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Why Isn’t Government Policy More Preventive? 

Chapter 7 – Prevention policy and public health 
Health policy is the traditional home of prevention policies. Public health is at the heart of 

policies designed to improve population health, and perhaps reduce health inequalities, often 

through changes in behaviour at an early age. Public health policy tends to be a hub for 

advocates of EBPM. In theory, healthcare and public health are symbiotic, particularly if early 

public health interventions reduce demand for acute healthcare.  

However, in practice, public health is an exemplar of the wide gap between expectations for 

‘evidence based’ prevention policy and actual outcomes.  There are continuous tensions 

between preventive and reactive policies. The latter receive more attention and resources (often 

without strong evidence that existing services are effective) and the former often serve as cover 

for spending cuts. As Chapter 1 suggests, some public health policy tools are more feasible 

than others, and this preventive/ reactive policymaking dynamic suggests that a major 

redistribution of healthcare services – to accentuate preventive policymaking - enjoys low 

feasibility. Its major scale helps minimise the sense that public service reform is technically 

feasible, while highly visible redistributive effects on populations reduce political feasibility. 

In comparison, a small number of regulatory policies combined with information-sharing tools, 

to oblige or encourage behavioural changes in the population, often seem relatively feasible to 

policymakers.  Or, elected policymakers may choose to hive off responsibility to organisations 

such as public health agencies (Boswell et al, 2019).  

This calculus may help explain why public health exhibits a contradiction between the very 

broad prevention aims that seem to go nowhere, and the specific initiatives that contribute to 

profound policy change. Policy actors have been describing the general story of prevention 

policy (and many versions of a narrative on evidence-based policymaking) for decades, but 

each time as if it were a new – or, at least, rebooted - idea. Indeed, the most recent Green Paper 

by the Department of Health and Social Care (2018) is called Prevention is better than cure. 

Such new initiatives come and go without altering the basic relationship between preventive 

and reactive services. In the post-war period there have been episodic examples in which 

government bodies have signalled the need for major socio-economic and public health reforms 

to reduce health inequalities. However, most new initiatives have been framed as a response to 

the failure of previous policies. As Chapter 1 suggests, over time these efforts give the 

impression of unfulfilled expectations, as policymakers go through a cycle of enthusiasm for 

prevention, followed by frustration, partial failure and, eventually, the rediscovery of the 

importance of prevention policy by a new government.  

In contrast, during the last three decades, we have witnessed profound policy and social 

changes in areas such as tobacco control and smoking. UK tobacco control is an exemplar of 

successful paradigmatic policy change (Cairney, 2019e). The UK experience acts as a model 

for other countries, and tobacco is a model for comparable (but less well developed) strategies 

for alcohol and food policy (Studlar and Cairney, 2014; 2019). A collection of policy 
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instruments – including laws to regulate behaviour, plus individual support, public exhortation, 

and economic incentives to change behaviour - combine to produce ‘comprehensive’ policy 

change (Mamudu et al, 2015). In such cases, the overall health of the population often rises 

without reducing health inequalities, but paradigmatic policy change at least provides a 

platform for further change focused on inequalities (or the chance to learn why past efforts did 

not reduce them).  

Overall, there appears to be a disconnection between (a) the limited shelf-life and impact of a 

grand narrative to describe a singular window of opportunity for transformative change, and 

(b) the major cumulative impact of a series of specific measures to solve problems during many 

windows of opportunity. We combine theory and case study analysis to explain these dynamics, 

summarising the literature which compares UK public health policies in relation to healthcare, 

and providing new empirical research on Scotland.  

First, we apply our theoretical approach, outlined in Chapters 1-3, to present a broad 

examination of health policy and the role of prevention within it, considering what a window 

of opportunity for prevention policy within a complex system, and the social construction of 

target populations, means in relation to health and public health policy. Second, we show that 

the UK and Scottish governments have described different policy styles, but faced and 

addressed the ambiguity and complexity of preventive health policy in similar ways.  

Third, our comparison of broad prevention versus specific tobacco policies shows why 

substantive policy change is more apparent in the latter: there is a clearer definition of the 

policy problem, a more supportive environment for meaningful policy change, and more 

windows of opportunity for specific policy changes. These three conditions are not yet fulfilled 

in the broader prevention agenda. Attention is lower and debates on the meaning and 

application of prevention policies are wider, the policymaking environment is more difficult to 

identify, and there are fewer meaningful windows of opportunity. Consequently, we find that 

policymaking systems help produce outcomes that only partially reflect, and can often seem 

contradictory to, initial prevention policy choices. Governments express a periodic 

commitment to prevention, but routinely produce something different.  

What is the window of opportunity for prevention in health policy? 

In Chapters 1 and 2, our starting point is that a ‘window of opportunity’ has opened for the 

introduction of a vague policy solution, prevention. Prevention has proven to be too difficult 

to operationalise, at least beyond an idiom, prevention is better than cure, a set of simple aims, 

such as to intervene as early as possible in people’s lives, and governance principles, such as 

to encourage EBPM, localism, and the inclusion of service users in public service design. 

Further, prevention can be primary, secondary and tertiary, and tertiary measures often 

resemble reactive or acute services.  

As a philosophy of government, prevention has the ability to become a focal point for 

government action, based on the promise that preventive measures can help reduce inequalities 

and/ or public service costs or social security spending. However, it also represents the ultimate 

example of the unclear links between policy philosophies and detailed outcomes, since it is 
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difficult to know what prevention policy is, who is responsible for action, and how we would 

measure their success. As such, it may suffer in comparison with issues that are high profile 

and appear to have simpler, quicker, and more measurable solutions.  This problem plays out 

continuously in health policy, despite a very high rhetorical commitment to prevention policies, 

because four issues remain: 

1. Terminological confusion, as policymakers commit to reducing health inequalities but 

struggle to ‘operationalize’ them. 

2. Preventive policies suffer in comparison with well-funded acute services, or may act 

primarily as cover for cuts in services.   

3. Many advocates of policy change refer to the ‘social determinants of health’, defined 

by the WHO (2019) as ‘the unfair and avoidable differences in health status’ that are 

‘shaped by the distribution of money, power and resources’ and ‘the conditions in 

which people are born, grow, live, work and age’. Relevant policy measures include 

the need to reduce health inequalities via measures such as income redistribution 

(Acheson, 1998). However, they enjoy insufficient UK government support (Baggott, 

2011: 73; 389; and the Scottish Government has insufficient powers), in a context in 

which ‘public discourse and policy action’ remains focused on individuals (Elwell-

Sutton et al, 2019: 1). 

4. Policy solutions based on regulation, exhortation, or individual incentives to improve 

health enjoy more sustained attention and political success (Blackman et al, 2009: 769).   

Preventive health before 1997 

These obstacles are apparent in the history of health policy across the UK, during which several 

potential sources for policy change emerged. Baggott (2011: 35) traces ‘preventive medicine’ 

and early public health initiatives (on issues such as sanitation and safer working conditions) 

from the Victorian era. Further, Billis (1981) suggests that the broad notion of prevention has 

been on the agenda for most of the post-war period. However, most notably, Bartley (2004: 1-

8; 14-15; see also Acheson, 1998: 10) highlights the importance of the Black Report 

(Department of Health and Social Security, 1980) in putting health inequality ‘firmly on the 

map’ of public policy, by: 

 gathering statistics to highlight stark differences in male mortality and susceptibility to 

illness and disease according to (occupational) class  

 refuting the idea that the introduction of the NHS and welfare state would necessarily 

reduce health inequalities 

 highlighting the role of ‘preventive measures extending over many years, such as 

protection from hazardous environments and lifestyles’.  

Since the Black Report was published, there have been instances when stakeholder attention 

has risen to the cost of inequalities and ill health, preventive or public health solutions have 

existed, and key policymakers have had some opportunity to adopt the principle of preventive 

measures. However, the health inequalities agenda generally represents a missed opportunity. 

Past experience suggests that policymakers have often lacked the willingness to make 
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fundamental changes or the ability to make sense of prevention, at least enough to produce and 

deliver a specific agenda and set of objectives.  

Indeed, Acheson (1998: 10) suggests that the UK Government did not act on the Black report 

until the 1990s, while Exworthy and Oliver (2012: 293) argue that the Thatcher government 

‘attempted to suppress its dissemination’. Further, Baggot (2011: 382-4; 62-7) notes that the 

Thatcher government’s economic policies from 1979 widened economic and exacerbated 

health inequalities, while the Major government’s Health of the Nation strategy from 1991 had 

a minimal impact on policymaking and deliberately ignored health inequalities and the ‘social 

determinants of health’ agenda.   

New Labour and Scottish Devolution 

A more meaningful window of opportunity did not open until the election of a Labour 

government in the late 1990s, prompting for example the ‘second Black Report’ chaired by 

Acheson in 1998 (Exworthy and Powell, 2002: 82).  Harrington et al (2009) suggest that ‘The 

election of a Labour government in 1997 brought the issue of health inequalities firmly back 

on to the policy agenda’. The UK shared with several countries, ‘a growing awareness of the 

existence and preventability of these inequalities as well as the financial cost of treatment if 

they were not addressed’ (Blackman et al, 2012: 49; see also Exworthy et al, 2002: 80; WHO 

Regional  Office  for  Europe, 2002). A new and committed Labour government, supported by 

trades unions and campaign groups, provided the motive and opportunity for action, and 

advances in data gathering allowed them to process information on problems and solutions in 

new ways. New policy solutions were built on: 

1. the use of targets and performance management to ensure progress 

2. ‘joined up government’ in central government, to address issues that require cross-

departmental cooperation, and  

3. health and local authority partnerships built on some pooled resources and jointly-

delivered services (Blackman et al, 2012: 50; Exworthy et al, 2002: 82-3; Baggott, 

2011: 384; 66-7; Perkins et al, 2010).   

Subsequently, devolution in 1999 gave the devolved governments separate responsibility for 

key aspects of the policy problem. UK and devolved governments produced a similar language 

to describe the causes of inequalities and the most appropriate responses, but they also signalled 

major differences in policy styles to deliver policies (Chapter 4; see Harrington et al, 2009: 25 

on Scotland and Wales).  

For example, the UK government’s reputation for pursuing targets and a relatively punitive 

form of performance management (Greer and Jarman, 2008) is reflected to some extent in post-

devolution differences (although Exworthy et al 2002: 82 found that the Scottish Government 

also emphasised targetry in the early years of devolution). England had two high-level 

‘quantifiable national targets’ by 2001, on reducing inequalities in infant mortality (measured 

in relation to occupation) and life expectancy (deprivation), accompanied by targets on specific 

illnesses, including cancer, and behaviours such as smoking (Exworthy et al, 2002: 81). 

Scotland followed in 2004 and 2006 with broader and less enforceable ‘health improvement 
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targets’ combined with a commitment to ‘continuous improvement’ and to improve health in 

‘deprived areas’ (Baggott, 2011: 402). It developed relevant ‘national indicators’ (such as child 

deprivation) of Scottish Government performance from 2007 (Chapter 6). Further, Wales 

maintained ‘aspirational statements’ with no element of quantification (Harrington et al, 2009: 

25; Blackman et al, 2012: 56; Blackman et al, 2009).  

Although there were some differences in policy styles among the three governments, 

Harrington et al (2009: 25) detect the same governmental and parliamentary frustration with 

policy progress, contributing to a shift away from their initial focus on the ‘social determinants’ 

of health inequalities which emphasised the importance of poverty, housing and social 

inclusion. From 2003-5, all three restated the central role of the NHS in health improvement 

and the identification of plans to address unhealthy behaviour and individual lifestyle choices 

in relation to smoking, drinking, and eating. This shift marked, in the space of five years:   

(a) the waning of government enthusiasm to deal with the structural ‘root causes’ of 

inequalities, which are hard to address with policy, partly since they relate to a wide 

range of socioeconomic problems and policies that can’t be contained to one term of 

office 

(b) a rise in enthusiasm for more concrete measures to regulate or encourage individual or 

lifestyle choices, with the potential for policy to contribute to health inequalities (2009: 

769; Baggott, 2011: 71-3; 391-5). 

Such historic and periodic developments help us challenge the idea that recent commitments 

to prevention are new or likely to have a major impact on policy delivery and outcomes 

Certainly, the language of prevention is now used more regularly by the Scottish Government, 

and Scotland’s relevant public bodies, committed to a ‘decisive shift to prevention’. The UK 

government demonstrates a similarly high commitment, broadly in relation to health policy, 

and specifically when linking the health of the population to economic activity, describing 

‘working-age ill health …costing England £100 billion a year’ (Department of Health, 2010: 

46) 

The Department of Health delegates responsibility for much of this agenda to key public bodies 

such as local authorities, Public Health England, and NHS England. The latter recently 

provided the most instructive description of the status of prevention policy in health. NHS 

England’s (2014: 3) Forward View argues that, ‘the future health of millions of children, the 

sustainability of the NHS, and the economic prosperity of Britain all now depend on a radical 

upgrade in prevention and public health’ (original emphasis). However, its next sentence 

sums up the propensity for governments and public bodies to go through a cycle of identifying 

failure and predicting change: ‘Twelve years ago Derek Wanless’ health review warned that 

unless the country took prevention seriously we would be faced with a sharply rising burden 

of avoidable illness. That warning has not been heeded – and the NHS is on the hook for the 

consequences’ (2014: 3). Further, the Department of Health and Social Care (2018: 14) restates 

this story of continuous but ineffective renewal by arguing that ‘for too long the health and 

social care system has talked about the need to refocus its energy away from treating illness 

and towards preventing illness, without this translating into practical action’. In other words, 
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there have been multiple windows of opportunity for preventive health policy, but none have 

been exploited enough to produce to substantive changes in policy and policymaking. 

Complexity and social construction in health and public health 

The literature on multi-centric policymaking, complexity, and health informs such discussions 

in two main ways: to help identify ‘the complexity of determinants of health’ and the ways in 

which health policy and practice emerges from complex systems (Tenbensel, 2015: 370). It can 

be used to help explain why policy initiatives seem to fail, prompt debates about the extent to 

which we can control health systems, and describe a process of ‘sense making’ used by the 

policymakers and practitioners who are trying to deal with a complex world by constructing 

simple rules to guide their behaviour (2015: 371; Kernick, 2006; Plsek and Greenhalgh, 2010; 

Paley, 2010).  

Chapters 1-3 suggest that policymakers adopt the principle of prevention, but as a broad policy 

solution to an ill-defined problem. At the same time, they seek ways to manage complexity, 

often by adopting simple rules to manage government and maintain the popularity of the 

elected party. Our discussion of public health, below, suggests that many of these rules favour 

acute healthcare policies rather than longer term preventive policies. In the language of 

complexity, policymakers contribute to ‘positive and negative feedback’, as they pay 

disproportionate attention to what they perceive to be immediate health crises, at the expense 

of attention to longer-term prevention aims. ‘Strange attractors’, as regular patterns of 

behaviour and outcome, endure when the public bodies responsible for service delivery 

reproduce rules that reinforce inattention to prevention. Further, there is ‘path dependence’ in 

the NHS system that makes it difficult to shift resources from tertiary services dealing with 

immediate demand, to primary or preventive services to reduce demand. New solutions may 

‘emerge’ from local areas, particularly when central governments are serious about supporting 

localism as the best route to collaboration. However, in studies of complexity theory, 

emergence describes behaviours and outcomes in the absence of central control, rather than 

the consequence of a ‘decisive shift to prevention’ by central governments. 

Social construction and policy design (SCPD) suggests that policymakers also deal with 

complexity by producing simple rules about how they treat target population, but there is no 

clear picture in health. First, there are many social constructions in play, from the protection of 

children from poverty to the prevention of falls by older people to keep them out of hospital. 

Second, policies to deal with health inequalities are often linked to very different concerns. In 

some cases, we find a focus on deprivation and the sense that individuals or communities in 

poverty deserve extra attention, particularly if they are children with limited abilities to take 

responsibility for their healthy behaviour (Chapter 9). In others, the uptake of programmes by 

UK and Scottish Governments relates more closely to the language of ‘what works’ and the 

demonstrable evidence of the international success of (for example) parenting programmes 

(Cairney, 2017).   

Third, the most sustained policy developments are based on regulation and individual 

exhortation, often accompanied by attempts to ‘empower’ people to make good choices 

(Woodall, 2012). Fourth, however, there is some uncertainty regarding the extent to which 
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public health policies are aimed generally at societal health improvement or specifically at 

certain populations such as ‘trouble drinkers’ (Cairney and Studlar, 2014). Finally, it may be 

relatively difficult to mobilize public or policymaker support when prevention is about the 

relatively abstract improvement in community outcomes, or programmes to improve the life 

chances of people in the distant future. Without additional concrete reference to the immediate 

needs or problems of specific groups, prevention for the health of the nation in the future may 

not compete well with attention to the immediate healthcare concerns of specific populations 

in the present. 

Why is limited prevention in health a recurrent problem? 

These health-specific experiences reflect and reinforce the more general idea, introduced in 

Chapter 1, that preventive policy solutions face a range of ever-present obstacles  in UK and 

devolved government (see also Exworthy, 2008): 

There is continuous uncertainty about how to ‘operationalise’ broad aims.  

Major reports on health inequalities struggle to present recommendations that can be readily 

implemented by governments. For example, Acheson (1998) and the WHO Commission on 

Social Determinants of Health (2008) presented dozens of recommendations which were not 

ranked or linked well to measurable outcomes or targets (Baggott, 2011: 385; 399-400).  

Vagueness can provide cover to inactivity or programme rebranding.  

The unintended consequence of ambiguity is that policymakers can adopt public health 

measures, in the name of prevention, without expecting them to reduce costs or health 

inequalities (Blackman et al, 2012: 58). Recommendations can be so far-reaching or vague that 

governments can already claim to be acting upon them (Exworthy and Oliver, 2012: 297-9). 

Or, they choose how to measure progress and define, for example, the poorest and comparator 

groups (Graham, 2009: 473). Policy solutions can be attached to a range of problems under a 

general inequalities banner, from the link between social class and life expectancy, to variations 

in access to healthcare (Exworthy et al, 2002: 81-2; Asaria et al, 2016). It is difficult, if not 

impossible, to identify and measure the government resources devoted to prevention and 

reducing inequalities (Health Committee, 2009: 124). If policies are not well defined, ill-

evidenced and well-evidenced interventions can be promoted simultaneously (Chief Medical 

Officer, 2014: 14). 

The size of the task seems overwhelming and dispiriting.  

Prevention is the ultimate cross-cutting and ‘wicked’ issue. Reducing health inequalities 

involves addressing, ‘poverty, income, tax and benefits; education; employment; housing and 

environment; mobility, transport and pollution; and nutrition’ (Acheson, 1998: 8). Prevention 

policy involves long-term aims, and fundamental public sector reforms, which will last longer 

than a current government can expect to stay in office.  

It is hard to provide the evidence to encourage radical change.  

If prevention policies often focus on problems described as intractable, with no clear sense of 

the cause of problems and effect of solutions, it is difficult to generate the sense that 

governments should act (Taylor, 2013; Williams and Glasby, 2010; Exworthy and Oliver, 
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2012: 291; Hannigan and Coffet, 2010: 222). Public health comes relatively close to a clear-

cut solution when it involves the scientific link between smoking and ill-health and the 

cumulative knowledge of policy solutions to encourage smoking cessation (Cairney, Studlar 

and Mamudu, 2012: 2-3). It is less clear when public health policy combines with the need to 

join up services to address health, education, housing and crime, to address issues of 

deprivation and inequality. This problem is magnified when many sources of inequality – such 

as class, gender, ethnicity, race, or disability - also intersect and contribute (for example) to 

unequal access to services (Goicolea, et al, 2017). There remain unresolved problems about 

how to define inequality as a policy problem, combining relatively easily measured divisions 

such as occupation, gender, and ethnicity, with vaguer notions of status, resilience, and access 

to social networks and opportunities (Bartley, 2004: 23).  

Policymakers may know much more about the size of inequalities than their cause  

Historically, policymakers have entertained many explanations for health inequalities based on 

income, working class culture, ‘natural selection’, a ‘psycho-social’ focus on the emotional and 

physical effects of work and social status, ‘life course’ studies tracking adult behaviour to 

childhood circumstances (including problems relating to ‘early attachment’), ‘materialist’ 

studies of the effects of hazardous occupations, and ‘neo materialist’ studies of the ability of 

states to reduce inequalities via benefits, housing and public services (Bartley, 2004: 9-15; 169; 

Acheson, 1998: 91; Baggott, 2011: 70-3; Exworthy and Oliver, 2012: 300).). Consequently, 

they often perform the policymaking equivalent of a ‘leap of faith’: acting without being clear 

on cause and effect or knowing if an intervention will cause good outcomes; and, accepting 

that the evidence of success will be limited and could take years to produce (Blackman et al, 

2009: 773; 2012: 59; Exworthy and Oliver, 2012: 294; Chief Medical Officer, 2014: 14). 

There is high competition for attention and money.  

Preventive policies compete with reactive services that are generally more salient and better 

funded. A key aim of prevention is to redirect resources from tertiary or reactive services, but 

governments periodically do the opposite, using public health budgets to address short-term 

hospital crises (Chief Medical Officer, 2005; Baggott, 2011: 73; Health Committee, 2009: 

123).  Public health may only receive sustained attention and funding when key healthcare 

indicators are under control (Blackman et al, 2012: 52; or, perhaps when healthcare 

organisations shift their focus – see Lantz, 2018). 

Prevention’s impact and success is more difficult to measure 

Policymakers favour interventions if their impact can be easily understood, such as in relation 

to an identifiable improvement in outcomes per pound spent in a financial year (although our 

interviews suggest that language of ‘value for money’ is often expressed less strongly in 

Scotland).  In prevention, it is difficult to measure the short-term impact of an intervention or 

demonstrate clearly that it caused favourable long-term outcomes (Blackman et al, 2012: 57-

60; Burnside, 2010: 4; Early Action Task Force, 2012: 7; Cohen et al, 2008; OECD, 2013: 10; 

Suhrcke et al, 2006). If multiple interventions are used to address an unclear and cross-cutting 

problem, it becomes near-impossible to produce evidence on their individual effects (Exworthy 

and Oliver, 2012: 298-9). There is reluctance among public health professionals in government 

bodies to take a chance on interventions with a limited evidence based (interview, Department 
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of Health, 2015). This problem is exacerbated when health inequalities scholars do not 

appreciate how to sell their findings to policymakers (Hunter, 2009: 283), policymaking takes 

place without routine evaluation (Health Committee, 2009: 122-3) and less well-evidence 

healthcare interventions are funded routinely, partly because they represent the status quo 

option. 

Such problems have been addressed, to some extent, by:  

 the production of new evidence on early intervention programmes, and parenting 

programmes in particular (Chapters 5 and 9) 

 initiatives such as the cross-party 1001 Critical Days Manifesto encouraging more 

attention to the evidence on early intervention (from conception until age 2) 

 the demonstration of successful outcomes in ways that may appeal to policymakers, by 

bodies such as the Early Intervention Foundation, whose online guidebook gives top 

ratings to programmes such as the Family Nurse Partnership and Incredible Years 

(Chapter 9) 

 the adoption of a technical language to support preventive efforts. For example, the 

Department of Health and Social Care (2018: 14) continues a trend in which 

policymakers provide estimates of the economic cost of preventable ill health and 

predicted cost-saving of interventions. Further, its emphasis on ‘predictive prevention’ 

to help provide ‘targeted, personalised’ interventions helps relate broad prevention 

policy to the current government’s specific individualist agenda (2019: 2)  

However, the Treasury remains sceptical of programmes that promise major but vague ‘returns’ 

from investment, partly because no programme can guarantee a tangible reduction in service 

provision. Few interventions have ‘cashable’ savings that allow policymakers to, for example, 

close hospital wards (interview, Treasury, 2015). Further, reactive policies generally address 

more visible and urgent problems, and have a more immediate and measurable impact, such as 

funding for acute healthcare to meet short-term targets on hospital waiting times (Embrett and 

Randall, 2014: 151; Smith and Joyce, 2012: 63; Hobin et al, 2012: 102; Smith and Joyce, 2012: 

65; Petticrew et al, 2004: 813; Chalkidou et al, 2009: 352; Blackman et al, 2012: 52-5; 58; 60).  

Performance management often undermines prevention 

Performance management systems encourage public services managers to focus on short-term 

and measurable targets within their own service more than their shared aims with public service 

partners or the wellbeing of their local populations (Hunter and Marks, 2005; Exworthy and 

Powell, 2004: 272). Performance management is about setting priorities when governments 

have too many aims to fulfil. Central governments encourage local bodies to form long-term 

partnerships to address health inequalities and meet short-term healthcare targets, but the latter 

take precedence (Exworthy et al, 2002: 87). Although performance management for the NHS 

in England may be more target-oriented and punitive than for Scotland, acute healthcare targets 

– and other statutory responsibilities - still tend to trump less measurable health inequalities 

aspirations in both governments (Blackman et al, 2009: 776; Cairney, 2015a). 
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Policymakers face ethical dilemmas and ‘nanny state’ opposition  

Prevention involves fundamental political choices regarding: the balance between state 

solutions and an appeal to personal responsibility (Freeman, 1999); which kinds of inequality 

- including class, gender, race and disability - are the most worthy targets for public policies; 

and, how far we should go to influence behaviour or restrict liberties (Wattam, 1999: 323; 

Cairney, 2009a). 

The response to these problems tends to be incremental, not radical, policy change. We can 

identify a far greater tendency for policymakers and the public to accept the principle and logic 

of prevention policy than specific measures designed to achieve broad aims. Policymakers 

pursue incremental changes that encourage prevention but do not have major implications for 

existing budgets or services (Gough, 2013: 7; Early Action Task Force, 2012: 28; Cairney et 

al, 2012: 101-4). This strategy may be effective over the long term if budgets are always rising, 

but be ill-suited to an ‘austerity’ agenda in which prevention policy is expected to save money, 

or in which it is relatively easy for governments to find money from long-term investment 

budgets to fund short-term shortfalls. Governments may ‘cherry pick’ policy agendas to claim 

‘quick wins’ (Blackman et al, 2009: 762). Or, they may charge other public bodies and groups 

with the task of making sense of prevention – by encouraging ‘localism’ and putting service 

users at the heart of service design – as a cover for tough funding decisions.  

On that basis, the objectives articulated in Forward View are ambitious - to advance public 

health, involve service users more in service delivery, reorganise health and social care, and 

provide leadership – but signal an as-yet-unfulfilled potential for meaningful policy change. 

For example, Hunter (2015) describes NHS England’s chief executive, Simon Stevens, as a 

‘true convert to the cause’ (an image reinforced in our interviews) but suggests that elected 

politicians do not share his commitment. Forward View represents the same unfulfilled 

potential as the Scottish Government’s ‘decisive shift to prevention’ (Chapter 6).  

We do not suggest that nothing changes when governments make a strong commitment to 

preventive health policy. Rather, we note that the UK and Scottish governments have 

recognised their limited progress to reduce inequalities and public service costs so far (Scottish 

Government, 2011), and that no government has broken the cycle of enthusiasm, limited 

progress, criticisms of progress, and rediscovery (Baggott, 2011: 77).  

What can advocates of prevention learn from tobacco policy? 

Although the Black Report in 1980 had limited impact in government, tobacco policy was 

beginning to undergo paradigmatic change over several decades. By the mid-to-late 2000s, the 

UK had produced the most extensive tobacco control regime in Europe (Joossens and Raw, 

2011). Measures include the: widespread ban on tobacco advertising in 2002; raising of the 

legal smoking age from 16-18 in 2009; a ban on smoking in public places in 2006; raising of 

tobacco taxes to approximately 77% of the cost of cigarettes; high spending on smoking 

cessation clinics and nicotine-substitute products (Cairney et al, 2012: 101-3; Cairney, 2008; 

2019e). Most recently, the UK government was the second in the world (after Australia) to 

introduce plain (unbranded) packaging on tobacco products, combined with major health 

warnings on each pack (ASH, 2017). These moves initially represented a new ‘phase’ of 
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tobacco control built on describing tobacco ‘as a social and global menace’, and there is now a 

realistic prospect of a new phase of ‘neo-prohibitionism’ geared towards minimising smoking 

altogether (Studlar and Cairney, 2014: 520).  

Further, tobacco control was framed increasingly, from the early 2000s, as a response to the 

health inequalities agenda set by the Wanless (2002; 2004) reports and coordinated by the 

Treasury. The latter described smoking as ‘the single most significant causal factor for the 

socio-economic differences in the incidence of cancer and heart disease’ (HM Treasury and 

Department of Health, 2002; Cairney, 2007a).  This agenda has been supported as strongly by 

devolved governments. Although they have some separate responsibilities in healthcare, and 

the Scottish Parliament can legislate in some areas, tobacco policies are almost identical across 

the UK. The Scottish Parliament banned smoking in public places one year earlier than 

Westminster, and the need to address health inequalities through stronger tobacco control was 

pushed strongly by its Chief Medical Officer (Cairney, 2007b). 

Tobacco has also become a model for change in other public health policies which show slower 

but significant progress (Baggott, 2011: 75). In alcohol, there are generally no direct 

equivalents to prohibitive pricing, limits on promotion, or health warnings, and the UK is far 

lower on the alcohol league tables in Europe (Cairney and Studlar, 2014: 310). However, the 

Scottish government has emphasised a population-based policy - compared to the UK’s more 

frequent focus on problem drinkers (Fitzgerald and Angus, 2015: 4; interviews, Scottish 

Government, 2014) – and proved more willing to challenge the alcohol industry to pursue 

measures to help reduce alcohol consumption. It passed legislation to introduce a minimum 

price for a unit of alcohol (Holden and Hawkins, 2013), which was not implemented in 2018 

after several years of court challenge by the Scotch Whisky Association on behalf of the 

industry. In food policy, advocates for policy change describe the problem in similar ways to 

tobacco – in terms of the need to prevent non-communicable diseases (NCDs), and address salt 

and sugar consumption in particular – and there are some parallels in approach (Studlar and 

Cairney, 2019). 

In that context, tobacco represents a model, but partly as a cautionary tale to show that 

evidence-informed policy change took decades to achieve. Further, our research suggests that 

the conditions under which tobacco policy changed are not met in prevention. Cairney and 

Yamazaki (2018: 255), Cairney (2019b), and Studlar and Cairney (2019) describe a three step 

process in which actors have to navigate policy ambiguity, policymaking complexity, and 

exploit discrete windows of opportunity to ensure the selection of evidence-informed policy 

solutions. In table 7.1 we use these three conditions to identify the relatively high obstacles to 

prevention policy implementation.  

Table 7.1 Explaining high tobacco policy and low prevention policy change 

Conditions for policy 

change 

Tobacco control policy Prevention policy 

1. Framing to reduce 

policy ambiguity and 

Tobacco reframed as a public 

health epidemic, not economic 

Prevention remains ambiguous 

and there is insufficient agreement 
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encourage new 

policy solutions. 

good. There is routine and high 

attention to policy solutions. 

on the most technically and 

politically feasible solutions. 

2. A supportive 

policy environment 

The public health frame helped 

departments of health take the 

lead, limit information searches 

to solve an epidemic, foster 

networks with public health 

actors, and respond to reduced 

smoking/ opposition to 

regulation. 

The vague frame undermines a 

sense of ownership within 

government, enabling a 

proliferation of rules, information 

searches, networks, and responses 

to the socioeconomic context. 

3. Successful 

exploitation of 

regular windows of 

opportunity 

A supportive policy frame and 

policy environment increased 

the motive and opportunity for 

policymakers to select 

relatively restrictive policy 

instruments 

There was a window for a vague 

prevention policy agenda with 

minimal policy direction. Policy 

solutions come and go, with a 

tenuous link to prevention. 

Overall effect A snowball effect in which a 

reframed problem, environment 

more conducive to policy 

change, and selection of policy 

instruments reinforced each 

other. 

A muted effect in which an unclear 

problem, complex environment, 

and limited policy change 

reinforce a dispiriting sense of 

limited progress. 

 

The first step is to address ambiguity by exercising power to draw most attention to one policy 

image. In the case of tobacco, public health advocates used the scientific evidence of harm, and 

estimates of the relative effects of policy solutions, to recommend comprehensive tobacco 

control policies. After decades of campaigning, this strategy has been successful at the 

international level, coordinated by the World Health Organisation (WHO), and in a small 

number of leading countries such as the UK (Mamudu et al, 2015). In prevention, an equivalent 

shift from broad agenda to specific framing is difficult to detect, and there is still high 

competition to determine which interventions should be supported, even though prevention as 

a broad philosophy has been on and off the British political agenda for most of the post-war 

period (Billis, 1981). 

The second step is to foster a policy environment that is conducive to sustained policy change. 

Of course, as we discuss in chapter 3, no actor controls multi-centric policymaking systems. 

However, in tobacco control, we can identify key changes and link them to some extent to 

political action. A new policy frame, emphasising a public health epidemic, helped give health 

departments a greater role. Consequently, the cognitive and organisational shortcuts to action, 

used by policymakers, included seeking medical and epidemiological sources of knowledge 

and fostering policy networks with public health and medical groups, while marginalising the 

tobacco industry. Seeing the world through an NCD epidemic lens also prompted policymakers 

to pay more attention to the socioeconomic conditions supportive of tobacco control, including 

reductions in smoking prevalence and tobacco taxation, and reduced opposition to tobacco 

control (Cairney et al, 2012: 214-5). The absence of a well-focused policy frame undermines 

the development of equivalent processes in prevention. Prevention policy continues to cross-
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cut many venues across many levels of government. There are many overlapping rules on how 

and from whom to seek evidence. Networks are diffuse and hard to manage. There is no 

dominant way of thinking across government and there are many socioeconomic indicators of 

policy problems, with little agreement on how to measure them (Cairney, 2019b). 

The third step is to exploit many windows of opportunity successfully. In tobacco, a public 

health frame and conducive policy environment prompted periodically high attention to 

smoking as a major policy problem. Each time, policymakers had high motive and opportunity 

to select more restrictive policy instruments. Crucially, this selection of a new policy 

instrument is not inevitable. Indeed, we emphasise this high level of conditionality in UK 

tobacco to explain the incredibly low likelihood of policy change in other country experiences 

of tobacco control (Cairney and Yamazaki, 2018; Mamudu et al, 2015) and in UK prevention 

policy. 

To demonstrate, consider what had to happen during a window of opportunity for a legislative 

ban on smoking in public places. Cairney (2009; see also 2019e) shows that each ban on 

smoking in public places across the UK involved separate windows of opportunity, in which 

policymaker attention to the problem varied,  a full ban represented a new solution (which had 

only been implemented in Ireland), and each government had different motives and 

opportunities to adopt new legislation. Such experiences suggest that the idea of prevention 

and public health may be broadly accepted in government, but that specific measures will only 

be adopted under particular circumstances. The element of time is pivotal, since it took decades 

to get to this point, and the opportunity for policy change was fleeting: 

In other words, there is a strong element of contingency to the production of a 

comprehensive ban on smoking in public places, even when the UK policy environment 

had become relatively conducive to tobacco control …Crucially, in a country with a 

trajectory towards becoming the most controlled in Europe, a full ban on smoking in 

public places was not inevitable. A voluntary then partial ban was always a realistic 

possibility, and a full ban could only have happened at a particular point in time (from 

the mid-2000s), during a window of opportunity (Cairney and Yamazaki, 2018: 263). 

In the absence of such conditions – the resolution of ambiguity and complexity in favour of 

policy change – these windows of opportunity are less frequent and less likely to be exploited 

successfully. For example, the social determinants of health agenda does not enjoy such a 

relatively clear set of objectives, involving a combination of individual policy instruments that 

can, to a large extent, be coordinated by a single government department and implemented by 

one key organization. The broader field of health inequalities policy involves the alignment of 

joined-up government initiatives at central and local levels of government, the 

operationalisation of unclear aims and evidence, and the need to sustain political support for 

long periods of time. The task is far more complicated and less conducive to success, to the 

extent that Exworthy and Powell (2004:  269) struggle to adapt the multiple streams metaphor 

to describe what is going on, and there remain unresolved debates on how to conceptualise 

population health (Sniehotta et al, 2017). It is also difficult to identify progress – in Scotland 

and England – in relation to each aspect of that task, such as joining up government, or using 
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evidence effectively to address the ‘social determinants’ of inequalities (Smith and Joyce, 

2012: 63). This obstacle could make policy change more vulnerable to opposition by interest 

groups (Petticrew et al, 2017; Thom et al, 2016). 

Overall, we can identify in tobacco policy a mutually-reinforcing effect in which a reframed 

problem, and an environment more conducive to policy change, and the continuous selection 

of policy instruments, all reinforced each other. In prevention policy, we find a more muted 

effect in which an unclear problem, complex environment, and limited policy change reinforce 

a dispiriting sense of limited progress. Greater attention to health inequalities in the late 1990s 

helped open up a window of opportunity for a vague agenda, producing the chance to pursue 

an ad hoc collection of individual policy initiatives rather than a comprehensive and coherent 

approach. Examples include: specific targets in England to reduce gaps between the health of 

the most worse-off and the average; the Sure Start UK programme to coordinate health, 

education, social security, and social work action for disadvantaged children and families 

(Chapter 5); and, some efforts to address variations in health outcomes and access to healthcare 

according to ethnicity, gender, sexuality, age and disability (Baggott, 2011: 385-6; 396-7). 

Further, many initiatives, such as Health Action Zones in England (to coordinate health and 

social care) did not last long enough to prove effective (Chapter 5; Baggott, 2011: 135; 388).  

Therefore, the idea of a singular ‘window of opportunity’ does not sum up these developments 

well. We can detect the adoption of a broad policy agenda, but it did not reduce the need for 

additional processes to introduce specific policy instruments (including funding, redistribution, 

regulation, and education).  A more advanced prevention agenda requires the continuous 

resolution of ambiguity, a more supportive policy environment, and the exploitation of a series 

of windows of opportunity for the adoption of specific preventive policy instruments.  

Conclusion 

Public health policy sums up the potential and pitfalls of preventive policymaking. It 

accentuates the struggle for long term prevention policies to compete with short term and 

reactive healthcare policies. Prevention suffers whenever policymakers seek quick ways to 

address simply defined problems with solutions that have a visible impact in the short term, or 

use performance and accountability measures that reinforce a focus on healthcare. These 

problems are exacerbated when it is relatively difficult to know what prevention means and 

what prevention policies might be, when the policy problem seems dispiritingly ‘wicked’ or 

intractable, it is difficult to marshal enough convincing and relevant evidence of successful 

preventive interventions, and there are ‘nanny state’ or other objections to intervening so much 

in the lives of individuals and families. 

These factors combine to shift our understanding of a ‘window of opportunity’ for prevention. 

There may be a ‘decisive shift’ among both governments, but only to promote a new agenda; 

not to design, deliver and prioritise a new collection of specific policy interventions. In general, 

the ‘tools’ (Hood and Margetts, 2007: 5-6) for preventive policies largely relate to nodality, in 

which central government represents a hub for policy strategy and learning, and organisation, 
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such as to delegate policy work to agencies, rather than a major new shift of authority or 

treasure.   

Consequently, there have now been at least three phases of UK government prevention policy 

in relation to health inequalities: a period from the 1980s, in which governments became aware 

of but downplayed or ignored them; a late 1990s surge of attention, but with limited effects on 

the ‘social determinants of health’; and, an emphatic restatement of priorities in 2014 and 2018, 

but accompanied by no sense that this new experience will differ from the last.  

Notably, although we set out to compare UK and Scottish government policy styles, and their 

distinctive responses to policy problems and solutions, in healthcare we generally find that they 

face the same profoundly important obstacles. The Scottish government has gone its own way 

on issues such as healthcare management and performance measurement, and public health 

strategy, but in prevention overall we tend to find more commonalities than differences. Both 

governments have struggled to move on from a window of opportunity in which there are only 

vague solutions to unclear problems.  

We show how this dilemma plays out in a comparison of tobacco control and prevention 

policies, in which only the former demonstrates the resolution of ambiguity, the development 

of a policymaking environment which remains complex but has become conducive to policy 

change, and the exploitation of a series of specific windows of opportunity for the selection of 

policy instruments, all of which add up to paradigmatic policy change and a comprehensive 

response to a policy problem.  

In Chapter 8, we compare this experience of tobacco with reference to mental health and public 

mental health in particular. The latter shows how certain policy areas can exacerbate problems 

with prevention. While tobacco now serves as a model of policy change from which we can 

draw positive lessons, mental health is the classic cautionary tale of a vague policy agenda 

mixing with a traditionally low commitment to policy change.  

 


