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SUMMARY   

This thesis examined the ideological framing of obesity within a government strategy 

designed to promote healthy weight to explore how ideologies can influence the goal of 

achieving equity in health. Frame theory and critical theory were used to examine 

policies addressing the Healthy Weight Target set in the South Australian Strategic 

Plan, and one of the associated programs, OPAL (Obesity Prevention And Lifestyle). 

Evidence suggests that obesity follows a general, increasingly steep social gradient. 

This means obesity is not only a health problem but also an equity problem. This dual 

nature of the ‘obesity problem’ lies at the core of this study and drives the three 

research questions. First, what are the ideologies and discourses underpinning policies 

designed to contribute to achieving the Healthy Weight Target of the 2007 South 

Australian Strategic Plan? Second, what are the ideologies and discourses underpinning 

one of the community programs and its practice? Finally, to what extent is the aim of 

achieving health equity embedded within the ideologies evident in the policies and 

program? 

Critical theory facilitates an analysis of power, ideology and hegemony, which is 

crucial to understanding how dominant discourses construct responsibility for problems 

and their solution, and what the implications are in terms of equity. Qualitative methods 

were used to investigate these questions. The discourses and ideologies evident in 

policy and program documentation were identified using discourse analysis. In-depth 

interviews were then conducted with key informants from the OPAL program to gain 

insight into which discourses and ideologies were reflected in their perspectives.  

The data illustrated how the ideological framing of problems in documents and 

interviews did not always align with the framing of solutions, and that while obesity 

was often framed as a socioenvironmental problem requiring socioenvironmental 

solutions, in practice solutions often also reflected behavioural discourses making 

individuals responsible for solving their own obesity ‘problem’. It is suggested that this 

may be one way through which neoliberal governance is practiced as it diverts attention 

from obesogenic products, production and producers on to consumption and 

consumers. While capitalist forces of production were not problematised in the 

documents, they were problematised by some of the respondents, and the social-cultural 
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norms flowing from capitalism were problematised by most; the dominant ideology of 

individual responsibilisation was also challenged at times. The complex picture painted 

by the findings supports Gramsci’s theory that hegemony is both culturally pervasive 

and simultaneously resisted. 

Equity is identified in both the policies and program as primarily conceptualised as 

consisting of specific disadvantaged groups. It is argued that this can inadvertently 

result in blaming individuals who ‘have’ the problem as being responsible for their own 

disadvantage. In contrast, viewing equity as distributed along a gradient and thus 

affecting everyone problematises the whole system and social relations of production, 

making it harder to individualise responsibility. It is suggested that augmenting the 

current obesity-centred paradigm with one that is equity-centred might support the 

socioenvironmental framing of obesity, counterpointing the individualising of 

responsibility in policy that is an ideological pillar of neoliberal capitalism. 
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CHAPTER 1: INTRODUCTION 

1.1 Overview of this study 

Obesity rates are increasing globally, and in Australia almost 4 million adults — more 

than a quarter of the population — are now obese (National Heart Foundation 2012; 

World Health Organization [WHO] 2014). Obesity is also distributed increasingly 

unevenly across the population, being higher in those groups that are more 

disadvantaged (Commonwealth of Australia 2009a; Loring & Robertson 2014). This 

makes obesity a problem of health inequity as well as a health problem. 

This thesis examines how different ideological understandings of obesity and healthy 

weight influence health equity. The central question explored is how the goal of health 

equity described in healthy weight policies is influenced by the ideologies underpinning 

them. This is explored in this study by examining the South Australian government’s 

policy response to its Healthy Weight Target (HWT), itself a response to the increasing 

incidence of obesity in South Australia (SA). The discourses that frame obesity as a 

problem in policy, and how this affects the solutions developed in response, are 

considered. Critical theory and frame theory inform this study, and a problematising 

approach to policy analysis is followed (Bacchi 2009; Fischer 2003).In SA, the Eat 

Well Be Active Healthy Weight Strategy for South Australia 2006–2010 (SA 

Department of Health 2006a) policies and the associated program, OPAL (Obesity 

Prevention And Lifestyle), aim to increase the number of South Australians in the 

healthy weight range in an equitable manner. This research seeks to contribute to the 

knowledge base from which public policy is generated by investigating the extent to 

which the ideologies underpinning the policies and program influence this goal. While 

the ideologies influencing understanding of causes of the obesity problem at a general 

level have been examined elsewhere (e.g. Henderson et al. 2009), investigation of the 

ideologies apparent in the specific solutions — that is, in policies and programs 

themselves — are rarely studied, and the research exploring ideologies does not focus 

on equity (Gard 2011a, 2011b; Gard & Wright 2005). Although there is considerable 

scholarship concerning obesity as a problem of health inequity, this study seeks to link 

these two fields by focusing on the way that ideologies which permeate policy solutions 
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to obesity impact on the goal of health equity, and thus to make a contribution to 

equitable obesity policy. 

The importance of this aim is underlined by the gravity of the problem. Obesity is 

widespread and increasing, with serious implications for health (WHO 2014). It is also 

distributed unequally, in general following the social gradient. That is to say, obesity is 

higher in those groups that are more disadvantaged and lower in those groups in the 

population that are more affluent (Loring & Robertson 2014). This is especially true for 

women and children (Commonwealth of Australia 2014; Sobal & Stunkard 1989). 

Evidence suggests that the social gradient for obesity is also becoming steeper, with the 

rate of obesity increasing relatively faster at the lower end of the social gradient (Loring 

& Robertson 2014). This makes obesity a problem of injustice in health, that is, a health 

inequity, as well as a health problem per se (Loring & Robertson 2014). 

Additionally, evidence suggests that the effects of obesity and associated discrimination 

can have a compounding impact on the disadvantages resulting from and, in turn, 

causing obesity, for example, reducing opportunities for upward social mobility 

through marriage and occupation (Bacon & Aphramor 2011; Sobal & Stunkard 1989). 

In other words, obesity is both an outcome and a cause of low socioeconomic status 

(Ball & Crawford 2005). Both these features add to the importance of policy responses 

addressing the (increasingly) unequal distribution of obesity as well as its general 

increase. These issues will be explored further in Chapters 2 and 3. People low on the 

social gradient already bear a disproportionate burden of obesity and associated ill 

health (Loring & Robertson 2014). If policies designed to address this in practice fail, 

then increasing inequities and injustice may result. 

Obesity rates in Australia and in the state of South Australia are some of the highest in 

the world (Organisation for Economic Co-operation and Development [OECD] 2013). 

The national- and state-level government responses to the rise in obesity have resulted 

in a range of strategies, guidelines, policies and programs. In South Australia, obesity 

has been perceived as sufficiently serious a problem to warrant being set a specific 

health target within the South Australian Strategic Plan (Government of SA 2007a). 
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1.2 Research questions 

The overall aim of this study was to examine how the ideological framing of the 

Healthy Weight Strategy (HWS) policies and the OPAL program influenced their goal 

of increasing the proportion of South Australians with healthy weight in an equitable 

manner. 

This thesis specifically addresses the following research questions: 

1. What are the ideologies and discourses underpinning policies that are designed 

to contribute to achieving the Healthy Weight Target of the 2007 South 

Australian Strategic Plan? 

2. What are the ideologies and discourses underpinning one of the community 

programs and its practice? 

3. To what extent is the aim of achieving health equity embedded within the 

ideologies evident in the policies and program? 

By addressing these questions it is anticipated that insights will be gained about how 

the problem of obesity can best be addressed in a way that will make the bigger 

improvements in those populations who currently bear the greater burden of ill health. 

The research approach followed in this study will now be described. 

1.3 Research approach 

A critical approach is taken to the issue of obesity, applying a method of policy analysis 

that examines how issues are constructed as policy problems, and how responsibility 

for their solution is represented. The use of critical theory enables an analysis of power, 

ideology and hegemony, which is crucial to understanding how dominant discourses 

construct responsibility for problems and their solution, and what the implications are 

in terms of equity. 

One of the ways to draw out ideological framing is to analyse the discourses employed 

in texts. The identification of discourses was thus fundamental to my analytic purpose. 

Discourse analysis was considered to be the most appropriate method of analysis as 

discourse provides a link between what is said (such as policy texts) and what is unsaid 

(ideology). Because my focus was to elucidate the ideological framing of policy, 
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program and interview transcript ‘texts’, a method of discourse analysis designed 

specifically to facilitate policy analysis was chosen: namely, the approach outlined by 

Bacchi’s (2009) What’s the problem represented to be?. This provides a framework of 

questions with which to interrogate data, and was customised to my purpose by 

incorporating the three health promotion frames identified with distinct ideological 

positions, with the addition of a question specifically focusing on equity (Labonte 

1993). This enabled the ideological framing of data to be identified and provided an 

opportunity for an in-depth exploration of reflections on practice. 

In this thesis, explanations for obesity as a health problem and as an inequity problem 

are reviewed. The evidence and arguments drawn on in supporting these two 

problematisations will be outlined here, and are covered in greater depth in Chapters 2 

and 3. They are given this attention because the way a problem is represented — or 

problematised — has a profound impact on the kinds of solutions proposed in response, 

that is, in policy (Bacchi 2009). From this review, the three frames for health promotion 

interventions (medical, behavioural and socioenvironmental; Labonte 1993) and the 

discourses associated with each are identified and described. This provides an analytic 

framework that is used to inform the method of discourse analysis and which is also 

used in this study to interrogate policy and program data. This is explained in detail in 

the following chapters. 

Of the three frames, the medical frame accepts the narrowest range of causes: 

biological, genetic or metabolic. With the exception of body mass index (BMI) 

categories, which have their origin in the positivist medical frame, this frame is less 

visible in the policies studied here than are the behavioural and socioenvironmental 

frames. The behavioural frame problematises the issue as health and economic, drawing 

on moral deficit, lifestyle and market choice discourses to do so. The problem is 

conceived very narrowly and excludes any but the most proximal causes. This narrow 

view of health tends to focus on the individual and then easily shifts to what the 

individual does to cause the problem they experience. In effect, this becomes what is a 

focus on the obese person/body — the outcome, rather than the cause of weight-gaining 

behaviours. A focus on immediate causes of weight gain tends to exclude the causes of 

the weight-gaining behaviours (Kwan 2009). 
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In contrast, the socioenvironmental frame casts a wide net of factors that influence 

weight-gaining behaviours, problematising environmental factors and, at its most 

encompassing, the distal influences known as the social determinants of health (Friel 

2009; Swinburn 2009). Critiquing the market choice discourse in particular and 

invoking instead an environmental discourse, the socioenvironmental frame adopts a 

much broader view than the medical or behavioural frames; a wider range of factors are 

included as influencing weight and thus relevant to the problem. The breadth of this 

view enables the broad patterning of obesity to be seen, with the result that this 

perspective problematises inequity. This frame tends to be destigmatising as it 

identifies that weight is not simply a result of ‘poor’ behavioural choices. While 

researchers from this perspective generally acknowledge that differences in behaviour, 

though socially and environmentally driven, account for some of the differences in 

weight, they argue that there is more to it than this. In Chapter 3 many explanations are 

proffered to account for the social gradient in obesity. 

The framework derived from the literature review was then incorporated into the 

methodology of the discourse analysis and through which the identification of the 

discourses and ideologies that underpin the policies and program was made. Drawing 

on the insights offered by Gramsci’s conceptualisation of how hegemony can be 

simultaneously strengthened and challenged, a series of incongruences were identified. 

These included incongruences within and between policies and program; between 

policy and program documentation and practice; between the ideological framing of 

problem, cause and solution; and, most importantly, incongruences in the construction 

of responsibility and the implications for equity. 

1.4 Context and contribution of this research 

A number of contributions to the field may arise from this study’s findings. The 

possible role played by ideology that leads to unintended policy outcomes in the field 

of healthy weight is illuminated. This is achieved by illustrating a process for 

comparing the implicit ideological framing of a policy intervention in practice with its 

framing in policy documentation. Differences thus disclosed may be useful for future 

healthy weight policy planning. 
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In this study reflections on whether equitable intentions expressed in healthy weight 

policy and program documentation assure equitable practice are offered. Suggestions 

are also made about how the representation of obesity as a certain kind of problem can 

affect policy and practice. This study illustrates the value that a problematisation 

approach can have in destabilising assumptions; in situations where policy may not be 

having its intended effect, this might be particularly useful. 

The question as to whether the aim of improving population health is compatible with a 

political–economic system that privileges profits over health has been posed numerous 

times (e.g. Freudenberg 2014; Harvey 2007). My study aims to contribute to the field of 

knowledge that will help answer this question by drawing and building on the insights 

from critical scholarship (e.g. Crawshaw 2013; Freudenberg 2014; Guthman 2011; 

Monteiro and Cannon 2012; Moodie et al. 2013) to offer insights into one instance of 

policy intended to deliver improvements in population health ‘in a way which is 

equitable’ (SA Department of Health 2006a, p. 9). The aims of this research locate it 

within a broader context of research and policy action reflecting a socioenvironmental 

discourse that is supportive of the social determinants of obesity and health inequity, 

and challenging of individualist ideology (Baum et al. 2014; Commission on Social 

Determinants of Health (CSDH) 2008; Loring & Robertson 2014; Newman et al. 2014; 

WHO 2004, 2009, 2012a, 2012b; WHO Regional Office for Europe 2015). Chapter 3 

describes the policy context in detail. 

This research raises the question of whether ideology might be a missing link in the 

chain of logic between health, policy and inequity, explaining how socioenvironmental, 

equity-focused intentions become behavioural interventions; that is, it offers insight 

into the ‘lifestyle drift’ phenomenon identified by previous public health researchers 

(Popay et al. 2010). In this study I draw attention to the profound effect the ideological 

context in which policy is developed and executed has on the aims of a policy, thus 

making a contribution to the field of public policy. 

Other researchers (e.g. Swinburn & Egger 2002) have adopted an obesity-centred 

paradigm positioned on the core problematisation of obesity as a health problem (this 

paradigm currently underpins the policy approach to healthy weight in SA). In contrast, 

this research draws attention to how this can lead to a focus of attention which, while 

much broader than that apparent in a behaviourist frame, is still possibly narrower than 
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required to fulfil the policy aim of addressing obesity in a way that also promotes 

equity. In this study I suggest that the equity-centred focus evident in the work of some 

other researchers (e.g. Friel 2009) would expand the range of factors identified as 

relevant targets for change and could thus inform the policy response. 

1.5 Key concepts 

It is useful to first define a number of concepts used in this thesis that are crucial to this 

analysis. Ideology is understood in this research in the sense inherited by Gramsci from 

earlier Marxist writings — as a ‘system of ideas’ (Gramsci 1975a, p. 175) — and also 

in the sense he developed as encompassing social and cultural institutions (Gramsci 

1971). Ideology can thus be used as a means of class domination to secure hegemony 

(that is, the winning of consent to rule), and also as influencing the construction of 

identity (Abercrombie et al. 1988; Eagleton 1994; Gramsci 1975a; Kincheloe & 

McLaren 2000). Hegemony is understood in this thesis as the particular ideology held 

and propagated by the dominant group, making their worldview seem natural and 

working through both what is said and what remains unsaid (Gramsci 1971; Kincheloe 

& McLaren 2000). This understanding informed my analysis of discourse in this 

research. Discourse refers to language that represents a particular way of thinking and 

talking about an issue (Abercrombie et al. 1988). Policy is a particular kind of language 

text, and policy discourse is one way that ideology is practised by government (Fischer 

2003). One of the ways this happens is through the construction of issues as particular 

policy ‘problems’, that is, as problematisations; I use this concept to guide my analysis 

(Bacchi 2009; Rose & Miller 1992). Discourse analysis seeks to make explicit what is 

implicit in a text and is thus the most appropriate method for my objective of 

identifying ideologies that are embedded within health policy discourses. The 

conceptualisations of equity are guided by the WHO (CSDH 2008), which describes 

health inequities as differences in health that are both systematic and avoidable, noting 

that the latter quality also renders them unjust. Detailed definitions will be provided in 

Chapter 4. 

Fundamental to a discussion of obesity is an examination of what is meant by healthy 

or unhealthy weight. I use the term healthy weight when referring to SA Health policies 

as it is the term generally used there, in line with best practice recommendations (King 

et al. 2011) as it is considered less stigmatising than obesity. I use obesity at other 
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times, however, as it refers to a precise range of weights relative to heights calculated 

using body mass index (BMI) that enables international comparisons to be made with 

some confidence. WHO classifications for BMI are used in this study; thus the normal 

weight range 18.50–24.99 kg/m2; overweight 25–29.99 kg/m2; and obese 30 kg/m2 or 

greater (WHO 2014). Aspects of BMI are highly contested in the literature and are 

explored at some length in Chapter 2, along with the usage of healthy and unhealthy 

weight. 

1.6 Outline of chapters 

The following chapter reviews evidence for the ‘problem’. Explanations for the 

problem and policy responses to it are then considered in Chapter 3. In Chapter 4 I 

explain the design of the study, the research approach, theoretical perspective and 

methodology, the choice of qualitative research methods and a description of how the 

data were generated and analysed. Background information about the policies and 

program are provided in Chapters 5–7, followed by analysis of the findings from the 

policy and program document reviews and interviews with 10 respondents from the 

program. In Chapter 8 I bring together and discuss the key findings and conclusion in 

the context of the literature, concluding with reflections on the study limitations and 

potential insights and recommendations for public health. 
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CHAPTER 2: LITERATURE REVIEW — EVIDENCE FOR THE 

OBESITY ‘PROBLEM’ 

2.1 Overview 

This chapter and the next review the literature relevant to this thesis, exploring the 

evidence for obesity, setting the context for this study and identifying how it will 

contribute to existing research. In this chapter, literature establishing obesity as a health 

problem is reviewed. By focusing on obesity’s distribution, as well as its prevalence, a 

social gradient in obesity is noted, highlighting the issue of health inequity. 

2.2 Literature search strategy 

Data on rates of overweight and obesity by country and by state in Australia were 

sourced from a variety of reports from global organisations commissioned by, for 

example, the WHO and the OECD. Australian data were sourced from national bodies, 

such as the Australian Bureau of Statistics (ABS) and the National Heart Foundation. 

South Australian data were taken from reports of the South Australian Monitoring and 

Surveillance System (SAMSS – operated by Population Research and Outcomes 

Studies, University of Adelaide, on behalf of SA Health) and similar organisations. 

2.3 The obesity ‘problem’ 

2.3.1 Establishing obesity as a health problem 

Obesity globally 

Epidemiological evidence overwhelmingly suggests that obesity is a problem for health 

systems, policymakers and governments. Although the term ‘obesity and overweight’ is 

often used to refer to one condition, they will be regarded separately in this thesis as 

their health implications can be quite distinct and are highly contested (Australian 

Institute of Health and Welfare [AIHW] 2003; Flegal et al. 2005, 2007, 2013; 

Heymsfield & Cefalu 2013). The prevalence of obesity is high and on the increase 

globally, having almost doubled between 1980 and 2008, with 11% of adults over the 

age of 20 now considered obese (WHO 2014). 
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The following graph, Figure 2.1, demonstrates the extent of the increase in obesity 

across OECD countries between 2000 and 2011, with Australia experiencing a slightly 

greater increase than the United States (US). 

Figure 2.1: Increasing obesity among adults in OECD countries, 2000 and 2011 (or nearest year) 

 

 
Source: OECD 2013, Health-at-a-glance, Figure 2.7.2 (p.61) 

The impact of obesity on health is wide-reaching. For example, being obese increases 

the risk of developing a number of serious non-communicable diseases (NCDs) that can 

reduce both current health and life expectancy (Lobstein et al. 2004; WHO 2012a, 

2012b). In 2011 the United Nations General Assembly issued the UN Political 

Declaration on Non Communicable Diseases, which ‘recognises the scale of the NCD 

crisis, including obesity, and the urgent need for global action’ (WHO 2012a, p. 14), 

the WHO (2012b, p. 9) describing the situation as ‘one of the most serious health 

challenges of the early 21st century’. Obesity is often framed as an economic as well as 

a health risk as the associated NCDs impose additional costs on the health care system 

and reduce labour force productivity (McCormick et al. 2007; Wang et al. 2011). The 

unequal distribution of obesity and its health consequences across populations is less 

often described, with obesity thus rarely framed as an issue of health inequity. 
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Obesity in Australia 

The 2011–12 Australian Health Survey revealed that the prevalence of obesity in adults 

over the age of 18 years continues to rise, increasing from 18.7% in 1995 to 28.35% 

obese in 2012, an increase of 47% (National Heart Foundation 2012). This means that 

almost 4 million Australians are now obese, with slightly more men (28.4%, or just 

over 2 million) than women (28.2%, just under 2 million) in this category. The 

increases in combined ‘overweight and obesity’ that have occurred in Australia over 

this time have mostly been in the category of obesity, with overweight remaining 

relatively stable (National Health Performance Authority [NHPA] 2013, p. 1). This is 

illustrated in Figure 2.2 below. 

Figure 2.2: Persons aged 18 years & over: BMI scores 1995 & 2011–12 

 

 
 
Source: ABS, Profiles of health, Australia 2011/13 

Given the contestation about the impact being overweight has on health for individuals, 

society and health systems, and its stability over time, it seems accurate and purposeful 

to refer to an ‘obesity problem’. Obesity has increased dramatically, and particularly 

the percentage of people with very high BMIs. Between 1995 and 2011–12, the ABS 



12 

reports that the number of Australian adults with a very high BMI (>35) almost 

doubled, going from 5% to 9.6% (ABS 2013a). This is of concern, as weight-related 

health problems are most serious at the highest weights (AIHW 2003). 

That ‘Australia has among the highest rates of adult obesity in the world’ at 28.3% 

(OECD 2013) is of national concern (see Figure 2.1). Indeed, the Council of Australian 

Governments has set a target ‘to increase the proportion of the population in the healthy 

weight range by five percentage points over the 2009 baseline, from 37% to 42%’ by 

2018 (NHPA, 2013, p. 2). 

The percentage of Australian children aged 5–17 who are obese is now reported to be 

‘stable’, with 6.9% children aged 2–17 years being obese. Although this represents an 

increase over the 1995 figure of 5% - a figure which itself has been reported to 

represent a steep increase over the rate reported for the two decades earlier (Booth et al. 

2003; see also Magarey et al. 2001) -  it shows a decrease from the 8% reported in 

2007–08 (ABS 2013b). A literature review conducted by Rokholm et al. (2010) that 

examined 52 studies in 25 countries between 1999 and 2010 identified a similar pattern 

of levelling off in obesity rates among children in Europe, Japan and the US as well as 

Australia (see also Jackson et al. 2014). The authors caution, however, that plateaus in 

the past have been followed by further increases, and the fact that rates remain very 

high causes the authors to postulate that the ‘obesogenic environment … maintains its 

pressure’ (Rokholm et al. 2010, p. 844). 

Obesity in South Australia 

The results from the Australian Health Survey 2011–13 indicate that South Australia 

(SA) has the equal-highest obesity rate of any state at 30% obesity, which is 2% above 

the national average of 28% (NHPA 2013, p. 4; ABS 2013). Within the state, the 

SAMSS (2013 p. 2) indicates that in 2012–13, 23.8% of South Australians were obese. 

An increase in obesity prevalence was reported each year from 18.2% in 2003–04 to 

23.8% in 2012–13 (SAMSS 2013a, p. 4). Also apparent in this data was a clear social 

gradient, with obesity steadily increasing as socioeconomic status decreases (SAMSS, 

2013a, p. 10) For the period 2012–13, 6.8% of South Australian children were 

identified as obese (SAMSS 2013b, p. 2), which is very slightly lower than the national 

average of 6.9%. Unlike the situation for adults, children’s obesity rates have fluctuated 

in the period 2004–05 (7.4%) to 2011–12 (6.8%), with a high point of 10.1% reported 
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in 2005–06 and a low of 4.6% in 2008–09 (SAMSS 2013b, p. 3, although the figure 

reported in 2004-05 itself follows an earlier apparent doubling of the rate of obesity in 

school age children between 1985 and 1997 (Boothe et al. 2003; Vaska & Volkmer 

2004).The social gradient in unhealthy weight (obesity is not isolated from overweight) 

is also evident for South Australian children (SAMSS 2013b, p. 8). 

Health risks 

Scientific evidence suggests the health risks associated with obesity, and to a lesser 

extent overweight, include ‘hypertension, high cholesterol, diabetes, cardiovascular 

diseases, respiratory problems (asthma), musculoskeletal diseases (arthritis) and some 

forms of cancer’ (Sassi 2010, in OECD 2013, p. 58; see also Lobstein et al. 2004). Life 

expectancy also reduces as BMI increases beyond the normal range (Commonwealth of 

Australia 2009a, 2009b; OECD 2013). 

The Obesity in Australia report (Commonwealth of Australia 2009a, p. 9) explains how 

life expectancy is reduced ‘by an average of around four years for obese Australian 

adults’. The report continues: 

For Australian children, it has been estimated that if current obesity trends continue, the 
life expectancy for children alive now will fall two years by the time they are 20 years 
old. This would represent a loss of five to 10 years in life expectancy gains and a return 
to life expectancy values seen in 2001 for males and in 1997 for females. 

Due to the perceived direct and indirect costs associated with obesity because of its 

impact on health (McCormick et al. 2007; Wang et al. 2011), economic modelling and 

cost predictions have become an integral part of the way obesity is reported 

(Wisniewski 2011). For example, the 2007 Foresight Programme study estimated that 

total costs linked with overweight and obesity in England in 2015 could increase by as 

much as 70% relative to 2007 and could be 2.4 times higher in 2025 (Foresight 2007). 

This is also evident in Australia’s Healthy Weight 2008 report (Government of 

Australia 2008, p. 8), where obesity is framed as a ‘problem … of enormous health, 

social and economic concern’, with costs to health inevitably linked to their economic 

costs: 

Overweight and its associated illnesses also create a huge financial burden for 
governments and society as a whole. Latest estimates suggest that the true costs of 
obesity may now be as high as $1.3 billion per year and rising fast. 
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This figure has since been revised upwards, with the NHPA (2013) stating that in 2008 

obesity had directly cost Australia’s health system an estimated $2 billion. 

The unequal distribution of obesity will now be described. 

2.3.2 Establishing obesity as an inequity problem 

Population distribution of obesity in Australia 

The Obesity in Australia report (Commonwealth of Australia 2009a, p. 6) notes that 

‘Obesity is particularly prevalent among men and women in the most disadvantaged 

socioeconomic groups, people without post-school qualifications, Aboriginal and 

Torres Strait Islander peoples, and among many people born overseas’. Indigenous 

Australians are identified as being three times as likely as other Australians to be 

morbidly obese (that is, having a BMI greater than or equal to 40), with all its 

associated health risks (Commonwealth of Australia 2009a). Based on data from 

national health surveys, the report further notes that ‘the most striking differences 

between the most and least disadvantaged socio-economic groups were observed in the 

prevalence of obesity rather than overweight’, with ‘women in the most disadvantaged 

socioeconomic group’ having ‘nearly double the rate of obesity (22.6%) of those in the 

most advantaged group (12.1%)’ (Commonwealth of Australia 2009a, p. 7). Though the 

differences are less marked for men, the same pattern was noted, with men in the most 

disadvantaged group ‘significantly more likely to be obese than those in the most 

advantaged group (19.5% compared with 12.7%)’ (Commonwealth of Australia 2009a, 

p. 7). 

Equity in health — the social gradient 

Whitehead (1992, p. 5) has explained inequities in health as ‘differences which are 

unnecessary and avoidable but, in addition, are also considered unfair and unjust’. They 

do not just exist between the ‘least’ and the ‘most’ disadvantaged in society but concern 

relative wellbeing distributed along the ‘social gradient’. Sadana et al. (2011, p. 8) 

further explain: 

The relationship between socioeconomic standing and health is on a continuous gradient 
at all income levels rather than a gap simply between the rich and poor. This 
phenomenon occurs whether health differences are measured by income, employment, 
education, or other markers of social stratification. 
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The ‘unequal distribution of power, prestige and resources’ are identified as key 

elements in creating health inequities (Marmot, 2007, p. 1159). Marmot (2010, p. 10) 

explicates how these ‘fundamental drivers … underpin the determinants of health: the 

range of interacting factors that shape health and well-being’. He describes how the 

most proximal influences on individual health — such as material, social, behavioural 

and biological factors — are in turn influenced by education, occupation, income, 

gender, ethnicity and race. Finally, all these influences are described as ‘affected by the 

socio-political and cultural and social context in which they sit’. As I relate in Chapter 

4, critical theorist Gramsci (1971) theorised that ideology is diffused through the social 

and political world, suggesting that ideology is also likely to be among the 

‘fundamental drivers’ of health, including healthy weight. Marmot (2007, p. 1156) 

clarifies the role played by behaviour in this social determinants approach, stating that 

unless the ‘causes of the causes’ are addressed — that is, ‘the structural drivers of 

inequity in behaviour’ — government action ‘will not tackle the contribution of these 

behaviours to health inequities’ (2007, p. 1159; see also Baum 2008; Baum et al. 2009; 

CSDH 2008; Sadana et al. 2011; Marmot 2005; South Australian Council of Social 

Service 2008; Wilkinson & Marmot 2003). 

Of particular significance to my study is the argument made by writers from this social 

determinants perspective that inequities in behaviours, which are the proximal causes of 

some ill-health, have distal roots — the ‘causes of the causes’ — which must be 

addressed if the behaviours and their inequitable health outcomes are to be altered. The 

focus of the ‘problem’ thus shifts from behaviour to the structural and social 

determinants of health, the alteration of which falls beyond health policy and into the 

realm of social and economic policy. 

Finally, health is constructed as a matter of social justice, the steepness of the social 

gradient displaying the fairness with which health is distributed. As the Rio Political 

Declaration on Social Determinants of Health (WHO 2011) made clear, the social 

determinants lie within the field of public policy and government action; so to neglect 

their uneven impact — to allow inequities to remain through policy inaction — implies 

an injustice. The connection between the social determinants and health equity and the 

central role of empowerment is explained by Friel (2009, p. 8), ‘The combination of 
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structural factors and daily living conditions — the social determinants — are the 

determinants of empowerment, freedom and ultimately health and health equity’. 

The recognition of health as distributed along a social gradient means that universal, as 

well as targeted, policy responses are required, with ‘proportionately more impact 

further down the social hierarchy’ (Friel 2009, p. 34). That a social gradient in health 

exists is thus an inequity, an injustice requiring remedy; this study will now explore 

evidence for there being a social gradient in obesity, its dimensions, explanations and 

proposed solutions. 

The social gradient of obesity 

The seminal work on the association between socioeconomic status (SES) and obesity 

is Sobal and Stunkard’s (1989) review of the literature that revealed a strong inverse 

relationship for women and an inconsistent relationship for men and children in 

industrialised countries. That the distribution of obesity and overweight loosely follow 

the social gradient, and most strongly for women, has been demonstrated many times 

since (AIHW 2003, 2004, 2014; Ball et al. 2002; Brunner at al.1997; Clarke et al. 2008; 

Commonwealth of Australia 2014; Devaux et al. 2011; Foresight 2007; King et al. 

2006; Molarius et al. 2000; Robertson et al., 2007; Wilkinson & Picket, 2009). As 

Loring and Robertson (2014, p. 8) state in their policy brief to the WHO Regional 

Office for Europe, 

It is not only the most disadvantaged who suffer a disproportionate burden of obesity. A 
social gradient exists, especially in women and children, whereby each socioeconomic 
group is relatively more obese than the next group above them in the social spectrum. 

The social gradient in obesity also exists in Australia (O’Dea 2003), as illustrated by 

Figure 2.3. The differences in weight by SES is also greater in the obese than in the 

overweight category: women in the most disadvantaged socioeconomic group are 

almost twice as likely to be obese as women in the least disadvantaged socioeconomic 

group (Commonwealth of Australia 2009a). In contrast, as Ball and Crawford (2005, p. 

1987) note, in developing countries, higher SES is associated with higher weight. 

The relationship between obesity and SES is not straightforward. Molarius et al., (2000) 

posit that SES and relative weight are associated in a complex way, and one which is 

most likely bidirectional. This means that, as well as weight being influenced by a 

person’s SES, it can also impact on a person’s SES, as described in Chapter 1. Ball and 



17 

Crawford (2005, p. 2007), in reviewing longitudinal studies tracking weight change in 

adults over time, argue that obesity does not lead to low SES through ‘downward social 

mobility’, finding that high levels of obesity originate in people with already low SES. 

Reviewing 333 obesity studies, McLaren (2007) updated Sobal and Stunkard’s review, 

in general confirming their findings. McLaren (2007, p. 38) found that education level 

and occupation level in women correlated most closely with obesity, negatively in 

developed countries and positively in developing ones, but that the results for men were 

less consistent.  

Figure 2.3: Adults 15 years and above who are obese by SES (SEIFA), 2007–08 

 
Note: 1st quintile = lowest SES; 5th quintile = highest SES 

Source: AIHW (2013) analysis of the 2007–08 National Health Survey 

Examining data from the WHO MONICA (Monitoring Trends and Determinants in 

Cardiovascular Disease) study, which collected data from 39 centres in 26 countries, 

Molarius et al. (2000) also found that educational level was linked to obesity. In 

contrast, based on their literature review of 34 studies assessing the relationship of 

various dimensions of SES with weight change over time, Ball and Crawford (2005, p. 

1988) found little association between weight gain and income. Findings from King et 

al.’s (2006 p.281) study of ‘Weight and place’ in Australia suggested a link between 

‘area disadvantage’ and BMI, while Friel and Broom (2007), reviewing the evidence in 

Australia, found inverse relationships between obesity and higher education, 

employment status and income — with the strongest link being to education. They also 

noted that the only data available about ethnicity concerned indigenous populations 

who experience not only higher levels of obesity, but rates that are rising more quickly 

than for other Australians.  
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Martikainen and Marmot (1999), analysing data from the Whitehall II study of UK civil 

servants between 1985 and 1993, also found that gains in BMI increased more the 

lower the civil service grade, and a similar trend is illustrated in the 2010 Marmot 

Review (2010, Figure 2.15, p. 58). Pickett et al. (2005), using data from the MONICA 

project that surveyed populations in 1979–89 and again in 1989–96, also conclude that 

the social gradient in obesity increases as rates of obesity increase. In their analysis of 

this data, Molarius et al. (2000) predicted that this would increase the unequally 

distributed health consequences associated with obesity in many countries. Rokholm et 

al.’s recent review of studies from 25 different countries reporting obesity prevalence 

since 1999 have also noted that there is less evidence of a levelling off of the ‘obesity 

epidemic’ among lower-SES groups (2010). 

A steepening of the social gradient in obesity has been reported in Europe (Loring & 

Robertson 2014), among children in the US (Singh et al. 2010) and in Australia 

(Commonwealth of Australia 2009a). Loring and Robertson (2014) note that in some 

European countries, such as France, people in lower socioeconomic groups who are 

already obese are gaining weight faster than people of higher SES, resulting in a steeper 

gradient over time. Charafeddine et al. (2009) report a steepening of the social gradient 

in obesity for males and a persistence of the gradient for women in Belgium from 1997 

to 2004. Reviewing US National Survey of Children’s Health data between 2003 and 

2007, Singh et al. (2010) report an increase in the prevalence of obesity two to three 

times greater for children from low-education and low-income households than for 

children from other households. 

In Australia, the picture seems similar, though less marked. The Obesity in Australia 

report prepared for the National Preventative Health Taskforce (Commonwealth of 

Australia 2009a, p. 8) reported that the disparity is increasing, ‘Between 1995 and 

2001, the gap (rate ratio) between the highest and lowest socioeconomic quintiles for 

obesity slightly increased in conjunction with the absolute increases seen for adults of 

both sexes’. 

The AIHW also reports that, although rates of obesity are increasing in an absolute 

sense, evidence suggests that the increases in weight are occurring at the higher end of 

BMI, which carries more serious health risks (AIHW 2003). This is consistent with 

tends noted in analysis of earlier data from the Bogalusa Heart Study in Europe (Booth 
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et al. 2003). The only alternative view seems that expressed by Swinburn and 

colleagues (Swinburn 2009; Swinburn et al. 2013). A study of the weights of children 

in Victoria, Australia aged 4–5 years from 1999 to 2007, of which Swinburn was part 

(Nichols et al. 2011, p. 921), found that there had been a flattening of the 

socioeconomic gradient in obesity in this age group, although the gradient remained 

significant. Reporting on the results of the Be Active Eat Well program in Victoria, 

Swinburn et al. (2013) similarly found that the program had more impact in children 

from households that were more disadvantaged. In light of the potentially compounding 

effects on health inequalities that a steepening of the social gradient in obesity could 

have on the already greater risks to health faced by people of lower SES (Ball & 

Crawford 2005), this is positive news. 

In this chapter I have reviewed the data on obesity and its distribution, noting that it is 

both a health and an inequity problem. In the next chapter I review explanations for this 

distribution, and policy responses to the ‘problem’. 
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CHAPTER 3: EXPLANATIONS AND POLICY RESPONSES 

TO THE OBESITY ‘PROBLEM’ 

3.1 Overview 

In Chapter 2 I reviewed evidence for the obesity ‘problem’. In this chapter, literature 

offering explanations for this problem and its distribution — and thus how much equity 

is considered — is reviewed under the framework of the three approaches to health 

described by Labonte (1993). These are the medical, behavioural and 

socioenvironmental frames. Policy responses to the obesity problem are then reviewed 

in order to provide the context in which this study takes place. Finally, the role of 

ideology in framing the problem of obesity, and the policy responses this engenders, is 

examined thus establishing the gap in research that this study aims to fill. I begin this 

chapter with an outline of the search strategy undertaken and an exploration of two 

concepts that underpin obesity literature, namely the energy equation and BMI. 

3.2 Literature search strategy 

The Web of Science, SCOPUS, CINAHL, INFORMIT and PAIS databases were 

identified as either comprehensive or relevant to public health and searched for peer-

reviewed papers and reviews available in English. For information on policy and 

practice, the search terms (obesity OR obese OR overweight) AND ‘ideolog* AND 

(policy OR policies) were used. The results were scanned, with articles rejected if their 

titles were clearly irrelevant, for example biomedical studies, or those not primarily 

focused on obesity; otherwise, abstracts were downloaded and read. If still judged as 

relevant, the whole article was downloaded and scanned for my key terms and 

incorporated as appropriate into this review. Key references cited in these papers were 

also followed up and the sources analysed and incorporated if relevant. 

No sources linking all my fields of obesity, equity, ideology and policy were found. 

There is a substantial literature discussing obesity and equity, some of this being linked 

to ideological causes; and some discussion of ideologies underpinning policies 

contributing to the obesity problem, but nothing about ideologies underpinning the 

policies that address obesity, so nothing about the impact of such ideologies on equity. 
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3.3 Contested concepts: ‘Energy Equation’ and ‘BMI’ 

The concepts of the ‘energy equation’ and BMI that underpin the medical frame are 

challenged by other representations of obesity. The energy equation is the principle that 

weight is the result of the difference between energy consumed and energy expended, 

individuals gaining weight when they consume more calories or kilojoules than they 

expend (e.g. Australian Bureau of Statistics [ABS] 2013; WHO 2004). Representations 

differ in the number and range of factors they acknowledge or construct as contributing 

to either side of the equation, from the medical frame that limits influences to 

individual biology (e.g. Prentice & Jebb 1995) to the socioenvironmental frame’s 

identification of environmental factors both influencing these choices and 

independently influencing people’s health (and weight) due to social and structural 

determinants (Patterson & Johnston 2012). 

Rayner et al. (2010, p. 3) offer what seems a reasonable guide to the usefulness of the 

‘energy equation’ with which to proceed: 

It is a metabolic rule that when we consistently overeat we put on weight: it therefore 
follows that dietary intake and physical activity matters. However, changes in diet and 
levels of physical activity always occur in historical and social context, a fact which is 
often ignored. The result is that behavioural and biomedical discourses emphasise 
proximate causation and individual responsibility, which, in turn, limits the possibilities 
of public health action. 

The second aspect of obesity that is highly contested is the use of BMI as a 

measurement of unhealthy weight, as prefaced in Chapter 1. The way the BMI 

categories are calculated, and the significance of the categories to health, are both 

challenged. To recap, a BMI below 18.5 kgm2 is regarded as underweight; from 18.5 to 

24.9 kgm2 as normal; between 25 and 29.9 kgm2 as overweight, and 30 kgm2 and above 

as obese (WHO 2015). However, the frequent conflation in literature of ‘overweight’ 

and ‘obesity’ (Carter et al. 2011) creates confusion and unwarranted construction of 

risk. Much of the questioning of the conventional association of higher than normal 

weights with illness is based on the research findings of Flegal et al. (2013) who 

suggest that the association between BMI categories and health is less certain than their 

representation in much of the medical literature and the health policy it gives rise to. 

The inaccuracies in disease risk classification arising from the over-application of BMI 

is articulated by Prentice and Jebb (2001), while Evans (2006, p. 262) claims that BMI 

is used ‘as a proxy for ill-health’ rather than simply as a diagnostic tool, with the result 
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that weight is constructed as ‘risk’ and leads to victim-blaming. The main criticisms are 

that while health and weight may be closely associated at the extremes, this is less so in 

the mid-ranges (Campos et al. 2006; Guthman 2011; Rich & Evans 2005; Saguy & 

Riley 2005); that numeric classification systems are vulnerable to statistical 

exaggeration (Kuczmarski & Flegal 2000); and that BMI does not measure adiposity, 

which is more closely associated with increased risk than is weight (Guthman 2011). 

These reservations notwithstanding, both concepts are sufficiently supported in the 

literature to provide common ground for discussions such as this. Explanations for the 

social gradient in obesity described in Chapter 2 will now be considered. 

3.4 Explanations for the social gradient in obesity 

There seems some consensus in the literature that the general social gradient in obesity 

results, at least in part, from a social gradient in weight-gaining behaviours (e.g. Dykes 

et al. 2004; Knai et al. 2012; Marmot 2010) but disagreement about the way this 

happens and to what extent other factors are involved (e.g. Molarius et al. 2000). For 

example, in their analysis of evidence from the Whitehall II study, Brunner et al. (1997, 

p. 1341) found that ‘little of the social patterning of metabolic syndrome’ (which 

includes obesity) could be attributed to behaviours. Martikainen and Marmot (1999) 

drew similar conclusions from the same study. Similarly, in their review of the 

literature, Ball and Crawford (2005, p. 2008) conclude that weight-related behaviours 

associated with differences in SES explain only some of the SES differences in obesity, 

and question why, if behaviours do ‘mediate the relationship between SES and weight 

gain’, they vary by SES. This will be discussed at greater length below when 

explanations for the obesity epidemic are described. The main focus here is on 

explaining the stronger, and at times opposite, association between obesity, education 

and income in women and men. 

Many researchers seek to explain the gender differences in the social gradient of 

obesity. The focus of this study, however, is on the social gradient itself, so this review 

will be restricted to examining the socioeconomic pattering of obesity. It is the 

obesogenic environment and the structural forces that shape it, and whether these are 

mediated by behaviours or not, which form the crux of most contemporary explanations 

for the general social gradient in obesity. Friel and Broom (2007) describe obesity as 

one of the health inequalities that are caused by social determinants, with people’s 
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chances of becoming obese affected by distal factors working through proximal 

influences on eating and physical activity. There is some evidence for there being a 

‘socioeconomic gradient in diet’ in Australia (McLaren 2007, p. 37) and there is 

considerable evidence of the impact of income on food choices (Barosh et al. 2014; 

Burns 2004; Caraher et al. 1998; Drewnowski 2009; Drewnowski & Darmon 2005; 

Drewnowski & Specter 2004; Friel 2007; Kettings & Sinclair 2009; Ward et al. 2013). 

The Australian Institute for Health and Welfare (AIHW) (2012) acknowledges the 

complex relationship between equity and food choices and behaviours, and the 

existence of locational disadvantages. This report also notes the higher incidence of 

both weight-gaining behaviours and of chronic diseases among people living in lower 

socioeconomic status areas. As Ball and Crawford (2005) observe, this in turn is likely 

to lead to further increases in health inequalities. 

Pickett et al. (2005) argue that obesity is one of the ways income and social inequalities 

are played out in the body, suggesting that behaviour is not always or necessarily the 

link between the social determinants and unequal health outcomes. They further 

hypothesise that the psychosocial effects of living in an unequal society might cause 

nutritional problems. Analysing the MONICA project (Molarius et al. 2000) and their 

own study, they link income inequality with the social gradient in obesity, with the US 

having the steepest gradient and greatest income inequality, and Sweden the least 

(Pickett et al. 2005). Pickett et al. (2005, p. 673) suggest that the ‘psycho-social effects 

of inequality’ may underpin other pathways to obesity such as physical activity, energy 

intake and food choices, and the way that stress affects the body. The same result was 

found by Wilkinson and Pickett (2009) who, using data from the International Obesity 

Task Force (2002), demonstrate that obesity rates are highest in those countries with the 

greatest inequalities in income, an observation confirmed by the latest OECD data 

(2013). 

One explanation Wilkinson and Pickett offer is the role of stress, premised on evidence 

of stress and anxiety being higher among people who perceive themselves as having 

lower social status. They suggest that stress might play a dual role, both increasing 

calorie intake and altering biological functioning, affecting the way that food is 

metabolised and stored by the body, and also changing brain functioning so that 

appetite is increased. Harvey’s (2007) critique of the rise of neoliberalism since the 
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1980s describes in detail the global changes in labour markets and social support 

systems that have increased the stresses both on workers and those unable to work. 

Egger and Swinburn (2010) also argue that stress may be a pivotal pathway through 

which the experience of inequality influences weight. Additionally, Wisman and 

Capehart (2010, p. 936) posit that the insecurity and ‘sense of powerlessness’ generated 

through laissez-faire economic policies triggers consumption of high sugar and high fat 

foods thus driving obesity, particularly among economically vulnerable groups. Loring 

and Robertson (2014) also note that chronic stress over the course of life may 

compound other pathways to obesity. 

Friel et al. (2007, p. 1242) argue strongly for the direct impact of environments on the 

unequal distribution of obesity and state that: 

Unequal exposure to health protecting or health damaging aspects of these environments 
adds health disadvantage to disadvantages of wealth, power, and prestige. These 
underlying structural inequities are likely to be responsible for the unequal distribution of 
obesity. 

They advocate that only action at all levels of governance to ensure a more equal 

distribution of the material and psychosocial determinants of obesity will effectively 

change this. 

Explanations as to why obesity is also an inequity problem have been presented in this 

section, with explanations for the social gradient in obesity being reviewed. 

Explanations for the obesity epidemic itself and its distribution will now be considered. 

3.5 Explanations for the obesity epidemic and its distribution 

As discussed, there is a social gradient in obesity that makes it both a health problem 

and a problem of inequity. The way obesity is represented in the literature, that is, what 

kind of a problem it is represented as, what solutions are generated by such 

representations, and who is cast as responsible, are thus important for policy-making. In 

presenting this review I use Labonte’s (1993) health promotion framework to group the 

literature according to the way it problematises the obesity epidemic, that is, as 

medical, behavioural, or socioenvironmental. 
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3.5.1 Health promotion framework: three approaches to obesity 

Labonte’s (1993) classification of health promotion as medical, behavioural, and 

socioenvironmental was selected as a framework as it helps foreground the ideological 

underpinnings of the various frames and the discourses on which they draw. This is 

necessary as the aim of this research is to explore how the ideologies evident in obesity 

policies and programs are likely to impact on health equity. This framework also 

accords with the biological, behavioural, and environmental frames that Lawrence 

(2004) identifies in the media debates about obesity. As Lawrence (2004) observes, it is 

important to note that proponents and critics of a problem draw on different frames to 

argue their case; for instance, the fast-food industry frames the ‘problem’ as 

behavioural, while critics frame it as environmental. Worth noting here is the link 

between frames and the ideologies that underpin them which Lawrence (2004, p. 57) 

draws attention to when she says ‘it is useful to think of individualizing and systemic 

frames as anchoring opposing poles of a continuum of discourse’. These classifications 

are also not discrete but have ‘fuzzy’ boundaries, as Labonte (1993, p. 31) observes, 

describing the three approaches as ‘ideal types’ rather than ‘fully self-contained 

practices’. 

3.5.2 The medical frame 

The medical frame is one of the most dominant and earliest obesity frames identified in 

the literature (Kwan 2009; Lawrence 2004). Lang and Rayner (2005), in their overview 

of obesity in European policy, date its emergence as a medical problem of global 

significance from 1948 when, according to the International Association for the Study 

of Obesity, the classification of obesity and its analysis were the subject of international 

medical meetings. 

A series of WHO reports related to obesity and strategies to address it in the past four 

decades has confirmed this position (WHO Europe 1988; WHO, 2000, 2003, 2004, 

2009, 2012, 2012). Data — primarily based on BMI — is used to support the claims of 

this frame, and a multiplicity of biological, behavioural and environmental factors are 

identified as causal, with the ‘energy equation’ occupying a central place. Policy 

recommendations centre on prevention, namely, slowing the epidemic in order to 

improve population health. 
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Lawrence (2004, p. 62) notes that the medical frame, by locating the cause and cure of 

obesity ‘at the molecular level’, does not attribute blame to the individual, though it 

also deflects attention from the role of the environment in causing or solving the 

problem; others note that its medical status obscures the role played by the food 

industry in contributing to it (Berkeley 2013). Kwan (2009, pp. 42 & 27) notes that the 

medical frame’s narrow definition of health (health corresponding to being within 

normal BMI range) ‘has the potential to legitimize social inequality’ and ‘health 

disparities’ and to support the censure of fatness, thus potentially stigmatising people 

who are obese. It can be argued that this lays the basis for stigmatisation and the 

various moralised framings of obesity. Kwan (2009, p. 43) also highlights how the 

health risks of being of normal weight but unfit are occluded by this frame, and how the 

focus on healthy lifestyles endorsed by the medical frame can legitimise ‘moral 

judgments of fat individuals’ as it locates responsibility for body size on the individual. 

This constructs people who are obese as sick, with the most immediate cause of their 

sickness being their poor lifestyle choices (Patterson & Johnston 2012). The core 

concepts of BMI and the energy equation on which the medical frame rests are 

contested in some of the discourses that can be classified as behavioural; this frame will 

now be considered. 

3.5.3 The behavioural frame 

The behavioural approach to obesity falls within the general behavioural approach to 

health dated by Labonte (1993, p. 5) to the 1970s, when the focus broadened from 

physiology to include behavioural risk factors for disease, which were thus constructed 

as ‘health determinants’ (see also Wisniewski, 2011). I have included here those 

representations of obesity that frame individuals as primarily responsible for their own 

weight and health through the choices they make about eating and physical activity 

behaviours. These include a range of representations that draw on two specific 

discourses: obesity as a moral deficit (and its refutation); and/or as the result of lifestyle 

or market choice (Kwan 2009). While other representations and frames also draw on 

moralised, healthist and lifestyle constructions of obesity, these discourses are most 

prominent in the behavioural frame. 
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Moral deficit discourse 

Kwan (2009, p. 28) credits Sobal (1995) with identifying a ‘moral deficit’ model that 

characterises obese people as immoral subjects, and its antithesis, the ‘political 

discrimination’ model drawn on by activists to challenge discrimination based on body 

size (2009, p. 30). This moral construction of obese people builds on the long history of 

the moralising of health (‘healthism’) recounted by Crawford, among others, itself a 

permutation of individualism as it seeks to explain health in terms of individual 

characteristics and behaviours (Crawford 2006; Fitzpatrick 2001; Jones 1994; Leichter 

2003). It also underpins other obesity discourses (Coveney 2006). In this representation 

of obesity, although the biomedical premise that obesity is the result of biological 

variants is generally accepted, the medical frame’s equating of health with BMI is 

challenged, highlighting the injustices that flow from such a frame. 

Crawford argues that the practice of self-discipline (with its roots in Protestantism) 

results in health being seen as the rightful outcome of self-control (2006, 1994). Just as 

a thin body signifies self-discipline, Crawford (1984, p. 71) reflects that ‘fat is a 

confirmation of the loss of control, a moral failure, a sign of … self-indulgence, and 

sloth’. Once illness is thus equated with failure rather than ill-fortune, it can be 

constructed as deserved (Jamrozik 2009). Saguy and Riley (2005) argue that obesity’s 

high visibility makes it easily located within the healthist discourse, being constructed 

as evidence of the failure to care for one’s health, which in turn is taken as a sign of 

civic irresponsibility, as doing so has incurred public health costs (see also Gard 

2011a). 

The potency of the moral deficit discourse can be illustrated by Guthman and DuPuis’s 

(2005, pp. 444–445) observation that, ironically, even the framing of obesity as the 

result of socioenvironmental causes can diminish the moral status of obese people 

because: 

Those who can achieve thinness amidst this plenty are imbued with the rationality and 
self-discipline that those who are fat must logically lack.... Thinness, then, separates the 
deserving from the undeserving by favouring those who exercise self-denial. 

By thus equating body size with moral status, Guthman (2011) argues that healthism 

exacerbates the inequalities that arise from and lead to obesity in two ways. Firstly, it 

further socially and economically marginalises population groups that do not conform 
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to the ‘healthy = thin’ ideal. Secondly, it denies determinants of health other than 

individual attributes and behaviour, justifying inaction on them such as the effects of 

transnational market forces — and global governance structures — on traditional diets, 

as argued by Kwauk (2011). 

Other critics of the moral deficit construction of obesity are the ‘Health At Every Size’ 

(HAES) movement (Bacon & Aphramor 2011; Brady et al. 2013), building on the ‘fit 

not fat’ arguments dating back to the 1990s (Blair & Brodney 1999), and the Size 

Acceptance movement that encompasses work by the anti-discriminatory and body 

diversity movements, active since 1969 (Kwan 2009), and the burgeoning area of 

critical fat studies. While both of these movements view obese bodies as simply a mark 

of natural diversity (Cooper 2010; Saguy & Riley 2005) and focus on combatting 

stigma and its negative impact on obese individuals (Patterson & Johnston 2012), they 

differ in their focus on health.  

Proponents of HAES argue that body size indicates natural variation and is not 

necessarily pathological (Bacon & Aphramor 2011; Guthman 2011), and that the poor 

health of people of size results from their stigmatisation and exclusion from appropriate 

health care (Bacon & Aphramor 2011; Kwan 2009; Saguy & Riley 2005). Such 

discrimination can have a material and social impact on obese people, compounding 

their exclusion by limiting job and marriage prospects (Loring & Robertson 2014). 

HAES advocates draw on numerous studies that suggest overweight may be protective 

of health (e.g. Flegal et al. 2005, 2007, 2013), especially for people with chronic 

disease (Heymsfield & Cefalu 2013), and argue that evidence suggesting weight loss 

improves health is scanty compared with evidence that ineffective attempts at weight 

loss are harmful (Bacon & Aphramor 2011; O’Reilly 2011). Instead, scholars advocate 

for public health to ‘promote healthy eating and movement for all people regardless of 

size’ (O’Reilly & Sixsmith 2012, p. 98). 

Size Acceptance and critical fat studies scholars reject the central focus on health the 

HAES perspective enjoins, promoting psychological as well as physiological wellbeing 

(Kwan 2009). Drawing on feminist critiques of science (Gard 2011), they argue that fat 

is used as a means of intervening in women’s lives, particularly single and marginalised 

mothers, under the guise of managing the ‘risk’ they create through their weight, so that 

they can be ‘brought under the gaze of this deeply punitive medico-moral discourse’ 



29 

(McNaughton 2011, p. 187; see also Warin et al. 2008). McNaughton (2011, p. 186) 

suggests that invocation of the fat-as-risk discourse means that attention is diverted 

from ‘structural and contextual factors that create risks to health in the first place such 

as poverty, racism, disenfranchisement, poor housing, etc.’ Further structural influences 

that have been suggested include class and gender oppression (Colls & Evans 2009; 

Warin et al. 2008), Bell et al. (2009, p. 163)  also noting that ‘discourses on childhood 

obesity and over nutrition are loaded with racist and classist assumptions’, while 

LeBosco (2004) and Townend (2009) highlight the coalescence of the stigmatising of 

poverty and fat. Equity in health depends on changing this focus, the individualising of 

risk being both unfair and unethical; as O’Reilly and Sixsmith (2012) conclude, a 

‘weight-neutral’ (p. 99) frame is ‘morally imperative’ (p. 108). 

Lifestyle discourse 

The lifestyle discourse, like the healthist discourse, promotes the notion that obesity is 

fundamentally explained by behaviour, and is premised on the energy equation and on 

the primacy of choice as the mechanism through which energy balance is achieved, 

specifically, by choices around eating and physical activity that are constructed as 

volitional. These tenets of lifestyle discourse are apparent in much of the popular media 

representations of obesity (Henderson et al. 2009). 

As Lawrence (2004) observes, framing the problem as one of individual consumption 

choices casts government in the role of providing information to support responsible 

choices. This may include industry regulation, but it ‘fundamentally leaves the solution 

in the hands of citizens-as-consumers’ (Lawrence 2004, p. 62), and is a frame 

employed by industry to abrogate responsibility (Jenkin et al. 2011). In Australian 

nutrition policy, Bastian (2011) draws attention to the continued emphasis on altering 

individual health behaviours, despite a cultural shift towards a population health 

approach. Rayner et al. (2010) critique the solutions that a lifestyle understanding of 

obesity logically entails, which is to alter behavioural choices through educational 

means despite, as Guthman (2011) observes, there being no evidence that telling people 

what to eat actually works. 

Lifestyle solutions thus accord with neoliberal notions of individual responsibility 

(Gard 2011). The policy and equity implications of such a framing were noted by Doyal 

in 1979 (p. 35) who suggested that a focus on the individual ‘effectively obscures the 
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social and economic causes of ill health’, thus acting as a kind of smokescreen, an 

effect also noted by Freudenberg (2014). As Friel and Broom (2007, p. 169) caution, 

‘Continuing the strong emphasis on individual responsibility through educational 

interventions and mass campaigns is likely to perpetuate or even exacerbate inequalities 

in obesity’. 

Many reasons for the appeal of the lifestyle discourse have been proposed, including its 

implicit assumption that slimness indicates self-control and, due to its association with 

the affluent classes, implies higher social status than heavier weights. This maintains 

the status quo and affirms neoliberal notions of responsibility, while making invisible 

the political economy that produces ill-health, a focus with devastating results for the 

social determinants. Milio’s criticisms of the lifestyle explanation for health led to her 

‘ecological health framework’, which fed into the Ottawa Charter for Health Promotion 

(WHO 1986): 

From this perspective [of the ecological health framework], personal behaviour patterns 
are not simply “free’ choices about “lifestyle”, isolated from their social and economic 
context. Lifestyles are, rather, patterns of choices made from the alternatives that are 
available to people according to their socioeconomic circumstances and to the ease with 
which they are able to choose certain ones over others. (Milio 1981, p. 76) 

This recasting of choice is fundamental to the socioenvironmental frame, which is 

discussed shortly. 

Market choice discourse 

One of the most influential aspects of the behavioural approach to obesity is that 

promoted by the food, beverage and marketing industries, the ‘market choice’ discourse 

(Kwan, 2009, p. 30). Like the moral deficit discourse, the market choice discourse 

rejects BMI as a valid measure of health (Kwan 2009). This challenges the 

medicalising of consumption (see Broom 2007) on the grounds that the right to 

consume transcends the obligation to be healthy. However, it goes explicitly further, 

representing health regulation and food taxation as interference in the consummate right 

of individuals to choose from an untrammelled marketplace (e.g. Henderson et al. 

2009). Although this is most explicit in industry discourse, it also underpins much of 

the choice discourse evident throughout the behavioural frame, making the implications 

of such choice narratives clear. 
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In market choice discourses, obesity is constructed as a problem only for the individual 

because it is seen as the result of individual choices. By privileging research that 

focuses on energy expenditure rather than consumption, thus linking weight gain to 

sedentary behaviours, this discourse absolves and quarantines the powerful food and 

marketing industries from blame (Jenkin et al. 2011). Most tellingly, as Brownell and 

Warner (2009) and Patel (2012) identify, this position emphasising personal 

responsibility is the one consistently promoted by the food industry. It is one of many 

assumptions underpinning the behavioural approach and that are critiqued in the 

socioenvironmental approach to obesity. It is to this final approach to health that we 

now turn. 

3.5.4 The socioenvironmental frame 

Critique of market choice discourse 

Dating from the start of this century, there is an extensive body of literature critiquing 

the role of industry in contributing to the ‘obesity epidemic’ that forms part of the 

socioenvironmental approach to health. Included are popular works such as Schlosser’s 

Fast Food Nation (2001) and Spurlock’s film Super Size Me (2004). Nestle’s Food 

Politics (2002) details a fuller picture of the commercial interests and behind-the-scenes 

politicking underlying ostensibly ‘free’ choices. Moodie et al. (2006) propose that 

commerce itself is driving increases in obesity, appealing to government regulation to 

counterbalance and restrain market forces. Guthman (2011), examining the theoretical 

basis of the market choice position, argues that neoliberalism purports to champion the 

freedom of individuals, but in fact champions the freedom of the marketplace, trade, 

and enterprise, arguing that neoliberal government policies have contributed to many 

aspects of the obesogenic environment. 

Taking such analysis further still, Freudenberg (2014, p. 95) has posited the influence 

of a ‘corporate consumption complex’ (analogous to the military–industrial complex in 

terms of entrenched interests and influence) that induces overconsumption to increase 

corporate profits, controlling not only the food and marketing industries but also the 

public policy and regulatory processes designed to protect public health (see also 

Harvey 2007). Freudenberg (2014) argues that disparate corporate interests are united 

by neoliberal ideology revolving around individual responsibility and the primacy of 

the market. Under neoliberal logic, he argues, responsibility for health falls on 
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individuals, with lifestyle — through the exercise of choice — constructed as the main 

determinant of health; parents are rendered responsible for ensuring children make 

healthy choices and society’s responsibility is fulfilled by providing education about 

those healthy choices. Choice is maximised by a freely operating and expanding market 

(promoting increased consumption) that is constructed as both fair and the best way to 

provide prosperity for all, with minimal government regulation of individuals or 

industry. 

The analysis of these critics suggests that choice is invisibly constrained by industry’s 

overwhelming interest in profit making, thus allowing it to maintain its employment of 

libertarian rhetoric and its appeal to core libertarian values (Harvey 2007). As Coveney 

(2008, p. 205) notes, ‘the freedom to choose … is embedded in the modern free market 

ethos’, because profits increase as the range of choice options are maximised. The 

defence of ‘consumer sovereignty’, Wymer (2010, p. 101) suggests, is thus used by 

industry to deny responsibility for the obesity epidemic and to oppose regulation. 

While the concept of ‘free’ choice under neoliberalism will be revisited in the final 

chapter, some of the main objections to choice made by critics of behaviouralism will 

be noted here. This approach is still widespread and, although choice discourse is most 

prominent in the behavioural approach, as a fundamental tenet of neoliberalism 

(Harvey 2007) it influences all representations of obesity. One of the assumptions that 

underpins ‘choice’ discourse is that people are unproblematically able to implement 

positive choices, unconstrained by circumstances (Crawshaw 2013).  

Whitehead (1992) makes an important point regarding the role of choice in the 

construction of responsibility for ill health. She argues that if healthy eating and 

physical activity are construed as the result of freely made personal choices, that is, that 

healthy choices are within people’s control, it is not unreasonable that responsibility for 

the consequences of such choices, such as obesity, should fall on the individuals 

concerned. This is important because it affects whether obesity is represented as a 

public issue necessitating a public response, or a private matter of choice. If obesity is 

depicted as within people’s control, that is, the result of their personal choices, then it is 

unlikely to be regarded as unfair. The kind of policy responses such a problematisation 

warrants are thus unlikely to address the drivers of health inequities. 
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The assumption of control that underpins choice contradicts evidence that it is 

sometimes precisely the opposite that is happening: people’s ill health and obesity can 

be the result of their lack of control over their circumstances and the choices that are 

feasible, that is, that lack of resources or structural factors proscribe choices (Ayo 

2012). Critiquing this notion, Hoggett reinserts the importance of context, contending 

that people are actually ‘reflexive but powerless … surrounded by real demands and 

real constraints’ (2001, p. 45). This has important ramifications for how equitable 

interventions are likely to be, as Crawshaw (2013, p. 619) reflects, suggesting that, for 

‘socio-economically disadvantaged groups’, contexts are ‘more characterized by 

constraint than opportunities for the self-determination and actualization required by 

behavioural change models’. 

Freudenberg (2014, p.6) constructs a compelling case that the overconsumption of 

obesogenic foodstuffs is the result of deliberate strategising by corporate food 

manufacturers and marketers to induce overconsumption of the most profitable — and 

obesogenic — foods, by making them ‘hyperpalatable’ to stimulate craving, and then 

marketing them in ways  which weaken the ability of potential consumers to make 

rationally evaluated choices. Freudenberg’s thesis thus challenges two of the core 

claims of neoliberalism: that choice expresses individual liberty, and that the market 

provides the fairest opportunity for such expression. 

While an exhaustive list of industry practices that contribute to obesity is impossible, 

Nestle (2002) describes a long list of the most prevalent and harmful. These include: 

• the denial of links between Energy Dense Nutrient Poor (EDNP) products and 
obesity, and their promotion as part of a balanced diet, despite single meals at 
some fast-food restaurants exceeding the recommended daily energy intake 

• the non-disclosure of financial interests or any links between public health 
programs and industry (see also Moodie et al. 2013) 

• the benefits gained by corporate sponsorship of EDNP products 

• invisible influencing of consumer choices by marketing practices such as 
industry lobbying of regulatory agencies, courts, universities and professional 
organisations and particularly politicians (also see Brownell 2012; Daube 2010; 
Dixon 2003; Freudenberg 2014; Jenkin et al. 2011; Moodie et al. 2013; Miller & 
Harkins 2010; Miller & Mooney 2010) which outweighs the input of nutritional 
advice to these decision-and opinion-makers from public health agencies. This 
imbalance in input was noted by Egger and Swinburn (2010, p. 97) also in the 
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‘consultative process’ leading up to the Weighing it up report (Commonwealth of 
Australia 2009a). 

Other industry practices identified as problematic are: 

• the direct funding of research into nutrition (Stuckler & Nestle 2012 p. 2) 

• the use of bogus research organisations (Moodie et al. 2013) 

• the manipulation of scientific evidence to show the food industry in a more 
positive light (Ludwig & Nestle 2008, p.1809; Moodie et al. 2013) 

• the co-option of policy makers and health professionals to give an air of 
credibility (Moodie et al. 2013) 

• input into policy-making regulatory processes designed to protect public health 
(Freudenberg 2014) 

• ‘cause marketing’ (Dorfman et al. 2012) and manipulation of public discourse 
(Chan 2013) 

• inappropriate partnerships and sponsorships of health agencies (Freudenberg 
2014) and 

• the shifting of personnel between industry, public health agencies, and 
government (Freudenberg 2014; Townend 2009). 

Numerous researchers argue that the food and marketing industries contribute 

extensively to the consumptogenic environment through practices such as the increased 

availability of EDNP food, increased portion sizes, and the low cost of high-fat, high-

calorie foods (Grier & Kumanyika 2008; Harris et al. 2009). However, the marketing of 

EDNP products, most particularly to children, has received the attention of 

policymakers and critics, both internationally and in South Australia (Handsley et al. 

2009; Harris et al. 2009; Henderson et al., 2009; Hoek & King 2009; Nestle 2002; 

Government of SA 2008;WHO 2004; Wymer 2010). This is an area of government 

regulation that has extensive support, compared with the direct regulation of the food 

industry (Shill et al. 2011). As several critics point out, while industry proponents argue 

that advertising does not influence consumer choice, the sums invested in doing so 

suggest otherwise (Hoek & Gendall 2006; Story & French 2004). There is also an 

increasing body of evidence showing that limiting the advertising of EDNP products is 

effective in reducing their consumption (Friel 2009; Handsley et al. 2009; Lobstein 

2006; Loring & Robertson 2014; Stead et al. 2007; Wymer 2010). 
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It is through practices such as these that critics (Egger & Swinburn 2010; Guthman & 

DuPuis 2005) surmise that the owners of capital benefit from both creating the problem 

of obesity and from commodifying its solution, effectively a kind of corporate double-

dipping. Other writers allude to the way the marketing industry creates anxiety, which 

the pharmaceutical industry then assuages, to the profit of both (Coveney 2008; Rayner 

et al. 2010). 

In contrast, Friel (2009, p. i) argues that the overabundance of food might be viewed as 

a ‘commercial success’, but is in fact a ‘market failure’ (see also Gard 2011b) as ‘the 

outcome is not good for both parties — the seller and buyer’. She argues for greater 

intervention by government, constructing market failure as actually government failure 

in its duty to protect its citizens’ health. Furthermore, she suggests that not only is more 

corporate accountability and regulation needed, but that public goods — including 

health — need to be removed from private provisioning and returned to the public 

sector. This argument for the effective decommodification of social goods is made most 

strongly by those who promote a social determinants approach to obesity, namely, that 

obesity is best — or will only be — addressed by action on the social and structural 

drivers of health. The primary goal of these critics is equity in health, with obesity 

constructed as one aspect of this broader vision (Friel 2009; Loring & Robertson 2014).  

Capitalism’s drive to maintain and increase profitability (Fischer 2003) can be achieved 

domestically by increasing advertising (Nestle 2002); by increasing portion sizes and 

marketing these, for example, by super sizing (Nestle 2002, pp. 21, 26; Guthman & 

DuPuis 2005, p. 430), and by inventing new ‘needs’ (Guthman & DuPuis 2005, p. 441) 

and food products (Nestle 2002). However, the problem is also ‘solved’ — or shifted 

— by the creation of new geographical markets in middle-income countries, with 

transnational corporations offering diets high in saturated fats, salt and sugar as 

alternatives to traditional diets. These are made economically possible by a 

combination of subsidies to primary producers that drives down the costs of basic 

ingredients, and increases in portion size and EDNP foods (Brownell & Warner 2009; 

Freudenberg 2014; Monteiro & Cannon 2012; Patel 2012; Rayner et al. 2010; Stuckler 

& Nestle 2012). 

The inordinate power wielded by the food industry and the inherently conflicted goals 

and interests of public health and industry are highlighted by public health advocates on 
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the international stage (e.g. Chan 2013) and locally (Daube 2010). As Daube notes, the 

food industry is ‘under pressure from shareholders and others to act aggressively in the 

pursuit of profit’ (2010, p. 445; see also Freudenberg 2014; Ludwig & Nestle 2008; 

Moodie et al. 2013; Nestle 2002). 

At the heart of the conflict are the contradictory messages about consumption that are 

promoted by public health — to ‘eat less’ — and industry — to ‘eat more’ (Nestle 

2002, p. 3). Processed foods are generally more profitable than unprocessed foods, as 

they contain high levels of fat, sugar and salt that are cheap and extend their shelf-life 

and palatability, and thus assist their sale (Freudenberg 2014). As Brownell (2012, pp. 

1–2) observes, ‘companies must sell less food if the population is to lose weight, and 

this pits the fundamental purpose of the food industry against public health goals’. 

The imbalance in resources and power between commercial marketing and public 

health social marketing is well documented (Daube 2010; Hastings 2012; Wymer 

2010). One of the results is the imbalance in voice between industry and those who 

would speak against it. Bastian (2011, p. 138) identifies this in her analysis of the 

portrayal of childhood obesity in popular and academic literature in Australia as a 

means by which the ‘ideology and interests’ of industry come to dominate. This is 

apparent in the reluctance of government to regulate industry in practice, despite 

scientific evidence and moral pressure to do this (Moodie et al. 2013). For example, the 

National Preventive Health Strategy 2008–2011 (Commonwealth of Australia 2009b, p. 

16) includes the objective of phasing out ‘the marketing of energy-dense nutrient-poor 

(EDNP) food and beverage products’ to children; however, industry is given four years 

to establish the success of self-regulation, during which time it will be monitored and 

evaluated, before a legislative pathway is adopted. Professor Rob Moodie (Moodie et 

al. 2013), who was Chair of the National Preventative Health Taskforce (NPHT) at the 

time this strategy was written, has since stated that partnerships with industry can lead 

to delaying tactics by industry to avoid regulation. He also argues that there is a lack of 

evidence supporting the effectiveness of partnerships, recommending public regulation 

instead and intervention in the market as the only strategy backed by strong evidence 

(Moodie et al. 2013; see also Brownell 2012). Some critics go further, suggesting that 

industry actively undermines external regulation (Freudenberg 2014; Stuckler & Nestle 

2012). Maximum profitability is logically better achieved in the absence of external 
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regulation, so it is not surprising that the processed food industry vehemently supports 

self-regulation. As Friel argues (2009), the decision to intervene is a political one, a 

matter of replacing the economic bottom line with one of population health and 

wellbeing. 

Development of the socioenvironmental frame 

The behavioural view of health has been extensively critiqued by the health promotion 

field, and provides the basis for the development of the socioenvironmental 

representation of obesity. Labonte (1993, p. 5) argues that it was the rise of social 

action movements in the 1980s, coupled with recognition that the behavioural approach 

had failed to help everyone, which led to the substitution of a broader ‘sociological and 

ecological analysis of health and disease’. Such an analysis recognised the importance 

of social and material risk factors as determinants of health. Health promotion was 

identified as a key concept in the strategy for ‘health for all’ at the WHO Primary 

Health Care conference at Alma-Ata in 1977 (Tsouros 1990). This found expression in 

the ‘Ottawa Charter for Health Promotion’ (WHO 1986) that broadened the 

prerequisites of health to include ‘peace, shelter, education, food, income, a stable 

ecosystem, social justice and equity’ and control, the latter taking shape in the goal of 

community empowerment recognising that control over one’s life is crucial to health. 

Several of the principles and strategies outlined in the Ottawa Charter are evident in 

current obesity literature and policy; although now, as then, their statement as goals 

does not ensure their enactment nor their survival in the face of political expediency. 

These included:  

• the inseparability of health and equity;  

• the fundamental link between people and environments, which provides the 

foundation for a socioecological approach to health;  

• a settings approach to health;  

• the provision of supportive environments, skills and opportunities for making 

healthy choices; and 

• the need for healthy public policy, to move beyond the health sector and to work 

with all levels of government and civil society, most specifically to ‘make the 

healthier choice the easier choice for policy makers as well’ (WHO 1986). 
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Labonte (1993, p. 9) suggests that the already dominant ‘neoliberal economic ideology’ 

was problematic to the realisation of the Ottawa Charter, with health promotion carried 

out within state bureaucracy beneath the twin spectres of co-option and 

commodification, the latter being where Labonte saw social marketing situated. Three 

ideas fundamental to the development of non-individual-based explanations of obesity 

and that characterise health promotion come from Milio’s work. These are: the 

relationship between health and environment; the embedding of choice in 

environments; and the role of public policy in providing environments in which healthy 

choices are the easy option, and are health-promoting by default (Milio 1981). Milio 

(1981) argued that, because health was the result of the positive impact of environments 

on people, the task of public policy was to create appropriate environments. This is the 

approach explicitly espoused in the policies and program that form the subject of this 

research. 

By explicitly embedding choice in environments, Milio (1986) shifts the responsibility 

for healthy choices from the individual to the collective, stressing the role of political 

choices in determining personal wellbeing. However, Milio (1976, p. 438) also 

envisaged that making ‘health-promoting choices easier’ should be the starting point, 

arguing for environments being made passively supportive of health, distancing the 

attainment of health even more from individual responsibility and choice-making. She 

advocated for environments that were themselves actively health-promoting so that 

individuals could remain ‘passive’ — that is, not required to make continuous 

consciously healthful choices — and yet be healthy (Milio 1981 p. 82). 

The socioenvironmental frame seeks to minimise the repercussions of non-healthful 

choices by making health as non-volitional as possible, that is, by removing the need 

for choices (e.g. via regulatory and legislative changes) and minimising the likelihood 

of people making non-healthful choices (e.g. by making healthy choices the easy 

choices through altered settings). 

Variants within the socioenvironmental frame 

There are several different reflections of the socioenvironmental approach to obesity. 

These include Dixon and Broom’s consumptogenic environment frame (2007); the 

toxic environment frame (exemplified by Brownell, for instance — Brownell & 

Warner, 2009; see also Barry et al. 2009); a focus on food insecurity (espoused, for 
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example, by Drewnowski (2009; Drewnowski & Darmon 2005; Drewnowski & Specter 

2004); and, more recently, Guthman’s work (2011) advocating more fundamental 

structural change. However, the model that is the most extensively iterated and 

influential is Egger and Swinburn’s obesogenic environment model. 

Egger and Swinburn’s largest contribution to obesity scholarship is in applying to 

obesity the tenets of the socioenvironmental approach to health, proposing that the 

influences on the ‘energy in’ and ‘energy out’ parts of the central medical–behavioural 

energy balance model should include environmental factors. The resulting ‘obesogenic 

environment’ thesis explains the distribution of obesity as resulting from differential 

access to opportunities for healthful eating and physical activity. It also contends that 

the passive environment has become one which, unless actively resisted, will lead to 

population weight gain. By contending that obesity is a ‘normal response to an 

abnormal environment’ (Egger & Swinburn 1997, p. 477), and that the default 

environment is now such that simply leading an ordinary life damages one’s health, 

Swinburn and Egger (2002; Egger and Swinburn 2010) reframe obesity as essentially 

environmental in origin. This in effect re-moralises obesity as a population health issue, 

distancing weight gain from the ‘gluttony or sloth’ characterisation evident in early 

medical accounts of the obesity epidemic (Prentice & Jebb 1995). I argue that the focus 

of solutions thus also logically switches from individual behaviours to environments. In 

line with the principles of health promotion (WHO 1986) it also lays the groundwork 

for a conceptualisation of obesity as a matter of health equity — of the distribution of 

those social and structural factors that lead to obesity related ill-health. This focus 

becomes increasingly clear in the development of the obesogenic environment model 

itself over the 17 years of its history in numerous publications (Egger & Swinburn 

1997; Gibbs et al. 2011; Sacks et al. 2008, 2009; Swinburn 2008; Swinburn et al. 1999; 

Swinburn & Egger 2002; Swinburn & Egger 2004). This reframing of the problem 

underpins contemporary recognition of the need for comprehensive policy with 

community-wide focus (Kirk & Penney 2013; Lobstein 2006) and also underpins the 

actual, formal policy responses of the SA government that are considered in the 

following chapters. 

The obesogenic environment model becomes increasingly comprehensive over time. 

The ‘ANGELO’ framework (‘Analysis Grid for Environments Linked to Obesity’), a 
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systematic method for identifying areas for change (Swinburn et al. 1999), draws on the 

settings approach of health promotion (WHO 1986; St Leger 1997), which was also 

applied in OPAL. ANGELO has been adopted by the WHO as one of three process 

tools used in developing its guide for implementing childhood obesity strategies (WHO 

2012b). As Swinburn et al. acknowledge, the framework draws on concepts iterated in 

the Ottawa Charter such as health-enhancing environments, healthy public policy and 

intersectoriality (Swinburn et a1. 1999; Tsouros 1990; WHO 1986). The authors call 

for coordination across all levels of government in policy development and 

implementation, echoing principles from contemporary health promotion such as those 

advanced the Commission on Social Determinants of Health (CSDH 2008; Sacks et al. 

2008). 

The obesogenic environment model has had a wide uptake in Australia and elsewhere, 

and the literature frequently features calls from its authors, among others, for non-

health policies to address the upstream drivers of obesity and the need for coordinated 

action (e.g. Gortmaker et al. 2011; Sacks et al. 2008, 2009; WHO 2012a, 2012b). 

However, very few practical examples are written about. While Allender et al. (2011) 

conducted a study interviewing key informants from local government about their 

support for various interventions addressing obesity, and Shill et al. (2011) explored 

support for regulatory intervention at state government level, these were essentially 

hypothetical and exploratory in nature. In contrast, Newman et al. (2014) detail how a 

‘Health in All Policies’ (HiAP) approach to health promotion can be applied to the 

issue of obesity. The HiAP approach aims to improve population health and health 

equity by promoting cross-sectoral action on the social determinants of health, and has 

been implemented in SA since 2007 (Newman et al. 2014). In the ‘SA Health in All 

Policies Healthy Weight Project’, health promotion staff worked with non-health 

departments to identify common ground, helping policymakers understand how 

addressing the determinants of obesity aligned with their core business, thus providing 

a reason for them to take action. The outcome was policy commitments by ten 

departments included in the next iteration of SA’s Eat Well Be Active Strategy (2011–

2016) (SA Department of Health 2011). This approach would complement the 

obesogenic environment model. 
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As more factors come within the scope of what is defined as the obesogenic 

environment, that is, they are recognised as causal to the problem of obesity, a parallel 

recognition of the problem of obesity as an inequitable health phenomenon becomes 

evident. This is reflected in an increasing focus in the model on the need for the 

outcomes of changes to be equitable. Targets for change simultaneously become more 

upstream, and the fundamental role played by the social determinants of health in 

creating healthy environments and population health is increasingly acknowledged in 

later iterations of the model (Swinburn 2008). This can be seen clearly in Swinburn’s 

commentary (2009, p. 510) on how to close ‘disparity gaps’ in obesity, where equity 

forms the focus. In this, Swinburn (2009, p. 510) expresses a ‘social determinants’ 

approach of recommending policy actions on ‘upstream’ factors like employment and 

income as well as policies that influence the immediate environments in which health 

behaviours occur. This accords with current research on the connection between equity 

and health such as the Marmot Review (2010, p. 14), which identifies the need for 

‘equality and health equity’ to be considered across all government departments, not 

just health. 

Finally, the model also increasingly identifies the obesogenic role of industry — ‘the 

powerful commercial drivers promoting obesity and vested interests in maintaining the 

status quo’ — and what is required of government, observing that leaving individuals to 

solve obesity while industry remains unregulated and free to profit is ‘patently failing’ 

(Moodie et al. 2006, p. 137). This reaches its fullest expression in Planet Obesity 

(2010) where Egger and Swinburn identify the unrestricted growth of capitalism as 

causal to the problem of obesity. Nevertheless, they fail to take account of one of the 

fundamentals of capitalism — the principle of diminishing returns, whereby profits 

decline over time as markets become saturated; capitalism thus requires constant 

expansion of markets, and thus consumption, in order to just maintain profitability 

(Harvey 2007). 

In contrast, a number of researchers such as Friel and Broom (2007), Moodie et al. 

(2013), and, most comprehensively, Guthman (2011), reflect a socioenvironmental 

view more fundamentally challenging to capitalism, creating a political–economic 

variation in this approach that continues the work of 19th century researchers such as 
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Engels. The latter linked disease to social and material deprivation and ultimately to 

capitalist relations of production (Tesh, 1988). 

Friel and Broom (2007, p. 161) make accounting for the ‘obesity gradient’ central to 

their study. Casting a health inequalities lens across obesity, they find, ‘the unequal 

distribution of the more distal and intermediate drivers of obesity add health 

disadvantage to those groups who are already disadvantaged in terms of wealth, power 

and prestige’ (p. 149). This explains how distal factors, in turn, influence proximal 

factors like diet and physical activity. It is these distal factors that the political–

economic scholarship is best able to explain. In her report to the NPHT, Friel (2009, p. 

ii) advised that the NPHT agenda is only realisable through ‘action that tackles the 

underlying social drivers of these behaviours — the social determinants’. She explains 

the link between environment and behaviour, which offers an explanation for why 

obesity is distributed along the social gradient, stating that: ‘what, and how much, 

people eat, drink, smoke and how they expend energy are responses to their socio-

political, socio-economic, socioenvironmental and socio-cultural environments’ (Friel 

2009, p. 10). She further argues that the social inequities in people’s living conditions 

lead to inequities in their health outcomes, in part because the capacity to choose 

healthy options declines with decreasing social status. Therefore, unless the healthy 

option is ‘physically, financially and socially the easier and more desirable choice 

relative to the less healthy option’, she argues that the healthy option is not in reality 

easier and thus is no more likely to occur (Friel 2009, p. i). This core issue of control is 

raised by Wisman and Capehart (2010, p. 939) who argue that the social gradient in 

obesity suggests there is a link between insecurity, stress, and obesity because the 

incidence of obesity is greater among those who experience the greatest disadvantage 

and least control over the most significant aspects of their lives. 

Friel (2009, p. ii) advises placing equity rather than obesity at the centre of policy, as a 

‘central overarching goal of government … not just one of a list of issues, which can be 

ticked off by targeting poor and marginalised groups’. She suggests that applying a 

social determinants approach to health and health equity would profoundly challenge 

current policymaking, arguing compellingly for a collective rather than an 

individualistic approach to health, necessary if equity in health is to be achieved. 
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Reaching a similar conclusion, Moodie et al. (2013) in effect reframe the ‘obesity 

epidemic’ as an ‘industrial epidemic’, in which ‘the vectors of spread are not biological 

agents, but transnational corporations’ (2013, p. 671), recasting the core problem as 

corporate profit making, of which obesity is an effect or symptom, an argument 

developed in Freudenberg’s (2014) problematising of neoliberalism. Cannon (2004) 

and Kwauk (2012) also position obesity as an end product of unjust economic relations, 

as a symptom of imperialism and colonialism respectively. Cannon (2004, p. 374), 

using the example of the sugar industry, problematises the pursuit and exercise of 

power by transnational corporations and ‘imperialist’ governments as undermining the 

WHO’s Global Strategy on Diet and Physical Activity (2004) that would protect the 

health of low-income countries. An alternative view is propounded by Kwauk (2012, p. 

50), who proposes that such documents are themselves instruments of hegemony and 

governmentality through which the powerful exercise control over smaller nations, 

reinforcing market inequalities in power. 

Guthman’s thesis, that the obesity problem is essentially a problem of the inequalities 

arising from capitalism, is also in this political–economic tradition. She argues that 

obesity emanates, in part, from capitalism’s reliance on its production of cheap food 

that enables the rate of profit to be maintained through paying low wages, the toxic 

properties of cheap food and degraded land leading to weight gains among poor 

workers. However, by constructing the problem of the inequalities of obesity as a gap 

between the environments of the rich and the poor, Guthman does not address the 

existence of the gradient in obesity. Nevertheless, Guthman distances obesity from 

behavioural explanations rooted in consumption and highlights the critical role of 

production in creating obesity. This is at odds with neoliberal individualist ideology and 

the moralised accounts embedded deep within behavioural explanations. Through her 

explicit critiquing of the ideological nature of production and consumption in which 

obesity is materially based, Guthman provides the platform for a de-moralising of 

obesity discourse which, as noted above, underpins all discourses. 

3.5.5 The role of ideology in framing obesity 

Although equity is thus discussed in the socioenvironmental framing of obesity 

literature as both a driver and an outcome of obesity, Clark et al. (2009, p. 2) note after 

examining findings from 20 systematic reviews and one meta-analysis of obesity 
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prevention interventions conducted between 2004 and 2009: ‘No reviews considered 

equity directly when examining the prevention of obesity in children and adolescents 

although some reviews did consider equity in their methods and interpretation of 

findings’. As established in this literature review, outside the socioenvironmental 

literature, the implications for equity are treated obliquely; the role performed by 

ideology is treated even more tangentially. 

In their exploration of opportunities to influence obesity policy, Allender et al. (2011, p. 

262) describe the policymaking process at some length, and while they identify the 

pertinence of ‘competing human values, interests and belief’, ideology is not identified 

as a relevant factor. The value base of policies is usually implicit. However, a recent 

document prepared for the WHO (Loring & Robertson 2014) explicitly states that the 

current WHO ‘Health 2020′ policy framework is based not only on evidence but on 

values such as sustainability and equity in health and wellbeing. Kwauk’s (2012) 

critique of the ideological function performed by the WHO’s 2004 Diet and Physical 

Activity Strategy document, which she argues reinforces colonial power, is also an 

exception. Kwauk (2012, p. 44) suggests that the Strategy’s disease focus, ‘by directing 

our attention to the growth of obesity as a problem rather than a symptom’, obscures 

the unfair global trade that has driven population-level weight gains. The same can be 

said of those discourses that place obesity rather than equity at the centre, as they 

similarly draw attention to medical or bio-health rather than political–economic-social 

solutions. 

There is some discussion in the literature about the role of neoliberal ideology on health 

and on obesity via policy, such as Henderson et al. (2009), who explore the impact of 

neoliberalism on food and food marketing regulation. Similarly, Shill et al. (2011) 

consider the constraints on policy options exerted by the neoliberal climate, and 

Wisman and Capehart (2010) identify neoliberalism as driving economic policies that 

in turn drive obesity. Nevertheless, these critique the causes of obesity and do not 

consider the ideologies beneath the policy responses to obesity, that is, the solutions. 

In contrast, Alvaro et al. (2010) explore the ideological underpinnings of Canadian 

obesity policy, identifying neoliberal ideology and specifically the dominant discourse 

of individual responsibility as key influences on policymakers. They argue that this 

contributes, in large part, to what they suggest is an overwhelming focus on change at 
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the individual level, despite evidence of the role played by structural determinants in 

creating health problems, including obesity. Using critical theory to analyse the power 

imbalance between government departments, they offer an explanation for how 

individualist policies dominate, suggesting that those departments directly linked to 

maintaining free market operation have greater power than those departments charged 

with promoting health. Like my research focus, Alvaro et al. (2010) also identify the 

need for policy to address the ‘structural injustices’ of the obesogenic environment. My 

focus, however, differs in that in addition to considering policy, my focus is also on the 

enactment of policy intentions via program implementation — that is, what ideologies 

are evident in practice. 

Freudenberg’s (2014, p. 95) analysis accounts for the inequitable impact of neoliberal 

pro-market policies and the distribution of ill-health and obesity that result from the 

domination of the ‘corporate consumption complex’. Most of all, Freudenberg 

considers ideology as of central explanatory importance, as he argues that it is what 

connects the activities of the various corporate elements. This supports my decision to 

focus my research on how the ideologies embedded in healthy weight policies influence 

equity in health, although my examination is far more concentrated, substituting a focus 

on program implementation at the local level for consideration of policy at a national or 

global level. 

Gard and Wright (2005) and Gard (2011a, 2011b) provide the only systematic 

examination of ideology within obesity debates and, while their work broadly relates to 

policy, it treats equity only peripherally. Their interest is primarily in how truth claims 

are made. They explore the nature of ideology — ‘a moral position [which] generates a 

particular way of reading and interpreting science’ — and how it is used to parcel up 

scientific evidence in pursuit of dominance in obesity discourse (Gard & Wright 2005, 

p. 146). They argue that every truth claim in the obesity debate has an ideological 

dimension, the implications of which are not explicit, but have far-reaching 

implications in practice. 

While Gard (2011b, p. 45) acknowledges that there are ‘many obesity researchers who 

argue in favour of fighting obesity precisely on the grounds of addressing health 

inequalities’, the relationship between inequalities and ideology is not specifically 

explored. Gard and Wright (2005, p. 181) do, however, examine the relationship 
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between ideology and policy, suggesting that ‘particular regimes of truth or 

“ideologies” provide resources for the ways in which bodies can be understood’ and 

thus the ways they are treated (governed and regulated) by institutions like law, 

medicine, health and education and which are apparent, for example, in BMI 

classifications. After surveying the field of obesity discourse claimants, they conclude 

that the dominant ideology of the obesity epidemic is highly moralised and 

individualistic, arguing that ‘the ideology of the “obesity epidemic” allows us … to 

construct those who are overweight as lazy and morally wanting’ (Gard & Wright 

2005, p. 182) resulting in the marginalisation of — and ultimately the discrimination 

against — large groups of people whom obesity policies are ostensibly designed to 

help. 

In contrast, the core of Kwauk’s critique (2012) is the inequitable impact on obesity of 

the maintenance of the power imbalance that forms part of the ideological 

underpinnings of international institutions. Analysing the construction of responsibility 

in documents of international governance, including the ‘international development 

community’, and drawing on Crawford’s concept of healthism (1980), Kwauk (2012) 

argues that the dominant neoliberal discourse reconstructs the economic and political 

struggle that characterises obesity as a problem of individual behaviour and poor 

choices. 

Kwauk (2012) thus illustrates how complex political problems are turned into simple 

lifestyle problems, with corresponding individual responsibility for solutions. She 

illustrates her argument with the example of Australian corporations selling EDNP 

products to Pacific Islanders who are then castigated for consuming the products and 

getting fat, thus becoming a ‘burden to … Australian taxpayers’ through the provision 

of international aid. Kwauk’s analysis demonstrates how the moral deficit discourse 

surfaces through the individual responsibility discourse. In addition to highlighting 

Australia’s complicity in cultural imperialism and in solving domestic market (and 

obesity) problems by exporting them to less-powerful countries, Kwauk’s case study 

(2012, p. 41) illustrates how ‘whole communities’ are ascribed with lesser moral status, 

assigned ‘positions along a social hierarchy of those who are worthy citizens and those 

who have failed’, through moralising discourse. 
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This section has described how the problem of obesity is represented in the three health 

promotion frames, and then how ideology influences the framing of obesity as a 

problem and the solutions that logically arise from this. The solutions represented by 

obesity policy will now be considered. 

3.6 The policy response to obesity 

In this section, policy responses to the increasing problem of obesity are discussed. 

Policy documents were sourced from references in the literature (described above), 

from the WHO website, and from national and South Australian health department 

websites. 

3.6.1 Global obesity policies 

At a global level, the WHO has played a lead role in responding to the obesity 

epidemic, publishing a series of technical and strategic papers, most importantly the 

Global Strategy on Diet, Physical Activity and Health (WHO 2004), which laid the 

groundwork for the more recent series of evidence-based strategy documents developed 

following the WHO Forum on Childhood Obesity held in 2009. The Global Strategy 

(WHO 2004) explicitly recognises the need to focus on disadvantaged populations and 

focuses on the behaviours that may result in obesity; obesity is thus implicitly 

problematised as the product of behaviours. 

The 2012 strategy documents provide a comprehensive guide to interventions, using a 

settings approach, and promoting the goal of reducing overweight and obesity in an 

equitable fashion. These documents (WHO 2012b) adopt the obesogenic environment 

model of obesity, identifying the significant role the private sector can play in creating 

environments that support or hinder healthy eating and physical activity behaviours. 

Core responsibilities are spelled out and specific actions identified regarding food 

formulation and marketing. This issue is highlighted here as the focus in local policy 

and programs, which also draw on the obesogenic environment model, are at times less 

clear about the responsibility of this sector, focusing more on individual consumption 

than corporate production. 

All the WHO documents examined (2004, 2009, 2012a, 2012b) include the equitable 

distribution of improved health outcomes as a goal. The WHO’s main action-oriented 

policy document (2012b, p.23) identifies social marketing and health promotion as 



48 

interventions that can potentially exacerbate inequalities as they rely on ‘end-user 

engagement and uptake’. To mitigate against this it is recommended that interventions 

target communities with high needs and provide them with additional support. 

Particular mention is made of the more equitable impact of ‘regulatory interventions, 

such as restrictions on food marketing to children’ (WHO 2012b, p. 23). This document 

(WHO 2012b, p. 69) also incorporates the ‘three public health promotion approaches 

for tackling the issue: 

• ‘Socioecological (Upstream) approach: Policies that shape the economic, social 

and physical (built and natural) environments’ 

• ‘Lifestyle (Midstream) approach: Policies that directly influence behaviour 

(reducing energy intake and increasing physical activity)’ 

• ‘Health Services (Downstream) approach: Policies that support health services 

and clinical interventions’. 

These definitions will be adopted in this thesis. 

The WHO European Office recently released a report, Obesity and Inequities: 

Guidance for Addressing Inequities in Overweight and Obesity (2014), indicating the 

significance obesity-associated inequity has attained. This report is also drawn on in 

Chapter 8 as it specifically focuses on obesity as part of the issue of inequity. 

3.6.2 National obesity policies for Australia 

The context of Australian governance 

Australia is a federation with three levels of government: national, state and local 

council level. Most taxes are levied nationally and redistributed through the federally 

funded welfare system and state-administered but federally funded health and education 

programs. Local councils have authority for land usage such as development approval, 

and in South Australia have responsibility for administering the South Australian Public 

Health Act (2011). They also take over some of the functions in community health 

which prior to this Act were the responsibility of the state Department of Health, in 

addition to hosting locally delivered programs such as the Healthy Communities 

Initiative and OPAL. As Allender et al. (2011) note, however, local government in 

Australia has only limited direct responsibility for factors relevant to obesity. This 

might curtail the apparent opportunities brought with the new Act. In addition to their 
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powers being defined under state government legislation, the capacity of local 

government to act can also be proscribed by the exact nature of funding provided by 

state government (Allender et al. 2009). Australia’s tripartite system of government is 

complex, with jurisdictional issues often making changes difficult and responsibility 

unclear. One example of this is the difficulties faced by South Australia’s Minister for 

Health in trying to protect children’s health (a state responsibility) by restricting 

television advertising of EDNP products to children (SA Department of Health, 2008) 

while lacking the authority to implement broadcasting controls or consumer protection 

from misleading advertising as these fall within federal jurisdiction (Henderson et al. 

2009; Sacks et al. 2008). As Henderson et al. (2009, p. 1404) explain, while consumers 

are protected in theory by a system of co-regulation between government bodies and 

industry, ‘[i]n practice, responsibility for regulation of food advertising largely falls 

upon industry in Australia’. 

National policies 

When this study commenced in 2007, responses in Australia to the perceived ‘obesity 

epidemic’ abounded at all levels of governance, with a National Obesity Task Force, 

parliamentary inquiries at federal and state level, and a range of documents and 

programs detailing the policy responses of different government departments 

(Commonwealth of Australia 2003, 2006, 2009a; National Obesity Task Force 2005; 

Government of SA 2004a; SA Department of Health 2006a). The chief national policy 

response to overweight and obesity in children and families was Healthy Weight 2008 

— Australia’s Future — The National Action Agenda for Children and Young People 

and their Families (Commonwealth of Australia 2003) and in adults1 was Healthy 

Weight for Adults and Older Australians: A national action agenda to address 

overweight and obesity in adults and older Australians 2006–2010 (Commonwealth of 

Australia 2006). These were supported by a series of clinical diet and physical activity 

guidelines and strategies (Appendix A) and, more recently, Clinical Practice 

Guidelines for the Management of Overweight and Obesity in Adults, Adolescents and 

Children in Australia (National Health & Medical Research Council 2013). Food 
                                                 
1 Healthy Weight 2008: Australia’s Future — the National Action Agenda for Children and Young 

People and their Families is the overarching policy for children and young people (0–18 years, p. 1) 
Although this policy statement precedes Healthy Weight for Adults and Older Australians, I 
concentrate on the latter as the Healthy Weight Target, which is the focus of my proposed study, 
includes South Australians 18 years and older. 
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Standards Australia and New Zealand continue to provide guidance about food 

labelling. 

Since Healthy Weight 2008, two framework documents relevant to obesity have been 

released: Australia: The Healthiest Country by 2020, Technical Report 1, Obesity in 

Australia: a need for urgent action (Commonwealth of Australia 2009b), and 

Australia: The Healthiest Country by 2020, National Preventative Health Strategy — 

the roadmap for action (Commonwealth of Australia 2009c), in which obesity is one of 

three priority areas targeted for behaviour-related intervention. A socioenvironmental 

approach is advocated, acknowledging that making healthy choices requires supportive 

environments: ‘the healthy choice must be physically, financially and socially the easier 

and more desirable choice than the less easy option’ (Commonwealth of Australia 

2009b, p. 58). This document draws directly on Friel (2009). In terms of addressing 

inequalities in the distribution of obesity, both Healthy Weight documents (2003 & 

2006) and Obesity in Australia (2009b) acknowledge the unequal distribution of 

obesity, highlighting that people of lower SES (particularly women) and Aboriginal and 

Torres Strait Islander people are more likely than other Australians to be obese. They 

advocate a ‘combination of environmental and behavioural changes’ (Commonwealth 

of Australia 2006, p.2) to address the issue, targeting groups with higher rates of 

obesity for additional help. The 2003 document includes among its aims the desire to 

‘Help those most in need and close the health gap between different population groups 

as a result of geography, ethnicity, and socio-economic status’ (Commonwealth of 

Australia 2003, p. 4) and recognises that more than local changes will be required to 

achieve this. However, it contains only a few interventions targeting the social 

determinants of the inequalities in health, such as housing quality for Indigenous 

people, and food supply, access and security, and has a mainly proximal focus on 

healthy eating and physical activity. This was the document current at the time this 

study took place, and was prior to the WHO Commission on the Social Determinants of 

Health (2008), which raised awareness of the need to address structural drivers if equity 

in health outcomes was to be achieved. 

There have also been two relevant Commonwealth parliamentary inquiries which 

resulted in the Protecting Children from Junk Food Advertising (Broadcast 

Amendment) Bill 2008; and Weighing it up: Obesity in Australia (the House of 
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Representatives Standing Committee on Health and Ageing 2009a). The second of 

these, and the process behind it, has drawn considerable criticism (e.g. Egger & 

Swinburn 2010), Olsen et al. (2009) noting that its terms of reference did not 

acknowledge obesity’s unequal distribution, despite ample evidence from government-

sponsored research, with the result that few of the 95 submissions reviewed addressed 

this evidence. Like Friel (2009), they reflect that obesity is unlikely to be reduced until 

the inequalities behind it are addressed, and suggest that: 

While the notion of ‘health for all’ is fundamental to public health and health promotion 
in Australia and implies a commitment to equity, unambiguous attention to it is required 
to ensure that health policy and practice does not unintentionally produce greater 
inequality. In the absence of politically sanctioned, overt attention to the drivers of 
inequitable health risks, exercises such as this obesity inquiry may exacerbate inequity 
because (correctly, from a pluralist perspective) they attempt to balance competing 
perspectives. (Olsen et al. 2009, p. 171) 

Olsen at al. (2009) also observe that the inequality dimension can be rendered invisible 

by other arguments, despite there being a commitment to equity at a rhetorical level; 

this will be pertinent to the following section and to later chapters where I examine and 

describe state-level responses to the ‘obesity epidemic’. 

3.6.3 South Australian obesity policies 

This section describes the policy context at the time this study began, 2007, as it is 

these policies and related programs, and key informants’ responses to them, which form 

the subject of the analysis in Chapters 4, 5 and 6. 

South Australia has had a Strategic Plan (SASP) since 2004, updated three times, which 

aims to provide both future directions and a framework for action for government, 

business and community sectors (Government of SA 2011a). The one pertinent to this 

thesis is the second iteration, SASP 2007. It has six overarching objectives, within 

which sit 98 specific targets. One is a Healthy Weight Target (Target 2.2), which sits 

under Objective 2, ‘Improved wellbeing’ (Government of SA 2007a, 2007b). 

SA’s strategic plans are updated annually with progress reports, and reflect a joined up 

approach by and to government, which has significance for the HWT. This target — 

with related strategic policies — reaches across several departments, with the South 

Australian Department of Health (SA Health) designated the lead agency (SA 

Department of Health 2008a). The for-profit and not-for-profit sectors are included to 
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varying degrees. A Healthy Weight Coordinating Group had responsibility for 

facilitating ‘a strategic and coordinated approach across SA Health’ (SA Department of 

Health 2009, p.4). 

Healthy Weight Target 2.2 in the SASP was stated as: ‘Increase the proportion of South 

Australians 18 and over with healthy weight by 10 percentage points by 2014’ 

(Government of SA 2007a, p. 19). This target was modified from the earlier target in 

the original State Strategic Plan of 2004, ‘to reduce the percentage of South Australians 

who are overweight or obese by 10% within 10 years’ (SA Department of Health 

2006a, p.3). The revised target limits its focus to adults and extends the timeframe. The 

2007 target also expresses the goal in positive terms, as an increase in people with 

‘healthy weight’, rather than a reduced number of people who are ‘overweight or 

obese’. While other targets potentially affect achievement of the HWT (see Chapter 8), 

my research has focused on policies directed towards families, including the adult 

population, parents, and children by implication. 

Plans to address the SA Health-led targets in the SASP are specified in more detail in 

the SA Health Strategic Plan 2008–2010 (SA Department of Health 2008a), a document 

that links the SASP to the detailed planning document, the SA Health Care Plan 2007–

2016 (Government of SA, 2007c). The relationship between SA Health and the SA 

Strategic Plan is expressed thus: ‘South Australia’s Strategic Plan is an overarching 

framework for all SA Health activities, contributing either directly towards specific 

targets, or more broadly, to South Australia’s Strategic Plan objectives’ (SA 

Department of Health, 2008a, p. 2). 

The HWT can be viewed as the initial response of the SA government to the ‘obesity 

epidemic’; the Eat Well Be Active Healthy Weight Strategy for South Australia 2006–

2010 (EWBA) (South Australian Department of Health 2006a) is the SA government’s 

strategic response for meeting this target (Government of SA 2006a). While Healthy 

Weight Target 2.2 encompassed both the fields of nutrition and physical activity in the 

role they play contributing to weight, there was an additional independent target in the 

State Strategic Plan that to some degree overlapped this target: Target 2.3, Sport and 

recreation, which aimed to ‘exceed the Australian average for participation in sport and 

physical activity by 2014’ (Government of SA 2007a, p. 19). 
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The activities of The South Australian Health Department, SA Health, are also 

governed by the SA Health Care Plan 2007–2016 (Government of SA, 2007c). Also 

contributing to EWBA are the Eat Well SA Public Health Nutrition Plan 2006–2008 

(EWSA) (SA Department of Health, 2006b) and its predecessor, the Eat Well SA 

Project 1996 (preceding the Health Weight Target and thus independent of its aims –  

Smith et al. 2004), and the Be Active Physical Activity Strategy 2004–2008 (BA) 

(Government of SA 2004b). A further document, Eat Well Be Active Healthy Weight 

Strategy Priorities (Priorities, Government of SA 2009a), details 26 programs 

prioritised under the EWBA. 

In terms of health equity, the Eat Well Be Active strategy and Priorities acknowledge 

the higher incidence of unhealthy weight in populations on low income (SA 

Department of Health 2006a, p. 9), and the EWBA objectives include: ‘to make the 

greatest gain in those population groups who have the highest burden of overweight and 

obesity and poorest health outcomes’ (p. 8). Although the unequal distribution of 

obesity is recognised, it is, however, represented more as a gap than a gradient, for 

example as a ‘disparity between rich and poor’ (p. 19). A commitment to ‘Health 

Equity Actions’, for instance to ‘support policy initiatives which make healthy choices 

the easier choices for all but with benefit to disadvantaged communities’ links the 

SASP to the SA Health website (SA Department of Health website 2015, accessed 23 

May 2014). Likewise, EWSA (SA Department of Health 2006b, p. 3) also ‘aims to … 

contribute to addressing health inequalities’, while BA — a non-health document — 

does not. The relationships between these various policy documents are set out in visual 

form in Figure 3.1 below. The shaded boxes indicate the documents that are analysed in 

Chapter 5. 

3.7 The neoliberal ideological context of obesity policy 

Policy is situated within a political, economic and social context which, in the case of 

South Australia, is a minimalist ‘“liberal” welfare state’, subject to the same forces of 

neoliberal market and cultural forces as the rest of the world (Esping-Andersen 1990, 

p.26; McDonald & Marston 2005), and is part of that global context often inimical to 

equity in health (CSDH 2008; Freudenberg 2014). Alvaro et al. (2010) note how the 

commitment of neoliberal welfare states to maintaining the dominance of the free 
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market leads to a failure to prioritise health interests through addressing the structural 

drivers of health problems such as obesity. 

As Wisniewski (2011, p. 361) argues, the ‘medical discourse on obesity’ is historically 

‘expressed in ways that often support the prevailing political ideology expressed in 

public health approaches’. While the dominance of neoliberal discourse has been 

described as hegemonic (e.g. Bambra et al. 2007; Fischer 2003; Harvey 2007), Baum 

argues (2008) that the neoliberal construction of responsibility for health, though 

dominant, is not hegemonic. It is challenged by the social view of health that sees risks 

as emanating from social and structural determinants underlying behaviours, that is, 

apparent risky behaviours are responses to risk-creating environments (Baum 2008). 

Nevertheless, the ascendancy and pervasiveness of neoliberalism, which Jamrozik 

(2009, p. 36) refers to as an ‘homogenisation of political systems and ideologies’, 

means that civic and social goals (such as health and wellbeing) compete with the 

economic goals of government (Baum 2008). As policy sits within this context, 

neoliberalism may be viewed as one of the social determinants of obesity.  
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Figure 3.1: Relationships between ‘healthy weight’ policy documents in SA 

 
Source: compiled by the author from Government of SA 2007c and 2007d   
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Among the features of neoliberalism which, ‘since the 1980s’, have ‘increased the 

availability, affordability, and desirability of less healthful foodstuffs’ and thus 

contributed to obesity (e.g. see also Smith & Signal 2008), Friel (2009, pp. 20–21) 

includes ‘market integration, trade liberalisation, the growing influence of foreign 

direct investment, and the continuation of non-health focussed food subsidies’. She also 

includes global labour markets, extensive privatisation, the scaling back of the state, 

foreign investment, global advertising, and lack of corporate accountability. 

Freudenberg (2014, p. 35) argues that fundamental changes in the way capitalism has 

functioned in the US since this time have led to ‘hyperconsumption’ to which he 

attributes much of the chronic disease burden in the world. Freudenberg (2014, p. 95) 

theorises that a ‘corporate consumption complex’ effectively dictates global food, 

alcohol, tobacco, pharmaceutical, car and gun production, marketing and distribution, 

and that this complex — united by the ideology of neoliberalism — is overwhelmingly 

motivated and positioned to maintain its profitability. It does so, he argues, by willingly 

sacrificing global population health and democracy, for example, through the corporate 

capture of regulatory processes — Gramsci’s (1975a) political and economic 

institutions by which ideological dominance is secured. 

Of particular relevance to this review is Freudenberg’s (2014) identification of the 

integral role played by corporate consumption ideology in driving obesity and other 

chronic illnesses, as he suggests that its pervasiveness makes it seem unassailable and 

simply how things are. This makes it an instance of Gramsci’s (1975b, pp. 334, 369) 

concept of hegemony as the ‘common sense’ ideology of a whole social order — so 

diffuse and embedded in institutional practices that it is not easily made visible and thus 

the object of challenge (Gramsci 1971; Harvey 2007; McLellan 1986). Freudenberg 

(2014) effectively does so by problematising the ideology of corporate consumption, 

making it visible and thus disruptible.  

In this section I have described how obesity policy is influenced by the neoliberal 

ideological context in which it is largely embedded. The next section will conclude this 

chapter by summarising how the literature reviewed provides the basis for the research 

focus of this thesis. 
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3.8 Conclusion 

When I began this research in 2007 the literature on obesity was already vast, and while 

a socioenvironmental approach was gaining ground, much of the framing was still 

behavioural and medical. Then, as now, discussion of obesity’s distribution and the 

health inequities arising from this was found mostly in public health literature (e.g. 

Friel et al. 2007). While there was, and is, some recognition of the importance of 

addressing equity in obesity policy, and recognition of the role played by ideology in 

influencing policy, there remains relatively little literature exploring the link between 

ideology, inequity and obesity, especially at a program level. This review revealed that 

ideology is rarely highlighted in the literature, and that equity is omitted from many of 

the obesity frames and from the discourses that frame the literature and provide the 

evidence base from which policy is drawn. Research exploring which ideologies 

underpin obesity policies and programs, and how these influence the aim of achieving 

health equity, is thus lacking. This research addresses this gap by considering how 

much the aim of achieving health equity is embedded in the ideologies evident in the 

policy strategy designed to address SA’s Healthy Weight Target and what ideologies 

concerning obesity underpin them and in a community-based program that forms part 

of this strategy. 

The three health promotion frames outlined earlier in this chapter were incorporated 

into the framework (Bacchi 2009) used to conduct the discourse analysis, providing a 

means for interrogating the data and identifying the ideological framing of the policies 

and program. This will be outlined fully in the next chapter, which provides 

information about the research design and methodology of this study. 
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CHAPTER 4: METHODOLOGY 

4.1 Overview of chapter 

In this chapter I describe my research design which is underpinned by social 

constructionist epistemology and a qualitative paradigm, and is informed by critical 

theory. Schwandt (2000, p. 191), suggests that the relationship of theory to the practice 

of qualitative research is one where ‘acting and thinking, practice and theory, are linked 

in a continuous process of critical reflection and transformation’. The iterative process 

Schwandt relates describes my own research journey as I found my understanding of 

the problems I was researching profoundly altered by reflecting on my findings and 

consequently seeking further theoretical insight to help understand and explain them. A 

description of the philosophical foundations of this research is followed by a 

description of the data generation and analysis methods, and an account of how 

research rigour was achieved. 

4.2 Philosophical foundations 

This section explains the epistemological and theoretical basis of this study, and how 

the key terms — obesity, power, ideology, hegemony, discourse and equity — are 

understood and used. 

4.2.1 Social constructionism 

This research takes a critical perspective. Patterson and Johnston (2012, p. 279), 

following Bhaskar, posit obesity as a ‘hybrid construct that arises out of intersecting 

forces that are both natural and social’. Obesity described as a heavy weight clearly 

exists independently of an observer, and is objectively measureable (and thus 

positivist). However, in this study I explored its broader usage since obesity has 

multiple and highly nuanced meanings beyond the mere physical; these meanings are 

constructed by people who are obese, by their critics, by researchers, and by health 

practitioners (Kwan 2009; Lawrence 2004). 

Constructionism implies a realist ontology as it assumes the existence of objects 

independent of the observer, although their meaning is socially derived from the 

cultural understandings and preconceptions which the observer brings to the 

interpretation (Crotty 1998; Patterson & Johnston 2012). Schwandt’s (2000, p, 198) 
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elaboration — that social constructionism assumes that knowledge is ‘in some sense 

ideological, political, and permeated with values’ — accords with my approach. 

This research uses a moderate or weak version of social constructionism that Alvesson 

and Skoldberg (2009, pp. 34-5) describes as an ‘epistemologic variant’ that contends 

that ‘knowledge is socially constructed’, rather than the ontological version in which 

‘reality itself is a social construction’. This ‘epistemologic variant’ of social 

constructionism is compatible with critical realism in that it acknowledges a reality 

existing beyond the observer, but which can only be known socially, that is, through the 

observer. This variant of social constructionism is compatible with the method of policy 

discourse analysis described by Fischer (2003, p.54), which considers that ‘the very 

objects of inquiry are constituted through a mix of physical objects and social 

interactions’. Sayer (1997, p.466) describes a weak form of social constructionism as 

one which regards knowledge and institutions as social constructions, noting that 

‘Realists can happily accept weak social constructionism, while noting that the social 

character of knowledge does not mean that it cannot successfully identify real objects 

(including social constructions) which exist independently of the researcher.’ As Crotty 

(1998, p.63) notes, ‘Social constructionism is at once both realist and relativist.’ 

As Baum (2008) reflects, qualitative research methods are most useful for the in-depth 

study of the broad social and structural factors which influence health, into which 

description my study fits. ‘Interpretative methods, generally based on qualitative 

techniques, are well suited to studying such complex situations and offer much to the 

study of public health.’ (1995, p.459). Discourse analysis sits within the interpretivist 

tradition (Baum 2008, p.196). Discourse analysis as a research method is logically 

compatible with social constructionism (Bacchi 1999, p.49). Fischer (2003, pp.13-14) 

advocates combining a ‘social constructionist view of social inquiry with the role of 

discourse in the shaping of social explanation and understanding’ to explicate ‘policy 

questions and … the ways normative presuppositions operate below the surface to 

structure basic policy definitions and understandings’ (p.14).  His description of his 

focus as being on the ‘vocabularies and concepts’ used to describe and represent objects 

rather than on objects and their properties themselves (2003, p.130) describes the 

moderate form of social construction followed in this research. The aims of this 

research also align it with those described by van Dijk in his ‘Principles of critical 
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discourse analysis’ (1993, p.252), that is, ‘to get more insight into the crucial role of 

discourse in the reproduction of dominance and inequality’ (p.253). 

4.2.2 Critical theory and key concepts: ideology, discourse and equity 

Selection of a research methodology should be guided by its ability to shed light on the 

research objectives, while a theory needs to be able to explain the research findings 

(Patton 2002; Punch 2000). The key concepts at the heart of this thesis — ideology, 

discourse and equity — presuppose a theoretical perspective that recognises both the 

validity of these terms and the importance of research objectives based on them. I have 

chosen to use critical (social) theory as my research perspective because it helps explain 

the issues I am most concerned with — ideology; power, both material and discursive; 

and equity. 

I use the term critical theory in the broad, intentionally inclusive sense employed by 

Kincheloe and McLaren (2000, p. 291) who describe it thus: ‘A critical social theory is 

concerned in particular with issues of power and justice [equity] and the ways that the 

economy, matters of race, class and gender, ideologies, discourses and cultural 

dynamics interact to construct a social system’. It thus provides a theoretical basis from 

which to critique the impact of capitalism on policy, and particularly neoliberal 

capitalism-based domination, which influences how ideology can become hegemonic 

(Kincheloe & McLaren, 2000). Jackson et al. (2014) draw on critical theory to examine 

the influence of integrated marketing communication in contributing to the obesogenic 

environment. The authors argue that hegemonic processes ‘help to reinforce and 

expand the powerful position of the food and beverage industry within western society’ 

(p.490). They consider hegemony as one of the “‘enabling processes’ of power” (p.491) 

that is, one of the ways by which power imbalances in capitalist society are maintained, 

here, through dominance of cultural institutions and content, bringing about cultural 

consensus. This conceptualisation of hegemony will inform the analysis of my findings. 

Kincheloe and McLaren (2000) present the critical theorising of power in three ways: 

as productive and/or oppressive, expressed discursively; as ideology; and as hegemony. 

These are core concepts to my research, so they will be briefly discussed in turn. 
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Power: Productive or oppressive 

In the analysis of policy and discourse, power is commonly used in two distinct senses. 

The Marxist conception of power is as a force exerted on a person from outside, that is, 

as oppression. In conjunction with this stands Foucault’s conceptualisation of power as 

the ability to enable subjects to conduct themselves appropriately, which includes the 

concept of empowerment, with power conceptualised as diffused throughout society 

and apprehensible to everyone (Petersen 2003). Power used in both senses is relevant to 

this study, and critical theory offers insight into both understandings. Chapter 3 

described the link between self-determination, which is one form of empowerment, and 

the social gradient in health and obesity. Researchers have noted this from data as 

varied as the Whitehall II cohort study of London-based civil servants (Martikainen & 

Marmot 1999), data gathered for the Commission on Social Determinants of Health 

(Marmot 2007), and data drawn from the US National Center for Health Statistics 

(Wisman & Capehart 2010), that weight and poor health increase as SES and control 

over one’s circumstances decreases. Critical theory exposes how power can be used 

oppressively, and by whom, to curtail the power of others to control their own life (self-

determination). It provides a framework for seeing how such power is not random but is 

entrenched through social and economic relations, so that the power to rule oneself is 

undermined by the exertion of (oppressive) power by the ruling class acting in its own 

interests, that is, to maintain the status quo under which it dominates. Kincheloe and 

McLaren (2000, p. 283) suggest that critical theory is ‘intensely concerned with the 

need to understand the various and complex ways that power operates to dominate and 

shape consciousness’. The tools for making such an analysis are essential for my 

research. 

Most of all, critical theory aims to identify ‘who gains and who loses’ in ‘particular 

social arrangements and the processes by which such power plays operate’ (Kincheloe 

& McLaren 2000, p. 281). Public policy is one such process that can either challenge or 

reinforce inequalities in the distribution of power and the benefits associated with it. 

Critical theory can thus help identify the interests at stake and hence, for my purposes, 

how responsibility for change might be ascribed. Two associated concepts — ideology 

and hegemony — will now be examined. 
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Ideology 

While I agree with the observation, derived from Gramsci (1975a), by Kincheloe and 

McLaren (2000, p. 303) that ‘The dominant ideology is the expression of the dominant 

social group’ it is necessary to elaborate on how ideology was understood and used in 

this research. Ideology has a number of meanings, the most basic being a ‘system of 

ideas’ (Gramsci 1975a, p.175). This general meaning underpins the more specific and 

political uses of the term that I employed in this study. I used ideology in the sense 

developed by Gramsci who built on Marx’s proposition that ideologies are founded on 

economic structures and relations, though accepting Marx’s notion that these are 

distorted by class interests (Abercrombie et al. 1988; Gramsci 1975a). Two aspects of 

Gramsci’s theory of ideology, laying the basis for his concept of hegemony, were 

important for my research. 

Firstly, Gramsci (1975a, 1975b) argued that class domination required the operation of 

ideological apparatus as well as economic factors. He theorised that the beliefs which 

favoured the ruling class and secured its domination were embedded in and propagated 

through institutions such as schools, courts, the media, church and family, through ‘a 

multitude of … so-called private initiatives and activities … which form the apparatus 

of the political and cultural hegemony of the ruling classes’ (Gramsci 1971, p. 258) to 

which can be added ‘medicine’ (Waitzkin 1989, p.223). 

Secondly, Gramsci (1975b, p. 330) proposed that ideology was able to operate 

independently of economics as it drew on ‘two theoretical consciousnesses’: the beliefs 

imposed by the dominating capitalist class that controls the economy, and people’s own 

experiences as a working class, which he theorised generated independent beliefs 

through which the dominant beliefs could be challenged. This understanding of 

ideology is essential to my analysis as it highlights instances of resistance to dominant 

neoliberal ideology; it is also the basis for many ideas underpinning both Marxism and 

empowerment, as it theorises the possibility that people can change their circumstances 

by struggle (thus privileging agency over structure), meaning that hegemony is never 

complete (Abercrombie et al. 1988; Gramsci 1971, 1975a). 

My understanding and usage of ideology was also influenced by three ideas developed 

by Althusser (1994, p. 136): his conceptualisation of ideology as a practice for securing 

class domination, as well as a set of beliefs; his notion that ideology is imposed without 
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being consciously apprehended, and can thus in turn be expressed without intention, 

‘subjects’ believing they act ‘all by themselves’; and his argument that ideology plays a 

role in constructing individuals’ identities and allotting them a role in society 

(‘interpellation’ ; Althusser 1994, p. 130; McLellan 1986). 

Bambra et al. (2007, p.572), in their ‘politics of health glossary’, note the usefulness of 

analysing the ideological influences on health which, they observe, are frequently 

identified but seldom explored: ‘Ideology is a system of inter-related ideas and 

concepts that reflect and promote the political, economic and cultural values and 

interests of a particular societal group.’ Following Bercovitz’s (2010) use in their 

analysis of health promotion, I have drawn on Hall's (1995) explanations and usage of 

‘ideology’ which further elucidates Althusser’s work.  Hall argues that we speak 

through ideologies as part of our sense making of experience, at an unconscious (or 

‘taken-for-granted’ - van Dijk 2001, p.355) level, that is, we draw on ideological 

premises without knowing we do so. This is the way I have understood ideology to 

operate, for example in my analysis of OPAL respondents (Chapter 7).I drew on these 

understandings of ideology to examine both how the neoliberal capitalist context in 

which healthy weight policy is situated influences the impact of such policy, and how 

such policy itself can perform an ideological function in constructing responsibility for 

weight, while the concept of ideology as unconsciously held beliefs underpins the 

rationale of discourse analysis. 

Hegemony 

Gramsci’s concept of hegemony is thus a broader and more dynamic concept than 

ideology, and plays an instrumental role in how he theorised power. Gramsci (1975a, p. 

183) refers to the ‘struggle for hegemony’, representing hegemony as a means of 

eliciting consent to rule — of establishing ‘a certain equilibrium’ — rather than as a 

means to ‘subordinate’ the interests of the working class. Kincheloe and McLaren 

(2000) further clarify the relationship between ideology and hegemony. While they 

describe ideology as the expression (a ‘discursive regime’) of certain groups, which 

may or may not be dominant, they note: ‘Hegemony refers to conventions and 

constructs that are shared and naturalized throughout a political community. Hegemony 

works both through silences and repetition in naturalizing the dominant worldview’ 

(Kincheloe & McLaren 2000, p. 303). 
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Gramsci’s (1975a, p. 180) description of hegemony as one set of ideas — or the 

worldview — of the ruling class which ‘tends to prevail, to dominate, to spread across 

the entire field, bringing about, in addition to economic and political unity, intellectual 

and moral unity … on a universal level’ is especially important for this research. It 

helps explain how one’s own interests can seem identical to, and inseparable from, 

those of the dominant group, making alternative thinking — and challenge — difficult. 

The significance of this pervasiveness and effective invisibility of hegemony is 

summarised by Eagleton (1994, p. 198): ‘Once power nakedly reveals its hand, it can 

become an object of political contestation’; it is the task of critical analysis to 

contribute to this goal. These understandings informed my analysis of discourse. 

Recent work in critical public health offers further insights into how an exploration and 

understanding of the concepts of ideology and hegemony can help explicate public 

health issues and policy. Scott-Samuel et al. (2009, p.289), drawing on Bambra et al. 

(2007) in their application of Connell’s (1987) concept of ‘hegemonic masculinity’ to 

explain health inequalities, express the concept of hegemony well, as a ‘process 

whereby popular beliefs or ideologies are adapted and incorporated into establishment 

values and ideologies and reinforced by those with political and cultural power to the 

extent that they become perceived as both natural and inevitable.’ They argue that 

hegemony is a dynamic but subtle process that can undermine explicit attempts to 

create public policy which is non-patriarchal. This understanding of hegemony is 

relevant to my own analysis, particularly my suggestion (6.5.3 Principle of positivity, 

paragraph 7, p.144) that neoliberal ideology exerts a gravitational pull on the framing of 

policy, whereby explicitly stated intentions not to hold individuals primarily 

responsible for their weight are undermined by the pervasive but subliminal neoliberal 

doctrine of individual responsibility, sometimes resulting in behavioural interventions. 

Discourse 

The critical perspective also offers insight into the role of discourses in expressing 

power. While Foucault rejected the concept of ideology for discourse (Barrett 1991), 

his conceptualisation of ‘discursively based’ power as dispersed throughout social 

practices and institutions (Fischer 2003; Petersen 2003; Rose et al. 2006) builds on 

Gramsci’s work. Fischer’s (2003, p. 73) suggestion that ‘discourses represent specific 

systems of power and the social practices that produce and reproduce them’ illustrates 
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the closeness in meaning of the terms ideology and discourse. Discourse is understood 

here as referring to language that represents a particular way of thinking and talking 

about an issue (Abercrombie et al. 1988). 

In the field of discourse analysis, Lupton (1992, p. 145) describes discourse as ‘a 

patterned system of texts’. Policy can be viewed as one particular kind of language text. 

Policy discourse is a means for propagating the aspirations of government. Writing 

from the perspective of policy analysis, Fischer (2003, p. viii) notes that ‘discourses 

both frame and carry knowledge’, reflecting the constitutive, and powerful, nature of 

discourse. He further suggests that policies ‘reflect and sustain particular beliefs and 

ideologies’, recommending that ‘to understand how a particular condition becomes 

constructed as a problem, the range of social constructions in the discourses and texts 

about it need to be explored’ (Fischer 2003, p. 62). This is what this research does, 

using Bacchi’s (2009) guided discourse analysis framework. 

Bacchi’s (2009) concept of problematisations can be understood as containing the core 

ideological framing of issues. My discourse analysis is informed by frame theory 

(Fischer 2003; Rein & Schoen 1993). Rein and Schoen (1993, p. 146) describe framing 

as ‘a way of selecting, organizing, interpreting, and making sense of a complex reality 

to provide guideposts for knowing, analyzing, persuading, and acting’. Frames are thus 

essentially mental principles of organisation, simplifications that influence how a 

problem can be though about, as they highlight some aspects of an issue and exclude 

others (Fischer 2003, p. 143). Frame theory proposes that how an issue is represented as 

a problem influences the kind of solutions that will be adopted. Frames are signified by 

particular discourses, which in turn indicate certain ideological positions. Goffman 

(1974, p. 564) theorises that analysing frames provides a means through which ‘What is 

implicit and concealed can … be unpacked, unravelled, revealed’ and thus laid bare and 

potentially disrupted, which is the aim of research conducted from a critical perspective 

(Crotty 1998). 

Bacchi (1999, p.40) notes the ‘multiple and contradictory’ nature of discourses, later 

(2009, p. 35) describing them  as ‘socially produced forms of knowledge that set limits 

upon what it is possible to think, write or speak about’, as ‘powerful fictions’ that 

‘make things happen, most often through their truth status’ (p. 35). Kincheloe and 

McLaren (2000, pp. 284, 299) define discourse as ‘a set of tacit rules’ regulating what 
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can and cannot be said, and who may speak and who remain silent, with the powerful 

constructing ‘truth’: ‘Critical research traditions have arrived at the point where they 

recognise that claims to truth are always discursively situated and implicated in 

relations of power’. 

Lupton (1992, p. 145) argues that discourse analysis is ‘pertinent to the concerns of 

public health’ as it involves the critical analysis of how language reproduces dominant 

ideologies. Discourse analysis seeks to make explicit what is implicit in a text and is 

thus the most appropriate method for my objective of identifying ideologies embedded 

within health policy discourses. 

Equity 

In Chapter 3 I presented evidence and explanations arguing that the unequal 

distribution of obesity across the population constitutes a health inequity. One of the 

concepts my analysis explored was equity, a concept that includes a normative element 

in that it describes something claiming a moral basis (Whitehead 1992). The 

methodology I chose to use is one that has ‘an explicitly normative agenda’ (Bacchi 

2009, p. 44; see also vanDijk 1993) as it aims to examine how problem representations 

contained in policies impact on people. 

4.3 Methodology 

4.3.1 Qualitative research 

Qualitative methods were chosen for this study as they lend themselves to the 

exploration of meanings (Crotty 1998). The kind of questions I was seeking answers to 

were not quantitative in nature. As Denzin and Lincoln (2000, p. 13) explain, 

qualitative research is concerned with ‘the socially constructed nature of reality’. 

Qualitative methods allow us to examine in depth and in detail the meanings that are 

not possible using quantitative approaches, thus facilitating the study of specific and 

contextualised phenomena (Guba & Lincoln 1994; Patton 2002) such as the HWS and 

OPAL program in this research. In discussing research methods applicable to public 

health, Baum (2008, p. 180) suggests that qualitative research methods are better suited 

to cope with ‘complexity and naturalistic settings’, allowing the in-depth study and 

explanation of influences on health that includes economic, political, social and cultural 
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factors. These characteristics make qualitative methods suited to my study, and will 

now be described. 

4.3.2 Research design 

This was a mixed methods study of SA Health’s response to the SA government’s 

Healthy Weight Target (HWT). Using qualitative data, in this research I explored the 

ideologies and discourses underpinning the policies addressing the HWT of the 2007 

South Australian Strategic Plan and one of the associated community programs, and the 

extent to which health equity was embedded in the ideologies identified. The design 

had three stages, comprising: (1) an analysis of Healthy Weight Strategy (HWS) policy 

documents, (2) an analysis of OPAL program documents, and (3) interviews with 

OPAL program workers and Advisory Committee members. The research design is 

expressed diagrammatically at Figure 4.1. 

The research was conducted in this way so that analysis of data from each stage could 

inform the next stage of the study. This happened in two ways. The method of analysis 

was refined each time it was applied in order to meet the particular research 

requirements of each stage in accordance with the requirements of the data, thereby 

producing increasingly nuanced results. At the same time, and most importantly, there 

was a gradual accumulation of broad data that provided the foundation for the analysis 

and final discussion of the findings. 

4.4 Research methods 

4.4.1 The What’s the Problem Represented to be? (WPR) approach 

Governmentality scholarship posits that ‘Government is a problematizing activity’ 

(Rose & Miller 1992, p. 181) [emphasis in original]. Building on this notion, Bacchi 

(2009, p. 25) argues that ‘We are governed through problematisations’ rather than 

through policies. Bacchi developed the WPR approach to facilitate the analysis of these 

problematisations. The WPR approach provides a framework of questions for 

interrogating policies so as to uncover problematisations embedded in the policy 

discourse (Bacchi 2009). 
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Figure 4.1: Research design   
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Bacchi’s (2009, p. 48) original six WPR questions are as follows: 

1. What’s the problem of obesity represented to be in a specific policy? 

This asks us to consider how the issue at hand is constructed. 

2. What presuppositions or assumptions underlie this representation of the 

‘problem’?  

This question explores the ‘conceptual logics and political rationalities’ that underlie 

the ‘problem’ representation identified at WPR 1. 

3. How has this dominant representation of the ‘problem’ come about? 

This question explores the history of this problem representation, that is, what led to 

this representation becoming dominant? 

4. What is left unproblematic in this problem representation? Where are the 

silences? 

At this point, the focus changes to explore what is left out by this representation of the 

problem, that is, what is not problematised. Focusing on the ‘silences’ is a way of 

speculating about other ways to present the problem. 

5. What effects are produced by this representation of the problem? 

This question invites us to evaluate problem representations in policies by examining 

their effects, to critically assess the implications that flow from this way of representing 

the ‘problem’. Bacchi draws attention to three kinds of effects: ‘discursive’, 

‘subjectification’ (that is, how people are created as subjects), and ‘lived’ or material 

effects. This question highlights power — who wins and who loses as a result of the 

problem representation, and in what way, and who is held responsible for it. 

6. How/where is this representation of the ‘problem’ produced, disseminated and 

defended? 

This question considers how the problem representation is propagated. By examining 

how problem representations ‘secure their authority’, ‘opportunities for disruption’ and 

resistance can also be identified (Bacchi 2009, p. 45). 
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I modified and extended Bacchi’s original six questions to include a more nuanced 

version of a seventh question that she devised specifically for analysing health policy, 

and added my own eighth question to draw out the implications of the analysis for 

health equity, based on my research focus. Other researchers have described their 

tailoring of the WPR approach to meet the purposes of their particular research focus 

(e.g. Cort 2011). Bacchi (1999, p. 13) introduces her approach as ‘providing the 

conceptual tools to interrogate [problem] representations’, and recommends using the 

WPR questions as a ‘starting place … to initiate a What’s the Problem? approach of 

any selected issue’. The WPR questions thus form a guide rather than a prescription for 

conducting interrogations aimed at elucidating problem representations. I created and 

applied the abbreviated form of the WPR template for healthy weight analysis 

illustrated at Figure 4.2. 

Bacchi (2009, p. 128) suggests including a seventh question specifically for health 

policy analysis on the grounds that health is a ‘slippery concept rather than a fixed 

idea’. However, I modified Bacchi’s (2009, p. 140) inclusion of two health paradigms 

— the ‘biomedical’ and the ‘social’ — to incorporate the three health approaches 

(Baum 2008; Labonte 1993) of biomedical, behavioural and socioenvironmental that I 

had identified in my literature review. I felt that separating Bacchi’s ‘social’ into 

‘behavioural’ and ‘socioenvironmental’ would provide the nuanced result my research 

focus demanded. 

Thus, the extra modifications (italicised) were: 

7. Does the document: 

a. represent the ‘problem’ of obesity-related ‘ill health’ to be 

biomedical, behavioural or socioenvironmental 

b. represent the ‘problem’ of obesity-related ‘ill health’ to be either a 

curative or a preventive ‘problem’ 

c. represent ‘prevention’ to be a biomedical, behavioural or a 

socioenvironmental ‘problem’ 
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d. represent ‘prevention’ to be an individual (i.e. biomedical and/or 

behavioural) or socioenvironmental ‘problem’? 

My second modification was to extend the Bacchi method by adding an eighth 

question. This highlighted the effects of the problematisation on equity, which was 

integral to answering my third research question. 

8. Is equity a consideration? How is it represented? Is it inherent or added on? 

As I analysed each section of a document or each theme in an interview (see below), I 

documented the analysis in the template. An example of applying this process to 

Section 3 of the Eat Well Be Active Healthy Weight Strategy, ‘Box 3: Influences that 

affect weight’, ‘Food Supply’ setting (SA Department of Health 2006a, p. 10) is 

included at Appendix B. 

Figure 4.2: WPR template for the healthy weight analysis 

Q1: What’s the dominant problematisation in this section of the document? 

 

Q2: What are the underlying assumptions, logic?  

Q3: How did this come about?  

Q4: What remains unproblematised? What is missing? Who is silent?  

Q5: What effects are produced; what are the implications (and for whom) of this problematisation in 
this policy? What is changed and what stays the same? How is power distributed? (Who 
wins/loses?) What are the subjectifications? Who is responsible for solving the problem? Who is 
blamed?  

Q6: How and where is this problematisation produced and spread? 

Q7: How is the ‘problem’ framed?  
a. Is the problem of obesity framed as a biomedical, behavioural or socioenvironmental 
problem? 

b. Is the problem of obesity framed as curative or preventive? 

c. Is the prevention framed as biomedical, behavioural or socioenvironmental? 

 d. Is this framed as the responsibility of the individual or socioenvironment?  

Q8: Is equity a consideration? How is it represented? Inherent or added on? Does the resulting 
policy present an upstream, midstream or downstream approach to the ‘problem’? 
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WPR approach — transparency and reflexivity 

The WPR approach promotes transparency and assists the researcher to be reflexive as 

it calls for ‘detailed introspection’ as a ‘political practice’ (Bacchi 2009, p. 45), most 

particularly through Bacchi’s final injunction to problematise one’s own 

problematisation. This is a highly iterative process in which tabulated analyses were 

repeatedly examined and recategorised so they could be synthesised into a meaningful 

and also manageable problem representation. It helped generate new insights into both 

the text under consideration and into how — and to what purposes — discourses are 

employed. 

4.4.2 Sampling strategy 

As described in the literature review, an updated HWT was included in SA’s Strategic 

Plan of 2007, and aimed to ‘Increase the proportion of South Australians 18 and over 

with healthy weight by 10 percentage points by 2014.’ (Government of SA 2007a, p. 

19). Because SA Health was designated the lead agency for the HWT, my research 

focused on identifying and then analysing the policies developed or adopted by SA 

Health in its Eat Well Be Active Healthy Weight Strategy for SA (EWBA) (SA 

Department of Health 2006a). These consisted of the Eat Well South Australia Public 

Health Nutrition Action Plan (EWSA) (SA Department of Health 2006b), the Be Active 

Physical Activity Strategy for South Australia 2004–2008 (BA) (Government of SA 

2004b), and the Eat Well Be Active Healthy Weight Strategy Priorities November 2009 

(Priorities) (Government of SA 2009a). 

To ensure comprehensive coverage, internet searches were also conducted of databases 

and the grey literature, and government websites searched for documents that related in 

some way to the HWT. References listed in these documents were also followed up. 

This yielded over 50 documents that related broadly to the HWT (see Appendix C). 

They provided background context to this study but were not analysed. Finally, key 

informants were asked to review the resulting policy lists for any omissions. 

The four documents — EWBA, EWSA, BA and Priorities — were taken to comprise 

the policy response of the SA government to the HWT; although the EWBA, as the 

most direct expression of government intent regarding the HWT, formed the pivotal 

focus of this study. 



73 

The Priorities document (Government of SA 2009a) described SA Health’s ‘priority 

programs’ within EWBA. From these the community-based childhood obesity program 

OPAL (Obesity Prevention And Lifestyle) was selected for study as it represented the 

most visible and largest financial commitment by the SA government to any single 

program in the EWBA. This, by inference, made it a significant part of how the 

government conceived obesity might be best addressed. All publicly available 

documentation for OPAL was scrutinised and five documentary sources were analysed, 

namely: the National Partnership Agreement on Preventive Health (Council of 

Australian Governments August 2010), which provided an overview of OPAL; three 

public presentations; and OPAL’s website and social marketing material. The selection 

of interview participants is described below. 

4.4.3 Healthy weight policy document analysis 

Once the above listed policies were identified they were analysed as follows. 

First stage: Familiarisation with the data 

This stage consisted of repeated readings of policy documents and making notes, as 

recommended by Braun and Clark (2006). Documents were also scrutinised for 

references to other policies and to the academic literature, and these sources followed 

up. A similar approach has been described by other researchers as part of their 

interrogation of policy texts and processes, combining Bacchi’s WPR approach with 

that of content analysis (e.g Carson & Edwards 2011; Cort 2011; Hagberg et al. 2013; 

McDonald 2014). 

Second stage: Descriptive account 

Comprehensive descriptive accounts were produced for each of the four core policy 

documents. Initially, these accounts closely reflected each policy document in terms of 

content and format, but in order to maximise their manageability they were then 

summarised, producing descriptive accounts of the most significant attributes, which 

then provided the basis for the next stage of analysis. 

Third stage: Interpretive stage — Discourse analysis and identification of themes 

A discourse analysis using the ‘What’s the Problem Represented to be?’(WPR) 

approach described above was then conducted on each descriptive account. This 
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accords with what Patton (2002, p. 453) describes as ‘deductive analysis where the data 

are analysed according to an existing framework’. Analysis at this level seeks to 

explain rather than describe the content of the data (Patton 2002). As I systematically 

examined the descriptive accounts of each policy, tables were created for each policy 

with notes entered against the WPR questions, although reference back to the original 

policy documents was frequently made to cross-check for accuracy. 

Examining the WPR-coded data from all four policy document tables, three themes 

were identified that explained the data in terms of my research focus: how the problem 

— of obesity/inadequate nutrition/inadequate physical activity — was represented; how 

the causes of the problem of obesity were represented; and how the solution to the 

problem was represented. These themes span Bacchi’s original six WPR questions, 

reflecting the logical stage of analysis to which they corresponded and which they best 

illuminated, making explicit those questions eliciting the ‘problem’ and those eliciting 

the ‘solution’ that are implicit in Bacchi’s original framework. The WPR questions 

were thus grouped as follows to provide a thematic framework: Theme 1: 

Representation of the problem (WPR Question 1); Theme 2: Representation of the 

causes of this problematisation (WPR Questions 2 & 3); and Theme 3: Representation 

of the solution to this problematisation (WPR Questions 4, 5 & 6). 

Data were accordingly organised under these themes. Amalgamating and simplifying 

the six original WPR questions into three themes helped clarify how the final two 

(additional) question-groups, WPR7 and WPR8, related to the data and became Theme 

4: The framing of this problematisation; and Theme 5: Implications for health equity 

respectively. 

Fourth stage: Interpreting the themes: synthesised discourse analysis 

This final stage involved producing a single synthesised account of the findings. Data 

from the four separate policy analyses were merged under the three themes of problem, 

causes and solutions to produce composite representations. These included primary and 

secondary problematisations to account for as much of the data as possible, and to also 

highlight any incongruences between the four policy documents. Synthesised accounts 

of the final two themes — the framing of the problem and the implications for equity 

— were then produced by applying the relevant WPR questions to the composite 

representations. 
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A single synthesised account of how the HWS represented the problem, its causes and 

solutions, its framing and the implications for equity was thus produced. 

4.4.4 OPAL program document analysis 

Selection of documents 

OPAL (Obesity Prevention And Lifestyle) is an obesity prevention program that 

supports children and young people through their families and communities (SA 

Department of Health website 2015, OPAL, accessed 2009-2015). While drawing on 

expertise from similar South Australian community-based obesity prevention programs, 

OPAL is formally an adaptation of the methodology belonging to the French program 

EPODE — Together Let’s Prevent Childhood Obesity — which was purchased by the 

South Australian Government from EPODE’s parent company, Proteines Pty Ltd. 

Under the terms of its licence agreement, only documentation that was publicly 

available could be accessed for this study (Council of Australian Governments 2010, 

pp. 6–7). 

These documents comprised: 

• National Partnership Agreement on Preventive Health (August 2010) 

• public presentations showcasing OPAL 

o ‘OPAL by EPODE’ (November 2009) 

o ‘OPAL in SA’ (July 2010) 

o ‘Evaluation of OPAL: Early lessons’ (December 2011) 

• OPAL website and social marketing materials (2009–2014). 

Ministerial press releases at the time of OPAL’s launch in 2009 were also drawn on to 

provide additional background. 

National Partnership Agreement on Preventive Health (August 2010). 

Because OPAL received commonwealth and state funding, it was described in the 

National Partnership Agreement on Preventive Health (Council of Australian 

Governments August 2010). This document provides an official record of OPAL’s 

origins, funding, targets, theoretical underpinnings, structure, implementation and 

evaluation and thus forms an invaluable source of background information. 
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Public presentations showcasing OPAL (November 2009, July 2010 and 

December 2011) 

The public presentations were selected because they provided ‘snapshots’ of OPAL’s 

evolving research design over two years, from its inception as a derivative of the 

EPODE model in 2009 to its evaluation two years later as a fully-fledged and locally 

contextualised program embedded in 17 communities (Cobiac et al. 2011; SA 

Department of Health 2009). The evolving research design entailed changes in the 

relative prominence of the community development and social marketing components 

that were significant to my research focus as they reflect different ideological 

assumptions (e.g. Crawshaw 2013). The presentations were delivered to significant 

audiences, so it can be inferred that they were accurate representations of the program. 

However, as I could only access the visual component of the ‘text’, which would have 

also had a significant oral component, the richness of the data generated would have 

been reduced (Mason 2002). 

OPAL website and social marketing materials (2009–2014) 

The selection of the OPAL website and social marketing materials (SA Department of 

Health website 2015, OPAL, accessed 2009–2014) as data sources for analysis was 

made because they represent the OPAL ‘product’ directly accessed by members of the 

public and thus offer a different perspective to the other textual sources. Due to the 

finite quantity of official material available about OPAL, all relevant material available 

on their website on 6 April 2013 was analysed, supplemented by website social 

marketing material until 12 November 2014. The methods of analysis followed will 

now be described. 

OPAL program data analysis 

(a) The first and second stages of analysis.  

The production of the descriptive accounts and discourse analysis of the separate 

documents followed the same process as described above for the policy document 

analysis. 
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(b) Third stage: Interpretive stage — Discourse analysis and identification of 

themes.  

Bearing in mind Bacchi’s (2009) injunction to problematise one’s own analysis, I used 

the three themes from the policy document analysis to guide my analysis of program 

documentation. I was thus able to build on the framework of problem, cause and 

solution to move my analysis forward, identifying one central motif running through 

the data. This was ‘whose is the problem represented to be?’, or more specifically, who 

is constructed as responsible for making the changes required by the program? This 

resulted in three themes found in the OPAL program document analysis. These were 

the construction of responsibility through i) the commercial sphere; ii) the principle of 

positivity; and iii) the principle of choice. 

(c) Fourth stage: Interpreting the themes: synthesised discourse analysis.  

Data were then organised under these themes, and a composite analysis produced. By 

analysing the construction of the problem of obesity, its causes and solution, this 

secondary WPR analysis explored the issue of responsibility for change implicit in 

these constructions. Rather than simply being the seventh step in the WPR framework 

(WPR 7d), responsibility became the lens through which the previous answers to the 

WPR questions are viewed. The final step was to draw out the implications for health 

equity (WPR 8). Lastly, the findings from the two document reviews were compared. 

4.4.5 OPAL interview analysis 

Interview schedules 

Drawing on the themes arising from the document analysis and in conjunction with my 

supervisors, a draft interview schedule was developed that was adapted to the three 

different groups of informants by varying the specific questions asked, based on their 

area of expertise. As Mason (2002) discusses, even when one’s intention is to elicit the 

same information from different interviewees, it is often necessary to ask different 

questions. The schedule was piloted with colleagues familiar with the field and was 

then further refined. The schedules each consisted of approximately ten main questions, 

along with prompts and probes (McCracken 1988) (see Appendix D). 
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Ethics and recruitment 

Approval to conduct the interviews was granted by the Flinders University Social and 

Behavioural Research Ethics Committee (Project Number 4617). Recruitment of SA 

Health staff was arranged with the manager of the Health Promotion Branch at SA 

Health. I requested that a list of names and contact details of potential participants be 

given to me to follow up as I considered this maximised confidentiality by concealing 

the identity of those who agreed to participate. Potential participants were then 

contacted by email as this accorded greater privacy than phone and enabled participants 

to respond at their convenience. Participants who agreed to participate were then sent 

an interview schedule, a letter of permission to participate from SA Health, a letter of 

introduction from my principal supervisor that also outlined confidentiality, and an 

information sheet about my research and myself. Participants were thus fully informed 

about the research and its aims, and what their involvement would be. Anonymity was 

preserved as far as possible by using pseudonyms in place of participants’ names, and 

by not identifying their role in the program or the site at which they were located 

(Mason 2002). Copies of these letters can be viewed in Appendix E. 

Ten key informants from OPAL were interviewed, five each from workers and 

Advisory Committees. Workers and Advisory Committee members were selected to 

represent a range of roles and perspectives. Workers included all senior professional 

staff within OPAL’s central State Coordination Unit at the time. The other workers 

were managers selected from two of the six Local Council Teams (community sites) 

that were then operational; these sites were chosen because their longevity provided the 

opportunity to fully roll out the program. All coordination roles were thus represented, 

resulting in five of the nine OPAL workers at that time being interviewed. Five 

members from the two Advisory Committees were interviewed in order to provide a 

range of perspectives. These people were selected on the basis of their backgrounds and 

area of expertise and represented practice, university, policy and local government. 

This provided maximum variation or heterogeneity which, as Patton (2002, p. 235) 

notes, is useful when the researcher can only study a ‘small sample of great diversity’, 

as from it one can identify both ‘unique characteristics and common patterns’, both of 

which are informative. Because the interviews were designed to provide insight into the 

implementation or practice of the OPAL program, supplementary to the document 
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analysis, and given the restricted pool of potential respondents, ten was deemed a 

sufficient sample size for providing heterogeneity. 

Workers and roles were identified through the SA Health website and by contacting the 

Health Promotion Branch of SA Health and the OPAL manager. Advisory Committee 

members were identified through public documents that provided the membership of 

the Scientific Advisory and the Strategic Advisory Committees. 

Ten potential participants (workers and AC members) were emailed and invited to 

participate, and all accepted. At the conclusion of each interview participants were 

asked whether there was anyone they thought was essential for me to talk to, while not 

disclosing whether I had already or intended to interview them, in order to maintain 

confidentiality as far as possible. No participants suggested anyone additionally. 

Interviews were conducted between November 2010 and January 2011, one by 

telephone and nine face-to-face; each taking 1–1.5 hours in locations chosen by the 

participants (usually their workplace). The exception was a follow-up interview 

necessitated by a participant needing to cut the original interview short and that was 

later conducted in their home at their request. 

All participants agreed to the interview being recorded. Interviews were audiotaped and 

fully transcribed by a transcription editor, corrected by me after listening to/comparing 

transcripts with recordings, then sent to the interview participant for verification and 

amendment. While most participants reviewed their transcript and made only minor 

changes, one person made significant changes due to the political sensitivity of their 

situation (OPAL was frequently under attack in the media by an Opposition MP). Three 

participants trusted the use I would make of the transcript and chose not to review it. 
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Analysis of interview data 

(a) First stage: Familiarisation with the data.  

I immersed myself in the data by actively reading and re-reading the transcripts and 

listening to the audio recordings of the interviews several times, comparing them with 

the transcripts and making notes (Braun & Clarke 2006; Green et al. 2007). 

(b) Second stage: Descriptive account.  

A decision was made to also apply a process of open coding to the interview transcripts 

to complete the process described by Braun and Clarke (2006, p. 96) as needing to be 

‘thorough, inclusive and comprehensive’. The interviews were therefore downloaded 

into NVivo software (QSR International, Version 8, 2008) for initial coding. Braun and 

Clarke (2006, p. 89) note that coding all data results in a long list of different codes, 

which the researcher then starts to analyse, thinking about how to merge them to 

produce ‘overarching’ themes. Accordingly, similar nodes were then manually 

collapsed into categories using a colour key. From these categories, two overarching 

categories were identified, corresponding to the two components of OPAL. These 

categories were still descriptive rather than explanatory. As Green et al. (2007) 

describe, this was an iterative process, involving moving backwards and forwards 

checking and modifying codes for their accuracy. 

For presentation and further analysis, the results were split into two groups: workers 

who were based in local OPAL communities, implementing the program, and 

coordinators who fulfilled various roles in the central management unit); and Advisory 

Committee (AC) members. The whole process was repeatedly discussed with my 

supervisors (as Mason, 2002, recommends). Descriptive accounts of the data were then 

prepared and presented under the two broad categories: the community-based and the 

social marketing components, with workers’ comments preceding Advisory Committee 

members, to enable comparisons to be made more easily. 

(c) Third stage: Discourse analysis and identification of themes.  

Open coding of the interviews resulted in the identification of five themes: complexity, 

socio-ecological approach, and equity under the community-based component; and 

under the social marketing component, origins in EPODE, and social marketing in 
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practice. This coded material was then transposed onto the 5-part WPR tables devised 

during analysis of the policy documents. This enabled a vertical reading of the data 

contained in the four tables (workers’ and advisors’ accounts of the community-based 

and the social marketing components), highlighting significant attributes of the 

descriptive theme being analysed. An example has been included in Appendix F. 

(d) Fourth stage: Interpreting the themes: synthesised analysis.  

The four tables were then synthesised into one, with material from each of the four 

tables set side-by-side against the five main categories/representations of WPR 1: 

problem; WPR 2 & 3: causes; WPR 4, 5 & 6: solution; WPR 7: frame; and WPR 8: 

implications for equity. This enabled a ‘horizontal’ reading in which tensions and 

incongruences between accounts of responsibility for the problem and its solution to be 

highlighted. A summary of the policy approach or frame that problem representations 

corresponded to was elicited, and a projection of how the ideological underpinnings of 

such a framing of obesity were likely to impact on health equity, which corresponds to 

my fourth research question and is the ultimate purpose of this study. 

4.4.6 How the research methods chosen relate to the purpose of this study 

As outlined in Chapter 1, the purpose of this study was to consider the impact on health 

equity of the different ideological understandings of healthy weight that underpin South 

Australia’s response to the Healthy Weight Target (that is, the EWBA Healthy Weight 

Strategy) and one of the associated community programs. The research questions, and 

the methods, data source and analysis that were used to answer them are set out in 

Figure 4.3. 

4.4.7 Data generation 

A number of theorists argue that the term ‘data generation’ is more consistent with a 

social constructionist epistemology than ‘data collection’ because it acknowledges the 

active role the researcher plays in producing (rather than discovering) the data (e.g. C 

Baker 2004, p. 163; Mason 2002, p. 52; Schwandt, 2000). I will adopt this terminology 

because I approach the policies themselves — the object of my study — as socially 

constructed, the result of the interaction of people (policy writers) with the ‘obesity 

problem’. 
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Multiple methods of data generation 

While multiple methods of data generation increase the rigour of a study (Mason 2002; 

Yin 2003), Mason also stresses the importance of being clear about how they integrate. 

In this research, analysis of the data generated from healthy weight policy documents 

was used as the basis from which to conduct analysis of program documents. This is 

apparent in the identification of themes during the critical phase of analysis, when the 

themes identified in program documentation built on and explored the findings from the 

policy analysis. 

Figure 4.3: Research questions and data sources 

RESEARCH 
QUESTION 

METHODS DATA SOURCE DATA 
ANALYSIS 

1: What are the 
ideologies and 
discourses underpinning 
policies that are 
designed to contribute to 
achieving the Healthy 
Weight Target of the 
2007 South Australian 
Strategic Plan? 

Policy document 
review 

‘Healthy Weight Strategy’ 
Policy documents: Eat Well Be 
Active Healthy Weight Strategy 
for SA 2006–2010; Eat Well Be 
Active Healthy Weight Strategy 
Priorities Nov 2009; Eat Well 
SA Public Health Nutrition Plan 
2006–2008; Be Active Physical 
Activity Strategy 2004–2008. 

Descriptive 
analysis 

WPR approach 

 

2: What are the 
ideologies and 
discourses underpinning 
one of the community 
programs and its 
practice? 

Program 
document 
review 

Interviews with 
key stakeholders 
from program 

OPAL program documents: 
National Partnership Agreement 
on Preventive Health; Public 
presentations showcasing OPAL 
— ‘OPAL by EPODE’ 
(November 2009), ‘OPAL in 
SA’ (July 2010), and 
‘Evaluation of OPAL: Early 
lessons’ (December 2011); and 
OPAL website and social 
marketing materials (2009-
2014). 

OPAL program interviews with 
workers and Advisory 
Committee members. 

Descriptive 
analysis 

WPR approach, 
building on 
thematic 
framework from 
policy document 
review. 

Descriptive 
analysis 

Open coding 

WPR approach  

3: To what extent is the 
aim of achieving health 
equity embedded within 
the ideologies evident in 
the policies and 
program? 

Comparison of 
findings from 
analyses of 
documents and 
interviews 

‘Healthy Weight Strategy’ 
Policy documents; OPAL 
program documents; and OPAL 
program interviews as above.  

Comparative 
analysis 

 

Analysis of data generated from program documentation both preceded and was 

contemporaneous with analysis of data generated from interviews with key program 
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informants. What I learned from the program document analysis informed the interview 

schedule I prepared; analysis of interview transcripts led me to source further social 

marketing materials referred to by participants and to review those I had already 

analysed. 

4.4.8 Research rigour 

Guba (1981, p. 79) outlines a range of criteria for ensuring qualitative research 

addresses the ‘four major concerns relating to trustworthiness’: credibility; 

transferability; dependability; and confirmability. Guba (1981) further argues that 

trustworthiness can be enhanced both during the research process and after the research 

has been completed, so a range of criteria, or what Morse et al. (2012, p. 9) call 

‘verification strategies’, are presented. Only those pertaining to my research will be 

described here. 

Credibility 

For research to be credible, Guba (1981, p. 83) recommends undertaking ‘peer 

debriefing’, ‘member checks’ and triangulation. I was able to test my developing ideas 

and be exposed to searching feedback through monthly debriefings with my 

supervisors, in addition to informal interactions with colleagues undertaking research in 

similar fields. ‘Member checks’ relate to testing one’s data and its interpretation with 

the people who helped generate it (Guba 1981, p. 85). The accuracy of my interview 

transcripts was verified by respondents. Triangulation of my study was established by 

using a variety of data sources and methods, as illustrated in Figure 4.3 (Research 

questions and data sources), as Guba (1981, p. 85) suggests, in order to ‘cross-check 

data and interpretations’. 

Transferability 

Guba (1981) describes transferability as the degree to which research findings are 

applicable between contexts. The criteria that promote transferability include thick 

description and purposive sampling. The concept of thick description derives from 

Geertz (1973) for whom the term included description of social context and meaning as 

well as physical, observable facts. Thick description, Guba (1981) posits, enables the 

researcher to discern whether a new context is sufficiently similar to that which has 

been studied to allow for the transfer of working hypotheses from one to the other. In 
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my research, both the data collected and the descriptive accounts of each data source 

contained a wealth of contextual detail that would enable an assessment of 

transferability. As described above, purposive sampling was undertaken when selecting 

the healthy weight policies and the OPAL program for study to maximise the range of 

data that could be generated in relation to my research questions, which accords with 

Guba’s requirement. 

Dependability 

Guba (1981, p. 86) advocates overlapping the methods used to analyse one’s data as 

one way of improving its ‘stability’. As described earlier, two complementary methods 

of coding were used in this study (thematic and open) to maximise the reliability of the 

findings. Codes and coding frames were also discussed with my supervisors. As 

recommended by Guba (1981, p. 87) an ‘audit trail’ was also created throughout the 

research process whereby I fully documented the processes of data collection, analysis 

and interpretation. This enables the dependability of the procedures used to be assessed. 

Confirmability 

Confirmability refers to the credibility or neutrality of the data, as well as to accounting 

for the influence of researchers as instruments of their research (Guba 1981). 

Triangulation — collecting data from a variety of sources and a variety of perspectives 

— was undertaken, as recommended by Guba (1981). Interview respondents were 

selected to provide as diverse a range of experience and perspective as possible within 

the community program so that no single perspective would dominate the data and 

reduce the likelihood that my own perspective would unduly colour my interpretation. 

Materials aimed at a variety of audiences, such as members of the public, policymakers 

and health practitioners, were also selected for the OPAL document review in order to 

gain a range of perspectives. This meets the definition Stake (2000, p. 443) proposes of 

triangulation as ‘a process of using multiple perceptions to clarify meaning’. Guba 

(1981) suggests that reflexivity — ‘the process of reflecting critically on the self as 

researcher’ (Lincoln & Guba 2000, p. 183) can increase the confirmability of one’s 

findings as the researcher seeks to understand and make transparent their own thoughts 

regarding their research. This was practised rigorously throughout the study. In addition 

to the specific reflexive tasks undertaken as part of the WPR approach and described 

elsewhere, detailed accounts of observations, emerging interpretations and theories 
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were kept, and meetings with supervisors provided regular opportunities to test and 

reassess my ideas. 

4.5 Conclusion 

In this chapter I have described how this research was undertaken. Details have been 

provided about how a discourse analysis of data derived from a study of healthy weight 

policy and program documents, and of transcripts from interviews conducted with 

program workers and advisors, was conducted. The reasons behind the choice of a 

research design, the ‘What’s the Problem Represented to be?’ methodology and the 

critical theoretical perspective were also described. The next chapter will present the 

findings of the policy document analysis. 
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CHAPTER 5: FRAMING OF OBESITY IN HEALTHY WEIGHT 

STRATEGY DOCUMENTS 

5.1 Overview of chapter 

This chapter examines how obesity is framed in the core documents that comprise the 

response of the SA Government to the Healthy Weight Target (HWT), which was set in 

South Australia’s Strategic Plan in 2007 (SASP) (Government of SA 2007). To recap, 

the target (‘T2.2’) was to ‘increase the proportion of South Australians 18 and over 

with healthy weight by 10 percentage points by 2014’ (Government of SA 2007, p. 19). 

As described in the previous chapter, these documents are: 

• the Eat Well Be Active Healthy Weight Strategy for South Australia 2006–2010 

(EWBA) (SA Department of Health 2006a)  

• the Eat Well South Australia Public Health Nutrition Action Plan (EWSA) (SA 

Department of Health 2006b)   

• the Be Active Physical Activity Strategy for South Australia 2004–2008 (BA) 

(Government of SA 2004b) 

• Eat Well Be Active Healthy Weight Strategy Priorities November 2009 

(Priorities) (Government of SA 2009a). 

A descriptive account of each of the documents is followed by a single discourse 

analysis of these four accounts through which the framing of obesity is identified, and 

the ideological underpinnings and their implications for health equity explored. 

5.2 Descriptive accounts of Healthy Weight Strategy documents 

5.2.1 Eat Well Be Active Healthy Weight Strategy for South Australia 2006–2010 
(EWBA) 

Written in 2006, the EWBA Strategy is a relatively short document that provides a 

framework for the Government of South Australia’s response to the problem of 

increasing obesity among its population and which is identified in South Australia’s 

Strategic Plan (2007) in its HWT. Specifically, this framework document outlines state-

level strategies and responsibilities for promoting healthy weight for all South 

Australians. It was written by the South Australian Department of Health, with the SA 



87 

government taking a lead role in implementing the strategy but with a range of partners 

identified as also playing key roles. The document outlines a settings approach with a 

preventative focus, emphasising the provision of environments that can support healthy 

eating and physical activity, structured around ten ‘strategic directions.’ 

Background and context 

The document describes the epidemiological and policy background behind the setting 

of the HWT in the 2007 SASP, and the response of the SA Government that culminated 

in its development and the supporting strategies of Eat Well South Australia (EWSA) 

and the Be Active Physical Activity Strategy of South Australia (BA). EWBA (p. 5) 

states that it is situated within national and international healthy weight policy 

directions, specifically Healthy Weight 2008: The national action agenda for children 

and their families; Eat Well Australia and Be Active Australia and WHO policy 

documents. 

Evidence and consequences 

Quantitative evidence of the problem of ‘overweight and obesity’ in terms of its 

increasing prevalence in SA is presented, with a detailed explication of the 

‘consequences of overweight’, both social and emotional as well as physical. The 

chronic disease risks that are described are, however, explicitly ascribed to obesity 

rather than overweight. The document relates the negative impact on wellbeing, as well 

as on health, of not increasing population-wide rates of healthy weight, and the 

economic consequences for individuals, communities and government. 

Principles, aims and objectives 

EWBA’s guiding principles are stated, followed by its aim and objectives. The aim is 

couched in terms of the HWT: 

To improve the health and wellbeing of South Australians by working towards achieving 
the target identified in the SA Strategic Plan, that is, to reduce the percentage South 
Australians who are overweight or obese by 10% within 10 years. (p. 8) 

The five objectives focus on and enlarge some of the guiding principles; details of how 

EWBA will be monitored are included in the form of indicators against them. The 

objectives include are:  
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• to slow, stop and then reverse the current rate of weight gain and support all 

South Australians in achieving a healthy weight 

• to increase the number of people whose diet is consistent with the Australian 

Dietary Guidelines 

• to increase the number of people who are physically active in line with the 

Physical Activity Guidelines and Recommendations 

• to make the greatest gain in those population groups with the highest burden of 

overweight and obesity and poorest health outcomes 

• to create environments that encourage healthy eating and physical activity 

behaviours. (p. 8) 

The complexity of the problem of obesity and the concomitant comprehensiveness 

required in response is highlighted, with collaboration, partnerships and the necessity 

for multiple strategies stressed. Both individual and environmental influences on weight 

are identified for change, with public policy supporting ‘healthy eating and physical 

activity’ (p. 11) the core to EWBA’s settings approach. 

Strategic directions 

Ten ‘strategic directions’ identify key areas of influence, namely: Neighbourhoods and 

communities; Schools, preschools and childcare; Workplaces; Primary Health Care; 

Maternal and child health; Food supply; Media and marketing; Regulatory and fiscal 

policy; Government policy and leadership; and Research, surveillance and evaluation. 

Outcomes and strategies for achieving them are listed against each of these Strategic 

Directions. 

Appendices list complementary strategies and plans at the state and national level, SA’s 

Healthy Weight Taskforce membership (responsible for preparing the EWBA — p. 5) 

and the groups who provided feedback during the consultation, and references. 

5.2.2 Eat Well South Australia Public Health Nutrition Action Plan 2006–2008 
Summary (EWSA) 

The EWSA is a brief overview document that presents a summary of South Australia’s 

Public Health Nutrition Plan 2006–2008. It sets out the purpose, guiding principles, 

objectives, and strategies for achieving its aim of improving ‘the health and wellbeing 

of all South Australians through improving nutrition and reducing the burden of 
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preventable diet-related disease’ (p. 3) by ‘taking positive steps to improve the 

community’s access to and consumption of healthy food’ (p. 2). Like EWBA, the 

EWSA expresses health and economic concerns, addressing them through 

socioenvironmental as well as individual objectives. 

EWSA also provides a framework for action that outlines the core role of the SA 

Department of Health, while inviting ‘government agencies, non-government 

organisations and the business sector’ to assist in its implementation (p. 2). Where 

EWBA takes a settings approach, EWSA outlines six ‘action areas’ that cover different 

aspects of community nutrition and include fourteen objectives with specific outcomes 

and indicators. 

Background and context 

Eat Well South Australia has a longer history than the EWBA Strategy, arising from the 

Eat Well SA project of 1996, the goal of which was to ‘increase the consumption of 

healthy food by children, young people and families in South Australia (Smith et al. 

2004, p. 327). Rather than positioning EWSA under the mantle of EWBA, the 

Minister’s Foreword locates EWSA in South Australia’s Strategic Plan: ‘Eat Well 

South Australia will contribute to achieving several of the Plan’s goals’ (p. 2). This will 

be explored later in this chapter. 

Although EWSA does not name the EWBA strategy here, its reference to ‘an across 

government strategy to promote healthy weight’ (p. 3) in the Introduction clearly places 

this policy document alongside EWBA, though not beneath it, as the wording below 

makes clear. In the context of EWSA: 

Annual priorities as well as plans in specific action areas will be developed. So far there 
are three plans: an action plan to increase breastfeeding rates, an action plan to increase 
fruit and vegetable consumption and an across government strategy to promote healthy 
weight. (p. 3) 

The link between eating well and weight is thus still only implicit — it is not directly 

stated that eating well will reduce/influence weight. 

The ‘Eat Well Be Active Healthy Weight Strategy’ is actually only mentioned once by 

name (in the fine print below Section 8, Action Area 3), compared with the prominent 

references to national and international healthy eating protocols, effectively tying 
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EWSA’s genealogy more closely to other healthy eating plans than to the local healthy 

weight strategy. 

Evidence and consequences 

Unlike EWBA, which has to establish the existence of the problem it seeks to address, 

EWSA’s purpose of improving South Australians’ nutritional status is self-justifying; 

however good nutritional status currently is, it can presumably be made better. The 

consequences of poor nutrition are outlined succinctly in the introductory sections, 

linked to its chronic disease risks: ‘It is well recognized that good nutrition is 

fundamental to achieving good health. . . . and what we eat in childhood can help 

prevent diseases such as cancer, diabetes and heart disease when we grow older’ (p. 2). 

The economic consequences are also outlined: ‘By working together we can optimize 

healthy eating by all South Australians and eventually reduce the social and economic 

burden of diet-related chronic disease’ (p. 2). The economic consequences are not 

enlarged upon and improving health (through nutrition) becomes the sole focus of the 

document. 

Principles, aims and objectives 

The ‘Purpose’ section provides an overview of the role of EWSA, which is to identify 

‘priorities for action’; coordinate a collaborative approach to promoting nutrition; 

provide guidance for outside groups to plan their own nutrition activities; and to 

support consistency at national, state and local levels in public health nutrition (SA 

Department of Health 2006b). 

EWSA’s ‘Guiding Principles,’ like those of EWBA, stress their scientific evidence base 

and their commitment to advancing this and to fostering partnerships; they also state a 

commitment to equity, specifically recognising the health needs of Aboriginal groups. 

Both policy documents also include a focus on lifestyle — on the aspects of health that 

individuals can influence through their chosen behaviours, though EWSA prefaces this 

with an explicit recognition of the social determinants of health. EWSA also explicitly 

acknowledges the cultural dimensions of food. 

Whereas EWBA’s five objectives are quite general and precede — and thus appear to 

drive — its ten ‘Strategic Directions’ at an ideological or theoretical level, EWSA’s 
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fourteen objectives are very specific and are embedded in the six action areas and are 

linked to outcomes and indicators. The objectives are: 

Improving nutrition for mothers, infants and children; Increasing consumption of fruit 
and vegetables; Promoting healthy weight in children and young people and preventing 
weight gain in adults; Improving nutrition for older people; Improving food supply and 
food security; and Building capacity to promote healthy eating and good nutrition for all 
South Australians. (p. 5) 

Strategic Directions 

EWSA’s ‘Strategies’ section describes six general approaches that include:  

• improve knowledge and awareness of healthy eating 

• develop partnerships and coalitions 

• promote effective practice 

• foster strategic activities which address healthy eating and improved nutrition 

• support workforce development 

• food and nutrition monitoring. 

The two documents share many of the approaches and arenas for action, as will be 

discussed later. 

5.2.3 Be Active Physical Activity Strategy for South Australia (BA) 

The ‘Be Active Physical Activity Strategy for South Australia 2004–2008’ (BA) was 

compiled by the Physical Activity Council of SA, led by the Ministerial Physical 

Activity Forum with the Minister for Recreation and Sport at its head, on behalf of the 

Government of SA in November 2003 (p. 2). Its purpose was to provide strategic 

direction for ‘increasing South Australia’s participation rates in sport and physical 

activity,’ specifically to help ‘achieve the target set in the State Strategic Plan, of 

increasing participation rates to exceed the national average’ (p. 2). ‘The aim of this 

strategy is to increase the number of South Australians regularly participating in 

physical activity’ (p. 5). 

Like the other policy documents being examined, BA is overtly linked to other related 

documents and bodies. The BA later states that it ‘will link with other initiatives that 

impact on physical activity such as the State Strategic Plan and the work being 

conducted by the Healthy Weight Taskforce’ (p. 5). 
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The Ministerial Physical Activity Forum largely shared a common membership with 

the Healthy Weight Taskforce, which had responsibility for overseeing the EWBA, 

suggesting that the problems addressed in the two policy documents share common 

features. 

Aimed at an audience of partners and the public, BA is a short, framework document: 

‘This Strategy sets the direction to achieve a more active South Australia. . . . It 

provides the framework from which a detailed implementation and action plan will be 

developed’ (p. 4). 

Background and context 

The BA devotes considerable space to providing epidemiological evidence establishing 

the extent of the problem of lack of physical activity and the need for the strategy. A 

detailed picture of the environmental causes of declining physical activity in ‘most 

western countries’ is painted in BA before focusing on South Australia and on 

individuals. Statistics are provided and finally chronic disease ramifications cited. 

Insufficient physical activity is thus linked to ‘poor health and increased incidence of 

obesity’, which will have a ‘major impact on our quality and length of life’ (p. 4). 

Evidence and consequences 

Like the other policy documents, BA stresses its robust evidence base: ‘The Strategy 

will … strive to make decisions based on information generated through sound 

evaluation and research’ (p. 5). However, BA has noticeably less academic citation than 

EWBA and EWSA. 

Principles, aims and objectives 

While the BA does not devote a section to spelling out its principles or objectives, it 

does outline four National Physical Activity Guidelines with which it states it is 

aligned. 

Strategic Directions 

Seven goals with associated strategies comprise the remainder of the document (pages 

6–12) and will be described in some detail as they give a similar indication of the 
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policy approach of this document as that covered by the principles, aims and objectives 

in EWBA and EWSA.  

Goal 1 — Targeted Programs and Services: Four strategies for developing and 

implementing programs ‘designed to increase physical activity’ within the 

populations targeted by BA are described. The need to overcome the barriers 

and respond to the motivations and needs of different target groups are 

emphasised. 

Goal 2 — Research and Evaluation: Following evidence-based approaches to 

increasing participation in physical activity is emphasised (p.7).  

Goal 3 — Coordination: A coordinated and cross-sectoral approach to the planning 

and delivery of physical activity initiatives is emphasised, and several allied 

policies and documents are cited, locating this document within broader policy 

directives, such as the SASP: ‘Strategy 3.5 Embrace the objectives in the State 

Strategic Plan as they relate to physical activity’ (p. 8). 

It is interesting that the obesity target (as it was then) is not referenced; weight, in fact, 

is not mentioned in BA (beyond the title of the Healthy Weight Taskforce), and 

‘obesity’ is only mentioned once. These issues will be taken up in later analysis. 

Goal 4 — Policy, Planning and Legislation: Strategies ensuring that physical 

activity participation is written into all relevant government policy, planning 

and legislation are outlined, echoing the ‘health in all policies’ approach, 

representing what amounts to ‘physical activity in all policies’ (p. 9). 

Goal 5 — Supportive Environments: Strategies to alter physical environments to 

make both purposeful and incidental physical activity easier and more likely are 

outlined.  

Goal 6 — Awareness and Promotion: In contrast, this goal stresses the importance 

of awareness raising to ‘motivate individuals to be active and experience the 

multiple benefits associated with participation in physical (p. 11). 

Goal 7 — Education and Training: The final goal relates to professional 

development, curriculum development and provision of resources to fill 

identified gaps (p. 12). 
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5.2.4 Eat Well Be Active Healthy Weight Strategy for South Australia: Priorities 
as at November 2009 (‘Priorities’) 

This document primarily describes initiatives that contribute to achievement of the 

HWT (‘Priority Programs that Department of Health invests in to achieve the South 

Australian Strategic Plan Target 2.2’, Government of SA 2009a, p. 11) and, as these 

change over time, it is emphasised that this is an evolving document reflecting current 

priorities. At 58 pages the November iteration contains considerably more detail than 

the EWBA, and is focused on the implementation of that strategy. It thus differs in 

purpose from the previous documents described, which were strategies in and of 

themselves, and its format — and this description — differ accordingly. 

Background and context 

In 2009, the Government of South Australia developed Eat Well Be Active Healthy 

Weight Strategy Priorities as an adjunct to EWBA, to be ‘read in conjunction with the 

Eat Well Be Active Healthy Weight Strategy for South Australia 2006 — 2010′, setting 

out the ‘priority initiatives under this Strategy’ (p. 3). It is a significant document as it 

clearly indicates the focus of government investment and action. 

The policy context of Priorities is clearly stated and locates this document within 

broader policy directions, including the South Australian Strategic Plan, specifically the 

‘very ambitious’ Target 2.2 Healthy Weight and the ‘closely aligned’ Target 2.3 Sport 

and Recreation, ‘to exceed the Australian average for participation in sport and 

physical activity by 2014’, with another four relevant targets cited (p. 3). It is also noted 

that, ‘the Eat Well Be Active Healthy Weight Strategy for South Australia 2006 — 

2010 supports South Australia’s Health Care Plan 2007 — 2016 by adopting a 

population health approach to promote healthy lifestyles and disease prevention’ (p. 3). 

It is noteworthy that this emphasises ‘healthy lifestyle’ over ‘healthy weight’; as will be 

discussed shortly, despite its name, the EWBA (and EWSA and BA) place more 

emphasis on promoting healthy behaviours than on weight.  

The ‘Governance’ section of the Priorities document also highlights a number of 

linkages: between EWBA and the Health Promotion Branch, which has a central 

leadership role in EWBA; with the Be Active Physical Activity Strategy and working in 

partnership with the Office for Recreation and Sport; and with other government 
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departments and areas of work, with examples provided of activities undertaken which 

promote EWBA’s goals. 

Evidence and consequences 

Whereas the other documents have cited epidemiological statistics to establish the 

problem they were addressing, Priorities instead references McLeroy et al.’s (1988) 

‘ecological model’ on which the overall EWBA intervention — the solution to the 

problem — is based. A comprehensive and detailed breakdown of the multiple factors 

that influence weight and the corresponding points of intervention are provided in the 

‘Evidence Base’ section. These include individual and sociocultural factors (such as 

norms); structural, physical and contextual environments; organisational factors; and 

public policy, thus spanning the individual, socioenvironmental and structural levels. 

Later in the document, ‘Prochaska’s Transtheoretical Model’ of behaviour change is 

also cited in some detail as the source for, and providing the scientific credentialing for, 

the reliance on the strategy of social marketing (pp. 4, 12). 

In general, the various SASP targets are more visible in this Priorities document than in 

other documents and, unlike them, Priorities focuses only on the solution to the 

‘problem’ of unhealthy weight, not to establishing the need for intervention.  

Principles, aims and objectives 

The goal of EWBA is described in terms of needing to achieve population-level 

transformation through individual behavioural changes on a large scale in order to 

reduce ‘the long-term risk of chronic disease’ (p. 3). Links are drawn between 

individuals and socioenvironmental factors, with achieving ‘healthy weight at a 

population level’ described as requiring a solution that is ‘comprehensive’, consisting 

of ‘multiple strategies’ addressing ‘behaviour, knowledge and attitudes as well as 

environments, policies and program delivery’ (p. 3). 

Reinforcing this socioenvironmental framing, the links between disadvantage and poor 

health are also spelled out: 

Disadvantage correlates strongly with poorer health outcomes and higher rates of 
overweight, obesity and lifestyle related diseases. Evidence points to interactions 
between individual, social and environmental factors that must be addressed through a 
suite of strategies to have an impact. (Priorities, p. 3) 
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Again, in contrast to the other documents, a sizeable section is dedicated to explicating 

equity. The document links SES to risk factors, but also later refers to the social 

determinants of health and acknowledges that people’s lifestyle options are impacted by 

factors outside their control: ‘the broader social determinants have a profound effect on 

individuals’ lifestyle behaviours and access to healthy lifestyle (e.g. those of lower 

socioeconomic status, migrants, and Indigenous Australians) and therefore require 

targeted intervention where appropriate’ (pp. 5–6). 

The view of equity reflected is a comprehensive one: not only are the ‘most 

disadvantaged’ groups targeted, but the distribution of health outcomes are also 

monitored and an intention to make ‘equity concerns, strategies and measurement 

integral to all aspects of work is expressed (p. 4). The centrality of equity to EWBA is 

evident in the ‘Program Logic’ flow charts (Priorities, pp. 7–8), where ‘Ultimate 

Outcomes’ include ‘increased equity’ as well as ‘increased healthy weight’. 

Strategic directions 

The ‘four action areas’ in the Priorities document (p. 6) and associated strategies, under 

which EWBA (and the main body of this document) are organised are summarised in 

the ‘Framework for Action’. 

Two flow charts (‘Healthy Eating’, p.7, and ‘Physical Activity’, p.8) spelling out the 

logical connection — or ‘causal pathway’ — between components of the EWBA 

strategy (approximating the four action areas) and their ultimate outcomes are provided 

in the ‘Program Logic’ (p. 6). A comprehensive evaluation commitment is also 

outlined. 

The remainder of the Priorities document consists of overviews of the programs that 

will contribute to the HWT — 26 ‘priority programs’ that are funded by the 

Department of Health, and seven ‘related initiatives’ (p. 6). 

The focus of the remainder of this descriptive account will be on OPAL, as described in 

the 26 priority programs, in preparation for the case study that will follow. The 

description of OPAL itself consists largely of EPODE’s credentials, possibly to 

distinguish it from the local pre-cursor to OPAL: 
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In South Australia a similar model to the French EPODE methodology has been piloted; 
the Eat Well Be Active Community Programs in Morphett Vale and Murray Bridge have 
been running since 2005. OPAL will build on this program through additional social 
marketing methodologies and community mobilisation techniques across 20 
communities by end 2014. (p. 28) 

In addition to highlighting the new elements of social marketing and community 

mobilisation, the description claims that: ‘The EPODE program is . . . internationally 

transferable (e.g. to Spain, Belgium and Greece)’ (p. 28). This issue will be revisited 

later in this thesis. 

OPAL’s aim is ‘To improve eating and activity patterns of children, through families 

and communities in OPAL regions and thereby increasing the proportion of 0–18 year 

olds in the healthy weight range’ (p. 28). Although the HWT specifically targets adults 

— those ‘18 and over’ (p. 3) — evidence supports the prioritisation of children in 

EWBA ‘to prevent long term exacerbation of the current problems’ (p. 3). 

OPAL is then described as: 

A community-based childhood obesity prevention program involving comprehensive 
social marketing, along with a variety of programs and activities to support healthy 
eating and physical activity through a range of settings including schools, local 
government, health services, community organisations etc. (p. 28) 

5.3 Discourse analysis 

5.3.1 Overview 

As the focus of this thesis is healthy weight policy, greater attention will be given to the 

two core healthy weight policy documents, the Eat Well Be Active Healthy Weight 

Strategy of South Australia 2006-2010 (EWBA), and Eat Well Be Active Healthy 

Weight Strategy for South Australia 2006-2010: Priorities as at November 2009 

(Priorities). As well as providing details of actual interventions, where one might 

logically expect to get the clearest impression of how the EWBA Strategy embodies the 

solution to the problem of unhealthy weight, Priorities also contains clear accounts of 

two essential elements that throw light on how unhealthy weight is framed: the 

theoretical foundations of the strategy and an explication of equity. A synthesis of the 

findings from the discourse analysis of the four policies, using the WPR approach, is 

presented in the following sections. 
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5.3.2 Representation of the problem of obesity: Primary problematisations 

EWBA, EWSA and BA share several common elements in their core problem 

representations. The encompassing aim of all three is to improve the wellbeing or 

quality of life of the South Australian population. EWBA and EWSA state this in near-

identical terms, with ‘health’ preceding ‘wellbeing’: 

The aim of the Eat Well Be Active Strategy is: To improve the health and wellbeing of 
South Australians. (EWBA, p. 8) 

and 

Eat Well South Australia aims to improve the health and wellbeing of all South 
Australians. (EWSA, p. 3) 

This is reversed in BA, which actually lists enjoyment as the primary benefit to be 

gained by physical activity, with ‘social’ and only then ‘health’ benefits ensuing: 

There are many reasons we are encouraging South Australians to become physically 
active. Physical activity is something that everyone can enjoy and by participating 
regularly we can achieve a range of social, health and economic benefits. (BA, p. 2) 

Within this broad common direction, each policy document addresses a specific core 

problem. Unsurprisingly, the Eat Well Be Active Healthy Weight Strategy (EWBA) 

aims to increase the number of South Australians with healthy weight; Eat Well South 

Australia (EWSA) to increase the number eating a nutritious diet; and the Be Active 

Physical Activity Strategy (BA) to increase the number participating in physical 

activity. On the surface, these three aims would seem to converge, the aim of healthy 

weight being realisable through the achievement of the two apparently subsidiary 

policies, as EWBA’s title clearly implies. It is notable that inadequate nutrition and 

physical activity were both problematised before unhealthy weight in policy in SA. 

Although the EWSA document was written after the EWBA Strategy, the Eat Well SA 

project preceded it by almost a decade, having been established in 1996 (Smith et al. 

2004), and work on BA began in 2003. This explains why unhealthy weight features 

little in EWSA and BA, and suggests that while the obesity ‘problem’ led to the HWT 

and the ‘Healthy Weight Strategy’, it led to the adoption and union of the ‘Eat Well’ 

and ‘Be Active’ elements in the Eat Well Be Active Healthy Weight Strategy rather than 

to the development of these policies themselves. 
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Although the causes of unhealthy eating and physical activity are the means by which 

the problem of EWBA is addressed, it becomes apparent that the concept of ‘healthy 

weight’ is itself problematic. While healthy weight is the objective of Priorities, as it is 

of EWBA, unlike these other three documents it does not contain a distinctive 

problematisation, with the exception of the observation — echoing EWBA — that 

small population-wide behavioural changes will ‘. . . reduce the long-term risk of 

chronic disease’ (p. 3). The focus is thus on the whole population, problematising 

systemic practices, rather than ‘high risk’ groups. In contrast to the very complex 

problematisation of unhealthy weight in EWBA, EWSA and BA, because Priorities 

represents current existing programs addressing unhealthy weight, the existence of an 

unhealthy weight problem is assumed. 

Neither EWSA nor BA give much attention to weight — it is very secondary in EWSA, 

and in BA almost peripheral, with only two references in the entire document linking 

physical activity to weight. In EWSA, the emphasis on good nutrition being the 

pathway to good health, rather than to a healthy weight, is constructed by multiple 

references (and thus implicit genealogical ties) to national nutrition policies and 

documents. There are only very occasional references to EWBA or the Healthy Weight 

Target, and with weight being the focus within only one of its six action areas. 

Population-wide healthy weight might be achieved almost unconsciously as a bi-

product of achieving good nutrition and physical activity, but it might not. This 

possibility is allowed for in the expression of EWBA’s intent as being to: ‘Promote the 

benefits of healthy eating, active living and healthy weight in a positive way, avoiding 

individual blame’ [emphasis added] (EWBA, p. 8). 

All four policy documents promote the independent benefits of healthy eating and 

physical activity as unequivocal. The concept of healthy weight is explored further in 

EWBA: ‘The healthiest weight for an individual is the weight that they can achieve 

through living a healthy lifestyle — being physically active and eating a healthy diet’ 

(EWBA, p. 9). This statement constructs weight as subjective. Although EWBA does 

not define healthy weight, it seems implicitly equated with the medical ‘normal’ weight 

range as in the section ‘Overweight and Obesity: The Evidence’ (EWBA p. 6), 

increasing BMI rates in SA from 1991 to 2004 are used to establish the extent of the 

problem. 
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It is possible that the more generalised term of healthy weight is used to distinguish the 

goal of this strategy from the Obesity Target as it then was, which was tied to reducing 

the percentage of South Australia’s population who were overweight or obese. This was 

an achievement that had, and remains thus far, extremely elusive for any government in 

Australia. EWBA is described as providing ‘guiding principles’ (EWBA p. 8), and 

EWSA and BA as ‘framework’ documents (BA p.2; EWSA p. 3), so it is not surprising 

that what exactly constitutes ‘healthy’ or ‘active’ is not stipulated. The construction of 

health as both subjective and paramount and the emphasis on not blaming or 

stigmatising unhealthy weight mean that these policies align with the ‘Health At Every 

Size’ frame outlined in Chapter 3. 

When describing the problem that needs to be solved — that is, when the argument 

justifying the need for the policy intervention is being set up — medical and 

behavioural frames are drawn on. Problem representations are constructed through the 

use of language (Bacchi 2009). Like frames, they are simplifications that leave out 

certain ways of thinking about the problem. A medical frame draws the focus inwards 

to individual biology or genetics, emphasising the pathology and medical risks of a 

large weight, poor nutrition, or inadequate physical activity, logically justifying the 

parameters of the solutions that follow and which largely exclude macro-level factors 

such as governance or corporate interests. For example, the medical frame’s BMI 

categories and their associated health and economic implications are stated in 

‘Overweight and Obesity: The Consequences’ (EWBA p. 7). The extent of the health 

implications is used to underline the economic costs to individuals and the state. 

However, because weight on one level represents the difference between calories 

consumed and expended, obesity, nutritional and physical activity status have 

behavioural antecedents and are frequently framed to reflect this, leading to 

implications for lifestyle changes. Both frames are apparent in EWBA, EWSA and BA 

in their chronicling of the biomedical conditions associated with each problem, and 

their behavioural associations: 

Overweight is associated with a range of chronic conditions such as diabetes, 
hypertension, cardiovascular disease and some cancers. (EWBA p. 4) 

It is well recognized that good nutrition is fundamental to achieving good health. . . . and 
what we eat in childhood can help prevent diseases such as cancer, diabetes and heart 
disease when we grow older. (EWSA p. 2) 
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and 

Increased physical activity has the potential to contribute to length and quality of life, to 
reduce the risk of heart disease and stroke and even lower the risk of contracting some 
forms of cancer. (BA p. 4) 

The solution in EWBA is framed as being about ‘healthy weight’, an ambiguous term 

used in two ways in EWBA, as a synonym for ‘normal weight’ (e.g. EWBA p. 7), that 

is, as a range of BMI, which accords with how it is defined on the SA Department of 

Health website (SA Department of Health website 2015, accessed 15 March 2015), and 

at other times as a more subjective term that allows for some degree of self-definition 

of what one deems to be ‘healthy’ for oneself, as described earlier. Healthy weight is 

not defined in either the SASP (2007), or the Priorities (2009) document. Even where 

data sources are described and healthy weight associated with BMI in Priorities 

(Government of SA 2009a, Appendix C p. 56), what level of BMI is not stated. The 

effect is to frame healthy weight as behavioural rather than medical. 

The solution as represented in Priorities consists of both the framing text, that is, the 

introductory and concluding sections, from which an overall construction of the 

solution can be surmised, and the 26 individual ‘priority programs’ that furnish the 

detail as they constitute the actual initiatives within the EWBA Strategy. In the framing 

text of Priorities, the core problem is embedded in the solution: the solution is framed 

as the presence of healthy weight and the problem as its absence, thus enabling positive 

expression of both. This framing is apparent in the explication of the HWT: ‘In 2006 

42.5% of adults were in the healthy weight range with the target requiring 52% by 

2014’ (Priorities p. 3). 

Healthy weight is represented as being promoted by state interventions (e.g. Priorities 

p. 3), and as a goal to be maintained by individuals (Priorities p. 6). The focus on 

health in general — ‘making healthy living easier’ (p. 35) takes the framing even 

farther from the medical framing device of the term obesity, drawing attention beyond 

the individual as a biological entity to their behaviours, and to the socioenvironmental 

in its inclusion of environmental influences on the individual. 

Within Priorities, each of the different priority programs contains its own 

representation of the problem and the solution; the presence of the problem is flagged 

by the use of the medical term obesity. This is a framing device, and its use in Priorities 
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reinforces the other discursive devices that frame the problem as both individual and 

collective, and the solution as socioenvironmental. Of specific interest, the title is 

‘Healthy Weight’ as it is about the actual strategy, that is, the solution. 

5.3.3 Representation of the problem of obesity: Secondary problematisations 

Having thus established the problem as largely individual, EWBA, EWSA and BA 

elide this construction with the economic implications of the problem, making these 

appear both logical and inevitable, and the result of individual abrogation of 

responsibility. These economic implications further strengthen the implicit justification 

of the policy solution. For instance, having detailed the ‘chronic conditions’ associated 

with overweight, EWBA continues: ‘While this [overweight] has serious consequences 

for the individual, it is also a major public health issue, as well as a financial burden on 

the government and the community as the costs of health care escalate’ (EWBA p. 4). 

The most consistent secondary problematisation in these policy documents is their 

reference to the shared economic impact resulting from their core problem, although (in 

contrast to EWBA) BA and EWSA frame the economic issues positively, in terms of 

the financial benefits to be gained by addressing the problem rather than the 

consequences should they not. For example, EWSA states: ‘By working together we 

can optimise healthy eating by all South Australians and eventually reduce the social 

and economic burden of diet-related chronic disease’ (EWSA p. 2). 

This problematisation, by extending the negative consequences of the problem from 

those who are obese or inactive or poorly nutritioned to the whole of society, 

effectively collectivises the gains that can be made by reducing the problem, which 

should widen the support base for each policy. It also leads into the socioenvironmental 

construction of obesity, nutrition and physical activity that becomes apparent when 

solutions become the focus, as the solution to each problem is represented as relying on 

changes being made more widely than just by those who themselves directly experience 

the problem: responsibility is collectivised. The foundation for this can be seen in 

EWBA, where obesity becomes everybody’s problem: ‘The South Australian 

Government . . . recognizes the role that different groups play in creating environments 

that promote healthy eating and physical activity and support healthy choices’ (EWBA 

p. 4). 
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In contrast to the biomedical framing of the problem, when describing the solution to 

the obesity crisis EWBA presents an ecological representation of the individual as 

impacted by their environment, rather than as a self-contained biological entity. It states 

that ‘A comprehensive public health response is essential to achieve sustained 

behavioural and social change’ (p. 9). Milio’s (1976) classic health promotion concept 

that healthy choices must be easy to make if behaviours are to change is touched on, 

although it is not a dominant theme in this document: ‘Social and built environments 

have a huge influence on the foods people choose and how easy it is to be active and 

thus influence weight’ (EWBA p. 9). 

In contrast, this concept recurs frequently within the 26 priority programs, indicating a 

slippage to a wider environmental focus in the programs. The problem of obesity has 

now become one of unhealthy environments and settings, which encompass non-

material as well as material elements. For example, ‘family values’ help shape health 

behaviours and ‘feelings of safety in local areas . . . will make it easier for everyone to 

enjoy healthy eating and be physically active’ (p. 9). Environments span the macro-

level (such as the mass media), which constructs the problem as structural, to the meso-

level (where people ‘live, work, are educated, cared for and spend their leisure time,’ p. 

9), that is, a socioenvironmental framing; and the micro-level (the home). The problem 

is thus framed here as, to a small degree, structural, with policies being supportive or 

unsupportive of health; socioenvironmental (local settings), and individual, with factors 

like knowledge deficits implicit in the focus. 

Although in EWSA the use of the biomedical consequences of imperfect nutrition 

constructs the problem (of sub-optimal nutrition) as individual, and strategies to 

promote healthy eating construct it as socioenvironmental, and very occasionally as 

structural, on the whole the representations of problem, cause and solution, and the 

relationship between them, differ in these three policies, and will be discussed in detail 

later. 

5.3.4 Shared characteristics of the problem representations 

Although the EWBA represents the problem as unhealthy weight, EWSA as inadequate 

or sub-optimal nutrition, and BA as insufficient physical activity, these problems are 

represented as sharing core characteristics. They are represented as important; as 

having health, social and economic consequences at an individual and group level 
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(discussed above); with EWBA and BA also presenting the problem as complex, 

difficult and urgent. 

All three documents construct the solution as needing to be comprehensive, EWBA and 

BA deriving this from the problem’s representations as complex and challenging: 

The factors which affect the weight of the population are myriad and complex and the 
solutions are not simple. (EWBA p. 9) 

The issue of decreasing levels of physical activity is complex. (BA p. 2) 

There are no easy solutions to this issue. (BA p. 5) 

While the solution in Priorities is represented as comprehensive, implying that the 

problem is multifactorial and complex, the absence of a specific construction of the 

problem as part of an epidemic (as in the other documents) means that the solution is 

not constructed as overwhelmingly urgent, but is instead a matter for well-considered 

and evidence-based — and theory-based — intervention. 

Unlike these policy documents, Priorities is distinguished by the high visibility of the 

various SASP targets, with a total of six targets — and the supplementary measure of 

the weight of 4-year-olds (p. 3) — being referenced. This creates the impression that 

EWBA is tightly linked to achievement of the targets, making the government seem in 

control and having the ‘problem’ under control. This is an effect compounded by the 

absence of an explication of the ‘problem’ or its justification in terms of severity and 

urgency, which feature in the other policy documents. The resulting tone of Priorities is 

businesslike, with the status of the government as a responsible leader enhanced. 

EWBA, having established the severity of the problem faced by the public, with ‘more 

than half the adult population’ and ‘one in every four children’ personally at ‘risk of 

health, emotional and social problems’, adds an element of urgency: obesity has ‘risen 

alarmingly’(EWBA p. 3). This constructs the problem as a crisis that needs immediate 

remedy, by inference requiring urgent intervention. For example, BA, exhorts ‘us’ thus: 

‘We must act now . . . the issue is too important not to’ (BA p. 5). The implications for 

how this positions the various subjects in the policies will be discussed later. 

A tendency to focus on the positive is evident in EWBA, EWSA and BA. The positive 

tone, however, is less apparent in Priorities, which devotes most space to describing 
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current interventions in the form of programs. Sometimes the focus on the positive is 

explicit, as in EWBA, which aims to, ‘Promote the benefits of healthy eating, active 

living and healthy weight in a positive way’ (EWBA p. 8); or in EWSA, where the aim 

of improving South Australians’ nutrition will be achieved by ‘taking positive steps to 

improve the community’s access to and consumption of healthy food’ (EWSA p. 2). In 

BA, the emphasis throughout the document is on the benefits of participating in 

physical activity, which is normalised as natural and overwhelmingly positive — the 

word ‘enjoy’ appears three times on one page (p. 4) — and is explicitly reframed ‘as an 

opportunity, not an inconvenience’ (p. 5, quoting National Physical Activity 

Guidelines). 

This positive framing is also implicit, the focus on the positive manifesting in the 

tendency to add to what is there, rather than to remove a barrier to its uptake. In EWBA 

and BA, for instance, ‘active transport’ (EWBA p. 11; BA p. 10) is encouraged, and 

both documents describe creating ‘safe and supportive environments’ (BA p. 10) and 

options like ‘off-road paths, on-road bicycle lanes and back street routes’ (EWBA p. 

11), yet no mention is made in either document of discouraging or restricting the use of 

cars in order to make cycling a safer and thus more appealing option. In a similar way, 

EWSA reflects a conceptualisation of nutritional status deriving from under-nutrition 

due to the foods that are not consumed, rather than over-nutrition due to consumption 

of other foods in excess of nutritional needs. This means that EWSA’s focus is almost 

solely on adding missing foods or nutrients to the diet, rather than reducing the 

consumption of non-nutritious foods. This has clearly positive repercussions for the 

food industry. When ‘food supply’ is discussed in EWBA, a similar focus is apparent, 

with only one of the six strategies outlined (food regulation) implicating the general 

nutritional content of food rather than focusing on simply increasing the supply of 

undisputedly high nutrient food such as fruit and vegetables (EWBA p. 15). 

Nevertheless, there is evidence suggesting that increasing people’s intake of fruit and 

vegetables automatically reduces their intake of energy-dense, nutrient poor (EDNP) 

foods (see Epstein et al. 2001). 

While there is evidence supporting the efficacy of ‘positivity’ in the behavioural 

sciences — such as the self-reinforcing and thus inherent sustainability of promoting 

behaviours that are pleasurable (see Seligman & Csikszentmihalyi 2000) — it is 
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apparent that a positive focus in policy can (inadvertently) reinforce the status quo by 

implying that ‘all is well’. The effect here is to turn the spotlight away from any 

corporate financial interests that would be impacted by a more critical stance. This 

effectively quarantines the corporate sector from being identified as part of the problem 

and thus the focus of change. Further analysis of this is provided below when the role 

of the corporate sector is discussed in detail. 

Another aspect of this positive construction is the stance evident in all policy 

documents of not blaming individuals who bear the problem. In EWBA this is explicit: 

‘It is vital that “victim blaming” is avoided’ (EWBA p. 7). In EWSA the construction is 

more implicit and is achieved through the introduction of explanations for food choices, 

which draw responsibility away from the individual. This is achieved, for example, 

through its acknowledgment of cultural factors, and through its implicit recognition of 

the existence of material and structural barriers to healthy food consumption in 

acknowledging ‘the nutrition-related health needs of disadvantaged groups’ and the 

‘social determinants of health’ (EWSA p. 3). However, this is not necessarily sufficient 

safeguard, as the following analysis suggests. 

Unlike these three documents, Priorities explicitly utilises theory to support strategy, 

for example, citing ‘Prochaska’s Transtheoretical Model’ of behavioural change to 

ground the use of social marketing (Priorities p. 12), and identifying its overall 

approach with the ecological model: ‘SA Health . . . acknowledges the need to work in 

the ecological model (1) [McLeroy] addressing multiple levels and factors that affect 

lifestyle behaviour (Priorities p. 5). 

Reinforced by the extensive references to a range of related policies, this referencing to 

academic work constructs the solution as particularly compelling, although in doing 

this other problems are raised as these models then become potentially problematic. 

The ‘transtheoretical therapy’ model (Prochaska & Di Clemente 1982, p. 276) is a 

wholly individual behavioural change model into which environment only enters as a 

stimulus for individual response modification. Its aim is to help individuals change their 

‘troublesome’ behaviours (Prochaska & Di Clemente 1982, p. 280). As a source for the 

EWBA Strategy, it would seem likely to focus on the ‘individual’ aspect of the 
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‘individual-in-the-environment’ focus, which is the hallmark of the ecological model. 

The two models are thus possibly incongruent. 

McLeroy et al. (1988) note the limitations as well as the strengths of the ecological 

model. Although acknowledging that an ecological approach encourages the use of a 

variety of change strategies beyond the individual, they identify that its tendency to 

focus intervention on the proximal rather than distal causes of ill health, leaves 

structures unaffected: ‘Even viewing behavior within an ecological perspective will not 

adequately address many of the sources of ill health, such as economic inequities, 

discrimination, genetics . . . except as they effect behaviour’ (McLeroy et al. 1988, p. 

368). 

Nevertheless, the ecological model does provide a solid theoretical foundation to those 

programs which, like OPAL, focus on changing social norms, as this model identifies 

them as part of the environment layer or sphere surrounding the individual and 

influencing their behaviour. OPAL, like the EWBA Strategy as a whole, also attempts 

to avoid victim blaming at a discursive level; however, problems and solutions are at 

times represented in ways that cast the individual as responsible for either creating or 

causing the problem besetting them. While this is not ‘victim blaming’ it can create the 

opening for discourses of blame, through the lifestyle focus, to attach. 

McLeroy et al. (1988) also suggest that the high visibility of social marketing 

campaigns can lead members of the public to overlook the less-visible concomitant 

environmental change programs underpinning interventions like OPAL. This can lead 

to the erroneous conclusion that the government ‘believes’ that individuals cause their 

own illness or obesity as it can apparently be corrected by messages. To avoid this 

problem, an alternative strategy for changing social norms might be to change the 

drivers that support the anti-health norm, such as the corporate interests that counter 

socially marketed messages with messages promoting consumption, irrespective of 

their health effects. The constraints on such policies will be taken up in the final 

chapter. 

The full application of the ecological model, identifying the focus of change as 

environmental as well as behavioural, should highlight the role played by the 

commercial sector in influencing the environments surrounding individuals, and in 
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which they must exercise choice. The virtual absence of this sector from all solution 

representations in these documents is itself problematic and will form the focus of 

analysis later in this thesis. 

5.3.5 Representation of the causes of this problematisation 

The causes of the problems represented in the documents share some characteristics — 

for instance, that the causes are complex and multiple. At its simplest, EWBA 

constructs the immediate cause of obesity as unhealthy eating and physical activity 

levels, though these risky individual behaviours are often represented as mediated 

through risk-generating environments. Structural factors are occasionally implicated. 

EWSA similarly constructs the immediate cause of sub-optimal nutrition as the 

inadequate consumption of healthy food. However, consumption is framed as 

determined by factors largely beyond individual control, such as the ‘community’s 

access to and consumption of healthy food’ (EWSA p. 2), that is, as due to structural 

and socioenvironmental factors. Underpinning the whole EWSA policy document are 

two critical assumptions, one of which was discussed above and relates to the policy’s 

focus on advocating the inclusion of more nutritious food, rather than less non-

nutritious food, as the solution to the problem of sub-optimal nutrition. The second 

assumption is that the factors influencing people’s food selections are within the 

purview of a policy of this nature. This will now be examined more closely. 

In acknowledging the ‘social and cultural’ value of food, that ‘food is more than a 

source of fuel and nutrients’ (p. 3), EWSA constructs people’s reasons for eating the 

food they do as complex, and that by doing so, tacitly indicates its own limitations. If 

meanings other than health drive people’s food choices, there is only so much that an 

‘eat well’ policy can do: government only has jurisdiction in some of the areas that 

influence food selection, such as its supply, access, and affordability: its role is to 

ensure the availability of healthy food for everyone. The construction of food choice as 

socially and culturally driven implies that it is not necessarily desirable (or perhaps 

democratically and ethically possible) to influence foods selected for their cultural or 

social value. Thus, if EWSA ‘fails’, and the nutritional status of South Australians 

remains less than optimal, it might not be due to the shortcomings of the policy, but to 

the rationale underpinning it in the first place; that is, that government can do more than 
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set up the preconditions for a healthy population-wide diet. This indicates a potential 

misalignment between what the policy is being required and what it is able to deliver. 

BA frames the cause of inadequate physical activity differently again, summarising it as 

the increasingly technical and sedentary nature of modern life: 

Decreasing levels of physical activity is an increasing concern in most westernised 
countries and is the result of multiple factors such as the increased influence of 
technology, urban planning which restricts opportunities for physical activity, increased 
reliance on motorised transport, increased working hours, increasing demand on public 
open space, increased demands on the education curriculum and changing leisure 
patterns. (p. 4) 

The cause of the problem is thus overtly identified as structural, with flow-on 

socioenvironmental effects. 

Just as the problem is not defined in Priorities, its cause remains nebulous, the only 

direct reference to a cause being the necessity of a multi-level solution in order, ‘to 

address the myriad of [sic] complex factors which contribute to overweight’ (Priorities 

p. 3). Like the problem, its causes must be inferred from the solution which comprises 

the bulk of the document. 

5.3.6 Representation of the solution to this problematisation 

The construction of obesity, sub-optimal nutrition and insufficient physical activity as 

interconnected problems, or as different sides of a core problem, is established through 

the identification of common characteristics shared by the problem representation in 

EWBA, EWSA and BA (e.g. common medical consequences). This common 

problematisation is reinforced by the sharing of many of the same settings as sites for 

potential intervention, suggesting that there are common points of change or leverage 

for achieving their goals.  

The core representation of the solution in EWBA, EWSA and BA is a healthy lifestyle 

— healthy eating and physical exercise. This representation has a number of core 

characteristics that have implications for the roles assigned to the different policy 

players. The more comprehensive representation of the solution includes the idea that a 

healthy lifestyle requires environmental supports; it also requires changes to the 

structures that create an obesogenic world, but these are just touched on in EWBA. 
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The framing of the solution in the Priorities document spans structural, socio-

environmental and individual elements in a causal chain. Individuals and environments 

are conceived as influencing each other (‘reciprocal determinism’ — Glanz & Mullis 

1988, p.399; or ‘reciprocal causation’ — McLeroy et al. 1988, p. 354), thus it might be 

assumed that changing sufficient individuals’ healthy eating and physical activity 

behaviour will eventually alter the normative environment. Such an effect, however, is 

countered constantly by sections of the advertising and food industries pushing social 

norms and expectations — and sales — in the opposite direction. The relative absence 

and unaccountability of this sector from problematisations in these policy documents 

suggests that such activity may not be predicted, with the result that policy 

interventions are less influential in nudging (Thaler & Sunstein 2009) population 

weight in the desired direction. 

The four action areas under which priority programs are organised in Priorities — 1) 

Community Education; 2) School and Community Programs, 3) Policy and Legislation; 

and 4) Workforce Development, Research and Evaluation — represent a steadily 

expanding conceptualisation of the factors influencing healthy choices or healthy 

lifestyles. The descriptions of these action areas reflects the multi-level approach 

outlined earlier, grouped around the health promotion concept of ‘making the healthy 

choice the easy choice’, a concept present in EWBA but more articulated here. 

‘Community Education’ (Strategy 1) describes how the provision of information and 

the use of social marketing strategies will enable people to make ‘healthy lifestyle 

choices’; although the language is about ‘community’, these strategies all have as their 

goal individual behaviour change. The ‘School and Community Programs’ (Strategy 2), 

however, acknowledges that: ‘Adults and children need support to make healthy 

choices’, and describes how ‘microenvironments’ such as schools and communities, 

‘provide a means to influence many of the factors impacting on food choice and 

physical activity participation’ (Priorities, p. 17). 

This reflects a more socioenvironmental framing of the solution. This section also 

reflects the commitment to equity discussed earlier in noting that programs must be 

available to all in the community, particularly ‘those who are most disadvantaged’ 

(Priorities p. 6). 
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‘Policy and Legislation’ (Strategy 3) — described as ‘a critical part of the solution’ — 

identifies that environmental and structural support is necessary to support people ‘to 

be active, eat well and maintain a healthy weight, making the healthy choice the easy 

choice’. ‘Workforce Development, Research and Evaluation’ identifies that capacity 

building of the workforce is necessary to ‘support populations to eat well, be active and 

maintain a healthy weight’ (Priorities p. 6). The focus of the first strategy area on 

individual change has thus been enlarged to encompass a focus on environmental and 

policy change — as far as these support ‘healthy choices.’ 

At ‘Healthy Food and Drink Choices for Staff and Visitors in South Australian Health 

Facilities Policy’ (Strategy 3), what is actually meant by ‘healthy choices’ is defined 

thus: ‘Healthy choices are those that are in line with the Dietary Guidelines for 

Australians and the Australian Guide to Healthy Eating’ (Priorities p. 37). 

It is at the solution stage that the EWBA, EWSA and BA policy documents fit logically 

together (although the problematisations do not coincide); as the solution to the 

problem constructed in EWBA is healthy eating and physical activity, it is apparent that 

this logically aligns with the goals and solutions of EWSA and BA. 

The effect of the construction of the problem in each policy document is to set up 

certain roles for each ‘player’ affected by the policy, that is, the state or government as 

author and organiser of the policy; the public as the intended recipient or beneficiary of 

the policy; and various other sectors such as the community and private sector. 

Althusser’s concept of interpellation is helpful here as it offers insight into the effects 

of the construction of different roles. Althusser (1994) argued that one of the processes 

by which ideology is promulgated is by defining the roles that people can perform, that 

is, that roles have ideological functions. These roles will now be examined. 

The public 

The emphasis on motivation apparent in the solution representation in EWBA, EWSA 

and BA implies that the problem is a lack of motivation. This is incongruent with the 

environmental representation of the cause of the problem in these documents. 

‘Motivation’ is far less discernible in the representation of the 26 priority programs in 

Priorities, suggesting that the problem can no longer be inferred as lack of motivation 

in the individual. This is congruent with the more thorough incorporation of the 
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ecological model where environments rather than individuals’ failings are the cause of 

the problem. However, the first four programs are social marketing initiatives. 

Priorities introduces these programs by quoting Andreasen (1995): 

 . . . social marketing has been defined as ‘the application of commercial marketing 
technologies to . . . programs designed to influence the voluntary behaviour of target 
audiences in order to improve their personal welfare and that of their society’. (Priorities 
p. 12) 

This constructs social marketing as a mechanism, not only for supplying deficits in 

individual knowledge or awareness, but as a way of establishing the ‘good citizenship’ 

discourse by linking healthy behaviours with societal benefits. By making participation 

a civic duty, participation in healthy weight interventions becomes the marker of a good 

citizen. This will be discussed in more detail shortly. The corollary of the state being 

constructed as powerful and responsible is that the public is correspondingly, at times, 

positioned in EWBA, EWSA and BA as irresponsible, a financial burden. It is also 

positioned as passive, in a mental even if not always necessarily physical sense, its role 

that of receiving or carrying out what the state has designed. Fischer (2003, p. 66) 

suggests that policies constitute both ‘citizens and politicians’ — or, in this case, 

policymakers — by specifying ‘which players are virtuous and which are dangerous, 

which actions will be punished or penalized, and which will be encouraged and 

rewarded’. Paradoxically, in order to be valorised and fulfil the objective of 

policymakers, the policy audience here must be simultaneously active citizens — 

increasing their physical and mental activity regarding food and activity choices — 

while being constructed as the passive recipients of policy imperatives.   

The logical corollary of collectivised responsibility is civic duty. As in BA, 

participation has been made part of good citizenship: in order to achieve the state vision 

of a ‘prosperous, strong and environmentally sustainable State’ (p. 2), the public must 

be healthy, which EWSA implies can be achieved in great part by eating healthily; this 

will reduce the ‘social and economic burden of diet-related chronic disease’ (p. 2). 

What individuals eat is thus constructed not just as putting their personal health at risk, 

but as endangering state wellbeing; what people eat is thus re-made as no longer a 

private decision but a civic duty. Although no blame is ascribed here, such subject 

positioning nevertheless makes blame possible which can lead in turn to stigmatisation.  
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Although in BA physical activity is presented as an invitation to participate — as 

something intrinsically enjoyable as well as beneficial on a range of levels — it is 

simultaneously implicitly constructed as serious and obligatory: 

The Government is committed to increasing South Australia’s participation rates in sport 
and physical activity, which are currently among the lowest in Australia. As Minister for 
Recreation and Sport, I am committed to ensuring this situation is addressed and we 
achieve the target set in the State Strategic Plan, of increasing participation rates to 
exceed the national average. (Michael Wright MP, Chair, Ministerial Physical Activity 
Forum, BA p. 2) 

This sets up a tension with another characteristic — the strong appeal to a collective 

spirit that resonates throughout BA; though it is also apparent in EWBA and EWSA, it 

is expressed more powerfully here and is entwined with additional obligations of good 

citizenship — that one must participate for the benefit of the current and future 

collective: 

We must all take up the challenge to be physically active, to assist others to enjoy 
activity and ensure that we have more people, more active, more often. For future 
generations and the future of our State, we must act now and we must all take some 
responsibility. (p. 4) 

This appeal is premised on the assumption that everyone is actually able to participate, 

and will experience participation as positive: ‘Physical activity is something that 

everyone can enjoy’ (p. 2). As this is logically not the case — because age, illness or 

disability may prevent some people from being physically active, or from enjoying 

being active — this appeal to inclusiveness paradoxically automatically excludes a 

proportion of the public. To the extent that good citizenship has been defined as 

participating in physical activity, people who do not participate are by default ascribed 

with lesser moral status. 

In short, while participation is framed (in overwhelmingly positive terms) as beneficial, 

this can hide its obligatory nature and the ramifications of this: if participation is 

obligatory, then not to participate is not to be a good citizen, and thus to have 

diminished moral status. In the case of BA, what is notably missing is an 

acknowledgment that physical participation is not possible for everybody. 

Government 

Partnerships: The appeal to the collective spirit is also evident in all four policy 

documents, though it is most marked in BA (see above), created by the abundance of 
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words expressing collectivity, such as: ‘coordinated and collaborative approach’ 

(EWBA p. 4); ‘partnerships and coalitions’ and ‘partners in collaborative and co-

ordinated action’ (EWSA p. 6); and ‘collaborative and cooperative efforts’ and 

‘coordination and commitment’ (BA p. 5). Like the other policy documents, the 

language of Priorities is that of ‘joined-up’ government: ‘partnerships,’ ‘coordinated 

responses,’ ‘complementary policy’ (Priorities p. 4), constructing the government as 

expert and as part of modern governance. This is further emphasised by inclusion of a 

table detailing ‘government sectors contributing’ to EWBA. Overall, the solution of 

successfully ‘promoting healthy weight at a population level’ is constructed as 

requiring a solution that is ‘comprehensive,’ consisting of ‘multiple strategies’ 

addressing ‘behaviour, knowledge and attitudes as well as environments, policies and 

program delivery’ (Priorities p. 3). 

The cooperative principle extends to all policy players: 

Reversing the problem requires a co-ordinated and collaborative approach involving all 
levels of government, as well as non-government organisations, communities and 
individuals. (EWBA p. 4) 

Implementation at all levels will require partnerships with other government, non-
government organisations and the community. A co-ordinated statewide approach to 
implementation will be fostered. (EWSA p. 3) 

The aim of this Strategy is to establish a framework that will foster strong partnerships 
between Government, community and private sector organisations. (BA p. 2) 

To achieve the healthy weight target, SA Health actively fosters partnerships across 
government, regional health services, non-government agencies and the community. 
Increasingly, it will pursue new partnerships . . . (Priorities p. 4) 

In each document this approach also expresses a strategic principle of practice (Guiding 

Principle 3.1 in EWBA; Strategy 2 in EWSA; Goal 3 in BA; and apparent in the Logic 

Models of Priorities, pp. 7–8) and corresponds to the representation of the solution as 

complex and comprehensive, logically demanding joined-up governance. 

The state: The solution to the problematisation(s) in each of the four policy documents 

constructs the role of the state in similar terms. Fischer (2003 p. 62) suggests that the 

‘policies designed to deal with social problems are important determinants of which 

actors will have the authority and power to deal with the issues they raise.’ Here, the 

state is positioned as powerful and responsible, as a leader, a good coordinator, well 
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organised and informed, an expert, a collaborator, and as quintessentially active, even 

heroic (EWBA, BA).  

In EWBA and BA, the problem is constructed as an urgent and serious crisis, logically 

making the role of the state that of rescuer or hero in its enabling of citizen 

participation, effectively reinforcing the power of the state apparatus. This takes various 

forms. In EWBA and EWSA emphasis is on socioenvironmental strategies supporting 

individuals to adopt healthy practices, although an exhortatory element is still apparent. 

In BA this element dominates, and the major role ascribed to the state is as a motivator 

to participation. This is both explicitly stated: ‘the Strategy will. . . . attempt to increase 

individuals’ motivation to be active’ (BA p. 5) and present at an implicit level. The 

combination of exhortation and urgency discussed above — ‘It is time to act!’ (p. 4) — 

gives BA the flavour of a call to action as much as a policy framework. 

This contrasts with the representation of the state in Priorities, which is matter-of-fact 

and well considered, though it shares the representation of the state as leader and 

expert. 

Corporate sector 

The third logical major player, in terms of the degree of influence exerted on the factors 

that render environments supportive of healthy eating and physical activity, is the 

corporate sector. It is identified in each of the policy documents as an integral player, 

for example: ‘EWBA Guiding Principle 3.1: Build partnerships that value and support 

the role that individuals, families, communities, government, non-government and 

industry can and should play in addressing the issue’ (EWBA p. 8). However, apart 

from similar allusions in the other documents, the corporate sector is allotted a very 

minor role. Its absence at the level of detailed program implementation in particular is 

significant as this is where outcomes and indicators measure effectiveness and provide 

a degree of accountability. 

In EWBA, EWSA and BA, the corporate sector is implicated in the solution to the 

problem, not in its causation, again sequestering this sector from accountability for 

contributing to or solving the problem. As Eagleton (1994, p.198) observes, power that 

remains ‘conveniently invisible’ works better as it is hard to critique or challenge. From 

a critical perspective, then, this quarantining process is part of the obfuscating of 
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ideology — it is one of the ways that ideology permeates the state apparatus, 

reinforcing neoliberal principles and logic (Althusser 1994). In EWBA, the food 

industry, though not identified as contributing to the problem of obesity, was able to 

provide input into how the problem was initially defined, that is, with themselves not 

being held accountable. EWBA states that it ‘reflects the feedback received from the 

consultation process’ (p. 5). Groups that provided feedback include the Australian Food 

and Grocery Council (p. 21), the peak industry body and a very powerful lobby group 

(Daube 2010). It is precisely by such means that Freudenberg (2014) suggests the 

corporate consumption complex gains power over democratic processes, using them to 

further their own ends; in this case, to avoid the food industry being implicated in 

contributing to obesity and thus being liable for doing more to help its resolution. More 

importantly still, this construction of blamelessness strengthens the food industry’s 

argument for avoiding government regulation, a core principle of neoliberal ideology. It 

also illustrates the Althusserian notion that ideology exists in material practices such as 

industry consultation and the resulting influence on public policy (Althusser 1994). 

The corporate sector is primarily absent from EWSA. Following the Minister of 

Health’s deferential invitation: ‘I invite government agencies, non-government 

organisations and the business sector to work with the Department of Health to 

implement Eat Well South Australia’ (p. 2) — the corporate sector is not identified 

again until the final section of EWSA, which outlines strategic solutions, ‘Develop 

partnerships and coalitions,’ quoted above. 

It is apparent that the corporate sector — unlike other sectors — is constructed as part 

of the solution to the problem, not as contributing to it. Given that the vast majority of 

our food is supplied via this sector, this seems incongruent. When considered along 

with the non-problematisation of the food that is consumed (rather than what is not 

consumed) in the primary problematisation, the effect is that the functioning (and 

profit-making) of the commercial sector is likely to remain unaffected. The focus on the 

consumption rather than production of food shifts responsibility for obesity to the 

individual, reinforcing another fundamental tenet of neoliberal ideology. 

The closest either EWBA or EWSA get to a structural problematisation is concerning 

food supply. EWSA devotes greater space to it than EWBA, which has a much broader 

remit. In EWSA, the problem representation of the food supply as inadequate rather 
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than inappropriate focuses attention away from the forces that support a system of 

unhealthy food production and promotion. It focuses attention instead on consumption, 

and local barriers to good nutrition. The structural driver of the problem thus 

sidestepped, the solutions offered are, logically (though incongruently), individual and 

socioenvironmental rather than structural. 

The corporate sector is barely present in the BA strategy, whereas several programs and 

policies described in Priorities have direct implications for the corporate sector, which 

is congruent with its more comprehensive representation of the influences on individual 

behaviour. For example, the ‘Healthy food and drink choices for staff and visitors in 

South Australian Health Facilities Policy’ lists one of its outcomes as the ‘decreased 

availability and promotion of energy-dense, nutrient poor food and drinks’ (Priorities p. 

37). 

Similarly, the ‘Crunch& Sip’® program (p. 23) highlights the contribution that EDNP 

food makes to children’s poor nutrition, explicitly identifying that: 

Many children are eating too many foods that contain too much added fat, salt and sugar 
and drinking sugar-containing beverages. One way to improve children’s overall food 
intake then is to encourage them to replace sugary drinks with water and unhealthy snack 
foods with fruit and/or vegetables. (Priorities p. 23) 

The introduction to the Policy and Legislation action area specifically identifies 

‘banning marketing of unhealthy food to children and adolescents in the media’ 

(Priorities p. 35) as a ‘promising area’, stating that ‘It has been argued that there are 

strong causal links between food promotions and children’s food preferences, 

household purchases and children’s consumption patterns (Priorities p. 35). 

In contrast to the potentially far-reaching consequences envisaged in this introductory 

section of Priorities, suggesting the more upstream drivers of the obesogenic 

environment might be influenced, the actual policy initiatives that follow are quite 

narrow. This is possibly because, whereas SA Health can ensure that the narrow policy 

changes can happen, it requires political support for legislative changes to be passed by 

parliament, even when the desired changes are within state jurisdiction. To date, this 

political support has been lacking, with a consultation paper entitled, ‘Eat Well Be 

Active: Television advertising and the consumption of unhealthy food and drinks by 

children’, released in August 2008, not progressing any further (Government of SA 
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2011b). Although the move to restrict the advertising of junk food during children’s 

television viewing is noted in the Program Logic (p. 7), and referenced in the 

Appendices (p. 56), presaged in this section of Priorities, it does not appear in the 

policy descriptions that follow. 

Gramsci (1971; 1975a) theorised that hegemony is won through the diffusion of 

ideology via political and economic institutions — such as public policy — thereby 

helping cement the domination of the ideas that benefit the ruling class. The success of 

the fast food and marketing industries in resisting government regulation is an 

illustration of how this happens in practice. However, the ongoing contestation over 

food and marketing regulation (Government of SA 2011b) also illustrates another 

concept proposed by Gramsci (1975a, 1975b) — that hegemony is inherently fragile 

and unstable, and that it must be repeatedly won. Although dominant, neoliberal 

individualist ideology is not the only ideological position apparent in these policies. 

Collectivism and shared responsibility is apparent in the government’s commitment to 

address the issue of children and junk food in another way, by attempting to remove 

junk food from SA schools. This is the subject of one of the ‘related initiatives’ — 

‘Right Bite Food and Drink Supply Strategy for South Australian Schools and 

Preschools’ — for which the Department of Children’s Services rather than Health is 

the lead agency and which ‘. . . supports schools and preschools to meet the State 

Government deadline of removing ‘junk’ food (least healthy choices which are energy-

dense and nutrient poor) from school canteens and vending machines from the 

beginning of 2008’ (Priorities p. 47). 

5.3.7 Framing of responsibility in this problematisation 

As described above, the framing of responsibility is both individual and collective, with 

members of the public and the government and partner agencies — though not the 

private sector — sharing responsibility for carrying out the changes that are framed as 

likely to solve this problematisation of unhealthy weight. Discourses invoked are 

similarly mixed, for instance the ‘civic duty’ discourse (BA) suggesting an 

individualisation of responsibility, at the same time as the strategies are described in 

environmental terms. The ‘making the healthy choice the easy choice’ maxim from 

health promotion (Milio 1976) does not feature in either EWSA or BA, but forms a 

recurring, fundamental notion in EWBA and particularly Priorities. In the latter it 
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draws on discourses of both individual responsibility (for choosing) and collective 

provisioning (the responsibility for providing healthy, easy options). How practitioners 

reflect this concept will become apparent in Chapter 7, which describes interviews with 

OPAL respondents, and it will be analysed in depth in Chapter 8 where the pivotal 

nature of choice is scrutinised. 

While the framing of the solution represented by the EWBA, EWSA and BA policies is 

both individual and socioenvironmental, as described above, that of Priorities also 

includes recognition of the social determinants of healthy weight and the causal chain 

of policy → environments → individual behaviour. That current default environments 

are obesogenic, and have an unequal impact on different populations, is also 

recognised: ‘In industrialised nations . . . the social and physical environments tend to 

create conditions for choosing unhealthy options. . . . this creates population detriments 

and health inequalities. . . .’ (Priorities p. 35). How this problematisation is likely to 

affect health equity will now be considered. 

5.3.8 Implications for health equity 

Eat Well Be Active 

EWBA explicitly acknowledges the health and weight-related health disparities in the 

South Australian population. The higher incidence of overweight and obesity among 

Indigenous Australians, and the relationship between increasing weight and decreasing 

SES, are clearly outlined in language that avoids attributing blame by emphasising the 

inequality inherent in the distribution of the negative effects of a large weight: 

In South Australia the lowest SES groups have double the rate of obesity of the highest 
SES group, thus disproportionately bearing the burden of the associated health risks. 
Indigenous Australians are also more likely to be overweight or obese when compared 
with non-Indigenous persons. (p. 6) 

In its section ‘Focus on Inequalities’, the language is again non-blaming, identifying the 

cause of poor health as (only) economic disadvantage, with the addressing of health 

disparities in this policy implying that such things are bad: 

In order to reduce the disparity between rich and poor it is necessary to pay particular 
attention to psychosocial, environmental, educational, economic and occupational 
determinants which make it more difficult for South Australians on low incomes to 
maintain a healthy weight. (p. 9) 
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Interestingly, weight is still framed here as behavioural, that is, as the result of 

individual behaviours, but not as volitional, people’s circumstances dictating the range 

of options from which they can choose. 

An awareness of the effect whereby absolute improvements in an indicator such as 

overweight and obesity or health can also represent a relative worsening for some 

groups (see Baum 2007), is also apparent in several places in EWBA and reflects a 

nuanced conceptualisation of equity. The Guiding Principles aim to: ‘Help those most 

in need and close the health gap between the most and least advantaged groups’ (p. 8), 

while the fourth objective also hopes: ‘To make the greatest gain in those population 

groups who have the highest burden of overweight and obesity and poorest health 

outcomes’ (p. 9). 

Finally, Section 3.5: ‘Focus on Inequalities,’ states: ‘It will be essential that population-

based strategies do not exacerbate the already existing inequalities in this area’ (p. 9). 

Eat Well South Australia 

In contrast, health equity is more implicitly represented in EWSA, expressed in general 

terms such as the Health Minister’s proclamation that ‘The health and wellbeing of 

individuals, families and communities is fundamental to achieving our State’s vision of 

creating opportunity for all’ (p. 2). Equity is more clearly expressed in the Guiding 

principles, with three of the seven principles pertaining to equity. These are: 

(1) Take a population health focus that embraces a public health approach . . .; 

(2) Contribute to reducing health inequalities by focusing on the nutrition related health 
needs of disadvantaged groups, including Aboriginal South Australians; and 

(4) Acknowledge the social determinants of health as well as the relationship between 
nutrition, physical activity, smoking and alcohol consumption on health. (p. 3) 

The ‘population’ and ‘public health’ approach are potentially favourable to equity as 

they focus on environmental rather than individual-level health needs, though they are 

not clarified any further in this document and no indication is given as to how it is 

envisaged that these principles will be applied. The focus on ‘reducing health 

inequalities’ through addressing the ‘nutrition related health needs of disadvantaged 

groups,’ while promoting equitable outcomes, obviously does so only narrowly. While 

it is unreasonable to expect a policy of this nature to address the causes of 
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disadvantage, the acknowledgment the determinants of health are social as well as 

individual is at least an indication of awareness that current health inequities have 

structural causes. This is reassuring as the policy elsewhere is somewhat ambiguous 

about which ‘specific population groups’ are to have strategies tailored to them (p. 4). 

The explicit acknowledgment of the disparities in health experienced by Aboriginal 

South Australians (as in EWBA) also suggests that this significant inequity may be 

prioritised in the policy. 

Be Active 

Unlike EWBA and EWSA, BA makes no mention of health inequities, nor of 

disadvantages systemically accruing to population groups according to their SES, 

Aboriginal status, or disability. If an understanding of equity underpins this strategy, it 

would seem to be conceived as an add-on or by-product rather than part of the inherent 

nature of the social-economic system in which people are located. 

That ‘The [BA] Strategy aims to target population groups’ (p. 5), with Goal 1 being 

dedicated to this object, suggests an awareness that different population groups are 

differentially able to take up physical activity options. However, the actual population 

groups are unspecified: the fact that the first strategy under this goal consists of 

identifying these populations suggests that there is no fundamental analysis of inequity 

underpinning this policy document. Statistically, the disproportionate burden of ill 

health and disadvantage borne by Aboriginal groups should alert policymakers to the 

needs of this group, as is the case in EWBA and EWSA — it is a predictable inequity. 

Disability is similarly absent. This silence suggests a more rudimentary conception of 

targeting than that evident in EWBA, with no sense of health being distributed along a 

gradient. 

Priorities 

The commitment to equity expressed in Priorities — reinforced by quoting EWBA’s 

Objective 4 — is attributed to SA Health, which has the effect of locating EWBA 

within SA’s overall health planning, possibly to distinguish it from the SASP, which is 

elsewhere extensively referenced: ‘SA Health has nominated its strategic commitment 

to produce positive and equitable health outcomes for all South Australians’ (SA 

Department of Health 2008a, p.3). 
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In its general discussion of equity — which itself is unique among the four policies — 

Priorities details the monitoring of interventions on ‘the distribution of health 

outcomes,’ and identifies a twofold approach to equity: as well as embedding the 

principle of equity within strategies aimed at the population level, specific interventions 

seek to ‘tackle the health inequities facing the most disadvantaged members of the 

community’ (p. 4). Finally, it is conceded that ‘more work needs to be done to integrate 

equity concerns’ into actual interventions ‘to ensure that equity considerations are made 

central to planning and resource allocation’ (p. 4). 

This commitment is operationalised to the degree that, as discussed above, eight of the 

26 priority programs target populations identified as experiencing disadvantage, 

including Aboriginal populations, Culturally And Linguistically Diverse populations, 

migrants, and people of low SES. Some programs are specifically designed to promote 

healthy weight in one of these populations, such as ‘Healthy Ways’ (Priorities p. 27) 

and Community Foodies (Priorities p. 21) while other initiatives, like Healthy Weight 

Coordinators, include ‘closing the equity gap’ among its aims (p. 30). 

5.4 Summary of chapter 

This chapter provided descriptive and analytic accounts of the policies comprising SA’s 

Healthy Weight Strategy. Core problematisations of unhealthy weight, its causes and 

solutions were identified. The discourses through which responsibility for solving these 

problematisations was constructed were then identified and ideological associations 

noted, before finally considering how equity was represented in the policies and in the 

ideologies that underpin them, threads that will be taken up at Chapter 8. While EWBA 

contains a clearer expression of commitment to health equity than EWSA or BA, it is in 

Priorities where it receives its clearest expression as an embedded conceptualisation. 

Equity is a normative concept, that is, it expresses a certain value base — one which is 

committed to fairness. The explicit commitment of the EWBA Strategy to equity is 

supported by its socioenvironmental framing of what changes need to happen to 

improve population level healthy weight. However, as intimated above, the maxim of 

‘making healthy choices easy choices’ can in practice privilege choice, so that whether 

healthy weight is increased in an equitable manner can depend on the extent to which 

healthy choices really have been made easier for those experiencing constrained 
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circumstances. The way in which the ideology of neoliberal individualism interacts 

with the commitment to equity expressed in these policy documents will be examined 

in Chapter 8 when analyses of policy and program documents, and interviews, are 

brought together.
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CHAPTER 6: FRAMING OF OBESITY IN OPAL DOCUMENTS 

6.1 Overview of chapter 

In this chapter the way that obesity is framed in the OPAL (Obesity Prevention And 

Lifestyle) program documentation is considered. The ideologies and discourses 

underpinning OPAL are identified, thus addressing Research Question 2. The previous 

chapter examined the framing of obesity in the Healthy Weight Strategy (HWS) 

policies, and the following chapter will complete the analysis component of this thesis 

by examining how obesity is framed in interviews with key informants from OPAL.  

The previous chapter outlined the global health promotion context within which the 

Healthy Weight Strategy was developed. As the SA Government noted at the time of 

OPAL’s launch, OPAL was part of the broader Healthy Weight Strategy; specifically, 

OPAL was introduced as a 

... new program ... in addition to other measures by the State Government to combat 
childhood obesity, including... banning junk food in public school canteens; working 
with preschools and schools to encourage children to swap soft drinks and junk food 
snacks for water and fruit; introducing the Premier’s ‘be active’ Challenge; introducing 
the ‘Start Right Eat Right’ healthy food in childcare services … [and] recruiting ten 
healthy weight co-ordinator positions across the state. (Government of SA 2009b, p. 2) 

As part of the Healthy Weight Strategy, which addresses one of the South Australia’s 

Strategic Plan (SASP) targets, OPAL is located within a policy environment committed 

to furthering equity in health by influencing the determinants of health that lie outside 

the health sector.  

6.2 Selection of OPAL and OPAL documents 

Occupying a substantial section within the SA Health website, OPAL is introduced as 

‘a program that supports children, through their families and communities, to be 

healthy now, and stay healthy for life’ (SA Department of Health website 2015, OPAL, 

accessed 14 March 2013). 

The OPAL community-based childhood obesity program was selected as a case study 

from the EWBA Priorities document as it represented the most visible and largest 

financial commitment by the SA Government to any single program in EWBA, 

implying that the government considered it to be a significant component of this 
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strategy. The range and depth of expertise represented on OPAL’s Scientific Advisory 

Committee also made it reasonable to suppose that it would also reflect current best 

practice.  

The following documents were selected for study, as described in Chapter 3:  

1. National Partnership Agreement on Preventive Health (Council of 
Australian Governments, August 2010) 

2. Public presentations showcasing OPAL 
a. ‘OPAL by EPODE’ (SA Department of Health November 2009)  
b. ‘OPAL in SA’ (SA Department of Health July 2010)  
c. ‘Evaluation of OPAL: Early lessons’ (Cobiac et al. December 2011)  

3. OPAL website and social marketing materials (SA Department of Health 
website, OPAL, viewed 2009–2014). 

The relationship between these documents, the policy documents described in Chapter 

5, and OPAL’s origins in the French program, EPODE (‘Together Let’s Prevent 

Childhood Obesity’), are illustrated in Figure 6.1 below. 

6.3 Descriptive accounts of OPAL 

6.3.1 National Partnership Agreement on Preventive Health  

Background information on OPAL was obtained from the National Partnership 

Agreement on Preventive Health (NPAPH) (Council of Australian Governments 2010), 

supplemented by the SA Health OPAL website. OPAL featured in the NPAPH as it was 

partially funded by the Commonwealth.  

Origins, funding, targets and theoretical underpinnings 

The NPAPH (2010, p. 6) describes how the South Australian Government came to 

acquire the EPODE methodology as a solution to the ‘unacceptably high’ levels of 

overweight and obesity among 0–18-year-olds in South Australia. EPODE is described 

as having ‘demonstrated promising results’ in ‘bringing about weight change in 

populations’, further describing it as one of the ‘few community interventions that is 

scaleable and transferable – being relevant to different sizes and types of populations’ 

(NPAPH 2010, p. 6). 

Launched in March 2009, OPAL is described as applying the ‘four pillars’ of the 

EPODE methodology — ‘political support, innovative social marketing, excellent 
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evidence base, and partnerships’ — while adapting to local circumstances (NPAPH 

2010, p. 6). The most immediately visible departure is OPAL’s funding source, which 

is ‘all three tiers of government’, unlike the privately funded EPODE (NPAPH 2010, p. 

4). 

Figure 6.1: OPAL genealogy and timeline 
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Funders include the Commonwealth and South Australian health departments and the 

local governments within which the 20 OPAL projects are located (NPAPH 2010, p. 4). 

OPAL is described as working across multiple sectors and settings, employing ‘a wide 

range of strategies to bring about healthy lifestyle changes’ at a community and 

individual level, focusing on ‘those in greatest need — for example those of lower SES, 

Indigenous, culturally diverse, regional and remote communities’ (NPAPH 2010, p. 4). 

Rather than targeting children directly, OPAL specifically targets families, with its 

objective being to increase the number of 0–18-year-olds in the healthy weight range 

through increasing healthy eating and physical activity (NPAPH 2010, pp. 3,4).  

In terms of its policy context, OPAL falls within the South Australian Eat Well Be 

Active Healthy Weight Strategy (SA Department of Health 2006a) as previously 

explained, and thus contributes to the achievement of the Healthy Weight Target 

(HWT) of the SA Strategic Plan 2007 (NPAPH 2010, p. 9). OPAL is also identified as 

contributing to national objectives for addressing ‘the rising prevalence of lifestyle 

related chronic diseases’ under the Commonwealth Healthy Children Initiative 

(Government of SA, 2007; NPAPH 2010, pp. 1,4). Under the NPAPH funding 

agreement, half of this funding is received upfront, with the other half dependent on 

OPAL’s satisfactory reporting against a range of quantitative benchmarks for healthy 

weight, including number of serves of of fruit and vegetables consumed, and number of 

people participating in ‘moderate physical activity’ (NPAPH 2010, pp. 17–18). As this 

agreement makes clear that the state will have to cover any shortfall in funding if 

benchmarks are not met, that is, the ‘reward payments’ are not forthcoming (NPAPH 

2010, p. 2), they operate in practice as additional targets.  

The NPAPH (2010, p. 6) describes the issues OPAL addresses as not simply 

‘overweight and obesity’, but the behaviours that lead to overweight and obesity. ‘… 

low levels of fruit and vegetable consumption and insufficient physical activity … As 

weight mediators, these behaviours and the social norms that underpin them must be 

addressed’. In addition, it identifies the uneven distribution of the ‘health risks’ 

associated with overweight and obesity, which are not ‘… evenly spread across the 

population–increased weight, unhealthy eating and less physical activity are skewed to 

those people experiencing greater disadvantage’ (NPAPH 2010, p. 6). 
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Ecological theory is identified as underpinning OPAL, combining community 

development principles to target the physical and policy environments that support 

healthy eating and physical activity, and social marketing to change the social norms 

that influence choice and individual behaviour (NPAPH 2010, pp. 4,6).  

Structure and implementation 

OPAL was described as consisting of a central State Co-ordination Unit with a manager 

and social marketing and evaluation coordinators, with administrative support, and 

Local Council Teams comprising a manager and support officer (NPAPH 2010, p. 4). 

OPAL is guided by two independent bodies: a Scientific Advisory Committee (SAC) 

with representatives from all three local universities chaired by Professor Boyd 

Swinburn (WHO Collaborating Centre for Obesity Prevention and Related Research 

and Training); and a Strategic Advisory Committee (STAC) consisting of industry and 

non-governmental organisation (NGO) representatives, which provides advice and 

feedback and champions the OPAL cause (NPAPH 2010, p. 4). 

There have been 21 OPAL project sites, each funded for five years. At the time this part 

of the research began in 2009, six OPAL projects were being piloted in metropolitan 

and regional Local Government Areas (LGAs) (Government of SA 2009b). Fourteen 

more projects were rolled out from 2010 to 2012, and one site was established in the 

Northern Territory, administered by SA. Most projects are located in different LGAs 

following processes of tender and invitation; project location is thus dependent on LGA 

interest. After cuts to SA’s health promotion work and the loss of Commonwealth 

funding that had threatened OPAL’s continuation, the SA Health website (SA 

Department of Health website 2015, OPAL, accessed 15 March 2015) notes that OPAL 

will continue until 2017. This date being when the last of the projects completes its 

five-year term, with state funding and continued support from local government 

(McCann 2012, p. 27). 

OPAL project sites are described as consisting of communities of up to 40,000 

residents within the host LGA, and include rural, regional and urban locations. 

Selection between and within LGAs is based on a combination of percentage of people 

in the unhealthy weight range, disadvantage (using the Australian Bureau of Statistics 

(ABS)’s Socio-Economic Indexes for Areas [SEIFA] index), Aboriginal population, 

and council readiness and support for wellbeing (e.g. finance, infrastructure, energy) 
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(NPAPH 2010, p. 4). OPAL is presented as potentially directly influencing about 

400,000 people — approximately a quarter of South Australia’s population — by the 

conclusion of the program in 2017 (NPAPH 2010, pp. 4,7). 

OPAL managers based in local government locations (but employed by the SA 

Department of Health) are portrayed as engaging with and working through existing 

community-based agencies in a range of settings where there is opportunity to influence 

the environments that enable or constrain healthy eating and physical activity. 

According to the NPAPH (2010), OPAL’s responsiveness to local needs is facilitated 

by its location at the local government level and by its collaborative processes. These 

are captured in the ‘process indicators’ established in the NPAPH document on which 

OPAL will report and which highlight partnerships and collaborations, community 

engagement and ‘equity and cultural inclusiveness’ (NPAPH 2010, p. 14). Although a 

template-style program would contradict the community development principle of 

working from the bottom up, rather than the top down (Kenny 2011), the NPAPH 

specifically notes that,  

Each OPAL community is unique and dynamic. The tailoring of the OPAL approach for 
Indigenous and cultural groups happens at the local level. Most OPAL communities have 
developed OPAL Local Advisory Groups with representations from stakeholder groups 
including migrant and Indigenous groups. (NPAPH 2010, p. 11) 

The NPAPH notes the flexibility of the OPAL model, which means that OPAL 

managers can be responsive to the particular needs of their different local communities: 

they ‘generate, partner and promote’ as appropriate, that is, they build on and augment 

existing community programs and capacity (NPAPH 2010, pp. 9,11).  

An illustration of how social marketing themes are tailored around the needs of a 

particular community also shows the connection between social marketing and other 

activities conducted by OPAL teams (a manager and assistant) in their OPAL 

communities. The process by which a new social marketing theme is generated every 

six months is described (NPAPH 2010). After the SAC identifies a specific aspect of 

healthy eating and physical activity (not weight), market research is conducted and the 

theme is reviewed by the STAC, OPAL managers and the state government’s central 

Health Promotion Branch. The theme is then turned into a specific and positive 

marketing message, with further advice about implementation from the health sector, 

the STAC and OPAL Local Advisory Groups (NPAPH 2010, pp. 11–12). Various 
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materials are produced for distribution to the public, and training provided to OPAL 

managers.  

The NPAPH describes the linkage between healthy behaviours and choices, and the 

role of social marketing in enhancing this process: 

At the heart of trying to make a difference to children in OPAL communities are 
families, with parents and care givers playing a pivotal role in decision making around 
opportunities for healthy eating and physical activity. OPAL’s innovative social 
marketing includes a twice yearly thematic approach to promoting healthy behaviours 
and environments. (NPAPH 2010, p. 4) 

Evaluation  

The NPAPH describes OPAL’s complex evaluation, designed to capture environmental 

changes, population-level behaviour changes, and anthropometric changes such as BMI 

and waist circumference (NPAPH 2010, p. 9). In addition to the extensive qualitative 

and quantitative evaluation embedded in the design of OPAL (the SAC contributing to 

the design), an independent evaluation team will be appointed (NPAPH 2010, p. 14). 

The complexity of the program described by the NPAPH, and OPAL’s accountability 

to the multiple stakeholders and funders, which require reporting against different 

criteria, are both likely to contribute to this complexity (NPAPH 2010, pp. 9, 17–18).  

6.3.2 OPAL in public presentations 

Three public presentations of the evolving OPAL program will now be examined: 

• ‘OPAL by EPODE’ (SA Department of Health, 2009), presented on 21 

November 2009 at the seminar, How Early Is Too Early For Good Nutrition? 

organised by the SA Nutrition Network, in partnership with the Health 

Promotion Branch of SA Health, in Adelaide, SA. 

•  ‘OPAL in SA’ (SA Department of Health, 2010) presented on 26 July 2010 to 

the first ‘Reducing Obesity in our Communities’ Symposium, in Sydney, 

Australia, organised by the Centre for Health Innovation and Partnership 

(CHIP), Sydney West Area Health Service (SWAHS) and the International Life 

Sciences Institute South East Asia region (ILSI SEA). 

• ‘Evaluation of OPAL: Early lessons’ (Cobiac et al., 2011), presented on 7 

December 2011 to the second ‘Reducing Obesity in our Communities’ 

Symposium, in Sydney, Australia, organised by CHIP, SWAHS and ILSI SEA. 
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(OPAL’s evaluation is being conducted by a team led by Professor Lynne 

Cobiac, from Flinders University and the CSIRO Food and Nutritional 

Sciences.) 

How OPAL has been represented in public presentations changed considerably during 

the period since the first six OPAL sites were rolled out in South Australia. A 

discernible fully and locally contextualised OPAL emerged over the two years between 

the first (2009) and third (2011) presentations. The following analysis will specifically 

examine at how these presentations represent the onus of change falling — on 

environments or individuals — explored or apparent through the roles accorded to 

social marketing, environmental change and changing social norms. 

OPAL’s ten principles remain unchanged in the three presentations. OPAL is ‘equity 

focussed’ — it ‘reaches all parts of the community [via families] with a focus on the 

disadvantaged’, and it ‘adopts community development principles’. These attributes are 

presented as ‘consistent with EPODE methodology’ and local ‘HE & PA [Healthy 

Eating and Physical Activity] guidelines’. OPAL is also identified as working ‘in 

partnership with others across multi-sites and multi-settings’, adopting ‘a multi-strategy 

portfolio approach’, which is ‘evidence based’, at the same time addressing ‘broad 

structural change in conjunction with individual change’, while being ‘positive and 

non-stigmatising’ (2009, p. 9; 2010, p. 9; 2011, p.4).  

The first (2009) presentation introduces EPODE and its methodology to the SA 

audience. In this presentation OPAL was still largely represented as part of EPODE and 

was not fully differentiated from it: references are to ‘EPODE (OPAL)’ (SA 

Department of Health 2009, p. 2) or ‘OPAL (EPODE)’ (p. 3), and while ‘OPAL’ 

featured in the overview, the details were still those of EPODE.  

By July 2010, although OPAL was still presented as OPAL by EPODE (possibly due to 

franchise requirements), ‘A French childhood obesity prevention program in South 

Australia’ (SA Department of Health 2010, p. 4), the detailed description is specifically 

about OPAL, a ‘joint program of Australian, State and Local Governments’ (p. 24), the 

aim of which was: ‘To improve eating and activity patterns of children, through 

families and communities in OPAL regions and thereby increase the proportion of 0-18 

year olds in the healthy weight range’ (SA Department of Health 2010, p. 8). 
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In the earlier 2009 presentation (SA Department of Health 2009, p. 5), this phrasing had 

been identified as an Scientific Advisory Committee ‘refinement’, presumably of the 

original aims as derived from EPODE that had been represented earlier in the 

presentation thus: ‘EPODE’s (OPAL’s) over-riding aim is to change the social norms 

around healthy eating and physical activity making them the preferred option. This is 

done by working with whole communities’ (SA Department of Health 2009, p. 2). 

Behavioural changes are identified as being the aim of the program in both the 2009 

and the 2010 representations, although there are two key differences in how this is 

envisaged as happening. First, ‘social norms’ were omitted in the 2010 iteration. 

Second, whereas in 2009 ‘community’ was represented as the site where the changes 

will occur, in 2010 ‘community’ — not ‘social norms’ — becomes the vehicle through 

which these changes will occur.  

EPODE is additionally represented (in 2009) as, ‘A methodology based on social 

marketing techniques … to induce individual and collective changes in social norms 

and thus behaviour changes (SA Department of Health 2009, p. 23). That is, social 

marketing is envisaged as a strategy for changing social norms and thus behaviours. 

This is consistent with its representation in the NPAPH document: ‘OPAL’s social 

marketing is … aimed at parents. Information is tailored to encourage parents to make 

the healthy choice. This, according to the French model EPODE, is the key to changing 

social norms’ (NPAPH 2010, p. 10). 

In the 2010 representation of OPAL, the role of the social marketing approach is 

reduced from being one of EPODE’s ‘Four Pillars’ (SA Department of Health 2009, p. 

24) to one of seven ‘Objectives and Activities’–the seven strategies in the third (2011) 

presentation (Cobiac et al. 2011, p. 4) — and the logical connection between social 

marketing and changing social norms is lost. In the 2010 iteration there is no longer any 

explicit logic linking social marketing to social norms, although changing social norms 

is retained in the research design — as it is in the 2011 presentation — as a ‘process 

indicator’ or ‘measure’ towards behavioural changes: ‘Changes in social norms towards 

healthy eating and physical activity’ (Cobiac et al. 2011, p. 9; SA Department of Health 

2010, p. 31). This is the only mention of ‘social norms’ in either the 2010 or 2011 

presentations. 
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Corresponding differences are apparent in the role that ‘behaviour’ is accorded in the 

three presentations. In the 2009 presentation, changed (health promoting) ‘behaviour’ is 

represented as the actual goal of EPODE, with social marketing (and ‘network 

creation’) and then social norms implicitly presented as vectors for achieving this 

change (SA Department of Health 2009, p. 23), though the HWT is explicated as a 

local goal for OPAL. In the 2010 presentation, ‘behaviour’ is represented as only one of 

several ‘impact indicators’ to be used in the evaluation research (SA Department of 

Health 2010, p. 30). In the 2011 presentation, ‘HE’ [healthy eating] and PA [physical 

activity] behaviours’ have re-emerged as prominent, but are clearly represented as 

themselves being intermediate vectors for change, located between the proximal targets 

of environments/agency, and the distal outcomes of changes to ‘energy balance’, 

‘healthy body weight’ and ‘quality of life’ (2011, p. 6). Most significantly, 

environmental change rather than social marketing/social norm changes is now clearly 

represented as preceding behavioural change (with social marketing contributing to 

behavioural changes only through its influence on environments and agency) (2011, pp. 

4,6,19). The logic underpinning the representation of how OPAL will achieve its aims 

thus significantly alters between 2009 and 2011.  

To summarise, while the same degree of focus on social norms is maintained from 2009 

to 2011, the role they are represented as playing decreases in importance from centre 

stage in 2009 (‘EPODE’s aim is to change norms’, p. 2) to the newly highlighted role 

played by environmental change. The role given to social marketing also changes 

markedly, from being a core concept in the EPODE-inspired approach and research 

design in 2009; to a still prominent, but more peripheral role in 2010; to having a minor 

role in the research design of 2011, where it is represented as only one of several 

influences on environments and agency. This contrasts with the prominence the social 

marketing themes are accorded on the OPAL website. 

Reinforcing this increasingly community-focused representation is the 2010 

presentation’s use of numerous examples from OPAL’s community-based projects: a 

community garden (p. 35); feasibility study for a producers’ market (p. 36); a local 

Physical Activity Council (p. 37); ‘Healthy Eating Policy’ and ‘Transit Plan’ to make 

environments more ‘supportive of active transport’ (p. 38). Also listed are drinking 

fountains (p. 39); water tastings (p. 41); and Community Foodies training with 
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Aboriginal education in Port Augusta’ using a ‘Peer education model’, and providing 

ongoing support and training, and ‘Working to establish an Aboriginal Parent Advisory 

Group’ (p. 42). The 2010 presentation thus describes a more fully South Australian and 

contextualised program than the 2009 presentation, which still showed strong ties to the 

French model. It is here that OPAL’s community location and approach to work 

becomes evident, and the claim of being able to be contextually specific, while 

following a franchise or template approach, becomes visibly supported in practice.  

OPAL’s evolution from a program centred on changing health-impacting behaviours 

through the individualised mechanism of social marketing — essentially, telling people 

what to do — to one centred on making the environments people inhabit more 

conducive to healthy behaviours, continues from the 2010 to the 2011 presentations. 

For instance, the 2011 presentation includes for the first time the concept that ‘healthy 

weight’ is itself only an intermediate goal, instrumental in contributing to ‘Quality of 

Life’ rather than an end in itself, in contrast to the anthropometric measures that had 

dominated the 2010 presentation with its single and ultimate goal of improved weight 

status. What is described is still a weight-centred program, but not just a weight-centred 

program: weight has now been located within the broader context, not even of health, 

but of wellbeing. This represents a significant move away from the weight-centred 

paradigm. 

The description of the evaluation, which follows reflects these dual outcomes, with 

primary anthropometric measures now clearly complemented by ‘secondary measures’ 

that indicate impact on ‘Quality of Life’ (Cobiac et al. 2011, pp. 8,9). Whereas in the 

2010 presentation, changes in ‘skills, knowledge, behaviour and attitudes’ are identified 

as needing to occur at both the individual and stakeholder/organisational/community 

level (2010, p. 30); in the 2011 presentation they are represented as only needing to 

occur at the community level, and are portrayed as ‘proximal impacts’ needing to, 

‘impact on HE and PA opportunities, environments and policies’ (Cobiac et al. 2011, p. 

9). 

This increasingly visible socioenvironmental perspective implies that the factors listed 

under healthy eating and physical activity behaviours in the 2011 presentation — such 

as ‘decreases in intake of energy dense food and drinks’ (2011, p. 9) — are envisaged 

as driven by factors external to the individual, that is, that they represent not just 



135 

reductions in consumption or individual diets but in the environments with which 

individuals engage. This interpretation is supported by the identification of the ‘Obesity 

System Map of “Societal influences”’, ‘Food Production’ and the ‘Activity 

Environment’ as well as the individual elements of ‘Food consumption’, ‘Individual 

psychology’, ‘Individual activity’, and ‘Biology’ (Cobiac et al. 2011, p. 17).  

Another new element in the 2011 presentation that further reinforces the focus on 

environmental influences on weight is the reproduction of an ecological diagram 

(similar to Dahlgren and Whitehead’s ‘rainbow’ model, 1991, p. 5 in South Australian 

Council of Social Service [SACOSS] 2008) that is labelled ‘Sociocultural context’. 

This depicts ‘The determinants of health and wellbeing in our neighbourhoods’ in 

concentric circles with ‘people’ at the centre, surrounded respectively by ‘lifestyle’ then 

decreasingly local environmental elements, ending up at an outer layer of the ‘global 

ecosystem’. Significantly, however, economic, structural and cultural influences are 

only depicted in a subtext — as ‘add-ons’ between the other nested layers, rather than 

being understood as intrinsic elements in the spheres that influence health, or healthy 

weight. Their impact is thus implicitly minimised, that is, they are minimally visible. 

There is nowhere in this diagram, for instance, for influences such as the marketing of 

energy-dense nutrient-poor (EDNP) foodstuffs to be depicted. The context inhabited by 

‘people’ seems predominantly portrayed as neutral or benign, so that despite the 

inclusion of environments as well as individuals as targets for change, the scale of 

change needed is underestimated. As in the analysis of the EWBA, the commercial 

sphere is underrepresented. 

Summary of changes in research design from 2009 to 2011 

OPAL’s most current (publicly available) program design is distinctively different from 

the earlier, those more closely EPODE-derived. Detailed consideration of research 

design is warranted because it represents a distillation of the logic or opens a window 

directly on the thinking or logic behind the program. Of significance is the introduction 

of the ‘proximal targets’ of ‘Social and Built Environment’ and ‘Agency’ that mediate 

social marketing and behaviour change (2011, p. 6), compared with the 2009 research 

design where social marketing is envisaged as directly creating behaviour change. 

Figure 6.2 illustrates how these changes can be simply expressed: 
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Figure 6.2: Summarised changes in OPAL research design 2009–2011  

2009 2011 
SOCIAL MARKETING SOCIAL MARKETING 

  

 
SOCIAL NORMS 

 
SOCIAL ENVIRONMENT/NORMS + 
BUILT ENVIRONMENT + AGENCY 

  
  
  
  

BEHAVIOUR CHANGE BEHAVIOUR CHANGE 
  

 
HEALTHY WEIGHT 

 
HEALTHY WEIGHT 

  

 QUALITY OF LIFE 
 
Source: SA Department of Health (2009) & Cobiac et al. (2011) Compiled by author 

 

Although ‘social norms’ can be conceived as a subset of the social environment, the 

latter term encompasses more, as well as being itself a subset of ‘Social and Built 

Environment’. This means that OPAL’s latest research design reflects a more structural 

approach to understanding the problem of obesity. The different characteristics 

highlighted as comprising ‘Environment’ and ‘Agency’ also represent some of the 

essential elements for an equitable program: ‘Affordability, Availability, Accessibility, 

Quality, Social Acceptability of Home Meals, Healthy Outlets and Local Food’ as well 

as ‘Knowledge, Attitudes, Beliefs, Skills, Motivation’ (Cobiac et al. 2011, p. 6). A 

program that works on these factors is more likely to enhance equity in health than a 

program which does not. This reflects a sophisticated conceptualisation of equity. 

6.3.3 Website and social marketing materials 

After a brief overview of the program, the five social marketing themes, identified as 

‘health messages’, are listed and linked to supporting social marketing materials such as 

fact sheets. These themes were:  

• Water, the original cool drink; 
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• Give the screen a rest, active play is best; 

• Make it a fresh snack; 

• Think Feet First — step, cycle, scoot to school; 

• A healthy brekky is easy as PEEL. POUR. POP. 

(SA Department of Health website 2015, OPAL, accessed 15 March 2015) 

The social marketing materials make it clear that OPAL is aimed both at parents 

(shopping lists and menu suggestions are provided) and at community ‘stakeholders’ 

(action sheets list ways for local organisations to support their OPAL community). The 

social marketing themes precede the list of ‘OPAL communities’ (the OPAL projects 

located in local government), which concludes with instructions on how to find out 

whether you live in an OPAL community, immediately followed by a list of OPAL’s 

benefits to family health:  

Contact your local OPAL Council Manager to see if you live within the OPAL 
community in your council. 

Why is OPAL valuable? 

Wouldn’t it be great to … 

Give your children the best chance to be healthy. (SA Department of Health 

website 2015, OPAL, accessed 15 March 2015)  

The benefits then described are considerable, and include reducing the risk for ‘type-2 

diabetes, heart disease, high blood cholesterol, high blood pressure and some cancers’. 

The juxtaposing of this information, immediately following a list of project sites from 

which parents might have discovered their family was ineligible for these benefits, 

illustrates one of the key limits to the way OPAL addresses disadvantage — 

geographically. Although the distribution of OPAL projects is intended to maximise 

health outcomes for those with the worst obesity-related health, not all people in this 

category will logically live within an OPAL area. This also reflects a view of equity as 

a gap between the best and worst off, whereas obesity is distributed along a social 

gradient. 

The rest of the website provides EPODE’s credentials, the need for such a program in 

SA, with OPAL’s objectives, and explains how OPAL works and the kind of programs 

that might be run in the communities in which projects are located and by which they 

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/healthy+living/healthy+places/where+we+live+and+play/opal/opal+contacts
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are driven, stressing that each OPAL project will thus be as different as the community 

in which it is based. The website makes it clear that OPAL’s aim in ‘working with a 

range of communities’ is ‘to positively change attitudes and behaviours about healthy 

eating and physical activity’ (SA Department of Health website 2015, OPAL, accessed 

14 March 2013). OPAL’s general approach and the strategies it follows are explained, 

concluding with its social marketing themes that provide the opportunity to offer 

detailed information about different issues related to children’s health, framed within 

their developmental needs, and how parents can maximise the benefits and minimise 

the harms. This information is obviously available to families outside OPAL 

communities, if they have internet access and literacy skills. 

When the term ‘obesity’ is mentioned on the OPAL website it is mostly in the context 

of describing EPODE. The focus of the website is overwhelmingly on health and help 

to adopt a healthier lifestyle, rather than weight. 

6.4 Discourse analysis of documents  

This section draws together how the OPAL program documents problematise healthy 

weight, exploring the ideological and discursive underpinnings of this program, 

addressing the second research question. Particular attention is paid to the role played 

by the themes describing the role of the commercial sector, and the principles of 

positivity and choice. The WPR process outlined in Chapter 4 was followed for this 

document analysis, with the findings presented below. 

6.4.1 Representation of the problem  

The core problematisation is that people are not eating or exercising well enough to 

have a healthy weight and thus the best health they can have. This problem is worse 

among people who experience other disadvantages.  

6.4.2 Representation of the causes of this problematisation  

The local physical and normative environments in which people live, especially people 

experiencing disadvantage, are represented as undermining their ability to make healthy 

choices about eating/drinking and physical activity. People are not choosing enough 

healthy foods and drinks or being active enough. Although unhealthy products and their 

marketing are implied as contributing to this problem, this is very secondary to the 
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emphasis placed on their consumption, which is cast as the result of poor parental 

choices. While the commercial sector starts to be implicitly viewed as contributing to 

this problem as OPAL evolves, this is still at the local level. The decision to locate 

OPAL in local government, while having many benefits, also keeps the focus on 

proximal rather than distal causes of unhealthy weight. 

6.4.3 Representation of the solution to this problematisation  

The solution is represented as making the local environments in which people live more 

supportive of healthy choices — that is, to make them easier, at the same time as 

raising awareness about what are the healthier choices. The commercial sector has 

always been part of the formal solution to this problem through the private partnership 

model of EPODE, on which OPAL was partly based. OPAL’s portrayal of the role of 

the commercial sector is more critical, although the consistent focus on consumption 

choices keeps the spotlight off manufacturing and marketing practices. Emphasis is 

explicitly placed on consuming more healthy products, and fewer unhealthy ones by 

implication, despite limited evidence that healthy products replace unhealthy ones 

rather than are simply added to them. A similarly positive focus on making local 

environments more conducive to exercise keeps the focus off upstream drivers of 

sedentary behaviour such as long working hours and commuting times and distances. 

6.4.4 The framing of responsibility in this problematisation  

Although OPAL’s focus on altering the material and normative environments in which 

people live implies collective responsibility for healthy weight, the final onus of 

responsibility is placed on individuals — primarily parents, given OPAL’s focus on 

children and young people — availing themselves of these opportunities by actively 

choosing the healthier options. This reflects both how the dominant individualising 

discourse is resisted, and its potency. How the cultural context reinforces the 

individualising of responsibility will be explored in the final chapter. 

6.4.5 Implications for health equity  

Social marketing is known to be potentially deleterious for equity (Baum 2011; 

Swinburn 2008). This may be countered if OPAL projects, targeted to communities 

with higher levels of disadvantage, are able to achieve significant changes to local 

environments so that the social marketing messages can be easily implemented by 
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families. OPAL’s influence might thus help level the playing field between 

communities. The extent to which equity is impacted is likely to be related to how far 

OPAL is, however, able to make environments healthy weight promoting by default 

(Milio 1981). This is achieved by being passively supportive of the behaviours that 

promote healthy weight, rather than such behaviours remaining dependent on the active 

exercise of choice. 

Countering the opportunities for improved health represented by OPAL is its limited or 

targeted roll-out. The OPAL website also makes clear that it is not a universal program, 

and that not all people who may want OPAL’s help to adopt a healthier lifestyle — and 

thus possibly reduce their weight — will be eligible for it, undermining the equity in 

access to the program. By delineating geographic communities that can or cannot 

access OPAL, the assumption seems to be made that obesity is a problem only affecting 

some people. Evidence shows that obesity is distributed along the social gradient, with 

weight generally increasing as SES decreases, and that health problems increase as 

excess weight increases, that is, both the effects of obesity and its distribution are 

graded, rather than absolute.  

The dominant terminology in OPAL, and certainly the language employed in its social 

marketing messages (NPAPH 2010, p. 10; all OPAL material) is about healthy lifestyle, 

with the effect of distancing this program from a weight-centred paradigm. However, 

the context and imposition of the HWT and Commonwealth-funding agreement 

benchmarks compels OPAL back into the positivist paradigm, which privileges 

statistics like BMI over environmental process indicators of change (NPAPH pp. 9, 17–

18). As discussed above, a focus on weight reduction in the short term can divert the 

focus from the broad determinants of health (which are also the determinants of healthy 

weight), changes in which provide the most promising outlook in terms of the equitable 

distribution of health gains.  

6.5 Themes from discourse analysis  

A number of themes became apparent during the analysis, centring on the concept of 

the construction of responsibility. These will be discussed in turn as they offer insight 

into the discourses and ideological underpinnings of the documents studied before some 

conclusions are drawn about the document analysis. 
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6.5.1 Construction of responsibility through the commercial sphere in OPAL 
public presentations 

Although the commercial or private sphere is mentioned in the context of ‘public–

private partnerships’ several times in the 2009 presentation, this is never as a potential 

site of change. The title ‘partner’ suggests a position of equality, EPODE being 

represented as being ‘designed and managed in collaboration with … private partners’ 

(SA Department of Health 2009, p. 24) — that is, the private partners have input into 

forming the solution and funding the program. In contrast, public–private partnerships 

feature in the 2010 presentation only as one of the ‘challenges’ (SA Department of 

Health 2010, p. 3).  

In the 2010 presentation, in contrast, the commercial sector features as an implicit 

target for change in some of the case examples; that is, it is constructed as part of the 

problem, albeit in fairly low key ways. For instance, a ‘transit plan’ aimed at reducing 

‘motorised transport’ (p. 38) is likely to have negative implications for industry (car 

industry, oil industry etc.); while providing drinking fountains at another site is likely to 

have some impact on the sale of drinks, but the small scale of the proposed intervention 

(only two fountains are initially envisaged) means the effect would be negligible (SA 

Department of Health 2010, p. 39). Public water tastings in another OPAL community 

were aimed at demonstrating that tap water was rarely distinguishable from bottled 

water, and was thus an affordable way to act on the OPAL social marketing message, 

‘Water, the original cool drink’. This could potentially convince a sizeable number of 

people to drink tap water and thus reduce the sales of bottled water, potentially 

impacting the corporate sector. If OPAL had been privately funded, like EPODE, it is 

possible that even these challenges to corporate profit-making would not have been 

possible. Projects described at Port Augusta supporting people to prepare healthy 

meals, such as Community Foodies (2010, p. 42), though making no mention of the 

private sector, might logically still affect the sales of EDNP food. The private sector is 

thus differently present in the portrayal of ‘OPAL by EPODE’ in 2009, where it is 

represented as part of the solution, and ‘OPAL in SA’ in 2010, where it is not but, by 

implication is potentially part of the problem, although it is not explicitly constructed as 

such. 



142 

6.5.2 Construction of responsibility through the commercial sphere in OPAL 
website and social marketing themes 

Unlike the other documentary sources discussed, the OPAL website and social 

marketing materials are aimed at an audience of parents (as well as stakeholders), the 

target group of the program. The OPAL website (SA Department of Health website 

2015, OPAL, accessed 12 November 2014) makes a clear statement about its goals: 

OPAL is focused on six goals to bring about behavioural change across the community:  

Eating well, which means: 

1. healthy food choices available at food outlets  

2. healthy meals produced in and from homes  

3. local healthy food production, access and distribution.  

Being active, which includes 

1. active travel journeys  

2. active leisure participation choices  

3. use of parks, spaces and places. 

The wording of these goals explicitly includes the commercial sphere as a target for 

change (food outlets, food production/distribution), as well as the family home, most 

significantly moving beyond food consumption to production, as in ‘Eating well’ point 

3 above. Although, as with the determinants diagram in the ‘Evaluation of OPAL: Early 

lessons’ (Cobiac et al. 2011), this sphere is posited as ‘local’, drawing attention away 

from the economic system and global practices and ownership of (and thus profit from) 

production, effectively ‘de-globalising’ it and obscuring its ideological nature. This will 

be explored in Chapter 8. 

The discussion of these six goals concludes by saying, ‘Information and activities 

regarding each theme present a positive, encouraging approach to challenging the social 

norms and practices which support unhealthy behaviour’ (SA Department of Health 

website 2015, OPAL, accessed 12 November 2014). 

This constructs the individual family (and ultimately children) as responsible for 

adopting and enacting the socially marketed behaviours. This is incongruent with how 

the most recent public presentation by the external evaluation team represented the 
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logical flow of the different elements in OPAL, which was that social marketing was 

mediated by environmental changes that then supported behaviour changes.  

References to chronic diseases occur on the OPAL website, not just in establishing the 

‘need’, that is, the health problems (see below) that may strike the population without 

this program, but in convincing parents of the veracity and wisdom of the social 

marketing messages; for example, why they should ‘make it a fresh snack’: 

Setting good habits early in respect to snacks, can help ensure that kids get the best start 
to life, and do not head down the track towards diet-related diseases like high blood 
pressure, heart disease, high cholesterol, type-2 diabetes and osteoporosis. (SA 
Department of Health website 2015, OPAL, accessed 12 November 2014)  

Although OPAL avoids targeting children with negative messages, spelling out the 

dangers of not ‘setting good habits’ could be interpreted as invoking the polarised and 

polarising ‘neglectful parent/good parent’ discourse to spur parents into action. This is 

because the subtext implies that if one does not start setting good habits early in 

childhood, one is condemning one’s child to a lifetime of serious illness.  

The social marketing information about ‘fresh snacks’ provides practical advice about 

avoiding packaged foods, though this still places the onus for change on parents, not 

manufacturers, and does not acknowledge the focus in the public presentation earlier 

(Cobiac et al. 2011) on affordability: ‘When packaged food is prepared or processed, 

things like salt, sugar, fat, preservatives and colours are usually added and the good 

bits, like fibre and vitamins, are often reduced’ (SA Department of Health website 

2015, OPAL, accessed 12 November 2014). 

There is no suggestion here that it might be the responsibility of anybody except the 

‘good parent’ to alter the quality of packaged, and highly marketed, children’s snacks. 

Although ‘Make it a fresh snack’ has indirect ramifications for commercial production, 

it retains responsibility for children’s diets on parents, without fully acknowledging the 

difficulty that some parents may face in trying to keep their children from consuming 

these foods, laced with the taste-enhancing additives of ‘salt, sugar and fats’ that they 

may be used to in processed snack foods. To some extent, the difficulty of achieving 

this is addressed under another heading, ‘Got fussy eaters? Give these tips a go’ (SA 

Department of Health website 2015, OPAL, accessed 12 November 2014).  

However, this simply shifts the blame from parents to their ‘fussy’ children, the 
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implication being that such fussiness is unreasonable, which ignores the fact that 

children may have spent a lifetime being exposed to the marketing of EDNP foodstuffs. 

OPAL’s tips do not address how to placate children whose diets habitually include a 

great deal more sugar.  

One of the supplementary information sheets accessible through the OPAL website — 

‘Summary of evidence: healthy snacks’ — identifies that most children report eating 

and preferring ‘unhealthy food’ because it tastes better and is addictive (SA Department 

of Health website 2015, OPAL, accessed 12 November 2014). Constructing parents as 

able and responsible to counter this by changing their own behaviours seems 

unreasonable. Although other programs within the HWS attempt to lessen children’s 

exposure to junk food by altering their food environments, thereby implicitly 

recognising that the responsibility for children’s healthy diets is shared by other 

institutions, there is little such acknowledgment in the OPAL materials specifically 

aimed at parents. The tips centre on modelling correct eating habits, involving children 

in ‘healthy’ food selections in supermarkets — not by changing the foods offered by 

supermarkets and advertised at children. Drawing on Gramsci’s (1971) concept that 

ideology is embedded in cultural institutions, it is possible that, as an offshoot of 

commercial marketing that focuses on selling ideas to individuals to induce them to 

perform certain desired behaviours (Hastings & Haywood 1991), social marketing as a 

strategy does not easily support the construction of responsibility as collective. This 

would help explain why the framing of responsibility slips from the socioenvironmental 

to the individual. 

6.5.3 Principle of positivity  

I am critiquing OPAL’s principle of positivity as it is one of the ways that the 

commercial sphere, with its motive of profit-making, appears to be cocooned against 

being targeted in social marketing campaigns by programs such as OPAL. Positivity is 

a general principle in social marketing (Hastings & Haywood 1991). OPAL’s social 

marketing campaign, ‘Water. The Original Cool Drink’, will be examined to illustrate 

the discordance between OPAL’s ability to alter obesogenic environments while being 

‘non-stigmatising … of food’ (SA Department of Health 2009, p. 9). 

The 2010 presentation spells out the ‘OPAL theme principles’, which are that they 

should be ‘framed positively’ (2010, p. 18). The scientific evidence base in support of 
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the ‘Desired outcome: a decreased consumption of sweet drinks’ (2010, p. 19) is then 

cited: ‘Reducing soft drink consumption is the most highly rated intervention for the 

reduction of obesity: Professor Boyd Swinburn’s best bets for reducing obesity’ (2010, 

p. 19). 

Despite this, the presentation then states that, ‘The message should not … stigmatize 

any other drink. They have their place as an “extra” food to be consumed in 

moderation. (Australian Guidelines for Healthy Eating)’ (SA Department of Health 

2010, p. 21). However, it goes on to say that at the same time theme messages, ‘… 

should not … only focus on increasing water consumption but on replacement of other 

sweet drinks with water’ (2010, p. 21). 

This would seem to place unrealistic restrictions on how OPAL is able to achieve the 

‘desired outcome’ of reducing soft-drink consumption without making negative 

reference to soft drinks. With a privately owned methodology like OPAL, the question 

arises as to whether such restrictions might have originally derived from the 

commercial interests of the private partners/owners of EPODE, thus unintentionally 

serving ends other than health.  

Given the unequal budgets and thus unequal power of commercial versus social 

marketing campaigns, the effect is that social marketing does not just have to fight 

above its weight, but has to do so with one hand tied behind its back. Witness, for 

example, the soft-drink industry’s recent defeat of proposed legislation to restrict the 

size of soft-drink serves to below 16 oz. in New York City, framing the proposal as an 

infringement on personal freedom (Grynbaum 2014). This means that the final 

responsibility for choosing wisely, that is, choosing water over a soft drink — the 

conversations that people will have inside their heads — cannot be rebalanced. 

Commercial marketing is likely to far outstrip the influence of social marketing, and 

changes to the proximal environment may make healthy choices easy, but unhealthy 

options will not actually be changed at all — they will still be there, still highly visible 

— meaning that internal conversation or debate is therefore still very one-sided and 

stands to counter the messages coming from OPAL.  

The focus on ‘positivity’ constitutes what is effectively a prohibition within OPAL’s 

ideology against holding the commercial sphere to account and means that this sphere 
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is rarely directly targeted as part of the obesogenic environment that OPAL’s research 

design so clearly seeks to influence. Scientific evidence suggests that broad 

environmental changes are the most equitable in their impact on health, those with the 

highest burden of obesity and ill health having the fewest resources, material and non-

material, to counter it (CSDH 2008; Harvey 2007; SACOSS 2008; Swinburn 2009). In 

contrast, OPAL’s focus on positivity can be seen as having an inequitable side by 

actually avoiding a focus on the changes most likely to have an impact. The effects of 

the apparent indiscriminate application of the principle of positivity is to privilege the 

interests of the corporate sphere. This suggests that, like the strategy of social 

marketing in general, ‘positivity’ is serving an ideological function, acting — like 

choice (Freudenberg 2014, p. 135) — as a smokescreen to obscure corporate interests.  

This focus on the positive is evident also in the kind of environmental changes 

identified in the logic model in the 2011 presentation. Under the ‘Process’ column, 

‘enabling’ factors are listed, such as ‘knowledge’, ‘accessibility’ and ‘affordability’, but 

there is no concomitant identification of ‘constraining’ factors such as reducing the 

high visibility and accessibility of EDNP food. This is indicative of how the assumption 

is made that ‘enabling’ and ‘constraining’ are simply the obverse of each other; that is, 

that if OPAL’s focus and energy is placed on enabling the desired practices, then the 

undesired practices will consequently be restrained, rather than being sometimes quite 

separate things that require independent policy action. The effect of this is to make 

constraining factors invisible and thus able to continue to function unabated. Of more 

far-reaching significance, this partial analysis seems to stand for the whole; as half the 

picture is missing, one does not see, or look for, the common element that unites the 

several factors at a paradigmatic or ideological level. Exerting a gravitational pull in the 

opposite direction to the strategic strengthening of ‘enabling’ factors is the vortex of 

neoliberalism, the ideology that unites and drives the obesogenic environment (see 

Freudenberg 2014), as potent yet unstable as Gramsci’s (1975a) vision of hegemony, 

reinforcing current power imbalances..  

In Milio’s (1976) terms, while OPAL’s social marketing component promotes (or 

reminds or reinforces) what are the healthiest choices and how to make them, that is, 

the what, OPAL’s community-based component represents, as it were, the how of 

making healthy choices easy. 
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6.5.4 Construction of responsibility through the principle of choice  

The NPAPH document constructs responsibility for enacting the behavioural changes 

intended by OPAL in apparently contradictory ways. OPAL’s immediate target — the 

‘heart’ of its campaign — is identified as parents being the decision makers who set 

families’ healthful behaviours, with OPAL’s social marketing goal identified as being 

to ‘encourage parents to make the healthy choice’ on behalf of their families (NPAPH 

2010, pp. 4,10). Children are specifically identified as not being the target of OPAL’s 

social marketing (‘OPAL’s social marketing is not directed at children 0–12, rather it is 

aimed at parents.’ (NPAPH 2010, p. 10). However, the NPAPH document then 

identifies that the OPAL logo and the simple theme messages are designed to 

specifically appeal to children, with the detailed information available in the printed 

materials and on the website aimed more at parents:  

Primary aged children (5–12 years) will be aware of OPAL in their community through 
positive, non-stigmatising healthy lifestyle messages and the bright and engaging OPAL 
brand. The detailed information behind the messages is, as has been described, aimed at 
adults. The healthy eating and physical activity programs and policies supported by 
OPAL and put in place by adults, will however be enacted by children. (NPAPH 2010, p. 
10) 

Although parents are constructed as the ultimate decision makers, children are 

constructed as the people ultimately bearing responsibility for making OPAL happen — 

they are constructed as needing to be active, thus OPAL is ‘enacted’ by them and not as 

passive recipients of instructions or injunctions from either OPAL or their parents.  

OPAL’s use of a social marketing strategy that explicitly corrects consumption implies 

that it is individual consumption (lack of willpower or knowledge) that creates the 

problem of obesity. It implies that obesity is caused by unwise individual consumption, 

not irresponsible manufacturing or marketing: obesity is constructed as being about 

consumption, not production. Again, the effect is to privilege and protect corporate 

interests. The focus on social norms is an attempt to address collective consumption 

and physical activity behaviours, implying that the problem is not simply individual 

consumption, however, but collective habits. Nevertheless, although delivered at a 

community level, OPAL’s social marketing themes and material can also be accessed 

individually through the OPAL website, and the ultimate site of change from the above 

analysis of the website was identified as the private family — namely children. OPAL’s 

social marketing strategy aims to improve health by influencing the choices people 
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make (SA Department of Health website 2015, OPAL, accessed 14 March 2014). The 

role of ‘choice’ in the attribution of responsibility will be explored in the final chapter. 

6.5.5 Summary of themes and chapter 

The result of the way that responsibility is implicitly constructed is that, through 

individualising discourses such as choice and through the minor role accorded the 

commercial sector compared with individual families, responsibility for making the 

changes that are likely to bring about healthy weight often devolves upon the 

individual. It is important to note, however, that OPAL’s location at the local 

government level provided limited opportunities to influence the commercial sector 

compared with programs at a state or national level. Nevertheless, the devolution to 

individual responsibility is contrary to the explicit socioenvironmental framing and, in 

light of OPAL’s targeting of disadvantaged communities, is concerning as these 

communities may be constrained in their capacity to enact the healthy changes. The 

nature of this analysis has, however, necessarily focused on documentary evidence, 

meaning that the social marketing component of OPAL received greater scrutiny here 

than the community-based component. The following chapter will provide some 

counterbalance as key informants from OPAL reflect on the program and its practice, 

completing the addressing of Research Question 2. 

 



149 

CHAPTER 7: FRAMING OF OBESITY BY KEY ACTORS IN 

OPAL  

7.1 Overview of chapter 

This chapter continues and completes analysis of the OPAL program, identifying the 

ideologies and discourses underpinning the practice of OPAL, addressing Research 

Question 2. It explores how obesity is framed within the OPAL program by a group of 

workers involved in OPAL’s administration and delivery, and by a group of advisors 

from OPAL’s two advisory committees. In-depth interviews were conducted with five 

workers (with the pseudonyms Ian, Millie, Peri, Steven and Tegan) whose comments 

are designated with the prefix ‘W’, and five members of the two advisory committees 

— the Scientific Advisory Committee and the Strategic Advisory Committee (Ben, 

Donna, Harry, Martha and Rose) — whose comments are designated with the prefix 

‘AC’. Following the process described in Chapter 4, findings from these interviews 

were analysed and descriptive accounts of the findings presented, followed by a 

synthesis of the discourse analysis that was conducted. Material in the descriptive 

account is presented under OPAL’s two component parts, a community-based 

component in which the physical environment is largely targeted, and a social 

marketing component targeting the normative environment, with workers’ reflections 

preceding those of Advisory Committee members. The analysis investigates the 

discourses and evidence drawn on by respondents when discussing OPAL, and through 

the discourse analysis explores the ideological underpinnings and how these impact on 

health equity.   

7.2 Introduction: How OPAL represents a solution to unhealthy 
weight 

This section provides a descriptive overview of OPAL workers’ and Advisory 

Committee members’ (advisors’) accounts of how they perceive the OPAL program 

representing a solution to unhealthy weight. Their description of OPAL’s core 

attributes correspond to OPAL’s two component parts:  

(a) OPAL as a complex community-based program  

(b) OPAL as a program utilising a social marketing strategy. 
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Although these two components were evident before the interviews were conducted, 

the interview schedule was not designed to reflect this demarcation so that a ‘blank 

canvas’ approach could be maintained as much as possible. After initial coding and 

categorisation of the interview data, however, it became clear that these two 

components made the most logical basis for analysis. This dual nature of OPAL 

foreshadows a tension in approach to the problem and solution of obesity, which the 

discourse analysis will make clear. 

The members of the Advisory Committees, with their academic backgrounds, 

independent ‘expert’ status and their more distant relationship with OPAL, presented a 

more panoramic perspective than that of the workers. On the whole, they voiced more 

critical reflections on OPAL’s background and model and, not surprisingly, tended to 

theorise about the causes of obesity more than do the workers. Respondents’ views of 

the community-based component of OPAL will now be described. 

7.3 Descriptive account of the community-based component of 
OPAL  

7.3.1 Overview 

Three core aspects of OPAL’s community-based model were highlighted by 

respondents as characterising its approach to addressing the problem of unhealthy 

weight in children and young people: OPAL as a complex community-based model that 

complements existing programs; OPAL as a program premised on a socio-ecological 

approach; and OPAL as a program targeting populations experiencing disadvantage. 

The rest of this section details how respondents reflected upon these core aspects. 

7.3.2 OPAL as a complex community-based program  

This section describes how respondents described OPAL as a complex community-

based program, located in local government and working through existing stakeholders, 

and that advocates environmental change to impact unhealthy weight.  

A complex response to a complex problem 

Workers described OPAL as a ‘multidimensional approach’ (Ian, W) to achieving 

healthy weight through changing the normative and physical environments. For 

instance, worker Peri observed: ‘You’re working on social norms and you’re working 
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on environment, you’re working on policy and the political commitment, the structure 

and the tri-level [local, state and federal government]-support’. 

The complexity of the government environment was also noted by several workers. 

Among OPAL’s distinctive features, workers identified OPAL’s community location 

and focus — with the local expertise that this brings in through stakeholder interactions 

— as enabling it to help overcome the fragmentation of current bureaucratic structures. 

Ian identified how OPAL plays a ‘linking’ role, describing OPAL as, bringing non-

traditional agencies together in a geographical catchment, with OPAL adopting a 

brokerage role and being able to ‘infuse the wellness or health agenda’ into services 

that did not have this as their core business, such as the local Aboriginal Cultural 

Centre. 

As well as joining up different sectors, Ian described how OPAL helps the different 

levels of government communicate, describing OPAL’s role, almost as translators 

between local council and the state government. He described OPAL helping ‘non-

health agencies to view the world through a health perspective “lens”’, while Millie 

(W) described OPAL as creating ‘mutual outcomes’ based on common goals around 

wellbeing.  

Perhaps due to their more distant relationship with OPAL, advisors reflected on the 

complexity of obesity and the challenge it poses for developing solutions, rather than 

the complexity of OPAL. Rose encapsulated this notion: ‘That’s the trouble with 

obesity … it is a complex situation and there’s no one single strategy or one single 

thing that will change it’. 

Working through local government and existing stakeholders   

Although state government, ‘cross-departmental’ and Ministerial support for OPAL 

were acknowledged as crucial (Tegan, W), locating OPAL in local government 

(‘council’) rather than state government was identified as ‘a strategic decision based on 

the EPODE model’ (Tegan); Steven enlarged on the advantages this brings: 

I think probably the most important thing for us is that we are actually situated in 
council. It’s the hub of communities; it makes decisions around environments; it can 
influence environments, and the key people in government, in local government, the 
Mayor and the CE [Chief Executive], can impact up to a state level.  
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Beyond the specific role of local government, worker Steven explained how he sees 

OPAL’s intervention approach in concrete terms:   

I say we do three things within OPAL; we promote, partner and generate. The promotion 
is that our managers go out and promote those things that already exist, the programs that 
exist, the policies that exist, the legislation, the creative and healthy environments.... 
Then they partner ... with programs and organisations that might look like they’ve got 
capacity or they’ve got potential but might be falling a little short around human 
resources or financial [resources].... The last bit of it is to generate … where they see a 
genuine gap … they would look to fill that gap, whether that’s around a program, around 
awareness raising, around partnerships, coordination around legislation and regulation. 
Somewhere in there they would be looking to generate new activity of some sort that 
would lead to change but all of it is about trying to affect those cultural norms, what is 
acceptable and what’s not? 

Although structures, including legislative and regulatory ones, are described as 

potential targets, Steven made it clear that he sees altering structures as instrumental to 

changing behavioural norms.  

Like Steven, Donna, an AC member, used a socioenvironmental discourse to explicate 

the role that local and state government can play in changing individual behaviour 

through changing the environment: 

We [‘the councils’] want to change not only individual behaviour … because we know 
that’s a really difficult one to change but what you have to do to get that change to 
happen is to change the environment in which people live, work and play so the idea is 
that the councils who have actually … developed the streetscapes, the open spaces, do 
the land use planning — you have to make the changes around that and you have to think 
about how you make the cities more liveable and walkable, accessible to public transport, 
bike friendly, so that includes lighting, safety, things that make it attractive for people to 
want to change what they do and how they get around in their city.  

As well as directly making physical activity more likely through their role in governing 

land uses, Donna described how local government can also support physical activity in 

the community through community grants to back such things as water safety classes 

for new migrants at a local swimming pool. She also described how grants can be used 

in unison with commercial retailers and developers, such as walking groups in a 

Westfield shopping mall, and how partnerships with retailers and developers can create 

integrated shopping/recreational spaces that also encourage walking. While Donna was 

optimistic about the capacity of councils to promote environments that promote more 

physical activity, she was, however, less sanguine about affecting the food 

environment: ‘The real challenge will be, how do you get into the food cycle, the fast-
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food convenience, because that’s never, I don’t think, going to change with the pace we 

go at’. 

Donna also described in optimistic terms the challenge for the local government host 

organisation in adopting a health lens:   

Councillors sort of think ‘oh we’re not into health’. Well, we are. Everything … we do in 
our community is having an impact on people’s health …You’re not in the medical 
illness side of it, you’re in the promotion-prevention side. That’s a bit of a cultural shift 
for local government, to start getting its head around.  

7.3.3 OPAL as a program premised on a socio-ecological approach   

Workers referred to OPAL as following a particular perspective: the ‘socio-ecological 

approach’ (Steven). While this term is not found in the OPAL documents analysed 

above, it features in the literature referenced in the EWBA Priorities (Government of 

SA 2009a) document. It is also fundamental in the history of health promotion as it 

moved from a behaviourist to a more equity-promoting approach within the ‘new 

public health’, best summarised by Milio’s phrase, ‘making healthy choices the easy 

choices’ (Kickbusch 1986, p. 438; Milio 1981, p. 77; Nutbeam 1986).  

This section describes how respondents depicted OPAL as following a socio-ecological 

approach, how they reflected OPAL focusing on both environments and, in particular, 

on the commercial environment and individuals, especially as exemplified by healthy 

weight targets, and the tensions that result.  

Environmental and individual change 

As used by OPAL workers in reference to unhealthy weight, the socio-ecological 

approach, although differently understood by different workers, implicates social and 

environmental elements as causal to the problem of unhealthy weight, and thus — by 

implicit logic — relevant sites for change in order to address unhealthy weight.  

One of the ways workers used the term ‘socio-ecological’ equated it to making ‘healthy 

choices, easy choices’, implying that the purpose of OPAL is to engender 

environmental change in order to support, not supplant, individual choice: ‘Ours is a 

socio-ecological approach so we’re looking for changes in environment and really that 

is what the ‘healthy choices, easy choices’ is about, ensuring that you have an 

environment that is supportive of healthy choices’ (Steven). 



154 

Steven linked this approach to the concept of ‘nudge’ politics (see Thaler & Sunstein, 

2009) and through this, back to EPODE: 

I’ve just been reading about nudge politics in the UK, where that seems to be the flavour, 
is that provide people with opportunities through environments and nudge them towards 
better health rather than the Nanny State of telling them what to do and, in fact, 
identifying all the things you’re doing wrong. EPODE is fitting well with a view that’s 
been generated out of the UK, I think it is, so that is the direction we’re taking.  

Here Steven explains some of the rationale behind OPAL’s emphasis on the positive, 

particularly in social marketing, which will be described shortly. Advisory Committee 

member Donna provided a different perspective to Steven’s focus, emphasising 

collective responsibility for normative change to affect risky environments, rather than 

focusing on risky individual behaviours. Drawing on the illustration of what it takes to 

make bike riding feasible, Donna made it clear that it is not only the responsibility of 

the people whose behaviour is being directly targeted that must change (that is, 

children/cyclists), but the behavioural norms of the encompassing community 

(motorists) that must also change to make the targeted change feasible in practice: 

You might think ‘I’ve got a new bike, I’d like to go off and do something but oh there’s 
only roads and they’re dangerous and I can’t do it’ …‘and I’m not sure about the routes 
and where it’s safe…’  … I think we’re starting to get there. The motorist has to realise 
that the car is not king, that the road is to be shared and if you want our kids to be less 
weighty and more physically active you’ve got to be mindful and keeping a watch out for 
kids and not thinking they’re just a nuisance on the road.   

Different understandings of socio-ecological are reflected by different workers, 

suggesting that the concept of a unifying and official socio-ecological approach in 

practice allows for multiple interpretations. For example, Tegan (W) made the point 

that a socio-ecological approach essentially links individual and environmental change: 

‘It’s [OPAL] not just individual change without the environment change… It’s based on 

social-ecological theory and so it’s combining the two’. 

Ian (W) reflected how the socio-ecological approach encapsulates both physical and 

normative elements in the environment: 

I think that the socio-ecological changes of communities have made it very difficult for 
families to live healthy lifestyles because their access to food, the changes in transport 
systems, the open space management, the willingness of parents to let their children 
experience the public realm and explore and take risks...  
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He then reflected what characterises the obesogenic environment model (Swinburn et 

al. 1999), identifying that the default environment in which South Australians now live 

creates unhealthy weight: ‘... multiple changes I think have occurred, such that it’s not 

the norm now to eat well and be active, we need to swim against the stream’ (Ian). 

Ian’s observation illustrates the gap between the current environment and Milio’s 

notion that in successful health interventions, ‘... individuals can remain “passive”. 

People are not required to continuously make conscious choices or to be reminded or 

supported to continue to make healthful choices. They need not be “active” ‘(Milio 

1981, p. 82). 

Millie (W) provided an illustration of how Milio’s concept can be operationalised when 

she explained how OPAL will upgrade the outdoor play space at a domestic violence 

shelter to make it more inviting to children and mothers. She described how, by 

manipulating the physical environment so that individuals do not have to consciously 

choose active options, both the likelihood of the family staying in the safety of the 

shelter and of children engaging in active play while they are there are increased. 

The physical environment is described by respondents as encompassing a range of 

levels from the micro environment of the home, to the meso-level of schools, to the 

macro environment of the commercial sphere, accompanied by reflections on OPAL’s 

ability to influence these different spheres. 

Although none of the advisors who were interviewed used the term ‘socio-ecological’ 

(the term ‘social-environmental’ is frequently used to describe the same perspective, 

see McLaren & Hawe 2005), they all reflected what may be termed a socio-ecological 

perspective towards achieving healthy weight; though as with the workers, these views 

span a considerable spectrum, as Martha reflected:  

All the different people on the [Advisory Committee] would have their own perspectives 
of what contributes to these issues [that is, obesity] and what can redress them and they’d 
come with different views about change and about behaviour or about structure or about 
the interrelationship between behaviours and structures. 

Also echoing Milio’s notion of active and passive interventions, Donna (AC) suggested 

that local government has a role to play in reversing the obesogenic environmental 

trend noted by Ian, by creating environments that support incidental as well as 

deliberate or transport oriented physical activity, by: 
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shaping the environment to make it one where people can walk and feel space but be able 
to get off the train and be able to walk … around and feel safe and feel like they’re 
looking at things as they go so they don’t really notice that they’re walking. 

Ben articulated most clearly the evidence upon which he bases his environmental 

perspective, and how this affects his involvement with OPAL. 
We [the OPAL AC] are concerned with the environment .... That interest arose from 
doing community intervention and being able to demonstrate relationships between 
psychosocial factors, behaviour, health outcomes ... [as] really a function of the context 
of the people. 

He continued, explaining his interest in OPAL and again invoking an environmental 

discourse: ‘I’m increasingly interested in demonstrating that health is a function of the 

environment and that people’s risk behaviour arises because of political, economic and 

social factors’.  

Ben, Harry and Martha did not talk about individual behavioural change as a goal; their 

concern, rather, was to change the determinants or drivers of obesity, which they 

identified as structural, though they conceded that this is not OPAL’s task. 

The role of the commercial environment 

Workers expressed a range of views regarding the role of the commercial sector in 

contributing to the obesogenic environment, although in general they did not implicate 

this sector as responsible for redressing it. This may be related to the limited 

opportunities (identified in the previous chapter) for OPAL to influence the commercial 

sector due to its location at the local government level. One exception was Ian’s 

critique of the environment as ‘commodified’, in which ‘everything’s got this veneer of 

marketing’, which needs to be challenged: ‘we need to wake up’. He goes so far as to 

identify the culpability of ‘the corporate world’: 

You think about the thousands of years humans have produced food and enjoyed [it]  — 
and now suddenly it’s been ...taken away from us, I think by, to a degree, the corporate 
world ... You know, there are some products that have unlimited elasticity of price and 
food is one, you can’t do without food, water, oxygen, so they’re not stupid, they’ve 
cashed in. 

Ian is highly critical here of capitalist ideology. Nevertheless, despite individuals not 

being to blame for creating the problem of the obesogenic world, Ian’s account holds 

them responsible for addressing it — it is the public who must ‘wake up’. It is apparent 

then, that even in the most radical interpretation of OPAL’s socio-ecological approach 

reflected by workers, although the commercial sector is identified as responsible for 
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contributing to the problem of obesity by making healthy choices difficult, it is not 

identified as responsible for contributing to its solution. Ian seems to be expressing here 

what Gramsci theorised as cultural hegemony, involving the simultaneous submission 

and resistance to the dominant ideology, in this example, that of the individualising of 

responsibility that denotes neoliberalism. Ian reconciled his analysis of the 

commodified environment with a view that individuals as members of the public still 

can — and should — overcome these environmental impediments to health for their 

family’s sake, if not their own: ‘Regardless of what I did I would make time to walk 

with my kids to school and whatever I had to do – and I do it now, I’ll get up hours 

earlier every day and go to bed later’. 

Drawing on this discourse of self-responsibilisation (Ayo 2012), Ian proposed this 

private solution to what he has clearly defined as a public problem. This is not 

necessarily at odds with the (equity-promoting) systems-wide change that he advocates 

elsewhere as being necessary to support individual changes. In particular, such changes 

among those who currently have the lowest rates of healthy weight, as such choices can 

always presumably be made easier, particularly for those experiencing constrained 

agency.  

In contrast to the workers’ accounts, the AC respondents were consistently outspoken 

in their critique of the corporate sector’s contribution to the obesogenic environment, 

and their allocation of responsibility. In addition to her own expressions of trepidation 

about altering the fast-food environment, Donna also made it clear that parents, as well 

as academics, identify commercial interests such as fast food as problematic to 

children’s health: ‘Parents will say “no, we don’t want a McDonald’s over the road 

from the school” if an application comes in for that’. 

Donna is here relating how parents resist neoliberalism’s individualising of 

responsibility: parents seem clear that the public sphere (local councils in SA control 

land use) has responsibility for controlling the commercial sector. Also reflecting on the 

commodified food environment, Rose discussed the vulnerability of children (and the 

resulting pressure on parents) to the advertising and display of energy-dense, nutrient-

poor foods. She reflected on the need for legislative change to control the advertising of 

energy-dense, nutrient-poor food to children: ‘I think certainly work’s come out of 

Deakin [University] to show that one of the [strategies] — because it really wouldn’t 
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cost anything — is to ban advertising inappropriate foods in children’s television …’. 

She continued, posing a series of rhetorical questions and answers that illustrate how 

difficult the regulatory road can be in practice: ‘… and why hasn’t it happened? It’s 

because the corporate sector have fought it tooth and nail. Why have they fought it 

tooth and nail? Because it’s so successful’. 

As well as highlighting one of the fundamental premises underpinning the strategy of 

social marketing — that advertising works — Rose suggested that the commercial 

sector is beyond the reach of government to control, though she made it clear that it is 

its responsibility to do so. Harry reflected similar sentiments, expressing scepticism 

about the efficacy of the regulatory policymaking process that is meant to control 

industry: ‘The big problem I see is industry’s role at the policy table, influencing 

policy. I don’t think industry should have a role there because they’re too conflicted’. 

He was insistent that government regulation is needed, because the food industry ‘will 

play by whatever the rules are …. And they’ll push it to the borders’. Even more 

problematic, he continued, is the grey area where rules do not apply. Harry was 

outspoken about industry’s ‘lobbying power and the undermining of public health 

interventions’, which he described as being ‘kind of done in the dark, not many rules 

apply and that’s where most of the influence occurs’. Harry’s reflections accord with 

Freudenberg’s (2014, p. 95) critique of the usurpation of democratic institutions by the 

‘corporate consumption complex’, which will be explored further in the following 

chapter, as does Rose’s identification below of how profits are prioritised over health. 

Rose also suggested that the drive for market share and increased profitability plays an 

essential role within the food industry and the resulting food environment:  

We have a fabulous food supply in this country, it’s called primary produce. We have to 
process our wheat to turn it into bread but we don’t have to turn it into muesli bars, we 
don’t have to turn it into all these cakes and muffins …. The development in the food 
supply — well, most of it, the large dollars — are about processing … and each company  
trying to get a little bit more of the market share so we have 20 different sorts of muesli 
bars. 

Again drawing a similar conclusion to Freudenberg (2014), Harry was more directly 

critical than Rose of industry’s role in driving unhealthy consumption, suggesting that 

capitalism is the ultimate driver of overconsumption:  
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They’re [the food industry] doing it because they’re businesses, because they’re 
corporations and it’s how we’ve set it up. Then you go back to our basic fabric of how 
we construct economics and capitalism, particularly … how important economic growth 
is and … from growth comes consumption and overconsumption … and that is creating 
… an overconsumption of foods. 

This concept of ‘hyperconsumption’ (Freudenberg 2014, p. 35) was also voiced by 

Martha. In identifying the origins of obesity as lying in the untrammelled consumption 

and urbanisation of capitalism, Martha, like Harry, identified the drivers of the 

commercial, commodified environment:  

Go out and buy, go out and buy, have this, have that…. This is just my view but it just 
makes perfect sense to me that we’ve got people obese…. It’s a logical outcome of 200 
years of capitalism…. And urbanisation in the form that we’ve got it. 

Ben reflected a similar view too, linking capitalist consumption and status as 

contributing to the problem of obesity: ‘I think it’s [obesity] indicative of a society 

where people are encouraged to consume, ‘having more is better, more money’s better, 

more stuff is better’ where you’re concerned with social comparisons’. 

These reflections by the OPAL advisors indicate that while the neoliberal values of 

consumption and profits-first are powerful and pervasive, they are at the same time 

resisted, again reflecting Gramsci’s (1975b) notion that hegemony, while embedded in 

cultural practices, is not totalising (Eagleton 1994). The environmental changes that 

Martha identified as necessary for people to lead healthful lives require influencing 

economic structures at the highest level: ‘global capital, you know... free trade’. 

Nevertheless, she expressed hope — ‘I’m a hopeful OPAL. HOPAL’ — about workers’ 

capacity to ‘leverage up’, and for ‘[OPAL] managers to motivate and enable other 

kinds of groups within the locality to do the same, to sort of lever up to levels of 

government to drive changes’. 

Martha was clear that it is the responsibility of government to push for the changes 

necessary to make environments less obesogenic; she saw OPAL having a role to play 

in influencing government. Although both Martha and Harry resisted the dominant 

discourse individualising responsibility, Martha’s optimistic conclusion contrasts with 

Harry’s pessimistic assessment of industry’s power to influence government.   

Ben, while sharing Martha’s analysis of the necessity of such change, suggested OPAL 

is more likely to target ‘the meso system within … intervention sites’ than ‘broader 
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factors’: ‘OPAL, to a degree, is interested in changing the community environment, the 

nature of schools. Whether it would try to tackle high level influences I can’t say’. 

OPAL’s evaluation design reflects not only the SA Healthy Weight Target (HWT) but 

the targets that are tied to federal funding (described in Chapter 2): ‘We are required to 

meet those targets as well so we have several masters’ (Steven, W). 

The complexity that the attempt to meet these targets imposes, as well as the difficulty 

of achieving such ‘incredibly high targets’ (Tegan), was reflected on by workers, 

although OPAL was still predominantly portrayed in terms of promoting general 

population-wide health and wellbeing. It would seem that the effect of current targets is 

to reinforce a focus on individual changes and on the dominance of quantitative 

measurements such as reducing children’s BMI. 

Tegan (W) also explicitly stated that environmental changes and their capture were an 

important and integral part of OPAL, despite the fact that this is not reflected in 

external targets; she suggested they are implied by OPAL’s theoretical base. Critiquing 

the individual targets set by national and state government, she explained, 

For me what’s missing from the way these [nutrition, physical activity and weight] are 
measured and what … [OPAL is] hoping to achieve as part of the evaluation is that yes 
these are individual factors and … [OPAL is] measuring individuals for a population … 
level picture — but what’s not part of what most of them say … is around the 
environment and what’s changing in the environment, which is a key component of 
OPAL …  so … [OPAL is] looking at ways of measuring those environmental changes. 

Tegan is expressing her frustration with a system that seems intent on directing 

evaluation back to individual changes, despite OPAL’s clear focus on environmental 

change. This appears to be another misalignment between OPAL’s conscious and 

theoretically based framing and focus, compared with its practice in a world where 

individual changes are habitually tracked and more easily measured. Similarly, where 

they are required for political purposes to illustrate program success and to justify 

funding, inexorably skewing OPAL’s practice and evaluation away from the 

environmental and towards the individual. 

The challenge of maintaining an environmental focus was also expressed by advisors in 

relation to meeting targets and satisfying funding requirements. Advisors Rose and 

Donna reflected on the initial HWT and the processes surrounding its development, 
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Donna describing the SASP targets overall as ‘a first go effort’, and Rose recalling that 

in the Healthy Weight Strategy (HWS) consultations ‘everybody said “you won’t meet 

these, you will not meet these”’. (Interestingly, the new HWT is to increase the number 

of South Australians with healthy weight by 5 rather than 10 percentage points, 

Government of SA, 2011a). 

Although Rose identified the dominance of commercial interests in the food 

environment, when asked how changes in the food environment would be identified in 

OPAL’s evaluation, she reflected, ‘My understanding at the moment is most of the 

audits will probably be around schools and child care centres so in terms of policy, 

around canteens, maybe the wider school eating policy’. From Rose’s understanding of 

the evaluation, measuring the influence of OPAL projects on the commercial sphere in 

the same way that the non-commercial sphere was being measured was not currently 

part of OPAL. 

Rose expressed some trepidation about whether the short time frame of the targets 

allows sufficient time for individual changes in behaviour to translate into changes in 

weight status, noting of EPODE that ‘it was 10 years before they saw any change’ in 

children’s weights. Martha reflected on the impact of such targets on evaluation design 

and ultimately program design and practice: 

I come from a community development social science background where there is always 
that thing about complex social lives or social worlds that I’ve always got issues about 
the extent to which you can reduce it down to a target at a population level. 

Martha acknowledged the value of goals in helping programs to set and stick to their 

direction: ‘I think it’s good to have goals in terms of where to marshal resources and 

what you get into … at least it gives you some way to kind of shoot the arrow forward’. 

She made it clear that it is not targets in general but these particular targets that focus 

on individuals and isolate weight as the only variable to be measured, which she 

considered unhelpful (though unsurprising in the current neoliberal context):  

I support targets about health …so to increase the proportion of South Australians who 
are healthy as expressed in a number of variables, yes, but to just put it as weight as the 
only measure – I mean it’s just so much part of the kind of contemporary, individualistic 
neoliberal discourse isn’t it, so it doesn’t surprise me that that’s it. 

What Martha would prefer to see is targets for the determinants of weight, that is, the 

commodified consumptogenic environment that characterises capitalism: 
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I think … if in addition to that [HWT] there was a target that was also around the 
contexts around humans or around capitalism and all the kinds of – you know, the things 
that people consume, to me it’s [the HWT] just taking a speck of dust and focusing on 
that…. 

7.3.4 Equity and OPAL 

Workers referred to equity most in terms of OPAL’s design, in the distribution of 

OPAL projects across populations experiencing high levels of ill health associated with 

social and economic disadvantage. They also talked about equity being addressed 

within project sites by working through community stakeholders who already worked 

with groups experiencing disadvantage. In doing so they reflected different 

understandings of equity, though the influence of how equity is defined in OPAL’s 

documentation as akin to disadvantage is evident (see Chapter 5, SA Department of 

Health 2010, p. 9). Advisors, not surprisingly, reflected more considered and scholarly 

accounts of the nature of equity. The definition that will be used here is based on the 

Commission for the Social Determinants of Health (CSDH), as being a state where 

‘systematic differences in health have been avoided through policy intervention’ 

(CSDH 2008, p. 26). 

Selection of project sites 

The first six OPAL pilot sites were, depending on size, either Local Government Areas 

(LGAs) or regions within the LGAs (SA Department of Health 2009). Workers 

described four elements as being considered in site selection: the population 

characteristics of obesity rates/weight status, low SES, high proportion of Aboriginal 

people, and council support.   

Workers reflected equity as embedded in the design or model of OPAL — ‘addressing 

disadvantage’ is ‘at the forefront of our thinking of where we work’ (Millie) — and the 

fundamental mechanism by which OPAL operationalises one of its ten guiding 

principles: ‘OPAL:  Is equity focused — OPAL reaches all parts of the community with 

a focus on the disadvantaged’ (SA Department of Health 2010, p. 9). However, while 

the first three considerations satisfy a ‘focus on the disadvantaged’, recognising that 

obesity is distributed disproportionately along the social gradient (Robertson et al. 

2007) and among Aboriginal people, this must be balanced against pragmatic 

considerations. OPAL’s restricted roll-out also means it does not reach ‘all parts of the 

community’, and thus in practice reflects a targeted rather than gradient view of equity.  



163 

Workers described the practice of working with Aboriginal populations as somewhat 

more problematic than the ideal. Steven described the presence of an Aboriginal 

population as ‘one of the criteria’ that is looked at ‘long and hard’ when choosing an 

OPAL project site. At the time of interview, however, OPAL’s evaluation did not 

include collection of data on small population groups, such as Aboriginal groups, at 

about ‘two per cent of the population’ (Steven), so OPAL’s impact on Aboriginal 

population groups within their sites may not be captured.  

In contrast to Ian’s positive recollection above, several workers described how one 

social marketing theme fails to have the intended impact on a rural Aboriginal 

community (to be discussed later), due to its failure to recognise the prevailing cultural 

norms of that group. 

Ben’s reflection was at a more theoretical level, detailing the social determinants of 

health for Aboriginal people: ‘The fundamental issues are about “we are who we are” 

—  some level of respect for their [Aboriginal communities’] self-determination and 

autonomy as a people; they need an economic foundation and they need some self-

determination’. 

Working through community stakeholders to access disadvantaged populations  

OPAL’s partnering with community stakeholders was reflected by workers as being 

one way to aid the sustainability of OPAL’s impact and was also described as a means 

by which OPAL managers can access those ‘disadvantaged’ populations that OPAL 

seeks to target. For example, Peri described managers as working through community-

based agencies in order to target the ‘hardest to reach’ populations within their site. 

However, in her description of working with one stakeholder, Families SA, Millie 

reflected the potentially problematic nature of partnering with outside agencies. She 

described how appropriate healthy weight messages can be delivered to traditionally 

hard to reach families by working through this agency:  

… Families SA … are coordinating access programs for families who have had their 
children taken away from them under court order, for them to have the information so 
that when their families are ready to pick up a fruit and veg message or healthy eating 
message or water message how can we support that setting to deliver those? 

Families SA is the agency in South Australia charged with child protection. As such, 

the relationship they have with their clients, and their authority over those clients, is not 
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necessarily one based on respect for client self-determination, one of the principles 

underpinning community work. At this point, the potential conflict in intentions, 

interests or goals between OPAL and other agencies, especially those with mandated 

responsibilities that might place OPAL in a position of meeting an agency’s goals 

rather than meeting clients’ needs, is not identified. 

However, when she recalled an offer from Families SA: ‘Would you be interested in 

coming and running some healthy cooking, healthy label reading?’ Millie expressed 

scepticism about whether it is Families SA or the clients themselves who have 

expressed their readiness: ‘I sit there and respond “well, I have a sense that Families SA 

have probably identified their readiness for this, not them”’. 

Workers described their work in terms of respect and empowerment, and expressed 

support for OPAL being driven by community needs rather than ready-made solutions, 

a hallmark community development and health promotion principle (Nutbeam 1986).  

Describing OPAL’s ‘methodology of working with the community from the bottom-

up’, Millie added: ‘We’re relevant, we’re not condescending, we’re not disconnected 

from people’s starting points and that’s what a lot of health initiatives don’t do’. 

In contrast to Millie’s experience, Ian described an example of where the community 

development principles Millie referred to (of starting where people are at) were able to 

be operationalised in his working alongside Aboriginal families at a domestic violence 

shelter. Interestingly, respecting the ‘starting points’ (Millie) of these families 

precluded introducing healthy weight messages as such. The relative (un)importance of 

messages about healthy eating and physical activity is acknowledged and reframed in 

more culturally appropriate ways which would seem to neither deny this population 

group the opportunity to benefit in health terms nor impose an inappropriate message: 

Another context I’m working in is with Aboriginal women who are escaping domestic 
violence, so healthy eating and gardening is way down their list because they’ve kids that 
don’t have houses, they’re not going to school, they have no food, they’ve got nowhere 
to live within three months, so the work that we’re doing with them is in one part 
building some active play spaces for the kids so that when they come in they’ve actually 
got free, liberating leisure for their own release, their own stress management. Children 
feel what’s going on and if we can give them the opportunity and the ability to take 
mastery of their own active play then that’s a really nice thing. If they do it with their 
parents the bonding and familial relationships are good. If they’re doing it with families 
also living in the shelter then that builds their social networks when they move on. (Ian) 
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Donna from the AC offers another perspective on OPAL’s practice of working through 

community stakeholders in terms of its capacity to bridge the gap between groups 

experiencing disadvantage and services from which they are currently excluded. She 

described how OPAL’s ‘promote, partner, generate’ (see above) process can work in 

practice as a means of addressing health inequities, by creating a temporary bridge for 

people whose needs are currently not being met by existing community programs and 

in the process influence the way agencies engage with groups in disadvantaged 

circumstances, thereby rendering the agencies’ practice more equitable: 

… so when OPAL goes away the things that have always been there in communities are 
still there and these people are attached to it, and the people running them have learnt 
about how to connect up with those kinds of people as well. 

Advisory Committee members, most notably Ben and Martha, stressed the importance 

of being driven by the needs that community members themselves identify. Martha was 

particularly positive about OPAL’s potential to effect change due to the combination of 

having workers skilled in community development and located in local government: 

‘I’m hopeful because I’m certain we’ve employed some really good people’ with really 

good CD [community development] skills. And there’s some really good stuff 

happening in local government as well’. 

Perspectives on equity 

Although most workers spoke about health equity in terms of redressing the negative 

health effects of the disadvantages experienced by specific population groups, they also 

expressed support of the way OPAL’s impact spread beyond its formal boundaries, 

suggesting a conceptualisation of health-related disadvantage being distributed 

throughout society. In doing this they reflected a range of views about equity itself, 

from representing it primarily as a gap between the advantaged and the disadvantaged, 

which accurate targeting of programs might address, to something more complex, 

nuanced and diffuse, and which requires more fundamental, universal changes.  

In contrast, advisors reflected overtly and at some length upon general principles of 

equity and the causes of inequity, and on the determinants of obesity, including where 

they saw OPAL fitting in as part of the solution to the inequitable distribution of 

unhealthy weight. When discussing how equity principles can be operationalised in 

general, and based on her extensive experience on other programs, like Rose, Martha 
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expressed an awareness of the danger of the potential widening of the health equity gap 

as a result of health promotion interventions, referring to the, 

… unintended consequence, which is the middle class have got healthier and fitter …. I 
think it’s a lot of work to actually make sure that in practice you’re going to have a 
practice that does do that [i.e., promote equity] because unintended consequences often 
are that people who benefit from it are the people that you particularly didn’t want to 
target. 

Harry also reflected on the worsening of health equity as a result of the healthy choices 

focus: ‘Healthier choices worked very well for people who already live pretty healthy’. 

In identifying the ‘unintended consequence’ of the middle class benefiting from health 

interventions, Martha took her analysis of the underlying causes of health inequities 

further than the other respondents. She identified the challenge of achieving equitable 

outcomes as resulting from the ‘neoliberal landscape’ in which programs like OPAL 

are located; theorising different levels of equity, she concluded that OPAL is not able to 

impact ‘higher order’ equity: 

I think that … equity’s actually really, really, really difficult to put into practice when 
we’ve got this kind of neoliberal landscape, a growing gap between rich and poor… I 
think … there’s a higher order equity, there’s a medium order equity, different kind of 
levels or orders of equity in this context….So I don’t think of equity in terms of closing 
the gap between rich and poor that will have an impact on health, this program obviously 
isn’t going to do that, it’s not of that nature. 

Martha here clearly identified the determinants of health as related to economic 

inequities, and concluded that these are beyond OPAL’s sphere of influence. This 

analysis resonates with Ben’s earlier reflections on the limits to OPAL’s ability to 

impact factors causing ‘population-level ill health’. 

Martha then contemplated whether locating OPAL projects in ‘disadvantaged areas, so-

called’ will do any more than maintain a steady-state of the (unequal) distributions of 

health. At the same time as the government is investing in ‘disadvantaged areas’ the 

middle class are investing their greater disposable incomes in their own health 

promotion such as ‘gyms and fitness things’ via the market: 

Whether the allocation of resources to disadvantaged areas, so-called, is actually one way 
— the other thing that’s always accounted to it because simultaneously people in middle 
class areas are spending more and more money on gyms and fitness things, so there’s 
actually mechanisms that are purchased through the market that people are accessing 
anyway, so what you would have is that a lot of this effort going into lower 
socioeconomic areas [is] maybe just to hold things. 
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In contrast, Harry reflected more confidence that interventions like OPAL, which are 

aimed at entire disadvantaged communities, ‘may even reduce inequality’. He reasoned 

that this is because such interventions alter the default environment, meaning that 

everyone benefits, but the relatively more disadvantaged sub-populations benefit more 

(‘in the intervention areas the greatest gains were made by those more disadvantaged’) 

as they are more vulnerable to the obesogenic features that have changed. 

As Martha continued her exposition, she reversed the usual attribution of the 

‘consumptive lifestyle choice’ label, applying it to those members of the middle class 

who are able to purchase their own ‘individualistic’ solutions to the ‘obesogenic 

environment that applies to everybody’. Martha, like Harry, identified why regulatory 

and environmental changes enhance equity. 

Martha’s allusion to targeting resonates with Ben’s iteration of the ‘public health’ 

perspective of the need to target resources where they are most required, implying that 

public health has an obligation to redistribute resources to equalise outcomes, a view 

shared by his colleagues, as we have seen: ‘I don’t think we need to target always the 

whole spectrum but politically I understand the expediency of targeting the whole 

spectrum, to be fair, but in public health we need to direct our energies where it’s most 

needed’. 

Ben described two perspectives, reflecting two distributive principles here. The first is 

what might be termed a simple equality perspective, that is, distributing equal resources 

to the whole of society; the second perspective reflects a targeted view, that is, most 

resources go to those whose needs are the greatest. Although the first perspective 

acknowledges that all might benefit from such a distribution (universal provision), it 

does not acknowledge any difference in circumstances or conditions (that is, the already 

existing inequalities that result in a gradient in circumstances and health), which would 

render the result of such even-handed distribution unfair, unlike the second perspective 

Ben described. 

Members of the Advisory Committee (Ben, Harry and Martha most explicitly) reflected 

a view of OPAL as a (partial) mechanism to redress current inequalities in the 

distribution of unhealthy weight. The workers interviewed, however, did not express 

the reasoning behind OPAL’s targeting of the ‘hardest to reach’ (Peri) or the ‘most 
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disadvantaged’ (Millie) though they expressed support for it, reinforcing the value of 

OPAL’s Advisory Committee structure. 

Following the discussion of how OPAL operationalised the principles of equity, Martha 

spoke at some length about what she saw as the determinants of obesity, how these 

might best be impacted, and OPAL’s place in doing this. Reflecting on where OPAL 

fits into the downstream/upstream continuum of primary health care, Martha mused: ‘I 

don’t know whether OPAL is downstream because it’s not providing … stomach 

surgery or counselling — behavioural modification counselling, so I’d put them more 

downstream. I think it’s a little bit upstream’.  

This part of the interview followed Martha’s reflection on how population-wide obesity 

is a response to the obesogenic conditions of daily life created by capitalism. She 

continued to use the ‘downstream/upstream’ frame to reflect on the general 

conservative turn in the political and social context in which health policy is located: 

I think the stream’s shortened in the context of the last ten years, so what constitutes 
upstream?  I think what’s happened is there’s been a drying upstream so what happens is 
the stream, the upstream, now is what used to be the midstream….  

Martha illustrated what she means by this by describing how although OPAL does 

influence policy, this is not at the highest level, so is more midstream than upstream: 

I think they’re [i.e. OPAL] a bit up midstream but … one conceptualisation of it is if 
you’ve got all these enablers in local government, and local government has the capacity 
to influence a bit more upstream than midstream in terms of land use planning and … 
policies and regulations; but even so local government is not state government or federal 
government, it’s local government …. 

Martha also expressed hope in the broadening of discourses around obesity to include 

environmental factors that she has observed: 

I’ve already noticed the discourse is widening all the time because they’re now talking 
about the need to look at social ecology, about micro, meso and macro environments in 
this context. Debates are being had about how interventions that focus just on the 
individuals aren’t effective. It’s actually starting the kind of realisation that — or at least 
in the policy documents and literature — that this is not going to do the trick. 

Martha is suggesting that the discursive environment in which OPAL is embedded, and 

which forms its context for change, is not static as discourse plays a part in determining 

which ideas and actions are thinkable, speakable, and do-able. This then opens up 



169 

possibilities for OPAL (and other programs) effecting material change in the physical 

environment in which it is embedded in the future.   

7.4 Descriptive account of the social marketing component of OPAL 

7.4.1 Overview  

Section 7.3 described how respondents reflected upon OPAL’s complex and 

complementary, community-based model, its socio-ecological approach, and its 

targeting of disadvantage. This section describes respondents’ accounts of how they 

perceived the OPAL program representing a solution to unhealthy weight by 

influencing the normative environment through social marketing. Their accounts 

highlighted two key aspects that will be explored here. The first is OPAL as a program 

based on EPODE, the privately sponsored French childhood obesity prevention 

franchise that supplied the social marketing methodology (Raffin 2008). The second is 

how OPAL’s social marketing strategy works in practice, as a strategy that is positive 

and non-stigmatising, and which influences the ‘micro-environment’ of the home 

(Raffin 2008). As described earlier, ‘social marketing’ differs from commercial 

marketing in its purpose rather than methods and, as such, is a tool increasingly used in 

health promotion for ‘fostering change in community norms by delivering health 

messages, as well as encouraging individual behaviour change’ (Evans et al. 2010, p. 

S24). The social marketing messages were described in the previous chapter: ‘Water, 

the original cool drink’; ‘Give the screen a rest, active play is best’; ‘Make it a fresh 

snack’; ‘Think Feet First – step, cycle, scoot to school’; and ‘A healthy brekky is easy 

as PEEL. POUR. POP’ (SA Department of Health website 2015, accessed 12 

November 2014). The background to this component of OPAL will now be briefly 

described. 

7.4.2 Background to strategy of changing norms through social marketing   

OPAL as a program based on the French EPODE franchise 

In describing OPAL’s background and origins, workers reflected that OPAL combines 

the methodology of the French EPODE (‘Together we can prevent childhood obesity’) 

franchise (see Chapter 6), with local community-based healthy weight programs, 

though not without some tension. The main concerns raised by workers about EPODE 

concerned its generalisability (the applicability of a model based on French conditions 
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to South Australia) and its model of corporate partnership, which is less common in SA 

than in France. They also hinted at the political nature of EPODE’s adoption in SA: 

‘The Minister went on an educational tour to look for solutions and there’s very few out 

there and EPODE happened to be one’ (Millie). 

Perhaps due to their extensive familiarity with researching community-based 

interventions, advisors spoke at greater length than workers about the potential 

difficulties they perceived might result from adoption of the EPODE model. They also 

voiced how these shortcomings could be resolved by OPAL, which at least in part is 

through their own influence. With the exception of Harry, who spoke positively about 

EPODE’s adoption due to what he considered was its success, advisors reflected that 

the adoption of the EPODE model was precipitate, based on insufficient research — 

both into the evidence base of EPODE’s claims and into comparable locally available 

programs.  

It was reflected that the claims made about EPODE’s success in academic journals 

were not well supported by evidence from their evaluation: ‘They actually didn’t have 

much in – virtually no evaluation (Rose)’. ‘I felt that … EPODE was perhaps 

suggesting a strategy that had not been evaluated as effective’ (Ben). 

It was also suggested that EPODE did not represent any methodologically unique 

solutions to the problem of obesity: 

I don’t …see what EPODE does that is different and unique and allows it to have any 
claim beyond any other kind of well-structured, thought out community intervention 
program.  EPODE seems to me to have arisen really as an expression of a variety of 
different attempts to do something good, which is to address weight in school aged 
children in France, and at some point I suppose someone decided that this could be 
labelled as something that’s unique. Now I don’t understand what is unique about it. 
(Ben) 

Again, with the exception of Harry, the purchase of EPODE was framed by advisors as 

unnecessary and its cost thus wasteful (‘We’re paying buckets to France’, Rose) as 

there were similar models available locally.  

The disappointing thing is that they took that on without waiting for the outcomes of Eat 
Well, Be Active Community Programs, which was a home developed project. (Rose) 

We had two projects running, two trial projects running, in Morphett Vale and Murray 
Bridge which were running through a very similar kind of process. (Donna) 
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Advisory Committee members also reflected that the model OPAL embodied in 

practice was very different from EPODE: ‘I’m not even sure that OPAL is representing 

what EPODE was or what it says it was’ (Ben). ‘They’re [EPODE and OPAL] totally 

different models’ (Rose). 

Applicability of EPODE to South Australia 

In reflecting on EPODE’s transposition to OPAL, workers questioned the applicability 

of the EPODE methodology to local conditions; as Peri reflected, ‘our communities are 

not as homogeneous as perhaps they are in France’. The issue of trust in a foreign 

corporate model was raised, and the difference in the roles of the public and private 

sectors between the two countries were also highlighted by workers. In SA, school 

lunches are supplied by children’s families or purchased on or off site, whereas in 

France they are supplied by schools that are under the authority of the Mayor. Mayors 

in France are core ‘champions’ within each EPODE site, giving EPODE projects more 

control over changing the environment within which the proximal determinants of 

weight (nutrition and physical activity) occur than is possible for OPAL projects. As 

Tegan reflected:   

Their [the French] system is very different and … one example where I think they’ve got 
a lot more influence … is in relation to school lunches because most schools provide 
lunches … and if EPODE can influence the provider of the school lunch and what’s 
provided they influence a third of the [food] intake of the child’s day. Now that’s a kind 
of powerful thing….And it’s certainly one thing that we don’t have control over because 
we don’t do school lunches…. So it’s those sort of translations of the model that I think 
will be interesting to see how it pans out in this environment.   

Advisors emphasised that context was critical to any community intervention: ‘The 

answers were all contextually specific in the enactment of EPODE’ (Ben), making 

transposition inherently problematic. This raises the question of whether a franchise 

model is appropriate for a community-based program at all.  

Differences between the French and Australian political systems were noted, with 

EPODE’s utilisation of mayors as local champions highlighted as of particular concern. 

Rose expressed apprehension about how this part of the model might work in South 

Australia, where mayors have significantly less power and status.  

Well the French — I mean it’s different. The French version was developed for 
France.… The Mayor of the community was the pivotal person, was … seen as the 
champion and I think … that to have champions is really important but generally the 
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mayors aren’t the champions … certainly not in a big city and I’m not sure to what extent 
they are even in the regional areas. 

Finally, OPAL was depicted as a community-development program embedded in its 

local context and focused on environmental change to a greater extent than EPODE, the 

focus of which was considered to be more on ‘individual behaviour change’ (Donna). 

Donna described how the OPAL model reflected the ‘problem’ of obesity as 

collectively owned, with community consultation, culminating in OPAL’s ‘bottom-up’ 

approach:  

Our approach certainly was about “this is not about saying you’ve got a problem”, this is 
saying we as a community, as a society has got to this point where we’re seeing two out 
of four kids are overweight and three out of four adults so what are we going to do to 
arrest that? And “you’ve probably got some ideas, we want to work with you. What do 
you need to know? … If you can identify things about your own life where you think you 
need more skills or knowledge we can provide that. How would you like to find that out? 
What do you need?”, so it’s really trying to be bottom-up. 

EPODE’s private partnership model  

One issue that was raised concerned EPODE’s intellectual property rights over OPAL 

materials that do not form part of its public social marketing campaigns. OPAL is state 

funded, yet in response to my request for OPAL’s ‘Roadmaps’, that is, practical guides 

for local OPAL workers for each social marketing theme that had been alluded to in 

OPAL presentations to the public (SA Department of Health 2009, p. 52), I was 

informed that, ‘We’re not actually letting any of that out because I think that’s the IP of 

EPODE. We have a partnership or a contractual arrangement with them and there’s a 

point at which we have to draw a line’ (Steven). 

Although this was not presented as problematic (to anyone but me), this proprietary 

arrangement indicates a degree of contradiction between public health objectives 

(presumably, the free circulation of state-purchased materials should logically enhance 

health promotion) and the private ownership of a program’s methodology. Any 

potential problems with a for-profit business owning this healthy weight program were 

not raised by workers.  

EPODE is owned by Proteines, a French ‘consultancy company specialised in health 

strategies, network dynamics and social marketing’ (EPODE European Network 2011). 

Its corporate ‘founder’ partners include Ferrero, Mars, Nestlé and Orangine-

Schweppes, companies that produce what is usually regarded as ‘energy-dense, 
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nutrient- poor’ (EDNP) or ‘junk food’ (EPODE European Network 2011, p. 2). The 

decision by EPODE to partner with McDonalds was framed positively by Millie, 

although EPODE’s decision implies some recognition of the contribution currently 

made by McDonald’s to unhealthy consumption. Reflecting the public health principle 

(Rose 1985) of the value of small changes across entire populations, Millie reflects:  

They [EPODE] value healthy eating but their attitude was 1.5m meals are sold at 
McDonald’s every day, we’d rather partner with them to make small changes to a large 
number of meals for a greater population health outcome than to just label them as the 
devil and lose the battle because they’ll always out resource you.  

When reflecting on EPODE’s commercial partnerships through its parent company, 

Proteines, Steven similarly acknowledges the potential of working with organisations 

which have scope for improving population level health due to their reach: 

Proteines is the social marketing company in France that are running it [EPODE] and 
they generate income through those private industries so they don’t have government 
sponsorship and I think that’s pretty impressive, what they’ve been able to achieve, to get 
such incredible buy-in from some of the major companies. They’re really positive about 
it, Proteines, they see it as an opportunity to bring about change within organisations that 
potentially can be less healthful.   

Peri’s response to product reformulation, however, was uncritical: ‘[In] their 

[EPODE’s] private partnerships, they do a lot more about product reformulation, so 

when they provide the partnership they’ll also work with that agency about product 

formulation’. 

Similar views were expressed by Advisory Committee member Harry, although he 

stressed that the possibilities for industry to reformulate food would require the strong 

guiding hand of government to make it an actuality:  

They [the food industry] have the ability to make changes which are not particularly 
perceptible, people wouldn’t know and wouldn’t care, and potentially have quite a 
significant influence. They clearly have a role in that whole production formulation, 
reformulation business … If they think about it and they apply themselves … there’s a 
heck of a lot more that the industry can be contributing but it will require serious 
government action to get it to contribute. 

Other advisors reiterated these concerns. Ben firstly questioned whether EPODE’s 

methodology is sufficiently unique to be claimed as intellectual property, that is, 

privatised, and then whether it is ethical for a private corporation to own and profit 

from what is essentially a public good arising from the results of publicly funded health 

promotion interventions and research. We had been discussing an article published by 
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the Director of EPODE France and Chair of the EPODE European Network’s 

Committee on Public Private Partnerships, Professor Monique Romon, and EPODE 

founder Jean-Michel Borys (Romon et al. 2008) that presented EPODE’s early results, 

from which their claim to have reversed the upward trend in childhood overweight in 

two towns in northern France from which EPODE emanated. Ben commented: 

It implies something that is tangible and there’s relatively little that’s tangible and what’s 
particularly upsetting is that decades of public health literature that EPODE has 
completely overrode in claiming something that is uniquely theirs and almost patentable. 
It disregards decades of involvement at the community level. 

Continuing his tacit appeal to collectivist values, Ben then outlined his objections to the 

general concept of methodology being of the order of things that are able to be claimed 

as private property: ‘I struggle with the idea of companies owning methodologies. 

Methodology is a link between theory and method — it’s on a par with owning genes 

…. I’m morally opposed to the privatisation and claiming of methodologies as 

proprietary’.  

The challenges presented by adopting a health intervention model based on corporate 

sponsorship, with the concomitant ethical issues this presents, were raised by Donna 

when she recollected the public reception of the knowledge that OPAL was based on 

EPODE. The issue being that EPODE’s corporate partners include the chocolate 

conglomerates Ferrero, Mars, and Nestlé, plus Schweppes (which owns the other major 

chocolate manufacturer, Cadbury), and that Proteines, EPODE’s parent company, 

markets McDonald’s. Donna raised the dilemma of whether health programs should 

partner with businesses that are perceived as having interests anathematic to health and 

healthy weight in particular, in order to modify that company’s unhealthy products: 

I think down the track whilst the government … are wanting to get more buy-in from the 
corporates…. I know that the Liberal opposition [South Australian conservative party in 
opposition] did say “oh we’re not having this program because they’re funded by Nestlé, 
oh what a joke that is” but you’ve got to understand Nestlé makes baby formula and a 
whole range of things, they don’t just make chocolate…. I mean chocolate in and of itself 
is not a bad thing, it’s about all things in moderation so do you demonise and you know, 
do you not partner with McDonald’sor do you partner with McDonald’s and say “right, 
we’ll partner with you but as a consequence of that you have to do certain kinds of things 
and re-badge?” So do you work with the devil, do you get into bed with the devil in the 
hope that you’re going to change something or is the message wrong and kids think “oh 
well McDonald’s is okay” because that’s kind of the learning?  
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The seriousness of the question about whether a partnership with McDonald’s might be 

perceived, particularly by children, as legitimising the whole fast-food company, is 

such that Donna concluded that, ‘These are the things that have got to be thought 

through … on the part of the Strategic Advisory Committee and the scientific group, 

about who it is that you partner with’. 

Having explored some of the background issues raised by the purchase of the EPODE 

franchise, this discussion now turns to EPODE’s most signature characteristic — its 

strategy of changing social norms through social marketing — and the issues it raises as 

OPAL applies this strategy in its quest to increase healthy weight. 

7.4.3 Implementing the strategy of changing norms via social marketing  

Social marketing is one of the four ‘pillars’ which comprise EPODE’s methodology 

(EPODE European Network, 2011) and is the aspect of OPAL that distinguishes it from 

other community-based interventions. The logic behind the social marketing 

component of OPAL presupposes that messages can change norms; while workers’ 

reflections generally accorded with this position, those of the AC were more mixed. 

They emphasised social marketing as a means of engagement and consciousness-

raising with communities rather than a strategy for targeting individual behaviour. 

Changing the normative environment   

As well as consisting of the physical and organisational elements discussed previously, 

‘environment’ was also reflected by respondents as consisting of norms or ideas which, 

by influencing those behavioural choices that affect body weight (individuals’ or their 

children’s), influence how individuals interact with the physical environment. In this 

respect, norms were often described as relating to parenting practices, which will be 

discussed in detail later. 

Respondents identified unwise consumption as a problematic norm, associating it with 

the influence of marketing and ‘brand power’ (workers Ian, Millie and Peri, ‘The brand 

is important’, Peri) and identity status (advisors Ben and Donna). For example, Ian 

identified the role the media plays in driving the norms which influence behaviour, 

though he did not pursue this theme: 
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I don’t think people are drawn to those [fast-food] places because of the sugar content or 
the fat content, I think they’re drawn to those places because of the way the media has 
made them feel, that if you eat these brand products that you’re more popular.  

Conceding OPAL’s limited ability to counter such messages, Millie reflected: 

How we change the social norms to get a Red Bull out of a kid’s hand ... is not just going 
to happen. No matter how engaging I might think I am I don’t have the power to change 
‘cool’ overnight.  

Millie is describing how products are bought for their symbolic meanings, which 

Donna also described: ‘There’s a whole range of … capitalist kind of marketing that’s 

got into our heads where we think it’s a status, it’s about ‘I’ve made it because I’ve got 

this’. By suggesting that the popularity of commercial brands is due to their role in 

establishing identity status, the respondents here affirm Althusser’s (1994) notion that 

ideology fundamentally influences identity formation.   

Although Ian (W) critiqued the role of current commercial practices in unwise 

consumption, his focus was on providing consumers with choice rather than replacing 

unhealthy practices entirely. The positive framing of even this critique will be discussed 

more later; here, neither particular kinds of foods and their manufacturers, nor the 

commercial paradigm that underpins the world OPAL seeks to influence, are directly 

identified as contributing to the obesity problem, nor seriously identified as a target for 

change: 

If we’re thinking about the commercial sector as it relates to perhaps the convenient food 
industry ... we need to be very careful about how we engage them.... A lot of what 
they’re doing we know is impacting on the world’s health but it’s — again OPAL is not 
about demonising what they [businesses] do it’s about asking them to consider other 
ways of doing their business. Certainly fast food as a concept I think is great, that people 
can get food quickly, it’s inexpensive, it’s accessible, but maybe we can improve the 
quality of the cooking, instead of using these oils, use these oils. Instead of these portion 
sizes can we have these portion sizes? Instead of just that can we have all these choices 
around juices and fruits? Can you do the same thing with your product in a healthy way? 
(Ian) 

Ian’s tone and optimism about industry’s cooperation contrasts starkly with Advisory 

Committee member Harry’s reflection that industry change will only occur if driven by 

government through regulation. 

Donna’s description of the role McDonald’s ‘family restaurants’ played in her own 

family’s life supports Ian’s assertion that fast food has a legitimate place in time-poor 

modern family life. She identified the allure of McDonald’s to mothers as it provides a 
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meal solution that appeals on several ‘good family’ levels. It is seen as a family outing 

and ritual (‘we ate McDonald’s every Friday night, it was the big treat’) and even a 

communal one (‘They got to see their friends from school there’); it also means there is 

one less meal to have to plan and cook (‘I didn’t want to go home and have to cook for 

myself’).  

This contrasts with Ben’s critique of modern work practices as responsible for driving 

people towards unhealthy meal solutions:  

We’ve experienced really truly remarkable changes in the way we live in the sense of far 
less physical activity than ever before, constraints on time for family and friends which 
are fundamental to wellbeing and being told to work, work, work …. We’re stressed and 
we know there’s an association between fat consumption and stress, whether one 
perceives it or not, so we have cravings for certain foods, we can easily over consume 
certain foods and so we have obesity. 

Ben’s conception of social norms as practices that have a material basis, being 

embedded in people’s environments and arising naturally from their interaction with 

their material and social world, logically leads to interventions which change the 

norm/environment interface:  

I think that changing community norms is extremely important. I think we have to 
conceive of norms as an environmental influence so generally speaking if we’re targeting 
a community I would be working to change norms that are conditioned by a variety of 
things, sociopolitical influences, by the nature of the built environment. Social 
environment would consider things like poverty, generations of hopelessness and so on. I 
would target norms before I ever targeted individuals….  

He contrasted this with OPAL’s approach which he described as, ‘Well they [OPAL] 

really get into lifestyle …’. 

Ben suggested that focusing on individual change will not achieve normative change; 

this highlights an important point of difference or possibly incompatibility between a 

community-based ‘bottom-up’ approach and the more top-down approach of changing 

social norms that EPODE represents with its centrally generated social marketing 

themes.  

Using a social marketing strategy   

OPAL’s model of social marketing provides a centrally driven generic theme and 

message focus. It relies on OPAL workers’ knowledge of the particular communities in 

which they are located, and the cultural norms that prevail in those communities, to 
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tailor material to their specific populations — in this sense reflecting the context-

specific nature of community work.  

Workers Millie and Peri identified the failure of the social marketing message, ‘Water, 

the original cool drink’, to be taken up in an Aboriginal community within another 

OPAL project with the mismatch between scientific evidence and specific knowledge 

of local norms: 

She [OPAL manager] went into an Aboriginal child care centre to talk about water and ... 
what it meant and the parents straight off the bat said “we won’t drink water” and she 
said “why not?” and they said “well, that’s povo [poor person’s] drink”. Again we could 
give them all the evidence we want on why it’s more affordable but if in their minds only 
poor people drink water and they don’t want to be seen as poor and they see that putting 
Coke in their child’s bottle is a sign of affluence then we shouldn’t be surprised that 
when we keep selling them the scientific message and the evidence about tooth decay. 
(Millie) 

Workers did not reflect directly on why this Aboriginal community might give more 

value to water’s role as an overt marker of social status than to its implied value as 

health-promoting.  

In describing how they saw the role of social marketing within OPAL, workers 

reflected a range of views. Peri drew explicitly on dominant neoliberal discourses that 

encompass both economic and social elements in casting the problem as motivational 

— a current lack of demand for healthy lifestyle, where individuals are identified as the 

site of problems and their remedies: 

The key thing [is]… to, as a start, get the concept of a healthy lifestyle being something 
which is aspirational. So for us that’s the basis and then … we come in with these other 
hopefully inspirational messages... framed in a way that has some relevance to them…. 
Sometimes I talk about it as coming from economics — supply and demand, that we try 
and create in the communities a demand for healthy lifestyle activities ... kind of create 
that supply of “well, come and try this, come and do this”. (Peri) 

Within the logic of her economics frame, social marketing seems like a credible 

solution. 

Workers clearly reflected that social marketing on its own is not sufficient to make the 

improvements to healthy weight that OPAL is aiming at (‘social marketing doesn’t save 

the world’, Peri), and reflected that the materials sometimes chosen by OPAL might 

impact negatively on people whose lives already include disadvantages: ‘In a lot of 
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settings our messages are condescending and irrelevant’ (Millie). ‘Much of our material 

does come out looking very glossy’ (Peri). 

This highlights a contradiction between OPAL’s two components, which will be taken 

up in Chapter 8. A further danger not voiced by workers, however, was that people 

unable to respond to the messages may feel stigmatised as well as alienated. This 

unintended consequence is at odds with OPAL’s intent to not stigmatise: ‘OPAL is 

positive and non-stigmatising — OPAL … does not demonise food, behaviours or 

factors connected with healthy weight’ (SA Department of Health 2010, p. 9). OPAL’s 

focus on the positive will be explored at greater length shortly. 

Advisory Committee respondents expressed a range of views about the likelihood of 

social marketing changing social norms. While Donna, Harry and Rose were quite 

positive, Ben and Martha suggested that norms are best changed by changing the 

environments that give rise to them. Donna explained how the passive social marketing 

of the OPAL ‘brand’ works in practice, utilising existing council-funded activities but 

identifying them with OPAL by hanging up banners, in order to raise community 

awareness of its healthy weight messages.  

Rose also spoke positively about the social marketing side of OPAL, reflecting that 

repeated exposure to messages can be effective in changing behaviours: ‘We see 

something and think “oh that’s a good idea, I should do that”, put it aside, you don’t do 

it immediately, but you see it again “oh yes, I was going to do that”’.  

Harry spoke positively about social marketing that was narrowly and accurately 

targeted, such as the tobacco reduction messages aimed specifically at ‘lower-income 

populations’. He suggested that such social marketing could, in fact, reduce health 

inequalities. However, this is in the context of his reflection that, ‘The biggest area of 

risk [to equity], I think, is where we take an education approach … rather than 

regulations.… The less regulatory they [interventions] are the more likely they are to be 

taken up unequally’.  

Changing the normative environment in the home  

I don’t know whether OPAL’s got the answers to changing the home environment. I 
think we’ve got the answers for changing the community environment ... and hopefully 
the school environment, but what happens in people’s homes has always been a tricky 
area. (Tegan).  
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The family home as a core setting for change was alluded to by all the OPAL workers 

interviewed. As Ian explained when he described applying the ‘healthy choices, easy 

choices’ maxim: ‘Wherever we do an OPAL there has to be that ability to transfer into 

the minutiae of daily life through to systems change. How can you re-jig your house 

environment?’ 

OPAL documentation makes clear that interventions to change children’s healthy 

weight will focus on families and parents, not children. Parenting practices thus become 

a significant vector for change. How workers described the implementation of one of 

OPAL’s social marketing messages, ‘Give screens a rest — active play is best’, will be 

used to explore how responsibility for changing this crucial setting is represented, with 

particular reference to how the responsible or ‘good parent’ is constructed, a theme that 

will be explored in Chapter 8.  

Ian suggested that a responsible parent severely limits or eliminates TV watching, 

whatever the norms or ulterior motives for using television: 

Interviewer: …if television no longer existed, if you took televisions ... out of the world. 

Ian: Yeah, but I found out you know on the bottom of every TV there’s a switch. 

Interviewer: I know … mum’s magic finger. 

Ian: You just push it to put something else there. You know, I truly believe that kids 
would much rather be hanging out with mum and dad. 

He resisted my invitation to place responsibility onto the environment, instead — 

logically — pointing out that the means to eliminate TV from our own home is always 

there, we just have to do it. The question of ‘agency’ was omitted, and a number of  

assumptions made that impact on the implementation of the social marketing message: 

that children live in two-parent homes; that while children are not watching television 

parents are free to interact with them; and that such interaction will be positive. 

As the conversation continued, Ian made clear that the role of the good parent ‘on one 

level’ is to switch off the television, whatever the circumstances: 

Interviewer: .... and if mum’s stressed, she’s on her own … and it was her normal 
environment, all of that stuff… and I know you know it’s not just switching it off, it’s ... 

Ian: But on one level it is and that’s the ... 
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Interviewer: And what happens when you switch it off? 

Ian: That’s it, what do you do? You look at your child and ask them “what do you want 
to do today? Do you want to go and …”… and that’s where I think that we underestimate 
the inherent abilities we have as people to generate pleasure ....  

Though Ian at other times recognised that he spoke from a relatively privileged position 

(‘I sit here well educated, well resourced, I get stressed…’), his construction of 

responsible parenting here was in marked contrast to the awareness shown by other 

respondents to the role television can play in maintaining tenuous family peace: 

If we have families who are using the screen to reduce the tension and keep the children 
apart or you have domestic violence issues or … parental abuse issues and one of the key 
strategies would be “if you’re feeling stressed with your child put them in front of the 
telly and walk outside”; we wanted to make sure that we weren’t contradicting that. 
(Peri) 

The range of views of agency and power expressed reflects the alternating influence of 

individualist and environmental discourses, and demonstrates the tension that these 

competing explanatory frameworks exert. At times, both Peri and Ian presented the 

concept of healthy lifestyles as an option contingent only on effort and volition: ‘ ‘I’m 

about healthy lifestyle, have you tried to do this, have you tried to do this?’ (Peri). ‘It’s 

not that difficult …. Easy to do, not hard …’ (Ian). 

Although Ian’s observations about television reflected cognisance of prevailing norms 

of behaviour and consumption, he suggested that it was a (good) parent’s job to resist 

them. This contrasted with how Millie located responsibility for change — for 

responding to norms — in the environment: ‘The parenting norms have changed. The 

good parent now doesn’t let her child just go to the park or come home when it’s dark, 

so all those norms impact on where we’re at’. 

How Peri and Ian discussed the norms of their own childhoods illustrates the ease with 

which behavioural norms can be regarded in isolation from economic and structural 

factors, leading to an individualised discourse.  They described appealing to parents’ 

(assumed) shared memories of ‘free range’ (Ian) childhoods and backyard cricket that 

dominated their own childhoods, epitomising an era of greater physical activity. They 

both represented this idyll as separate from the broader structural and economic context 

in which it took place, that is, full employment, the sufficiency of one parent in paid 

employment and thus the presence of a full-time homemaker in most homes, record 

levels of home ownership and employment stability:  
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Just throw your kids outside and here’s some ideas for them to entertain themselves and 
why would they do that rather than watching television? Well, ….do you remember … 
your backyard cricket game that went all day? Do you remember climbing up that cubby 
house? .... They really valued their childhood memories of doing that and they want to 
replicate it for their kids and that’s what motivated them… (Peri) 

I’ve been talking to parents about “what did you do as a kid?” and most of them grew up 
in that sort of 70s and 80s and we were free range kids and we all tell exactly the same 
story … until your mum said “come in for dinner” — how I hear that literally 
everywhere I go. I … say “so why don’t you do that now?” “Oh I can’t do it now, I’m 
too busy and I’ve got this and this and this”.  I say, “Well, how much TV do you watch?” 
… I can’t see why any family wouldn’t just put the telly in a box during summer and 
leave it  ... (Ian) 

While advisors did not specifically discuss how OPAL’s social marketing themes relate 

to parenting norms within the home setting, Donna and Rose did discuss in depth how 

the role of mothers is at the forefront of managing normative change within families, 

OPAL’s demographic target group. The perspectives they offered, like workers, draws 

on individualist and socio-ecological discourses. In contrast to Ian, Donna critically 

reflected on the onus placed on parents to consciously resist the food-laden 

environment: 
Everywhere you go in the shopping centres there’s a shop and there’s three food shops. 
Food is around you everywhere… so it’s very hard to say “oh no, I won’t”, whereas at 
one time it was never offered, it just wasn’t available.  

Rose reflects a similar analysis of the environment that confronts families when she 

recalled her work with mothers in a children’s healthy weight clinic, also identifying 

that accomplishing change is ultimately the responsibility of individuals: ‘That’s what 

we say [is] ...  “you’re [mothers] out there, it’s a hostile environment. We’re here to 

help you manage that but you have to take responsibility for doing that”’.  

Rose also identified the home as the major source of children’s food, explicitly 

identifying mothers as bearing prime responsibility for their children’s environment: 

When we’re talking in the child area, parents have a responsibility and they are 
responsible for their child’s environment predominantly. Children get most of their food 
from home…. It is parents’, predominantly mother’s, role to provide the home 
environment, the eating environment. She does the shopping, she does the cooking in 
most cases. 

In contrast to the perspective reflected by Ben and Martha that behaviours are largely 

responses to environmental cues, Rose seemed to represent a more individualist 

explanation of behaviour, that is, that behaviours seem quite unconnected with 
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environment: ‘We can change the environment but people have got to change and I 

don’t know how you get them to do that’. 

This highlights a recurring tension in the interviews between a focus on changing 

environments, which presupposes that environments drive obesity, and focusing on 

individual change, which presupposes that individual behaviour drives obesity. As 

described in previous chapters, these tensions are brought together in the notion of 

making ‘healthy choices, easy choices’, that is, changing environments to make them 

supportive of healthy weight promoting choices by individuals. 

Rose also acknowledged the power dynamics within the home that can undermine 

efforts to make family diets healthier. Although she constructed mothers as responsible, 

unlike Ian she explored the agency that mothers may or may not enjoy, when she asks, 

‘How can we make mum’s job easier?’ Rose has identified this as essential if the micro 

environment of the home is to become healthy weight promoting. 

Rose reflected on how the deep emotions tied to parenting practices can act as a barrier 

to their changing, even when a child’s medical need is significant:  

The dietician sat down and weighed and measured and plotted, and says, … “your child 
is obese, how do you feel about that?” and one woman was in total denial and said “oh 
no, no” and she said “I couldn’t — there’s no way I’d want to change my daughter, she 
wouldn’t be my daughter if she changed”. 

In contrast, Donna identified instances of how OPAL has been able to challenge 

parenting norms in a concrete way. She described a community breakfast-cum-

workshop led by a visiting celebrity chef, where children,  

worked with [chef]  … and did the cooking with him so that was fantastic.  They’re great 
ambassadors, so they then go home to their parents and say “well, come on I’ll cook this 
or help you” and “we should be buying this sort of food” and ... they can often be ... good 
change agents really for the family. 

It is significant that this example of norm changing came from its community-based 

component, not as a result of social marketing. However, this still places ultimate 

responsibility for withstanding the toxic food environment on individual families, and 

assumes they have the capacity or agency to respond to children’s requests. The notion 

that it is ultimately up to the individual to choose wisely — regardless of how easy the 

state has been able to render that choice through policy which creates supportive 

physical, social and normative environments — recurs throughout the interviews.  
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Not stigmatising any product or industry  

All workers framed the OPAL intervention positively, several citing OPAL’s non-

stigmatising stance; for instance, Millie described OPAL as, ‘a strengths-based 

initiative which is positive and non-stigmatising’. This is one of the core precepts of 

OPAL, discussed in the documents section previously and extends to the content of the 

the social marketing messages, Steven noting that, ‘“water, the original cool drink” … 

is a non-stigmatising and positive way of addressing the issue of sugar sweetened 

beverages and decreasing them’. It is apparent, however, that only addressing the 

positive aspects of a norm leads to a very partial focus on what is targeted as needing to 

change — here, the actual behaviour or choice of drinking — not the commercial 

interests or the profit-focused paradigm underlying the development of the problematic 

norm, which does not accord with the spirit of health promotion tradition. This kind of 

positivity will be explored in Chapter 8. 

The extension of the non-stigmatising framing was evident in how workers described 

both the products, which are generally framed as contributing to unhealthy weight, and 

the corporations that produce them: 

We think of it is as, yeah, every product in its place … We just say “everything in 
moderation”. (Peri) 

So not saying, “please don’t sell these evil items”. (Millie) 

Another really fantastic part about OPAL is that it upfront is non-stigmatising. You never 
hear OPAL staff talk about “let’s get the car industry or the fast-food industry” — we 
don’t control them, we’re not trying to control them. (Ian)  

However, stressing the positivity of the environment — including the commercial 

environment — necessarily lays blame for unwise or immoderate consumption at the 

feet of the individual after all. 

Unlike the workers interviewed, advisors also spoke about the importance of not 

stigmatising people. As Donna described the adoption of OPAL into a host LGA she 

highlighted the steps taken to avoid stigmatising the target population as the problem:  

We were really clear that we didn’t want people marching in and saying “you’re in the 
OPAL area because you’re all fat and we’re going to work on you”. We had to approach 
this that we were wanting to work on ourselves as a community, as a council area. How 
can we make our community and the environment that we provide for you one that helps 
you to be more active principally?  
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Like the OPAL workers interviewed, Donna also expressed support for OPAL’s 

principle of not ‘demonising’ specific foods, explaining that to do otherwise casts 

OPAL in the role of ‘the fun police’: 

It’s not about demonising food, which is good because I think sometimes the messages 
can be it’s all about the fun police, the food police, and trying to make everyone boring 
and you can only eat a lettuce leaf and a piece of celery or something like that. 

Rose reflected critically upon OPAL’s principle of only using positive messages, ‘I 

think OPAL’s certainly all about positive messages, every message has to be positive 

like drink more water, but the underlying is “okay, well, we want the water to replace 

all the sweetened beverages”’. She then suggested that obesogenic behaviours can be 

framed so positively in health promotion interventions that they lose their point. 

Discussing the approach to ‘healthy weight’ in general, Rose commented, ‘I feel very 

much that there’s been too much pussy footing around and that we actually don’t 

confront it [obesity] head on’.   

The descriptive accounts of interviews with workers and members of OPAL’s Advisory 

Committees foreshadowed a number of elements, which the following discourse 

analysis develops.  

7.5 Discourse analysis of interviews  

As described in Chapter 4, open coding of the descriptive accounts of the interviews 

from the two groups of respondents identified three themes in the community-based 

component — complexity, socio-ecological approach and equity — and two in the 

social marketing component — origins in EPODE, and social marketing in practice. 

Coded material was then subjected to the five-stage analysis of the customised ‘What’s 

the Problem Represented to be?’ (WPR) approach, described in Chapter 4. An example 

of the WPR analysis is included in Appendix F. Once this process had been completed, 

the results were then tabulated and synthesised, the findings being presented below. 

This completes the analysis started in Chapter 6 addressing the second Research 

Question, What are the ideologies and discourses underpinning one of the community 

programs and its practice?  
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7.5.1 Representation of the problem 

The problem of obesity was primarily represented by respondents as a complex, 

worldwide population-level problem that is embedded in local environments and 

manifested in contextually unique ways. This problematisation explains respondents’ 

concerns with EPODE’s transposition to South Australia.  

7.5.2 Representation of the causes of this problematisation 

The causes of obesity were predominantly represented by all respondents as 

environmental in origin. The environment was represented as impacting on individuals 

both directly through physical environments, including organisational and structural 

environments, and indirectly, through normative environments, mediated by behaviour. 

Although behaviours were represented as driven by environments (physical and 

normative), they were represented as manifested in the individual.  

Advisory Committee members mostly framed the problem of obesity in 

socioenvironmental terms, being driven by distal environmental factors — including 

commercial or market drivers — and to a lesser extent by proximal factors, 

constructing the norms that give rise to particular behaviours as embedded in 

environments. Workers, conversely, framed obesity in behavioural as well as 

socioenvironmental terms, attributing proximal rather than distal causes. This may 

reflect the fact that they are daily faced with implementing OPAL at the local level, 

while advisors (distant from OPAL both geographically and by occupation) maintained 

a more upstream focus, reflecting a social and structural determinants approach, 

although they represent addressing these distal drivers as outside OPAL’s scope. Both 

groups, nevertheless, expressed views that challenge the dominant ideology of 

individual responsibility. This theme will be discussed in the following final chapter. 

7.5.3 Representation of the solution to this problematisation 

As the focus of this analysis shifts to how OPAL is represented as a ‘solution’ to the 

problem of obesity, incongruences between workers’ and advisors’ representations 

become more visible. The solution to obesity as embodied in the two components of 

OPAL is consistently represented by advisors as influencing the local physical, 

organisational and normative environment in which people live. In contrast, while 

workers represented the solution of the community-based component this way, they 
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characterised the solution implied in the social marketing component as more 

behavioural, specifically targeting parenting practices. Workers’ representations closely 

reflected the representations in the documentation. As suggested in the previous 

chapter, Gramsci’s (1971) insights about ideology being diffused throughout, and 

propagated through, cultural institutions and practices may help explain the workers’ 

more individualised attribution of responsibility when describing the social marketing 

component. Developed from commercial marketing, which is premised on eliciting 

behavioural change to create profit (Hastings & Haywood 1991), it is possible that 

social marketing is a vector for spreading the ideology of individual responsibility as 

well as a means of promoting health. As Fischer (2003, p. 45) notes, this embedding of 

‘hegemonic discourses … in the existing institutions’, among which he includes ‘the 

theories and practices of liberal capitalism’, makes the construction of alternative 

discourses very difficult.  

In representing obesity as caused by upstream environmental factors, both groups of 

respondents expressed resistance to the dominant individualist discourse of 

responsibility. Neither group represented the solution embodied by OPAL as able to 

influence these factors. If correct, the effect of this is that the solution may not address 

the problem. If the causes of obesity lie in the macro sphere of social and structural 

factors, then changes to the local- or meso- level environment, and particularly to the 

micro-level of the individual or family, seem unlikely to bring about improvements in 

obesity rates. As described in previous chapters, however, OPAL is part of the EWBA 

Healthy Weight Strategy (SA Department of Health 2006a), itself a part of a broader 

policy approach by the SA Government to address health through actions undertaken in 

the non-health sector (Kickbusch et al. 2008). These are actions that may impact 

upstream drivers of obesity, though, as Baum (2013; Baum et al. 2014) notes, the 

policy environment has become less supportive of health promotion in recent years.  

7.5.4 Representation of the framing of responsibility in this problematisation  

Workers framed the community-based component as socioenvironmental and then 

individual, with responsibility shared between the state, the not-for-profit sector and 

individuals. They framed the social marketing component as primarily individual, with 

responsibility falling on individuals to implement changes advised by the state through 

its social marketing campaigns. Advisors, in contrast, framed both components as 
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socioenvironmental, though framing the social marketing component as additionally 

relying on individual change. It is apparent that even the representations of OPAL that 

begin by framing the problem and solution as socioenvironmental, in the final instance 

they frequently construct the solution as individual. This suggests that there is both 

resistance and acquiescence to the dominant neoliberal ideology that individualises 

responsibility. For example, Ian was seen to simultaneously recognise the 

commodification of the natural, health-promoting environment, yet to construct 

individuals as able and responsible for overcoming its health-diminishing effects. This 

seems a prime example of self-responsibilisation, the process — or ‘technology’ (Rose 

et al. 2006) — of neoliberalism by which individuals take on the task of governing 

themselves.  

This instance of self-responsibilisation can be interpreted as either a positive or 

negative expression of power. It can be seen as an instance of what Petersen (2003), 

drawing on the work of Foucault, describes as opportunities for empowerment created 

by neoliberal rule whereby individuals can express their agency by making choices that 

benefit them. However, Ian’s reflection can also be taken as one of those instances of 

what Rose et al. (2006, p. 90) more critically describe as the modern citizen’s 

obligation to be free — to ‘conduct themselves responsibly’ — by taking on the role of 

governing themselves. Rose et al. (2006, p. 90) build on the work of Althussser, whom 

they credit with identifying the role of ideology as being ‘to constitute individuals who 

took themselves to be autonomous subjects and who enacted their subjection as if it 

were a matter of their free will’, a description that seems to fit Ian’s response.  

The pervasive nature of hegemony, as theorised by Gramsci and Althusser, means that 

ideology is, as it were, imbibed unconsciously: one can hold ideas without being aware 

that one holds them. It is therefore possible that respondents expressed relatively 

unrehearsed or spontaneous views, reflective of dominant norms, in contrast to 

documentation, which is the end product of careful consideration and scrutiny. The 

comparison of the findings in the final chapter will consider the implications of this 

dichotomy.   

7.5.5 Implications for health equity  

To recap, health equity was defined as a situation where ‘systematic differences in 

health’ (CSDH 2008, p. 26) have been avoided through policy or practice intervention. 
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Whether OPAL’s impact is equitable or not depends on whether the ‘playing field’ has 

been effectively levelled (or its tilt reversed) by the provision of healthy choice-making 

opportunities, though as suggested above, like most of the determinants of obesity, this 

is beyond OPAL’s remit. OPAL’s restriction to 20 sites means that it cannot be 

expected to influence all people in all environments.  

Respondents framed the solution of OPAL as the responsibility of both individuals and 

the collective (mainly the state). The environmental framing of the community-based 

component highlights the importance of material changes to those factors that influence 

weight-related behaviours and make health-promoting behaviours easier for people. As 

OPAL is located in communities with less healthy weight, this part of the solution 

would be expected to make the distribution of healthier weight more equitable. 

However, whether these changes are able to make it sufficiently easy for people in 

these communities to take up the social marketing messages — framed as the 

responsibility of individuals [workers] as well as the collective [AC] — is crucial. 

Social marketing is a motivational approach, helpful where the availability (range, 

affordability, etc.) of healthy options has increased but people are unaware of this 

(Milio 1976); otherwise, it is ineffective. As the community members most likely to 

benefit from this approach are those who are better resourced (WHO 2012b), this part 

of the OPAL program may worsen the health inequities that result from unhealthy 

weight (Alvaro et al. 2010).   

Rather than focusing on the drivers of norms, this analysis suggests that social 

marketing focuses on the individual behaviours that are the result of norms. Such 

marketing draws attention away from those environmental factors over which people 

have no control (and which were previously identified as significant), and focuses 

attention on the narrow band of activity that is ostensibly within individual control — 

the home environment and the behaviours within it. This isolates what is targeted for 

change (behaviours) — that is, what is identified as the immediate and targeted cause of 

the problem — from any environmental context that might give it meaning and validity 

(Milio 1981, p. 3), and makes the resulting individualising of responsibility for 

achieving change seem logical. Where a focus on individual consumption and the 

reinforcement of the commercial sector as a solution were identified in the community-

based component (for instance, via product reformulation and strengthened market 
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relations through increased reliance on commercial products), this is also likely to 

further marginalise those who are already economically marginalised. These findings 

will be considered in light of the literature in the next and final chapter. 

7.6 Summary of chapter 

This chapter explored how OPAL workers and members of OPAL’s Advisory 

Committees framed the problem of obesity and the solution to obesity represented by 

the OPAL program. Using the WPR approach to interrogate their representations of 

OPAL, incongruences between respondents’ framings and the ideological 

underpinnings of the frames were identified. Competing discourses framing obesity as 

socioenvironmental and individual–behavioural were evident. It was noted that even 

where OPAL was framed as socioenvironmental, individuals often became implicitly 

constructed as responsible for achieving those changes that would reduce population-

level unhealthy weight. From respondents’ framing, OPAL — whether by design 

(social marketing) or by default (community-based component) — was seen to often 

privilege the individualist discourse and paradigm, one of the chief characteristics of 

which is the process of ‘individual responsibilisation’, which will now be explored. 
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CHAPTER 8: DISCUSSION 

8.1 Overview 

This chapter discusses the findings of the thesis in light of the literature and the 

research questions that this thesis addresses:  

1. What are the ideologies and discourses underpinning policies that are designed 

to contribute to achieving the Healthy Weight Target of the 2007 South 

Australian Strategic Plan? 

2. What are the ideologies and discourses underpinning one of the community 

programs and its practice? 

3. To what extent is the aim of achieving health equity embedded within the 

ideologies evident in the policies and program? 

Chapter 5 identified the ideologies and discourses underpinning SA’s Healthy Weight 

policies, that is, the policies that contribute to achieving the Healthy Weight Target 

(HWT) of the 2007 South Australian Strategic Plan, which addressed Research 

Question 1. Chapters 6 and 7 identified the ideologies and discourses underpinning the 

OPAL program, addressing Research Question 2. In this chapter, the findings from 

these analyses will be brought together and the final research question — the extent to 

which the aim of achieving health equity is embedded within these ideologies — will 

be explored.  

To this end, the key findings from the analysis of each dataset will be reprised under 

five themes: the problematisation of unhealthy weight, its causes, its solution, how this 

problematisation frames responsibility, and the likely impact on health equity. These 

findings will then be discussed in light of the literature. Finally, the ideologies 

identified in the solution represented by the healthy weight policies and OPAL program 

will be examined to determine how equity is represented in them, and some conclusions 

will be drawn.  
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8.2 How the problem is represented  

8.2.1 How unhealthy weight is problematised in the data 

My analysis of the Healthy Weight Strategy policies (that is, Eat Well Be Active: 

EWBA; Eat Well South Australia: EWSA; Be Active Physical Activity Strategy: BA, 

and EWBA Priorities) showed that the primary problematisation is that an increasing 

number of people are at risk of poor health as a result of unhealthy eating and physical 

activity, particularly as these manifest in unhealthy weight. A secondary 

problematisation present in some of the policies was that this is bad for the economy as 

well as for people’s health. Although the primary problematisation represents the 

problem as lifestyle or behavioural, behaviours are framed as non-volitional, with 

environments driving those behaviours that lead to unhealthy weight.  

The focus of the policies is on eating well and being active, rather than on (unhealthy) 

weight. Where weight is the focus, it is represented in subjective terms as being the 

healthiest weight a person can achieve through a healthy lifestyle, and emphasis is 

placed on not blaming or stigmatising people because of their weight. While analysis of 

the policies showed a focus on individual circumstances, as well as environment, 

analysis of the program revealed greater attention to environmental influences on 

weight-gaining behaviours. 

8.2.2 Comparison with how unhealthy weight is problematised in the literature 

The literature review identified three main ways that obesity was problematised: as a 

medical, a behavioural and a socioenvironmental problem, with some variations noted 

within these frames. The discourses drawn on in framing obesity were also described in 

both the policies and program document and interview analysis. My analysis of the 

policies and program suggested that the construction of the problem used the medical 

discourse to frame the problem as serious and likely to result in multiple chronic 

diseases. It also used economic rationalist arguments to frame the problem in terms of 

the economic costs that rising obesity levels would impose. The effect was to construct 

obesity as an issue of such seriousness, medically and economically, that it justified the 

state taking a lead role in addressing the issue, collectivising responsibility for the 

solution to the problem. Thus, although the problem is described in EWBA as directly 

caused by unhealthy eating and physical activity behaviours, the fact that this is 
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occurring at a population as well as individual level logically requires that these 

behaviours are most effectively addressed collectively. 

It was interesting that neither EWSA nor BA problematised weight at all, though they 

did construct the consequences of poor nutrition and inadequate physical activity in 

similar terms of chronic disease risk to the consequences of unhealthy weight. In 

contrast to the more serious tone of EWBA, these policies also emphasised the positive 

benefits of good nutrition and physical activity, independent of weight. Interestingly, 

this emphasis is reflected in the title of the next iteration of the EWBA with the 

omission of ‘healthy weight’: Eat well be active strategy for South Australia 2011–

2016 (SA Department of Health 2011). EWBA is non-stigmatising in its approach to 

the problem of obesity. Positivity was a recurring theme that was uncovered in my 

analysis and will be discussed in some detail later.  

Policies thus invoked medical and lifestyle discourses when describing the problem, but 

invoked socioenvironmental discourses when the focus turned to the solutions that were 

being proposed. This contrasted with my analysis of the OPAL program, which 

disclosed greater use than the policies of socioenvironmental discourses when 

describing both the problem and the solution. While unhealthy behaviours were noted 

in the program, these were framed as having a socioenvironmental context. However, a 

dual tendency was identified among some respondents whereby behaviours would be 

explained as driven by norms, and yet these norms — such as family eating practices 

— would at times simultaneously be decontextualised, with constraints such as 

affordability excluded from the problematisation. The phenomenon whereby policies 

initially framed as socioenvironmental revert to a behavioural frame has been described 

by Hunter et al. (2010, p. 148) as ‘lifestyle drift’. The same tendency in discourse 

recurred numerous times in my analysis, most notably in the interviews with OPAL 

workers.  

Representation of the commercial sphere was complex and inconsistent, both between 

policy and program documentation, and between workers and Advisory Committee 

(AC) members. 

My analysis showed that the policies tended to omit the commercial sector from the 

problematic environment, including it only as part of solutions to obesity, not as 
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contributing to the problem. In contrast, program documentation obliquely 

problematised the commercial sphere, with local food production and distribution 

identified as needing to change. This was more directly expressed in the advisors’ 

reflections, which were consistently forthright about critiquing the role of industry in 

driving obesity. This accorded with critiques in the literature from researchers using a 

socioenvironmental/political economy perspective, described in Chapter 3. Workers’ 

reflections were more mixed, with some critiquing but others protecting the role played 

by the commercial sector. Of relevance to this latter tendency, Fischer (2003, p. 66) 

notes that policies can ‘construct immunity’ by treating certain situations as ‘non-

problems’, which seems to be what is happening here to some extent.  

While the EWBA policy was identified as problematising the unequal distribution of 

obesity, this was most apparent in the program that was geographically located on the 

basis of low socioeconomic status and higher than average presence of an Aboriginal 

population, both these factors being associated with a higher risk of obesity 

(Commonwealth of Australia 2009b). This kind of targeting, although it addresses 

absolute disadvantage, represents a view of equity as a gap rather than a gradient; that 

is, that some populations ‘have’ the problem, rather than it being something 

experienced by everyone to a different extent, in line with the general social gradient in 

health. A shortcoming with the ‘gap’ view is that populations can be constructed as 

having — and thence causing — the problem, constructing responsibility as individual 

rather than shared, as the problem has been made marginal. Inequity can thus be 

construed as an attribute rather than a cause of obesity.  

8.3 Causes of this problematisation  

8.3.1 How the causes of unhealthy weight are represented in the data 

Based on my analysis, the main cause identified as leading to obesity as problematised 

in the policies and program was unhealthy eating and low levels of physical activity, 

which are cast as having strong environmental drivers that constrain choice. Healthy 

choices are identified in my analysis as not necessarily easy, and as harder for people 

experiencing disadvantage. Environmental drivers are most explicitly identified as 

including the commercial sector or products in the problematisations of Advisory 

Committee members. 
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8.3.2 Comparison of how the causes of unhealthy weight are represented in the 
literature 

The three frames of medical, behavioural and socioenvironmental apparent in the 

literature represented the causes of obesity differently. The medical frame represented 

the problem of obesity as being caused by biology, genetics and behaviour. The 

behavioural frame represented the problem as caused by poor choices due to a lack of 

information, understanding or motivation. The socioenvironmental frame represented 

the problem as caused by the easier uptake of unhealthy than healthy choices, due not 

only to lack of information and understanding but to environmental constraints. This 

frame represented obesity as a normal physiological response to unhealthy and weight-

promoting ‘default’ environments. Within this frame, a political-economic discourse 

was evident, which cast the problem as caused by the fundamental structures and 

relations of production of late-20th century and early 21st century global capitalism. A 

number of themes were raised in the findings that will be outlined here and explored in 

detail later.  

My analysis showed that the causation of unhealthy weight, like the problem itself, is 

framed as both a behavioural and a socioenvironmental problem in the policies and 

program. The tendency I observed for this dual framing to devolve to a focus on those 

factors that immediately impact behavioural change has also been noted in the literature 

for many years. The EWBA Priorities document (Government of SA 2009) cites the 

work of McLeroy et al. (1988) on the ecological model of health promotion, which the 

authors describe as focusing on individual as well as socioenvironmental factors as 

targets for intervention. Local environments mediate between individuals and structural 

drivers, as noted in the social determinants of health literature (CSDH 2008; Marmot 

2010) and in the recent Obesity and inequities (Loring & Robertson 2014) report 

prepared for the WHO European Office. This means that interventions aimed at this 

level in disadvantaged communities — such as OPAL — can improve the unequal 

distribution of health factors such as unhealthy weight.  

My analysis of the OPAL program, however, also noted that a focus on local influences 

can draw attention from a broad to a narrow perspective. In the same way that Tesh 

(1988) argued that a focus on lifestyle leaves structural causes of diseases unexamined, 

McLeroy et al. (1988) suggest that a focus on proximal environments can occlude distal 
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drivers, meaning that they remain unproblematised. I argue that this is what happens at 

times with the policies and program I have analysed in this thesis where the commercial 

sector is rarely identified as playing a part in the obesogenic environment, even when 

obesity is identified as partly caused by commercial factors. Possible reasons for this, as 

well as the repercussions and ideological implications, will be discussed under 

responsibility shortly.  

One of the ways that the policies and program were identified in my analysis as 

circumventing criticism of the commercial sector was the tendency (noted in EWSA 

and in the OPAL documentation) to focus on what was missing from nutritional diets, 

rather than what was being eaten in excess. This observation has also been made in a 

critique of national policy where the Australian Dietary Guidelines have been criticised 

for over-emphasising the health benefits of eating more fruit and vegetables, but not 

clearly stating the harmful effects of excessive ‘treat’ foods (Abraham 2014, p. 3). The 

advice in EWSA and OPAL means that people are advised to eat and drink more (fruit 

and vegetables and water respectively) rather than to not eat — and therefore not buy 

— more energy-dense nutrient-poor (EDNP) items. This is one instance of the broader 

practice that was observed in this study of only framing health messages positively, and 

illustrates the negative impact this practice can actually have on health. The eat more 

message also means that commercial production is not problematised and therefore is 

not targeted as needing to change to improve population health.  

One of the differences identified between the data and the literature was the way choice 

was represented. Choice is fundamental to how the cause of obesity is problematised, as 

it can provide a means by which individualising discourses can influence the framing of 

an issue. Choice will therefore be examined in some detail. 

Choice is a pivotal concept in the data and the obesity literature, and is represented 

differently in the two most apparent discourses in the data: as ‘free’ (the liber element 

of neoliberal in Latin, Simpson 1969, p. 344) in individualist discourse, and as 

constrained in the socioenvironmental discourse. Milio’s (1981) concept of needing to 

make healthy choices easy can be seen as an attempt to highlight the second meaning. 

Some of the individualist assumptions underpinning neoliberal choice that were 

apparent in some of the worker interviews were that: choice is empowering (c.f. 

Peterson 2003); health is high on the list of priorities that drive the choices individuals 
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make (c.f. Broom 2008; Crawshaw 2012); choices are made as a result of rational 

decision-making processes (c.f. Broom 2008); and that the right choices by parents will 

lead to healthy children. This created some of the tensions noted in the analysis of the 

interviews, with other workers and the advisors identifying choices as primarily driven 

by the environment.  

Also evident in some of the worker interviews and related to choice was the concept of 

agency — an assumption that individuals are able to choose freely, and that their 

choices are efficacious and lead to the desired health result, which also characterises 

neoliberal discourse (Hoggett 2001; Petersen 2003; Rose et al. 2006). Other workers 

explicitly drew attention to the constraints on parents exerting agency in their choices, 

reflecting a socioenvironmetal discourse. The concept of responsibility was also evident 

— that parents are responsible for their children, and that individuals (including in their 

role as parents) are responsible for health. Again, some workers represented 

responsibility — like choice — as unproblematic, while others, like most advisors, 

were more openly critical of the concept, drawing on socioenvironmental rather than 

individualist discourses to highlight the structural features inhibiting people’s capacity 

to fulfil such responsibilities.  

One of the most authoritative assumptions identified as underpinning the nutrition 

discourse, and evident in EWSA and in some of the OPAL social marketing messages, 

was that people make their food choices based on its nutritional content. By this logic, 

‘poor’ food choices stem from a lack of knowledge about the nutritional content of 

different foods. By thus problematising poor nutrition as being the result of inadequate 

nutritional knowledge, education and labelling solutions are logically justified. 

However, there is a considerable international literature detailing the meanings that 

food has and which influence food choices, apart from nutritional content (e.g. Bava et 

al. 2008; Coveney 2006; Hampson et al. 2010; Hoek & King 2008; Jolly 2011; Lee et 

al. 2013; Rawlins 2008). Some of the other meanings which food has in Australia and 

which drive food choices include: cost; taste; convenience; availability; advertising 

pressure; pressure from children; as well as habit, family expectation, trust and ethical 

considerations such as fair trade, organic, Australian made, cruelty free, and 

sustainability, as well as religious significance (Barosh et al., 2014; Coveney 2006, 

2008 & 2014; Dixon et al. 2006; Kettings & Sinclair 2009; Mohr et al. 2007; Wong et 



198 

al. 2011, 2013; White 2007; PG Williams 2011). These reflect the multiple meanings of 

food and thus the potential reasons behind food choices, which were not evident in 

either the policies or program analysed for this study. This may reduce the impact of 

interventions like food labelling and reminders to ‘Make it a fresh snack’ (SA 

Department of Health website 2015, OPAL, accessed 12 November 2014) as people 

may respond to other drivers of their food choices. 

8.4 Solutions to this problematisation  

8.4.1 The solutions to unhealthy weight identified in the data 

Based on the logic outlined above, my analysis suggests that the solution to the 

problematisation of unhealthy weight in the policies and program is making 

environments as supportive of healthy eating and physical activity choices as possible. 

The commercial sector is included as part of the potential solution by being able to 

offer healthy choices in product lines. 

8.4.2 Comparison to how the solutions to unhealthy weight are identified in the 
literature 

As identified in Chapter 3, the medical frame presents pharmacological and surgical 

intervention at an individual level as being the solution to obesity, while the 

behavioural frame advocates programs to educate individuals about healthy choices and 

to motivate them to choose healthy options. The socioenvironmental frame presents the 

solution as more complex, requiring government intervention to make healthy choices 

the easy choices by creating environments that are supportive of health, and providing 

education to encourage healthy choice making. This is represented, in turn, as requiring 

comprehensive policy intervention at all levels of government and in all sectors and 

settings, including working with industry to provide joint solutions.  

In EWBA, but most markedly in the Priorities document, the solution is represented 

comprehensively, spanning structural, socioenvironmental and individual elements in a 

causal chain that includes policy, settings, and lifestyle changes. OPAL’s design, also 

reflected in both the documentation and interviews, represents the solution as 

comprehensive, with an ecological approach encompassing community development 

elements as well as the social marketing component.  
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Social marketing 

Some incongruences between OPAL’s use of a social marketing strategy and its goal of 

reducing unhealthy weight and its unequal distribution (Cobiac et al., 2011, p. 4; SA 

Department of Health 2009, p. 9; SA Department of Health 2010, p. 9) became evident 

during my analysis. Both workers and Advisory Committee members reflected that 

unhealthy weight is a complex, worldwide population-level problem that is embedded 

in local environments and manifested in contextually unique ways. However, while the 

solution represented by the community-based component is congruent with this 

problem representation, it is less clear whether this is the case for the solution 

represented by social marketing in the program documentation and interviews.  

Firstly, social marketing aims to make it easier to choose the healthy option. It does not 

make the options healthier, and there is evidence that unless it accomplishes significant 

changes in local norms — in opposition to continued commercial marketing — neither 

does it make the act of choosing any easier (Evans et al. 2010; Wymer 2010). While 

social marketing campaigns can be used at a community rather than individual level to 

promote community mobilisation and coalition formation (Evans et al. 2010), most 

commentators describe it as aiming to alter individual behaviours (Crawshaw 2012, 

2013; Hoek & Gendall 2006; Wymer 2010). This is at odds with the framing of the 

problem as socioenvironmental. 

While social marketing on its own does not address environmental barriers to healthy 

choices, OPAL’s social marketing is, however, supported by its community-based 

component that has many embedded equitable aspects. These include the targeting of 

(absolute) disadvantage, which is seen in the selection of sites for OPAL projects; the 

local community base of activities; and the overall commitment to making 

environmental changes to support individual changes. Concerns about the equitableness 

of social marketing in public health and strategies for overcoming these were described 

in Chapter 3. To recap, it was argued that the easier uptake of social marketing 

messages in more affluent and better resourced communities (WHO 2012b) could be 

countered by: (a) customising messages for disadvantaged communities (Stead et al. 

2007); (b) accompanying social marketing with additional support to these 

communities (WHO 2012b); (c) making concomitant structural and policy changes 

(Baum 2011); and (d) delivering social marketing as part of an ecological approach 
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(Evans et al. 2010). The social marketing approach described in OPAL documentation 

and in the interviews, as part of the Healthy Weight Strategy (HWS), would seem to 

comply with these safeguards. 

A further incongruence noted was that while some OPAL respondents represented the 

problem of obesity as contextually unique, the social marketing solution was sometimes 

described as driven by the context of the communities involved, and sometimes not. 

OPAL’s social marketing component derives from the methodology purchased from 

EPODE. As an intervention strategy, therefore, it is not derived from an analysis of the 

problem of obesity in South Australia, although the themes and wording of messages 

are generated and piloted locally. While OPAL’s community-based component is also 

part of the EPODE methodology, it is a standard health promotion strategy used in 

many similar Australian programs (e.g. King et al. 2011; Pettman et al. 2010; Swinburn 

et al. 2013). OPAL differs from most community-based programs in its high profile and 

its high-resource social marketing methodology. OPAL’s social marketing component 

applies centrally generated, generic messages to OPAL communities, thus its output has 

mixed contextuality in that it is unique to SA but not to every community where it is 

implemented. This was illustrated in the vignette recounted by two OPAL workers 

describing their perception of the failure of the social marketing message, ‘Water, the 

original cool drink’ to supplant Coca-Cola in an Aboriginal community child care 

setting. How the Aboriginal community in this OPAL site understand or prioritise their 

wellbeing might be broader than the definition implied in the social marketing message, 

the material about tooth decay or the appeal to thrift that OPAL managers found 

successful elsewhere. The workers reflected that social status ('water is "povo"2', the 

provision of Coca-Cola thus equating to wealth) within the Aboriginal community was 

apparently a stronger driver than the aspiration for health promoted by OPAL. As noted 

in the analysis of the EWBA documents, the multiplicity and depth of social meanings 

represented in food, its preparation and eating are minimised or rarely acknowledged in 

dominant discourses.   

OPAL’s social marketing campaign is directed at families and thus family behaviours, 

such as consumption, not on the production or marketing of obesogenic products. This 

focus on the local (the family) rather than the distal (corporate production) also draws 

                                                 
2 ‘Povo’ is Australian slang for poverty or being poor (Macquarie Dictionary 2014). 
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attention to the effects or outcomes rather than the causes of behaviours, thereby 

reinforcing the individualist paradigm. 

Targets 

While the policies and program both focus on prevention, several interview respondents 

expressed consternation at the healthy weight, eating and physical activity targets the 

strategy and the program were expected to achieve, at a population level, yet over a 

short timeframe. One respondent suggested weight targets should be supplemented by 

targets measuring changes in the environments influencing weight. The challenge of 

meeting weight targets in relatively short time frames was mirrored in the literature, 

which suggests long time frames are needed to see changes in population-level weight 

(Gantner & Olsen 2012; King et al. 2011). A critique in the literature suggests that 

targets need to shift from being aspirational to promoting genuine cultural change 

(Lang & Rayner 2007).  

Partnerships and community 

OPAL respondents reflected on the central role played by partnering with different 

stakeholders in the community, particularly as an aid to sustainability. AC members, 

but not workers, expressed caution about potential conflicts of interest with commercial 

partners, an issue also raised in the literature (Freudenberg 2014; King et al. 2011). 

My analysis of the OPAL program showed that, like many other obesity prevention 

interventions, OPAL arrived in a community with obesity prevention as their pre-set 

aim — the problem had been pre-identified. Although this is related to funding issues 

and is perhaps unavoidable in the current political and economic climate, it can 

nevertheless be argued that simply being community-based does not equate to 

practising core community development processes. The most fundamental of these is 

the precept of starting where people are at, or naming the problem, which is 

fundamental to the process of empowerment (Labonte 1993; Kenny 2011) and 

addressing inequities (Whitehead 1992). While social marketing can be a ‘top-down’ 

strategy, community-based interventions are not inevitably ‘bottom-up’. The result can 

be community-based interventions experienced by communities as an imposition rather 

than something they would prioritise for their own wellbeing. A sense of this was 

reflected by OPAL workers in the scenario described earlier. Despite the health risks 
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posed by obesity, this may not be the issue that this community would have prioritised 

to be addressed.  

Regulation 

The difficulty of achieving major regulatory changes was noted in my analysis of the 

policies, and the ineffectiveness of government regulation of industrial practices 

harmful to public health was identified by several interview respondents, with the 

usurping of public policy processes by industry specifically identified by one 

respondent. These examples are akin to the corporate capture of democratic processes 

described by Freudenberg (2014) in his critique of neoliberal capitalism. The 

sustainability and equitable impact of regulatory approaches to obesity prevention are 

identified in best practice (WHO 2012a, 2012b) and by public health advocates, many 

of whom are strident in advocating for the regulation of industry (Daube 2010; Moodie 

et al. 2006; Nestle 2002; Swinburn et al. 2011). These advocates suggest that, when 

compared to educational interventions, a regulatory approach is sustainable. They also 

assert that it is also equitable in that it targets changes in obesogenic environments and 

can influence entire populations, is both effective and cost-effective, and is a strategy 

that has public support (Shill et al. 2011; Swinburn et al. 2011). Its unpopularity in 

practice may be because, whereas social marketing locates responsibility for changing 

with the individual and thereby absolves other players of responsibility, regulation 

requires government to assume responsibility for enforcing industry to shoulder its 

responsibility, as critics have observed (Allender et al. 2011; Shill et al. 2011). The 

theme of responsibility will now be examined. 

8.5 The framing of responsibility in this problematisation 

8.5.1 How responsibility is framed in the data 

My analysis showed that responsibility is constructed in the policies and program as 

being jointly individual and collective. In the primary problematisation, most evident in 

policy and program documentation, while the construction is that people will be helped 

as much as possible, healthy weight-promoting behaviours are also constructed as 

ultimately up to the individual. Where responsibility is deemed collective, exercising 

choice responsibly is cast as a civic duty. The secondary problematisation, that distal 

drivers which directly impact people’s weight also need to change, places all 
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responsibility at the collective level, stated as shared by all sectors but rarely naming 

the commercial sector (once each in EWBA and EWSA). This relative absence of the 

corporate sector from the solution is incongruent with the socioenvironmental framing 

of the solution and is widely critiqued in the literature by researchers writing from this 

perspective. 

Tensions were evident in the policy and interview analysis between discourses of 

individual and collective responsibility for health and healthy weight. Of particular 

interest in the findings was the way that some OPAL respondents, although rarely 

problematising obesity as caused by behavioural factors, nevertheless represented the 

solution to obesity as ultimately the responsibility of the individual or individual family 

unit. (The reverse had been evident in the framing of the problem and solution in the 

policies, where my analysis showed that the problem had been constructed as largely 

behavioural, but the solution as socioenvironmental.) Given that populations already 

bearing the burden of the highest rates of obesity and obesity-related ill health are 

disadvantaged on socioeconomic status indicators, placing responsibility on them for 

also solving this problem seems unlikely to work. As the problem of obesity is framed 

as socioenvironmental in cause, it also seems unjust to require populations not 

responsible for this problem to fix it. As critics of healthism explain (Crawford 2006; 

Guthman 2011; Leichter 2003), a further danger with individualising responsibility for 

health problems is that, once problems are identified as belonging to certain populations 

they can become stigmatised, invocation of the moral deficit discourse attributing the 

problem to certain features (apparently) exhibited by that population, further reducing 

the likelihood of collectivised responsibility and possibly making the problem worse.  

Behavioural discourses — such as the lifestyle, moral deficit and market choice 

discourses — individualise responsibility as they only take as their subject the 

individual, with other factors being outside their scope. The socioenvironmental frame 

locates responsibility for obesity in social and environmental factors. It is only this 

frame which, by including a broad array of factors as influencing obesity, enables the 

patterning of its distribution to be seen — that is, the distribution of obesity along the 

social gradient that enables obesity to be identified as an issue of inequity, as described 

in Chapter 2. Socioenvironmental solutions frame responsibility as collective, shared 

across the whole of society, and these solutions are thus more likely to enhance equity 

in healthy weight. The gradient conceptualisation of equity within the 
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socioenvironmental frame, while present in the literature and in best practice outlined in 

the Loring and Robertson’s report to the WHO Regional Office for Europe (2014), was 

apparent in the program analysis in the reflections of the Advisory Committee 

members, but not elsewhere. As described above, a sense of equity as involving distinct 

populations was apparent in EWBA and in OPAL’s location. 

As the analysis illustrated, the attribution of responsibility was pivotal to the ideological 

framing of the problem of obesity represented in the HWS and OPAL. The findings in 

terms of the ideological underpinnings that were identified will now be examined in 

greater depth by drawing on the literature to consider their significance in influencing 

these ‘solutions’ to unhealthy weight. 

8.5.2 Comparison with how responsibility is framed in the literature 

Analysis of the data revealed an ideological contestation signified by competing 

discourses of neoliberal individualism and the socioenvironmental perspective 

underpinning SA’s healthy weight policies and the OPAL program. Neoliberal 

individualism primarily was manifested through the process of individual 

responsibilisation, that is, holding individuals responsible for factors outside their 

control. The discursive devices constructing this will be examined shortly. Several 

scholars argue that the ideology of individual responsibility requires people to take 

personal responsibility for their health, when in fact they may have little control over 

the factors that influence it (Crawshaw 2012, 2013; McLeroy et al. 1988). The 

instances of resistance to individualist ideology that were identified in my study share 

this critical stance. In the following section I discuss the key ways through which 

neoliberal market relations and individualism are concentrated into the process of 

individual responsibilisation identified in my data. Choice is identified as the 

predominant mechanism by which individuals are constructed as responsible, obscuring 

many features of the socioenvironmental frame. Choice is explicated as comprising 

elements of self-responsibilisation, governmentality and risk; the reflexive, active 

individual; ‘correct’ consumption, particularly in the commodified environment and the 

creation of identity through consumption; and an uncritiqued commercial sphere. The 

latter was shown by the principle of positivity, the non-demonising of products, private 

partnerships, and links to EPODE. Social marketing is analysed as a sub-category of 

governmentality, comprising a series of contradictions that affect OPAL. Localism is 
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also discussed as an outcome of the narrowed view of responsibility created by 

individual responsibilisation, and the concept of making healthy choices easy choices is 

critiqued in light of these understandings. Finally, what is made unproblematic by this 

process of individual responsibilisation is explored, before turning to consideration of 

the final theme — equity — which will form the focus of the final section.  

Neoliberal market relations, individualism and the individualisation of responsibility 

As described in Chapter 3, the core ideological framing of responsibility in the 

neoliberalised world is individual (Harvey 2007). Baum (2008) discusses the role of 

individualism in underpinning neoliberalist politics and economics, and the 

implications for health, and health equity in particular. At its core, she argues that 

individualism constructs individuals as entirely responsible not just for what they do, 

but for the outcomes of their actions, explaining that the capacity of individuals to make 

free choices and to control their life is expressed in ethical terms as autonomy, literally, 

‘self-rule’ (Baum 2008, p. 74).  

The issue of control was identified in my study. In Chapter 5, my findings highlighted 

the paradoxical construction of the public as needing to be active citizens yet cast as the 

passive recipients of policy; Be Active in particular revealed the obligatory nature of 

policy compliance as physical activity was represented as a civic duty. Governmentality 

scholarship offers some insight into this paradox. While Petersen (2003, p. 195) 

identifies the creation of the ‘active decision maker’ as necessary under the ‘neoliberal 

strategy’ of self-responsibilisation, the circumscribed nature of those choices (Ayo 

2012) suggests that autonomy or agency and control — the precondition of choice — 

may be illusory, effectively disempowering individuals (Rose et al. 2006). This is 

significant when considering how responsibility was constructed in the documents and 

interviews studied here. The effect of active citizenship discourse which erroneously 

assumes a level of agency that often is not present  has been identified as a means of 

depoliticising and obscuring the structural roots of people’s marginalisation (Salmon 

2011). 

While the explicit solutions represented in the policies and programs stress the 

socioenvironmental changes needed to make healthy choices easier, this analysis has 

identified that responsibility was nevertheless sometimes constructed as individual. 
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Such a construction sees choice invoking a lifestyle discourse foregrounding individual 

change rather than change to the environments that support those behaviours. The 

lifestyle discourse is most apparent in the behavioural frame where individuals are 

represented as able and thus beholden to promote their own healthy weight through 

making prudent lifestyle decisions. All variants within the behavioural frame draw on 

discourses of choice in their delineation of responsibility. 

The effects of this individualist construction were apparent in the analysis of the 

program documentation and interviews. Several workers in particular represented 

parents as able to make choices, for example to engage in active play (one of OPAL’s 

social marketing messages) with their children. They had little consideration of time 

and other constraints, or agency, not identifying changes in material conditions 

influencing norms and behaviours, with behaviours thus represented as volitional. Once 

norms are divorced from the environments that engender them, of which and from 

which they are a natural and logical expression, individual behaviour can likewise be 

divorced from the environment in which it is embedded. As Beck and Beck-Gernsheim 

(2002) argue, this decontextualising of behavioural ‘choices’ in this way is how 

individual responsibility can become individual blame. This was implicit in one 

worker’s contrasting of their own engagement in active play with their children, 

whatever the cost to themselves. Broom (2008) argues choice can be a vehicle by which 

moral status is imposed. In this instance, the workers’ unintentional moralisation of 

parents is in opposition to what they had explicitly stated about people not being to 

blame for their weight, as well as contrasting with the explicitly stated policy intent of 

avoiding victim blaming (SA Department of Health 2006a). Drawing on Gramsci, 

Eagleton (1994) theorised that ideology comprised not simply ideas but was the lived 

practice of cultural habits, from which comes the possibility, articulated by Althussser 

(1994), that ideology can therefore be imposed without people’s conscious awareness 

of it. It seems logical that ideology can also be expressed without intention, which is 

what seems to be happening here, with some workers consciously holding and 

expressing views challenging individual responsibility, but unconsciously echoing it. 

The key features of this individualised responsibilisation will now be examined. 
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Self-responsibilisation 

As explained in Chapter 3, Crawford (1980) identified the operation of a healthism 

discourse within individualism that acknowledges the source of problems as being 

beyond the individual but locates the solution within the individual. The outcome of 

such a process is that political problems are rendered as problems of individual lifestyle 

(Kwauk 2012). The literature (Ayo 2012; Petersen 2003; Rose et al. 2006) describes 

how this process of individual responsibilisation undergoes a further transformation 

whereby people render themselves responsible.  

This comes about because being seen to be responsible is valorised under 

neoliberalism, and the way this is expressed is through making ‘responsible’ lifestyle 

choices. As was established in my analysis earlier, the lifestyle discourse in which 

responsibility is cast as individual is pervasive, and permeates the cultural and political 

context in which the HWS and OPAL are situated. While data were presented in which 

responsibility for obesity was framed as individual, instances were also cited where this 

was challenged and the framing was socioenvironmental, with obesity constructed as a 

collective responsibility.  

The increasing construction of the individual as primarily responsible for themselves 

under neoliberalism is widely attested (Crawshaw 2012; Elliott & Lemert 2006; 

Freudenberg 2014; Harvey 2007; Hoggett 2001; Petersen 2003; Rose et al. 2006). 

Following the concept developed by Gramsci (1971) and Althusser (1994) that 

ideology is diffused throughout society and embedded in cultural practices and 

institutions, I suggest that choice is one such vehicle through which the ideology of 

neoliberal individual responsibility is enacted, as illustrated in worker interviews.  

Self-responsibilisation underpins the social marketing observed in OPAL; the issuing of 

messages by a governmental health authority such as OPAL directing people what to do 

(however positively and thoughtfully worded, as OPAL’s social marketing messages 

are) carries with it the implicit assumption that people can carry out the directive: they 

can, in the words of Rose at al. (2006, p. 91) ‘conduct themselves responsibly’. 

Althusser’s (1994) theory that ideology unconsciously shapes people’s understanding 

again helps explain the somewhat uncritical attitude to social marketing reflected by 

some workers, in contrast to their socioenvironmental framing (and certainly that of the 

program documentation) of the problem of obesity at other times in our interviews.  
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In his analysis of corporate involvement in childhood obesity programs, Powell (2014, 

p.229) posits that neoliberal ideology is itself a form of governmentality: 

‘Neoliberalism is …  a dominant political rationality that problematises the welfare 

state and re-organises the rhetoric and programmes of government into alignment with 

rationalities of competitiveness, autonomy (of individuals and institutions), choice, 

enterprise and responsibility.’ Neoliberalist governmentality can thus be seen as a 

means by which individual responsibilisation is enacted, becoming how children are 

influenced to act and think: it is possible to view this as one way that hegemony 

happens, and neoliberal power relations are actualised. Powell’s analysis of neoliberal 

forms of governmentality such as ‘public/private/voluntary partnerships’ (2014, p.230), 

reflects my own: that corporations render themselves present as solutions to – not 

causes of - the ‘problem of obesity’.  This is how neoliberal ideology becomes 

hegemonic. Herrick (2009, p.51) further suggests that the positioning of corporations as 

solutions to obesity via Corporate Social Responsibility in turn problematises the role 

of the state in addressing “its own ‘public health’ crisis”. 

Governmentality theory, as described in Chapter 3, helps explain the popularity within 

neoliberal governments of social marketing as a health promotion strategy as it is a 

prime means by which people are made responsible for their own health (Crawshaw 

2012, 2013). In this study, self-responsibilisation which underpins social marketing was 

seen to be off-set by the emphasis in OPAL on concomitant environmental changes 

which frame responsibility as collective. 

The lifestyle choice discourse that underpins self-responsibilisation thus shifts 

responsibility, such as for health, to the individual. By invoking the free market choice 

discourse, self-responsibilisation also benefits the commercial sector by transferring to 

the individual consumer responsibility for the negative effects of consuming the 

products from which it has profited. While this would absolve industry of responsibility 

for its obesogenic products, this discourse is challenged by many lobby groups. The 

influence that the market choice discourse exerts is evident in my analysis of the way 

some OPAL workers described the benefits to consumers of a fast-food chain 

increasing their range of products, framing this as an appropriate contribution to public 

health. This contrasted with the dissonant framing they expressed elsewhere, which will 

shortly be explored. 
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In their privileging of choice, the lifestyle choice and market choice discourses act to 

reinforce each other and to embed the assumption that individuals should be 

responsible for themselves. One instance of the individualising of responsibility is the 

‘good citizen’ discourse that was identified in my analysis as reverberating through the 

policies, where healthy weight-promoting behaviour was constructed as a civic duty 

(for a similar analysis of official lifestyle discourse in the UK, see Rawlins 2008). 

Baum (2008) argues that there is an individualising of collective responsibility in 

neoclassical economics through which, rather than a collective sharing of responsibility 

between individuals, civil society and the state, individuals are understood as 

responsible for collective good. Responsibility, but not necessarily the power that is 

needed to convert it into agency, is thus shifted to the individual. It has profound 

implications for the way equity is considered. This will be explored in greater detail 

shortly.  

Dissonant voices to the dominant lifestyle discourse of individual responsibility were 

identified in my data. Interview respondents clearly identified environmental influences 

on the behaviours that influence weight, and related their conscious opposition to 

stigmatising explanations for obesity. They described their own awareness of and 

resistance to the promotion of junk food, and that of members of the public, offering 

insights into the reasons for its appeal. Industry practices influencing the public policy 

process and fighting government regulation was openly critiqued, and several 

respondents alluded to the way capitalism encouraged overconsumption (Freudenberg’s 

‘hyperconsumption — 2014, p. 35) to the detriment of health. While capitalist forces of 

production were not problematised in the documents, they were problematised by some 

of the respondents, and the social–cultural norms that flow from capitalism were 

problematised by most respondents. 

The literature review also identified a number of perspectives in the field of obesity 

studies that challenge different aspects of the dominant neoliberal-individualist 

construction of obesity. While the socioenvironmental perspective reframes the 

problem of obesity as caused by social and environmental factors, to be solved 

collectively, the Health At Every Size and Size Acceptance movements destabilise the 

moral element underpinning the behaviourist construction of obesity as self-created, 

which supports neoliberal arguments blaming individuals for their lifestyles. Taken 
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together, this suggests that the ideology of individual responsibilisation, though 

pervasive, is not hegemonic.  

As suggested in Chapter 4, if discourse is taken to be constitutive this means that it has 

the power to define problems (Fischer 2003); the problem of obesity can thus be 

understood as simultaneously constituted as predominantly socioenvironmental 

(explicitly) and individual (implicitly) in the HWS and OPAL documentation and 

interviews. The instances of dissonance summarised above can thus be seen as attempts 

to create new discourses, to challenge the ideology of neoliberal/individual 

responsibility by reframing responsibility as collective. This matters because, as Fischer 

(2003, p. 143) observes, ‘when people who see the world differently act on their views, 

the world itself changes’. 

In summary, in presenting obesity as a behavioural problem, three discourses were 

invoked in the policies and program to represent individuals as responsible for the 

problem and its solution: moral deficit, lifestyle and market choice. (The moral deficit 

discourse was mainly evident as a default background presence, unspoken but implicit 

in the framing of individuals as responsible for choices, the negative consequences of 

which reverberate beyond themselves; Broom 2008; Petersen 2003.) Conversely, when 

the policies and program presented obesity as a problem best solved by 

socioenvironmental means, individuals were represented as not responsible for 

unhealthy choices, as the socioenvironmental frame constructed the government, the 

not-for-profit, and the for-profit sectors as responsible for making healthier choices the 

easy ones. As explained in Chapter 3, in the socioenvironmental frame (and particularly 

in the structural variants of this), the behavioural discourses are critiqued and 

explanations proposed that identify features of the social, political, economic and 

physical environments as causal to the problem and pivotal to its solution. These two 

predominant frames — Lawrence’s (2004, p. 57) ideologically ‘opposing poles’ — that 

focus attention and locate responsibility in opposing directions were frequently evident 

within the same policy and program beneath the discursive contestation.  

Making sense of my observation 

The two frames evident in the policies and program take into consideration a different 

range of causative factors. The behavioural frame narrows or restricts the range of 

factors identified as influencing weight or obesity, concentrating its focus on what the 
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individual does. In contrast, the socioenvironmental frame has, over time, expanded the 

range of possible causes from the immediate environment surrounding an individual 

and directly influencing their behaviour, to the distal and indirect causes — the social 

and structural determinants of health. Where this frame includes a conceptualisation of 

equity as inclusive, affecting everyone, such as in the gradient concept, I suggest it is 

easier to see inequity as a cause as well as an attribute of obesity. By making equity 

core to obesity, this could have the effect of making the socioenvironmental model less 

vulnerable to capture by individualist discourse; equity, being a relational concept, 

insists on a broader frame than does the individual behavioural frame.  

In contrast, the narrowness of the behavioural frame, as observed and described in my 

analysis of the policies and program, relentlessly drives attention back on individuals 

and the choices they make about eating and physical activity. One of the interview 

respondents commented, however, on the evolution of the socioenvironmental framing 

of obesity, expressing hope in the changing policy and academic discourse that they 

saw as moving beyond individualist explanations.  

How wide the net of cause and responsibility is cast is an ideological decision. For 

instance, the difference between the role played by inadequate fast-food marketing 

regulation and that played by the direct consumption of fast food in contributing to an 

obesity epidemic is their distance from (or proximity to) the consumer — that is, their 

visibility, which depends on the breadth of the frame in use. Social determinants 

evidence is excluded from all but the socioenvironmental frame, meaning that what 

precedes the final visible consumption ‘choice’ remains outside the picture or focus of 

policy. As I have described, this latter frame with a ‘gradient’ conceptualisation of 

equity is not dominant in the policies and program studied here. 

A number of discursive practices that were identified in the findings as contributing to 

this narrowing effect and which reinforce each other will be outlined shortly. A narrow 

focus precludes the unequal distribution of obesity from being apparent, so that inequity 

is not included as an integral part of the problem. This means that solutions can deviate 

from their intended equitable effects as inequity is seen as a feature rather than driver of 

the problem of obesity. The overall effect was to give the ideology of individual 

responsibility a prominence that was surprising given the socioenvironmental framing 

of the documents and some of the interviews. It is important to remember that this 
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analysis applies only to the OPAL social marketing materials viewed on the website, 

and to some parts of the interviews with some workers. The discourse was in fact 

contested, and the following breakdown is offered as an attempt to understand how — 

if not why — individualist ideology had become as evident as it did. 

• The effect of the focus on individual behaviour change in the social marketing 

documentation and its resonance in some of the interviews with some of the 

workers was that the relationships between individuals was less visible. This 

could draw the focus in both the policies and program away from the 

distribution of obesity, taking inequity out of focus, as inequity expresses the 

relative relationship between many individuals. 

• Where the individual became foregrounded, the focus was on consumption, as 

production became peripheral. This was reinforced by the positivity discourse 

that was consistently invoked in both the policies and program, and which 

constructed products as potentially good and choice as inherently good; by 

implication, the consumer can easily be constructed as being at fault if they 

make the ‘wrong’ choice. The use of a social marketing strategy that implies 

people can operationalise health messages can reinforce this effect. 

• By primarily seeing the individual, the focus was on outcomes of behaviours 

embodied in their person. This made behavioural interventions seem logical. 

This was evident in the way some of the workers and Advisory Committee 

members reflected on parenting practices leading to children becoming obese. 

• This led to the goal of ‘making healthy choices easy choices’ at times 

apparently becoming about lifestyle choices rather than enabling environments, 

thereby legitimating social marketing as an appropriate intervention for OPAL, 

one of the ‘flagships’ of the Healthy Weight Strategy Priority Programs. 

Although evident in both policies and program, the lifestyle discourse was most 

evident in the program interviews and in the documentation where, for instance, 

despite supplementary information on the OPAL website acknowledging that 

taste and addiction drive children’s food choices, the most visible aspect of the 

website — its social marketing messages — simply advise eating fresh food and 

drinking water. Underpinning this and countering the framing, however, are the 

changes to environments catalogued among the 4000 projects OPAL was 

involved with and which were not the focus of this study (M Williams 2013). 
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• Where the focus was on the individual, attention became concentrated on the 

final choices they made. This focus decontextualised those choices, enabling 

them to be constructed as ‘free’. By diverting attention away from factors that 

influenced the choices, concealing the commodified and consumptogenic 

environment, the focus on consumption and the consumer, not production and 

the producer, was reinforced. This made the individual the main source of risk, 

and thus the focus of its resolution, because in practice, risk-generating 

environments were often excluded from a field of vision that foregrounded the 

individual.  

• Only the most proximal factors in environments remained visible; distal factors 

were often beyond the field of vision, whether as parts of the problem or in 

terms of potential solutions. This resulted in an effect of localism. This was 

most evident in the program documentation and interviews where the point of 

consumption — but rarely production — was problematised.  

In brief, this narrowing of vision effectively decontextualised the individual, so that 

interventions that were socioenvironmental in their intended effect — as described in 

the policies and program documentation — were countered to some extent by this 

individualising, narrowing gaze. Most importantly for this study, by making the 

relationships between obese individuals invisible, this effect obscures inequity, making 

it more marginal to the problem of obesity. The final product in terms of the 

problematisation of obesity is thus imprinted by the individualist as well as the 

socioenvironmental explanation.  

How individual responsibilisation is evident in the findings 

Risk was identified in my study, in the EWBA Strategy and most markedly in the Be 

Active (BA) strategy, as a way of making a situation seem urgent so that action must be 

taken immediately, in this case by members of the public. Risk has been noted in the 

literature as a pathway by which people are being rendered responsible (McNaughton 

2011), that is, as part of the process of individual responsibilisation (Ayo 2012). In BA, 

one of the contradictions that flowed from the invocation of the risk discourse is that 

the target of the policy document — members of the public — were simultaneously 

constructed as passive in comparison with the active role of the state, but needing to 

become heroically active, like the state, as described earlier. This contradictory 
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construction has been identified in the literature, with risk simultaneously constructing 

the target of action as passive and in need of management (Guthman & DuPuis 2005) 

but required to become active and agentic (Beck & Beck-Gernsheim 2002; Fieldhouse 

2011; Petersen 2003).  

This complex construction of the risky individual draws on the notion, described in 

Chapter 3, that Hoggett (2001) proposes of the reflexive, active individual underpinning 

neoliberal rationality. Hoggett (2001) highlights the gendered and classed nature of the 

concept of the reflexive self, drawing attention to women’s typically multiple and 

conflicting roles in which their breadth of obligations means that every course of action 

lets somebody down, and this is what I found in my study. One of the OPAL Advisory 

Committee members related a situation in which the mother of an obese child is caught 

between the conflicting pressures of different family members. The respondent implied 

that parents’ feelings need to be over-ridden for the sake of their child’s health. 

Although they appeared aware that doing so was disempowering to the mother (they 

identified the mother’s discomfort), the respondent did not reflect awareness of how 

this contradicted her expectation that parents need to be highly empowered or agentic to 

resist the ‘hostile’ external environment, and the highly challenging home environment, 

which they then described. What apparently misled the respondent was the 

decontextualisation of the mother’s behaviour, the invisibility of what drove her to 

choose foods that apparently maintain her child’s obesity. My study identifies how the 

discourse of reflexivity underpinning public policy exerts an immense moral weight on 

women, placing them in a state of permanent, imminent dilemma when faced with the 

need to exercise choice. Guthman and DuPuis (2005) identify how choice and 

consumption, and overconsumption, are linked under neoliberalism, inducing people to 

think that the exercise of choice equates to the exercise of freedom (see also Petersen 

2003; Rose et al. 2006).  

How the ideology of individual responsibility takes the focus off corporate 
responsibility 

Since Milio’s seminal work (1976, 1981), proponents of ‘healthy by default’ 

environments have sought to obviate the need for active choice, arguing that choice is 

far from free, being manipulated by marketing in the name of profit (Moodie et al. 

2006). Hoggett’s (2001) observation that choice implies the presence of an actor who is 
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independent of any social obligations or constraints, challenging the assumption that 

agency and choice automatically go together, supports what I found in my data. 

Specifically, this was where I noted the presence of an ‘invisible woman’ or ‘invisible 

mother’ implicit in the policy and program background, invisibly — and thanklessly — 

carrying out the various dictates of governmentality, on behalf of the state as well as 

her family.  

Making healthy choices easier requires development of environments that are passively 

supportive of healthy weight, where healthy weight promoting options are materially 

embedded in their physical, organisational and structural elements, and are also actively 

supportive of healthy weight in that choosing such options has been made easier — 

through material as well as normative changes — than choosing the unhealthy 

alternatives. Under current circumstances, choosing healthy options requires active 

engagement of the individual with their environment (Dixon & Broom 2007; Swinburn 

& Egger 2010). Because material constraints on choices are excluded from behavioural 

discourses, people can be blamed for making ‘poor’ choices (Crawford 1980; Elliott & 

Lemert 2006). Choice thus becomes a vehicle for stigmatising (Broom 2008). 

Neoliberalism, with its emphasis on personal choice and, through this, responsibility, 

can legitimate the unequal outcomes and consequent inequalities that inevitably arise 

from the constrained choices available to people experiencing disadvantage (Harvey 

2007). Once inequality is constructed as a choice, it can be written off as inevitable and, 

I argue, therefore not a ‘problem’ that the government has any logical obligation to fix 

(Ericson et al. 2000; Whitehead 1992). 

As discussed (Chapter 2), a focus on the positive is an integral aspect of the health 

promotion frame (Nutbeam 1986); however, in OPAL the term seems to have been 

applied to products in the environment as well as behaviours of individuals. This is not 

necessarily aligned with the traditional use of the term. OPAL documentation clearly 

states that OPAL will not stigmatise or ‘demonise’ any food or factor related to weight 

(SA Department of Health 2010, p. 9). As described above, one of the OPAL social 

marketing themes was ‘Water, the original cool drink’ (SA Department of Health 2010, 

p.17). While documentation clearly advises that the aim is to replace soft drink 

consumption with water (not simply increase the consumption of water), which is 

supported by a strong evidence base, it also advises that no other drink should be 
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stigmatised as they all have a place when consumed in moderation, citing the 

‘Australian Guidelines for Healthy Eating’ (SA Department of Health 2010, p. 21). One 

of the workers affirmed that the ‘Water, the original cool drink’ message was a non-

stigmatising and positive way of decreasing consumption of sugar sweetened drinks. 

However, the message says nothing about decreasing soft drink consumption, as this 

would transgress the edict against stigmatising any product. It is not clear that the 

message, having been rendered this positive and non-stigmatising of any commercial 

product, can actually deliver its objective. One Advisory Committee member was 

especially critical of this practice, describing the general insistence on positivity as 

meaning that target groups might entirely miss the point of social marketing messages. 

Being required to say only positive things about all foodstuffs means that the market 

saturation of EDNP foods cannot be criticised which, by default, focuses attention away 

from production and from the relations of production that underpin the commercial 

sphere. 

Applied indiscriminately, positivity can end up acting like blinkers, narrowing what can 

be viewed and obscuring that which cannot be influenced by positive action alone. This 

can result in underestimating the potency of forces that place the profitability of 

overconsumption above its negative effects on health. In policy terms, it would be 

possible to do everything right in framing the desired changes positively, and yet still 

fail to halt the rise of obesity as this approach has not curtailed the obesogenic force of 

profit-first capitalism, or the fact that where forces are in direct opposition to the 

changes desired by policy makers, that regulatory policy must have authority to restrain 

as well as ‘enable’ (for example, SA Department of Health 2010, p. 28). To do this is to 

collude at injustice by not impacting those forces — the social and structural 

determinants of health — that might help deliver equitable outcomes.  

Quotes presented from workers in Chapter 7 show very clearly how emphasising the 

positivity of the environment — including the commercial environment — can lay 

blame for unwise or immoderate consumption at the feet of the individual after all. This 

contradicts the commitment stated elsewhere by workers and in OPAL documentation 

not to do so, but rather to follow a socio-ecological approach. This appears to be in line 

with what Labonte (1993) suggests is a way of individualising blame, and is also 

contrary to what the health promotion literature states worked with ‘tobacco’ in 
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replacing the focus on smoking or smokers (Frieden et al. 2010). I argue that the result 

of this focus is that corporations are left free to pursue profits while the government 

restructures the physical and organisational environment, and individuals practice 

‘healthy choices’ in an unrelenting commercial environment. The benign approach to 

the commercial sector implied in this stance is at odds with evidence about the harmful 

impact on health of the marketing of EDNP products, especially at children (Hoek & 

Gendall, 2006; Wymer 2010; also see Stead et al. 2007), whereas the reality of 

providing healthy food choices requires a change in food production as well as in 

behaviours (Marmot 2010). The imperative to frame everything positively that is 

evident in OPAL documentation and some interviews is another vector for the 

individualising discourse, reinforcing its narrowing effect. 

Localism was also identified in my study as another means by which the commercial 

sector is sequestered from scrutiny. The foreshortened view created by individual 

responsibilisation can result in a concentration on locally based interventions that do 

not challenge upstream drivers. The tendency to focus on proximal rather than distal 

factors has been noted above. There is a danger that the concentration of resources at 

the community, local government level where OPAL projects are located risks 

localising a problem that is actually driven by more upstream factors. Labonte (1993) 

suggests that focusing on the local can hide the fact that economic and social policies 

are mostly made at the national and even the transnational level, where local 

government lacks the authority to influence, and this is what may be happening here. 

Labonte (1993) cautions that devolving responsibility to the local level can be a 

neoliberal trick for shifting blame, and that the de facto decision-making authority that 

will fill the gap will be private economic interests.  

While strategies like social marketing promote choice and thus can potentially promote 

individual responsibility for health and healthy weight, changes to environments and 

government regulation represent a collective response to the same problem. They do 

this by seeking to remove the need for individuals to choose wisely in order to enjoy 

good health or healthy weight. Minimising reliance on choice is likely to maximise the 

equitable distribution of health, as the constraints to healthy choices are experienced 

more by those who live on the economic or social margins. Epitomising this approach 
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and diametrically opposite to the neoliberal world of infinite choice is the concept of 

the ‘healthy by default’ environment. 

Last century, Milio (1976, 1981) recognised that poorer populations suffered more of 

the negative effects of the industrially advanced way of life in the United States and 

fewer of the positive resources with which to counter these than did better-off 

populations. Her argument that if equitable health outcomes are to occur, public policy 

would have to intervene to equalise the risks that environments create, is made today by 

many researchers (Baum 2008; Friel & Broom 2007; Friel et al. 2007; Marmot 2007).  

The underestimation of the potential burden represented by choice was apparent in the 

findings. The maxim that every product has a place, voiced by one of the OPAL 

workers, assumes that the overall playing field of daily life is healthy — a ‘neoliberal 

presumption’ (Harvey 2007, p. 68) — so that the consumption of any one particular 

item that is not healthy is immaterial against a diet consisting of 99% well-chosen, 

healthy items. This ignores the logic that, if every food choice, every day is chosen in 

the same physical and normative circumstances, with the same pressures and meanings, 

in the same environment of obligations, responsibilities and needs, then this assumption 

is unjustified. Whereas our gaze is continually being directed narrowly, policy makers 

need to look at the whole, broad picture — the sum total of a lifetime of food ‘choices’.  

As it stands, people who experience disadvantage and a disproportionate burden of ill 

health also experience a disproportionate burden of choice-making. A wealthy person 

need not think hard about buying fresh, healthy (and expensive) food — their wealth 

cushions them from the repercussions of a poor choice, as they can simply go and buy 

something else. In contrast, a person on a low income has to weigh up myriad factors as 

a poor choice could mean a family goes hungry as well as undernourished. When such 

decision-making is repeated at every juncture of life, the disproportion burden is 

significant. Making environments healthy by default can thus be framed as simply 

rebalancing this burden more equitably.  

8.6 How this framing is likely to affect health equity 

This thesis will now draw these arguments together to directly address the final 

Research Question: To what extent is the aim of achieving health equity embedded 

within the ideologies evident in the policies and program? The ideologies identified in 
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the solution represented by the healthy weight policies studied and OPAL program will 

be examined in order to determine how equity is represented in them. Scholarly 

literature will be drawn on during such discussion.  

8.6.1 How health equity is represented in the discourses and ideologies identified 
in my data  

My analysis shows that there is an explicit commitment to equity in the policies and 

program. However, despite the overt socioenvironmental framing of the solutions 

represented by the policies, responsibility for healthy weight has been demonstrated to 

be sometimes implicitly constructed as positioned with the individual.  

In OPAL documentation too, addressing equity issues is an integral part of OPAL’s 

vision and planning and underpins the location of OPAL projects, as described in my 

analysis. However, in practice, in terms of OPAL and the broader ‘making healthy 

choices easy choices’ frame, my analysis, informed by the literature, suggests that the 

result is only likely to impact positively on health equity if substantial material changes 

to local environments are achieved in the disadvantaged communities in which OPAL 

projects are located. Where social marketing is implemented without material change, 

the effect on equity is likely to be negative because those with sufficient agency are the 

most likely to respond. An incongruence is evident between the two components of 

OPAL that target changing environments to make them healthier (the community-based 

component), and encouraging people to make healthier choices (the social marketing 

component). The former is underpinned by a socioenvironmental frame that recognises 

material conditions influence health and health promoting — and healthy weight-

promoting — behaviours. The latter is influenced by a behavioural frame, drawing on 

lifestyle and market choice discourses that decontextualise choices from the conditions 

that influence them, and is rooted in the ideology of individual responsibility. As the 

discussion has argued, equity is a casualty rather than a goal of this ideology. Social 

marketing, as described here, has been identified in my analysis as a prime example of 

an intervention premised on the ideology of individual responsibilisation; its 

prominence in OPAL therefore seems unlikely to help deliver OPAL’s goal of reducing 

obesity in an equitable way.  
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8.6.2 Comparison between the representation of health equity in my data and in 
the literature  

Taking a socioenvironmental perspective, the Obesity and inequities (Loring & 

Robertson 2014) report to the WHO specifically focusing on addressing inequities in 

obesity emphasises that solutions need to alter the unequal impact of the social 

determinants of health. This includes those that impact directly on obesity such as food 

pricing and availability, and those that have a more global effect such as income 

support. OPAL’s location in local government means it is potentially able to address 

some of the intermediate factors through which the determinants of health influence 

communities. These include factors such as local access to fresh food and the 

availability of healthy food alternatives in public entertainment venues, and interview 

respondents reflected their involvement with such interventions. However, as one 

advisor observed, OPAL is clearly not positioned to influence things like food 

composition or cost, which directly influence obesity, nor the more distal drivers such 

as adequate income, which create the inequities that in turn lead to a heightened risk of 

obesity. While the policies comprising the HWS are also, on the whole, not positioned 

to influence these drivers, they are better positioned, as one advisor said, to influence 

the intermediate environment, with their policies promoting healthy food in workplaces 

and in children’s services and schools, for example. Building on the findings of this 

research, three suggestions will now be outlined that could help meet the goal of 

increasing the proportion of South Australians with healthy weight in an equitable 

manner.   

A more equity-centred paradigm  

The obesogenic environment model has helped reframe obesity from a medical to a 

public health problem (Bacchi 2009) by using the socioenvironmental frame of health 

promotion. I suggest that augmenting the current obesity-centred paradigm with an 

equity-centred focus might support the socioenvironmental framing of obesity, 

providing a counterpoint to the individualising of responsibility, which is an ideological 

pillar of neoliberal capitalism. Equity was identified in both the policies and program as 

primarily conceptualised as consisting of specific disadvantaged groups. This can 

inadvertently result in blaming individuals who ‘have’ the problem as being responsible 

for their own disadvantage. In contrast, viewing equity as distributed along a gradient 

and thus affecting everyone problematises the whole system and social relations of 
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production, making it harder to individualise responsibility and blame. I suggest that 

inclusion of this view of equity as a core element in the obesogenic environment model 

would be a useful next step. Such a focus on equity insistently highlights the wider 

picture, which might help maintain the broad focus of the socioenvironmental 

perspective, in opposition to the narrowing effect of the background individualist 

paradigm.  

An environment that is healthy weight-promoting by default  

For the Healthy Weight Strategy’s and OPAL’s goal of making ‘healthy choices, easy 

choices’ to become a reality for all people requires the structural factors producing 

unequal risks and ‘choice-making’ opportunities to be addressed by policy, both public 

and corporate (Milio 1976; Swinburn 2009). The likelihood of the HWS and OPAL 

achieving equitable gains in healthy weight thus depends on how far they are able to 

make environments passively supportive of the behaviours that promote healthy weight 

- healthy weight-promoting by default - and how far such behaviours remain dependent 

on the active exercise of choice. With a local program of OPAL’s nature, much of this 

is beyond its control. As the issue of junk food advertising also illustrated, regulatory 

changes may also be beyond the scope of the HWS despite its location at the state 

rather than local government level, as responsibility for it still resides with the 

Department of Health. However, other policy options drawing on the expertise and 

power of non-health departments are possible, and will now be described. 

Equity-centred policy 

As described in Chapter 2, the goal of making the default environment less obesogenic 

is being acted on around OPAL and the HWS as well as through them, in the form of 

South Australia’s ‘healthy public policy’ approach of Health in All Policies (HiAP) — 

which casts a health lens across other departments — and the joined-up governance of 

the SA Strategic Plan (SASP).  

SA’s Strategic Plan (Government of SA, 2007a), which provides a framework for the 

integrated involvement of SA government, business and community, has a number of 

targets which could affect health inequity, in addition to the Healthy Weight Target 

(HWT) , including improving the wellbeing of groups which currently experience high 
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levels of obesity and obesity-related ill-health; for example, there are targets for 

increasing Aboriginal employment, life expectancy and leadership.  

The ‘SA Health in All Policies Healthy Weight Project’ identified opportunities for 

non-health departments to help address the HWT and the ‘social determinants of 

obesity’, while meeting their own goals, and making policy commitments that became 

part of the 2011–2106 iteration of the Eat Well Be Active Healthy Weight Strategy 

(Newman et al. 2014, p. 4; SA Department of Health 2011). This is thus a concrete and 

feasible way forward, despite — or perhaps because of — the virtual dissolution of 

health promotion in SA following the McCann Review (McCann 2012).  

The approach to healthy public policy represented by the SASP and HiAP 

commitments in SA are also part of a larger global movement promoting equity in 

health by addressing determinants of health, which are the responsibility of the non-

health sector (Kickbusch et al. 2008). The work of the Commission on Social 

Determinants of Health (2008) represents an alternative ideological perspective to 

neoliberalist individualism, highlighting the necessity of addressing the structural 

factors that create health inequity. This vision is evident in the current health policy 

framework for Europe, Health 2020: the European policy for health and well-being 

(WHO Regional Office for Europe 2015) that aims to reduce health inequalities. In the 

field of obesity, the perspective reflected in WHO documents has become increasingly 

socioenvironmental in the past decade (WHO 2004; 2009; 2012a; 2012b), and this 

perspective is also evident in the policy brief on tackling health inequity while 

addressing the ‘public health challenge’ of obesity prepared for the WHO in 

collaboration with the European Union (Loring & Robertson 2014, p. v).  

The SASP and a HiAP approach (as mentioned on page 40, and the latter of which has 

expanded further — SA Department of Health 2011 — since the work undertaken for 

this thesis) amount to embedding the most upstream facets of obesity policy within a 

broader, comprehensive commitment to making the social determinants of health (and 

hence also of obesity) more equitable in their impact. Evidence suggests that this would 

improve a range of health indicators, obesity among them. Such a re-visioning could 

deliver much more than healthy weight, while also possibly being our best bet for 

delivering healthy weight in SA’s current political climate. 
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8.7 Insights for public health 

In order to gain insights for increasing healthy weight equitably, this study explored 

how the problem of obesity was ideologically framed in the some of the policies and 

one of the programs – OPAL - addressing the Healthy Weight Target set in South 

Australia’s Strategic Plan (2007). After analysing documents and interviewing program 

respondents, it was found that, although responsibility for causing the ‘obesity problem’ 

was rarely framed as lying with individuals, responsibility for solving the problem 

sometimes was, reflecting dominant neoliberal ideology.  

As argued in this thesis, the ideology of individual responsibility is integral in justifying 

the logic of the operation of neoliberal capitalism. The fact of its (unconscious) 

presence in these findings is therefore perhaps less surprising than the degree to which 

it is challenged, which is in itself a cause for optimism and which supports Gramsci’s 

theorising that hegemony is both culturally pervasive and simultaneously resisted. 

These findings also reinforce the importance of including an examination of ideology 

when analysing policy as, while less visible than other factors, the influence it exerts 

was seen to still be significant. 

This was perhaps most evident in the ‘blinkering’ effect which was an insight from my 

research. It will be discussed here as it is relevant to the current policy context. I 

posited that a strictly positive perspective can narrow one’s field of vision, meaning 

that problems may not be ‘named’ and only the most proximal influences observed. 

This means that all relevant influences might not be identified, which can imperil the 

success of an intervention if there are distal factors exerting pressure in the opposite 

direction. An example of this was the way that consumption was extensively 

problematised in my analysis, but production only occasionally. The blinkering effect 

can mean that individuals may end up bearing a greater share of responsibility for 

addressing the problem than distal players. This was illustrated in my study regarding 

the quarantining of the commercial sector from responsibility for contributing to the 

solution of a problem that the evidence overwhelmingly suggests it helped create. 

Evidence suggests that making healthy choices easy requires changes in production as 

well as consumption, meaning that responsibility needs to be shared between 

individuals and the commercial sector (Marmot 2010). This is recognised in the current 

EWBA policy (SA Department of Health 2011), which identifies the need for the 
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greater involvement of the private sector, including the food industry and the need for 

changes in processed food production as a necessary change to support healthy eating 

(EWBA 2011, pp. 9, 22). The current iteration of EWBA (2011, p. 9) also maintains the 

commitment to positivity. 

My identification of the quarantining of commercial producers through positivity and 

through the narrowing effect of underlying individualist discourse reinforces the 

difficulty of this task. By examining the ideological level that lies beneath and around 

policy, my study contributes to explanations for why the commercial sector continues 

to be protected from accountability for its role in the ‘obesity problem’, and may thus 

support actions to challenge such ‘immunity’ (Fischer 2003, p. 66). 

8.8 Strengths, limitations, and suggestions for further research 

This study has a number of strengths. The focus of the research — how the ideologies 

that underpin the way healthy weight are addressed in policy are likely to influence 

equity — is somewhat unusual both in its specificity and in the combination of these 

areas of research. While several studies have considered the unequal distribution of 

obesity, and some scholars have considered how ideology may influence the causes of 

obesity, my literature searches revealed none that considered how ideology influenced 

the solutions to obesity that were proposed in the form of policies. While it is probably 

not uncommon for equity-focused researchers to look into ideology, as the link is well 

established, my literature search revealed that it is less common to do this at specific 

healthy weight policy and program level; specifically, to look at ideology at the ground 

level in the way that the practice of a policy and program is experienced by those 

involved with its delivery. This study thus fills a gap in scholarship in this field. It is 

important that it does so, as inequities in health remain significant despite having been 

the focus of international attention for some years (CSDH 2008), and because evidence 

suggests that inequalities in the distribution of healthy weight are increasing. 

Another strength is the research design that I developed, modifying and applying the 

‘What’s the Problem Represented to be?’ (Bacchi 2009) methodology to interrogate 

data from two documentary (policy and program) and two interview (workers and 

Advisory Committee members) sources, and also using two forms of coding, allowing 

rich comparisons to be made and strengthening the dependability of my findings. The 
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practice of viewing policy problems as problematisations, that is, deliberate 

constructions with implied causes and solutions, and implications regarding 

responsibility, seems an extremely useful and practical tool to bring to policy analysis. 

A further strength was my adherence to high levels of research rigour, manifested 

through a constant critical appraisal of my fieldwork, analysis and findings. I also 

shared my analysis with my supervisors to gain better insight into my own 

interpretations. Finally, I was mindful of practising reflexivity, which Popay et al. 

(1998) suggest as a defining feature of rigorous qualitative research.  

It is important to acknowledge that this study took place in the beginning stages of 

OPAL’s implementation and, given OPAL’s commitment to comprehensive and 

ongoing evaluation, it is reasonable to suppose that the insights and learnings that were 

related to me by workers would have informed their later practices. Although OPAL 

has not reached every disadvantaged community in South Australia, it has implemented 

over 4000 individual community-based projects in the past five years, effecting myriad 

changes to the local environments of these communities (M Williams 2013, p. 38). 

OPAL will conclude in 2017 as planned when the last OPAL site will have completed 

its five years, though in a reduced format due to loss of federal funding (SA 

Department of Health website 2015, OPAL, accessed 15 March 2015).  

Based on this experience, a more open-ended research design where I had started data 

collection and analysis and then gone back into the field to interview more respondents 

may have yielded further insights. Although a variety of views were expressed by the 

different workers and Advisory Committee members, the similarities between each 

group were greater than the differences. I would also have liked to have revisited OPAL 

in its maturity. Due to the inclusion of a program document analysis, the community-

based element of OPAL was less visible than its social marketing arm. Although I made 

every attempt to account for this in my analysis, it was only with time that I realised 

how significant this was. In hindsight, I would have spent time in the field with 

workers, and asked to do an audit of their community work documentation (as I have 

done in other programs), which I suspect would have provided a more holistic 

perspective. 

I would also like to have done follow-up interviews with OPAL practitioners, exploring 

my finding of contested discourses, as I think this would have both surprised and 
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interested them. I would also have liked to learn more about the 4000 projects OPAL 

had a hand in during what will be its eight-year history. 

The group I would most like to have met and interviewed are the members of the 

communities in which OPAL was working. More interviews would have strengthened 

the credibility of my data and added another dimension to the analysis. Most of all, I 

would like to have spoken to members of the Aboriginal communities with whom 

OPAL was working, such as described in the children’s centre vignette. First-hand 

stories of their experience of OPAL’s social marketing and community capacity 

building approach — the solution to the problem — and comparison of their 

identification of the ‘problem’ and the policy and program’s representation of it, would 

have deepened my analysis.  

Beyond this, further research to ascertain people’s experience of interventions that aim 

to make healthy choices easier would be beneficial to policymaking. My analysis of the 

perniciousness of the ideology of individual responsibilisation behind SA’s Healthy 

Weight Strategy and the OPAL program suggests that individuals can unintentionally 

be, and feel, responsible for solutions to a problem that is socioenvironmental in origin. 

It would be helpful to know, and I think very valuable, whether their choices have in 

practice been made easier, if this has this reduced their weight, and their self-perceived 

health and wellbeing. 

Finally, after reviewing the current state of healthy weight policy for this final chapter, 

I would especially like the opportunity to update my research, analysing the current 

EWBA strategy and future directions of healthy weight promotion in South Australia. 

8.9 Conclusion 

This thesis identified the ideologies and discourses underpinning policies comprising 

South Australia’s Healthy Weight Strategy (SA Department of Health 2006a) and one 

of the community programs and its practice, and the extent to which the aim of 

achieving health equity was embedded within these ideologies. The aim of this research 

was to gain insights into how the problem of obesity might best be addressed to make 

the bigger improvements in those populations currently bearing the greater burden of ill 

health.  
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The contribution of this research to state governments addressing healthy weight in the 

current policy climate will now be considered. Based on the findings of this study, and 

building on the equity-centred suggestions outlined previously, the three 

recommendations regarding healthy weight policy that I would make and which are of 

most relevance to the current policy context are: embedding healthy weight in policies 

beyond the health sector; materially supporting individuals to make healthy weight 

enhancing changes; and prioritising organisational and environmental level changes. 

These will now be considered in turn. 

8.9.1 Embedding healthy weight in policies beyond the health sector 

An overview of current healthy weight promotion in SA will show that the first 

recommendation in fact reflects the direction taken by the current government. Over the 

duration of this study a number of changes to policies influencing healthy weight have 

occurred. While EWBA (SA Department of Health 2011) still spearheads the 

promotion of healthy weight in South Australia, it will expire in 2016, and in 2017 the 

last OPAL projects will complete their five-year missions (SA Department of Health 

website 2015, OPAL, accessed 15 March 2015). The introduction of the overarching 

SA Public Health Act 2011 and the attendant State Public Health Plan 2013 (SA 

Department for Health and Ageing 2013) means that responsibility for healthy weight 

has been devolved, to a great , upon local government (SA Department for Health and 

Ageing 2013, p.5). The HiAP approach and the 30-Year Plan for Greater Adelaide (SA 

Department of Planning and Local Government 2010) are also identified as vehicles for 

promoting health through the non-health sector, in keeping with a social determinants 

of health approach (SA Department of Health 2011). 

8.9.2 Materially supporting individuals to make healthy weight enhancing 
changes  

Making healthy choices easier remains a focus of current policy (EWBA 2011). My 

study found that the neoliberal ideology of individual responsibility was both pervasive 

and pernicious, and was apparent in some of the assumptions about individual agency 

which some respondents revealed when reflecting on choice. If the degree to which the 

exercise of choice can be constrained by circumstances is not acknowledged it can be 

experienced more as an imposition than as empowerment. The provision of material 
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support to alleviate some constraints would serve as recognition of this and might 

mitigate against the inequitable potential of behavioural change interventions.  

8.9.3 Prioritising organisational and environmental level changes 

While in the past few years OPAL and EWBA (2011) both contributed to the 

development of organisational policies promoting healthy eating in the workplace and 

in fundraising in local government, their work with private organisations is more 

embryonic. While EWBA (2011) reflects recognition of vested interests potentially 

undermining the cooperation of the processed food sector, opposition from the food 

industry is strong, as evidenced by the recent failed attempt at the national level to alter 

the food environment by introducing front-of-pack labelling: the food industry won a 

two-year self-regulation trial (Australian Government, Department of Health website 

2015, accessed 29 June 2015). 

EWBA (2011) is also about to finish, meaning that South Australia will lack a specific 

focus and policy driving healthy weight. Given the weight of industry pushing against 

regulation, and the potency and reach of individualist ideology which my research 

reflected supports it, this is not positive in terms of the likely impact on equity. More 

optimistic for the aim of achieving health equity is the endurance of HiAP, which has 

scope for addressing some of the social determinants of obesity; amidst other cuts it 

remains, and remains the best hope for delivering equitable improvements in healthy 

weight across the South Australian population.  
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Appendix A: National diet and physical activity guidelines and 
strategies  

 
Bauman, A, Bellew, B, Vita, P, Brown, W & Owen, N, 2002, Getting Australia active: 

towards better practice for the promotion of physical activity, National Public 
Health Partnership, Melbourne, Australia. 

Commonwealth of Australia 1998, Australian guide to healthy eating, Department of 
Health and Family Services, Canberra. 

Commonwealth of Australia 2004a, Australia’s physical activity recommendations for 
5–12-year-olds, Department of Health and Ageing, Canberra. 

Commonwealth of Australia 2004b, Australia’s Physical Activity Recommendations for 
12-18 year olds, Department of Health and Ageing, Canberra. 

Commonwealth of Australia 2006, A national chronic disease strategy, Department of 
Health and Ageing, National Health Priority Action Council, Canberra. 

Commonwealth of Australia, 2013, Eat for health: Australian dietary guidelines 2013, 
Department of Health and Ageing and NHMRC, Canberra.  

Commonwealth of Australia 2003a, Australian dietary guidelines for children and 
adolescents in Australia, incorporating the infant feeding guidelines for health 
workers, National Health & Medical Research Council, Canberra. 

Commonwealth of Australia, National Health & Medical Research Council 2003b, 
Dietary guidelines for Australian adults, Canberra 

Commonwealth of Australia, National Health & Medical Research Council 2003c, 
Clinical practice guidelines for the management of overweight and obesity in 
adults, Canberra. 

National Public Health Partnership 2005, Be active Australia: a framework for health 
sector action for physical activity 2005–2010, Canberra.  

Strategic Inter-Government Nutrition Alliance 2001, National Aboriginal and Torres 
Strait Islander nutrition strategy and action plan 2000–2010, National Public 
Health Partnership, Canberra. 

Strategic Inter-Governmental Nutrition Alliance 2011, Eat well Australia: an agenda 
for action for public health nutrition 2000–2010, National Public Health 
Partnership, Canberra. 
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Appendix B: WPR template for healthy weight analysis applied to 
EWBA 

 
The following template demonstrates how the WPR (‘What’s the problem represented 

to be?’ Bacchi 2009) approach was followed to facilitate discourse analysis of 

documents and interviews. The material analysed here is from EWBA (Eat Well Be 

Active Healthy Weight Strategy for SA) Section 3, ‘Box 3: Influences that affect 

weight’, ‘Food Supply’ setting (SA Department of Health 2006a, p. 10).   

WPR EWBA, Section 3, Box 3, p.10; Food Supply setting 
 
CONTEXT: ‘There are a myriad of [sic] influences, both positive and negative, that affect 
weight. These influences are social, cultural, environmental, economic and ecological. For the 
purposes of this Strategy these influences are described as they relate to the “settings” in the 
Strategic Directions for action, outlined in Section 4 (see page 11), and include … 
Neighbourhoods and Communities … Food Supply … Schools, Preschools and Childcare … 
Maternal and Child Health … Primary Health Care … Workplace … Media and Marketing…’.  
 
TEXT FOR ANALYSIS: 
‘Food regulations and pricing policies 

• Food procurement policies and practices 
• Food availability and access to healthy foods, including locally grown foods 
• Costs of food 
• Ready availability of energy dense, low nutritional value foods 
• Promotion of fast and pre-packaged foods 
• Food safety’  

 
Q1: What’s the dominant problematisation in this section of the document? 
 
That there are many influences on food choice, including the food supply, i.e. that the food 
supply influences healthy eating (food choices) and by implication, healthy weight. 
  
Q2: What are the underlying assumptions, logic? 
 
That these aspects influence food choices, i.e. availability of healthy vs unhealthy (EDNP) 
food; cost; ENDP food marketing. That food can be regulated, and this will be effective. That 
government has a role here. That altering these influences will improve people’s diets and thus 
their weight. That food choices are rational, and that their drivers can be logically and 
methodically addressed by policy. 
 
Q3: How did this come about? 
 
Pretty social view of health — influenced by SA’s strong tradition/history of health promotion.  
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Q4: What remains unproblematised? What is missing? Who is silent? 
 
What is missing? More distal influences on the food supply: the production side of food — 
ownership, distribution, subsidising of crops (and reverse), trade agreements, profit element and 
its contrary direction to some of the items that are listed, i.e. all the big picture stuff. Also its 
interaction with households and the food purchaser and preparer in particular — convenience is 
up-side of presence of fast-food outlets; if these are removed, what will be the impact on 
children’s nutrition, for instance? Other reasons for food choices, like taste, family preferences, 
culture — emotion… So, two areas missing: economic systemic picture and this ‘family 
facilitator’ picture. 
 
Q5: What effects are produced; what are the implications (and for whom) of this 
problematisation in this policy? What is changed and what stays the same? How is power 
distributed? (Who wins/loses?) What are the subjectifications? Who is responsible for 
solving the problem? Who is blamed? 
 
Increase in undernourishment? For the policy areas listed to have a positive impact, need to 
have understanding of barriers at household level in terms of constraints on time etc., as well as 
‘food culture’ or ‘family values’ identified earlier. Upstream issues are explicitly itemised, 
which gives the feeling that these are being addressed, whereas in reality the government may 
not have power or political will to do so, e.g. the EDNP food marketing (they would but can’t) 
or profit (could but won’t), so nothing necessarily changes. The government constructs itself as 
explicitly responsible, but the shadow of ‘invisible woman/mother’ is always there, making the 
final selections for her family. The result is continued but hidden focus on downstream issues. 
 
Q6: How and where is this problematisation produced and spread? 
 
In policies like this, though probably not read much by public. In food regulation, e.g. food 
safety. This latter, though very good on one level as far as helping ensure safe food, can have a 
hidden impact, again on the invisible food preparer — e.g., must now get a local Council Food 
Handling certificate to cook for anyone (even if it’s just the family members you normally cook 
for) in a council-owned facility like a camp. (No doubt an unintended effect but real all the 
same.) 
 
Q7: How is the ‘problem’ framed?  
 a. Is the problem of obesity related ill health framed as a biomedical, behavioural 

or socioenvironmental problem? 
b. Is the problem of obesity related ill health framed as curative or preventive? 
c. Is the prevention framed as biomedical, behavioural or socioenvironmental? 

 d. Is this framed as the responsibility of the individual or socioenvironment? 
 
a. Explicitly socioenvironmental–behavioural frame implicit; b. Preventive; c. 
socioenvironmental; d.socioenvironmental.  
 
Q8: Is equity a consideration? How is it represented? Inherent or added on? Does the 
resulting policy present an upstream, midstream or downstream approach to the 
‘problem’? 
 
Yes. It is represented through the identification of ‘food supply’ including a ‘pricing policy; the 
identification of availability and access to healthy and unhealthy foods, costs, and promotion of 
EDNP food’ all indicate that equity is embedded in understanding of healthy weight. These 
factors have clear impact on equity, and are listed near the top of the seven settings listed in 
detail here. Upstream.  
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Appendix C: Policies related to the Healthy Weight Target 

National policies and documents of relevance to this thesis were outlined in Appendix 

A. The following list comprises South Australian and national polices relevant to the 

Healthy Weight Target and to equity in health. Policies listed below were sourced 

largely from the grey literature, from government websites and from the policies 

referenced therein. The resulting list below consists of 50 policies, and was reviewed by 

key informants for comprehensiveness. (More than 125 policies were initially surveyed, 

but many have become unobtainable in the years since this study commenced and have 

been omitted.) 

Core policies  

Government of South Australia 2004, Ministerial physical activity forum, be active 
physical activity strategy 2004–2008, Adelaide, Australia. 

Government of South Australia 2009, Eat well be active healthy weight strategy for 
South Australia 2006–2010: priorities as at November 2009, SA Health, 
Adelaide, Australia. 

South Australian Department of Health 2006a, Eat well be active healthy weight 
strategy for South Australia 2006–2010, Government of South Australia, 
Adelaide, Australia. 

South Australian Department of Health 2006c, Eat well South Australia: public health 
nutrition plan 2006–2008, Government of South Australia, Adelaide, Australia. 

Policies supporting core policies  

South Australian Department of Health 2004, Eat well South Australia public health 
nutrition action plan 2004–2008, Government of South Australia, Adelaide, 
Australia. 

South Australian Department of Health 2006b, Eat well be active healthy weight 
strategy for South Australia 2006–2010: Summary, Government of South Australia, 
Adelaide, Australia. 

South Australian Department of Health 2006d, Eat well South Australia priorities 
2006-2007 summary, Government of South Australia, Adelaide, Australia. 

Documents and policies referenced in core policies 

Government of South Australia 2005, Physical activity in South Australian adults 2004, 
Physical Activity Council and the Physical Activity Council Research Panel, 
Adelaide, Australia 



233 

Government of South Australia 2007, South Australian Food Plan 2007–2010, 
Premier’s Food Council Executive, Adelaide, Australia, Primary Industries and 
Resources SA, Adelaide, Australia 

Government of South Australia 2007, South Australia’s strategic plan. Department of 
the Premier and Cabinet, Adelaide, Australia, viewed 12 February 2015, 
<http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8wOS8wNy8wM18
1OF80M18xMDBfZmlsZQY6BkVU/03_58_43_100_file> 

Government of South Australia 2008, Right bite healthy food and drink supply strategy 
for South Australian schools and preschools, Department of Education and 
Children’s Services, Adelaide, Australia. 

South Australian Department of Health 2008b, Eat well be active television advertising 
and the consumption of unhealthy food and drinks by children, Consultation 
Paper, August, Department of Health, Adelaide, Australia. 

South Australian Department of Health 2008c, Go for 2 & 5 fruit and vegetable 
campaign information bulletin, South Australian Fruit & Vegetable Coalition, 
Adelaide, Australia 

Parliamentary inquiries  

Of particular relevance are the following:  

Commonwealth of Australia 2009a, House of Representatives Inquiry into Obesity, 
Weighing it up–report on obesity in Australia, House of Representatives 
Standing Committee on Health and Ageing, May 2009, Canberra 

Government of South Australia 2004, Social Development Committee Inquiry into 
Obesity, Nineteenth report of the Social Development Committee, May 2004.  

Government of South Australia 2007, Social Development Committee Inquiry into Fast 
Foods and Obesity, Twenty-fifth report of the Social Development Committee, 
March 2007. 

Government of South Australia 2008, Submission to the House of Representatives 
Standing Committee on Health and Ageing’s Inquiry into Obesity, May 2008, 
Adelaide, Australia. 

Government of South Australia, Department of Health, and the Across-Government 
Healthy Weight Taskforce 2009, Eat well be active: measuring our success 
progress report on: The Social Development Committee’s Inquiry into 
Obesity—reported to Parliament May 2004; Fast food and obesity inquiry—
reported to Parliament March 2007; and Eat well be active healthy weight 
strategy for South Australia 2006–2010, Adelaide, Australia, viewed 13 
February 2015, 
<http://www.sahealth.sa.gov.au/wps/wcm/connect/05a06f80465f0429868afe2e5
04170d4/SDC+2011+FINAL-+HPB-02-03-
2011.pdf?MOD=AJPERES&CACHEID=05a06f80465f0429868afe2e504170d4
> 
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Relevant state plans  

Government of South Australia 2004, South Australia’s strategic plan, Department of 
the Premier and Cabinet, Adelaide, Australia, viewed 12 February 2015, 
<http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8wOS8yOC8yMV8
yNF8zOF83OTlfZmlsZQY6BkVU/21_24_38_799_file> 

Government of South Australia 2006, South Australia’s Strategic Plan Audit 
Committee, South Australia’s strategic plan progress report 2006, Adelaide, 
Australia. 

Government of South Australia 2007b, South Australia’s strategic plan: summary of 
targets, Department of the Premier and Cabinet, Adelaide, Australia, viewed 12 
February 2015, 
<http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8wOS8wNy8wNF8
wMF8yN185NjRfZmlsZQY6BkVU/04_00_27_964_file> 

Government of South Australia 2007c, South Australia’s health care plan 2007–2016, 
SA Health, viewed 6 February 2015, 
<http://www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+
Internet/Health+reform/South+Australias+Health+Care+Plan/> 

Government of South Australia 2007d, SA strategic plan target fact sheets 2.2, 
Department of the Premier and Cabinet, viewed 6 February 2015, 
<http://saplan.org.au/fact_sheets/178>  

Government of South Australia 2007e, South Australia’s strategic plan … through a 
health lens, Department of the Premier and Cabinet, Adelaide, Australia, 
viewed 12 February 2015, 
<http://www.health.gov.au/internet/nhhrc/publishing.nsf/Content/458/$FILE/45
8%20-%20O%20-%20SA%20Health%20-
%20SASP%20...through%20a%20health%20lens.pdf> 

Government of South Australia 2008, South Australia’s Strategic Plan Audit 
Committee, South Australia’s strategic plan progress report 2008, Adelaide, 
Australia. 

Government of South Australia 2011a, South Australia’s Strategic Plan, Department of 
the Premier and Cabinet, Adelaide, Australia, viewed 31 December 2014, 
<http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8xMS8wNC8wMV
8wMl8xNF8yMjNfZmlsZQY6BkVU/01_02_14_223_file> 

Hensgen, S 2009, Planning for health: a study on the integration of health and 
planning in South Australia, Report for SA Health, viewed 12 February 2015, 
<http://www.upv.es/contenidos/CAMUNISO/info/U0559149.pdf> 

South Australian Department of Health 2007, SA Health Public Health Directorate 
Strategic Plan 2007–2009, Adelaide, Australia, viewed 12 February 2015, 
<http://www.health.sa.gov.au/pehs/publications/07-public-hlth-strat-plan.pdf> 

http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8wOS8yOC8yMV8yNF8zOF83OTlfZmlsZQY6BkVU/21_24_38_799_file
http://saplan.org.au/media/BAhbBlsHOgZmSSIhMjAxMS8wOS8yOC8yMV8yNF8zOF83OTlfZmlsZQY6BkVU/21_24_38_799_file
http://www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+Internet/Health+reform/South+Australias+Health+Care+Plan/
http://www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+Internet/Health+reform/South+Australias+Health+Care+Plan/
http://saplan.org.au/fact_sheets/178
http://www.health.gov.au/internet/nhhrc/publishing.nsf/Content/458/$FILE/458%20-%20O%20-%20SA%20Health%20-%20SASP%20...through%20a%20health%20lens.pdf
http://www.health.gov.au/internet/nhhrc/publishing.nsf/Content/458/$FILE/458%20-%20O%20-%20SA%20Health%20-%20SASP%20...through%20a%20health%20lens.pdf
http://www.health.gov.au/internet/nhhrc/publishing.nsf/Content/458/$FILE/458%20-%20O%20-%20SA%20Health%20-%20SASP%20...through%20a%20health%20lens.pdf
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South Australian Department of Health 2008a, SA Health strategic plan 2008–2010, 
extended to 2014, Adelaide, Australia, viewed 12 February 2015, 
<http://www.sahealth.sa.gov.au/wps/wcm/connect/a1b9198042602f06b8debeb4
4d317729/Strategic_Plan_Revised2_2013.pdf?MOD=AJPERES&CACHEID=a
1b9198042602f06b8debeb44d317729> 

South Australian Department of Health, 2008c, SA Health strategic plan summary 
2008–2010 Adelaide, Australia, viewed 12 February 2015, 
<http://www.sahealth.sa.gov.au/wps/wcm/connect/69314c004852c756b855fc76
75638bd8/2008-10-strategic-plan-
summary.pdf?MOD=AJPERES&CACHEID=69314c004852c756b855fc767563
8bd8> 

South Australian Department of Health, 2009 SA strategic plan: health equity actions, 
viewed March 2011, 
<http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+int
ernet/about+us/about+sa+health/state+strategic+plan/strategic+plan+health+equ
ity+actions> 

South Australian Department of Health 2009, Chronic disease action plan for South 
Australia 2009–2018, Adelaide, South Australia, viewed 12 February 2015, 
<http://www.ibrarian.net/navon/paper/Chronic_Disease_Action_Plan_for_Sout
h_Australia.pdf?paperid=15276309> 

Other relevant policies and documents  

Centre for Health Equity Training, Research and Evaluation 2008, Equity focused HIA 
[Health Impact Assessment] report: South Australian ABHI [Australian Better 
Health Initiative] school and community initiatives, University of New South 
Wales, Sydney, Australia, viewed 13 February 2015, 
<http://hiaconnect.edu.au/wp-content/uploads/2013/04/SA_ 
EFHIA_of_ABHI.pdf> 

Commonwealth of Australia 2003, Healthy weight 2008: Australia’s future—the 
national action agenda for children and young people and their families, 
National Obesity Taskforce, Department of Health and Ageing, Canberra. 

Commonwealth of Australia 2006, Healthy weight for adults and older Australians: A 
national action agenda to address overweight and obesity in adults and older 
Australians 2006–2010, Department of Health and Ageing, Canberra.  

Commonwealth of Australia 2008, Australia: the healthiest country by 2020, A 
discussion paper, prepared for the National Preventative Health Taskforce, 
Canberra. 

Commonwealth of Australia 2009b, Australia: the healthiest country by 2020, technical 
report 1, obesity in Australia: a need for urgent action, prepared for the 
National Preventative Health Taskforce by the Obesity Working Group, 
Canberra. 

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/state+strategic+plan/strategic+plan+health+equity+actions
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/state+strategic+plan/strategic+plan+health+equity+actions
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/state+strategic+plan/strategic+plan+health+equity+actions
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Commonwealth of Australia 2009c, Australia: the healthiest country by 2020, national 
preventative health strategy—the roadmap for action, prepared for the National 
Preventative Health Taskforce, Canberra. 

Commonwealth of Australia 2011, Department of Health, National Obesity Taskforce 
Membership, [website last updated 4 July 2011], viewed 13 February 2015, 
<http://www.health.gov.au/internet/publications/publishing.nsf/Content/healthy-
weight-2008~healthy-weight-2008-notm> 

Council of Australian Governments 2006, Better health for all Australians action plan, 
Canberra, viewed 13 February 2015, 
<http://archive.coag.gov.au/coag_meeting_outcomes/2006-02-
10/docs/attachment_d_better_health.pdf> 

Council of Australian Governments 2010, National partnership agreement on 
preventive health, attachment 1: implementation plan for the healthy children 
initiative, OPAL, South Australia, viewed 2 March 2015, 
<http://www.federalfinancialrelations.gov.au/content/npa/health_preventive/heal
thy_children/SA_IP_2013.pdf> 

Council of Australian Governments 2010, Implementation plan for social marketing: 
measure up, South Australia, viewed 2 March 2015, 
<http://www.federalfinancialrelations.gov.au/content/npa/health_preventive/soci
al_marketing/SA_IP.pdf> 

Government of South Australia 2004, Eat well SA schools and preschools healthy 
eating guidelines, Department of Education and Children’s Services, Adelaide, 
Australia. 

Government of South Australia 2010, South Australian food strategy 2010–2015, 
Premier’s Food Council Executive, Adelaide, Australia. 

Government of South Australia 2011b, Measuring our success: progress report two on: 
the Social Development Committee’s Inquiry into obesity (reported to 
Parliament May 2004) and the Fast food and obesity inquiry (reported to 
Parliament March 2007); and Eat well be active healthy weight strategy for 
South Australia 2006–2010, viewed 10 January 2015, 
<http://www.health.sa.gov.au/pehs/branches/health-
promotion/measuringoursuccess-pehs-sahealth-090923.pdf> 
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Appendix D: Interview schedules 

 

FLINDERS UNIVERSITY OF SOUTH AUSTRALIA 
SOUTHGATE INSTITUTE FOR HEALTH, SOCIETY AND 

EQUITY 

‘Targeting Healthy Weight’ 
INTERVIEW SCHEDULE for OPAL 

Operations 
 

My name is Louise Townend, and I am a PhD candidate in the Southgate Institute for 
Health, Society and Equity at Flinders University.   

The title of my research project is ‘Targeting Healthy Weight’, in which I look at the 
different understandings of healthy weight in the SA Healthy Weight Strategy, how 
these impact on health equity, and how this translates into a community program. This 
research will eventually lead to a doctoral thesis and possibly other publications. 

Your name and contact details were obtained from material on public websites or SA 
Health documents and your choice to participate or not in my research will not be 
passed on to anyone from your organisation. 

I’m going to ask you a series of questions about your knowledge of the OPAL Obesity 
Prevention and Lifestyle program. You may skip any question or stop the interview at 
any time.  

I’d like to tape record the interview to ensure accuracy. If this is okay would you mind 
signing these two consent forms—I’ll leave one with you.  

First name: 

Section: 

Interview date/time: 

Transcribed: 

Edited: 

Sent: 

Comments: 
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Introduction: OPAL 

1. Can you explain what your role in OPAL is? 

 

Can you tell me something about your own background [years & type of experience] 

in:  

• health promotion?  

• weight? Prevention or management? 

 

Can you tell me something about the history of OPAL from where you stand? 

 

Your experiences? Frustrations? Successes?  

 

2. Focus 

What do you see as the focus of OPAL? 

 

3. Values and assumptions 

What values do you think underpin the OPAL program? What do you think about this?  

 

The term ‘obesity’ is often used. Does this have any impact, do you think? 

 

4. Healthy Weight Target 

OPAL is part of the policy response to the Healthy Weight Target in the SA Strategic Plan—

part of the Healthy Weight Strategy which addresses the problem of unhealthy weight.  

 

What place do you think OPAL has in addressing the Target?  

 

5. The problem of unhealthy weight 

What kind of a ‘problem’ do you think unhealthy weight is? What problem do you think 

underpins OPAL? Who do you think has this problem? Who do you think it’s a problem for? 
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6. Equity 

One of the objectives of the Eat Well Be Active Strategy—and of SA Health—is health 

equity: ‘4. To make the greatest gain in those population groups who have the highest 

burden of overweight and obesity and poorest health outcomes’. 

 
How are the ‘population groups who have the highest burden of unhealthy weight and poorest 

health outcomes’ being helped? (Is evidence on this available yet?) Will some people miss out? 

Who? 

 
To what extent does equity feature in OPAL do you think? To what extent do you think 
health equity is incorporated within OPAL/the different programs? 
 
How does this accord with your understanding of health equity (in this context)? If it doesn’t, 

in what ways? 

 

Looking at T2.2, should it be achieved, do you think this program intervention will contribute 

to the equitable distribution of the 10% increase in people with healthy weight? 

 
I understand that the selection of council sites included measures of—SES, Aboriginal 

population—can you tell me more? What happens on the ground? 

 
Is there any feedback identifying groups who feel they are being excluded or 

overlooked? 

 

How do you see the social marketing approach impacting on equity? 

 

The public presentations have talked about ‘adapting levers’ (social marketing messages?) for 

different socioeconomic groups… If you are familiar with this, are you able to enlarge on this? 

 

7. Roles of different sectors 

Can you explain the roles played in OPAL by the: 

• government sector 

• community sector 

• public—individuals/families/community 

• private sector? 

 



241 

Community consultation and engagement of the government sector with community 

groups is also mentioned. Can you run through how this works in practice? Who? 

How? What is the response of community groups? 

 

How do the OPAL Council Managers go about deciding which programs to work with? 

 

Regarding the private sector, the EPODE model is based on four pillars, one of which is 

private sector partnerships. The program here in SA, however, is government funded. 

How do you think you might achieve sustainability without private sector partners?  

 

8. Model 

OPAL is informed by two committees, the Scientific Advisory Committee and the 

Strategic Advisory Committee. What is your understanding of: 

• the role played by these committees? 

• the roles played by the different groups represented on these committees? 

 

The job description for OPAL Council Managers makes it very clear that behaviour 

change is a priority. Although ‘environments for healthy lifestyles’ are mentioned in 

the broad program descriptions which I have, behavioural and lifestyle change seem to 

feature more prominently. Where do you see lifestyle and behavioural changes fitting 

in to OPAL? What examples can you give? 

How do the different elements get balanced? 

 

To what extent can OPAL make healthy choices the easiest choices?  

• Do you think there is a role for industry in helping with this? 

• Are there any changes you can think of which might help empower families and 

communities to make wise choices?  

• What might help to make healthy choices the easy choices?  

 

What is your experience of trying to influence the environment? What factors do you 

think influence this environment? Do you think OPAL is able to impact these? Are 

there any factors which you can identify as important but which you feel OPAL hasn’t 

been able to influence? Which? Any thoughts on why?  
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9. Social marketing  

What do you see as the strengths and weaknesses of the social marketing approach? 

 

What evidence do you draw on?  

 

Who comes up with the messages for OPAL? How does this process unfold? 

 

How do you tell whether it’s working? (Messages themselves and method.) How IS it 

going? 

 

I understand that different materials and information resources have been produced for 

different stakeholders like parents and health professionals? May I see them? How do 

they work? 

 

In what ways have the material and the messages been tailored to different cultural and 

language groups?  

 

Some questions have been raised about how well the link between social marketing and 

obesity reduction stands up in the original evaluation of the first two EPODE 

communities. This is obviously important as the EPODE model highlights - and relies 

heavily on – social marketing. Do you have any thoughts on this? 

 

10. Evaluation 

 
I understand there is an Evaluation Coordinator, but I’m interested in your perspective 

on this too.  

 

OPAL is already established in10 sites, and I understand that there will eventually be 

20. Can you explain how and what will be evaluated? 

 
How will the different types of work be evaluated?  
 
What is your understanding of how success will be measured regarding: 

• individual change 
• organisational change 
• normative change? 
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What are your thoughts about this? 

 

I’m aware that measuring children’s BMI marker drew a strong audience response at 

health worker information sessions and was discussed in the local press, raising 

concerns about privacy, stigmatisation and duty of care/provision of follow up help to 

families. I believe that the issue was referred to the SAC—can you tell me how it has 

been resolved? 

 
 

11.  Is there anything you’d like to add? 

  



244 

FLINDERS UNIVERSITY OF SOUTH AUSTRALIA 
SOUTHGATE INSTITUTE FOR HEALTH, SOCIETY AND 

EQUITY 

‘Targeting Healthy Weight’ 
INTERVIEW SCHEDULE for OPAL 

Council 
 
My name is Louise Townend, and I am a PhD candidate in the Southgate Institute for 
Health, Society and Equity at Flinders University.   

The title of my research project is ‘Targeting Healthy Weight’, in which I look at the 
different understandings of healthy weight in the SA Healthy Weight Strategy, how 
these impact on health equity, and how this translates into a community program. This 
research will eventually lead to a doctoral thesis and possibly other publications. 

Your name and contact details were obtained from material on public websites or SA 
Health documents and your choice to participate or not in my research will not be 
passed on to anyone from your organisation. 

I’m going to ask you a series of questions about your knowledge of the OPAL Obesity 
Prevention and Lifestyle program. You may skip any question or stop the interview at 
any time.  

I’d like to tape record the interview to ensure accuracy. If this is okay would you mind 
signing these two consent forms—I’ll leave one with you.  

 

First name: 

Section: 

Interview date/time: 

Transcribed: 

Edited: 

Sent: 

Comments: 
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Introduction: OPAL 
1. Can you explain what your role is in connection with OPAL? 

 
Can you tell me a little about your own background [years & type of experience] 

in the field of:  

• community programs 

• health promotion? 

• weight? (Prevention or management?)  

 
Can you tell me something about the history or background of OPAL from your 
perspective? 

 
Your experiences? High points? Frustrations?  

 
2. Focus 

What do you see as the focus of OPAL? 
 
3. Values and assumptions 

What values do you think underpin the OPAL program? What do you think about this?  
 
The term ‘obesity’ is often used. Does this have any impact, do you think? 
 
4. Healthy Weight Target 

OPAL is part of the policy response to the Healthy Weight Target in the SA Strategic 

Plan – part of the Healthy Weight Strategy which addresses the problem of unhealthy 

weight.  

 

What place do you think OPAL has in addressing the Target?  
 
5. The problem of unhealthy weight 

What kind of a ‘problem’ do you think unhealthy weight is? What problem do you 

think underpins OPAL? Who do you think has this problem? Who do you think it’s a 

problem for? 

 
6. Equity 

One of the objectives of the Eat Well Be Active—and of SA Health—is health equity: 

‘4. To make the greatest gain in those population groups who have the highest burden 

of overweight and obesity and poorest health outcomes’. 

 



246 

How do you see the ‘population groups who have the highest burden of unhealthy 

weight and poorest health outcomes’ being helped? (Is evidence on this available yet?) 

Will some people miss out? Who? 

 

To what extent does equity feature in OPAL do you think? To what extent do you think 

health equity is incorporated within OPAL/the different programs? 

 

Does this accord with your understanding of health equity (in this context)? If not, 

how? 

 

Looking at T2.2, should it be achieved, do you think this program intervention will 

contribute to the equitable distribution of the 10% increase in people with healthy 

weight? 

 

I understand that the selection of council sites included measures of disadvantage—

SES, Aboriginal population—can you tell me more? What happens on the ground? 

 

Is there any feedback identifying groups who feel they are being excluded or 

overlooked? 

 

What impact do you think the presence of OPAL has on health equity in your region? 

What impact do you think OPAL has on those parts of SA—particularly disadvantaged 

population groups—which don’t have an OPAL program? 

 

How do you see the social marketing approach impacting on equity? 

 

What is your awareness of different ‘levers’ or approaches being utilised with different 

socioeconomic groups? 

 
7. Roles of different sectors 

What do you think about the roles played in OPAL by the: 

• government sector 

• community sector 

• public—individuals/families/community 
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• private sector? 

 

Community consultation and engagement of the government sector with community 

groups is also mentioned. From your perspective, how does this work in practice? 

Who? How? What is the response of community groups? 

 

What do you think are the considerations that influence which programs OPAL works 

with in a council area? 

 

Regarding the private sector, the EPODE model is based on 4 pillars, one of which is 

private sector partnerships. The program here in SA, however, is government funded. 

How do you think OPAL might achieve sustainability, after the five year funding 

period, without private sector partners?  

 

8. Model 

OPAL is informed by two committees, the Scientific Advisory Committee and the 

Strategic Advisory Committee. What is your understanding of: 

• the role played by these committees? 

• the roles played by the different groups represented on these committees? 

 

The job description for OPAL Council Managers makes it very clear that behaviour 

change is a priority. Although ‘environments for healthy lifestyles’ are mentioned in the 

broad program descriptions which I have, behavioural and lifestyle change seem to 

feature more prominently. Where do you see lifestyle and behavioural changes fitting in 

to OPAL? What examples can you give? 

 

How do you think the different elements get balanced? 

 

To what extent can OPAL make healthy choices the easiest choices?  

Do you think there is a role for industry in helping with this? 

Are there any changes you can think of which might help empower families and 

communities to make wise choices?  

What might help to make healthy choices the easy choices? 
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What is your experience of trying to influence the environment? What factors do you 

think influence this environment? Do you think OPAL is able to impact these? Are 

there any factors which you can identify as important but which you feel OPAL hasn’t 

been able to influence? Which? Any thoughts on why?  

 

9. Social marketing  

What do you see as the strengths and weaknesses of the social marketing approach? 

 

Who comes up with the messages for OPAL? How does this process unfold? 

 

How do you tell whether it’s working? (Messages themselves and method.) How IS it 

going? 

 

I understand that different materials and information resources have been produced for 

different stakeholders like parents and health professionals? How do they work? 

 

In what ways have the material and the messages been tailored to different cultural and 

language groups? 

 

Some questions have been raised about how well the link between social marketing and 

obesity reduction stands up in the original evaluation of the first two EPODE 

communities. This is obviously important as the EPODE model highlights - and relies 

heavily on – social marketing. Do you have any thoughts on this? 

 

10. Evaluation 

I understand there is an Evaluation Coordinator, but I’m interested in your perspective 

on this too.  

 

How will the different types of work OPAL is involved with be evaluated?  

 

What is your understanding of how success will be measured regarding: 

• Individual change 

• Organisational change 

• Normative change? 
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What are your thoughts about this? 

 

I’m aware that measuring children’s BMI marker drew a strong audience response at 

health worker information sessions and was discussed in the local press, raising 

concerns about privacy, stigmatisation and duty of care/provision of follow up help to 

families. I believe that the issue was referred to the SAC – can you tell me how it has 

been resolved? 

 

 

11. Is there anything you’d like to add? 
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FLINDERS UNIVERSITY OF SOUTH AUSTRALIA 
SOUTHGATE INSTITUTE FOR HEALTH, SOCIETY AND 

EQUITY 

‘Targeting Healthy Weight’ 
INTERVIEW SCHEDULE for OPAL 

Evaluation & Scientific Advisory Committee 

 
My name is Louise Townend, and I am a PhD candidate in the Southgate Institute for Health, 
Society and Equity at Flinders University.   
The title of my research project is ‘Targeting Healthy Weight’, in which I look at the different 
understandings of healthy weight in the SA Healthy Weight Strategy, how these impact on 
health equity, and how this translates into a community program. This research will eventually 
lead to a doctoral thesis and possibly other publications. 
Your name and contact details were obtained from material on public websites or SA Health 
documents and your choice to participate or not in my research will not be passed on to anyone 
from your organisation. 
I’m going to ask you a series of questions about your knowledge of the OPAL Obesity 
Prevention and Lifestyle program. You may skip any question or stop the interview at any 
time.  
I’d like to tape record the interview to ensure accuracy. If this is okay would you mind signing 
these two consent forms—I’ll leave one with you.  
 

First name: 

Section: 

Interview date/time: 

Transcribed: 

Edited: 

Sent: 

Comments: 
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Introduction: OPAL 

1. Can you explain what your role in OPAL is? 

 

Can you tell me something about your own background [years & type of experience] 

in:  

• health promotion?  

• weight? Prevention or management? 

 

Can you tell me something about the history of OPAL from where you stand? 

 

Your experiences? Frustrations? Successes?  

 

2. Focus 

What do you see as the focus of OPAL? 

 

3. Values and assumptions 

What values do you think underpin the OPAL program? What do you think about this?  

 

The term ‘obesity’ is often used. Does this have any impact, do you think? 

 

4. Healthy Weight Target 

OPAL is part of the policy response to the Healthy Weight Target in the SA Strategic Plan—

part of the Healthy Weight Strategy which addresses the problem of unhealthy weight.  

 

What place do you think OPAL has in addressing the Target?  

 

5. The problem of unhealthy weight 

What kind of a ‘problem’ do you think unhealthy weight is? What problem do you think 

underpins OPAL? Who do you think has this problem? Who do you think it’s a problem for? 
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6. Equity 

One of the objectives of the Eat Well Be Active Strategy – and of SA Health – is health 

equity: ‘4. To make the greatest gain in those population groups who have the highest 

burden of overweight and obesity and poorest health outcomes’. 

 
How are the ‘population groups who have the highest burden of unhealthy weight and poorest 

health outcomes’ being helped? (Is evidence on this available yet?) Will some people miss out? 

Who? 

 
To what extent does equity feature in OPAL do you think? To what extent do you think 

health equity is incorporated within OPAL/the different programs? 

 
How does this accord with your understanding of health equity (in this context)? If it doesn’t, 

in what ways? 

 

Looking at T2.2, should it be achieved, do you think this program intervention will contribute 

to the equitable distribution of the 10% increase in people with healthy weight? 

 
I understand that the selection of council sites included measures of disadvantage – 

SES, Aboriginal population – can you tell me more? What happens on the ground? 

 
Is there any feedback identifying groups who feel they are being excluded or 

overlooked? 

 

How do you see the social marketing approach impacting on equity? 

The public presentations have talked about ‘adapting levers’ (social marketing messages?) for 

different socioeconomic groups. If you are familiar with this, are you able to enlarge on this? 

 

7. Roles of different sectors 

Can you explain the roles played in OPAL by the: 

a. government sector 

b. community sector 

c. public – individuals/families/community 

d. private sector? 
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Community consultation and engagement of the government sector with community 

groups is also mentioned in the OPAL presentations. What is your awareness of how 

this works in practice? Who? How? What is the response of community groups? 

 

Regarding the private sector, the EPODE model is based on 4 pillars, one of which is 

private sector partnerships. The program here in SA, however, is government funded. 

How do you think you might achieve sustainability without private sector partners?  

 

8. Model 

OPAL is informed by two committees, the Scientific Advisory Committee and the 

Strategic Advisory Committee. What is your understanding of: 

• the role played by these committees?  

• the roles played by the different groups represented on these committees? 

 

The job description for OPAL Council Managers makes it very clear that behaviour 

change is a priority. Although ‘environments for healthy lifestyles’ are mentioned in 

the broad program descriptions which I have, behavioural and lifestyle change seem to 

feature more prominently. Where do you see lifestyle and behavioural changes fitting 

in to OPAL? What examples can you give? 

 

How do the different elements get balanced? 

 

To what extent can OPAL make healthy choices the easiest choices?  

• Do you think there is a role for industry in helping with this? 

• Are there any changes you can think of which might help empower families and 

communities to make wise choices?  

• What might help to make healthy choices the easy choices?  

 
What is your experience of trying to influence the environment? What factors do you 

think influence this environment? Do you think OPAL is able to impact these? Are 

there any factors which you can identify as important but which you feel OPAL hasn’t 

been able to influence? Which? Any thoughts on why?  

 

 



254 

9. Social marketing  

What do you see as the strengths and weaknesses of the social marketing approach? 

 

What evidence do you draw on?  

 

Who comes up with the messages for OPAL? How does this process unfold? 

 

How do you tell whether it’s working? (Messages themselves and method.) How IS it 

going? 

 

In what ways have the material and the messages been tailored to different cultural and 

language groups?  

 

Some questions have been raised about how well the link between social marketing and 

obesity reduction stands up in the original evaluation of the first two EPODE 

communities. This is obviously important as the EPODE model highlights - and relies 

heavily on – social marketing. Do you have any thoughts on this? 

 

10. Evaluation 

OPAL is already established in10 sites, and I understand that there will eventually be 

20. Can you explain how and what will be evaluated? 

 
The public information sessions have given an overview of some of the evaluation 

methods which will be used. Are you able to elaborate on the following please? 

• ‘statewide monitoring’ 
• ‘mixed methods’ … 

• ‘Sociological surveys’—interviews with different stakeholders? 
What else? Will changes in healthy behaviours (eating habits, 
physical activity) etc. be measured? 

 
Can you explain about the control groups you are using? 
 

How will success be measured regarding: 
• individual change 
• organisational change 
• normative change? 

 
What are your thoughts about this? 
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How will the different types of work be evaluated?  
 
What are the program outcome markers?  

• Qualitative c.f. quantitative?  
• Why these? (T2.2?) 
• What are your thoughts about these markers. 

 
I’m aware that measuring children’s BMI marker drew a strong audience response at 

health worker information sessions and was discussed in the local press, raising 

concerns about privacy, stigmatisation and duty of care/provision of follow up help to 

families. I believe that the issue was referred to the SAC—can you tell me how it has 

been resolved? 

 
11.  Is there anything you’d like to add? 
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Appendix E: Letters to participants 
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Appendix F: Example of analysis of interviews using WPR framework 

Problematisation WPR 
1: Problem 

representation 

OPAL program 

Workers’ reflections 
on the community-
based component of 
OPAL 

 

Complex  

Obesity is a complex problem (requiring a complex, multifaceted solution). 

Community-based and following community development principles 

Obesity is a worldwide population-level problem but is manifested in 
particular, local ways. OPAL’s community-based rollout implies that the 
environments in which people live impact obesity. 

Project sites located in disadvantaged populations 

The problem of obesity impacts more heavily on populations that experience 
disadvantage, here, low SES and Aboriginal populations. This suggests 
obesity is related to population characteristics.  

Works through local councils, community organisations and stakeholders  

Obesity is the kind of problem that can be addressed through policy and 
planning, and service provision at a local level; obesity is the kind of problem 
that councils and local organisations and NGOs can deal with—not 
disconnected from their ordinary business. Obesity is not just about health 
but is a broad policy problem. 

Follows socio-ecological theory 

Obesity is a problem that is best understood through a socio-ecological 
perspective, that is, a perspective which proposes that behaviours are best 
understood by considering the individual-in-the-environment. 

Environments and individuals are focus of change 

Obesity is a problem embedded in the environment (physical, structural, 
legislative, organisational, ideational and normative). OR Could say, Obesity 
is a problem embedded in the environment and in social norms. 

Commercial environment 

Obesity is a problem that is caused, at least in part, by the commercial 
environment and thus by the corporate sector that drives the commercial 
environment; however, it is not a problem that is appropriately addressed or 
possibly, it is not appropriate to be addressed, by the corporate sector. 

Aiming to meet Health Weight Targets 

Healthy Weight Targets (HWTs) and funding construct population-level 
obesity as an aggregate of obese individuals.  

AC members’ 
reflections on the 
community-based 
component of OPAL 

 

 

 

 

 

Complex 

Obesity is a complex problem (requiring a complex, multifaceted solution). 

Community-based and  following community development principles 

Obesity is a worldwide population-level problem but is manifested in 
particular, local ways. OPAL’s community-based rollout implies that the 
environments in which people live impact obesity. As obesity is represented 
as the kind of problem that is best dealt with by upholding the principles of 
community development, such as self-determination, it can be inferred that 
for results to be effective, interventions must adhere to these principles also, 
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Problematisation WPR 
1: Problem 

representation 

OPAL program 

 

AC members’ 
reflections on the 
community-based 
component of OPAL 

 

that is, be community-driven and ‘bottom-up’. 

Project sites located in disadvantaged populations 

The problem of obesity impacts more heavily on populations that experience 
disadvantage, here, low SES and Aboriginal populations. This suggests 
obesity is related to population characteristics.  

Works through local councils, community organisations and stakeholders  

Obesity is not simply a health problem or problem for health—it is the kind 
of problem that can be addressed through policy and planning, and service 
provision at a local level; obesity is the kind of problem that councils and 
local organisations and NGOs can deal with—not disconnected from their 
ordinary business.  

Follows socio-ecological theory 

Obesity is a problem that is best understood through a socio-ecological 
perspective, that is, a perspective which proposes that behaviours are best 
understood by considering the individual-in-the-environment.  

Environments and individuals are focus of change 

Obesity is a problem embedded in the environment and in social norms; 
social norms are environment-specific, that is, they are embedded in their 
particular environment. 

Commercial environment 

Obesity is a problem that is caused, at least in part, by the commercial 
environment and thus by the corporate sector which drives the commercial 
environment; the process of the commodification of ordinary practices of life 
contributes to the obesogenic nature of multiple environments; the corporate 
sector is implicated as responsible for contributing to both the problem and 
solution of obesity.  

Aiming to meet Healthy Weight Targets 

Healthy Weight Targets (HWTs) and funding construct population-level 
obesity as an aggregate of obese individuals. This represents the problem of 
obesity as residing in individuals rather than in environments.  

Workers’ reflections 
on the social marketing 
component of OPAL 

 

 

 

 

A program based on EPODE, a privately sponsored French franchise 

This aspect of the EPODE model constructs obesity as a worldwide 
phenomenon that shares common causes rather than being locally embedded 
in unique ways (as a worldwide franchise is a solution). This is at odds with 
the problematisation identified in the community-based component: Obesity 
is a worldwide population-level problem but is manifested in particular, local 
ways; the existence of a franchise suggests that obesity can be addressed 
generically, suggesting that the solution is possibly mismatched to the 
problem. 

The corporate sponsorship of the EPODE model suggests that it is not 
government’s job to fix the problem. The problem is just like any other need 
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Problematisation WPR 
1: Problem 

representation 

OPAL program 

 

Workers’ reflections 
on the social marketing 
component of OPAL 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

that can be supplied by the market, in the same way. Workers agreed that 
private sponsorship did not sit well with cultural expectations here, 
highlighting the difference in roles played by the private sector in France and 
SA. Workers did not represent EPODE’s commercial solution to obesity as 
problematic; however, their acknowledgement that its ‘methodology’ is IP 
and is purchased with the franchise implies that obesity (the problem) or 
healthy weight (the solution) are viewed through a commercial lens. There 
seems to be a major contradiction between this and the deliberate omission of 
the commercial environment from the targets of change identified in the DA 
of the community-based component. 

Changing the normative environment… 

Workers problematised norms as caused by global forces (Tegan), and 
commodification of daily life (Ian), which does not line up with social 
marketing being the solution, nor with omitting the commercial sector from 
the environment that needs to be changed as it implies a view of the 
‘problem’ as fundamental to the economic and social system in which we are 
situated. Their personal explanations though were not ‘OPAL’s’ 
problematisation, i.e. workers identified norms as being driven by global 
forces (Tegan) and by the commercial sector and branding (Ian, Millie and 
Peri) that is, they see OPAL’s goal of impacting norms within this 
construction, but this was not necessarily so for the model (reflected in the 
documentation).  

OPAL’s focus on changing behavioural norms makes individualising 
responsibility (such as Ian’s ‘just do it’ reflections) easy and natural:  it 
problematises the cause of obesity as individual failings in knowledge or 
moral fortitude. 

Changing the normative environment using a social marketing strategy 

This model suggests that obesity is a behavioral problem that can be solved 
by telling people to behave differently. This is at odds with how workers 
identify norms as globally driven. It is also at odds with the problematisation 
of obesity identified in the community-based component:  ‘Obesity is a 
problem embedded in the environment and in social norms’ as it ignores the 
‘environment’ part. 

Positive and non-stigmatising of any product or industry 

Workers represented products and their producers as basically good; the 
involvement of these producers as EPODE program sponsors and the 
identification of the corporate sphere through its explicit quarantining from 
criticism (evident in program documentation and in worker interviews) 
implies their products play a role in obesity. Logically, if they are constructed 
as doing the right thing, then it must be the consumers at fault. Obesity is 
thus represented as being about consumption, not production; it is 
constructed as nothing to do with the products people consume—with the 
product-laden environment they live in, nor with the economic system that 
supports it. Workers’ reflections and the program documentation did not 
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Problematisation WPR 
1: Problem 

representation 

OPAL program 

 

Workers’ reflections 
on the social marketing 
component of OPAL  

conflict here. 

 

Changing the normative environment in the home 

Again, both workers and program documentation represented obesity as the 
outcome of unhealthy changes to family lifestyle.  
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Problematisation WPR 
1: Problem 

representation 

OPAL program 

AC members’ 
reflections on the social 
marketing component 
of OPAL 

 

A program based on EPODE, a privately sponsored French franchise 

This aspect of the EPODE model constructs obesity as a worldwide 
phenomenon that shares common causes rather than being locally embedded 
in unique ways (as a worldwide franchise is a solution). This is at odds with 
the problematisation identified in the community-based component: Obesity 
is a worldwide population-level problem but is manifested in particular, local 
ways; the existence of a franchise suggests that obesity can be addressed 
generically, suggesting that the solution is possibly mismatched to the 
problem. AC members noted fundamental contradictions between a ready-
made franchised solution being applicable to a complex and contextually 
unique problem.   

The corporate sponsorship of the EPODE model suggests that it is not 
government’s job to fix the problem. The problem is just like any other need 
that can be supplied by the market, in the same way. AC members 
represented EPODE’s commercial solution to obesity as problematic, 
specifically questioning the status and applicability of its ‘methodology’ and 
critiquing its profiting from what they represented was a public health 
promotion intervention. 

Changing the normative environment 

In contrast to workers, AC members represented norms as emanating from 
and embedded in the environments (social and material) people inhabit. This 
problematisation is consistent with that of the community-based component. 

Changing the normative environment using a social marketing strategy 

AC members were thus predominantly cautious about the extent to which 
social norms can be altered by social marketing. 

Positive and non-stigmatising of any product or industry 

Unlike workers, AC members were highly critical of the role played by 
industry in contributing to the obesogenic environment. Favouring 
environmental explanations of obesity, AC members represented legislative 
curtailment of the food and marketing industries (rather than product 
reformulation) being necessary to alter the obesogenic environment. 
Although unwise consumption was alluded to, they predominantly 
constructed the problem lying with production rather than consumption. 

Changing the normative environment in the home: the ‘good parent’ 
AC members represented the home environment as a potent influence on 
parenting practices; rather than seeing parenting norms as isolated, they saw 
them as responsive to environmental pressures, though parents were 
sometimes constructed as individually responsible for needing to change, 
particularly when children’s health was represented as at risk from 
permissive parenting practices.   
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Appendix G: Synthesis of main findings 

 EWBA documents OPAL documents OPAL interviews Composite 
 

Problematisation 
 

Primary 
Unhealthy eating 
and physical 
activity behaviours, 
leading to 
unhealthy weight.  

Primary  
Unhealthy eating 
and physical activity 
behaviours, leading 
to unhealthy weight.  

Primary  
Local environments are 
causing weight gain in 
individuals. 
 

Primary  
Unhealthy eating 
and physical activity 
behaviours, leading 
to unhealthy weight.  

Secondary 
Poor health to 
individuals and 
economic costs to 
society. 

Secondary  
This problem is 
worse among people 
who experience 
other disadvantages.   

Secondary 
Obesity is a complex, 
worldwide population-
level problem that is 
manifested in 
contextually unique 
ways.   

Secondary 
Structural drivers of 
unhealthy weight 
can impact directly 
on individuals.  

Its causes 
 

Primary  
Unhealthy eating 
and physical 
activity levels:  
risky behaviours. 
 

Primary  
Physical and 
normative 
environments make 
healthy choices 
difficult, especially 
for people 
experiencing 
disadvantage.  

Primary  
Environments impact 
on individuals both 
directly through 
physical environments, 
and indirectly, through 
normative 
environments,  
 

Primary  
Environmental 
drivers constrain 
choices, meaning 
that unhealthy 
eating and physical 
activity behaviours 
are not entirely 
volitional.  

Secondary 
Behaviours are 
mediated by risky 
environments.  
 
The foods that are 
not eaten are a 
problem, but not 
the foods that are 
eaten. The food 
supply is a problem 
but not food 
production. The 
problem has 
complex drivers but 
the commercial 
sector is not 
explicitly identified 
as one of them.  

Secondary 
Behaviours are the 
result of choices. 
 
Poor consumption 
choices are driving 
unhealthy weight; 
commercial 
products and sector 
only implicitly 
problematised, and 
then at a local level.  

Secondary 
Environmental impact 
is mediated by 
behaviour.  
 
Workers: norms are 
partly decontextualised 
as free choices; 
proximal drivers are 
identified; commercial 
products are not 
problematised. 
 
AC members: norms 
are seen as materially 
based; distal drivers are 
identified; the 
commercial 
commodified 
environment is 
problematised.  

Secondary 
Healthy choices are 
not easy, especially 
for people 
experiencing 
disadvantage.  
 
Environmental 
drivers are rarely 
identified as 
including the 
commercial sector 
or products. 

Its solution 
 
 
 
 
 
 
 
 
 
 
 

Primary  
Behavioural 
change—healthy 
eating and physical 
activity: 
participation in 
healthy lifestyle 
opportunities. 
 

Primary  
Local environments 
(physical and 
normative) need to 
be more supportive 
of healthy choices, 
i.e., make them 
easier.  
 

Primary  
OPAL is a meso-level 
solution to a problem 
that has macro- as well 
as meso-level causes. 
OPAL as a ‘solution’ 
thus addresses 
intermediary rather 
than ultimate causes of 
the problem. Its 
efficacy is thus 
questionable.  

Primary  
Make environments 
as supportive of 
healthy eating and 
physical activity 
choices as 
possible… 
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 EWBA documents OPAL documents OPAL interviews Composite 
 

Its solution 
(cont’d) 
 

Secondary 
Supportive local 
environments that 
make healthy 
choices easier. 
 
Structural changes 
are also necessary. 
The commercial 
sector has a role in 
this.  
 
Positive 

Secondary 
The commercial 
sector has always 
been part of the 
formal solution 
through the EPODE 
partnership model, 
although OPAL’s 
stance is more 
circumspect.  
 
The focus is still on 
consumption not 
production, and on 
increasing healthy 
consumption. 
 
Positive and local.  

Secondary 
As most workers see 
norms as separate from 
their material 
environment, a social 
marketing strategy is 
congruent with 
achieving behavioural 
change. For AC 
members, however, 
OPAL’s success 
depends much more on 
achieving 
environmental changes. 
 
Positive and local 
(workers); distal as well 
as local (AC). 
 

Secondary 
… while focusing 
on positive changes. 
 
The commercial 
sector can be a part 
of this solution by 
offering healthy 
choices in its 
product lines.  

How this 
problematisation 
frames 
responsibility 
 
 

Collective: 
Although 
behavioural change 
is the core solution, 
responsibility is 
framed as shared 
between the state as 
the leader.  

Collective: 
Environmental 
change to provide 
healthful 
opportunities is a 
collective 
responsibility. 
 

Collective: Socio-
environmental seen as 
needing to drive.  
 

Collective: People 
will be helped as 
much as possible 
through 
environmental and 
structural change.  

Individual: with the 
public having a 
civic duty to 
follow. 
 
Mixture of 
behavioural/socio-
environmental, with 
joint collective and 
individual 
responsibility.  
 

Individual: The final 
onus of 
responsibility is 
placed on 
individuals availing 
themselves of these 
opportunities by 
actively choosing 
the healthier 
options.  
 
Mixture of 
behavioural/socio-
environmental, with 
joint collective and 
individual 
responsibility  

Individual behavioural 
change.  
 
A mix of 
individual/behavioural 
(workers) and socio-
environmental (AC and 
workers). 
 
Mixture of 
behavioural/socio-
environmental, with 
joint collective and 
individual 
responsibility. 

Individual: 
Ultimately, 
however, healthy 
weight-promoting 
behaviours are up to 
the individual.  
 
The secondary 
problematisation of 
distal drivers 
directly impacting 
people’s weight 
places all 
responsibility at the 
collective level, 
shared by the state 
and the private for-
profit sector (policy 
documents). 
 
Mixture of 
behavioural/socio-
environmental, with 
joint collective and 
individual 
responsibility. 

How this is likely 
to affect health 
equity  
 
 
 
 
 
 
 
 
How this is likely 

Explicit 
commitment to 
equity; 
environmental 
changes likely to be 
equity enhancing to 
a degree, but the 
minimal focus on 
structural changes 
is likely to limit 
their impact to the 
intermediary level 

Commitment to 
equity via targeting 
OPAL projects to 
communities 
experiencing 
disadvantage, 
undermined by 
inclusion of social 
marketing strategy 
which is known to 
have deleterious 
effect on equity (  

Commitment to equity 
via targeting OPAL 
projects to communities 
experiencing 
disadvantage, 
undermined by 
inclusion of social 
marketing strategy that 
is known to have 
deleterious effect on 
equity  
If environmental 

While equity is 
likely to be 
enhanced most if the 
regulatory and other 
structural changes 
identified in the 
policy documents 
occurs, this is a 
minor focus of the 
HWS and has a 
history of not 
happening. 
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 EWBA documents OPAL documents OPAL interviews Composite 
 

to affect health 
Equity (cont’d) 

of supporting 
volitional behaviour 
changes. These are 
less likely to be 
equitable unless 
communities that 
experience high 
levels of 
disadvantage 
receive most 
assistance.  

 
If environmental 
changes in these 
communities are 
significant, so that 
the social marketing 
messages can be 
easily implemented 
by families, OPAL 
might enhance 
equity in terms of 
healthy weight. 
  

changes in these 
communities are 
significant, so that the 
social marketing 
messages can be easily 
implemented by 
families, OPAL might 
enhance equity in terms 
of healthy weight. 
 
The belief expressed by 
some workers that 
OPAL’s commitment 
to equity had been 
fulfilled by targeting 
projects, in conjunction 
with their 
decontextualisation of 
social marketing 
messages, might 
undermine equity. 

 
Addressing equity 
issues is an integral 
part of OPAL, 
which recognises 
that the 
environments in 
which some people 
live their lives 
create more risks for 
health, including 
healthy weight, than 
do the environments 
in which others live.   
 
In terms of OPAL 
and the broader 
‘making healthy 
choices easy 
choices’ frame, the 
result is only likely 
to impact positively 
on health equity if 
substantial material 
changes to local 
environments are 
achieved, especially 
in communities 
experiencing 
disadvantage. 
 
Where social 
marketing is 
implemented 
without material 
change, the effect 
on equity is likely to 
be negative. 
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