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ABSTRACT

The multi-factorial causes of obesity demand integrated prevention policies
with the collaboration of diverse sectors, although to date, there is little
evidence of engagement by non-health sectors in developing obesity
prevention policies. In this commentary, we develop a three-step argument
for improving intersectoral collaboration. We first note that to encourage
non-health sectors in developing and implementing integrated preventive
policies, obesity should be reframed as a systemic problem rather than its
dominant framing as a matter of individual behavioural change. We then
propose a co-framing of obesity, such that it aligns with the policy goals
of diverse non-health sectors. Finally, drawing on the network governance
literature, we argue that a network-based governance approach with
an independent network administrative organization will best facilitate
multisectoral collaboration through a successful co-framing strategy.
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Introduction
The obesity epidemic has been growing steadily over the last three decades in all countries and amongst
all segments of society (Gortmaker et al., 2011). Cultural, environmental, genetic and behavioural factors, all contribute to the development of obesity (Huang et al., 2015); most of these lie outside the
direct mandate of the health sector. Obesity prevention, therefore, requires a multifaceted integrated
approach, often referred to as Whole-of-Government or Health in All Policies (HiAP) approach (Kickbusch
& Gleicher, 2012). In this commentary, we draw on the literature about problem framing to assert that a
key barrier to integrated action is how obesity continues to be framed predominantly as an individual
problem. We first argue that obesity needs to be reframed from an individual to a systemic (or social/
commercial determinants of ) health problem, highlighting the role of non-health (including corporate
food and beverage) sectors in contributing to the obesity pandemic. We then argue that in reframing
obesity, it should be ‘co-framed’ to take account of the policy goals, interests and mandates of those
non-health sectors not actually implicated in contributing to the obesity pandemic. Co-framing can
address a key barrier to obesity prevention, that the problem is often considered to be the primary, if
not sole, responsibility of the health sector (Newman, Ludford, Williams, & Herriot, 2014). Finally, drawing
on the network governance literature, we suggest that a specific network governance arrangement,
the network administrative organization (NAO) model, will best facilitate co-framing and approaching
obesity through a HiAP lens.
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HiAP: an integrative approach to obesity prevention
Recent years have seen a fast growing recognition of, and emphasis on, intersectoral collaboration
for health at the global level. The UN Political Declaration on Non-Communicable Diseases, the WHO
Commission on Ending Childhood Obesity, the UN Sustainable Development Goals, the WHO Global
Action Plan on Antimicrobial Resistance and the WHO Commission on Social Determinants of Health
(CSDH), to name but a few, are among high level global agendas/commitments that have directly
called for such collaboration, most prominently a HiAP approach, to address persisting health and
social problems. HiAP is an approach/strategy to operationalize intersectoral collaboration for health.
It includes a set of institutional arrangements managed mainly outside the health sector to ensure the
positive or neutral impact of other sectors’ policies on population health. It is arguably one of the best
strategies to coordinate government actions to tackle complex health problems (Leppo, Ollila, Pena,
Wismar, & Cook, 2013).
Obesity has been widely referred to as a complex ‘wicked’ health problem due to the multiple factors
that contribute to it (e.g. Australian Public Service Commission, 2012). The obesity map developed by the
UK Foresight Institute (Butland et al., 2007) clearly demonstrates such complexity (de Leeuw & Peters,
2015), with frequent calls that obesity prevention should follow an integrated approach like HiAP (e.g.
Newman et al., 2014). To date, however, the evidence of tackling obesity using HiAP is limited (Newman
et al., 2014). We argue in the next section that one reason for this could be that obesity is predominantly
being framed as an individual, rather than a systemic social, problem (Dorfman & Wallack, 2007; Kersh,
2015; Kersh, Stroup, & Taylor, 2011; Klein & Dietz, 2010).

Systemic framing of obesity: a sine qua non for HiAP
The importance of how a health issue is framed, and how such framing shapes policy interventions (its
performative power) is becoming more widely recognized in the public health literature (Aronowitz,
2008). Framing an issue, or how people mentally organize and discuss the central ideas surrounding it,
has a strong impact on how the issue is understood, who is responsible for it, and what should be done
to address it (Lawrence, 2004). The literature on the social construction of policy problems posits that
the way an issue is framed and constructed informs subsequent policy solutions (Gusfield, 1981; Stone,
1989). In the same vein, theories of agenda setting (e.g. Baumgartner & Jones, 2010; Kingdon, 1984)
emphasize how an issue is defined and framed as a public problem and its implications for future policy
outcomes. Gusfield (1981) argues that frames generally refer to causal links, termed as ‘causal stories’
by Stone (1989), ownership, responsibility, and policy solutions. Stone (1989) notes that competition
to control causal stories does not end when an issue reaches the political agenda but extends to the
selection and formulation of policy options/solutions. Attributing causation and assigning responsibility influence how governments, media and the public respond to the issue (Patchett, Yeatman, &
Johnson, 2014). Hall (1993) shows how neoliberal financial policy solutions emerged following the shift
in ideas about the causes of, and solutions to, the economic crises. He believes policy-makers normally
work within a set of ideas that determines not only the policy goals and solutions but also the nature
of problems that they try to address (Hall, 1993). Central to all, these discourses around framing is the
deliberate use of language and symbols in the policy process, especially in how an issue gets in or off
the political agenda (Edelman, 1977, 1985; Elder & Cobb, 1983; Stone, 1989).
In the case of obesity, framing is central to what type of policies or interventions are developed to
tackle it (Lawrence, 2004). For example, an obesity prevention policy that used increased health insurance costs to incentivize behaviour change differs fundamentally from a policy to reduce population
weights through subsidizing fresh fruits and vegetables among low-income communities (Bergeron,
Castel, & Saguy, 2014). The literature on obesity suggests a vigorous frame competition between individual responsibility for health, on the one hand, and social and environmental causes, including corporate influence on food policy, on the other (Jenkin, Signal, & Thomson, 2011; Kim & Anne Willis, 2007;
Lawrence, 2004). Individualized framing generally results in policies that favour personal behavioural
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changes that address the proximal causes of obesity. This framing, critics argue, offers cover to food
and beverage industries that seek to downplay their own responsibility in terms of production and
marketing of obesogenic products (Robbins & Nestle, 2011). Systemic framing locates the root, or more
distal, causes of obesity in an expanding obesogenic environment, with a resulting emphasis on government, industry and civil society responsibilities for action to transform this environment (Lawrence,
2004; Patchett et al., 2014). Despite the work of the CSDH and increased public health reference to
social determinants of health, individualized framing still predominates in much of the health literature
(Jenkin et al., 2011; Kim & Anne Willis, 2007). An abundant literature on public health (e.g. Baum et al.,
2013; Hilton, Patterson, & Teyhan, 2012; Roberto & Kawachi, 2015; Tesh, 1988) reveals how individual
framing of alcohol, tobacco and junk food consumption has led to adoption of policies that disregard
the underlying structural and social determinants. Some suggest this is linked to the influence of the
food and other relevant industries over obesity framing (Klein & Dietz, 2010; Williams & Nestle, 2015).
Although not ignored, especially within the critical public health community, much less attention is
given to more systemic political, cultural and socio-economic determinants of obesity, for example,
the expansion of multinational food and beverage industries in the context of the globalization of
food production and consumption (Baum & Fisher, 2014; Williams & Nestle, 2015). Some locate the
root cause of the current situation in the dominant neoliberal paradigm that is sweeping the world
(Baum & Fisher, 2014; Glasgow, 2012; Labonté, 2016; Labonté & Stuckler, 2016). Glasgow (2012) argues
that a neoliberal political rationality is pervasive through ‘constructing the healthy, active participant
whose primary aim is to return to an economically productive life’. Framing obesity from a neoliberal
stance leads to ‘solutions to burden individuals’ (Atanasova & Koteyko, 2016). This neoliberal extension
of market values to all aspects of life in order to change personal behaviour rests on the assumptions
that individuals can simply be educated to make better choices (e.g. Atanasova & Koteyko, 2016).
We argue for developing a systemic understanding of obesity at a higher policy level to (re)shape
the environment within which obesity is created (Newman et al., 2014). To prevent governments from
succumbing to what has been termed ‘lifestyle drift’ wherein they shift from approaching obesity as a
social problem to an individual one, obesity should be consistently framed as a whole of society concern (Carey, Malbon, Crammond, Pescud, & Baker, 2016). Somewhat paradoxically, we further contend
that the two competing frames (individual and system) could and should be merged to acknowledge
the reciprocal relationship between individual behavioural choices and the social environment which
conditions and constrains such choices (Roberto et al., 2015). That is, the (market) environment not
only shapes the demand and preference for unhealthy products (choice), such choices also incentivize
environmental changes (markets) that encourage more consumption of unhealthy products.
Nathanson (1999) introduces four key methods of framing public health risks that are relevant to any
obesity reframing effort. Risks can be conceived as (1) acquired deliberately or involuntarily, (2) created
knowingly or unintentionally, (3) universal or particular, and (4) arising from within the individual or
from the environment. Framing health issues as involuntary, environmental, universal, and knowingly
created risks represents a systemic framing (Lawrence, 2004). Such a framing for complex public health
problems is not new. It is most evident in the long history of tobacco control programs which saw a shift
in the 1980s from a singular behavioural change approach to one that emphasized the use of policy
levers such as taxation (cost disincentives), availability (for purchase and consumption), and product
advertising and labelling restrictions. More recently, Shiffman and colleagues (2015) note that when
HIV/AIDS was framed as a problem affecting only certain people it had difficulty attracting resources,
but this changed when the problem was reframed more universally as an exceptional disease posing
systemic and almost existential threat to humanity. Although there is some evidence of a similar shift
regarding obesity (e.g. the introduction of sugar taxes on carbonated beverages), there is not yet the
same framing consensus around obesogenic products as exists for tobacco or HIV prevention and
treatment programmes. Rather, as Klein and Dietz (2010) argue, the persisting pejorative connotation
of the term, obesity, has led to ‘its application only to the severely or morbidly obese’ (the ‘particular’
end of the universal/particular framing), reducing its perception as an immediate and more systemic
public health risk.
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Although Nathanson’s four public health risk frames are stated as binary opposites, they are best
regarded as ideal types with movement between them, since is unlikely that an obesity health risk is
never (or at best rarely) only involuntarily or deliberately chosen, knowingly or intentionally created, and
universal or particular in effect. Fully excluding individual behaviour from systemic framing of obesity
removes human agency (with disempowering implications) just as individual framing that ignores
systemic influences obscures corporate culpability. In developing a problem framing that instantiates
both, with the concomitant intent of increasing the likelihood of intersectoral ‘buy-in’ in prevention
planning, the critical public health task becomes one of nuancing which of the two competing frames
receives the greater emphasis.
Thus, public health advocates and policy entrepreneurs when reframing obesity in systemic terms
should also acknowledge some individualized features, i.e. obesity is a risk that originates in the environment, that individuals do not necessarily assume voluntarily, that affects everyone albeit disproportionately some individuals or groups and that is knowingly created by others. By emphasizing systemic
forces, the agency of people to make choices is tempered, but not negated. This framing, we believe,
could better foster a consensus around both the urgency of the problem, and the integrated preventive actions required to mitigate it. Yet, this might not be enough to encourage participation of a wide
range of non-health sectoral actors. This is why we propose the idea of co-framing, as a relatively new
concept in intersectoral collaboration in general and HiAP actions in particular.

Co-framing: a solution to encourage collaboration of non-health sectors?
Co-framing obesity (in systemic terms) with other issues of importance to non-health sectors (e.g.
agriculture, transportation, education, finance, urban planning) could encourage these sectors to
participate in developing and implementing integrated obesity prevention policies. One way to do
co-framing is to translate research evidence on obesity into practical and politically feasible policy
actions for non-health sectors (Newman et al., 2014). Policy actions/recommendations should be aligned
with the policy goals and interests of diverse non-health sectors (apart from those responsible for the
continued production and marketing of obesogenic products), clearly articulating how these sectors
can benefit from obesity-related policy and programme interventions. Working directly with diverse
sectors, looking for areas of alignment and tailoring policy recommendations to their goals can also
enhance cross-cultural understanding and mutual respect leading to further commitment of non-health
sectors to sustained policy implementation (Newman et al., 2014). The key to success here, we believe,
is the ongoing interactions and negotiations among diverse sectors/actors using scientific evidence,
referred to by Jenkins-Smith (1988) as ‘strategic interactions’ or ‘analytical debates’. This co-framing
process, we argue, will lead to collective learning (Heikkila & Gerlak, 2013), also known as policy learning (Jenkins-Smith, 1988; Sabatier & Jenkins-Smith, 1993) and diffusion of ideas (Berry & Berry, 2014;
Chapter 9), both considered as key explanations of policy change (Weible & Carter, 2015). Belief systems
(including values and causal links) are subject to revision on the basis of feedback, experimentation
and evidence (Brewer, 1973) during strategic interactions/analytical debates. Change in value systems
and causal assumptions would change actors’ understanding of, and policy prescription for, the policy
issue (Jenkins-Smith, 1988), here obesity, and ultimately policy solutions. The important role of policy
entrepreneurs (Kingdon, 1984; Mintrom & Norman, 2009) in the process of co-framing should not be
underestimated. They are thought to play a crucial role in fostering policy learning in networks (e.g.
HiAP networks) through mediating between members/actors, raising awareness of the network goals
and developing interactions and dialogues among diverse members/actors (Borzel, 1998; Sabatier &
Weible, 2014). This raises the question of how co-framing might best be achieved.
In a consultancy project undertaken by one of the authors over a decade ago, the normative goals
and core mandates of most of government departments were found to align with those of public health
initiatives to reduce health inequities. The wording of these goals and mandates varied slightly, but there
was far more similarity than difference – a co-framing that became a starting point for strengthening
HiAP efforts. But, there are also more recent experiences of successful co-framing between various
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health and non-health sectors directly related to obesity. The South Australia (SA) HiAP Healthy Weight
Project (Newman et al., 2014) provides such an example. It co-framed obesity goals, such as achieving a
healthy weight with core policy goals of the SA housing department through constant interactions and
use of evidence. The project proposed an environmentally sustainable infrastructure design for home
food production and neighbourhood gardening which would simultaneously address key goals of both
sectors. In terms of health goals, community gardening enables access to locally grown, affordable and
healthy food, while the physical activity associated with community gardening provides opportunity
for healthy exercise. Community gardening also contributes to enhancing social cohesion and reducing vandalism and crime, core goals of the SA housing department which can be fostered through
neighbourly support and contact among the population involved in community gardening. Similarly,
Conk and Porter (2016) documented the role of neighbourhood gardening and sharing homemade
products in increasing social capital, with positive implications for both health and social cohesion.
Assuming public health’s capacities to identify multiple other co-framing opportunities (e.g. increased
infrastructure supporting safe bicycle commuting to reduce fossil fuel use – an environmental sector
goal – while improving ‘active living’ to increase physical activity), the question arises as how to operationalize co-framing, in particular under what form of governance it can best be achieved? In what
follows, drawing on the network governance literature and empirical evidence from a case study of HiAP
in Iran, we propose a form of governance that may be effective in promoting a co-framing of obesity.

Which governance mode could facilitate a co-framing of obesity?
Governance of HiAP networks has been the subject of limited research to date (Kickbusch & Gleicher,
2012). In a recent study, we drew on network governance theory to investigate which governance mode
best fits HiAP networks (authors, under review). The three most commonly cited network governance
modes include: (1) Shared governance where all member organizations interact with each other. This
governance mode results in a highly decentralized network in which decisions are made by all members
collectively and power is symmetrical irrespective of member organizations’ differences in terms of size,
performance and resource capabilities. (2) Lead organization governance where the network is governed
mainly by a single organization that acts as a highly centralized network broker or lead organization.
(3) Network administrative organization (NAO) governance where a separate legal administrative entity
is formed for the sole purpose of network governance and administration (Provan & Kenis, 2008).
Returning to the obesity case, a shared governance mode to govern the HiAP obesity network is not
suitable given the complex causation of the problem which leads to high heterogeneity of institutions,
backgrounds, ideas, and interests and where members may be unwilling to allocate a great deal of time
to coordinate across a large number of diverse organizations. The lead organization governance mode,
in which the health sector would lead the HiAP obesity network, would be less effective compared to an
NAO mode for a number of reasons, including the feeling of health imperialism and resentment towards
the health sector among non-health members (Breton, 2016; Collins & Hayes, 2007). Such resentment
is thought to reinforce ideological resistance to collaboration among diverse sectors, especially from
the powerful finance sectors (Collins & Hayes, 2007). Further, the health sector is frequently argued to
have low capacity in the areas of intersectoral coalition or partnership building (Breton, 2016; Lin &
Carter, 2013), as well as in negotiation, diplomacy and policy coordination (Newman et al., 2014). To
better govern a HiAP obesity network and to facilitate an effective co-framing strategy, we believe, an
NAO governance mode, which is a centralized network governance form, established exclusively for
the purpose of network coordination, would best serve that purpose. Here, the network broker or the
NAO, which is established either through mandate or by the network members themselves, coordinates
and sustains the network. The NAO may be a nonprofit or a government entity. In terms of scale, it may
have only one single individual (i.e. network broker or facilitator) or a formal organization including
an executive director, staff and a board (Provan, Isett, & Milward, 2004; Provan & Kenis, 2008). Given
the diversity of actors/sectors involved in the obesity HiAP network, we believe, the latter form, or a
more formalized NAO, works better as it has a board structure that includes all or a subset of network
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members and is argued to enhance network legitimacy and to reduce the complexity of shared governance (Provan et al., 2004). Further, a successful NAO requires trust development amongst network
members (Provan & Kenis, 2008). Given the crucial role of policy entrepreneurs in network effectiveness,
including trust-building, we suggest that the NAO should be a platform for systematically training and
institutionalizing policy entrepreneurs. We do caution, however, that the results of our single case
study may not be transferable to others contexts; rather we encourage other obesity HiAP initiatives
to consider more deliberately and explicitly what network governance models might work best within
their particular context.
To better govern the obesity HiAP network, one important aspect to consider, which we believe
will engender a successful co-framing strategy and subsequent policy change (towards integrated
preventive obesity policies), is to capitalize on new resources (Weible et al., 2011), most importantly
social movements (McAdam, McCarthy, & Zald, 1996; Williams, 1995). Social movements can help link
certain aspects of obesity to shared cultural symbols, values and beliefs (Entman, 1993) and help to
accelerate collective actions that reframe or co-frame endeavours. Such a collective environment helps
all actors/sectors involved in the network to transform through reflection, dialogue, critique and relationship-building (Ryan & Gamson, 2006), or as we discussed above, collective policy learning.

Conclusion
It is clear that the obesity epidemic requires new approaches to tackling its root causes, as obesity rates
continue to rise in both the developed and the developing world. At the heart of such a rethinking process is the need to reframe obesity as a systemic, and not primarily individual, problem which requires
intersectoral collaboration. Co-framing of policy goals, best achieved through a dedicated obesity
governance network with an independent lead organization (NAO), can encourage non-health sectors
to become involved in obesity prevention, while also ensuring more effective outcomes. In an effective
obesity HiAP network with a co-framing strategy, both network goals (e.g. obesity reduction) and each
member organization’s individual goals guide network performance. Such a co-framing strategy can
help non-health members of the network to relate their organizational goals to those of the larger network. Although we have proposed a co-framing strategy embedded within an NAO governance mode
as the most effective coordination tool for a HiAP obesity network, we conclude by acknowledging
that the precise means and phrasing by which this might occur will be driven by local contexts – the
very political landscapes with which all member organizations involved in the HiAP obesity network
must increasingly seek to engage.
What does our co-framing argument imply for the field of critical public health? With existing knowledge about the idea of co-framing still being very limited, we call for additional research using mixedmethod research designs to collect evidence on what type of network governance for obesity HiAP
networks works best in different political contexts. More research is also required to explore what
an effective structure of a NAO guiding a HiAP obesity network would look like, in terms of its scale,
degree of formality and membership. More empirical evidence is also needed on how to capitalize
on the participation of social movements in HiAP obesity networks for the purpose of co-framing.
Finally, we call for more empirical research to better understand how policy learning can contribute to
an effective co-framing strategy within a HiAP obesity network, for example how to use evidence to
achieve policy learning, what type of evidence to rely on, and what mechanisms of conflict resolution
and trust-building among diverse members can facilitate co-framing.
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