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With a focus on obesity strategy, this paper examines and 
explains questions of ethics and equity in public health policy. 
We identify and explain the dynamics at play in assigning 
individual and social/political responsibility for health, in 
the context of policies that rely heavily on the exercise of 
individual agency. The paper builds on an earlier scientific 
study by one of the authors, expanding the analysis through 
reference to public health ethics, and social ethics more 
broadly.
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Introduction

Obesity policy requires considerations both of scientific insights and 
ethical values. Government strategy entails the balance of complex 
value judgments, and the engagement of expertise from disparate 
health and social science disciplines. The place of sciences may 
seem uncontroversial, capturing the need for evidence bases for 
example through data on nutritional epidemiology and people’s 
decision-making. Ethical values may seem less apparent, but are 
also of fundamental importance: they are caught up in evaluations 
of ideas such as (personal and shared) responsibility, (meaningful) 
choice, and the legitimacy of interference with (institutional, 
commercial, and personal) freedoms. Just as the questions of public 
health sciences need to be addressed, so these questions of public 
health ethics must be tackled within debates on the formation and 
implementation of obesity policy.

In its most recent obesity strategy, published in the summer of 
2020, the Department of Health and Social Care states that:1

Tackling obesity is not just about an individual’s effort, it is also 
about the environment we live in, the information we are given to 

make choices; the choices that we are offered; and the influences 
that shape those choices.

That’s why when it comes to food and drink, we want to ensure 
everyone has the right information, that they are offered a fair 
deal and that they are not unduly influenced to purchase less 
healthy foods and drinks. Put simply, we want the healthy option 
to be an easier option for everyone.

The direction and impetus of this most recent obesity strategy 
reflects a change in the prime minister’s approach. His current, 
more concerned outlook appears to follow directly from his own 
experience of severe COVID-19-related illness, which he and others 
have attributed to his own overweight status. This contrasts with his 
earlier statements on obesity policy, in which he derided and proposed 
to reverse the creep of the ‘nanny state’, for example through its use 
of ‘sin taxes’ on sugary products.2 Nevertheless, the public health 
community has been muted in its embrace of the strategy. Despite 
some progress away from a total reliance on individual responsibility, 
with proposals such as broader restrictions on food marketing, in 
line with the passage quoted above, Moore and Evans note that the 
latest strategy ‘still emphasises individual willpower and personal 
responsibility in its promotion of a weight loss app and food labelling.’3

Between the impacts of austerity, measures whose effectiveness 
relies on the exercise of individual agency, and social and 
commercial factors and practices, the evidence clearly demonstrates 
socio-economic inequalities in the incidence of obesity in adults 
and children. This needs to be understood in a context of a broader 
worsening of health inequalities and the interrelationships between 
health inequalities and social (in)justice.4–8

Neither recent obesity strategies, nor the current one, give cause 
for optimism about achieving substantial reductions in avoidable 
health inequalities.3,9 This is not to say that the strategy will have 
no impact. For example, recent modelling indicates that the 
commitment to banning television advertising of less healthy 
food and drinks before 9pm will decrease inequalities in childhood 
obesity.10 But if we just look to the ‘moral mandates’ of public 
health – mandates to protect and improve health and reduce 
health inequalities11,12 – there seems to be a clear basis to challenge 
many obesity policies on the grounds that they are likely to achieve 
inequitable effects. From a ‘public health perspective’, both they and 
their broader political context seem to ignore effective responses to 
health inequalities and how these have worsened since 2010.5
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So, from a public health perspective the strategy may be 
lamented for not going far enough. However, a wholesale ethical 
evaluation of social policy cannot without argument assume 
that a public health perspective provides the right answer on 
what is equitable all things considered.13 To explore a question 
of values and policy, we may be interested in health outcomes 
and inequalities (as opposed, say, to formally shared equality of 
opportunity, caught in a shrug of the shoulders and an observation 
that in principle everyone is free to exercise more and choose 
healthier food). But we cannot end an analysis with reference just 
to health outcomes unless we want to live in some sort of ‘health 
theocracy’.14 Rather, we need to explore three things:

>> What makes for a legitimate, fair, and mandated policy aim 
(recognising that doing nothing is itself a policy decision15)?

>> When realising policy aims, what ethical limitations do we face, 
looking both at constraints (eg protections of democratic values 
such as human rights) and questions of balancing the public’s 
health against other policy aims?

>> How should scientific evidence bases should be accounted for 
within these evaluations?

In what follows, we explore these questions of values and politics 
– of public health ethics – with reference to an influential paper 
that one of us (Adams) co-authored.9 That paper asks a question 
of vital social importance: ‘Why are some population interventions 
for diet and obesity more equitable and effective than others?’ 
In answering the question, the paper scrutinises the effectiveness 
(or otherwise) of policy agendas such as the Change4Life health 
education programme. That is, Adams and colleagues look at 
measures that are rooted in questions of individual choice and 
hence responsibility. Their paper critiques measures that are 
ultimately effected (if at all) through individuals’ personal decision-
making; measures that, from a governmental and regulatory 
perspective, work through ‘providing advice, guidance, and 
encouragement’.9

Conditions for individual agency-oriented public 
health interventions

The following framing is based on the ethical analysis by Adams 
and colleagues, re-presented here with a list of four conditions for 
individuals’ agency to be an effective means to achieve public 
health goals. In combination, these all must be met adequately if a 
policy or intervention is both meaningfully to be based on respect 
for individual agency and judged to be effective as a measure to 
protect or promote the public’s health.

>> Condition 1: A social and commercial environment that 
meaningfully provides healthy choices. People must be 
able to enjoy an environment within which healthy choices are 
actually and reasonably available (albeit within a context, by 
analysis, that also provides for or permits unhealthy choices).

>> Condition 2: Autonomy. People must have decision-making 
capacity (as is assumed to be the case for all adults but 
potentially raising distinct assumptions regarding children).

>> Condition 3: Motivated engagement. Individuals must 
be ‘motivated to engage with advice, guidance, and 
encouragement.’9 If health outcomes and disparities are to 
be changed, this also requires that sufficient (however that is 
measured) numbers of people across all of society are motivated 
to act on that engagement in favour of health.

>> Condition 4: Actual deliberation. Individuals must not just 
formally be free to choose, but must reasonably be expected to 
deliberate: in real terms, is choice being exercised (as opposed, 
for instance, to the exercise of a non-deliberative response to the 
environment within which an apparent choice is being made16)?

Read against these four conditions, Adams and colleagues 
demonstrate how policy agendas that rely (predominantly) on 
individuals making healthy choices through ‘agentic’ deliberation 
are problematic. In the paper, the problem is framed with specific 
reference to ‘the twin public health aims of preventing disease and 
minimising inequalities.’9 That is, it is framed by reference to the 
public health perspective on ethics, as explained above. Crucially, 
Adams and colleagues conclude that ‘high agency’ interventions, 
while potentially sound parts of a public health strategy, are poor 
when used as a comprehensive, or the predominant, approach. 
They are likely to be less effective and they have the potential 
to be more inequitable across socio-economic groups than 
alternatives that include lower agency approaches.17,18 This may 
be because the personal financial and time resources required 
to enact individual agency are less available to people living in 
less affluent circumstances.19 For example, less affluent parents 
find it harder to support their children to take part in organised 
sports than their more affluent counterparts because they lack the 
material resources for uniforms and equipment, and the time to 
take children to practice.20 Key here is that a predominant focus on 
the (proper) presumption of the universality (at least for adults) of 
condition 2 – decision-making capacity – detracts attention from 
the ethical and practical significance of conditions 1, 3, and 4.

The roles of social actors and agencies, and health 
as a motivating value

Because significant shortcomings can be shown, in terms of health 
outcomes and equity, where policy measures rely significantly 
on individuals’ exercise of agency, Adams and colleagues’ paper 
considers the roles of other actors and the use of lower-agency 
interventions. Examples of obesity strategies that require less 
individual agency include taxes on sugary drinks, restrictions on 
advertising of less healthy foods, and planning controls on where 
new takeaway outlets can open. These are all hypothesised 
to achieve their effects not through deliberative mechanisms 
whereby consumers weigh up information on risks and benefits 
and make informed ‘choices’, but by changing the fiscal, social and 
physical environment in which individuals live so that the healthier 
options become not just easier, but the default.20 Of particular note 
is the role of government, of the public conceived as a collective, 
and of food companies. This again invites an analysis of ethical 
questions and consideration of the role of scientific evidence bases 
and social and political values beyond those found in a public 
health perspective.21,22

Health as a motivating value, and the aims of policy

The conclusion that we, as a society, ought to move to lower-
agency strategies can only be reached if we accept that health is 
itself rightly the (or at least a) predominant value. In presenting 
the four conditions for effective individual agency above, we saw 
the importance of individuals’ motivation (condition 3). This is a 
question of value. A comparable question of value must arise too if 
we look at health from a societal perspective and aim to rationalise 
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and justify low-agency policy measures. At the same time, if we 
consider (for example) health impact assessments23 or health in 
all policies approaches,24 we may be keen to argue that actual 
deliberation on health is needed (in equivalence with condition 4).

Some theories in public health ethics are founded on the 
perspective that health should be considered the basic capability 
on which human flourishing is founded, and thus the ultimate 
priority of government.7,25 Other theories build on the importance 
of health, but as one of various values that government should 
protect and promote.6,26 And of course there are positions that 
argue against health as a legitimate socio-political value.27,28 From 
an ethical perspective, when we consider health as one of various 
values we have to recognise that there is work to do not just in 
establishing that it is important in policy agendas, but also that 
its relative weight, when balanced against other factors, must be 
considered.29

This means that our ethical analysis of policy should not just 
account for whether health is a vital social value, but also how it is 
this. Health matters. What else does, and how should these things 
be weighted and weighed against one another? Such questions 
require an explicit exercise that explains how different social values 
are identified, weighted, and balanced.

High-agency, low-agency, and justifying the means of 
effecting policy

As well as explaining the (relative) importance of health and 
health equity as policy aims, it is necessary to consider questions 
of what lends ethical legitimacy to different forms or methods 
of intervention. Adams and colleagues address this through their 
discussion of the ‘acceptability’ of low-agency interventions 
to parties including ‘politicians, who may enact interventions; 
the public, who are the recipients of interventions, and food 
companies, whose commercial interests may be affected by 
interventions.’9 The paper expressly notes and challenges the idea 
that the acceptability of low-agency population interventions 
may be grounded on claims about disrespecting free choice 
(explained by reference to conditions 1, 2, and 4): some ‘choices’ 
are not available to all, eg because of prohibitive cost, and many 
behaviours are not the product of meaningful deliberation. 
They also rightly note that freedom of choice, as a value, is not 
exhaustive of all values, and in particular that the importance of 
the public’s health is also important: so even where conditions 1, 2, 
and 4 are met, it does not follow without analysis that a person’s 
choice ought to be vindicated.

Nevertheless, within ethical evaluation of public health policy, 
attention must be given to what makes different forms of 
intervention acceptable. Important values and processes born 
of democratic principles and freedoms must be considered as 
necessary and legitimate side-constraints on policy. For example, 
a sound political and legal mandate is required for government 
intervention; policies need to be human rights compliant; and 
all policies are implemented in contexts of limited resources. In 
addition, as noted by Adams and colleagues, account also needs to 
be given to the reality that there may be actors, such as powerful 
industrial organisations with entrenched financial interest and 
(often) significant political influence, advocating against effective 
public health interventions.32–36

A consequence of these considerations is that the best 
interventions, in terms of health outcomes and equity, will not 
always be acceptable: sometimes other considerations will rightly 

take precedence. This may be because precedence is given to 
alternative substantive values (eg economic freedom), the measure 
is considered disproportionate (eg a disproportionate interference 
with liberty), or a need for procedural considerations has to be 
met (eg a power created to effect a particular measure).31,32 At the 
same time, the best interventions may be impeded by matters 
that are not legitimate (eg given conflicts of interest, unwarranted 
scope for political influence).32 An important aspect of ethical 
public health policy is reflective consideration of constraints on, 
as well as motivations for, effective and equitable public health 
outcomes.37

Conclusions

Adams and colleagues say that: ‘The obvious assumption of 
[programmes such as Change4Life] is that advice, guidance, and 
encouragement will change the population’s diet and activity 
behaviours.’9 That is an obvious assumption, and on Adams and 
colleagues’ analysis it holds true. However, their paper also shows 
that programmes that rely on high levels of individual agency 
are likely to have a limited impact on the public’s health when 
compared with what could be achieved through alternative, more 
structural, measures. Furthermore, insofar as the health impacts 
of higher agency interventions are real, they have the potential to 
compound inequalities in health between social groups. 

Through the points raised in this paper, we would invite debate 
of whether such programmes are satisfactory from an ethical 
perspective; whether and why it would be equitable to go further, 
in terms of being ‘more interventionist’, or even indeed inequitable 
not to do so. We have explained the importance of identifying how 
and why health is a value that should motivate policy aims. We 
have also explained how such points need to be contextualised 
against democratic values and constraints that might enable, 
and might constrain, public health policy agendas: for example, 
the proper provision of a legal mandate to act, or considerations 
regarding due respect for human rights.

Alongside establishing a scientific evidence base, questions 
of value are central to a rigorous idea of public health that can 
stand on its moral base.14,22,23 Inevitably, we need to account for 
dominant socio-political realities, including the motivations and 
interests of political actors.38 But overall, consistent with the aims 
expressed in Adams and colleagues’ paper to win ‘hearts and 
minds’,9 we need to place public health values alongside others 
and measure success and failure in that context. An in-the-round 
evaluation of the values and agency of individuals, different 
publics, and governmental and other actors must be at the core 
of interventions for more equitable and effective public health 
intervention strategies. ■
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