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Population policy affects people directly, yet the values 
underpinning these choices are rarely made explicit. 
Population policy—often framed narrowly around 

influencing fertility through pronatalist or antinatalist 
measures—remains deeply contested, reflecting  political, 
social, and ideological priorities1 about who decides, in whose 
interests, and at what cost.2 

In this paper, informed by discussions at the Prince Mahidol 
Award Conference (PMAC) 2026 Parallel Session (PS) 2.5, 
“Diverse Values and Ethics in Designing Population Policies,” 
we argue that population policy should be understood as 
value-responsive, rather than a purely technical exercise, 
impacting the health and well-being of people. Values differ 
across settings and are not uniform within societies. They 
may reflect individual or collective priorities, can come into 
tension with one another, and are translated differently into 
policy decisions.3 When policies privilege some values over 
others, value-responsive policy-making requires recognising 
whose values are prioritised, whose are marginalised, and how 
less-represented values can be meaningfully accommodated 
and protected in policy design and implementation. 

Drawing on policy experiences discussed during PMAC 
2026 PS 2.5, we examine these tensions through different 
ethical perspectives. Utilitarianism emphasises collective 
welfare, egalitarianism concerns the fair distribution of 
opportunities and burdens, and communitarianism highlights 
shared responsibilities and collective well-being. We use these 
perspectives to examine experiences of population control 
in India, well-being-oriented development and emigration 
in Bhutan, and gendered responsibilities for unpaid care in 
some African contexts. Across these experiences, we identify 

a recurring concern.  When policies prioritise certain values 
without adequately accommodating others, groups whose 
values and interests are less well represented may bear 
disproportionate burdens. This highlights the importance of 
complementary measures in value-responsive policy-making.

These value-driven policy choices may also influence how 
the benefits and costs of demographic change are distributed, 
with implications for health system financing, workforce, 
service delivery, and leadership and governance of health 
systems. We examine these potential implications through the 
World Health Organization (WHO) Health System Building 
Blocks to consider how population policy choices relate to 
health system sustainability.

Finally, we propose an initial conceptual framework for 
future research examining how values and structural factors 
interact to influence public attitudes towards population 
policy and how policy responses may have implications for 
health system sustainability.

Values Shaping Population Policy Vary by Context
India was the first country to launch a national family planning 
programme in 1952.4 Historically, population control was 
prioritised amid concerns that rapid population growth would 
strain resources and public services and exacerbate poverty and 
unemployment.5 During the 1950s-1970s coercive approaches 
were adopted, particularly during the 1975-1977 Emergency, 
when mass-sterilisation disproportionately affected poor and 
marginalised populations amid inadequate consent. Women 
have also borne a substantial sterilisation-related burdens and 
risks.6 During PMAC 2026 PS 2.5, the adoption of two-child 
policies in some Indian states was highlighted as an example 
of governance reforms rather than health policies, using 
incentives and disincentives.⁷ Another initiative discussed 
was the use of “edutainment” (entertainment-education), 
such as Main Kuch Bhi Kar Sakti Hoon, to address gender 
inequalities alongside broader population objectives.

These experiences illustrate tensions between collective 
socioeconomic objectives and individual reproductive justice. 
From a utilitarian perspective, population control policies may 
be justified by their anticipated benefits to collective welfare 
conflict with individual values, particularly when the costs 
are borne by the disadvantaged populations.8 These tensions 
underscore the importance of safeguarding individual rights 
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and considering complementary measures to address unequal 
burdens when pursuing collective policy objectives.

In Bhutan, population policy is framed around collective 
well-being, compassion, happiness, and equity as its dominant 
values. Bhutan’s  Gross National Happiness framework 
prioritises overall well-being beyond economic growth.9  
However, substantial emigration among young and educated 
populations, driven by unemployment, inadequate earnings, 
and limited career progression,10 suggests that individual 
economic and career aspirations may not be adequately 
reflected in current policies. Drawing on egalitarian principles 
of fair equality of opportunity, this raises questions about 
whether individuals have equitable access to meaningful 
opportunities to pursue lives they value.11 Bhutan has been 
working to create employment opportunities,12 and initiatives 
supporting marginalised populations, including skills 
development and reintegration programmes for prisoners 
and youth,13 were also highlighted. Such responses can be 
understood as complementary policy measures that address 
unmet needs to compensate those whose values are not fully 
covered by the dominant policy, while contributing to broader 
national well-being objectives.

Ethics and the Hidden Costs of Policy
Even when policies reflect certain values, their implementation 
may generate insufficiently recognised costs and burdens. 
Unpaid care work illustrates this tension. Communitarian 
perspectives emphasise shared responsibilities and collective 
well-being,14 particularly within families and communities. 
However, women bear a disproportionate share of unpaid 
care work globally, particularly in Northern Africa and 
Sub-Saharan Africa.15 During PS 2.5, it was highlighted 
that a significant share of care is provided through unpaid, 
household-based work, largely by women, yet remains largely 
unrecognised in health system performance metrics. From 
an egalitarian perspective, this raises concerns about gender 
equity and individual autonomy, as disproportionate care 
responsibilities may constrain women’s opportunities for 
education, paid employment, and economic independence, 
particularly where formal care services are limited.

Such responsibilities represent hidden costs borne by 
households rather than recognised in policy design.16 When 
these burdens are shifted rather than reduced, policy may 
appear efficient while reinforcing persistent inequities. 
Ethics, therefore, must be understood in terms of how costs, 
responsibilities, and benefits are distributed across society. 

Together, the experiences discussed at PMAC 2026—India’s 
population-policy history, Bhutan’s emphasis on well-being 
and compassion, and the gendered burden of unpaid care in 
some African contexts—highlight a recurring pattern: policy 
priorities may not adequately accommodate the values and 
interests of all population groups. Although these experiences 
arise from different contexts, they illustrate tensions between 
collective objectives, individual aspirations, and the unequal 
distribution of responsibilities and burdens. Our comparison 
suggests that value-responsive policy-making requires 
recognizing whose values are prioritised, whose are less 
represented, and how complementary measures can address 

their needs and interests.

From Values to Health System Implications
The values embedded in population policy can have 
consequences that extend beyond demographic outcomes 
to the implications for organisation and performance of 
health systems. These implications can be examined through 
WHO Health System Building Blocks, comprises of service 
delivery, health workforce, health information systems, 
access to essential medicines, financing, and leadership and 
governance. Across the cases discussed here, health workforce, 
financing, service delivery, and leadership and governance are 
particularly relevant.

A pronatalist policy may seek to increase the future 
workforce and tax base, potentially strengthening the 
economic resources available to finance health systems and 
contributing to the future health workforce. However, it was 
highlighted that in many settings, declining fertility and 
population ageing have prompted such policies to sustain 
labour markets and pension systems, yet changes in fertility 
take decades to affect the working-age population, limiting 
their ability to address immediate workforce pressures.17,18 
Migration can help fill labour gaps more quickly but remains 
politically constrained in many settings.19 Population growth 
may also increase demand for health services and require 
corresponding investments in service delivery, infrastructure, 
and financing. Conversely, a utilitarian population-control 
orientation, as illustrated by India’s historical experience, 
may seek to reduce pressure on resources and public 
services, including healthcare, but when collective goals are 
conflicting with individual values, coercive implementation 
can undermine trust in health institutions and discourage 
engagement with health services, particularly among affected 
groups. 

In Bhutan, emigration among young and educated 
populations, may constrain health workforce availability 
and service delivery capacity. Efforts to expand employment 
opportunities, develop human capital, and improve public-
sector retention therefore represent a complementary policy 
layer that can also help sustain health system capacity. 

Similarly, where care responsibilities fall primarily on 
families can reduce participation in paid work and limit 
the pool of workers available for formal healthcare, creating 
longer-term challenges for workforce capacity and long-term 
care sustainability as populations age. Strengthening long-
term care infrastructure and support services can therefore 
function as a complementary policy by redistributing care 
responsibilities beyond households, enabling family members 
to participate in paid work while maintaining their role in 
caregiving. 

Beyond these building blocks, health system sustainability 
requires investment in the structural foundations, including 
social determinant of health that shape both population health 
and people’s capacity to make meaningful choices, including 
equitable access to education and healthcare. Strengthening 
these foundations can expand people’s capabilities to make 
reproductive decisions while enabling health systems to 
respond to changing population needs. The role of the state, 
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therefore, is not necessarily to determine what is best for 
individuals, but to create conditions in which people can 
make meaningful choices.

Towards a Value and Structural Lens for Population Policy 
and Better Health and Well-Being
The cases above show how values shape the goals and the 
direction of population policy. However, values and structural 
factors are interconnected and can influence fertility decisions. 
Structural factors can create opportunities and constraints for 
family formation, while shared values and norms influence 
how individuals interpret these conditions and form fertility 
intentions.20 When considered at the population level, these 
individual decisions contribute to demographic trends that 
can shape population policy priorities. At the same time, 
values can guide decision-making, attitudes, and behaviour 
across different contexts, as conceptualised by Schwartz’s 
Basic Human Values Theory which has also been applied to 
the study of public policy.21 

Together, we propose the initial framework (Figure) to be 
further developed and refined in future empirical work. The 
framework will examine how values and norms, along with 
structural factors interact to shape public attitudes towards 
population policy,22 influence policy responses, and affect 
health system sustainability. 

Demographic transition provides the broader context for 
the framework, influencing structural factors and values 
while also being influenced by structural factors. Structural 
factors may, in turn, influence the values and norms held by 

individuals. Values and norms shape public attitudes towards 
policy responses including fertility support, migration, and 
long-term care, with structural factors moderating how values 
translate into attitudes. These attitudes may subsequently 
influence health system sustainability, particularly across 
health financing, health workforce, service delivery, and 
leadership and governance, among the four WHO health 
system building blocks most relevant to the cases discussed. 
At the same time, demographic transition may exert direct 
pressures on health systems. How people experience the 
health system may also feed back into structural conditions, 
particularly at the household level.

Key questions remain, including how policy feasibility 
and accessibility are shaped, and how the values and norms 
underlying population policy relate to health systems. The 
relationships between the different boxes and dotted lines 
indicate relationships that require further empirical testing.

The values included in this proposed mechanism were 
adapted from Shwartz’s theory and a targeted review of selected 
countries represented in the PMAC 2.5 session, with further 
consultation with the session co-organisers and speakers. The 
structural factors were identified through targeted review of 
relevant literature and policy documents. Given the limited 
timeframe, these reviews were conducted to provide an 
initial foundation for discussion during the conference rather 
than a comprehensive method. We recognise that additional 
structural factors and values may emerge through empirical 
research.

Reframing population policy through this lens shifts 

Figure. An Initial Value-Responsive Framework for Population Policy and Health System Sustainability. Abbreviation: WHO, World Health Organization.
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attention away from numerical targets toward building 
equitable, resilient, and responsive systems. These insights 
are highly relevant for health policy, as demographic change 
shapes demand for services, the distribution of financing, 
amount of health workforce, and the performance of health 
systems. Aligning policy with both values and structural 
factor is therefore essential for both demographic outcomes 
and effective health systems. This conceptual framework 
provides a starting point which remains to be empirically 
tested for examining these relationships, which we intend to 
take forward through empirical research. 

Conclusion
Demographic change is not a problem to be solved through 
fertility targets alone, but in how policy responds to it, whose 
values that response reflects, and who bears its costs. This paper 
argues that population policy should move beyond fertility 
targets toward a value-responsive approach that recognises 
the diversity of values within society and considers how 
less-represented values can be accommodated or protected. 
Where policies reflect a dominant value, complementary 
measures may be needed to mitigate or redistribute the costs 
borne by those who may be disadvantaged by the policy.  
Importantly, the implications of population policy extend 
beyond demographic outcomes to sustainability of health 
systems. Considering how policy choices affect aspects of 
health systems is therefore essential to developing population 
policies that are equitable, responsive, and sustainable.
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