
1 TITLE PAGE

2 Article Title: What arguments and from whom are most influential in shaping 

3 public health policy:   Thematic content analysis of responses to a public 

4 consultation on the regulation of television food advertising to children in the 

5 UK

6

7 Authors:

8 Ahmed Razavi1 (Academic Clinical Fellow) ahmed.razavi@nhs.net, Jean Adams1 (Senior 

9 University Lecturer) jma79@medschl.cam.ac.uk, Martin White (Director of Research1 and 

10 Visiting Professor2) martin.white@mrc-epid.cam.ac.uk

11 1. Centre for Diet & Activity Research, MRC Epidemiology Unit, University of

12 Cambridge, School of Clinical Medicine, Cambridge, CB2 0QQ.

13 2. Institute of Health & Society, University of Newcastle upon Tyne, Newcastle NE2

14 4AX.

15 Corresponding author: Ahmed Razavi – ahmed.razavi@nhs.net 

16 Key words: public health; health policy; diet; qualitative research; influence

17 4570 words

18 Competing interests - None

19 Funding - This work was undertaken by the Centre for Diet and Activity Research (CEDAR), a 

20 UKCRC Public Health Research Centre of Excellence. Funding from Cancer Research UK, the 

21 British Heart Foundation, the Economic and Social Research Council, the Medical Research 

22 Council, the National Institute for Health Research, and the Wellcome Trust, under the 

23 auspices of the UK Clinical Research Collaboration, is gratefully acknowledged. The funders 

24 had no role in the study design, data collection, analysis, interpretation, or writing, nor in 

25 the decision to submit the article for publication.

26 There was no patient or public involvement in the study design or conduct of the study.

27 Data availability - Data used was freely available from the Ofcom website until a recent 

28 update to the website following which data was removed from the website. Ofcom may be 

29 able to provide access to the responses on request.

1

mailto:ahmed.razavi@nhs.net


30

31 Abstract

32 Objectives: We explore one aspect of the decision-making process - public consultation on 

33 policy proposals by a national regulatory body - aiming to understand how public health 

34 policy development is influenced by different stakeholders. 

35 Design: We use thematic content analysis to explore responses to a national consultation on 

36 the regulation of television advertising of foods high in fat, salt and sugar aimed at children.

37 Setting: United Kingdom.

38 Results: 139 responses from key stakeholder groups were analysed to determine how they 

39 influenced the regulator's initial proposals for advertising restrictions. The regulator's 

40 priorities were questioned throughout the consultation process by public health 

41 stakeholders. The eventual restrictions implemented were less strict in many ways than 

42 those originally proposed. These changes appeared to be influenced most by commercial, 

43 rather than public health, stakeholders. 

44 Conclusions: Public health policy-making appears to be considered as a balance between 

45 commercial and public health interests. Tactics such as the questioning and reframing of 

46 scientific evidence may be used. In this example exploring the development of policy 

47 regulating television food advertising to children, commercial considerations appear to have 

48 led to a watering down of initial regulatory proposals, with proposed packages not including 

49 the measure public health advocates considered to be the most effective. This seems likely 

50 to have compromised the ultimate public health effectiveness of the regulations eventually 

51 implemented.

52

53 Article Summary – Strengths and limitations of this study

54  Established qualitative methodology (thematic content analysis) was used to

55 evaluate all stakeholder responses.

56  A de novo analytical framework was created, minimising bias that may have occurred

57 from using a pre-existing framework.

58  Stakeholder groups were sorted into eight broad categories allowing us to compare

59 and contrast responses by category.
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60  Policy-making can be influenced through other non-public means (e.g. direct

61 lobbying), making us unable to comment on how other methods of influencing

62 policy-making may have affected this consultation’s outcome.

63  This is one case study of influencing policy and our findings may not be generalisable

64 to other cases.

65
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66 Background

67 Foods high in fat, salt and sugar (HFSS) are a contributing factor to increasing rates of non-

68 communicable disease worldwide1 and the World Health Organization (WHO) has 

69 encouraged member states to take action on non-communicable diseases, including 

70 through regulation of the advertising of HFSS foods.2 However, a 2016 study found that no 

71 member states had implemented comprehensive legislation restricting  marketing of 

72 unhealthy food and beverages to young people,3 despite multiple systematic reviews 

73 demonstrating the importance of food marketing as a driver of childhood obesity.4–6 

74 Industry groups often seek to influence public health policy.7 For example, in 2003 a WHO 

75 recommendation suggesting reduction in population sugar intake resulted in the Sugar 

76 Association (a sugar industry information group) pressing the US Congress to cut WHO 

77 funding.8 However, influences on dietary public health policy are not limited to the food 

78 industry. Health professionals, charities, politicians and members of the public have all 

79 attempted to influence policy making. Evidence of the impact of these activities is hard to 

80 find in peer-reviewed literature.

81 Systematic reviews 9,10,11 have demonstrated how the alcohol and tobacco industries focus 

82 on lobbying efforts and promote self-regulation as means to minimise the impact of public 

83 health policy on commercial activities. These tactics have also been seen in relation to food 

84 where, in one case study, government opinion reflected industry rather than public health 

85 opinion.12 However, at present, we have limited insight into how stakeholders other than 

86 those representing industry interests attempt to influence public health policy in general or 

87 dietary public health policy in particular. Identifying strategies and arguments used by these 

88 interested parties in a public setting may help inform how public health policy is determined 

89 and how it might more effectively be developed in the future. 

90

91 Policy context

92 In December 2003, the UK Government asked Ofcom (the UK communications industry 

93 regulator) to consider proposals for strengthening rules on television advertising of food 

94 aimed at children (Fig 1). Ofcom decided to use the Food Standards Agency’s Nutrient 

95 Profiling Model to determine which foods were classified as HFSS. Ofcom originally put 
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96 three proposed ‘packages’ of regulations to public consultation in March 2006 (Packages 1-3 

97 in Table 1). Following this, Ofcom produced an alternative package of restrictions (Modified 

98 Package 1 in Table 1) in November 2006, on which Ofcom again consulted. 

99 Figure 1: A timeline of the Ofcom process on developing new recommendations for limiting 

100 television food advertising to children.

101 Table 1: Packages of regulations proposed by Ofcom in the initial consultation (March 2006) 

Options Detail

Package 1  No HFSS* food advertising during programmes specifically made

for children

 No HFSS food advertising during programmes of particular appeal

to children+ aged 4-9 years

Package 2  No food or drink advertising during programmes made specifically

for children or of particular appeal to children aged up to 9 years

Package 3  Volume of food and drink advertising to be limited at times when

children are most likely to be watching

Modified 

Package 1

 As per package 1 except restrictions on HFSS food advertising to

be extended to programmes of particular appeal to children aged

4-15 years

102 * ’Interested parties’ are stakeholder groups who may have been affected by the proposed changes, including 

103 advertising agencies, advocacy groups, broadcasters, charities, healthcare associations, politicians, the food 

104 industry and the general public.

105 Following the second consultation (November 2006), modified package 1 was 

106 recommended by Ofcom and was implemented from January 2009. A comparison of the 

107 final regulations implemented to the initial packages proposed suggests that the 

108 consultations had substantial impacts on policy decisions. The only independent evaluation 

109 of the regulations eventually implemented found no change in the proportion of 

110 advertisements seen by children that were for HFSS foods from before to after 
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111 implementation and an increase exposure of HFSS advertising among adults.13,14 A ‘9pm 

112 watershed’ (i.e. no advertising of HFSS foods before 21.00hr) is now the preferred option of 

113 many civil society and public sector organisation to reduce exposure of children to HFSS 

114 food advertisings15 16 .17 .18

115 Study aims

116 The consultations on the Ofcom regulations on the restriction of television food advertising 

117 to children offers an opportunity to analyse responses from a range of stakeholder groups 

118 to a consultation on an important policy that aims to promote dietary public health through 

119 regulation of the food industry. We aimed to identify which arguments, and from which 

120 stakeholder groups, appeared to be most influential in shaping the changes in Ofcom’s 

121 position from the initial consultation to the final recommendations.

122

123 Methods

124 We followed the Standards for Reporting Qualitative Research19 in reporting our findings.

125 Patient and Public Involvement

126 This study did not involve use of patient identifiable data and only used publicly-available 

127 responses from stakeholder groups. We did not consult the public on the methods.

128 Data Sources 

129 We qualitatively analysed all written responses from stakeholder groups to the 2006-7 

130 Ofcom public consultation on the regulation of television advertising of food and drink to 

131 children. The consultation asked for responses to a series of questions regarding the various 

132 policy packages outlined by Ofcom. Options such as having a 9pm watershed before which 

133 HFSS foods could not be advertised, self-regulation, having a transitional period and 

134 exemptions to the regulations were asked about. Responses were freely available on the 

135 Ofcom website20 and responses to both the first and second consultations were included. 

136 Responses from individual members of the public were not included as they tended to be 

137 very brief and non-specific. We therefore focused our analysis on key stakeholder 

138 organisations representing key constituencies. Where needed, Optical Character 
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139 Recognition software was used to transcribe the responses. The consultation questions can 

140 be seen in Table A in the Appendix. 

141

142 Data Analysis 

143 Conventional thematic content analysis21 was used to analyse the data and the Framework 

144 method22 used to organise and chart data. This method involves creating coding categories 

145 directly from the data and organising coding within a flexible matrix, which can then be 

146 adjusted as more codes emerge from the text. As existing literature on the topic of 

147 stakeholder influence on public health policy is limited, rather than using preconceived 

148 categories with which to code the data, a new framework for analysis was developed, based 

149 on no a priori assumptions. After familiarisation with the data, coding was performed line by 

150 line for each of the responses from interested parties in NVivo (software developed by QSR 

151 International for qualitative research). 

152 Each response was assigned to a category based on the person or organisation from which it 

153 originated to stratify responses between the various types of interested parties (Table 2). 

154 These categories were initially determined by assigning labels to each response and then 

155 subsequently refined by the reviewers. A list of each group classified by category can be 

156 found in the Appendix Tables B1 and B2. The longest and second longest submissions from 

157 each category were then coded to develop the initial framework.

158 Table 2: The categories into which stakeholder groups were classified. 

Category Definition

Advertising 

stakeholders

Advertising companies and representative bodies

Broadcast stakeholders Broadcasting companies and representative bodies

Civil society groups Groups that represent the interests of all or some of the general 

population. This does not include groups that may have 
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affiliations with industry who would be included in one of the 

‘stakeholders’ groups.

Food manufacturers Companies that produce and sell food to retailers

Food retailers A company that sells food to the general population 

Food industry 

representative groups

Bodies that represent the interests of groups of food 

manufacturers and retailers

Politicians Persons professionally involved in politics

Public health 

stakeholders

Groups that focus on promoting the health of the population

159

160 Following coding of the first two longest responses in each category by AR, a set of codes to 

161 apply to further responses was agreed between all authors. Codes were also grouped into 

162 themes at this stage to provide the most meaningful thematic coding of the data. The 

163 remaining responses were all coded using this analytical framework by AR with additional 

164 codes being created when needed. Once each of the responses was coded, a 10% sample of 

165 the data were independently duplicate-coded by one of the other authors (JA or MW) in 

166 order to ensure appropriate categorisation of the various codes and code hierarchy, and to 

167 improve internal validity. Using a matrix, the data were charted resulting in a summary of 

168 the data by category from each transcript. Illustrative quotations were highlighted at this 

169 point. 

170 The resulting charted data were then interpreted and analysed to determine recurrent 

171 themes or topics. These were explored further using quotations to demonstrate the range 

172 of opinions in relation to each theme or topic. The positions taken by the interested parties 

173 were then compared to Ofcom’s starting position and final statement, to identify which 

174 positions from which stakeholders appeared to have held the most influence on Ofcom’s 

175 final position. 
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176

177 Ethics

178 Ethical permission was not sought for this study. The consultation responses used have 

179 been made freely available on the Ofcom website with the full knowledge of their authors. 

180 We, therefore, treat this as publically available data which does not require ethical 

181 permission for analysis. As we did not seek informed consent from the authors of 

182 consultation responses, we do not name them here – although names were provided on the 

183 Ofcom website. Instead, we have used only the categories described in Table 2 to identify 

184 quotations in our results. This also avoided the study from becoming too focused on specific 

185 stakeholders rather than building a general picture of arguments used by different 

186 stakeholder groups. 

187

188 Results

189 Of 1136 responses received to both rounds of consultation, 997 were from individual 

190 members of the public (and thus excluded from the analysis); 139 were from stakeholder 

191 groups and were included in the analysis; 114 were responses to the initial consultation and 

192 25 responses to the second consultation. The vast majority of responses from individuals 

193 were one-line statements of support for some form of restrictions without directly 

194 addressing specific issues concerning implementation. As such it was determined that there 

195 was not sufficient detail to determine arguments used, or positions taken. Therefore, these 

196 responses are unlikely to have influenced Ofcom other than to reaffirm that there was 

197 public support for some form of restriction.  

198

199 The stakeholder responses varied in length from a few lines to double-digit numbers of 

200 pages. Most took the form of an initial broad statement outlining a policy position with 

201 supporting evidence, followed by shorter responses directed at addressing the specific 

202 questions in the consultation as outlined by Ofcom (shown in Table A, Appendix). 

203
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204 The organisations in the stakeholder groups outlined in Table 2 broadly fell into two 

205 separate categories. Civil society groups, politicians and public health stakeholders were 

206 encouraging of restrictions in order to reduce the exposure of children to advertising of 

207 HFSS foods. Advertising stakeholders, broadcast stakeholders, food manufacturers, food 

208 retailers and food industry stakeholders argued that restrictions would minimally impact 

209 childhood obesity whilst having a substantial impact on businesses. Though there were 

210 subtleties within each group with regards to what level of restrictions would be ideal, there 

211 were not sufficient differences in order to further analyse the differences in responses of 

212 the various stakeholder groups beyond these two broad categories.

213 The key changes from the initial Ofcom position to the final recommendations are 

214 summarised in Table 3. Arguments relating to each of the principles below, as outlined in 

215 the recommendations, were captured from the framework and are described in detail. 

216 Table 3: The changes in Ofcom’s position during the course of the consultation

Initial options 

presented by 

Ofcom

Consultation responses and 

Ofcom’s reaction

Ofcom’s final 

position

Reference in 

consultation

Ofcom’s packages 1-3 varied on 3 key principles:

1. Restrictions

on advertising of 

all foods versus 

just HFSS foods

Following the first consultation 

it was clear that the majority 

of responses preferred 

restricting advertising of only 

HFSS foods.

The eventual 

package of 

restrictions enacted 

was specific to HFSS 

foods.

Ofcom 

Executive 

Summary 

1.12

2. Total ban on

food advertising 

versus volume-

based 

restrictions

Almost all stakeholders did not 

consider volume-based 

restrictions as being effective 

at reducing exposure to 

advertising and this option was 

There was a total 

ban enacted on HFSS 

food advertising in 

programming ‘of 

particular interest to’ 

children.

Ofcom 

Executive 

Summary 

1.12
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dismissed following the first 

consultation.

3. Restrictions

only on 

children’s 

channels versus 

all programmes 

‘of particular 

interest’ to 

children, 

irrespective of 

channel

Public health and civil society 

responses highlighted that 

children may watch adult TV 

and a ban on all less healthy 

food advertising before a 9pm 

watershed may be more 

effective than focusing 

specifically on children’s 

programming. Television and 

advertising industry responses 

worried that this would 

disproportionately impact 

advertising revenues.

Ofcom rejected the 

idea of a pre-9pm 

ban due to concerns 

about the effect it 

would have on 

broadcasters, 

programming and 

advertising revenues.

Ofcom 

Executive 

Summary 

1.12

Further changes that were made:

Restrictions 

should apply to 

children aged 4-

9 years

Many public health and civil 

society responses pointed out 

that children are legally 

defined as under 16 years.

The restrictions 

applied to children 

aged 4-15 years.

Ofcom Final 

Statement 

4.9

All restrictions 

should start in 

April 2007

Children’s channels argued 

that they should be allowed a 

transitional period as they 

would be affected financially. 

Children’s channels 

were allowed a 

phased 

implementation of 

restrictions, with 

final implementation 

by January 2009. 

Ofcom Final 

Statement 

5.3/5.4

217

218 To which foods should restrictions apply?
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219 There was non-partisan agreement that having a blanket ban on all television food 

220 advertising was counter-productive and had the possibility of inadvertently reducing 

221 exposure of children to advertisements for healthier products.

222

223 Quotes: Should restrictions apply to all foods?

224 “We do not support any options which would restrict advertising of all foods, including foods 

225 such as fruit and vegetables, milk and dairy products. These foods can play an important 

226 part in children consuming a balanced diet, and we consider that advertising can play a 

227 useful role in educating both parents and children in the ways to achieve this.” (Food 

228 industry stakeholder)

229 “[Public health stakeholder] believes that it is desirable to distinguish between healthy and 

230 unhealthy foods. We do not believe it would be useful to restrict the advertising of all foods 

231 because this would mean manufacturers and retailers would be unable to promote healthy 

232 foods, such as fresh fruit and vegetables.” (Public health stakeholder)

233

234 As the underlying aim of the restrictions was to protect health, preventing the advertising of 

235 healthy products would be counter-productive. Stakeholder groups agreed that banning 

236 advertisements of all foods would be deleterious to efforts to promote healthy eating and 

237 promoting a balanced diet.

238

239 Total ban or volume-based ban?

240 The idea of a broad volume-based restriction rather than a total ban targeting children’s 

241 programming was proposed in Package 3 and was nearly universally disliked. Broadcasters, 

242 advertisers and food industry stakeholders argued that a volume-based restriction would 

243 have a very large effect on commercial revenues, whereas public health stakeholders and 

244 civil society groups cited how little a volume-based restriction would actually reduce the 

245 exposure of children to HFSS food advertising.

246

247 Quotes: Would a volume-based restriction be effective?
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248 “The least acceptable option would be Package 3, which would have a devastating effect on 

249 our overall revenues - several times greater than Ofcom has estimated – while delivering a 

250 smaller reduction in the number of times children see food and drink adverts.” (Broadcast 

251 stakeholder)

252 “Package 3 not only restricts the option to promote healthy foods to children, but also fails 

253 to restrict HFSS adverts during periods of viewing when many children are still watching i.e. 

254 up to 9pm.” (Public health stakeholder)

255

256 Many responses argued that Package 3 would result in very little change in exposure of 

257 children to television advertising of HFSS foods but would substantially impact broadcasters 

258 and advertisers financially. Arguments concerning commercial impacts were used 

259 throughout the responses of industry groups, with emphasis on the fact that as a broadcast 

260 regulator, Ofcom has a duty to minimise impact on revenues for broadcasters.

261

262 Restrictions on children’s programming or a pre-9pm watershed ban?

263 Although not included in any of Ofcom’s proposals, one of the consultation questions asked 

264 about whether restricting advertising before 9pm would be a suitable measure. In response, 

265 civil society groups and public health stakeholders called for restricting all HFSS food 

266 advertising before a 9pm ‘watershed’. Advertisers, broadcasters and the food industry 

267 claimed such restrictions would impinge upon adult viewing. All three groups highlighted 

268 the trade-off between protecting children and the loss of advertising exposure to adults. 

269 Advertisers, broadcasters and food industry groups cited the negative commercial impacts 

270 of a pre-9pm watershed ban as outweighing any ‘marginal’ public health benefits; whereas 

271 civil society groups and public health groups saw the public health benefit of a pre-9pm 

272 watershed ban as outweighing commercial impacts. 

273

274 Quotes: Arguments pertaining to the pre-9pm watershed ban on HFSS food advertising

275 “[Food industry stakeholder organisation] welcomes Ofcom’s rejection of the pre-9pm 

276 watershed, as this would have been tantamount to a complete ban on the advertising of 
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277 food and soft drink products on television, and would have impacted on adult airtime.” 

278 (Food industry stakeholder)

279 “We believe that the most suitable option is the pre 9pm ban of HFSS advertising, for the 

280 following reasons: 

281  achieves one of the key regulatory objectives, that of significantly reducing the

282 impact of HFSS advertising on younger children

283  removes 82% of the recorded HFSS advertising impacts on all children (aged 4-15)

284  contributes substantially to enhancing protection for older children by reducing their

285 exposure to HFSS advertising

286  offers the greatest social and health benefits of all options – in the ranges of £50

287 million - £200 million per year or £250million - £990 million per year (depending on

288 the value of life measure)”. (Civil society group)

289 “The avoidance of intrusive regulation of advertising during adult airtime is only justifiable 

290 once full account has been taken to address the over-riding priority to protect children’s 

291 health. At times when adults and children are watching, the need to protect children must 

292 take priority.” (Public health stakeholder)

293

294 In their final statement following the consultation,23 Ofcom explained why they had rejected 

295 banning HFSS food advertising before a 9pm watershed due to the effect this was expected 

296 to have on adult viewing times and commercial revenues. Industry groups appeared to be 

297 successful in arguing that adult viewing should be unaffected despite the possibility that 

298 both children and adults may be watching television together. The need to protect the right 

299 of adults to see whatever they wish was a common argument against restricting advertising 

300 on television channels that were not explicitly targeted at children. The individual freedom 

301 of an adult therefore appeared to be given precedence over exposing children to HFSS food 

302 advertising.

303 Ofcom’s research23 showed that 48% of parents supported restricting HFSS food advertising 

304 before 9pm, which was often cited by industry responses as evidence of a lack of public 

305 support. Some responses highlighted the fact that the complete figures were 48% in support 

306 of a pre-9pm watershed ban, 24% against the ban, with the remainder undecided. An 
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307 apparently valid complaint made by public health groups regarding this issue was that 

308 Ofcom did not ever consult on a pre-9pm watershed ban despite its own research showing 

309 this would reduce the exposure of children to HFSS advertising by 82%.

310 We are also able to see here the use of evidence-based arguments by the civil society group 

311 in making their case. Some civil society groups and public health stakeholders would cite 

312 evidence to support their argument. The quotes above illustrate an example of how a civil 

313 society group used data and evidence to support their arguments by, for instance, 

314 suggesting that banning advertising prior to 9pm could reduce advertising exposure of 

315 children by 82%. This figure was taken from Ofcom’s own analysis of the effects of the 

316 various policy options, which can now be found included in Ofcom’s final report on the 

317 consultation.23 Food industry representative groups on the other hand tended to cite a lack 

318 of evidence or only used evidence that appeared to support their arguments..

319 Quotes: Arguments regarding available evidence and its interpretation

320 “As Ofcom hasfound from its own research, television advertising has only a “modest direct 

321 effect” on children’s food preferences, consumption and behaviour, and that other factors –

322 including taste, price familiarity, peer pressure and convenience - all have a higher effect. 

323 Hastings, in his report for the Food Standards Agency, found that advertising had only a 2% 

324 direct effect on children’s choice.” (Food company)

325 “Ofcom quotes an estimate that advertising/television accounts for some 2% of variation in 

326 food choice/obesity. This is not a small figure considering that calculations by the Institute of 

327 Medicine show that this would mean an estimated additional 1.5 million young people in the 

328 US falling into the obese category.” (Public health interests)

329 “The evidence that television has anything but an extremely small impact on the HFSS 

330 element of the diet of children is unconvincing and accordingly it is difficult to support 

331 proposals that appear disproportionate.” (Broadcast interests)

332

333 To what ages of children should the restrictions apply?

334 Ofcom initially planned to restrict advertisements targeted at children aged 4-9 years, 

335 although this was subsequently expanded to cover children ages 4-15 years in the final 
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336 regulations. Children under 4 years were thought to have little influence over what foods 

337 and drinks were given to them and therefore not considered as part of the restrictions. 

338 Throughout the consultation food industry representative groups and food manufacturers 

339 argued that restricting advertisements to children aged 4-9 years was appropriate, whereas 

340 as public health stakeholders argued that this should be expanded to cover children aged 4-

341 15 years. 

342

343 Quotes: Arguments pertaining to the age of children to which restrictions should apply 

344 “It is neither logical nor is there any explanation as to why Ofcom should propose to limit the 

345 focus of regulation to children aged under 10. The government asked Ofcom to consider 

346 proposals for strengthening its rules on television advertising of food to children. It did not 

347 ask Ofcom to limit its focus to any particular age group. Ofcom should logically apply 

348 restrictions according to its own definition of children (aged 15 [or under]).” (Public health 

349 stakeholder)

350

351 “Children develop and refine their ability to interpret advertising messages as they get older. 

352 Existing studies suggest that by 10 years old (indeed, most studies suggest an even earlier 

353 age) they are considered to have sufficient cognitive development to understand the 

354 implications of television advertising.” (Food manufacturer)

355

356 “We are alarmed by the decision to extend volume and scheduling restrictions of food and 

357 drink advertising to children under 16. The intention of Ofcom and the government has 

358 always been to protect younger children and industry responded on this basis. Ofcom has 

359 previously stated that it wished to find a proportionate solution and we question the 

360 evidence base on which this decision was made. A review of Ofcom’s own literature would 

361 seem to contradict the question put to consultation and support the conclusion that young 

362 people are capable of differentiating between programming and advertising.” (Food 

363 industry representative group)

364
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365 The logic of defining children as aged 4-9 years was questioned by many stakeholders as, 

366 according to Ofcom and in the UK, children are legally defined as those under the age of 16 

367 years. A number of food manufacturers stated that they already did not advertise their 

368 products to children under 8-12 years. They argued that during adolescence children 

369 become ‘media literate’ and are able to understand advertising and should therefore not be 

370 a target of the restrictions. 

371 Industry arguments appeared to suggest that media ‘illiterate’ children need protecting 

372 from HFSS food advertising whereas public health groups suggested all children needed 

373 protecting regardless of how ‘media literate’ they are. Public health groups argued that 

374 adolescents are still susceptible to advertising, have more purchasing power and greater 

375 pester power than younger children, and may not appreciate the health implications of a 

376 poor diet. Ofcom concluded that expanding restrictions to include children aged 4-15 years 

377 was appropriate, suggesting the arguments of public health groups held more weight over 

378 this issue.

379

380 When should the restrictions start?

381 The need for a transitional period was also hotly debated. Public health stakeholders and 

382 civil society groups suggested that as companies were already aware that restrictions were 

383 due to be enforced any transitional period should be minimal. Industry groups argued that a 

384 transition period was necessary to allow adjustments to be made.

385

386 Quotes: Arguments pertaining to the need for a transitional period

387 “We do not believe [a] transitional period is appropriate. The arguments for “phasing in” 

388 restrictions appear to be of a commercial nature and not supportive of the policy’s public 

389 health objectives.” (Public health stakeholder)

390  “We would ask for a transitional period of at least three years. This would allow production 

391 companies to adjust, and the growing number of public companies to issue profit warnings 

392 where necessary.” (Broadcast stakeholder)

393
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394 Instead of starting restrictions soon after announcement of the final policy statement 

395 (February 2007), a phased transition over 1-2 years was implemented (varying for different 

396 channel types), suggesting industry arguments held more weight on this point. Despite the 

397 stated objective of minimising the exposure of children to HFSS food advertising, it appears 

398 that Ofcom was more concerned about the potential commercial impact of advertising 

399 restrictions and delayed enforcement of the restrictions as a result.

400

401
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402 Discussion

403 Summary of principal findings

404 This study presented a unique opportunity for a detailed analysis of responses to a public 

405 consultation on a public health policy in the UK. Such data is often not in the public domain 

406 and these data therefore offered a rare opportunity for scientific scrutiny. For example, 

407 verbatim responses to the 2016 consultation on the UK Soft Drinks Industry Levy, have not 

408 been released. Our paper highlights how, despite the relative transparency of the 2006-7 

409 consultation, the final policy appeared to be substantially influenced by stakeholders. 

410 Commercial and public health interests aligned with regards to whether restrictions should 

411 apply to all foods or just HFSS foods as neither wished to ban advertising of healthy foods. 

412 Likewise, common ground was found when considering a volume-based ban, with it having 

413 large commercial impact but little public health impact as per Ofcom’s own findings.23

414

415 As far as we are aware, this is the first analysis to examine how a range of stakeholder 

416 groups influenced the development of a public health policy aiming to regulate food 

417 industry advertising. Ofcom’s decision to implement Modified Package 1 contained 

418 concessions to commercial as well as civil society and public health stakeholders. However, 

419 ultimately industry arguments appeared to hold more sway, with the main concession to 

420 public health groups being expanding restrictions from children aged 4-9 years to those 

421 aged 4 to 15 years. Ofcom appeared to believe that the commercial impact of the regulation 

422 of advertising should carry greatest weight, even when the aim of the regulation was to 

423 protect children’s health. As such, Ofcom did not formally consider a pre-9pm ban as part of 

424 any of its packages, as had been proposed by public health and civil society stakeholders, 

425 although one of the consultation questions did refer to a pre-9pm ban. Instead, Ofcom 

426 approved a two-year transition period and emphasised the need for ‘proportionate action’. 

427 Some responses to the consultation from public health advocates argued that Ofcom, being 

428 a broadcast regulator rather than a public health stakeholder, felt an obligation to protect 

429 industry interests. The case for restricting advertising was made in a Department of Health 

430 ‘white paper’24 (NHS Strategy documents are known as ‘white papers’). However, Ofcom 

431 was tasked with determining how to implement these restrictions. Under the 

432 Communications Act 2003, Ofcom retains direct responsibility for advertising scheduling 
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433 policy. This then begs the question of whether a governmental body with a duty to protect 

434 broadcasting interests should be leading on public health legislation.

435

436 This conflict between Ofcom’s duties to the public and to broadcasters, may have resulted 

437 in eventual restrictions that did not appear to alter the level of exposure of children to HFSS 

438 food advertising.13,14 Ofcom appeared to balance arguments related to commercial and 

439 public interests, in terms of jobs and the wider economy, with those relating to public 

440 health. Being proportionate in their restrictions was frequently cited by Ofcom in their 

441 decision making. Ofcom did not, however, appear to consider the cost to the economy of 

442 poor health that could stem from a lack of appropriate restrictions. Although this was cited 

443 by some public health groups (see quotes pertaining to a pre-9pm ban) this does not appear 

444 to have been considered by Ofcom in their final report, with no mention of wider societal 

445 costs. Ofcom also appeared to give greater priority to allowing advertisers access to adults 

446 than to restricting exposure to HFSS food advertising among children, who may be viewing 

447 the same programming. Industry representative groups tended to highlight commercial 

448 arguments whilst citing evidence that appeared to downplay the role of television 

449 advertising in childhood obesity. Public health groups emphasised that the health of 

450 children should outweigh any financial concerns and pointed out that even small changes to 

451 advertising at an individual level would affect large numbers of children and so accrue to 

452 large population level benefits. 

453

454 Strengths and Limitations

455 Using established qualitative methods allowed us to identify key themes in the consultation 

456 responses according to stakeholder interests. The creation of a de novo framework 

457 minimised bias that might have been imposed by using a pre-existing framework. Instead, 

458 we allowed categories to emerge from the data. The classification of the responses also 

459 enabled us to see what positions were taken by the various stakeholders and which type of 

460 responses carried the most influence. Measures were taken to maximise the reliability of 

461 our coding, such as duplicate coding a sample of consultation responses. The use of publicly 

462 available data was resource efficient. Additionally, the use of all the available data ensured 
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463 that no perspectives were omitted, adding to internally validity. The omission of responses 

464 from individual members of the public was because most public responses lacked detail and 

465 were no more than a sentence long. Commercial influences on public health policy are 

466 unlikely to have changed over the past decade with no changes in lobbying rules or policy 

467 making procedures, making it highly likely that our findings from the 2007 consultation are 

468 applicable today.

469

470 There may be alternative methods by which the public influences policy making, such as by 

471 writing to their Member of Parliament. This is a study of only one case of public health 

472 policy making and our specific findings may not be generalisable to other aspects of dietary 

473 public health policy specifically or public health policy more generally. In this consultation, 

474 all members of a stakeholder category were treated as one, though there was some inter-

475 category variation on position. A cross-question analysis could have been performed 

476 analysing responses by each question posed, although many of the responses were free text 

477 and did not address each question directly. In this study, we have only addressed what 

478 arguments and from whom are most influential in shaping public health policy, not 

479 specifically the various methods by which different stakeholders influence policy. There are 

480 also other ways by which interested parties could influence Ofcom, which we were unable 

481 to examine in this study. For example, Ofcom gave the option of providing confidential 

482 responses which were not available for us to incorporate into our dataset. Other informal 

483 lobbying may have occurred. Whether such channels of influence were used or whether 

484 similar arguments will have been used privately as were used publicly is unclear. Further 

485 work could explore other means of influence in due course.

486

487 Relationship to existing knowledge

488 Some literature exists on the methods by which public health advocates influence policy. In 

489 2006, the New Zealand government held an ‘Inquiry into Obesity’ in order to determine 

490 what could be done to limit increasing obesity rates.12 Jenkin et al found that in three out of 

491 four domains examined, the governmental position aligned with that of industry groups, 

492 with the exception being nutritional policy in schools. In the other three domains, national 
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493 obesity strategy, food industry policy, and advertising and marketing policy, the analysis 

494 determined that the governmental position allied with industry groups. Much like our study, 

495 public health groups were shown to have a limited impact on the eventual policies, with 

496 industry arguments proving more influential. An explanation suggested for this was the 

497 significance of the food industry to New Zealand’s economy, highlighting how 

498 considerations outside of public health may importantly shape public health policy. It may 

499 be the case that similar factors shaped the eventual restrictions in our case study, despite 

500 the appearance of Ofcom wanting to develop ‘proportionate restrictions’, balancing 

501 commercial and public health interests. The question of what is proportionate appears to be 

502 determined by ideology and how much one feels government’s role is to protect health 

503 even if it impacts on industry. If this is the case, we must question whether commercial 

504 companies can ever be truly motivated to improve health at the possible detriment to their 

505 short-term profits. A thematic analysis of alcohol industry documents in Australia25 

506 concluded that the industry attempted to create an impression of social responsibility whilst 

507 promoting interventions that did not affect their profits and campaigning against effective 

508 interventions that might affect profits. The de facto exemption of commercial stakeholders 

509 from bearing the negative external costs of their profitable endeavours (e.g. environmental, 

510 social or health impacts) has been widely questioned.26

511

512 Interpretation and implications of the study

513 Much of the research undertaken to date on stakeholder influences on public health policy 

514 has focused on industry behaviours and practices, whereas in this study we have treated 

515 both pro-industry and pro-public health groups equally in our analysis. Industry groups were 

516 apparently successfully able to argue that extensive restrictions would impact upon their 

517 commercial revenues, suggesting that their economic arguments importantly influenced the 

518 thinking of policy-makers. However, the future (external) costs of treating the potential 

519 health implications of HFSS food consumption did not appear to influence policy-making. 

520 This may be because any potential cost-savings are long-term and would apply to the health 

521 sector, for which Ofcom has no governmental responsibility, whereas the short-term costs 

522 would apply to the broadcast sector for which Ofcom is the regulatory body. 

523
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524 Public health advocacy is an activity in which many public health professionals are keen to 

525 become more effective to better ensure that evidence is translated into policy.27,28 This 

526 study highlights that responding to public health policy consultations alone may not result in 

527 policy making favourable to public health and other avenues of influence may also need to 

528 be explored. Conversely, the change in the definition of children from 4-9 years to 4-15 

529 years demonstrates that there is scope for public health advocates to shape policy should 

530 an issue be sufficiently clear and difficult to oppose. A more Machiavellian interpretation 

531 would be that to define children as aged 4-9 years at the outset may have been a cynical 

532 ploy aimed at ensuring that there was at least some ground to concede to public health 

533 stakeholders and distract from the more contentious issues. This is supported by the fact 

534 that the definition of children as aged 4-9 years was inherently questionable, given Ofcom’s 

535 own definition of children as under 16 years, in line with the legal and medical definitions 

536 used in the UK. A few companies pointed to their media literacy campaigns as evidence that 

537 adolescents can understand advertising as an argument against redefining the scope of 

538 these restrictions to children aged 4-15 years.  Evidence shows that advertisers simply use 

539 different ways to target adolescents,29 rendering media literacy moot,30 and suggesting that 

540 restrictions are still needed to protect adolescents. 

541

542 The issue of TV advertising of less healthy foods remains highly politically sensitive and at 

543 the top of the public health strategy agenda for obesity.18 Many UK public health 

544 organisations have recently campaigned to ban television advertising of less healthy foods 

545 before 9pm (the so-called 9pm watershed).16,17,31–34 Our analysis of the 2006-7 consultation 

546 offers specific insights that could be influential in this ongoing national debate, in the same 

547 way as such analyses of historical documents have influenced tobacco control efforts in 

548 recent years.10,35 The Ofcom regulation of television advertising of less healthy foods to 

549 children is one of few national public health policies of this sort to have been independently 

550 evaluated.14,36 The independent evaluation found that the introduction of the regulations 

551 were not associated with a decrease in children’s exposure to less healthy food 

552 advertising.36 Our analysis sheds further light on why and how a regulatory policy that 

553 appears to have been ineffective in reducing children’s exposure to less healthy food 

554 advertising came about. Publishing responses to public consultations in full is a key 
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555 component of transparent policy making. The UK Treasury’s reluctance to make available 

556 responses to the Soft Drinks Industry Levy consultation is contrary to this principle.

557

558 Further questions and future research

559 How policy making is influenced through means other than public consultations should be 

560 further studied. Other means of applying political pressure such as political lobbying and 

561 having indirect relationships with positions of power are much more opaque and difficult to 

562 monitor. Parliamentary records of lobbying activity, copies of internal or leaked documents 

563 and registers of MPs interests may all be potential sources of data to explore these issues 

564 further. Interviews with former or current employees of policy forming bodies such as 

565 Ofcom, as well as other stakeholder groups could also be fruitful. Claims made during this 

566 consultation, such as industry claims of needing to issue profit warnings as a consequence of 

567 lost revenue from these restrictions, could be analysed. Thematic analysis of further 

568 documents such as the responses analysed in this study could provide valuable insight into 

569 whether a similar combination of commercial arguments and questioning scientific data is 

570 used across different public health policy consultations. 

571

572 Conclusion

573 This analysis increases our understanding of how influential some stakeholders are in policy 

574 making and provides a framework from which further understanding of the influences on 

575 public health policy can be determined. From this case study, we can see that commercial 

576 influences on dietary public health policy-making appear to be somewhat greater than the 

577 influence of public health stakeholders in the initial framing of the consultation and this 

578 imbalance may have contributed to the ultimately compromised legislation. In this case, the 

579 potential for commercial impacts of legislation promoting public health appeared to 

580 outweigh the anticipated population health benefits in policy decision making.
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716 Figure titles and legends

717 Figure 1: A timeline of the Ofcom process on developing new recommendations for limiting 

718 television food advertising to children.

719 Figure 1 legend: 

720 * ’Interested parties’ are stakeholder groups who may have been affected by the proposed 

721 changes, including advertising agencies, advocacy groups, broadcasters, charities, 

722 healthcare associations, politicians, the food industry and the general public.

723

724 Table 1: Packages of regulations proposed by Ofcom in the initial consultation (March 2006) 

725 Table 1 legend:

726 * HFSS food = High, Fat, Sugar and Salt foods

727 + ‘of particular appeal to children’ = when the proportion of people watching who are 

728 children is more than 120% of the proportion of children in the UK population23

729

730 Table 2: The categories into which stakeholder groups were classified. A list of each group 

731 classified by category can be found in the Appendix.

732

733 Table 3: The changes in Ofcom’s position during the course of the consultation

734

735 Appendix

736 Table A: The questions Ofcom asked as part of the consultation

737

738 Table B1: The classification of the responses by organisational category

739

740 Table B2: The classification of the responses by organisational category (continued)

741
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Figure 1: A timeline of the Ofcom process on developing new recommendations for limiting television food 
advertising to children. 

Legend: * ’Interested parties’ are stakeholder groups who may have been affected by the proposed 
changes, including advertising agencies, advocacy groups, broadcasters, charities, healthcare associations, 

politicians, the food industry and the general public. 
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Reporting checklist for qualitative study. 

Based on the SRQR guidelines. 

Instructions to authors 

Complete this checklist by entering the page numbers from your manuscript where readers will find 

each of the items listed below. 

Your article may not currently address all the items on the checklist. Please modify your text to 

include the missing information. If you are certain that an item does not apply, please write "n/a" and 

provide a short explanation. 

Upload your completed checklist as an extra file when you submit to a journal. 

In your methods section, say that you used the SRQR reporting guidelines, and cite them as: 

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: 

a synthesis of recommendations. Acad Med. 2014;89(9):1245-1251. 

Reporting Item 

Page 

Number 

#1 Concise description of the nature and topic of the study 

identifying the study as qualitative or indicating the 

approach (e.g. ethnography, grounded theory) or data 

collection methods (e.g. interview, focus group) is 

recommended 

5 

#2 Summary of the key elements of the study using the 

abstract format of the intended publication; typically 

includes background, purpose, methods, results and 

conclusions 

2 

Problem formulation #3 Description and signifcance of the problem / 

phenomenon studied: review of relevant theory and 

empirical work; problem statement 

4 

Purpose or research 

question 

#4 Purpose of the study and specific objectives or questions 5 

Qualitative approach and 

research paradigm 

#5 Qualitative approach (e.g. ethnography, grounded theory, 

case study, phenomenolgy, narrative research) and 

5 



guiding theory if appropriate; identifying the research 

paradigm (e.g. postpositivist, constructivist / interpretivist) 

is also recommended; rationale. The rationale should 

briefly discuss the justification for choosing that theory, 

approach, method or technique rather than other options 

available; the assumptions and limitations implicit in 

those choices and how those choices influence study 

conclusions and transferability. As appropriate the 

rationale for several items might be discussed together. 

Researcher 

characteristics and 

reflexivity 

#6 Researchers' characteristics that may influence the 

research, including personal attributes, qualifications / 

experience, relationship with participants, assumptions 

and / or presuppositions; potential or actual interaction 

between researchers' characteristics and the research 

questions, approach, methods, results and / or 

transferability 

1 

Context #7 Setting / site and salient contextual factors; rationale 4 

Sampling strategy #8 How and why research participants, documents, or 

events were selected; criteria for deciding when no 

further sampling was necessary (e.g. sampling 

saturation); rationale 

5 

Ethical issues pertaining 

to human subjects 

#9 Documentation of approval by an appropriate ethics 

review board and participant consent, or explanation for 

lack thereof; other confidentiality and data security issues 

8 

Data collection methods #10 Types of data collected; details of data collection 

procedures including (as appropriate) start and stop 

dates of data collection and analysis, iterative process, 

triangulation of sources / methods, and modification of 

procedures in response to evolving study findings; 

rationale 

5 

Data collection 

instruments and 

technologies 

#11 Description of instruments (e.g. interview guides, 

questionnaires) and devices (e.g. audio recorders) used 

for data collection; if / how the instruments(s) changed 

over the course of the study 

6 

Units of study #12 Number and relevant characteristics of participants, 8 

documents, or events included in the study; level of



participation (could be reported in results) 

Data processing #13 Methods for processing data prior to and during analysis, 

including transcription, data entry, data management and 

security, verification of data integrity, data coding, and 

anonymisation / deidentification of excerpts 

6 

Data analysis #14 Process by which inferences, themes, etc. were identified 

and developed, including the researchers involved in 

data analysis; usually references a specific paradigm or 

approach; rationale 

6 

Techniques to enhance 

trustworthiness 

#15 Techniques to enhance trustworthiness and credibility of 

data analysis (e.g. member checking, audit trail, 

triangulation); rationale 

7 

Syntheses and 

interpretation 

#16 Main findings (e.g. interpretations, inferences, and 

themes); might include development of a theory or 

model, or integration with prior research or theory 

8 

Links to empirical data #17 Evidence (e.g. quotes, field notes, text excerpts, 

photographs) to substantiate analytic findings 

11 

Intergration with prior 

work, implications, 

transferability and 

contribution(s) to the field 

#18 Short summary of main findings; explanation of how 

findings and conclusions connect to, support, elaborate 

on, or challenge conclusions of earlier scholarship; 

discussion of scope of application / generalizability; 

identification of unique contributions(s) to scholarship in a 

discipline or field 

17 

Limitations #19 Trustworthiness and limitations of findings 18 

Conflicts of interest #20 Potential sources of influence of perceived influence on 

study conduct and conclusions; how these were 

managed 

1 

Funding #21 Sources of funding and other support; role of funders in 

data collection, interpretation and reporting 

1 
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