self-reported energy balance behaviours and body mass index during a 

mass media campaign. 2012;  

69.  Müller AM, Alley S, Schoeppe S, Vandelanotte C. The effectiveness of e-& mHealth 

interventions to promote physical activity and healthy diets in developing countries: A 

systematic review. Int J Behav Nutr Phys Act [Internet]. 2016;13(1):109. Available 

from: http://ijbnpa.biomedcentral.com/articles/10.1186/s12966-016-0434-2 

70.  Orrow G, Kinmonth AL, Sanderson S, Sutton S. Effectiveness of physical activity 

promotion based in primary care: systematic review and meta-analysis of randomised 

controlled trials. Bmj [Internet]. 2012;344(March):e1389. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/22451477%5Cnhttp://www.ncbi.nlm.nih.gov/p

mc/articles/PMC3312793/pdf/bmj.e1389.pdf 

71.  Bhattarai N, Prevost AT, Wright AJ, Charlton J, Rudisill C, Gulliford MC. Effectiveness 

of interventions to promote healthy diet in primary care: systematic review and meta-

analysis of randomised controlled trials. BMC Public Health [Internet]. 2013;13:1203. 

Available from: 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3890643&tool=pmcentre

z&rendertype=abstract 

72.  Helena E, Ribeiro C, Martin L, Garcia T, Péricles E, Ii S. Assessment of the 

effectiveness of physical activity interventions in the Brazilian Unified Health System. 

2017;1–11.  

73.  Martinez C, Bacigalupe G, Cortada JM, Grandes G, Sanchez A, Pombo H, et al. The 

implementation of health promotion in primary and community care: a qualitative 

analysis of the “Prescribe Vida Saludable” strategy. BMC Fam Pract. 2017;18(1):23.  

74.  Sanchez A, Grandes G, Cortada JM, Pombo H, Martinez C, Corrales MH, et al. 

Feasibility of an implementation strategy for the integration of health promotion in 

routine primary care: a quantitative process evaluation. BMC Fam Pract [Internet]. 

2017;18(1):24. Available from: 

http://bmcfampract.biomedcentral.com/articles/10.1186/s12875-017-0585-5 



35 
 

75.  Barquera S, Campos I, Rivera JA. Mexico attempts to tackle obesity: The process, 

results, push backs and future challenges. Obes Rev. 2013;14(S2):69–78.  

76.  Jaime PC, da Silva ACF, Gentil PC, Claro RM, Monteiro CA. Brazilian obesity 

prevention and control initiatives. Obes Rev. 2013;14(S2):88–95.  

77.  Foo LL, Vijaya K, Sloan RA, Ling A. Obesity prevention and management: Singapore’s 

experience. Obes Rev. 2013;14(S2):106–13.  

78.  Datta A, Jones H, Febriany V, Harris D, Dewi RK, Wild L, et al. The political economy 

of policy-making in Indonesia Opportunities for improving the demand for and use of 

knowledge Results of ODI research presented in preliminary form for discussion and 

critical comment. [cited 2017 Aug 1]; Available from: 

https://www.odi.org/sites/odi.org.uk/files/odi-assets/publications-opinion-

files/7531.pdf 

79.  Mangkusubroto K, Utomo DS, Ramadhani D. Supporting Decision Making for a 

Republic Under a Complex System. 2016 [cited 2017 Aug 2]; Available from: 

https://link-springer-com.vu-nl.idm.oclc.org/content/pdf/10.1007%2F978-4-431-

55273-4_1.pdf 

80.  Christiani Y, Paul Dugdale C, Professor Meredith Tavener A, Byles JE. The dynamic of 

non-communicable disease control policy in Indonesia. Aust Heal Rev [Internet]. 2016 

[cited 2017 Aug 1];41(2017):207–13. Available from: https://search-proquest-

com.vu-

nl.idm.oclc.org/docview/1923218607/fulltextPDF/BC84BBEF950B4FDBPQ/1?accountid

=10978 

81.  Burhanuddin Muhtadi. Jokowi’s First Year: A Weak President Caught between Reform 

and Oligarchic Politics. 2015 [cited 2017 Aug 2];51:3:349–68. Available from: 

http://www-tandfonline-com.vu-

nl.idm.oclc.org/doi/pdf/10.1080/00074918.2015.1110684?needAccess=true 

82.  Mietzner M. Coercing Loyalty: Coalitional Presidentialism and Party Politics in Jokowi’s 

Indonesia. Contemp Southeast Asia A J Int Strateg Aff Contemp Southeast Asia 

[Internet]. 2016 [cited 2017 Aug 3];38(2):209–32. Available from: 

https://muse.jhu.edu/article/628457 

83.  Hurt RD, Ebbert JO, Achadi A, Croghan IT. Roadmap to a Tobacco Epidemic: 

Transnational Tobacco Companies Invade Indonesia. [cited 2017 Aug 5]; Available 

from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3914664/pdf/nihms-

548522.pdf 

84.  Sutmuller PM, Setiono I. Australian – Indonesia Partnership Revitalising Indonesia’s 

Knowledge Sector for Development Diagnostic on Evidence‐based Public Policy 

Formulation under Decentralisation Diagnostic on Evidence-based Public Policy 

Formulation under Decentralisation. 2011 [cited 2017 Aug 1]; Available from: 

http://dfat.gov.au/about-us/publications/Documents/indo-ks6-decentralisation.pdf 

85.  Yuwono T. Local Good Governance Sustainability: Roles of Civil Society in Surakarta 

City, Indonesia. J Gov Polit [Internet]. 2016 [cited 2017 Aug 3];7(May 2016):266–87. 

Available from: http://dx.doi.org/10.18196/ 

86.  Swinburn B, Gill T, Kumanyika S. Obesity prevention : a proposed framework for 

translating evidence into action. 2005;(5):23–33.  

87.  Sacks G, Swinburn BA, Lawrence MA. A systematic policy approach to changing the 



36 
 

food system and physical activity environments to prevent obesity. Aust New Zealand 

Health Policy [Internet]. 2008 [cited 2017 Aug 6];5:13. Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2427044/pdf/1743-8462-5-13.pdf 

88.  Ministry of Publik Works Republic of Indonesia. Infrastructure Statistic Information of 

Public Works 2015. Jakarta; 2015.  

89.  MOH Republic of Indonesia [Internet]. [cited 2017 Aug 16]. Available from: 

http://www.depkes.go.id/index.php?act=regulation 

90.  Ministry of Agriculture Republic of Indonesia [Internet]. [cited 2017 Aug 16]. 

Available from: http://perundangan.pertanian.go.id/ 

91.  Ministry of Public Works [Internet]. [cited 2017 Aug 16]. Available from: 

http://www.pu.go.id/ 

92.  Ministry of Transportation Republic of Indonesia [Internet]. [cited 2017 Aug 16]. 

Available from: http://www.dephub.go.id/ 

93.  Ministry of Internal Affairs Republic of Indonesia [Internet]. [cited 2017 Aug 16]. 

Available from: http://www.kemendagri.go.id/ 

94.  MOH Republic of Indonesia. GERMAS Gerakan Masyarakat Hidup Sehat. Jakarta; 

2016.  

95.  Krishnan A, Ekowati R, Baridalyne N, Kusumawardani N, Suhardi, Kapoor SK, et al. 

Evaluation of community-based interventions for non-communicable diseases: 

Experiences from India and Indonesia. Health Promot Int. 2011;26(3):276–89.  

96.  Ekowati Rahjeng, PHD, Nunik Kusumawardhani Ms. MONITORING and EVALUATION of 

the INTEGRATED COMMUNITY-BASED INTERVATION for the PREVENTION of 

NONCUMMUNICABLE DISEASES in DEPOK, WEST JAVA, INDONESIA [Internet]. [cited 

2017 Aug 8]. Available from: 

http://www.who.int/chp/steps/STEPS_Report_Indonesia_Depok_2006.pdf 

97.  Kementerian Kesehatan Republik Indonesia 2016. Profil Kesehatan Indonesia 2015 

[Internet]. [cited 2017 Jul 29]. Available from: 

http://www.depkes.go.id/resources/download/pusdatin/profil-kesehatan-

indonesia/profil-kesehatan-Indonesia-2015.pdf 

 

 

 

 

 

 

 

 

 

 

 


