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Abstract 

Background: While there is a growing body of legally-focused analyses exploring the potential restrictions on public 
health policy space due to international trade rules, few studies have adopted a more politically-informed approach. 
This paper applies an integrated political economy and power analysis approach to understand how power relations 
and dynamics emerging as a result of the international trade and investment regime influence nutrition and alcohol 
regulatory development in a case study of South Africa.

Methods: We interviewed 36 key stakeholders involved in nutrition, alcohol and/or trade/investment policymaking 
in South Africa. Interview transcripts and notes were imported into NVivo and analyzed using thematic analysis. We 
used a conceptual framework for analyzing power in health policymaking to guide the analysis.

Results: Under the neoliberal paradigm that promotes trade liberalization and market extension, corporate power 
in nutrition and alcohol policymaking has been entrenched in South Africa via various mechanisms. These include via 
close relationships between economic policymakers and industry; institutional structures that codify industry involve-
ment in all policy development but restrict health input in economic and trade policy decisions; limited stakeholder 
knowledge of the broader linkages between trade/investment and food/alcohol environments; high evidentiary 
requirements to prove public health policy effectiveness; both deliberate use of neoliberal frames/narratives as well 
as processes of socialization and internalization of neoliberal ideas/values shaping perceptions and policy preferences 
and ultimately generating policy norms prioritizing economic/trade over health objectives.

Conclusions: Exposing power in policymaking can expand our own ideational boundaries of what is required to 
promote transformative policy change. This work points to a number of potential strategies for challenging corporate 
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Background
The sale of ultra-processed foods (UPFs) and alcohol 
is on the rise in many low- and middle-income coun-
tries (LMICs) [1, 2]. These trends are associated with an 
increased focus by transnational UPF and alcohol corpo-
rations on growth of markets in these countries [2–7]. 
Part of the expansion strategy of these industries has 
included strong support for trade and investment liber-
alization in LMICs [8, 9] as this can reduce cost of pro-
duction, improve efficiency and grow sales in these new 
and emerging markets. As such, international trade and 
investment liberalization has been linked to increased 
consumption of UPFs (including sugar sweetened bev-
erages) [10–22] and alcohol [2 22], with consumption 
increasing at faster rates in many LMICs than occurred 
previously in HICs [22]. Given that exposure to and con-
sumption of these products have significant cumulative 
health and social impacts throughout the life-course [23, 
24], expansion of transnational UPF and alcohol corpora-
tions into LMICs facilitated by trade and investment lib-
eralization has created a major new global public health 
challenge.

As their attention turns to new and emerging markets, 
transnational UPF and alcohol corporations are increas-
ingly motivated to ensure favourable regulatory envi-
ronments (usually with minimal regulation) in LMICs. 
Emerging research documents the various strategies 
adopted by these corporations to influence public health 
policy [2–28]. However, more structural drivers of nutri-
tion and alcohol non-decisions in LMICs, including 
the international trade and investment system, remain 
under-explored empirically. In recent years, trade and 
health researchers have considered how international 
trade rules may promote health policy non-decisions. 
This includes through legal analyses of the potential for 
substantive and procedural aspects of trade and invest-
ment agreements to restrict policy space to mitigate the 
health impacts of unhealthy diets and harmful alcohol 
consumption [8, 29, 30]. However, only a few more recent 
empirical studies have adopted a political economy per-
spective focusing on key actors, their interests and insti-
tutional factors [31] to understand stakeholders’ strategic 
responses to trade and investment liberalization and how 
this may affect public health decision-making [30, 32–
35]. Power theory is of different disciplinary roots, but 
overlaps and is complementary to the political economy 
approach that generally seeks to understand visible (and 

sometimes more hidden) power in policymaking [31]. 
Integrating both agency and structure, power theory 
offers a conceptually richer basis for analysing power 
in health policymaking than a purely political economy 
approach. Power theory moves beyond visible decision-
making power, and draws greater attention to hidden 
power (how political and economic structures can be 
used to control the policy agenda), but particularly invis-
ible power- how the socialization and internalization of 
ideas, shape actors’ interpretation of issues and the per-
ceived appropriate solutions [31, 36, 37]. Despite power 
analysis being increasingly recognised as essential to 
understanding public health policy processes [38–42], no 
trade and health policy studies, to our knowledge, have 
explicitly analyzed how hidden and invisible forms of 
power generated or facilitated by the international trade 
and investment system may drive public health policy 
non-decision-making.

We argue that exposing all forms of power- visible, hid-
den and invisible- active at the nexus of trade and health 
policymaking is essential for addressing barriers to more 
progressive nutrition and alcohol regulation and achiev-
ing greater trade and health policy coherence. This paper 
therefore applies an integrated political economy and 
power analysis approach to understand how power rela-
tions and dynamics emerging in the context of the mod-
ern international trade and investment regime, influences 
nutrition and alcohol regulatory development in a case 
study of South Africa. To do this, we draw on a frame-
work we developed in earlier work for analyzing power in 
public health policy processes (described below).

Ethical approval for this work was obtained from 
the London School of Hygiene and Tropical Medicine 
(28 August 2018) and the University of Cape Town (12 
December 2018).

Conceptual framework
The conceptual framework for analyzing power in public 
health policymaking [43] (Fig.  1) can be used as a heu-
ristic for understanding how different forms of power 
operate via various mechanisms, in different spaces and 
across levels to influence policy decisions.

The Framework includes three forms of power. Instru-
mental power (usually most visible) focuses on the 
direct influence different actors have over the volun-
tary decisions made by formal political decision-mak-
ers. Structural power (usually more hidden) includes 

power in nutrition and alcohol policymaking in the context of international trade and investment liberalization in 
South Africa.
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agenda-setting power [36]- the ability to limit who is 
included in decision-making spaces, whose interests are 
valued and the scope of alternatives for consideration 
[44]. Discursive power (invisible) involves holding signifi-
cant problems and potential solutions outside the minds 
of stakeholders, including of those who stand benefit 
from them [45]. Discursive power usually results from 
the interplay between deliberate action and structural 
processes of socialization and internalization of accepted 
paradigms in societal and political values and policymak-
ing norms.

Each form of power can be expressed via a number of 
different mechanism types and examples of these are pro-
vided in Milsom et al (2020), [45]. Dimensions of power 
include the different levels – international, national or 
sub-national – where power resides or is contested. 
Dimensions of power also include different spaces, 
defined as formal or informal opportunities where actors 
can ‘potentially affect policies, discourses, decisions 
and relationships’ relevant to their interests [45]. Spaces 
may be closed, invited, open or claimed by less powerful 
actors [45].

The outcome of power may be a policy decision taken 
by decision-makers to act (voluntary/involuntary and 
optimally/sub-optimally). Alternatively, the outcome may 
be a non-decision – a voluntary decision not to act; an 
involuntary failure to act; or inaction due to an ideational 
boundaries issue. Certain contexts – political, economic, 
socio-cultural or situational – can inhibit or activate dif-
ferent mechanisms of power generating different out-
comes. Overarching paradigms determine the overall 
structure of power in the policymaking system.

Methods
The ‘case’ under investigation in this case-study is recent 
(2012-2020) nutrition and alcohol policy non-decisions 
in South Africa. South Africa was selected as a rich case-
study context due to its economy being relatively open to 
trade; role as a strategic hub from which UPF and alcohol 
corporations can develop new markets across Africa [6]; 
stated government commitment to and prioritization of 
NCD prevention; and its status as a regional health pol-
icy leader such that corporations may have a particular 
interest in ensuring a favourable regulatory environment 
in South Africa to prevent regional/continental policy 
transfer.

Data collection
We developed a semi-structured interview guide to elicit 
an in-depth understanding of key actors’ ideas, values, 
interests and positions in relation to health and trade 
objectives; perceptions of the international trade and 
investment regime influence on diet-related non-com-
municable diseases (NCDs) and alcohol harm reduction 
policy processes; and the strategic approaches adopted by 
stakeholders to achieve their desired trade/health objec-
tives. The interview guide was tested with local policy 
experts within academia and government and adapted 
accordingly before finalizing.

An initial stakeholder mapping of key stakeholders 
identified basis on their experience relating to food and 
alcohol policy issues with potential relevance to inter-
national trade or their involvement in trade/investment 
policy development was undertaken with input from 
one of the study investigators (MM), a South African 

Fig. 1 Conceptual framework for analyzing power in public health policymaking
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Department of Health (DoH) trade and health expert. 
Key stakeholder identified in the mapping process were 
then invited to participate in an interview. Thereafter, 
participants were identified through snow-ball sampling.

In total 77 stakeholders were invited to participate in 
a one-hour semi-structured interview via email with an 
attached standard research information sheet. At least 
two additional follow-up attempts were made to con-
tact non-responders by emails and/or phone. In total 
36 gave written consent to participate in an interview 
and for data provided in their interview to be included 
in research publications, 25 did not respond and 13 
declined to be interviewed, often referring us to others. 
An additional three stakeholders (two food corporation 
representatives and one from the DoH agreed to be inter-
viewed but did not give written consent for their inter-
views to be included in the analysis. On review, exclusion 
of these interviews did not substantively alter the results 
reported. Table 1. presents a summary of the participants 
by stakeholder group.

Thirty-five interviews were conducted with the 36 
participants between April 2019 and February 2020 
either in-person in Cape Town/Pretoria or via phone/
teleconference. All government participants were chief 
or deputy directors within their respective departments 
with one deputy director general. Industry representa-
tives were governance and regulatory experts, inter-
governmental organisation  (IGO), non-government 
organisation (NGO) and civil society organisation (CSO) 
representatives had each been engaged in recent relevant 
nutrition or alcohol policy processes in South Africa.

All except two interviews were recorded where detailed 
notes were taken instead. All recorded interviews were 
later transcribed in full. Following each interview, the 
audio recordings and/or notes were reviewed to inform 
adaptations to questioning for subsequent participants 
and for assessing the need for further interviews.

Key policy documents were also reviewed including 
the National Development Plan 2030, Industrial Policy 
Action Plan, South African Trade Policy and Strategy 
Framework, Strategy for the Prevention and Control of 
Obesity in South Africa 2015-2020, Strategic Plan for the 
Prevention and Control of Non-Communicable Diseases 
2013-17 and The National Policy on Food and Nutrition 
Security for the Republic of South Africa.

Analysis
Data were analyzed using thematic analysis. This involved 
the primary researcher (PM) developing codes, initially 
deductively, based on inter-related themes derived from 
the conceptual framework [43]. Additional codes were 
developed inductively during the analysis process. A sec-
ond coder (HW) coded two of the transcripts. We sub-
sequently reviewed each of these transcripts together to 
discuss and resolve any discrepancies in coding. Tran-
scriptions were coded in NVivo (version 12.6.0). Coded 
extracts organized according to main themes were then 
transferred into Word documents to identify patterns 
across key informant interviews. Results are reported 
according to the various mechanisms of power described 
in the conceptual framework and identified during the 
analysis as relevant to this case study. Some relevant data 

Table 1 Summary of study participants

Stakeholder group Key stakeholders 
invited to interview

Key stakeholder’s interviewed

Nutrition Alcohol Cross-
cutting

Total 
included 
in 
analysis

Department of Health 17 7 1 3 10

Department. of Trade and Industry 14 0 2 6 8

National treasury 4 1 0 1 2

Department of Agriculture, Forestry and Fisheries 6 2 0 0 2

Department. of Social Development 1 0 1 0 1

Intergovernmental organisations, non-
government organisations and civil society organisations

8 4 2 0 6

Multinational food or alcohol corporations (originating both 
from within and outside South Africa)

10 2 2 0 2 (alcohol)

Academics 11 4 2 0 5

Health Attachés for South African Embassy in Geneva or Wash-
ington DC (current or past)

6 0 0 0 0

Total 77 19 10 10 36
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sourced from the literature is also integrated into the 
results with the purpose of providing additional context 
to the analysis of the interview data. In practice there is 
considerable overlap and significant inter-dependence 
between many of the mechanisms presented. The analy-
sis was reviewed by MM, a South African trade and 
health expert working within the DoH.

Results
Neoliberal paradigm and ideas
The neoliberal idea that free and open competitive mar-
kets in all areas of life will achieve economic growth and 
shared prosperity [46] has influenced governance and 
policy in most countries, although in different ways. 
From the 1990s in South Africa, neoliberalism took the 
form of trade liberalization, privatisation, state deregula-
tion and corporate self-regulation [47]. These processes 
were considered necessary by economic actors to address 
the urgent problems of poverty and unemployment, 
while NCDs are perceived as longer-term challenges. As 
one trade policymaker commented:

“we need to grow our economy; we need to expand 
our exports and that’s why we’re also entering into 
free trade agreements.” [DTI1]

Trade and agricultural policy actors reflected that 
neoliberal policy reform has increased the influence of 
global markets on the agro-processing system (includ-
ing food and alcohol), shaping actors’ interests and goals 
towards a much greater focus on expanding the produc-
tion of value-added products (including processed foods 
and alcoholic beverages) since these provide the greatest 
financial return on the global market.

For alcohol and food corporations neoliberal reform 
including trade and investment liberalization and the 
country’s regional and global connectedness, have pro-
moted their investment into South Africa as a produc-
tion hub for accessing new markets across Africa [6]. Due 
to increased competition within South Africa and the 
opportunity for expansion across borders there has also 
been multi-nationalization of South African companies, 
especially regionally [48, 49]. As such, food and alcohol 
industries’ particular interest in exercising power over 
South Africa’s regulatory environment is motivated not 
only by a desire to profit within South Africa and open 
new markets, but also to prevent policy transfer across 
Africa, since South Africa was considered a regional 
and global policy leader as one health stakeholder 
commented:

“Their interest is based on the fact that if they lose 
the fight with South Africa, then they will lose the 
war with the rest of the continent” [H1]

These shifts in actor goals and interests that have 
emerged under an overarching neoliberal paradigm have 
facilitated corporate and economic actors to exercise dif-
ferent forms of power (via various mechanisms) to influ-
ence South Africa’s regulatory environment. It has also 
generated power within nutrition and alcohol policy 
spaces via deterministic mechanisms of socialization and 
internalization. These mechanisms are explored below.

Relationships
South Africa’s alcohol industry in particular is domi-
nated by a relatively small number of large multinational 
corporations (originating both from within and outside 
South Africa) [50]. These corporations have established 
highly organized networks and umbrella organizations, 
e.g., the South African Liquor Brand Owners Associa-
tion (SALBA). There has also been an increase in foreign 
investment in the alcohol sector. For example AB InBev, 
the world’s largest beer brewing company bought out its 
leading rival SABMiller, originally a South African com-
pany, in the third largest corporate merger in history [47].

One alcohol advocate also reported increased co-
ownership of corporations across the UPF, alcohol and 
tobacco industries in recent decades, although was una-
ble to substantiate this claim in detail. The same advocate 
described a trend towards strategic inter-industry co-
operation generating a more powerful “collective push-
back” against undesirable regulation of their products: 
“So we’re seeing that you wouldn’t only be dealing with one 
industry, even though one industry takes the lead” [AA2]. 
For example, it was reported that the alcohol industry 
supported the UPF industry by pushing “an agenda of 
information and education and awareness raising rather 
than taxes”[AA2] to oppose South Africa’s tax on sugar 
sweetened beverages before it was introduced in 2018. 
It was considered in general that the building of inter-
industry alliances would “make them even more powerful 
when they have to engage with policy makers” [AA2].

Concurrently, to achieve priority targets of economic 
growth and job creation, economic policymakers are 
focused on supporting growth in the already dominant 
agro-processing sector to produce exportable value-
added products. One public health advocate reflected 
that  with economic policymakers’ own performance 
measured against job creation targets, they are heav-
ily incentivized to grant productively powerful, export 
commodity-producing corporations – both domesti-
cally-owned and multinational – with significant levels 
of access to and influence within economic/trade deci-
sion-making spaces. The same public health advocate 
commented:

“Our current government has a very close relation-
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ship with business basically … because we have a 
high unemployment problem. They think the only 
people that can help them solve that is business, and 
business comes with all of these other neoliberal pol-
icies including … international trade agreements.” 
[AA2]

A number of respondents from within the Department 
of Trade and Industry (DTI) confirmed that they actively 
cultivated close relationships with industry, encouraged 
engagement regarding any issues of concern and would 
go ‘an extra mile’ to get industry’s input during regulatory 
development. In contrast, an alcohol CSO representa-
tive commented, “health ministries are lower down in the 
hierarchy … and therefore their voice has got less sway [in 
economic/trade policy].” [AA1]

Specifically  in relation to trade agreement negotiating 
processes, non-South African multi-national compa-
nies reported to feedback on South African trade policy 
via their home country’s governments while a domestic 
alcohol industry actor reportedly considered themselves 
part of the South African negotiating team. However, 
this same domestic industry actor commented that their 
influence over South Africa’s trade negotiating position 
was dependent on their contribution to job creation in 
South Africa and the size of the potential market for their 
products in the negotiating partner’s country.

The food and alcohol industry were effective in capital-
izing on their perceived legitimacy, using various strate-
gies to foster closer relationships with government and 
expand their opportunities to exercise both instrumen-
tal and structural power. These strategies were reported 
to include sponsoring/joining institutions that influence 
government policy; use of a ‘revolving door’ between 
high-level government and industry; and engaging in 
various private-public-partnerships.

Institutional structures
The South African Constitution obligates consultation 
with all interested stakeholders, including the private 
sector, during all policy development processes unless 
international obligations determine otherwise. Following 
an era in which non-whites were largely excluded from 
decision-making processes, this obligation was consid-
ered by most respondents as paramount to the demo-
cratic process. A trade policymaker commented:

“All stakeholders have equal opportunities. If anyone 
from an NGO wants to meet with me … they just 
write an email, and we have to engage with them. 
It’s the same as an executive of a huge multinational 
corporation.” [DTI2]

While engagement with industry prolonged health pol-
icy processes, some health policymakers considered such 
engagement important to ensure a proposed regulation 
was technically feasible; for securing buy-in to increase 
likelihood of policy adoption; to increase implementa-
tion success; and due to a belief, that, having created the 
problem, industry must be part of the solution. However, 
nutrition policymakers emphasised that the DoH’s man-
date is health protection and promotion which directly 
conflicted with industry’s profit incentive and therefore 
industry instrumental power over policy processes under 
the DoH’s mandate was limited.

However, a number of respondents identified that in 
part because of value-added growth objectives there was 
a general orientation of domestic institutional structures 
and processes giving greater structural and instrumental 
power to the DTI and industry relative to the DoH, par-
ticularly in relation to alcohol policy. As one trade policy-
maker pointed out:

“we are involved in the alcohol regulation and food 
stuffs regulation because we are a huge exporter and 
importer and must be sure that domestic regula-
tions specifically does not create unnecessary trade 
barriers but just address the objectives you want to 
achieve.” [DTI1]

Alcohol regulation is coordinated via an Inter-Minis-
terial Committee on Combating Alcohol and Substance 
Abuse with representation from all relevant departments 
including the DoH, DTI, Department of Agriculture For-
estry and Fisheries (DAFF) and the Department of Social 
Development (DSD). This mechanism for collaboration 
was seen by some economic actors to have elevated pub-
lic health alongside trade and economic concerns relating 
to alcohol regulation. However, others considered exist-
ing power relations had been reproduced in this space 
with economic/trade interests dominating the agenda 
and policy decisions.

Responsibility for both alcohol and nutrition policy 
was divided between a number of government depart-
ments including the DoH, DAFF the DTI and the DSD. 
A number of respondents perceived this division of con-
trol between departments with conflicting mandates and 
objectives limited both the alcohol and nutrition policy 
agendas to primarily demand-side solutions. The DAFF 
was described as prioritising economic gain and export 
potential, and the DTI’s mandate was described narrowly 
by one academic as being to “promote trade and indus-
try” [RN1] and to “do what’s good for business” [RN1].

For alcohol regulation, only alcohol labelling was under 
the mandate of the DoH with all other alcohol regulation 
coordinated by other departments with DoH consulta-
tion as required.
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Existing formal governmental structures tended to 
limit the DoH’s power to advance health interests on 
economic/trade policy agendas or in decision-making. 
The government cluster system was established to fos-
ter an integrated approach to governance by increasing 
inter-departmental co-ordination on cross-cutting issues 
and ensuring alignment of government priorities before 
they are taken to Cabinet. DoH is however not included 
in the Economic Sectors and Employment or the Inter-
national Cooperation, Trade and Security Clusters that 
have input on all trade and investment policy. DoH is also 
not included in the National Economic Development and 
Labour Council (NEDLAC) which provides a particu-
larly important formal vehicle for business to negotiate 
with government and labour on development, financial, 
trade and industrial policy. As one CSO representative 
commented it “is a very formal channel of access where 
they [alcohol and food corporations] are able to lever-
age and negotiate” [AA2] and all relevant policy must 
be ‘approved’ by NEDLAC before advancing. Although 
NEDLAC is officially inclusive of community organi-
sations, in practice it was not perceived by civil society 
actors as an accessible platform.

Further, the DoH is not formally involved in South 
Africa’s trade agreement negotiations, instead any con-
sultation with health actors is on an ad hoc basis. A num-
ber of stakeholders indicated that public health issues 
relating to nutrition or alcohol harm reduction are not 
generally recognised as either relevant and/or key pri-
orities during such negotiations. One DAFF policymaker 
stated, for example:

“from where I’m sitting with bi-lateral and multi-
lateral trade agreements, nutritional security 
doesn’t really play a major role” [DAF1].

Other institutional factors limiting health actors’ 
engagement in trade and investment issues related to 
the lack of capacity within the DoH to analyze the pub-
lic health implications of trade and investment policy and 
engage effectively in related discussions. As one health 
stakeholder pointed out:

“public health advocates have never been trained on 
diplomacy, on politics, on trade and investment. So, 
if they are participating in these particular forums, 
they do not seem to have a good conceptual under-
standing of trade and investment dynamics”. [H1]

Knowledge and Evidence
Knowledge
Decision-makers tended to understand issues at the 
intersection of trade/health narrowly in terms of the 
direct legal implications of adopting specific health 

measures. Very limited consideration was given to the 
broader impact of trade and investment policy on the 
food supply or alcohol environment.

Both trade and health policymakers identified trade 
policy as primarily relevant to nutrition and alcohol-
related harm by way of the influence international trade 
rules’ have the formulation of isolated demand-side 
health regulations including front-of-package food label-
ling and alcohol health warning labelling. Trade policy-
makers considered that the existing safeguards within 
health policy-relevant WTO agreements (particularly 
the Technical Barriers to Trade Agreement (TBT)) pro-
vided sufficient space for regulating in the interest of 
public health. Their general understanding was that if a 
health regulation was non-discriminatory, bona fide and 
grounded in evidence, then South Africa’s trade obliga-
tions would not pose a legal barrier to adoption. This 
understanding may well have contributed to the exclu-
sion of health actors from trade agreement negotiating 
processes, given that South Africa generally did not at the 
time of this research negotiate agreements that extended 
beyond WTO commitments.

Very limited consideration was given to the broader 
linkages between trade and health in terms of how trade 
and investment policy determine market access (e.g., 
expansion of investment or imports of alcohol/UPFs) 
which, in turn, shapes food/alcohol environments, ulti-
mately affecting health outcomes. For example, when 
asked if the General Agreement on Tariffs and Trade was 
relevant to alcohol-related harm one trade policymaker 
commented: “That particular agreement is not relevant. 
It’s dealing mostly with trade in goods. It’s dealing with 
wine and spirits and all of that so it’s not really a domain 
of public health” [DTI2].

Amongst health actors, there was the general percep-
tion that the majority of alcohol was South African pro-
duced, and therefore international trade and investment 
agreements were not relevant for alcohol harm reduction. 
Nutrition policymakers within the DoH however, con-
sidered trade and investment liberalization was likely to 
have increased the availability of inexpensive UPFs. One 
health stakeholder reflected on this as a lack of coherence 
between investment policy and health objectives:

“there is a disjuncture between the economic policies 
and … what health wants to achieve … with the obe-
sity that we have we should be reaching a stage when 
we do not allow introduction of certain companies 
in the country because they are adding more to the 
existing burden … we don’t say no to anything.” [H2]

Overall, trade policymakers’ general understanding 
that health regulatory autonomy was sufficiently pro-
tected under South Africa’s current trade agreements 
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as well as a limited recognition of the broader link-
ages between trade/investment policy, market access 
and alcohol/food environments meant health and trade 
policymakers had limited expectation to coordinate or 
cooperate over trade and investment strategy or policy. 
These factors seemed to function as relatively power-
ful mechanisms for DoH exclusion from institutional 
structures and spaces where trade and investment policy 
agenda is set and decisions are made. This reflected the 
fact that goals to align trade, agriculture and health poli-
cies were not explicitly included in the Strategic Plan for 
the Prevention and Management of NCDs (2013-2017), 
the Strategy on the Prevention and Control of Obesity 
(2015-2020) or the National Policy on Food and Nutri-
tion Security.

Evidence
A high standard of evidence proving both the harm 
caused by UPF/alcohol and the effectiveness of policy 
measures to address this harm was demanded by indus-
try and economic policymakers in South Africa, but also 
institutionalized through WTO rules. This functioned as 
a mechanism of both industry structural (agenda-setting) 
and instrumental (decision-making) power, although this 
was perceived as a positive influence of industry by one 
health policymaker.

There was also indication that an evidence-based 
health policy-making norm had been internalized by 
policymakers and a lack of evidence (particularly for 
policy effectiveness) was cited as a key driver of policy 
non-decisions. For example, when asked why a proposed 
front of package nutrition labelling regulation remained 
voluntary and not mandatory, a health official stated: 
“Because we didn’t have evidence and it’s not in Codex 
yet” [DHN3].

Evidence of the deleterious health impacts of a product 
alone was not always sufficient to drive policy change. 
espite clear evidence of the health impacts (and eco-
nomic cost) of alcohol in South Africa, the DTI had not 
supported the DoH’s Draft Control of Marketing of Alco-
holic Beverages Bill proposing to ban alcohol sponsor-
ship and marketing and restrict advertising.  There were 
also  ongoing  protracted delays in adoption of the 2017 
Draft Liquor Amendment Bill  proposingd, among other 
things, to increase the drinking age to 21 and ban alcohol 
trade within 100 metres of schools and churches.

The evidence of the harmful effects of UPFs high in 
sugar was not considered by the DTI to indicate seri-
ous enough harm to warrant obstructing free trade. One 
trade policymaker reflected:

“we know there is a health risk [of sugar] but used 
moderately there is not really a high risk. So, it 

depends on the risk of a product, you cannot … 
remove it from your market for health purposes 
unless there is overwhelming scientific evidence of 
the product’s risks.”[DTI1]

Power was also constituted via different forms of evi-
dence with economic impact assessments often carry-
ing the most weight. In 2015 the Socioeconomic Impact 
Assessments (SEIA) System was introduced to address 
concerns that the full costs, were not always considered 
during policy development [51]. For public health poli-
cies SEIA must be used to consider the policy’s effect on 
national priorities including economic growth, invest-
ment, employment creation and equity [51]. A number 
of health policymakers reported the SEIA had made 
it increasingly challenging to get some regulations 
approved, one commented for example:

“The [impact on] business, that’s what then we really 
have to look at; before we never used to look at what 
will be the impact on other issues besides health, 
part of that is trade, or investment or economic 
benefits.”[DHN2]

Others reflected however, that if done properly, cost 
analyses (and impact mitigation) can promote health pol-
icy approval by making explicit how the economic cost of 
unhealthy diets and alcohol-related harm can outweigh 
industry’s economic contributions.

Additionally, health advocates reflected that the same 
rigorous evidential standard applied to health regulation 
is not also applied to economic decision-making. One 
academic for example commented that economic deci-
sions were often based on flawed modelling or ideolog-
ically-based assumptions about ‘what work’s’ to reduce 
poverty.

The DoH’s very limited research budget meant the 
high evidential requirements created a significant bar-
rier to policy progress and often delayed policy adop-
tion. It is likely South Africa would, for example, have 
struggled to provide the inappropriately high level of 
evidence demanded of Australia during its WTO dis-
pute over tobacco plain packaging. Policymakers did 
report however that international standards and guide-
lines were useful in filling this evidentiary gap to justify 
policy proposals. The NCD Strategic Plan for example 
reflects WHO ‘best buy’ recommendations for prevent-
ing diet-related NCDs. However, one health policymaker 
commented that ‘local’ evidence was often also required 
and another reflected that the international guidelines 
have the potential to be heavily industry-influenced (e.g. 
Codex Alimentarius Nutrition labelling standards).
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Perception and preference-shaping
Health advocates identified a number of factors con-
tributing to the broad internalization of neoliberal ideas 
which tended to drive the individualization and medi-
calization of health issues in general political discourse. 
These include the political influence of international 
financial organisations particularly during the 1990s; 
neo-liberalization of economic education; support for 
and dissemination of neoliberal ideas, values and logic 
by the political and business ‘elite’; and the delegitimi-
zation of alternatives. Combined, these processes were 
thought to not only help keep system-level solutions off 
the agenda (structural power), but possibly also outside 
the minds of decision-makers (discursive power).

Frames and narratives often resonating with neoliberal 
ideas and values were also used by industry in relation to 
specific policy proposals. For example, the infant formula 
industry used individual choice and freedom from gov-
ernment interference to oppose the ban on marketing of 
infant formula as one IGO representative described:

“[industry] arguments were really about [the regu-
lation] restricting women’s access and … almost 
becoming a nanny state where women can’t make 
decisions for themselves.” [ML1].

The alcohol industry advanced the narrative that alco-
hol-related harm is limited to a minority of the popula-
tion calling for targeted harm reduction interventions 
and the promotion of moderate and responsible drinking 
without impinging on the individual rights and freedoms 
of all citizens.

Industry also widely use economic framing to promote 
their interests relating to policy decisions. For example, 
an alcohol industry representative explained:

“when we engage with government, we talk about our 
contribution to GDP, our contribution to employ-
ment...we frame it in those terms … also in terms of 
the foreign exchange and improving our trade bal-
ance.” [AI1]

Industry were also reported by health advocates    to 
frame themselves as experts in nutrition and alcohol 
harm reduction and as ‘part of the solution’, including 
by rebranding themselves as health and socially con-
scious companies; aiming to appear ‘healthy by associa-
tion’ e.g., funding nutrition conferences; partnering on 
and funding social development projects; and promoting 
themselves as proactive self-regulators. Further, industry 
frame themselves as contributing to the economic sur-
vival of the poor, keeping public support for regulation 
low. As one alcohol harm reduction advocate described:

“They [workers] have no financial resources to buy 

any other product, but … the alcohol industry … 
capitalize on their desperation by giving them the 
product upfront free and they only pay for it after 
they’ve sold it, or they give them the fridge for free, 
as long as they only sell alcohol. Coca-Cola does the 
same.” [AA1]

Health policymakers reported increasingly using eco-
nomic framings of nutrition and alcohol-related harm 
as the most effective strategy for advancing proposed 
regulation. Although health policymakers recognise the 
importance of healthy food environments to promote 
healthy diets, framing nutrition as a food system problem 
requiring a trans-sectoral policy response did not domi-
nate. One academic commented for example:

“the NCD stuff is all framed around individual 
choice … the NCD stuff coming out from the DoH 
does … overstress the lifestyle elements.” [RN2]

Processes of socialization and internalization of the 
accepted neoliberal paradigm, coupled with limited 
knowledge of the linkages between trade and health, 
appear to have influenced the interpretation of health 
issues by economic policymakers. These actors tended 
to emphasize unhealthy diets and alcohol-related harm 
as problems of individual choice, not system outcomes. 
They also generally interpreted food and alcohol primar-
ily as economic commodities. For example, the increase 
in importation of both cheap sugar from powerful trad-
ing partners as well as UPFs was perceived as an eco-
nomic threat, not a health concern.

It was only very recently that the DoH had managed to 
shift the DTI’s perception towards alcohol being “a public 
health problem requiring a public health response” [H4]. 
However, trade policymakers still tended to understand 
alcohol as problem of abuse by a limited group of indi-
viduals, not a wider system problem.

It’s within this interpretive context that the National 
Development Plan 2030 (NDP) and Trade Policy and 
Strategic Framework include objectives to increase 
investment, productivity and employment in the agro-
processing sector (of which food and beverages are the 
two largest sub-divisions) and to open export markets 
for value-added processed products (including processed 
food and alcoholic beverages) [30, 52, 53]. For example, a 
trade policymaker reported:

“one of our programs is to add more value to sugar … 
all the products under the agricultural sector, com-
modities where you can add value to, that is very 
important for us and there are support programmes 
to attract more investment and to increase manu-
facturing” [DTI1]
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While reducing poverty and increasingly employment 
have positive ‘spill-over’ effects on nutrition [30] and 
alcohol harm-reduction, health actors were concerned 
that the strategic economic approach developed to 
achieve this did not consider the health implications and 
one trade policymaker confirmed health had not been a 
priority. Further, this approach is in direct tension with 
both the Strategic Plan for the Prevention and Manage-
ment of NCDs (2013-2017) and the Strategy for the Pre-
vention and Control of Obesity (2015-2020) that include 
aims of taking a multi-sectoral approach to address 
NCDs and obesity including by ensuring the availability 
and accessibility of healthy food choices [54, 55]. There is 
currently no strategic plan on preventing alcohol-related 
harm.

Nutrition is a key priority in the NDP, however the 
focus is on direct interventions for maternal and child 
undernutrition with no mention of broader food supply 
interventions [30, 52]. Similarly, reducing alcohol-related 
harm is included as a health priority but the focus is on 
individual-level health sector interventions e.g. alcohol 
abuse programs [52] and health warning labels. A num-
ber of health actors recognized that the goal of value-
added economic growth incentivized government to limit 
public health regulations so as not to obstruct industry 
profit-making activities.

The National Policy on Food and Nutrition Security 
(2014) commits the government to ensuring “the avail-
ability, accessibility and affordability of safe and nutri-
tious food” for all South Africans [56] and states “this can 
be achieved through the implementation of the following 
five pillars”: improved nutritional safety nets (e.g., feed-
ing programmes); nutrition education; investment in 
agriculture for local economic development; improved 
market participation of the emerging agricultural sec-
tor; and food and nutrition security risk management 
[56]. The policy makes no mention of UPFs in the food 
system nor does it consider trade or investment policy 
as potential levers to reduce the availability of unhealthy 
foods. Despite the policy including nutrition security as 
a goal, a number of stakeholders reflected on a tendency 
for policymakers to focus primarily on food security. One 
food researcher commented that particularly among eco-
nomic policymakers, there was “the belief that the system 
works” [RN1] as long as the food system was supplying 
food, regardless of its nutritional quality. A DAFF policy-
maker conceded nutrition was less of a focus than food 
security and noted that: “we have a very open and trans-
parent market and that is how we try to solve the food 
security challenge” [DAF1].

When asked whether policymakers considered how 
trade policy could affect the nutritional quality of the 
food system, the same stakeholder commented:

“In any related [trade] negotiations South Africa’s 
nutrition security goals are not really considered, 
economic concerns are the primary factor consid-
ered”. [DAF1]

Norms
The dominant neoliberal narrative that value-added and 
export-driven economic growth is critical for realizing 
shared prosperity in South Africa had been internalized 
by trade and agriculture policymakers and was expressed 
in policymaking norms that prioritize economic/trade 
over health objectives. As one academic commented:

“Things will only happen if they don’t impact job cre-
ation and … economic growth” [RN1]

In relation to nutrition policy, a DAFF policymaker fur-
ther elaborated:

“DAFF is not so much concerned about dietary 
diversity. DAFF is in the business of making money. 
So, they look at the commodities that gives them 
some return … if you invest you want to have a 
return on capital and that … is easier achievable if 
you’re exporting your products” [DAF2]

Given the evidence of serious health impacts of alcohol, 
policymakers within the DTI described balancing health 
and economic/trade objectives in policymaking:

“government has to strike a balance … we don’t dis-
count or under-estimate the important role in that 
industry and international investors play. They’re 
fundamental to growing our economy, they’re funda-
mental to employing our people so of course we do 
welcome the investment and we do want to ensure 
that our environment is conducive to that but... 
we also have to balance that with public interest” 
[DTI2]

However, in practice the failure to adopt key alcohol 
regulations previously described, indicate economic con-
cerns remain the priority.

DoH policymakers reported that the economic costs of 
nutrition and alcohol regulations to business and trading 
partners was a necessary consideration in policy develop-
ment, but they strongly affirmed industry interests were 
not prioritized in policy decisions under their mandate. 
Balancing economic and health objectives was how-
ever evident in a number of nutrition policy decisions. 
For example, a proposed ban on marketing of unhealthy 
foods to children under 12 and the use of celebrity 
endorsements and promotions to market unhealthy 
food to children up to 18 was gazetted in 2014 but not 
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progressed. The 2015-2020 Strategy for Obesity only 
includes strengthening voluntary advertising pledges.

South Africa’s trade obligations also drove the norm of 
balancing health with economic objectives as, for exam-
ple, one health stakeholder commented:

“I think the DoH tends to stay quite strong on these 
things [nutrition and alcohol regulations]. But at the 
same time, doesn’t want to go against agreements 
that have been reached by the DTI. So ...it’s trying to 
find compromises.” [H3]

Major departures from these described policy norms 
have been observed in relation to problems with imme-
diate, direct and severe health impacts. The AIDS epi-
demic, for example, triggered South Africa’s shift in 
position on the WTO’s Agreement on Trade-Related 
Aspects of Intellectual Property Rights (TRIPS) leading 
to ongoing advocacy efforts by South Africa (and others) 
at the WTO to limit the constraints on access to essential 
medicines generated by intellectual property protection 
under TRIPS. It is worth noting that South Africa is nei-
ther a major exporter of originator nor generic pharma-
ceuticals which tend to benefit from greater or reduced 
intellectual property rights, respectively. Similarly, for 
tobacco, a shift in public acceptance had forced a politi-
cal normative shift towards a very proactive approach to 
tobacco control despite the significant economic contri-
bution of the tobacco industry. As one trade policymaker 
stated:

“We acknowledge that they play a major role in the 
agricultural sector, they’re huge investors … they 
still employ quite a lot of people ... but the policy 
has always been that – if these products are no 
longer acceptable in the public consumption and it 
becomes a health issue – that you motivate these 
farmers to invest in other crops.” [DTI1]

Discussion
Applying an integrated political economy and power 
analysis approach, this research identifies that, via vari-
ous inter-connected mechanisms, instrumental, discur-
sive and probably structural power (although this was the 
most difficult to identify) are active at the intersection of 
trade and health policy in South Africa. These different 
forms of power contribute to nutrition and alcohol pol-
icy non-decisions and broad incoherence between trade/
economic policy and nutrition and alcohol harm reduc-
tion objectives. Recognising these forms and mecha-
nisms of power also provides an opportunity to identify 
potential countervailing strategies for health actors to 
challenge them [45].

A strict evidence-based approach to nutrition and alco-
hol policy, driven by industry pressure and WTO rules, 
was a powerful driver of public health policy non-deci-
sions. One potential way forward may be to advocate 
for an ‘evidence-informed and practice-based’ approach 
to nutrition and alcohol policy decisions that promotes 
active policy experimentation and evaluation rather 
than inaction [57, 58]. Increasing public health research 
funding will also be important. One option could be to 
hypothecate part of the sugar-sweetened beverage tax for 
this purpose. Securing major sustained funding increases 
however, will likely only occur once perceptions shift. 
Further, the norm of placing the practical burden of 
proving the harmful effects of products on public health 
actors, instead of industry being required to prove they 
are not harmful, should be challenged.

Generally limited knowledge or evidence of the links 
between trade policy and dietary change or alcohol-
related outcomes meant these health issues were not per-
ceived as particularly relevant to economic/trade policy. 
Strengthening the evidence base linking unhealthy diets 
and harmful alcohol consumption with trade and invest-
ment liberalization and communicating it effectively 
will be crucial [32]. Building nutrition and alcohol con-
trol advocacy group capacity and engagement with trade 
policy issues will be important to raise political and pub-
lic awareness [29, 32, 59]. Capacity building across gov-
ernment departments on trade and health issues will be 
critical to develop a shared understanding of the linkages 
between trade and investment strategies/decisions and 
health.

Existing institutional structures tend to expand cor-
porate structural and instrumental power and margin-
alise or exclude health policymakers (and civil society) 
from trade/economic policy spaces. Industry access 
to these spaces may be limited through legally binding 
international health agreements. Establishing or lever-
aging existing mechanisms for cross-departmental col-
laboration and coordination will be important to ensure 
health actors have access to these policy spaces. However, 
this should also be accompanied by a ‘health in all poli-
cies’ approach that explicitly mandates all government 
departments to ensure systematic consideration of health 
(including nutrition and alcohol harm reduction objec-
tives) when developing their goals, strategies and poli-
cies . This mandate will also need to be replicated in trade 
bodies at both the regional and global level [11].

The perceived contribution of private industry to 
economic growth gives industry significant access to 
and influence within trade and health decision-mak-
ing spaces [33]. Reducing UPF and alcohol industry 
influence requires challenging the invisible power of 
the  internalized economic policymaking norm that 
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prioritizes value-added export-driven economic growth 
over health as a development imperative.s. Strate-
gies that shift existing perceptions will be necessary to 
achieve this. These  include, for example,making indus-
try economic contribution via sales of harmful prod-
ucts both publicly and politically unacceptable as has 
been achieved for tobacco in many countries including 
in South Africa, although issue complexity makes this a 
formidable challenge in the areas of nutrition and alco-
hol harm reduction. However, transferable lessons from 
tobacco control include   for example, working with 
communities and the large periphery of small-scale 
retailers to understand how food and alcohol corpora-
tions’ behaviour is both economically and health harm-
ful and, at the same time,  ensuring healthy alternative 
employment is available.

Use of frames and narratives is another key strat-
egy to challenge the invisible power of internalized 
economic policy norms. This includes more actively 
advancing socio-ecological or system-level (as opposed 
to individual) framing of product consumption and the 
related health impacts. Using ‘governance for health’ 
framing embraces policy areas/actors (e.g., trade, agri-
culture and social development) not explicitly healtho-
riented but that create the system drivers of unhealthy 
diets and alcohol-related harm which may help these 
actors ‘see themselves’ as part of the solution. Addi-
tionally, using frames that highlight the direct and 
severe impacts of prioritizing economic/trade objec-
tives over health (e.g., reframing NCDs as an epidemic) 
and human-rights and child protection framing may 
be helpful. Exposing the interests and values behind 
industries’  own framing  strategies can also be use-
ful. The Covid-19 pandemic has provided a window of 
opportunity to shift existing policy norms with previ-
ously inconceivable policy being adopted including an 
alcohol ban in South Africa during lockdown [60].

By enhancing the workings of free market capital-
ism, neoliberalism has helped shape the interests that 
ultimately underpin many of the mechanisms of power 
identified in this research that contribute to nutrition 
and alcohol policy non-decisions and weak policy coher-
ence for health. This supports other findings that neo-
liberal ideas may constrain policy action for NCDs [32, 
46, 61–63]. We argue therefore, that potentially the most 
important action for public health advocates and civil 
society groups must be to challenge neoliberalism and 
the capitalist economic system underlying it by repeat-
edly exposing their flaws and effectively communicating 
viable alternatives.

Limitations
Minimal participation by high-level political actors may 
have limited our access to data on the political dimension 
of NCD prevention policymaking. That said, access to 
these policy actors does not necessarily mean they would 
have disclosed relevant information due to both formal 
and informal confidentiality rules. Food industry repre-
sentatives also declined to be included in the research. 
The analysis may also be restricted due to nondisclosure 
of relevant information by interviewed stakeholders. 
Finally, the single case study design limits the generaliz-
ability of the research findings.

Conclusions
This research contributes an early example of apply-
ing an integrated political economy and power heuristic 
to empirical health policy process analysis. A key value 
of this approach is that by exposing all forms of power 
in policymaking, the ideational boundaries of what is 
required to promote healthy policymaking are expanded. 
This work points to strategies for challenging mecha-
nisms of power in nutrition and alcohol policymaking 
that together offer a starting point for developing a com-
prehensive strategy to promote coherent and transforma-
tive policy action on unhealthy diets and alcohol-related 
harm.
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