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Health care, litestyle and individual
responsibility: a perverse blend? The case
of obesity.
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1. Introduction

There seems to be a growing importance of lifestyle in society and in health care in particular, which
crystallizes in the contemporary interest for healthy food and physical fitness. Go to a supermarket and
look around: innumerable products are promoted because of their healthy ingredients, be it to downsize
our cholesterol, be it fo upgrade our natural resistance. Also politics, health insurance and private
insurance companies are more and more promoting mass sports, fitness and a healthy lifestyle.! In many
countries a healthy lifestyle also is or is expected to become a criterion in obtaining healthcare services.?

As we most of the time understand lifestyle as a merely individual matter, what then could be the

consequences for health care if it would be a key principle in allocating health care services? If we



consider the individual as autonomous and regard the way he lives as his own free choice, would it
therefore not be ‘logical’ to hold the patient as personally responsible to live healthy, in order to get
insured or fo maintain entrance to training programs or healthcare facilities? And if the individual would
be unwilling to change his risky behavior, could he then also no longer appeal to health care services?
In this text, we want to consider the possible consequences for a future health care based on the premise
that lifestyle makes an integral part of health care and is considered as merely an individual matter.
Although the premise is very logical, we want to ask ourselves the question what it would have to
exclude, in order to be ‘logic’? It is of course hard to predict future evolutions, but it is our objective to
anticipate a possible and plausible evolution: the growing impact of individual conduct in health care. It
is philosophically as well as ethically relevant to hypothesize about this problem, rather than to wait until
the premise is widely accepted and then simply fine tune its logic.

We will illustrate the philosophical relevance of these questions with the case of obesity. In many
countries, debates are going on about the responsibility of the individual for his own life and thus also
for his obesity.* If lifestyle is often a crucial factor in the treatment of obese patients, would it then not be
reasonable to expect health care allocation to be based on it2 Do we not have to assume that ‘lifestyle
will be an issue’ in future health care?

To pick up only one question: if for instance obese patients would fail to continue their training
programs after intragastric balloon treatment, should they still be financially compensated for their ‘bad
behavior'2 Or should we simply ‘force them to diet'2 > Since as soon as we think about healthcare,
scarcity of budgets are on our side. The question how to allocate healthcare and set priority rules, is not
only inevitable, it is crucial for the way we relate healthcare to justice or equality and this also counts for
the case of obesity. Which criteria are stipulated to allocate the limited health care means?2 Whose

responsibilities are we talking about?

2. Lifestyle

2.1. Individualism



Economically as well as politically, individualism is the cornerstone of our times. In many areas, be it
education, family matters or relationships, the individual is the reference point and it would be most
surprising if this would change in the nearby future. It is today all about what | want to choose in my life
conform my norms and principles. From the very beginning till the end of my life, | am expected to
develop my life as | see it and no one should interfere with my personal choices, unless | ask someone to
do so. As | prefer this car and that house, | choose the way | live and with whom | want to share it with.
At first sight, this evolution seems only positive. Who can be opposed to more freedom and autonomy, if
of course we prefer, from a political point of view, a liberal democracy upon a totalitarian regime?
Nevertheless, the growing impact of individualism has many negative side effects as well. Let us for
instance think about responsibility. If | am the sole director of my life, | might be the only one to blame if
something goes wrong.® In contrast with the revolutionary spirit of the sixties where inequalities between
people were caused by ‘the system’, today, the individual is often the only actor left to blame if
something goes wrong in his life. The active welfare state offers me chances and opportunities, but if |
am ‘unwilling’ to make use of these opportunities, | and not the system will be held responsible for this.
As Robert Veatch argued earlier in his Transplantation ethics, if one is free to engage in risky behaviors,
one must be prepared to take the consequences (Veatch, 2000: 315).” As such, individual responsibility
is valuable, but the question is how we deal with it. We want to choose our own life and create our
personal style autonomously, but are we really doing this?2 To what degree is e.g. lifestyle an
autonomous and deliberate choice? Do not overestimate the ability and capability of individuals to
make their genuine choices? Or in the particular case of obesity, since obesity is dramatically increasing
today in industrialized countries, did we consciously choose one by one and all together to eat too
much and practice less? Is the individual then the main responsible actor in this context or do we have to
nuance this point of view? In the next paragraph, we argue why we need a thorough analysis of this

complex problem.

2.2. Socialization and market principles



There are many structural reasons why obesity is a symptom of our times and not just a consequence of
my or your risk behavior. Although we are familiar with most of them, let us discuss them schematically,
because we need them further on in our analysis.

First of all, commercials and food advertisements are trying to seduce us all the time to consume their
products.® The food industry persists to get a grip on our food habits and tastes with food supplements,
etcetera. These food habits are often unhealthy, because most food multinationals are in particular
distributing fat and sweet food.? This economic context is more than just a footnote in the debate on
lifestyle, it is a crucial element. Obesity is especially a problem of contemporary society. Everywhere on
the street, you can drink coke or eat burgers, an incentive which cannot be overestimated.'® Children or
other vulnerable groups in society, are sometimes ‘defenseless’ in not giving in to the advertisements or
the availability of junk food.!" Since ‘bad’ food is everywhere, many of us find it hard fo resist.
Therefore, among other facts, we eat more due to the fact that we are always in the possibility of eating
and, most of all, of eating unhealthy food.

Secondly, many of us are not doing any physical activity at all and thus expend less energy than in the
past, while we should just practice more since we ingest lot of energy. This is not simply because we are
weak or unwilling to practice sports or to have any physical activity. A lot of structural facts are directing
our behavior. Our jobs have evolved from physically intense to sedentary. During working hours, many
of us do not even have the chance to consume energy. On top of that, the way people commute
between home and office or school also changed dramatically in many western countries. In Belgium for
instance, many children are brought by car by their parents to school, often because traffic is too
dangerous for children (partially caused by the cars of parents driving their children to school)2 Further
on, often the environment does not offer us much chances for physical activity: no parks, no walking
zones, efcetera.

This brings us to the third structural aspect in the analysis of obesity, i.e., the aspect of socialization. It is
common sense that the food choices are strictly personally, but do we, as an individual, really choose
what we eat? There are many reasons to doubt this. The point is not that we do not choose on our own

and thus would not be responsible for our choices. Of course, the individual is responsible for his



choices, but the question is what makes us choose what we choose? Or to put it bluntly: is the choice for
our food a well informed and deliberate choice?'? Besides differences in taste and the complex matter of
how we develop taste, the choice of what is on your plate is never just your own. If parents use a pile of
butter on every piece of bread their baby devours, the taste or at least the weight of the baby will be
influenced by this. As Eli Feiring writes: “It is hard to identify any action that is not partly determined by
circumstance understood as the social contexts in which the individual finds herself or her traits of
character (included the ability to choose)” (Feiring, 2008: 34). Next to that, there is at least a shared
responsibility of society and economy, for co-organizing the style of our life as it is. It is of course the
individual who makes his or her own choices, but the context within he or she can choose is not chosen.
3. The responsibility for lifestyle

Although holding the individual solely responsible for his lifestyle, sounds good and politically correct, it
is simply not ‘evidence based'. It is simply not obvious what it means that someone may reasonably be
held personally responsible for his actions. Since scientific research on inherited aspects of e.g. obesity
is only at the beginning, we cannot exclude that there are genetic or other non-intentional components
involved." This may also count for other lifestyle-related topics like alcoholism or physical activity. Next
to that, there might be good reasons to at least consider the fact that the consequences of being unable
to make the right choices or to eat in a more or less disciplined matter, could therefore also be seen as a
medical problem, and not only as a problem of individual responsibility or morality. If we think about
lifestyle and its role in future health care, the question is therefore: how can we all share responsibility
for the contribution of lifestyle to health?

The debate on the responsibility for lifestyle and health is pertinent and urgent. The World Health
Organization (WHO) has ciphered that an unhealthy lifestyle generates most of the risk factors of
disease.'* Health has everything to do with our style of living and if we strife for the promotion of health,
we should deal with lifestyle. Making the public responsible for health is crucial in the prevention of
many diseases related to lifestyle. If lifestyle changes can be seftled we will not only be healthier, but

health care will save a lot of money that can be spent elsewhere.



If we talk about responsibility for lifestyle and the future of health care, the question is not only where
does the responsibility of the patient and that of other instances start; it is also a matter of which kind of
responsibility we lean on. Dependent on the concept of responsibility, a wide variety of principles of a
‘just and fair allocation” of healthcare, can be distilled.’™ Given the basic objective of this paper, namely
to hypothesize the impact of lifestyle in future health care, we will consider the question of responsibility
by taking obesity as a case study. Within the huge variety of principles, we will consider what the
treatment of obesity could look like if we distinguish two different types of responsibility: a ‘looking-

backward’ or a ‘looking-forward’ responsibility (Feiring, 2008).

3.1. The pre-patient period

Let us start with the backward-looking responsibility. This principle leans on the idea that an individual is
personally responsible for the choices he could make in his life, including his lifestyle-options. If | choose
to smoke or not, to drink or not to eat fat or light food, | am responsible for it. Since health care
resources are limited, priority could be given to these people who did not make irresponsible (read:
unhealthy) choices in their ‘pre-patient’ period.'®

This idea not only presupposes a well informed subject which can freely and deliberately choose
between the several options of every decision in his life. The stance taken here is highly idealistic, if not
simply unrealistic. Consider the case of weight-related issues like obesity and one can imagine how
tough it would be to defend this starting point. Not only am | not informed about all the food | am
consuming or is there the possibility of perceiving wrong information. Many commercials e.g. are set up
to mislead us by over accentuating the presence of one substance in a product (contains ‘omega 3'). It is
highly speculative to suppose that we deliberately choose every bit of food we eat. And of course, also
other determinates are highly relevant for obesity or weight-related diseases.'” In short, it is problematic
to draw a line between what ‘choices’ and what ‘circumstances’ are.

How then can this principle be the basis for allocating health care? Next to that, to guarantee the
informedness of the patient in his pre-patient period presupposes a highly dense network of knowledge

distribution with a closed guarantee that everyone is indeed well informed. Otherwise, you can never



rely upon it if you want to pinpoint the responsibility of the patient for his lifestyle, once he enters health
care.

Theoretically, it can and maybe should be the goal of public health to allow individuals to make
informed choices about their health, whether they will take care of their health or not. Then, one could
argue, the patient can never complain about his lack of information and thus is he responsible for his
choices; consequently, his demand for health care assistance could be refused if he behaved
‘irresponsible’, or he could be asked to pay more than the responsible patient. But again, this
presupposes that a patient is autonomously responsible for his health and lifestyle. As Civaner and Arda

argue:

“Although this argument may be valid, it is nevertheless unsound, because its first premise is
based on wrong information. It is now widely accepted that people’s health is influenced by
more factors than just their life-style. Indeed, it is well established that health is determined to a
large extent by factors such as living conditions and familial environment, type of employment,
access fo food, quality of the health care services available and received, hereditary
determinants, level of education, and social class. Taking all this into account, it becomes less
easy to hold anyone responsible for becoming ill because they have failed to take proper care
of their health. It is very difficult, if not impossible, for people who do not have access to the
necessary nutritional resources, or for those who do not live in adequate housing, to be able to

take sufficient care of their health” (Civaner and Arda, 2008: 267).

If patients have only limited control over their lifestyle or living conditions, it is unjustified to make them
personally and solely responsible for this. If our actions are determined by internal and external factors
and if it is very hard to draw a clear line between these two, then we have a strong argument against
looking-backward responsibility. Next to that, the looking-backward principle can be a slippery slope:
where does the individual responsibility stop2 Am | responsible for drinking, smoking, or also for other

aspects of my behavior? Could e.g. a doctor refuse surgery to a cyclist who cycled without his hands on



his handlebars? Could a hospital refuse patients who fell asleep in their cars because they are
overworked? Although these examples are a bit extreme, they consequently apply the principle of

backward-looking responsibility.

3.2. The care for the future self

The principle of forward-looking responsibility leans on the idea that once a patient enters health care,
he will be well informed about his condition, about the causes of his disease and the future choices he
can make to improve his health condition. If these conditions are fulfilled — and it takes a complex
organization of health care to do this — then an important argument against looking-backward
responsibility does not count here, since the question now becomes how to make future choices in a
deliberate and well informed way, rather than punishing someone for making the wrong choices in the
past. So we do not have to debate whether the patient is informed or not. However, not all arguments
against looking-backward are countered by looking-forward. On the contrary, most arguments are still
valid since the social circumstances or societal and economical conditions will not be changed by
informing a patient. Although the principle of forward-looking responsibility might become an important

instrument in future health care, we should therefore discuss it in a broader context.

4, Responsibility and capabilities

One of the aspects of the definition of health promotion in the charter of Ottawa of 1986, repeated in
the charter of Bangkok of 2005 is “the process of enabling people to increase control over their health
and its promotion.”'® This process engages a perspective, broader than the debate on rights and
responsibilities. This debate leaves e.g. out of sight whether changing the societal and economic
conditions would not have a more positive effect on health than holding the individual more and more

responsible; or also the question how people can be empowered to increase control over their health?



In fact, the question is not whether we are responsible or not. We cannot but be responsible for our own
life. Not only our entire moral system is based on it, the whole of society leans on the idea that every
individual, to a certain degree, is responsible for what he did and does. No court could exist without

this principle. As long as there is no alternative, this is one of society’s cornerstones. But, as in a court
room, we must not forget that there can be ‘extenuating circumstances’ which might decrease the
personal responsibility (we are explicitly not talking about ‘guilt’) or embed certain actions or choices
info their social context.

If we really want people to become healthier, and we assume that no public health system is so cynical
not fo want this, taking into account this broader context seems inevitable. The most urgent question is
then how to ‘empower’ the forward-looking responsibility with other principles or supportive mechanisms,
instead of moralizing or punishing the individual’s behavior. Of course, we are the ones who decide to
eat, to smoke, to drink, but we do not decide in a social vacuum. Depending on the social contexts or
circumstances, depending on the ‘we’ it is embedded, the ‘I’ decides differently.

An interesting concept to apply in this context comes from the economist Amartya Sen. In many of his
studies since the 1980’s, Sen does not talk about equality of chances or equality of rights, but of
equality of capabilities.'” Sen defines capability as the ability a person has to achieve desired states of
being, such as being well-nourished, healthy, happy, and having an adequate quality of life.?° Since

Sen started his research on it, capabilities are widely discussed in different areas and health is one of

them. Also Sen himself writes in “Why health equity?’:

“What is particularly serious as an injustice is the lack of opportunity that some may have to
achieve good health because of inadequate social arrangements, as opposed to, say, a
personal decision not to worry about health in particular. In this sense, an illness that is
unprevented and untreated for social reasons (because of, say, poverty or the overwhelming
force of a community-based epidemic), rather than out of personal choice (such as smoking or
other risky behaviour by adults), has a particularly negative relevance to social justice. This calls

for the further distinction between health achievement and the capability to achieve good health



(which may or may not be exercised). This is, in some cases, an important distinction, but in
most situations, health achievement tends to be a good guide to the underlying capabilities,
since we tend to give priority to good health when we have the real opportunity to choose
(indeed even smoking and other addictive behaviour can also be seen in terms of a generated
‘unfreedom’ to conquer the habit, raising issues of psychological influences on capability - a

subject | shall not address here)” (Sen, 2002: 660).

In this quote, Sen offers us a strong argument in looking beyond moralizing risky behavior: the
‘unfreedom’ to conquer habits and thus being incapable of making the ‘right’ choices. The question here
is not how to punish the risky behavior of the (obese) individual, but how to improve the capability of

this person. Inspired by Sen, Joshua Cohen writes more or less the same:

“The capabilities approach stresses that society should guarantee each individual’s freedom to
choose those functionings that are essential to survival and a minimally adequate quality of life,
within the limits set by each individual’s inherited health characteristics. Disease and disability
threaten an individual’s freedom to choose “basic” (healthrelated) functionings, possibly
resulting in her inability to pursue life plans consistent with her naturally endowed health
characteristics. Successful healthcare treatment can restore individuals to at least the range of
basic functionings they would have had without disease and disability. But, in order to get the

”n

necessary treatment, individuals must have access to healthcare services.” (Cohen, 2000: 393).

Quite similar to Sen’s and Cohen’s approach is what Buchanan writes in ‘Autonomy, paternalism, and
justice: ethical priorities’. Public health, he writes, should promote autonomy and therefore make an
effort in clarifying principles of justice, instead of looking for arguments to override autonomy. Buchanan
argues that looking for justifications to support paternalistic interventions, is misguided, empirically and
ethically: ethically because autonomy is the fundamental precondition of moral agency, it provides the

link between principles of justice and free human beings; empirically because people with the least
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amount of autonomy, have the poorest health. Unhealthy living habits are strongly predicted by growing
up and living in poverty (Buchanan, 2008: 18). Public health should therefore promote autonomy, not
restrict it. To achieve equality in health, not only should social inequalities be eliminated, we must ensure

that people have adequate opportunities to achieve good health.

5. Conclusion

Imagine that lifestyle is indeed an autonomous, conscious choice and that therefore obese patients are
responsible for their habit, what about it This would still not answer unambiguously the question
whether we should treat these people differently. As Holm suggests, what about the non-obese-related
instances of negative health effect of personal choice, should we then not treat them in the same way?
(Holm, 2007: 209). As long as we are unable (or unwilling) to do this, is it not rational to conclude that
many parties are responsible in the case of obesity and that it would indeed be a perverse blend to hold
only one party responsible for it, as an inevitable implication of consequent individualism?

Secondly, food and physical activity are more than aspects of my health. They make an integral part of
my sense of well being as a person, individually as well as socially. The medical look at food and
physical activity leaves out of sight many important values of our lives which are related to our food
patterns and social behavior. We should not make the mistake to limit ourselves to fine tune the logic of
how exactly the individual is responsible. If we only keep on talking about the responsibility of the
individual for his own life and thus also his obesity, we will leave many other possible premises out of
sight. The objective of this paper was to draw our attention to that.

Thirdly, many basic questions remain unsolved today. Is for instance health an objective or a subjective
value and is obesity a medical problem? Of course, it would be irrational to deny the medical problems
of obesity. They are massive and we have to handle them. But the risk of medicalizing every aspect of
our life, is high. Until today, we also do not know for sure the causes of obesity and their intertwining:
there is only minor conclusive evidence in what way exactly obesity has to do with more energy intake
or only less physical activity ?'; and in Europe there is even no agreement on what is unhealthy food?

(Matthews, 2008: 10). Why then act as if we are sure about the problem of obesity, its causes and its
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consequences? Is it not tendentious to allocate a priori the responsibility for something which is not even

well defined? It is what Neil Mclaughlin in ‘Stop blaming the patient’ calls “our ignorance about health”:

“While we know for sure that quitting smoking is a good thing, we can't apply such certainty to
much else. The public is battered by contradictory studies on what's good or bad for you. Did
you think you should lose some pounds? A recent study suggested that being slightly overweight
can extend your life. Did your doctor tell you to lower your "bad" cholesterol?2 A new and
disappointing examination of a cholesterol-lowering drug is making a lot of researchers think
that might not be a good approach. (So we have wasted billions on such drugs?) Some
physicians used to say drinking alcohol was bad; now a little may be good. Butter was bad;
now we're told trans fats are as bad or worse. Dermatologists have long preached that you
should avoid the sun lest you get skin cancer; now some researchers think indoor living and
sunscreen-slathering have caused widespread vitamin D deficiencies, leading to more breast
and prostate cancer and high blood pressure, among other ills. Just last week, a new study
contradicted a study from the previous week that said aggressive lowering of blood sugar could

be harmful to diabetics” (Mc Laughlin, 2008: 25).

To conclude, we want to plead for a broad framework from which to handle the question of lifestyle in
general and that of obesity in particular. By narrowing the field of intervention in advance, the
fundamental options are too easily taken for granted. There is today much ado about evidence based
medicine, but if the fundamental options on which we base our evidence, can be picked at random,
dependent on the mainstream ideas of the time, it would be much ado about nothing.
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