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Abstract
Background: There are many factors across different sectors that contribute to inequities in obesity levels. This
implies the need for action across different government departments and policy domains (hereafter referred to as
whole of government multisectoral action). In this study we explored the public policy attention given to inequities
in obesity using an Australian case study.
Methods: Interviews were conducted with 33 stakeholders involved in the development and implementation of
the whole of government Healthy Weight Initiative (HWI). A thematic analysis was undertaken to identify ways in
which government policy makers and implementers explicitly or implicitly described how actions delivered through
the HWI addressed inequities in obesity within the population.
Results: The analysis revealed that the focus of the HWI was predominantly aimed at the general population, with
minimal attention given to addressing the social distribution of obesity. The reasons for this were explained in
terms of five themes: (1) rationale for a population wide approach; (2) when to apply an equity lens, (3) issues of
government responsibility, (4) philosophically opposing concepts of equity, and (5) tensions across departments as
a result of competing concepts of equity.
Conclusions: It is important to create a shared understanding plus a concern for addressing inequities in public
policy, regardless of whether or not a universal population-wide or a targeted approach is being applied. It is also
important that policies and programs address the social distribution of obesity while understanding local contexts
and needs. In striving to develop policy that brings an explicit focus on health equity, policymakers must consider
the sociological, political, economic, and philosophical tensions at play between different policy actors and
government departments, and identify how to navigate these without reverting to siloed working.
Keywords: Health inequities, Obesity, Whole of government, Public policy

Background
The considerable literature on the social determinants of
health demonstrates that whole of government multisectoral actions, defined here as action across different governmental departments and policy domains (e.g., economic,
social and health), generate and distribute income, goods,
and services at the global, national, regional and community levels [1–4]. These policies affect the conditions of
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daily living and the practices that different social groups
perform [5, 6]. Depending on the nature of these daily living conditions, different social groups are exposed differentially to health risk or protective factors, thereby resulting
in health inequities [5, 6]. Health inequity, for the purposes
of this study is defined as the presence of avoidable or
remediable differences in health among people related to
economic, social, demographic, or geographical differences
[1–3]. In this study we explored the public policy attention
given to addressing the social distribution of obesity using
an Australian case study.
In many countries, people with less money, less education,
insecure working conditions, and poor living conditions are
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more likely to eat unhealthy diets, not participate in sufficient
physical activity, and have higher levels of obesity and the
diseases associated with obesity [7–10]. Obesity is defined as
having a body mass index of 30 or over [11]. Obesity is a
complex policy problem. It is influenced by the food system
and is also affected by economic, social, and cultural factors
[5, 12]. These factors result in social stratification and
influence the quality of conditions in which people live their
lives and make choices [5, 12]. Within the food system, food
production, manufacturing, retail, food services, and advertising determine what foods are available, where, and for
what price. These in turn influence people’s knowledge, preferences, purchasing, cooking, and consumption practices
[13–15]. Within the built environment, urban design, land
use, modes of transport, public facilities, and market access
affect people’s physical and sedentary behaviours [5]. Also of
relevance to diet and physical activity are the nature of the
physical and social experiences in early life; access to and
quality of education, particularly that of females; the financial, psychosocial and physical conditions of working life, and
the degree of social protection provided [8].
The multifactorial nature of the drivers of inequities in
obesity levels implies the need for a whole of government
policy response as well as actions by non-government organisations and industry. A focus on inequities in obesity also
requires the responses to pay attention to the distribution
of obesity across population groups and not just the average
levels within a population [16–18]. Policies in government
departments other than Health are needed to address the
underlying social determinants of inequities in obesity, with
the Health department playing an important stewardship
role in enabling the necessary inter-departmental collaboration [19]. While whole of government policies to address
obesity prevention are becoming increasingly commonplace
[20], there appears to be little consideration of the distributional effects of these policies and also little action in policy
areas outside health that may be responsible for policies
that drive socioeconomic inequities.

Australians, residents of the ACT have a higher life expectancy, earn more, are more educated, and have higher
rates of employment [24]. Despite these socio-economic
advantages, 63% of adults in the ACT are overweight or
obese [24]. However, these averages mask the social inequities within the ACT, for instance, the level of obesity
in the lowest socioeconomic group is 2.3 times higher
than that experienced by those in the highest socioeconomic group [25]. The HWI was developed to address
obesity across the whole population, thus providing an opportunity to study the ways in which the social distribution of obesity was addressed.
The aim of this study was, therefore, to provide empirical evidence on the ways in which policy attention to
the social determinants of inequities in obesity manifests
across a whole of government obesity prevention initiative (the HWI). Focusing on an Australian jurisdiction,
the study identified ways in which policy makers and
other key stakeholders explicitly or implicitly address the
social distribution of obesity.

Policy case study

The policy case is the Healthy Weight Initiative (HWI).
The HWI was launched in 2013 with the aim to halt the
rising rates of overweight and obesity in the Australian
Capital Territory (ACT) population [21]. The HWI used a
whole of government approach to delivering policies and
programs that aimed to improve food environments and
active living environments. The HWI has been led by a
central government agency, with technical input from
health experts and a steering committee comprising members from seven government departments. Further details
explaining the development and implementation of the
HWI are published elsewhere [22]. The ACT is a
city-state in Australia with an estimated population of
410,300 residents in 2016 [23]. Compared to other

Methods
A qualitative cross-sectional study design was adopted,
with data collected using interviews with key stakeholders. These qualitative interviews were conducted
with the dual purpose of collecting insights from stakeholders involved in the HWI to (1) inform an overarching evaluation, and (2) explore the policy attention given
to addressing the distribution of obesity across the population. It is the latter that is the focus of this paper.
Sample and recruitment

The government HWI co-ordinating unit compiled a
comprehensive list of 33 key stakeholders who were involved in the decision making processes during the development and implementation of the HWI. Each
stakeholder received a letter of invitation to an interview
from the HWI co-ordinating unit. Two government staff
declined but provided alternative contacts who were
subsequently invited. The HWI co-ordinating unit provided the resulting list of stakeholders willing to be
interviewed to the lead researcher, who subsequently
made contact to book the interviews. Informed written
consent was obtained before each interview commenced.
Of the list of 33 potential interviewees provided, 28
agreed to participate (1 agreed to participate but experienced an illness and therefore had to withdraw) and an
additional 6 were recruited through personal referral
from interviewees. Subsequently 29 face-to-face interviews were conducted with 33 stakeholders (Table 1).
Two were paired interviews and one was a group interview with three interviewees. The interviews were conducted between August and October 2016 and lasted
between 45 to 60 min.
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Table 1 Gender, sector and role of participating stakeholders (n
= 33)
Category

Description

Quantity

Gender

Male

16

Female

17

Sector/agency

Role

Health department

6

Central department

9

Other departments

11

Non-government agencies

7

CEO

3

Senior executive

6

Manager

15

Agency staff

9

Topics covered in the interview guide included: interviewees’ involvement with planning and implementing
the HWI, ways in which interviewees thought their department could influence access to healthy foods or promote physical activity, and the presence and or absence
of equity in policies and programs. Broader questions relating to the evaluation were also posed. In total, 27 of
the interviews were digitally audio recorded and professionally transcribed, with handwritten notes taken in the
remaining two interviews. As interviews were conducted
among a small pool of stakeholders, to protect their anonymity participants are identified only by a code. Transcripts and coding were managed using NVivo11, a
qualitative software analysis program.
Data analysis

A thematic analysis [26], which is appropriate for use in
applied research, was conducted to explore ways the participating policy makers and program implementers explicitly or implicitly described how actions delivered through
the HWI addressed inequities in obesity within the population. A deductive coding schema was developed based
on existing constructs and concepts from the literature including social determinants of health frameworks; equity/
equality literature; and different policy approaches to
equity (e.g., universal, proportionate universalism, targeting) [2, 8, 27]. Inductive topics which emerged from the
interviews were added to the coding, such as economic rationalist arguments for policy-related decision making.
Coding and analysis were performed from the commencement of, and throughout, data collection. In order
to conduct the thematic analysis, data were initially
coded either sentence by sentence or paragraph by paragraph, depending on the variability of content [28]. As
relationships or overlaps in the content of topics became
clear, changes were made to the topics by either combining them, splitting them, or re-coding them to different
constructs. Data saturation occurred prior to the end of
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coding (i.e. no new topics emerged and repetition of
concepts was consistent), however all data were coded
to ensure all participants’ views were included in subsequent analysis. Codes and full transcripts were read and
re-read several times ensuring a high level of data
immersion and enabling an in-depth interpretation of
the data. Text and matrix searches were also used to explore differences and similarities in salient issues or perspectives according to the demographic characteristics
of interviewees [29].
The lead researcher (MP) engaged SF in analytical
conversations on a fortnightly basis in order to identify
and then explore themes as they emerged. Both GS and
PK were involved in the analysis and interpretation of
data and refinement of themes at the completion of data
collection. Refinement of themes also progressed as part
of the writing and re-writing of the manuscript over
time. As a result of the analysis, five themes emerged
with pertinence to this study: (1) rationale for a population wide approach; (2) when to apply an equity lens, (3)
issues of government responsibility, (4) philosophically
opposing concepts of equity, and (5) tensions across departments as a result of competing concepts of equity.
An important aspect for establishing rigour in the
findings was triangulation [30]. Four types of triangulation have been identified: (1) method triangulation, (2)
theory triangulation, (3) data source triangulation, and
(4) investigator triangulation [30]. The latter two were
used in the present study whereby the views of various
stakeholders were sought across all departments and by
those at different levels within departments; and
peer-review and input via continual discussion among
the research team representing academia and government feeding into analysis and data interpretation.

Results
The thematic analysis revealed that while the focus of
the HWI was predominantly aimed at the average population level, some recognition was given to addressing
the social distribution of obesity across the jurisdiction.
Political, social, economic, and contested philosophical
approaches to addressing obesity are apparent throughout the analysis. The results relating to each of the identified five themes are described in detail below:
Theme 1: Rationale for a population wide approach

The official rationale for the population-wide focus of
the HWI was articulated by two high level stakeholders
who were influential in this decision. The main factors
they identified were (1) they started with the evidence
that overweight and obesity were highly prevalent (e.g.,
affect the majority of the adult population) and widely,
not necessarily socioeconomically, distributed within the
jurisdiction, (2) a concerted effort to prevent “othering”
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(labelling obesity a problem only associated with vulnerable or marginalised groups) the problem, (3) the understanding that population-based policies can be designed
so that they have greater effect on more disadvantaged
community members without the need to explicitly
mention equity, and (4) the rationale that a focus on improving urban planning features would ensure that new
infrastructure would be inclusive of all citizens regardless of socioeconomic status. Furthermore, other interviews revealed a confusion around the definition of
what targeting meant across different departments,
and this may have contributed to the population-wide
approach.
While acknowledging the presence of socioeconomic
impacts on obesity, one participant described the reasoning behind not articulating an equity focus in the
aims of the HWI in terms of the high prevalence and
broad distribution of obesity in the jurisdiction.

These two interviewees expressed that labelling of
overweight and obesity as a “poor person’s problem” was
not only inappropriate, but by its nature, patronising
and indeed inequitable. They therefore argued for designing population-based policies that had the potential
for greater effect on more disadvantaged community
members. By doing so, the policies could reduce inequities without the need to explicitly mention equity, and
this was perceived to be a more palatable solution to addressing rising rates of overweight and obesity.

I strongly argued for it not to be [an equity focus]. It
wasn’t because I didn’t care about equity it was just I
know this place. There’s no doubt there is a
socioeconomic gradient for obesity as there is for most
health risk behaviour and as there is for most health
risk outcomes. So it wasn’t an intellectual rejection of
that premise. But, we have two-thirds of the adult
population overweight and we have a significantly
above average income. Now those two figures cannot
be consistent. (P27).
During the development of the HWI, some stakeholders observed an “othering” of the problem by those
in key policymaking positions and attributed this to the
mainly middle class, bureaucratic perspectives being applied to understanding the development of overweight
and obesity.
I sit in meetings with fat bureaucrats on $200 grand a
year who are continually talking about the poor people
and how fat they are. It’s just another way of othering
the problem. (P27).
These perspectives contrasted with those of the two
key decision makers in particular, who reiterated that
high rates of overweight and obesity were not confined
to lower socioeconomic groups. P27 went on to say:
It’s not an others’ problem. This is a universal problem
with the food supply. It’s poisonous basically and in
chronic doses it’s poisonous right. For most people, me
included. I have to say I’m overweight … Now if
socioeconomic advantage means anything I really
should be pretty thin. But it doesn’t outweigh the
effects of the environment. (P27).

I think what you have to do is construct a system
which actually can have differential effects where the
incentives are universal but they are not differentially
applied. That is actually called the market generally
speaking. So that’s why it [HWI] doesn’t contain an
equity focus. (P27).
The two interviewees also described the way in which actions to affect healthy eating and physical activity specific to
disadvantaged groups were not necessary due to the urban
planning features of the city, once again highlighting a context specific rationale. For example, it was noted that all residents have similar access to green space as it is abundant
everywhere and that even those geographic locales where
there are slightly higher pockets of disadvantage have good
access to well-serviced shopping centres and supermarkets.
This made drawing on learnings from other cities which incorporated equity into their policies difficult to translate as
this jurisdiction was considered unique in nature.
Look at the pockets of residents of X, very socially
disadvantaged; actually no further from really good
supermarkets than the very rich people who live next
door. Access to green space? We’ve got nothing but
green space. Most of the international experience with
big cities doesn’t translate very well here. (P27).
Many other interviewees also argued for a
population-based approach whilst recognising the need
to create policies and programs for community members
experiencing the greatest need. However, these participants referred to achieving this through targeted approaches. These interviewees did not report the same
sentiment as the two key decision makers referred to
above; that is, they viewed overweight and obesity as a
problem predominantly confined to lower socioeconomic groups within the jurisdiction. These interviewees
suggested a range of approaches to addressing obesity
through targeting disadvantaged community members.
Normally where there’s a serious problem, governments
don’t normally intervene at the population level, we
intervene where the problem is most manifest … I
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would suggest you’d spend more on the disadvantaged
and very overweight who may not have the private
health insurance or the inclination to cover their own
medical costs later in life. So I’d be more targeted at
vulnerable/disadvantaged in the risk groups and I’d
spend more time on the behavioural economics or the
psychology of eating and good choices that people
make. I’d get rid of soft drinks too. (P12).
Justification for population-level approaches were also
described in terms of increasing policy reach within a
context of constrained human and financial resources.
So we used to do that [target small community
groups], but you’re talking about a group of 10 people.
The money, the resources that you spend is huge for
very, very limited impact. You do almost have to say,
“Is that actually value for money and would we be
better off working at a different level?” … That sounds
really awful … We might be able to do things that
influence work with those groups of people, but I don’t
think we can put a lot of resources into working with
very small groups of people. (P18).
In this, and other interviews, there appeared to be moments of cognitive dissonance experienced by stakeholders. While many interviewees confidently upheld
their views regarding the population-level focus of programs and policies based on the utilitarian argument to
achieve the greatest impact for the greatest number, they
still acknowledged that not addressing inequities was on
some level, not intuitively right, as evidenced by the
statement about the situation being “awful”.
The population level approach seemed to also be influenced by different and ambiguous understanding of the
term ‘targeting’. Interviewees from the community services department viewed equity-focused work as that
which targets small pockets within the community experiencing specific needs. Whereas those from the Health department viewed targeting as policy actions designed such
that those experiencing the greatest disadvantage were
benefitted most from the policy in terms of influence on
health behaviours. Examples given were the cases of tobacco control pricing and soda taxation strategies [31, 32].
There’s more and more evidence that we should be
targeting disadvantaged individuals more and more
and to support them, but the piecemeal ad hoc sort of
stuff where some of the disadvantaged schools have got
breakfast clubs and some of the centres have got
supermarket tours or cooking classes or whatever else
isn’t really enough. I think if you’re really going to
make a difference in that space you need to make a
systemic change. (P32).
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Theme 2: When to apply an equity lens

The typical answer to the question “Are you able to tell
me about any work that you are doing that has an equity
focus?” was simply “No”, with interviewees explaining that
equity did not feature in most project planning, reflecting
responses given about the HWI as a whole, for example:
We don’t target a particular group for a particular
development … so it’s more overarching. (P19).
In these discussions, some stakeholders added, unprompted, that they did however feel that equity should be
something that receives further consideration. Equity was
an inherent, albeit unintentional, feature of a small number
of the discussed policies and programs. For example, policies such as those stipulating guidelines for healthy school
canteen menus or healthy vending machines. Hospitals
were noted as having substantial potential to influence
more disadvantaged groups to a greater extent.
I think when you’re working on the food environment a
lot of it would be about equitable access simply
because of what you’re trying to do. (P18).

Theme 3: Issues of government responsibility

As a way of unpacking their understanding of what an
equity-focus might entail, interviewees were asked to
consider what types of equity-focused policy and programmatic actions could be taken within their department, should the opportunity emerge to implement
them. Only a handful of interviewees were able to provide suggestions to answer this question. This could reflect a lack of understanding of, or experience working
on, equity-focused matters.
Within the urban planning domain, diversity of housing within higher socioeconomic areas was discussed as
an avenue whereby disadvantaged members of the community could benefit, especially through greater access
to employment. While employment and housing were
not explicitly part of the HWI, some interviewees were
cognisant of their influence on the distribution of obesity. For example, one interviewee spoke of the role of
urban planning in reducing inequities through the ability
of residents to live in a location that enabled them to
walk or ride to work.
… in terms of the broader equity question, what urban
planning can do is make sure that we have mixtures of
tenancies, like housing diversity. But in one area we
have four jobs per resident, and we’re excluding more
people moving in here … creating a disadvantage for
people, about accessing work. So we’re making sure
that there is housing diversity, that there is affordable
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housing, that there’s some public housing, that it’s not
just a place for yuppies. (P03 and P04).
The use of zoning restrictions for fast food outlets was
highlighted as an important action for health equity as it
would go some way to protect vulnerable populations
from exposure to unhealthy food.
… the fast food chains and all the poor food providers,
do their socioeconomic analysis and put their
restaurants on the journey home for poor people where
they can easily access them. So you can go through
and get crap food, and take it home, and then you’ve
got dinner on the table. But can planning play a role
in that? It could, but it’s going to be called social
engineering. (P03 and P04).
Throughout these discussions, it was apparent that issues
of government responsibility were being highlighted, and
there was some hesitation as to whether or not government
had a role to intervene in some areas. For example, while a
few stakeholders were able to describe potential
equity-focused initiatives that their departments could take
the lead on, others said they saw opportunities for
equity-focused policy but stopped short of suggesting such
actions take place as they did not believe it was the role of
government to intervene in markets. One participant said:
I think it needs to be led by the community and society
that healthy eating and healthy lifestyles are what we
want and then the private sector markets will respond
and provide that. (P13).

Theme 4: Philosophically opposing concepts of equity

Differences amongst stakeholders in their understanding
of equity became apparent when discussing the role of
different departments and how equity could be built into
policies or programs across all departments. Analyses revealed that the interviewees’ responses quickly focused
on population-level actions to address nutrition, physical
activity, and or weight, rather than the way in which
these actions affect the distribution of obesity. When interviewees were asked to reflect on reasons why they
automatically reverted to non-equity focused discussions, many reported that they simply do not think
about it unless it is identified as a specific issue to be addressed and it is not “front of mind”. In many instances,
the language and tone used to reflect upon the lack of
equity focus conveyed a sense of guilt coupled with surprise that equity was not an explicit focus for the HWI.
It sounds awful when I say it out loud, but I think we
tend to think of inequity in terms of very traditional
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concepts around how staff should be treated,
regardless of race, colour, religion, etcetera, but not in
terms of inequity. (P05).
It was also reported that many of the programs and
policies implemented as part of the HWI would likely,
by their nature, engage community members of higher
socioeconomic status, rather than those experiencing the
most disadvantage.
So housing, transport, and urban planning are all
relevant to my current role. And in housing and urban
planning the two elements that catch me most on the
food provision side are where people might want to grow
a portion of food themselves and whether we’re actively
thinking about that. But even where we do, we probably
are pitching it more to higher socioeconomic class. So
growing your own snow peas is something that people
who have time and financially better off do rather than
someone who does it to save money. (P07).
Some stakeholders spoke in a very frank manner about
the “real classist element” to conversations about equity
by policy makers and the oftentimes “patronising” manner in which these unfolded.
We have ascribed middle-class white values to some of
these policy approaches and I do see that creeping in.
(P08).
On average we’re incredibly healthy and wealthy …
partly due to our unique approach to public housing
where we have public housing throughout the suburbs,
we have 12,000 public houses evenly spaced with some
exceptions. There’s not a lot of the highly visible, in
your face inequality that you might see in other cities,
not based entirely on geography. You could take away
a little bit of our extremely strong middle class welfare
and try and spend some money on social inclusion
initiatives, be it in the Health budget or other parts.
Education is critical to that. Housing, welfare, social
policy, urban planning … I think on those inequality is
a problem but I think we need to spend more time
acknowledging it and seeking it out because it’s not as
visible as in other cities. (P12).
These types of reflections provide insights into the
way in which a lack of stark visibility and lack of acknowledgement of health inequities experienced by
lower income groups, may have contributed to the absence of an equity focus in the HWI. Further, a few
stakeholders felt that, in addition to their predominantly
middle-class perspectives, there was a lack of understanding by some policymakers as to the structural
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factors influencing community members’ abilities to enact health promoting behaviour that could reduce obesity rates. This simplistic view of the factors leading to
the emergence of inequities in obesity rates played out
in the creation of policy that was not designed with
equity in mind.

I would say that’s something that hasn’t worked
because they keep running swimming classes for 10
women and it’s great that they’re learning how to swim
but there’s 10 of them! It’s not an obesity program.
(P27).

The problem here is not that people misunderstand
that what they’re eating is healthy, it’s the opportunity
to eat healthy that is fundamentally different. They
know it’s not good for them, they just don’t have a
choice. I think that doesn’t necessarily play out very
well in policy as I see it come through. (P08).
An exception regarding an explicit equity focus were
the social inclusion projects led by the community services department. However, despite equity-centred work
being an explicit goal within this department, little was
known about their work among many interviewees from
other departments.

Theme 5: Tensions across departments as a result of
competing concepts of equity

The two dominant concepts of equity in programs and
policies that became apparent through analysis of these
interviews might be summarised in the following way: 1)
that equity is achieved by reaching a high proportion of
the population, and 2) that equity is achieved by targeted
programs to address the distribution of obesity among
vulnerable populations.
Although the HWI was described in terms of a
population-level focus (the former conception), the Social Inclusion portion of the HWI, led by the community
services department, was described in terms of addressing inequity (the latter conception):
By targeting better nutrition and physical health as
part of its broader social equity agenda, the
government will build on the wide range of programs
already in place to assist those experiencing
disadvantage. (p. 15) [21].
The tension between these two conceptions of equity
can be further understood using the frequently cited example of free swimming lessons that were offered to a
small group of women. While the Community Service
department believed in and were indeed proud of their
equity-focused work relating to the swimming program,
interviewees from other departments were not convinced of its merit citing a lack of value for money in
terms of reach and effectiveness coupled with a philosophical opposition to downstream approaches to addressing overweight and obesity.

The tensions between these competing conceptions of
equity became further apparent when interviewees expanded further on their differing expectations regarding
program outcomes and whether success should be described for the individual or at the population-level.
We’ve taught 100 women how to swim. Once. That’s a
really wonderful thing. But is that going to change the
population level of obesity? Absolutely not …. For those
individual women … .it probably was a great thing.
They had socialisation, they had physical fitness. But
is it going to influence their individual health?
Probably not. Is it going to influence the entire group
of the community here? Probably not. Is it going to
make any iota of difference to our zero growth in
obesity target which is the target? It definitely isn’t.
(P29).

Discussion and implications
Given the importance of equity as a public health policy
goal [1, 2, 4, 33], the exploration of this aspect in relation
to obesity and within a major whole of government initiative (the HWI) provides an opportunity for timely insights
into how such a policy goal can be pursued when located
alongside a number of other policy goals. The HWI was
established under the premise of achieving the greatest
good for the greatest number of people through its largely
population-wide approach [21, 22]. In the study of the
HWI, the factors affecting the absence or inclusion of
equity in policies and programs were discussed and often
exemplified by the presence of cross-departmental contentions regarding the use of population-wide approaches
to public health versus targeted efforts to address inequities experienced by vulnerable groups within the community. While there are some generic and generalizable
factors that can be applied to obesity prevention across
settings [34], there are nuanced differences and details
that come into play in different local contexts and in also
addressing inequities [35].
This study revealed that although equity was not
stated as an explicit focus of the HWI (except in the case
of the work conducted by the community services department), all interviewees were aware of some level of
obligation to address it. In many ways it could be suggested that while the end goal of reducing overweight
and obesity in the jurisdiction was the same for all stakeholders, it was the means by which this was hoped to be
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achieved that were different. It is apparent from the
current study that finding a way to capitalise on the
common goal of obesity reduction is essential to creating
effective policy and programmatic actions across the numerous departments involved in the HWI.
As demonstrated in the present study, progress can be
hampered if equity is conceived in different ways by
stakeholders. Therefore, the current study shows how a
shared understanding of what is meant by equity is key
to ensuring a policy goal is progressed. Indeed, unless
equity is explicitly defined and prioritised as an issue to
be considered, it is unlikely to factor into policy development and implementation.
It was apparent in this study that while there was intuitive appeal in addressing inequities, there was a predominant utilitarian way of thinking coupled with middle-class
viewpoints which presented difficulties in negotiating the
space. The jurisdiction being studied presents a curious
paradox in that, in general, it experiences several advantages compared to other jurisdictions in terms of the social determinants of health, but this does not necessarily
translate to better health outcomes [21]. Furthermore,
while obesity is a population-wide issue in the jurisdiction,
rates are higher in the lowest socioeconomic areas, which
is consistent with national and international trends [16,
36, 37], and would suggest a need for equity-focused activities in order to redress such inequities.
Equity-focused actions, do however, need to be carefully
considered, in order to avoid ‘lifestyle drift’ and ‘othering’
of the causes of obesity [38, 39]. ‘Lifestyle drift’ is a term
used to describe policy actions that initially seek to tackle
inequities via upstream approaches to addressing the social determinants of health, but then drift downstream to
focus on factors at the individual level [38, 39]. Recent research suggests that government stakeholders become
more cognisant of the occurrence of ‘lifestyle drift’ within
their policymaking and in doing so, prevent othering of
particular issues that are experienced to a greater degree
by marginalised or vulnerable groups [40]. Arguably, the
HWI has avoided othering the problem of obesity by taking a predominantly population-level approach.
In developing and implementing policies and programs to
address population health issues that are inequitably distributed, like obesity, this study highlights the importance of
also ensuring the needs of those most at risk are addressed
in conjunction with using a universal population-wide approach. Priority must be given to ensuring inequities are
not increased and giving attention to opportunities to decrease disadvantage [16]. Any concealment of poverty due
to city planning may exacerbate disadvantage by rendering
it invisible. Ensuring an appropriate mix of universal and
targeted policies and programs fit for context, with sufficient resourcing, is key for effectively and respectfully addressing the distribution of obesity within populations [16].

As this analysis demonstrates, the political (e.g., policy
contexts), social (e.g., class) and economic (e.g., finance and
resources) tensions as well as the contested philosophical
(e.g., inter-departmental tensions) approaches to addressing
obesity creates challenges for cross-government approaches
to problems that appear resistant to resolution [41–43].
These, coupled with the local contextual issues, makes addressing the distribution of obesity a complex challenge
with no one-size-fits-all approach [5].
Systems science methodologies have shown promise as effective means for addressing obesity in ways that are fit for
purpose within communities. For example, Allender and colleagues held systems mapping exercises with community
members in order to identify solutions to obesity [35] and
Friel and colleagues have created a systems diagram of the
determinants of inequities in healthy eating [19]. Following a
similar process could provide fruitful insights and learnings
for whole of government strategies to address the social distribution of obesity within populations. Benefits of such
methods include the ability for stakeholders coming together
with different viewpoints to understand the reasoning behind
seemingly ‘wrong’ ways of doing things in order that they
may come to new points of compromise whereby key priorities can come into alignment [19, 35].
Our findings should be considered in light of the following methodological limitation. Our sample of interviewees
were those who were involved in the HWI in some way,
therefore there were no perspectives provided from those
viewing the HWI from an external position. While we succeeded in our aim of interviewing a broad range of stakeholders from different departments, both inside and
outside government and at different levels of the various
agencies involved in the HWI, there may have been more
contrasting views that were not represented in our sample.

Conclusion
The present study has highlighted the need for policies
and programs for addressing the distribution of obesity
that are fit for local contexts. A general approach to applying an equity lens at the policy development stage
could be to always ask ‘who benefits and who loses from
each policy and program?’ Policymakers must consider
the tensions at play between different value systems, understandings of equity, and institutional priorities, and
identify how best to navigate these without reverting to
siloed working. How equity is conceptualised must also
be clearly defined and communicated from the outset, in
the early stages of planning; this is also crucial for enabling effective evaluation efforts to better understand the
value and differential impact of various interventions
across socioeconomic strata. Finally, discussing the appropriate use of universal versus targeted approaches
will be crucial to equitably addressing obesity in a whole
of government context.

Pescud et al. International Journal for Equity in Health

(2019) 18:8

Abbreviations
ACT: Australian capital territory; HWI: Healthy weight initiative

Page 9 of 10

6.
7.

Acknowledgements
We are very grateful to the study participants who took part in this research.
Funding
This research was supported by The Australian Prevention Partnership Centre
(TAPPC) through the National Health and Medical Research Council
Partnership Centre grant scheme (grant ID GNT9100001) with the Australian
Government Department of Health, the NSW Ministry of Health, ACT Health
and the HCF Research Foundation.
Availability of data and materials
The dataset used and/or analysed during the current study is not available
due to conditions surrounding ethical approval.
Authors’ contributions
SF received funding to conduct the study and developed the original idea
and design of the study in conjunction with MP, GS, and PK. SF submitted
the study protocol for ethics approval. MP conducted the interviews and
drafted the initial version of the manuscript. All authors were involved in the
creation/approval of the discussion guide and coding schema; data
interpretation, and the thematic analysis of the transcripts; and critical review
and approval of the final version of the manuscript.
Ethics approval and consent to participate
The ANU Human Research Ethics Committee granted ethics approval for this
study (#2014/343). The jurisdictional Human Research Ethics Committee
deemed the project to be Quality Assurance. Informed written consent was
obtained before each interview commenced.
Consent for publication
Consent for publication has been obtained from study participants.
Competing interests
MP and SF declare that they have no conflicting interests. GS and PK work for
the ACT Government who are funders of the HWI and of TAPPC. Further, PK was
a key leader in the conception and implementation of the HWI, one of the key
informants interviewed, and a co-author. To guard against this competing
interest, interviews were conducted, transcribed, and de-identified
independently and initial analysis performed before being shared with PK.

8.

9.
10.
11.
12.
13.

14.

15.

16.

17.
18.
19.

20.

21.
22.
23.
24.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
The Australian Prevention Partnership Centre, Sax Institute, Ultimo, Australia.
2
School of Regulation and Global Governance (RegNet), College of Asia &
the Pacific, Australian National University, Room 3.34, Coombs Extension
Building, 8 Fellows Rd, Canberra ACT, 0200, Australia. 3Population Health
Protection and Prevention, ACT Health, ACT Government, Canberra, Australia.
4
Australian National University Medical School, Canberra, Australia.

25.

26.
27.

28.

Received: 17 July 2018 Accepted: 6 January 2019
29.
References
1. Marmot M, Friel S, Bell R, Houweling TA, Taylor S, CoSDo H. Closing the gap
in a generation: health equity through action on the social determinants of
health. Lancet. 2008;372:1661–9.
2. Wilkinson RG, Marmot MG. Social determinants of health: the solid facts:
World Health Organization; 2003.
3. Blane D. Social determinants of health--socioeconomic status, social class,
and ethnicity. Am J Public Health. 1995;85:903–5.
4. Marmot M. Social determinants of health inequalities. Lancet. 2005;365:
1099–104.
5. Friel S, Chopra M, Satcher D. Unequal weight: equity oriented policy
responses to the global obesity epidemic. BMJ: British Medical Journal. 2007;
335:1241.

30.
31.

32.

33.

Kindig DA. Can there be political common ground for improving
population health? The Milbank Quarterly. 2015;93:24–7.
Commonwealth of Australia. State of preventive health 2013. Canberra, ACT:
Australian National Preventive Health Agency; 2013.
Friel S. Health equity in Australia: a policy framework based on action on
the social determinants of obesity, alcohol and tobacco Canberra: National
Preventative Health Taskforce; 2009.
Pampel FC, Krueger PM, Denney JT. Socioeconomic disparities in health
behaviors. Annu Rev Sociol. 2010;36:349–70.
Gallus S, Lugo A, Murisic B, Bosetti C, Boffetta P, La Vecchia C. Overweight
and obesity in 16 European countries. Eur J Nutr. 2015;54:679–89.
World Health Organization. Obesity and overweight fact sheet. 2016. http://
www.who.int/mediacentre/factsheets/fs311/en/. Accessed July 2017.
Friel S, Hattersley L, Ford L, O’Rourke K. Addressing inequities in healthy
eating. Health Promot Int. 2015;30:ii77–88.
Wall J, Mhurchu CN, Blakely T, Rodgers A, Wilton J. Effectiveness of
monetary incentives in modifying dietary behaviour: a review of
randomized, controlled trials. Nutr Rev. 2006;64:518–31.
Jensen JD, Smed S. The Danish tax on saturated fat – short run effects on
consumption, substitution patterns and consumer prices of fats. Food
Policy. 2013;42:18–31.
Magnus A, Haby MM, Carter R, Swinburn B. The cost-effectiveness of
removing television advertising of high-fat and/or high-sugar food and
beverages to Australian children. Int J Obes. 2009;33:1094–102.
Marmot MG, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, Geddes I.
Fair society, healthy lives: strategic review of health inequalities in England
post-2010; 2010.
Black SD. Inequalities in health: the Black report; 1982.
Lalonde M. New perspective on the health of Canadians a working
document. Minister of supply and services; 1981.
Friel S, Pescud M, Malbon E, Lee A, Carter R, Greenfield J, Cobcroft M, Potter
J, Rychetnik L, Meertens B. Using systems science to understand the
determinants of inequities in healthy eating. PLoS One. 2017;12:e0188872.
Kelly PM, Davies A, Greig AJ, Lee KK. Obesity prevention in a city state:
lessons from new York city during the Bloomberg administration. Front
Public Health. 2016;4.
ACT Government: Towards Zero Growth. Canberra: ACT Government Health
Directorate; 2013.
Pengilley A, Kelly P. Building the machine: the importance of governance in
obesity policy. Frontiers in Public Health Policy. 2018;6:221.
Australian Bureau of Statistics: 3101.0 - Australian demographic statistics, Jun
2017. Canberra: ABS; 2017.
ACT Health. Healthy Canberra, Australian Capital Territory Chief Health
Officer's Report 2016. Canberra: ACT: ACT Government; 2016.
Australian Institute of Health and Welfare: Impact of overweight and obesity
as a risk factor for chronic conditions: Australian Burden of Disease Study.
Australian Burden of Disease Study series. vol. no.11. Cat. no. BOD 12. BOD.
Canberra: AIHW; 2017.
Braun V, Clarke V: Using thematic analysis in psychology. Qualitative
Research in Psychology Qualitative Research in Psychology 2006, 3:77–101.
Carey G, Crammond B. A glossary of policy frameworks: the many forms of
‘universalism’ and policy ‘targeting’. J Epidemiol Community Health. 2017;71:
303–7.
Strauss A, Corbin J. Basics of qualitative research: procedures and
techniques for developing grounded theory. Thousand Oaks, CA: Sage;
1998.
Chappell S, Pescud M, Waterworth P, Shilton T, Roche D, Ledger M, Slevin T,
Rosenberg M. Exploring the process of implementing healthy workplace
initiatives: mapping to Kotter's leading change model. J Occ and Environ
Med. 2016;58:e341–8.
Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville AJ. The use of
triangulation in qualitative research. Oncology Nursing. 2014;41.
Backholer K, Sarink D, Beauchamp A, Keating C, Loh V, Ball K, Martin J,
Peeters A. The impact of a tax on sugar-sweetened beverages according to
socio-economic position: a systematic review of the evidence. Public Health
Nutr. 2016:1–15.
Hill S, Amos A, Clifford D, Platt S. Impact of tobacco control interventions
on socioeconomic inequalities in smoking: review of the evidence. Tob
Control. 2014;23:e89–97.
Friel S, Marmot MG. Action on the social determinants of health and health
inequities goes global. Annu Rev Public Health. 2011;32:225–36.

Pescud et al. International Journal for Equity in Health

(2019) 18:8

34. King L, Gill T, Allender S, Swinburn B. Best practice principles for
community-based obesity prevention: development, content and
application. Obes Rev. 2011;12:329–38.
35. Allender S, Owen B, Kuhlberg J, Lowe J, Nagorcka-Smith P, Whelan J, Bell C.
A community based systems diagram of obesity causes. PLoS One. 2015;10:
e0129683.
36. Wake M, Hardy P, Canterford L, Sawyer M, Carlin JB. Overweight, obesity
and girth of Australian preschoolers: prevalence and socio-economic
correlates. Int J Obes. 2007;31:1044.
37. Frank R, Akresh IR. Social patterning in body mass index (BMI) among
contemporary immigrant groups: the emergence of a gradient.
Demography. 2013;50:993–1012.
38. Baum F. From norm to Eric: avoiding lifestyle drift in Australian health
policy. Aust N Z J Public Health. 2011;35:404–6.
39. Whitehead M. Waving or drowning? A view of health equity from Europe.
Aust N Z J Public Health. 2012;36:523.
40. Carey G, Malbon E, Crammond B, Pescud M, Baker P. Can the sociology of
social problems help us to understand and manage ‘lifestyle drift’? Health
Promot Int. 2016:dav116.
41. Parkinson J, Parkinson J, Dubelaar C, Dubelaar C, Carins J, Carins J, Holden S,
Holden S, Newton F, Newton F. Approaching the wicked problem of
obesity: an introduction to the food system compass. J Social Marketing.
2017;7:387–404.
42. Finegood DT, Merth TD, Rutter H. Implications of the foresight obesity
system map for solutions to childhood obesity. Obesity. 2010;18.
43. Kickbusch I. Health in all policies: the evolution of the concept of horizontal
health governance. Implementing health in all policies: Adelaide. 2010;2010:
11–24.

Page 10 of 10

