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Preface

Obesity is a public health issue of monumental importance to the nation. I 
would argue that it is the most significant public health challenge we face at 

this time, both because of the huge number of people it affects and because of the 
ripple effects it has and will have on the development of debilitating and costly 
chronic diseases. Obesity is a major contributor to the health care cost challenges 
we confront today in the United States. These costs have the potential to become 
catastrophic and unaffordable unless all sectors of society take the need for obe-
sity prevention seriously and act responsibly. It is untenable to wait any longer 
until people are already sick, requiring that most of our efforts and funding be 
devoted to crisis intervention for diseases that could have been prevented or made 
less severe. 

This report is part of a series of publications dedicated to providing accessible 
and useful information and analysis to policy makers and others working to turn 
the obesity epidemic around. Funded by the Robert Wood Johnson Foundation 
(and the Michael & Susan Dell Foundation for the committee’s workshop and 
workshop report on measurement issues in obesity prevention), this report focuses 
on the areas of obesity prevention that are most important to pursue now to sig-
nificantly accelerate progress against the epidemic. The committee reviewed the 
hundreds of recommendations that have been made related to obesity prevention, 
the evidence that supports them, and the progress that has been made in their 
implementation. I have become convinced through this process that the health of 
the nation and its children is inextricably linked to a complex web of influences 
on physical activity and diet. This truth must be communicated to individuals, 
families, communities, and the broader U.S. society so they can understand the 
nature of the threat and the multisector solutions that, working together, can 
make a real difference. We need to reach many different kinds of people with 
diverse interests and concerns—individuals moving through their daily lives 
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unaware of these issues, policy makers and others who make decisions that con-
trol physical activity and food environments, health care providers, the education 
community, and the business community/private sector. We also must ensure that 
individuals, families, and communities are empowered to work for change so their 
environment will support them in their efforts to achieve and maintain a healthy 
weight. We all need to maintain our commitment to progress and acceleration in 
the areas that can make the most difference.

The committee has many people to thank for their support in developing this 
report and its recommendations. We begin by thanking in particular Laura Leviton 
and James Marks from the Robert Wood Johnson Foundation and Aliya Hussaini 
from the Michael & Susan Dell Foundation for their encouragement.

We appreciate the extensive contributions of Ross Hammond, who was com-
missioned to provide technical insight into integrating, developing, and using 
systems mapping techniques to inform our deliberations and decisions. His insight 
and expertise added to the quality of our decisions and helped visually commu-
nicate the dynamic nature of the relationships we were considering and how they 
fit within the greater societal context. We also thank Eric Olsen from Feeding 
America for his important input as an unpaid consultant. 

In addition, we want to express our gratitude to Shari Cookson, Nick Doob, 
John Hoffman, Ali Moss, and Sarah Teale from Home Box Office (HBO) 
Documentary Films for their contributions as unpaid consultants. These film 
producers drew inspiration and guidance from our work and discussions for a 
series of documentaries on obesity prevention that, along with the release of the 
recommendations in this report, will serve as the foundation for a major national 
public health campaign on obesity prevention. This campaign will be coordinated 
by HBO and the Institute of Medicine (IOM) in association with the Centers for 
Disease Control and Prevention, Kaiser Permanente, the Michael & Susan Dell 
Foundation, and the National Institutes of Health.

The committee greatly benefited from the opportunity for discussion with the 
individuals who made presentations at and attended our workshops and meetings. 
(See Appendix C for a list of workshop and panel presentations.) We would 
also like to thank Preston Maring and Ray Baxter from Kaiser Permanente, as 
well as Martha Coven from the Domestic Policy Council and Rogan Kersh from 
Columbia University, for their presentations. The experience and insights of all 
these speakers contributed immeasurably to our deliberations.

I want to express my sincere appreciation and thanks to the committee mem-
bers for their extraordinary volunteer efforts in the development of this report. A 



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

xiPreface

special thank you goes to Bill������������������������������������������������ �����������������������������������������������Purcell and M. R. C. Greenwood for their impor-
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a public servant in government to the task and M. R. C. her vast knowledge of 
nutrition.

The committee could not have done its work without the outstanding 
guidance and support provided by the IOM staff: Lynn Parker and Leslie Sim, 
co-study directors; Heather Del Valle Cook, program officer; Emily Ann Miller, 
associate program officer; Heather Breiner, research associate; Elena Ovaitt, senior 
program assistant; and Lamis Jomaa, Christine Mirzayan Science & Technology 
Policy Fellow. Matthew Spear also provided highly skilled logistical support. 
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review, revisions of this report and report briefs, and the production process 
through final publication. They include Laura DeStefano, IOM report production 
manager; Vilija Teel, IOM report review manager; and Lauren Tobias, IOM com-
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Daniel R. Glickman, Chair
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Summary1

The United States continues to experience an epidemic of overweight and obe-
sity. This national health condition constitutes a startling setback to major 

improvements achieved in other areas of health during the past century. The sub-
stantial and long-term human and societal costs of obesity, the great difficulty of 
treating this problem once it has developed, and the relatively slow progress made 
thus far in turning the national obesity numbers around underline the urgent need 
to develop a plan for accelerating progress in obesity prevention. 

The Institute of Medicine’s (IOM’s) Committee on Accelerating Progress in 
Obesity Prevention was formed to address this challenge. The committee’s overall 
charge was to develop a set of recommendations for accelerating progress toward 
obesity prevention over the next decade, as well as to recommend potential mea-
sures of progress toward this goal. Inherent in this charge was a recognition that, 
while a large number of promising individual programs and interventions cur-
rently are being supported, implemented, and evaluated, there is a growing need 
to identify a set of obesity prevention actions that, both individually and together, 
can accelerate meaningful change on a societal level. 

Prior work by the nation’s researchers to illuminate various aspects of the obe-
sity problem has helped inform obesity prevention efforts. For example, there is a 
broad consensus that changes are necessary in the environments in which people 
live and the settings they frequent. Another major revelation has been that there 
are no simple or single-pronged solutions. Earlier work has helped researchers and 
health professionals understand the need for a “meta-strategy” for obesity preven-
tion that includes a range of recommendations. Any one potential strategy can 
contribute to obesity prevention, but alone cannot solve this complex problem. 

1 This summary does not include references. Citations to support statements made herein are given in the 
body of the report.
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THE CRITICAL IMPORTANCE OF OBESITY PREVENTION

Although the obesity epidemic in the United States has been instrumental in 
bringing worldwide attention to the problem, obesity also has become a problem 
worldwide. In the United States alone, one-third of adults are now obese, and the 
prevalence of obesity among children has risen from 5 to 17 percent in the past 
30 years. Equally disturbing, these percentages generally are higher for ethnic 
minorities, for those who are low-income or less educated, and for rural popula-
tions. With obesity at these levels and with current trajectories suggesting the pos-
sibility of further increases, future health, social, and economic costs are likely to 
be devastating. Obesity is associated with major causes of death and disability, 
and its effect on predisposing individuals to the development of type 2 diabetes is 
so strong that the onset of this disease now is occurring in childhood. 

In economic terms, the estimated annual cost of obesity-related illness based on 
data from the Medical Expenditure Panel Survey for 2000-2005 is $190.2 billion 
(in 2005 dollars), or nearly 21 percent of annual medical spending in the United 
States. Childhood obesity alone is responsible for $14.1 billion in direct medical 
costs. Many of these health-related obesity costs are absorbed by Medicare and 
Medicaid, important programs already under attack because of their national price 
tag. Moreover, obesity-related medical costs in general are expected to rise signifi-
cantly, especially because today’s obese children are likely to become tomorrow’s 
obese adults. In fact, U.S. military leaders report that obesity has reduced their pool 
of potential recruits to the armed forces. As the U.S. economy struggles to stabilize 
and grow, obesity projections reveal that beyond the impact of growing medical 
costs attributable to obesity, the nation will incur higher costs for disability and 
unemployment benefits, and businesses will face the additional costs associated 
with obesity-related job absenteeism and lost productivity. 

The causes of increased obesity in the United States—the influences that have 
led people to consume more calories (or energy) through food and beverages than 
they expend through physical activity—are multifactorial, ranging from cultural 
norms, to the availability of sidewalks and affordable foods, to what is seen on 
television. Many causes of obesity are the result of multiple changes in U.S. society 
that have affected various aspects of contemporary life, including physical activity 
and food consumption patterns. Exposure to these influences, both positive and 
negative, varies by subpopulation and can result in inequities in the prevalence 
of obesity. If a community has no safe places to walk or play, lacks food out-
lets offering affordable healthy foods, and is bombarded by advertisements for 
unhealthy foods and beverages, its residents will have less opportunity to engage 
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in physical activity and eating behaviors that allow them to achieve and maintain 
a healthy weight. Successful obesity prevention thus involves reducing negative 
and increasing positive influences on a societal level. There also are genetically or 
biologically mediated influences on obesity in individuals. Taking a population 
approach to obesity prevention is not to deny the importance of these genetic or 
biological factors, but to recognize the difficulty of maintaining energy balance 
when sedentary lives are the norm and high-calorie foods are ubiquitous.

Tremendous strides have been made in addressing the epidemic over the past 
decade, measured by the sheer amount of attention to the problem, and by the 
number and coherence of efforts to address the problem and bolster the scientific 
underpinnings and policy basis for taking action. Evidence of stabilization in obe-
sity prevalence in at least some demographic groups suggests that these deliber-
ate initiatives to address the problem are on track, perhaps in concert with other, 
spontaneous countering forces. Given the scope and scale of what is needed and 
the inevitability of a time lag before true progress can be estimated, however, the 
developments to date create a unique opportunity to restate goals and refine tar-
gets and approaches in order to accelerate progress.

Broad positive societal changes that support and sustain individual and fam-
ily behaviors will need to affect activity and eating environments for all ages. 
Prevention is critical to decreasing the prevalence of overweight and obesity 
among children, who are the focus of much of the prevention discussion. But obe-
sity prevention in adults also is crucial to obesity prevention in children because 
adults are their role models, caregivers, and advocates. Moreover, prevention 
efforts can help reduce the gradual increase in weight that often occurs in adult-
hood and support the reduction of further excess weight gain among adults who 
are already overweight or obese. 

STUDY APPROACH

In responding to its charge, the committee’s main goal was to provide direc-
tion on what recommendations, strategies, and actions should be implemented in 
the short term to accelerate progress in obesity prevention over the next 10 years. 
The committee identified close to 800 previously published recommendations and 
associated strategies and actions related to obesity prevention and assessed the 
potential of each to help achieve this goal. To guide this assessment, the committee 
formulated a set of principles, summarized in Box S-1. The committee identified 
recommendations and associated strategies and actions with the broadest reach 
and the greatest potential to impact the development of obesity and prioritized 
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BOX S-1 
Guiding Principles

The Committee on Accelerating Progress on Obesity Prevention formulated the 
following principles to guide the scope of its work and its decisions: 

1.	� Bold, widespread, and sustained action will be necessary to accelerate prog-
ress in obesity prevention.

2.	� Priority and targeted actions must drive cultural and societal changes to 
improve environments that influence physical activity and food intake 
options.

3.	� Cultural and societal changes are needed to address obesity, and a systems 
approach must be taken when formulating obesity prevention recommenda-
tions so as to address the problem from all possible dimensions.

4.	� Solutions to the obesity epidemic must come from multiple sources, involve 
multiple levels and sectors, and take into account the synergy of multiple 
strategies.

5.	� Obesity prevention recommendations should be based on the best available 
scientific evidence as outlined in the Locate Evidence, Evaluate Evidence, 
Assemble Evidence, Inform Decisions (L.E.A.D.) framework. 

6.	� The cost, feasibility, and practicality of implementing prior and further 
recommendations must be considered.

7.	� Unintended consequences of obesity prevention efforts must be considered.

8.	� Obesity prevention recommendations should incorporate ongoing evaluation 
of progress toward achieving benchmarks and of the need for any course 
corrections.

9.	� Recommendations to accelerate progress in obesity prevention must include 
an assessment of the potential for high impact, the reach and scope of 
potential effects, the timeliness of effects, the ability to reduce disparities 
and promote equity, and clearly measureable outcomes.



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

5Summary

them using the best available scientific evidence. The committee also took into 
consideration progress made to date in implementing these recommendations, 
strategies, and actions; their ability to be evaluated or measured to assess their 
progress or impact; the timeliness of their effects; any unintended consequences; 
their potential to reduce disparities in the risk of obesity; and the feasibility and 
practicality of their implementation.

At the same time, the committee identified relationships among the recommen-
dations and strategies and actions that could inform and strengthen their individual 
and overall impacts. This way of thinking—called a systems approach—allowed 
the committee to visualize and understand how recommendations and strategies on 
their own can be important to accelerate progress, and when implemented together 
with others, can interact and reinforce and sometimes inhibit impact on prevent-
ing obesity. This systems approach also helped the committee identify potential 
unintended effects (both positive and negative) that might not be apparent in con-
sidering individual solutions alone. Throughout this assessment, the committee 
looked as well for gaps in recommendations published to date. 

The result of this work was the emergence of five critical areas—or environ-
ments for change: (1) environments for physical activity, (2) food and beverage 
environments, (3) message environments, (4) health care and work environments, 
and (5) school environments. These environments serve as the basis for the com-
mittee’s recommendations and the respective strategies, actions, and outcome 
indicators. 

TAKING A SYSTEMS PERSPECTIVE TO ACCELERATE PROGRESS

In this report, the committee presents five key interrelated recommendations 
whose implementation would have a substantial effect on accelerating obesity 
prevention over the next decade; an explanation of the kinds of engagement and 
leadership that can build capacity and mobilize action; and a call for monitor-
ing progress in the implementation of the recommendations (see Figure S-1). 
While a Venn diagram such as that in Figure S-1 cannot illustrate the many and 
diverse interactions and feedback loops revealed by a systems map (as presented 
in Appendix B), it does reflect the critical areas of concern and their interrelation-
ships. The committee’s recommendations can have a profound impact on people 
in the environments with which they interact on a regular basis, including schools, 
places of employment, doctors’ offices, child care settings, restaurants of all kinds, 
and everywhere food is sold. To implement these recommendations, the commit-
tee has identified strategies that individually have the greatest potential reach and 
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FIGURE S-1  Comprehensive approach of the Committee on Accelerating Progress in Obesity 
Prevention.

impact on preventing obesity, based on research evidence and the current level of 
progress in each area. For each strategy, the report also suggests a set of actions 
that are likely to make a positive contribution to that strategy’s achievement based 
on research evidence or, where evidence is lacking or limited, have a logical con-
nection with its achievement.
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Each recommendation, strategy, and action has potential to accelerate obesity 
prevention. However, while the report necessarily presents the committee’s recom-
mendations individually, in linear form, the committee suggests that they be viewed 
by key stakeholders and sectors as unfolding simultaneously and influencing each 
others’ success. This “systems perspective” helps to reveal, and create, the potential 
for combined impacts (or synergies) that can further accelerate progress in prevent-
ing obesity. This perspective also can assist in recognizing likely positive (i.e., sup-
porting and accelerating success) and negative (i.e., acting as a barrier to success) 
interactions and feedback loops among the recommendations and strategies. 

Engagement and Equity

It is essential to recognize that accelerating progress toward obesity preven-
tion will need to occur at every level, from individual, to family, to community, to 
society as a whole. Acceleration will require engagement among all levels and all 
sectors in order to build capacity and achieve impact so that individuals and fami-
lies can successfully manage and support healthy changes in lifestyle.

It is important to recognize as well that not all individuals, families, and com-
munities are similarly situated. In many parts of the United States, low-income 
individuals and families live, learn, work, and play in neighborhoods that lack 
sufficient health-protective resources such as parks and open space, grocery stores, 
walkable streets, and high-quality schools. In any given community, the relative 
mix of community-level resources and risk factors is determined primarily through 
democratic local and regional decision-making processes; consequently, organized 
participation in these processes influences where these community resources and 
risks are located. Because of such factors as poverty, language barriers, and immi-
gration status, low-income, minority, and other disadvantaged population groups 
often are underrepresented and their concerns marginalized in these decision-
making processes. These groups are therefore less likely to benefit from access to 
health-protective resources. To change this situation, robust and long-term com-
munity engagement and civic participation among these disadvantaged popula-
tions become essential.

Leadership, Implementation, and Priorities

In presenting its recommendations throughout the report, the committee 
identifies leaders who are those individuals, agencies, organizations, or sectors 
traditionally seen as having the knowledge and control of and responsibility for 
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the particular environments, policies, and practices that must change. The commit-
tee also introduces new ways to think about leadership, including identifying and 
calling on a broader set of individuals, families, communities, and society at large. 
A major premise of the committee’s systems approach to leadership is that it is a 
shared responsibility across sectors and levels, and one that may not follow typi-
cal hierarchical or individual sector-based approaches. All individuals, organiza-
tions, agencies, and sectors that do or can influence physical activity and nutrition 
environments are called on to assess and begin to act on their potential roles as 
leaders in obesity prevention. Some traditional leaders may turn away from this 
responsibility, but many other less likely or unexpected leaders may step forward 
as willing actors.

Whether leaders are identified or self-identify, once awareness of the 
catastrophic nature of the obesity problem is understood and felt and the need for 
diverse and numerous leaders is recognized, all will share the moment of saying to 
themselves, “I can do something about this, and I want to play a role.” From that 
point on, viewing their roles with a systems lens will guide them in new directions. 
They will act with new foresight—seeing how what they plan to do can or will 
intersect and interact with other actions that may be or have already been taken in 
their sector, other sectors, or across sectors. Funding for implementation is likely 
to become available as the seriousness of the obesity threat is understood, and 
calls and support for resources to combat a potential disaster emerge. In addition, 
the diversity of leaders throughout the system can bring existing assets to bear for 
use or redeployment and make available new resources, often from unexpected 
sources, that previously were not apparent or available. 

Implicit in the committee’s systems approach to leadership and implementa-
tion is the assumption that individual leaders will determine which recommen-
dations, strategies, and potential actions are their priorities, or that those who 
choose to follow their lead will play a major role in determining these priorities. 
The committee did not give any recommended action or set of actions priority 
above any others, but rather saw leaders stepping up to implement different 
aspects of the five critical areas identified in Figure S-1. Leaders are called on to 
start from where they have the most influence and likelihood of success, a decision 
resulting from their unique assessment of a range of community-specific or local-
level factors.



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

9Summary

Assessment

The changes recommended by the committee should begin now and, once 
implemented, continue for a sustained period. Much of this work has already 
begun in a number of sectors at the local, state, and national levels. It will be 
essential to monitor and track progress in the implementation of the committee’s 
recommendations, as well as to conduct sustained research on the magnitude and 
nature of their impact, both individually and in tandem. While the confluence of 
all the recommendations will likely have the most impact, each step toward accel-
eration of progress will be significant and cumulative in its impact. 

The Vision

The committee’s recommendations, strategies, and actions can be seen as a 
system of large-scale transformative approaches that is urgently needed to acceler-
ate progress in obesity prevention. This system comprises major reforms in access 
to and opportunities for physical activity; widespread reductions in the availability 
of unhealthy food and beverage options and increases in access to healthier 
options at affordable, competitive prices; an overhaul of messages that surround 
Americans (through marketing and education) with respect to physical activity 
and food consumption; expansion of the obesity prevention support structure 
provided by health care providers, insurers, and employers that interfaces with 
the U.S. population in every workplace and health care setting; and schools being 
made a major national focal point for obesity prevention. By viewing the commit-
tee’s recommendations from a systems perspective, one can see that as individual 
changes are achieved in each of these environments, these changes also have the 
potential to support and accelerate the progress of other recommended changes 
within each environment and in other environments as well. 

To gain a better sense of the potentially transformational nature of this system 
of reforms, it is helpful to imagine a United States in which they have been fully 
implemented in ways that take into account the potential positive and negative 
aspects of their interaction. For example, physical activity would be an integral 
and routine part of most people’s lives, and adults and children would have access 
to places and opportunities for enjoyable movement everywhere they spend their 
time. Healthy foods would be the most visible, attractive, and easy to obtain 
options in all places that sell or serve food. Education about food would involve 
every child in hands-on skill-building experiences with making food choices 
in stores and restaurants and preparing foods at home, and children and their 
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parents would hear more from television and digital media about activity and 
healthy foods than about sedentary pursuits and unhealthy foods. Patients would 
leave every health care provider visit with more knowledge about obesity preven-
tion that they could put into action, supported by their immediate environment, 
and workplaces would play a major role in increasing the physical activity and 
healthy foods available to their employees. And schools would be nutrition and 
wellness centers for children and their families in every community.

RECOMMENDATIONS AND STRATEGIES

The committee offers five recommendations, along with strategies for their 
implementation, under five respective overarching goals. Specific actions associ-
ated with each strategy, a detailed systems map illustrating the interactions among 
the recommendations and strategies, and indicators that can serve as measures of 
progress are presented in the body of the report. The committee firmly believes 
that implementing its recommendations is essential to improve and maintain the 
nation’s health. Without focused and sustained effort in these areas, the obesity 
epidemic will lead to more increases in the costs of being less well and less pro-
ductive, including reduced ability for the nation and its citizens to compete in life 
and in the workplace. If these issues are important to each of the sectors with the 
potential to contribute to obesity prevention, it is their obligation to act promptly 
and in a sustained manner in the interests of the nation’s health and security. 

Goal 1: Make physical activity an integral and routine part of life.

Recommendation 1: Communities, transportation officials, community planners, 
health professionals, and governments should make promotion of physical 
activity a priority by substantially increasing access to places and opportunities 
for such activity.2

Strategy 1-1: Enhance the physical and built environment. Communities, organi-
zations, community planners, and public health professionals should encourage 
physical activity by enhancing the physical and built environment, rethinking com-
munity design, and ensuring access to places for such activity.

2 Note that physical education and opportunities for physical activity in schools are covered in 
Recommendation 5, on school environments.
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Strategy 1-2: Provide and support community programs designed to increase phys-
ical activity. Communities and organizations should encourage physical activity by 
providing and supporting programs designed to increase such activity.

Strategy 1-3: Adopt physical activity requirements for licensed child care pro
viders. State and local child care and early childhood education regulators should 
establish requirements for each program to improve its current physical activity 
standards. 

Strategy 1-4: Provide support for the science and practice of physical activity. 
Federal, state, and local government agencies should make physical activity a 
national health priority through support for the translation of scientific evidence 
into best-practice applications.

Goal 2: Create food and beverage environments that ensure that 
healthy food and beverage options are the routine, easy choice.

Recommendation 2: Governments and decision makers in the business 
community/private sector3 should make a concerted effort to reduce 
unhealthy food and beverage options4 and substantially increase healthier 
food and beverage options at affordable, competitive prices. 

Strategy 2-1: Adopt policies and implement practices to reduce overconsumption 
of sugar-sweetened beverages. Decision makers in the business community/private 
sector, in nongovernmental organizations, and at all levels of government should 
adopt comprehensive strategies to reduce overconsumption of sugar-sweetened 
beverages.5 

3 The business community/private sector includes private employers and privately owned and/or operated 
locations frequented by the public, such as movie theaters, shopping centers, sporting and entertainment 
venues, bowling alleys, and other recreational/entertainment facilities.

4 Although there is no consensus on the definition of “unhealthy” foods/beverages, the term refers in this 
report to foods and beverages that are calorie-dense and low in naturally occurring nutrients. Such foods 
and beverages contribute little fiber and few essential nutrients and phytochemicals, but contain added fats, 
sweeteners, sodium, and other ingredients. Unhealthy foods and beverages displace the consumption of 
foods recommended in the Dietary Guidelines for Americans and may lead to the development of obesity.

5 Sugar-sweetened beverages are defined to include all beverages containing added caloric sweeteners, 
including, but not limited to, sugar- or otherwise calorically sweetened regular sodas, less than 100 percent 
fruit drinks, energy drinks, sports drinks, and ready-to-drink teas and coffees.
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Strategy 2-2: Increase the availability of lower-calorie and healthier food and 
beverage options for children in restaurants. Chain and quick-service restaurants 
should substantially reduce the number of calories served to children and substan-
tially expand the number of affordable and competitively priced healthier options 
available for parents to choose from in their facilities.

Strategy 2-3: Utilize strong nutritional standards for all foods and beverages sold 
or provided through the government, and ensure that these healthy options are 
available in all places frequented by the public. Government agencies (federal, 
state, local, and school district) should ensure that all foods and beverages sold 
or provided through the government are aligned with the age-specific recom-
mendations in the current Dietary Guidelines for Americans. The business com-
munity and the private sector operating venues frequented by the public should 
ensure that a variety of foods and beverages, including those recommended by the 
Dietary Guidelines for Americans, are sold or served at all times.

Strategy 2-4: Introduce, modify, and utilize health-promoting food and beverage 
retailing and distribution policies. States and localities should utilize financial 
incentives such as flexible financing or tax credits, streamlined permitting pro-
cesses, and zoning strategies, as well as cross-sectoral collaborations (e.g., among 
industry, philanthropic organizations, government, and the community) to 
enhance the quality of local food environments, particularly in low-income com-
munities. These efforts should include encouraging or attracting retailers and dis-
tributors of healthy food (e.g., supermarkets) to locate in underserved areas and 
limiting the concentration of unhealthy food venues (e.g., fast-food restaurants, 
convenience stores). Incentives should be linked to public health goals in ways that 
give priority to stores that also commit to health-promoting retail strategies (e.g., 
through placement, promotion, and pricing).

Strategy 2-5: Broaden the examination and development of U.S. agriculture 
policy and research to include implications for the American diet. Congress, the 
Administration, and federal agencies should examine the implications of U.S. 
agriculture policy for obesity, and should ensure that such policy includes under-
standing and implementing, as appropriate, an optimal mix of crops and farming 
methods for meeting the Dietary Guidelines for Americans.
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Goal 3: Transform messages about physical activity and nutrition.

Recommendation 3: Industry, educators, and governments should act quickly, 
aggressively, and in a sustained manner on many levels to transform the envi-
ronment that surrounds Americans with messages about physical activity, food, 
and nutrition.6 

Strategy 3-1: Develop and support a sustained, targeted physical activity and 
nutrition social marketing program. Congress, the Administration, other federal 
policy makers, and foundations should dedicate substantial funding and support 
to the development and implementation of a robust and sustained social market-
ing program on physical activity and nutrition. This program should encompass 
carefully targeted, culturally appropriate messages aimed at specific audiences 
(e.g., tweens, new parents, mothers); clear behavior-change goals (e.g., take a daily 
walk, reduce consumption of sugar-sweetened beverages among adolescents, intro-
duce infants to vegetables, make use of the new front-of-package nutrition labels); 
and related environmental change goals (e.g., improve physical environments, 
offer better food choices in public places, increase the availability of healthy food 
retailing).

Strategy 3-2: Implement common standards for marketing foods and beverages 
to children and adolescents. The food, beverage, restaurant, and media industries 
should take broad, common, and urgent voluntary action to make substantial 
improvements in their marketing aimed directly at children and adolescents aged 
2-17. All foods and beverages marketed to this age group should support a diet 
that accords with the Dietary Guidelines for Americans in order to prevent obesity 
and risk factors associated with chronic disease risk. Children and adolescents 
should be encouraged to avoid calories from foods that they generally overcon-
sume (e.g., products high in sugar, fat, and sodium) and to replace them with 
foods they generally underconsume (e.g., fruits, vegetables, and whole grains). 
The standards set for foods and beverages marketed to children and adolescents 
should be widely publicized and easily available to parents and other consumers. 
They should cover foods and beverages marketed to children and adolescents aged 
2-17 and should apply to a broad range of marketing and advertising practices, 
including digital marketing and the use of licensed characters and toy premiums. 
If such marketing standards have not been adopted within 2 years by a substantial 

6 Note that instruction in food and nutrition for children and adolescents in schools is covered in 
Recommendation 5, on school environments.
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majority of food, beverage, restaurant, and media companies that market foods 
and beverages to children and adolescents, policy makers at the local, state, and 
federal levels should consider setting mandatory nutritional standards for market-
ing to this age group to ensure that such standards are implemented.

Strategy 3-3: Ensure consistent nutrition labeling for the front of packages, retail 
store shelves, and menus and menu boards that encourages healthier food choices. 
The Food and Drug Administration (FDA) and the U.S. Department of Agriculture 
should implement a standard system of nutrition labeling for the front of packages 
and retail store shelves that is harmonious with the Nutrition Facts panel, and 
restaurants should provide calorie labeling on all menus and menu boards. 

Strategy 3-4: Adopt consistent nutrition education policies for federal programs 
with nutrition education components. USDA should update the policies for 
Supplemental Nutrition Assistance Program Education and the policies for other 
federal programs with nutrition education components to explicitly encourage 
the provision of advice about types of foods to reduce in the diet, consistent 
with the Dietary Guidelines for Americans. 

Goal 4: Expand the role of health care providers, insurers, and 
employers in obesity prevention.

Recommendation 4: Health care and health service providers, employers, and 
insurers should increase the support structure for achieving better population 
health and obesity prevention.

Strategy 4-1: Provide standardized care and advocate for healthy community envi-
ronments. All health care providers should adopt standards of practice (evidence-
based or consensus guidelines) for prevention, screening, diagnosis, and treatment 
of overweight and obesity to help children, adolescents, and adults achieve and 
maintain a healthy weight, avoid obesity-related complications, and reduce the 
psychosocial consequences of obesity. Health care providers also should advocate, 
on behalf of their patients, for improved physical activity and diet opportunities in 
their patients’ communities.

Strategy 4-2: Ensure coverage of, access to, and incentives for routine obesity pre-
vention, screening, diagnosis, and treatment. Insurers (both public and private) 



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

15Summary

should ensure that health insurance coverage and access provisions address obesity 
prevention, screening, diagnosis, and treatment.

Strategy 4-3: Encourage active living and healthy eating at work. Worksites should 
create, or expand, healthy environments by establishing, implementing, and moni-
toring policy initiatives that support wellness.

Strategy 4-4: Encourage healthy weight gain during pregnancy and breastfeeding, 
and promote breastfeeding-friendly environments. Health service providers and 
employers should adopt, implement, and monitor policies that support healthy 
weight gain during pregnancy and the initiation and continuation of breastfeed-
ing. Population disparities in breastfeeding should be specifically addressed at the 
federal, state, and local levels to remove barriers and promote targeted increases in 
breastfeeding initiation and continuation.

Goal 5: Make schools a national focal point for obesity prevention.

Recommendation 5: Federal, state, and local government and education author-
ities, with support from parents, teachers, and the business community and the 
private sector, should make schools a focal point for obesity prevention.

Strategy 5-1: Require quality physical education and opportunities for physical 
activity in schools. Through support from federal and state governments, state and 
local education agencies and local school districts should ensure that all students 
in grades K-12 have adequate opportunities to engage in 60 minutes of physical 
activity per school day. This 60-minute goal includes access to and participation in 
quality physical education.

Strategy 5-2: Ensure strong nutritional standards for all foods and beverages sold 
or provided through schools. All government agencies (federal, state, local, and 
school district) providing foods and beverages to children and adolescents have 
a responsibility to provide those in their care with foods and beverages that pro-
mote health and learning. The Dietary Guidelines for Americans provide specific 
science-based recommendations for optimizing dietary intake to prevent disease 
and promote health. Implementation of these guidelines would shift children’s 
and adolescents’ dietary intake to prevent obesity and risk factors associated with 
chronic disease risk by increasing the amounts of fruits, vegetables, and high-fiber 
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grains they consume; decreasing their consumption of sugar-sweetened beverages, 
dietary fat in general, solid fats, and added sugars; and ensuring age-appropriate 
portion sizes of meals and other foods and beverages. Federal, state, and local 
decision makers are responsible for ensuring that nutrition standards based on 
the Dietary Guidelines are adopted by schools; these decision makers, in partner-
ship with regulatory agencies, parents, teachers, and food manufacturers, also 
are responsible for ensuring that these standards are implemented fully and that 
adherence is monitored so as to protect the health of the nation’s children and 
adolescents. 

Strategy 5-3: Ensure food literacy, including skill development, in schools. 
Through leadership and guidance from federal and state governments, state and 
local education agencies should ensure the implementation and monitoring of 
sequential food literacy and nutrition science education, spanning grades K-12, 
based on the food and nutrition recommendations in the Dietary Guidelines for 
Americans.
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translates to an estimated total of nearly 73 million adults and 12 million chil-
dren and adolescents (Ogden et al., 2010b,c), and those overweight are likely to 
become obese if they gain weight over time. The United States is far from alone 
in facing the challenges of this epidemic. Many aspects of the epidemic and its 
causes reach across the globe. An estimated 1.5 billion adults worldwide are 
overweight or obese (Finucane et al., 2011), and the World Health Organization 
estimates that 35 million preschool children in developing countries and 43 mil-
lion preschool children worldwide are overweight or obese (de Onis et al., 2010). 
However, the nature of the factors causing this epidemic is such that the search for 
effective solutions must focus on specific drivers as they exist and operate within 
countries, regions, and localities. 

The purpose of this report, developed by the Institute of Medicine’s (IOM’s) 
Committee on Accelerating Progress in Obesity Prevention, is to chart the path-
ways to a timely resolution of the obesity epidemic in the U.S. population. The 
committee was tasked with formulating a coherent set of recommendations that, if 
implemented, would be likely to significantly accelerate progress toward prevent-
ing obesity over the next decade, taking advantage, where possible, of favorable 
emerging developments. The committee was tasked further with recommending 
tangible, practical indicators with which to measure progress toward this goal. 
Specifically, the committee’s charge was to review prior obesity-related recom-
mendations; consider relevant information on progress toward their implementa-
tion; develop principles to guide the selection of recommendations fundamental 
to achieving progress in obesity prevention; and recommend potential indicators 
that can act as markers of progress and can be readily evaluated through the use 
of current databases and/or relatively simple measures or surveys. This report 
responds to the challenges of this charge. The audience for the report includes 
public policy makers at all levels; private-sector decision makers; leaders in other 
institutions, including foundations, the education system, and professional and 
community-based organizations and health agencies; and the public in general. 

This chapter sets the stage by articulating the committee’s vision for success 
(Box 1-1) and introducing concepts of a systems perspective and of engagement 
and leadership as essential elements for achieving this vision. A clear vision is 
essential to guard against thinking about obesity prevention in isolation from the 
complex social and economic systems within which the determinants of obesity—
physical activity and eating patterns—are embedded. The committee’s vision imag-
ines what society would look like if obesity prevention were achieved effectively, 
equitably, and sustainably. It allows for the identification of socially desirable 
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BOX 1-1 
A Vision for Success

The committee envisions a society of healthy children, healthy families, and 
healthy communities in which all people realize their full potential and develop 
the competencies required to interact successfully with their surrounding environ-
ments. There is an urgent need to employ large-scale transformative approaches 
focused on multilevel environmental and policy changes within interconnected 
systems to reduce the threat of obesity and sustain an enduring impact.

pathways for change and indicators for assessing whether initiatives undertaken 
are on the right track before their longer-term effects can be fully evaluated. 
Inherent in the committee’s vision is the belief that children and adults should be 
able to satisfy their needs, be productive, and lead high-quality lives. Another criti-
cal common value expressed in the committee’s development of this vision is the 
need for safeguards to ensure equity so that children and adults in communities 
affected by social and economic disparities have opportunities to achieve a healthy 
weight in the environments where they live, learn, work, and play. 

The underlying logic of the committee’s vision is illustrated in Figure 1-1. 
Favorable environments and behavioral settings positively influence individual, 
family, and population expectations, norms, and behaviors related to physical 
activity and healthy eating. Outcomes for individuals and society reflect decreased 
obesity rates with commensurate improvements in the health and societal out-
comes highlighted in Chapter 2. Strategies and actions that drive overall environ-
ments in a health-promoting direction will be at the core of efforts to accelerate 
progress in preventing obesity. The cross-cutting factors listed at the bottom of the 
figure are a reminder that particular strategies and actions will affect individuals 
and populations differently depending on their circumstances, resources, and out-
looks (IOM, 2007). 
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A SYSTEMS PERSPECTIVE

Several IOM reports and other prior analyses of potential solutions to the obe-
sity epidemic, relevant both to the United States and globally, have established the 
inherent complexity of the problem (IOM, 2010). An impressive body of evidence 
confirms that the drivers of the epidemic involve interactions among several com-
plex, ever-changing systems, including the food system, transportation systems, 
community infrastructure, school systems, health care systems, and the intricate 
behavioral and physiological systems that influence individual physical activity 
and eating behaviors and body weight. Reflecting this complexity, a prior IOM 
report calls for taking a systems approach to obesity prevention (IOM, 2010). 
Specifically, that report explains how a systems approach is an evolution of and 
expansion upon strategies already proposed or currently in use to prevent obesity. 
It is an approach that focuses on the whole picture and not just a single element, 
awareness of the wider context of any action, and an appreciation for interactions 
among different components of the problem. Further details on how the current 
committee took a systems approach can be found in Chapter 4 and Appendix B. 

Building a society of healthy children, families, and communities will require 
coordinated change at multiple levels—from individuals, to families, to commu-
nities, to society as a whole. Pathways for change to curb and then reverse the 
epidemic of obesity involve core elements of the social fabric. The current environ-
ments in which eating and physical activity take place are the cumulative result of 
decisions that have been made over several decades, in numerous societal sectors. 
Many of those decisions have led—often inadvertently—to environments that run 
counter to the achievement or maintenance of healthy weight (Huang and Glass, 
2008; Popkin et al., 2005). Americans have adjusted to these current ways of 
life and may strongly value many of the conveniences and pleasures they afford. 
Approaches that are inconsistent with fundamental values and principles will be 
undesirable and, ultimately, untenable.

Many initiatives needed for success in obesity prevention must occur through 
changes in societal sectors or institutions that influence health, including ones 
that are beyond the traditional health sector. Strategies must be carefully crafted 
to ensure that they will align with the goals and processes of these other sectors. 
Acceleration of obesity prevention will require reaching and engaging with mul-
tiple stakeholder groups. This need for action across a broad spectrum of society, 
together with the evolution of the problem over several decades, suggests that 
some time will be needed before solutions can be put in place and show effects. 
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The committee’s focus was on how the process of change that is needed—and is in 
many respects already under way—can be accelerated. 

Two other elements are crucial for successful implementation of the com-
mittee’s recommendations to accelerate progress in obesity prevention utilizing a 
systems perspective: (1) the engagement of individuals, families, communities, and 
society and (2) the identification of leaders who can mobilize the changes needed 
while reducing disparities in the risk for obesity. 

LEVELS OF ENGAGEMENT TO MOBILIZE CHANGE

The concept of “engagement” conveys the importance of collaborative 
approaches, “working with and through groups of people affiliated by geographic 
proximity, special interest, or similar situations” (CDC, 1997, p. 9)—that is, 
involving those affected by issues to address the issues that affect them. As 
described in this section, engagement is required at all levels of the population and 
across levels—individuals, families, communities, and the larger society—in order 
to build capacity, accelerate progress in obesity prevention, and reduce disparities 
in resources to ensure equity of impact in relation to the risk of obesity. The levels 
are interdependent, and all are necessary to achieve impact. Although its delibera-
tions focused on strategies at the community and societal levels (see Chapter 3 for 
more detail), the committee recognizes the interdependence of these broader levels 
with the engagement of individuals and families. Every level of the population 
must play an active role in the system. Their engagement, as detailed below, could 
motivate a successful social movement for positive change. 

Societal-Level Engagement 

Prevention of obesity at the societal level requires supports for child health 
and development, including food, education, and family life. The health of the 
public is ultimately a collective responsibility, and the fear of engendering political 
opposition through bold and widespread action can stand in the way of positive 
change in the nation’s current physical activity, food, and other environments that 
influence individual behavior and choice. Awareness, will, and action on the part 
of the public and the business community/private sector, as well as government at 
all levels, must increase if the necessary changes are to occur. 

Population behavior is influenced by several societal subsystems, including the 
economy, the political system, social institutions, and culture (de Silva-Sanigorski 
and Economos, 2010). To influence behavior on a broad societal level, multiple 
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gives way to two subclassifications of community: “communities of identity” 
(shared ethnicity, religion, illness) and “communities of location” (towns, cities, 
distinct neighborhoods) (Campbell and Murray, 2004; Israel et al., 2003). 

Geographically defined communities hold diverse resources, ranging from 
the institutional (including worksites, places of worship, schools, and service and 
information providers), to the interpersonal (including peer networks, coalitions, 
and task forces), to community leaders and policy makers. Communities have 
their own history, social norms, traditions, and knowledge. These assets contrib-
ute points of leverage and resistance, intersections that spark strongly positive 
or negative reactions. Community-based interventions aim to apply community 
assets purposefully and efficiently to address an issue the community would like 
to resolve (Issel, 2009). Communities differ in their readiness or pre-existing 
capacity to address a given issue, such as obesity prevention, and those seeking 
to catalyze change in a community must employ different strategies for different 
readiness levels. 

Community coalitions can be developed and supported to encourage the deep 
and meaningful engagement and organization of community members to real-
ize systemic change at the local level (National Opinion Research Center, 2011). 
When people create or are involved in developing programs or policies, they value 
them more (Huang and Story, 2010). The formation of local, community-based 
coalitions can improve the reach and rate of information exchange nationally or at 
the societal level (Butterfoss et al., 1993). 

Family/Household- and Individual-Level Engagement

The need for a major emphasis on change at the societal and community levels 
stems from the fact that many determinants of both voluntary and routine eating 
and physical activity behaviors are outside of the direct control of individuals and 
families. However, the ultimate success of changes at these levels depends on the 
extent to which the changes reach and are adopted and sustained by individuals 
and families. As described by Finegood (2011, p. 228), “given the heterogeneous 
nature of individuals and their environments, it is impossible to take individuals 
out of the solution equation.” This suggests it is important to consider the rela-
tionship between individuals/families and their environment to find effective 
solutions to obesity (Brownell et al., 2010). Engagement with individuals is foun-
dational for achieving broad social action on obesity prevention in many ways. 
Children and adults, particularly caregivers, make decisions about their own phys-
ical activity and eating behaviors on a daily basis; they may also make decisions 
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that affect other people’s physical activity and food choices and environments, 
have responsibility for organizing the context in which people make such decisions 
(Finegood et al., 2010; Thaler and Sunstein, 2009), and take civic actions that 
influence policy makers. If individuals are engaged in the effort to accelerate obe-
sity prevention, success is more likely to be achieved (Bar-Yam, 2004). 

Building the awareness and will within households to influence the home envi-
ronment and family dynamics positively with respect to physical activity and food 
choices is an essential part of changing the overall system. The reasons to foster 
will and action within households across the United States are especially clear in 
relation to prevention of obesity in children. Children learn to assimilate their 
parents’ health-related behaviors at a young age (Perryman, 2011). Furthermore, 
parents act as decision makers for their children in the areas of physical activity 
and nutrition. An estimated 66 percent of the caloric intake of children and ado-
lescents occurs within the home (Poti and Popkin, 2011). Parents also serve as role 
models for their children, helping to shape physical activity values and behaviors, 
providing a sense of portion control and nutrient balance, and building related 
skills. For example, limiting children’s television time, using parental controls, and 
disallowing television in the bedroom can help reduce exposure to the marketing 
of unhealthy food products and reduce sedentary behavior. 

Society benefits if all families have the social and material resources to raise 
their children to be healthy, educated, and productive members of their communi-
ties and nation. A healthy home environment can begin before conception with 
strong maternal nutrition, supported by other family members (IOM, 2005). It 
can prevent rapid early infant weight gain from ages 0 to 4 months, which has 
been shown to be a risk factor for childhood obesity (Birch and Davison, 2001; 
Stettler et al., 2003). And a healthy home environment can reach parents, grand-
parents, and extended family members, supporting a life-course perspective on 
obesity prevention.

The skill base for healthy living has eroded, however, and many people need 
support on parenting, cooking, and media use (Golan and Crow, 2004). Moreover, 
the resources available to parents to meet their children’s needs vary considerably. 
While the value of creating the optimal healthy environment for children is clear, 
society has largely left this responsibility to individual families, even though the 
financial or political resources to affect changes in major corporate interests, gov-
ernment programs, or policy generally are not available to individuals or individual 
families (Prilleltensky, 2010). For families to be able to raise healthy, well-educated 
children, communities and societal structures must assist in providing access to 
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opportunities for physical activity, healthy food, and adequate health care and 
other social services that support health (Scarr, 1996). 

Reducing Disparities: Equity of Impact in Relation to Risk

Not all individuals, families, and communities are similarly situated with 
respect to environments that influence food and physical activity. A variety of 
characteristics historically linked to social exclusion or discrimination, such as 
race or ethnicity, religion, socioeconomic status, gender, age, mental health, dis-
ability, sexual orientation or gender identity, geographic location, and immigration 
status, are known to influence health status. In its 2011 Action Plan to Reduce 
Racial and Ethnic Health Disparities, the Department of Health and Human 
Services (HHS) highlights that health disparities “are closely linked with social, 
economic, and environmental disadvantage” and “are often driven by the social 
conditions in which individuals live, learn, work and play” (HHS, 2011, p. 1). 

As described in Chapter 2, the burden of obesity is notably greater in racial/
ethnic minority and low-income populations. A high level of community engage-
ment and carefully targeted approaches will be particularly important to acceler-
ate obesity prevention in such communities. In many parts of the United States, 
racial/ethnic minority and low-income individuals and families live, learn, work, 
and play in neighborhoods that lack sufficient health-protective resources, such as 
parks and open space, grocery stores, walkable streets, and high-quality schools 
(Adler et al., 2007; Iton et al., 2008). Additionally, community-level risk fac-
tors, including freeways, incinerators, ports, heavy industry, and other sources 
of noxious pollution, often are concentrated in these same places (Adler et al., 
2007). This relative absence of health-promoting resources and disproportionate 
concentration of unhealthy risk factors contributes to increased levels of chronic 
stress among individuals experiencing these conditions (Iton et al., 2008), and this 
chronic stress is in turn associated with increased levels of sedentary activity and 
increased calorie consumption (Adler et al., 2007). 

The persistence of concentrated health disparities in many American com-
munities is strongly influenced by the relative paucity of community-based health 
improvement strategies focused on creating robust local participatory decision-
making processes. In any given community, the relative mix of these community-
level resources and risk factors is determined primarily through democratic local 
and regional land use decision-making processes; consequently, organized partici-
pation in these processes influences where these community resources and risks 
are located. Because of such factors as poverty, language barriers, and immigration 



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

27The Vision

status, low-income, minority, and other disadvantaged population groups often 
are underrepresented and their concerns marginalized in these land use decision-
making processes (Iton et al., 2008). These groups are therefore less likely to ben-
efit from access to health-protective resources and more likely to live in proximity 
to noxious land uses. To change this inequitable resource and risk distribution, 
robust and long-term community engagement and civic participation among these 
disadvantaged populations must occur. 

LEADERSHIP

Responsibility for leading efforts to make the changes needed to prevent obe-
sity potentially rests with everyone that can influence physical activity and food 
environments. There are obvious leaders that have traditionally been seen as hav-
ing the responsibility for making environmental and policy changes to influence 
societal change, but the engagement of all individuals, families, communities, and 
society, as described in the previous section, may identify another set of willing 
and capable leaders whose actions will be necessary to achieve impact. Chapter 10 
further details how taking a systems perspective helps define and identify leaders 
and how these leaders should approach implementing the necessary changes. 

THE ISSUE OF RESPONSIBILITY

The committee’s vision, its decision to take a systems perspective, and its belief 
in the need for engagement and leadership at multiple levels and across multiple 
sectors help inform the issue of who is responsible for addressing the epidemic 
of obesity. Traditionally, obesity has been blamed on the failure of individuals to 
exercise personal responsibility (Brownell et al., 2010; Leichter, 2003). In addition, 
this view has been used as the basis for resisting government efforts—legislative 
and regulatory—to address the problem. Recently, the discourse has been reframed 
by Brownell and colleagues (2010) as a constructive approach to a controver-
sial issue. They assert that “personal responsibility can be embraced as a value” 
(p. 378) by expanding its meaning to include such actions as improved school 
nutrition, menu labeling, changes in industry marketing practices, and even such 
controversial measures as taxes on foods and beverages that lead to the choice of 
healthier items. Such an approach could bridge the divide between views based 
on individual versus collective responsibility (Brownell et al., 2010). This train of 
thought argues for making obesity prevention a political priority that reestablishes 
the responsibility of the country—both the public and private sectors—to nurture 
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and protect children, and to support the health priorities of the adults and families 
who influence them and make the decisions that determine the overall physical 
activity and food environments.

The committee’s recommendations (outlined in Chapters 5-9) have the poten-
tial to accelerate progress in obesity prevention by identifying changes that are 
needed across all levels and sectors of society, but it is also important to view 
them as a whole—an interrelated system of critical areas in which changes are 
needed. The responsibility for implementing these changes is one that must be 
shared. Engagement and leadership across all levels and sectors of the popula-
tion will be powerful vehicles for bringing about environmental and behavioral 
changes that can improve the health of the population.

OVERVIEW OF THE REPORT

The next two chapters provide background on and fundamentals of the prob-
lem of obesity, including an assessment of the current problem and how, in gen-
eral, the problem is addressed at a population level. Chapter 2 describes the con
sequences of obesity; reviews current trends of overweight and obesity and societal 
trends that are drivers of excess weight gain at a population level; and outlines 
advances in and barriers to implementing environmental and policy changes that 
can help accelerate progress in obesity prevention. Chapter 3 describes the logic 
of obesity prevention, including goals and key pathways and targets for change, 
and explains the importance of taking a systems perspective on the problem. 
Chapters 2 and 3 are particularly geared toward audiences unfamiliar with the 
current situation regarding obesity and obesity prevention approaches from a 
societal perspective, but they also highlight several current issues that required the 
committee’s careful consideration in determining which strategies and actions to 
recommend. Chapter 4 then presents the methodology used by the committee in 
developing its recommendations. This chapter explains how the committee defined 
the concept of accelerating progress in obesity prevention in order to screen and 
evaluate the numerous interventions recommended in prior reports and to enhance 
or choose among these interventions, and highlights the importance of viewing the 
committee’s recommendations as an interrelated, synergistic system. 

The remainder of the report presents the committee’s recommendations for 
accelerating progress in obesity prevention. The committee identified five critical 
action arenas—environments for change—for making progress in obesity preven-
tion. Chapters 5 through 9 present recommendations under five respective goals, 
together with specific strategies, actions, and outcome indicators, in relation to 
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these five environments: environments for physical activity (Chapter 5); food and 
beverage environments (Chapter 6); message environments with respect to physi-
cal activity and healthy eating (Chapter 7); health care and work environments 
(Chapter 8); and school environments (Chapter 9). Chapter 10 concludes the 
report by addressing leadership and implementation, prioritization, and assess-
ment of the committee’s recommendations in the context of a systems perspective.
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The process of developing strategies to accelerate obesity prevention begins with 
a situation assessment. This chapter provides such an assessment by present-

ing data on the consequences the nation faces if the epidemic persists; the starting 
point for acceleration of preventive efforts with respect to obesity prevalence in 
the general population and in populations at particularly high risk; contributory 
trends related to physical activity, food intake, and media use and other factors 
relevant to sedentary behavior; and positive steps that have already been taken 
and have momentum, along with the roadblocks that could limit further advances. 
The nature of change trajectories needed to track progress toward the goal of see-
ing obesity levels decline is also discussed.

HUMAN AND SOCIETAL CONSEQUENCES OF THE  
OBESITY EPIDEMIC

The consequences of today’s high rates of obesity have two broad dimensions. 
The first is the direct and sometimes devastating health and social consequences 
to individuals—the potential for illness or disability, social ostracism, discrimina-
tion, depression, and poor quality of life. The second dimension encompasses the 
indirect effects of obesity on society, reflected in population fitness, health care 
costs, and other aspects of the economy. 

Human Costs

As shown in Table 2-1, obesity is associated with major causes of death and 
disability, as well as with psychosocial consequences that impair functioning and 
quality of life. The effect of obesity in predisposing to the development of type 2 
diabetes is particularly strong, so much so that the onset of this disease—formerly 
observed only in adults—also now occurs during childhood (CDC, 2011). Adverse 
effects are observed throughout the life course and may be transmitted from 
mother to child through the characteristics of the gestational environment (IOM, 
2009). According to current estimates, one-third of all children born today (and 
one-half of Latino and black children) will develop type 2 diabetes in their life-
time (Narayan et al., 2003). One dire projection is that obesity may lead to a 
generation with a shorter life span than that of their parents (American Heart 
Association, 2010; Olshansky et al., 2005).

The highest prevalence of obesity-related conditions occurs in middle-aged and 
older adults, with direct effects on quality of life and on rates of disease, disability, 
and death at an early age. High blood pressure is the most prevalent of these con-
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shorter lifespans for obese children and adolescents. Poor health-related quality 
of life—physical, psychosocial, emotional, social, and school functioning—is 5.5 
times greater in obese children and adolescents than in their normal-weight peers 
(Schwimmer et al., 2003). Childhood obesity is a major contributor to chronic ill-
ness and accounts for increased use of medication and physician visits and associ-
ated loss of school time (Van Cleave et al., 2010). Data suggest that obese children 
and adolescents miss more school days than their normal-weight peers regardless 
of age, ethnicity, sex, and school attended (Geier et al., 2007). And overweight 
or obese children and adolescents in every grade experience poorer academic out-
comes than their normal-weight peers (Taras and Potts-Datema, 2005). 

Box 2-1 puts a human face on a day in the life of obese children and adoles-
cents. A study of adolescents found that nearly 30 percent of girls and 25 per-
cent of boys were teased by peers about their weight, and 29 percent of girls 
and 16 percent of boys were teased by family members (Eisenberg et al., 2003). 
Teasing about weight is associated with depression, low self-esteem and body 
satisfaction, and suicidal thoughts and attempts (Eisenberg et al., 2003). Obesity 
associates individuals with “different” negative stereotypes, which can encourage 
others to stigmatize them and discount their worth (Gray et al., 2011; Vander Wal 
and Mitchell, 2011; Williams et al., 2008).

Economic and Societal Costs

Economic and societal costs (see Table 2-2) are linked to the impact of the 
outcomes shown previously in Table 2-1 on health care costs and productivity. 
Many health care expenditures are both a direct and indirect result of the current 
epidemic of overweight and obesity (Wolf, 1998; Wolf and Colditz, 1998). Direct 
costs include preventive, diagnostic, and treatment services related to obesity; indi-
rect costs are those associated with morbidity and mortality. The estimated annual 
cost of obesity-related illness based on data from the Medical Expenditure Panel 
Survey for 2000-2005 is $190 billion (in 2005 dollars), which represents 20.6 per-
cent of annual health care spending in the United States (Cawley and Meyerhoefer, 
2011). Childhood obesity alone is responsible for $14.1 billion in direct medical 
costs (Trasande and Chatterjee, 2009). 

Recent studies have modeled the economic benefits of reducing obesity preva-
lence in the U.S. population. Obesity is the major modifiable risk factor for the 
development of diabetes and also increases the risk of developing hypertension. It 
is estimated that reducing the prevalence of diabetes and hypertension by 5 per-
cent would save approximately $9 billion annually in the near term; with resulting 
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TABLE 2-2  The Key Costs Identified from Research on the Economic Impact of  
Obesity

Cost Category Subcategories Key Results, and Range of Estimates Relative Costs Total Costs Total Nondollar Amounts

Direct medical 
spending

Relative medical costs for overweight (vs. normal weight) 10-20% highera,b

Relative medical costs for obese (vs. normal weight) 36-100% highera-d

Annual direct costs of childhood obesity 

U.S.-wide annual cost of “excess” medical spending 
attributable to overweight/obesity

$14.3 billione,f

$86-147 billion (total)c

$640 billion (women 40-65 only)g

Productivity 
costs

Absenteeism Excess days of work lost due to obesity 1.02-4.72 daysh-j

Relative risk ratio of having “high absenteeism” 1.24-1.53 times higherj,k

National costs of annual absenteeism from obesity $3.38-6.38 billion, or $79-132 per 
obese personj,l

$57,000 per employeel (1998 USD)

Presenteeism National annual costs of presenteeism obesity $8 billionm (2002 USD)

Relative productivity loss due to obesity 1.5% higherj

Disability Relative risk ratio of receiving disability income support 5.64-6.92 percentage 
points highern

Premature 
mortality

Years of life lost due to obesity 1-13 years per obese persono

QALYs lost due to obesity 2.93 million QALYs total in 
U.S. in 2004p

Total National annual indirect costs of obesity $5 (1994 USD)-$66 billionm,q
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TABLE 2-2  The Key Costs Identified from Research on the Economic Impact of  
Obesity

Cost Category Subcategories Key Results, and Range of Estimates Relative Costs Total Costs Total Nondollar Amounts

Direct medical 
spending

Relative medical costs for overweight (vs. normal weight) 10-20% highera,b

Relative medical costs for obese (vs. normal weight) 36-100% highera-d

Annual direct costs of childhood obesity 

U.S.-wide annual cost of “excess” medical spending 
attributable to overweight/obesity

$14.3 billione,f

$86-147 billion (total)c

$640 billion (women 40-65 only)g

Productivity 
costs

Absenteeism Excess days of work lost due to obesity 1.02-4.72 daysh-j

Relative risk ratio of having “high absenteeism” 1.24-1.53 times higherj,k

National costs of annual absenteeism from obesity $3.38-6.38 billion, or $79-132 per 
obese personj,l

$57,000 per employeel (1998 USD)

Presenteeism National annual costs of presenteeism obesity $8 billionm (2002 USD)

Relative productivity loss due to obesity 1.5% higherj

Disability Relative risk ratio of receiving disability income support 5.64-6.92 percentage 
points highern

Premature 
mortality

Years of life lost due to obesity 1-13 years per obese persono

QALYs lost due to obesity 2.93 million QALYs total in 
U.S. in 2004p

Total National annual indirect costs of obesity $5 (1994 USD)-$66 billionm,q

continued
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Cost Category Subcategories Key Results, and Range of Estimates Relative Costs Total Costs Total Nondollar Amounts

Transportation 
costs

Fuel costs Annual excess jet fuel use attributable to obesity $742 million (2010 USD) 350 million gallonsr

Annual excess fuel use by noncommercial passenger 
highway vehicles

$2.53-2.7 billion (2010 USD) 938 million-1 billion gallonss,t

Additional fuel required in noncommercial passenger 
highway sector per lb of average passenger weight increase

$105 million per lb (2010 USD) 39 million gallonst

Environmental 
costs

OECD-wide CO2 emissions from transportation per 5 kg 
average weight per person

10 million tonsu

Human capital 
accumulation 
costs

Highest grade completed 0.1-0.3 fewer grades 
completedv,w

Days absent from school 1.2-2.1 more days 
absent from schoolx

NOTES: OECD = Organisation for Economic Co-operation and Development; QALY = quality-adjusted 
life-years.
aThompson et al., 1999; bThompson et al., 2001; cFinkelstein et al., 2009; dThorpe et al., 2004; eCawley, 
2010; fTrasande and Chatterjee, 2009; gGorsky et al., 1996; hPronk et al., 1999; iTsai et al., 2008; jTrogdon 
et al., 2008; kSerxner et al., 2001; lDurden et al., 2008; mRicci and Chee, 2005; nBurkhauser and Cawley, 
2004; oFontaine et al., 2003; pGroessl et al., 2004; qThompson et al., 1998; rDannenberg et al., 2004; 
sJacobson and King, 2009; tJacobson and McLay, 2006; uMichaelowa and Dransfield, 2008; vGortmaker et 
al., 1993; wKaestner et al., 2009; xGeier et al., 2007.
SOURCE: Reprinted with permission from Diabetes, Metabolic Syndrome and Obesity: Targets and 
Therapy, volume 3, Hammond, R. A., and R. Levine, The economic impact of obesity in the United States, 
pages 285-295, Copyright 2010, with permission from Dove Medical Press Ltd.

TABLE 2-2  Continued

reductions in comorbidities and related conditions, savings could rise to approxi-
mately $24.7 billion annually in the medium term (Ormond et al., 2011).

Many of these obesity-related health care costs are paid with public dollars. 
For example, it is estimated that total Medicare and Medicaid spending would 
be 8.5 percent and 11.8 percent lower, respectively, in the absence of obesity 
(Finklestein et al., 2009). Moreover, these health care costs are expected to rise 
significantly, since today’s increased rates of childhood obesity predict further 
increases in adult obesity and concomitant increases in hypertension, stroke, dys-
lipidemia, cancers (endometrial, breast, and colon), osteoarthritis, sleep apnea, 
liver and gall bladder disease, respiratory problems, and type 2 diabetes. 



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

41Assessing the Current Situation

Cost Category Subcategories Key Results, and Range of Estimates Relative Costs Total Costs Total Nondollar Amounts

Transportation 
costs

Fuel costs Annual excess jet fuel use attributable to obesity $742 million (2010 USD) 350 million gallonsr

Annual excess fuel use by noncommercial passenger 
highway vehicles

$2.53-2.7 billion (2010 USD) 938 million-1 billion gallonss,t

Additional fuel required in noncommercial passenger 
highway sector per lb of average passenger weight increase

$105 million per lb (2010 USD) 39 million gallonst

Environmental 
costs

OECD-wide CO2 emissions from transportation per 5 kg 
average weight per person

10 million tonsu

Human capital 
accumulation 
costs

Highest grade completed 0.1-0.3 fewer grades 
completedv,w

Days absent from school 1.2-2.1 more days 
absent from schoolx

NOTES: OECD = Organisation for Economic Co-operation and Development; QALY = quality-adjusted 
life-years.
aThompson et al., 1999; bThompson et al., 2001; cFinkelstein et al., 2009; dThorpe et al., 2004; eCawley, 
2010; fTrasande and Chatterjee, 2009; gGorsky et al., 1996; hPronk et al., 1999; iTsai et al., 2008; jTrogdon 
et al., 2008; kSerxner et al., 2001; lDurden et al., 2008; mRicci and Chee, 2005; nBurkhauser and Cawley, 
2004; oFontaine et al., 2003; pGroessl et al., 2004; qThompson et al., 1998; rDannenberg et al., 2004; 
sJacobson and King, 2009; tJacobson and McLay, 2006; uMichaelowa and Dransfield, 2008; vGortmaker et 
al., 1993; wKaestner et al., 2009; xGeier et al., 2007.
SOURCE: Reprinted with permission from Diabetes, Metabolic Syndrome and Obesity: Targets and 
Therapy, volume 3, Hammond, R. A., and R. Levine, The economic impact of obesity in the United States, 
pages 285-295, Copyright 2010, with permission from Dove Medical Press Ltd.

TABLE 2-2  Continued

The U.S. economy struggles today to cope with health care spending; this 
struggle will grow progressively more difficult as today’s obese children mature. 
Beyond growing medical costs attributed to obesity, the nation will incur higher 
costs for disability and unemployment benefits. Businesses currently suffer because 
of obesity-related job absenteeism ($4.3 billion annually) (Cawley et al., 2007); 
these costs also will continue to grow. Societal expenses add to the effects of the 
reduced standard of living and quality of life experienced by affected individuals 
and their families. 

Obesity has economic implications even in the absence of health detriments. 
For example, employers are less likely to hire obese than normal-weight indi
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viduals with the same qualifications; when hired, obese individuals are likely to 
report being paid lower wages and suffering other additional discrimination (Giel 
et al., 2010; Han et al., 2011). The result is underutilization of available skills at 
a cost to both society and individuals. The economic repercussions of discrimina-
tion affect families as well. Because decreased fitness in obese people may lead to 
increased health problems (IOM, 2010a) and reduced household income (Cawley, 
2004; Puhl and Brownell, 2001), the additional struggles due to loss of health and 
income may in turn lead to an erosion of family cohesiveness and strength. Rising 
rates of obesity also affect national security; U.S. military leaders have recently 
described the role of obesity in reducing the pool of potential recruits to the armed 
services (Christeson et al., 2010). 

These human and societal consequences clearly justify action. Agreement is 
now widespread that priority should be given to population-oriented preventive 
approaches that can curb the development or exacerbation of excess weight gain 
and obesity rather than to individual case finding and treatment. This applies not 
only to children and adolescents, so that lifelong prevention can begin as early 
as possible, but also to adults, among whom the health burdens of obesity are 
greatest. Even without further growth in current levels of overweight and obesity, 
future burdens of obesity-related illness, poor health, and quality of life will con-
tinue to grow significantly, as will the financial costs of health care for families, 
employers, health care institutions, and the public.

OBESITY PREVALENCE AND TRENDS

The United States continues to experience an epidemic of overweight and 
obesity that compels timely and effective action. Although obesity is not a new 
problem, the percentage of people affected was relatively stable until the 1980s, 
when it began to rise (NCHS, 2010). By adulthood, the prevalence of obesity is 
approximately twice that observed during childhood, reflecting both the track-
ing of child and adolescent obesity into adult years and the new onset of obesity 
as many adults experience gradual, progressive weight gain in their 20s, 30s, and 
40s. Currently, a majority of U.S. adults and a substantial proportion of children 
and adolescents have weight levels in the overweight or obese range. 

Definitions of Overweight and Obesity

Definitions of overweight and obesity for children, adolescents, and adults 
are provided in Box 2-2. According to these definitions, two-thirds of adult 
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Americans are overweight or obese, and the proportion who are obese has more 
than doubled since 1976-1980, when it was 15 percent (NCHS, 2011). Even more 
stunning is the parallel phenomenon in adolescents aged 12 to 19, among whom 
the 5 percent obesity prevalence of 1976-1980 has now more than tripled (NCHS, 
2011). Figure 2-1 shows the consistent proportion of men and women in the over-
weight range (reflecting fewer people in the healthy weight range) but continu-
ing trends of increasing obesity during the most recent two decades. In men, the 
prevalence of obesity increased by 13 percentage points from 1988 to 2008—from 
19 percent to 32 percent—and doubled (from 5 percent to 11 percent) within the 
grade 2 obesity category. In women, obesity prevalence increased by 10 percentage 
points during the same period—from 25 percent to 35 percent—with a 7 percent-
age point increase in the grade 2 obesity category (from 11 percent to 18 percent) 
(NCHS, 2011). Figure 2-2 shows the steady gradient of increasing obesity preva-

BOX 2-2 
Definitions of Overweight and Obese

Adults

	 Overweight is defined as a body mass index (BMI) (a ratio of weight in 
kilograms to the square of height in meters) of 25-29.9. Adults with a BMI of 
30 or greater are considered obese. Among those who are obese, the increas-
ing health risks at higher levels of weight are sometimes indicated by further 
classification into grades of increasing severity: grade 1 obesity is defined as 
a BMI of 30 to 34.9, grade 2 is a BMI of 35.0 to 39.9, and grade 3 is a BMI of 
40 or greater.

Children and Adolescents

	 Overweight and obesity are defined by cutoffs on sex- and age-specific 
Centers for Disease Control and Prevention (CDC) BMI reference curves to 
account for growth and maturation: overweight, including obesity, is defined as 
a BMI at or above the 85th percentile; obesity is defined as a BMI at or above 
the 95th percentile.
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FIGURE 2-1  Overweight and obesity among adults aged 20 and over.
SOURCE: NCHS, 2011.

FIGURE 2-2  Obesity among U.S. children and adolescents by age, 1988-1994 through 2007-2008.
SOURCE: NCHS, 2011. 

lence in children and adolescents in the 1990s—from 7 percent to 10 percent 
at ages 2 to 5, and from 11 percent to 15 percent at ages 6 to 11 and 12 to 19 
(NCHS, 2011). Data for adults, children, and adolescents indicate flattening of 
trends in the most recent periods (Ogden et al., 2012).
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The combined prevalence of overweight and obesity in children and adoles-
cents aged 2 to 19 (i.e., at or above the 85th age-sex body mass index [BMI] per-
centile) in 2007-2008 was 32 percent for boys and 31 percent for girls (not shown 
in Figure 2-2) (Ogden et al., 2010a). Overweight and obesity affected 21 percent 
of both boys and girls aged 2 to 5 and 35 percent and 34 percent, respectively, of 
boys and girls aged 6 to 19 (Ogden et al., 2010a).

Data for the overall U.S. population do not reveal the particularly high obesity 
rates in some racial/ethnic minority populations and socioeconomic status groups. 
Adults, particularly women, children, and adolescents in the black and Mexican 
American populations, as well as people living below or near the poverty level, 
are at particularly high risk of obesity (Freedman, 2011). That is, although the 
vast majority of people who are obese are not minorities or poor, the percentage 
of people within racial/ethnic minority and poor populations who are affected by 
obesity is relatively higher, sometimes markedly so, for one or both sexes com-
pared with whites or the nonpoor; higher obesity prevalence also is observed more 
in rural than in urban populations (Flegal et al., 2010; Liu et al., 2008; Ogden 
et al., 2010a,b,c; Patterson et al., 2004). In most cases, these demographic differ-
ences were observed before the obesity epidemic was evident in the general popu-
lation, but obesity prevalence in these high-risk groups has tracked upward with 
increases in obesity affecting the population at large. 

Figures 2-3 and 2-4 illustrate income-related differences in obesity prevalence 
in adults and children and adolescents, respectively, in the U.S. population over-
all and the increases in prevalence over time. The data are stratified by income 
categories using the poverty income ratio (PIR). The PIR adjusts income level for 
family size and farm-nonfarm income and expresses it as a ratio of the federal 
poverty threshold. It is used for determining eligibility for federal assistance pro-
grams such as the Supplemental Nutrition Assistance Program (SNAP, formerly 
known as the Food Stamp Program) and free or reduced-price school meals. For 
example, the cutoff for participation in SNAP is 130 percent of the PIR. Obesity 
is more prevalent in women and in children and adolescents of both sexes with 
incomes below 130 percent of the poverty level and least prevalent in those with 
incomes 350 percent or more above the poverty level (Ogden et al., 2010b,c). 
For example, obesity prevalence in 2005-2008 was 42 percent, 39 percent, and 
29 percent in women in the low, middle, and high PIR categories, respectively 
(Ogden et al., 2010c). In children and adolescents (Figure 2-4), obesity prevalence 
in 2005-2008 was 21 percent versus 12 percent in boys in the low versus high PIR 
categories, and 19 percent versus 12 percent in girls in the low versus high PIR 



Copyright © National Academy of Sciences. All rights reserved.

Accelerating Progress in Obesity Prevention:  Solving the Weight of the Nation

Accelerating Progress in Obesity Prevention46

2-3.eps

Percent Obese
0

18.0
†32.9

22.7
†34.6

21.1
†29.2

18.6
†29.0

26.8
†39.0

34.5
†42.0

10 20 30 50

Men

PIR � 350%

130% � PIR < 350%

PIR < 130%

Women

PIR � 350%

130% � PIR < 350%

PIR < 130%

40

2005-2008

1988-1994

2-4.eps

Percent Obese
0

6.5
†11.9

10.1
†17.4

12.5
†21.1

5.2
†12.0

10.3
†15.8

11.9
†19.3

5 10 15 25

Boys

PIR � 350%

130% � PIR < 350%

PIR < 130%

Girls

PIR � 350%

130% � PIR < 350%

PIR < 130%

20

2005-2008

1988-1994

FIGURE 2-3  Prevalence of obesity among adults aged 20 and over by poverty income ratio and 
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SOURCE: Ogden et al., 2010c. 

FIGURE 2-4  Prevalence of obesity among children and adolescents aged 2-19 by poverty income 
ratio and sex, United States, 1988-1994 to 2005-2008. 
NOTES: PIR = poverty income ratio; † = significant increase. 
SOURCE: Ogden et al., 2010b.
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categories (Ogden et al., 2010b). As illustrated by Figures 2-5 and 2-6 later in this 
section, some of the higher risk among women and children and adolescents in the 
low-income categories relates to the relatively higher proportions of blacks and 
Mexican Americans with incomes below or near the poverty level (NCHS, 2011). 

Comparison of the light and dark green bars within each income category 
in Figures 2-3 and 2-4 shows the substantial increases in obesity prevalence over 
time. For example, in 1988-1994, the prevalence of obesity among men with 
incomes at or above 350 percent of the poverty level was 18 percent; in 2005-
2008 this figure had increased to 33 percent (Ogden et al., 2010c). The corre-
sponding figures for those with incomes below 130 percent of the poverty level 
were 21 and 29 percent. Similar increases occurred among women (Ogden et al., 
2010c). In children and adolescents, the prevalence of obesity increased from 7 
to 12 percent between 1988-1994 and 2005-2008 among boys living at or above 
350 percent of the poverty level (Ogden et al., 2010b); among boys with incomes 
below 130 percent of the poverty level, the prevalence of obesity increased from 
13 to 21 percent during this period (Ogden et al., 2010b). 

In Figures 2-5 and 2-6, obesity prevalence for non-Hispanic blacks and 
Mexican American adults and children and adolescents, respectively, are shown 
alongside data for non-Hispanic whites to illustrate racial/ethnic disparities. The 
data are stratified by PIR to allow assessment of income differences in obesity prev-
alence within racial/ethnic categories. Figure 2-5 shows that black and Mexican 
American women—particularly black women—have higher obesity prevalence in 
all income categories, and that black and Mexican American men have higher obe-
sity prevalence than white men in the highest income category. Figure 2-6 shows 
that Mexican American boys and black girls have higher obesity prevalence than 
others in all income categories with the exception of Mexican American girls in 
families with incomes 130 percent or more below the poverty level. 

Taken together, these prevalence data emphasize the overall proportion of U.S. 
children and adults who are overweight or obese, the general trends of increase 
over time with some early signs that increases are abating, and the high risks in 
populations defined by poverty, race/ethnicity, or both poverty and race/ethnicity—
indicating the need for particular attention to acceleration of obesity prevention 
efforts in these groups (also discussed in Chapter 3).

CONTRIBUTORY TRENDS

As noted in Chapter 1, the obesity epidemic in the general population and 
in pockets of high risk is attributable to changes in the environments in which 
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FIGURE 2-5  Obesity prevalence among adults aged 20 and older by sex and race/ethnicity within 
poverty income ratio categories, 2005-2008. 
NOTE: PIR = poverty income ratio.
SOURCE: Ogden et al., 2010c.

FIGURE 2-6  Obesity prevalence among children and adolescents aged 2-19 by sex and race/
ethnicity within poverty income ratio categories, 2005-2008. 
NOTE: PIR = poverty income ratio.
SOURCE: Ogden et al., 2010b.
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Americans live that shape physical activity patterns and food consumption in 
people’s daily lives. In brief, children, families, and people in general are at every 
turn surrounded—even bombarded—by inducements that discourage physical 
activity and encourage overeating. People’s physiological systems are designed to 
eat whenever possible and to store energy as fat or muscle as a defense against 
the possibility of food scarcity. The physiological target for obesity prevention is 
balancing energy intake with the energy needed for bodily functions and physical 
activity to prevent the accumulation of excess body fat. Evidence of upward trends 
in weight levels indicates positive energy balance at a population level: on average, 
people are consuming energy in excess of their energy expenditure. There is no 
way for people to precisely monitor their energy balance on a day-to-day basis. 

From an evolutionary perspective, people’s ability to metabolize food and 
their underlying genetic predispositions related to food do not change within a 
few decades. Although genes do influence individual differences in susceptibility to 
obesity, trends have increased; therefore, populationwide obesity can be explained 
only by changes in environments that have fostered changes in behaviors related 
to energy balance—that is, have led the average person to be less active, eat more, 
or both. Educating individuals about their physical activity and food environments 
and motivating them to behave in different ways is a key aspect of obesity preven-
tion, but cannot be effective unless the environment is supportive. 

Following an approach used in the 2005 Institute of Medicine (IOM) report 
on childhood obesity, several trends related to physical activity, sedentary 
behavior, and food consumption that potentially contribute to increased obesity 
prevalence are highlighted in Tables 2-3 through 2-5. Inferences about the role of 
these specific influences in causing obesity are based on correlations rather than 
direct evidence of causation, in part because no single trend is responsible. 

Table 2-3 shows that, although both adults and children and adolescents 
reported increased leisure-time physical activity over time, recommended levels 
of physical activity were not being achieved. A barrier to engaging in physical 
activity that is often cited is the lack of time; at least for adults, however, the 
availability of leisure time has increased over time. Because recommended levels 
of physical activity still are not being met, low levels of or decreases in physical 
activity among adults or children and adolescents can reasonably be attributed to 
decreases in active transportation (walking or biking), decreases in the availability 
of physical education classes, and increased and heavy use of television and other 
electronic media. In current work and school environments, physical activity is not 
given priority; thus, people must try to fit physical activity into available leisure 
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time, where it competes with other pursuits. Table 2-4 provides a look at those 
key trends in media use that contribute to sedentary behavior.

Table 2-5 shows that trends of increased consumption of calories and foods 
in most categories were observed concurrently with increases in food availability, 
food portion sizes, and food consumption away from home. Consumption of 
dietary sweeteners and sweetened beverages, which has been directly associated 
with poor dietary quality and weight gain (DGAC, 2010; Woodward-Lopez et al., 
2010) increased, while consumption of milk, which is more nutritious, decreased 
(Ogden et al., 2011; Woodward-Lopez et al., 2010). While increased consump-
tion of fruits and vegetables and grains (not shown in Table 2-5) appears to be a 
positive trend, the increases were due largely to increased intake of high-caloric-
density foods such as french fries and snack foods (Johnston et al., 2000; Lorson 
et al., 2009; USDA, 2003). Also not shown in Table 2-5 but clearly identified as a 
driver of caloric intake is increased marketing of high-calorie foods and beverages 
(Harris et al., 2010; Healthy Eating Research, 2011). The high availability of these 
foods and their heavy marketing compared with lower-calorie alternatives work in 
combination.

Trends illustrate that, for both children and adolescents and adults, require-
ments for physical activity have decreased while inducements to be inactive have 
increased, and food availability and consumption have increased. The challenges 
arise from the fact that these changes in environments for activity and eating 
reflect technological advances related to transportation or food manufacturing and 
to labor-saving devices in both home and work settings, communication patterns, 
and both occupational and recreational use of digital media. Impacts of these 
changes on the development of obesity are largely unintended consequences of 
changes in societal processes designed to achieve otherwise desirable economic and 
social goals (e.g., decrease in time allocated for physical education to increase time 
for academic work) or incidental to business imperatives within the profit-making 
sector (e.g., the food industry, the media industry, or employers in general). To 
prevent obesity, these trends must be considered to identify socially constructive 
ways to reverse or work around them. Addressing the obesity epidemic requires 
approaches that can disentangle societal development and technological progress 
from impacts on physical activity, eating, and related health outcomes (Uusitalo 
et al., 2002) and that make physical activity and healthy eating an individual and 
societal priority.
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ADVANCES DURING THE PAST DECADE AND 
BARRIERS TO FURTHER PROGRESS

Awareness of the obesity epidemic in the United States, first in adults and 
then in children and adolescents, emerged in the mid-1990s (Kuczmarski et al., 
1994; Troiano et al., 1995). Since then we have come to realize not only that obe-
sity causes multiple social and economic problems as described above, but also 
that it results from multiple changes in society that have affected many aspects 
of contemporary life, including activity patterns and food consumption. In 2001 
The Surgeon General’s Call to Action to Prevent and Decrease Overweight and 
Obesity was issued (HHS, 2001). This call constituted official recognition of 
the obesity epidemic as a priority within the Department of Health and Human 
Services. It set forth principles for a nationwide public health response that would 
address the problem at multiple levels and involve multiple sectors of society and 
a broad array of public and private entities. The importance of facilitating indi-
vidual weight management was emphasized, but there was also a strong emphasis 
on changing aspects of the environment viewed as contributory. In 2003, Dr. Elias 
Zerhouni, then Director of the National Institutes of Health, formed an organiza-
tionwide task force to develop a related research strategy. In 2004, this task force 
released a strategic plan that called for research across a spectrum of obesity-
related topics and approaches and drew attention to the need for studies focusing 
on special populations at high risk of obesity. This plan was updated in 2011. 
These and several subsequent milestones and both public- and private-sector ini-
tiatives are highlighted in Table 2-6 and Box 2-3. 

Included in Table 2-6 are several IOM reports that have provided a founda-
tion for many of the policy and other initiatives that have been undertaken and 
that continue to inform the process of obesity-related policy and program devel-
opment. These include Progress in Preventing Childhood Obesity: How Do We 
Measure Up? (IOM, 2007b), which offers specific guidance for foundations, 
industry, and government, and Local Government Actions to Prevent Childhood 
Obesity (IOM, 2009), which provides several examples of ways in which local 
government officials have promoted healthier lifestyles in their communities and 
recommends starting points that could help officials initiate childhood obesity pre-
vention plans tailored to their jurisdictions’ resources and needs.

The committee highlights these milestones and initiatives to demonstrate that 
many of society’s stakeholders are acknowledging their responsibility to address 
obesity and are moving to respond. Although children have been a primary focus 
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TABLE 2-6  Selected Milestones in Obesity Prevention from the Past Decade

2001-2003a 2004-2006b 2007-2009c 2010-2012d

Federal 
guidance

Surgeon 
General’s 
Call to 
Action to 
Prevent and 
Decrease 
Overweight 
and Obesity

Formation of 
NIH Obesity 
Research 
Task Force

Strategic Plan for 
NIH Obesity 
Research 

CDC’s first Weight 
of the Nation 
Conference

2008 Physical 
Activity 
Guidelines for 
Americans

IWG in Food 
Marketing to 
Children—
Tentative 
Proposed 
Nutrition 
Standards

Launch of the 
First Lady’s Let’s 
Move Campaign

White House Task 
Force Report 
on Childhood 
Obesity 
Prevention 

2010 Dietary 
Guidelines for 
Americans 

Strategic Plan for 
NIH Obesity 
Research 

Federal 
policy

Child Nutrition 
and WIC 
Reauthorization, 
Public Law 108-
265, 108th Cong., 
2d sess. (June 30, 
2004), 118, 729

Safe Routes to 
School Program. 
Safe Accountable, 
Flexible, 
and Efficient 
Transportation 
Equity Act: A 
Legacy for Users, 
Public Law 
109-59, 109th 
Cong., 1st sess. 
(August 10, 2005), 
119, 1404d

ARRA funding 
for CDC’s 
“Communities 
Putting 
Prevention to 
Work” 

USDA interim rule 
to modify WIC 
food package 

Healthy, Hunger-
Free Kids Act, 
Public Law 
111-296, 111th 
Cong., 2d sess. 
(December 13, 
2010), 124, 3183
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2001-2003a 2004-2006b 2007-2009c 2010-2012d

Nonprofit 
and 
private 
sector

Convergence 
Partnership for 
Healthy Eating 
and Active Living

AHA and William 
J. Clinton 
Foundation 
Alliance for 
a Healthier 
Generation

Children’s Food 
and Beverage 
Advertising 
Initiative

RWJF commitment 
to reverse the 
childhood 
obesity epidemic 
by 2015

National 
Collaborative 
on Childhood 
Obesity Research 
(NCCOR)

Partnership for 
a Healthier 
America (Let’s 
Move)

Healthy Weight 
Commitment—
food 
manufacturers 
commit to 
removing calories 
from the food 
supply

IOM 
guidance

Preventing 
Childhood 
Obesity: Health in 
the Balance

Food Marketing 
to Children and 
Youth: Threat or 
Opportunity

Progress in 
Preventing 
Childhood 
Obesity: How 
Do We Measure 
Up?

Nutrition 
Standards for 
Foods in Schools: 
Leading the 
Way Toward 
Healthier Youth

Local Government 
Actions 
to Prevent 
Childhood 
Obesity

School Meals: 
Building Blocks 
for Healthy 
Children 

Bridging the 
Evidence Gap 
in Obesity 
Prevention: A 
Framework to 
Inform Decision 
Making

Early Childhood 
Obesity 
Prevention 
Policies 

NOTES: AHA = American Heart Association; ARRA = American Recovery and Reinvestment Act of 2009; 
CDC = Centers for Disease Control and Prevention; IOM = Institute of Medicine; IWG = Interagency 
Working Group; NIH = National Institutes of Health; RWJF = Robert Wood Johnson Foundation; USDA = 
U.S. Department of Agriculture; WIC = Special Supplemental Nutrition Program for Women, Infants, and 
Children.
SOURCE: aHHS, 2001; NIH, 2004; bAlliance for a Healthier Generation, 2005; Bell and Dorfman, 2008; 
Better Business Bureau, 2006; IOM, 2005, 2006b; NIH, 2004; cCDC, 2009a; FTC, 2009; HHS, 2008, 2009; 
IOM, 2007a,b, 2009; NCCOR, 2012; RWJF, 2007; USDA, 2007; dHealthy Weight Commitment Foundation, 
2010; IOM, 2010a,b, 2011; Let’s Move Campaign, 2010; NIH, 2011; USDA/HHS, 2010; White House, 
2010a,b.

TABLE 2-6  Continued
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of these efforts, changes in society aimed at preventing child obesity will impact 
adults as well. 

Figures 2-7 and 2-8, which display counts of media reports related to obesity 
generally or childhood obesity specifically, demonstrate the tremendous increase 
in public awareness that has led to or accompanied widespread efforts to address 
obesity, both in the United States and globally. Similar counts have been made of 
increases in the development of state and local policies designed to improve infor-
mation available to parents and consumers, improve opportunities for physical 
activity, and introduce incentives to support better availability of healthy foods 
and discourage consumption of unhealthy foods and beverages. For example, the 
Trust for America’s Health (TFAH) publishes an annual compilation of the cur-
rent status of each state’s obesity and related health profiles, as well as legislative 
actions aimed at obesity reduction (Trust for America’s Health and RWJF, 2011). 
Highlights of TFAH’s 2011 report are presented in Box 2-4. In reflecting on the 
data 10 years after his 2001 Call to Action (HHS, 2001), former Surgeon General 
Dr. David Satcher concluded that important progress has been made, but that 
much more remains to be done (Trust for America’s Health and RWJF, 2011). 
He also concluded that even though individuals bear responsibility for their own 
health, the public and private sectors must get involved to enable an environment 
that fosters healthy living.

Both public and private employers are offering health and wellness programs 
to workers (Claxton et al., 2010), including policies that support breastfeeding 
mothers (see the discussion in Chapter 8). Such policies are important as breast-
feeding may be beneficial for obesity prevention in both children and their mothers 
(IOM, 2009, 2011; Moreno et al., 2011). 

Clearly, however, not all developments during this period have been favorable. 
Indeed, many countering forces act as barriers to further progress. Some relate to 
competing priorities and limited resources. For example, the most frequently cited 
barriers to offering physical activity opportunities for students during the school 
day are priority given to time for academic work and limited resources and staff 
capacity for physical education programs (Agron et al., 2010; Young et al., 2007). 
Other barriers reflect more deliberate opposition to change from commercial 
vested interests. In particular, food and beverage companies are strongly opposed 
to statutory regulations on advertising or other aspects of marketing, preferring 
that any changes be voluntary. Chapter 10 provides a broader discussion of the 
challenges related to opposing views of what should be done to address obesity 
and who should take responsibility for doing it. 
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FIGURE 2-7  Global trends in obesity-related media coverage from the first quarter of 2000 
through the third quarter of 2011.
NOTE: Figures retrieved from Lexis-Nexis searches on “obesity or obese” in U.S. and international 
newspapers and newswires, and beginning in the first quarter of 2009 (as indicated by *), online 
news sources. 
SOURCE: Reprinted from IFIC, 2011.

FIGURE 2-8  Global trends in childhood obesity-related media coverage from the first quarter of 
2004 through the third quarter of 2011.
NOTE: Figures retrieved from Lexis-Nexis searches on “childhood obesity” in U.S. and international 
newspapers and newswires, and beginning in the first quarter of 2009 (as indicated by *), online 
news sources.
SOURCE: Reprinted from IFIC, 2011.
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Partly because of the combination of facilitating and countering influences, 
outcomes of efforts to address obesity have yet to yield a clear picture showing 
that obesity levels are on the decline. Given increased public awareness and the 
continually growing number and diversity of positive initiatives, however, there 
are many indications that the time is ripe for responding to recommendations for 
mounting a more aggressive and comprehensive obesity prevention effort. 

TRACKING PROGRESS ON OUTCOMES

It is generally understood that even when promising interventions are identi-
fied, the effects of social and economic phenomena that have evolved over decades 
cannot be turned around overnight. Nevertheless, given that substantive efforts 
to address the obesity epidemic have now been in place for at least a decade (e.g., 
since the 2001 U.S. Surgeon General’s Call to Action [HHS, 2001]), it is reason-
able to ask whether there are signs of progress. The ability to track changes in 
population weight status depends on the collection of weight and height measure-
ments (or self-reported data, with recognition of the substantial potential for error 
in such data) in community settings and at the state and federal levels for use in 
assessing average BMI and the percentage of children, adolescents, and adults who 
are overweight or obese. Particularly salient will be evidence of reduced incidence 
of new cases of obesity and favorable shifts in the overall BMI distribution such 
that the percentage of the population in the healthy weight range increases, with 
attention to other goals as appropriate to ensure the overall quality of the way 
in which BMI changes are being achieved. Data with which to assess overweight 
and obesity levels and BMI distributions in the United States are collected on an 
ongoing basis through the National Health and Nutrition Examination Survey 
(NHANES) and reported regularly by the National Center for Health Statistics 
(NCHS, 2011), and are also collected in some states (Flegal et al., 2010; Ogden et 
al., 2010a, 2012). Analyses of these data include assessment of changes in preva-
lence trends and in recent years have indicated changes that may signify the begin-
nings of a leveling off of the epidemic, but without downward movement.

At the national level, obesity prevalence data for both children and adolescents 
and adults suggest that although high levels persist, trends of increase are absent 
or variable, depending on the population subgroup examined (Flegal et al., 2010; 
Ogden et al., 2010a,b,c, 2012). No statistically significant trend of increase in 
obesity among women was observed during the 10 years prior to 2009-2010, both 
overall and by racial/ethnic subgroups (non-Hispanic whites, non-Hispanic blacks, 
and Mexican Americans). However, significant increases in obesity prevalence 
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were apparent in men for at least the first part of this time period, overall and for 
non-Hispanic white and non-Hispanic black men (Flegal et al., 2010; Ogden et al., 
2012). Findings were similar in children and adolescents: BMI distributions in the 
10-year period before 2009-2010 were stable in girls in all racial/ethnic groups; in 
boys, a significant increase in BMI was observed only at ages 6 to 19 and only in 
the highest BMI category (at or above the 97th percentile) (Ogden et al., 2010a, 
2012). The Pediatric Nutrition Surveillance System, which reports data on children 
aged 0-5 from low-income families participating in federal nutrition programs, 
reported this phenomenon based on data obtained from 2003 to 2008 (CDC, 
2009b); the self-report data from youth in grades 9 through 12 that were collected 
between 2005 and 2007 yielded a similar picture (CDC, 2010b; Eaton et al., 2008).

The possibility that obesity prevalence trends are stabilizing was supported 
by a comparative analysis of the trends in several countries that have also been 
undertaking initiatives to curb rising obesity levels. Data from nine countries 
(Australia, China, England, France, the Netherlands, New Zealand, Sweden, 
Switzerland, and the United States) suggest that among children and adolescents 
aged 2-19, the mean (SD) unweighted rate of change in the prevalence of over-
weight and obesity was +0.00 (0.49) percent per year between 1995 and 2008 
(+0.01 [0.56] percent for overweight alone and –0.01 [0.24] percent for obesity 
alone) (Olds et al., 2011). It is unclear why prevalence appears to be flattening. 
Olds and colleagues (2011) hypothesize that stabilization may be occurring as a 
result of the numerous public health campaigns and interventions that have been 
aimed at childhood obesity for the past several years beginning to have a cumula-
tive effect and the rates of childhood overweight and obesity reaching a saturation 
point of equilibrium. However, self-selection bias in the available data cannot be 
ruled out (because of increased awareness of childhood obesity and perceived stig-
matization, parents have declined participation in later measurement years com-
pared with the baseline). Moreover, while rates, which still remain high, appear to 
be stabilizing, it is unclear whether this stabilization will continue over the long 
term or merely represents a temporary lull (Olds et al., 2011). 

There is also evidence of improvements in obesity trends at the state level. 
Measured BMI data were collected in Arkansas from approximately 400,000 stu-
dents in all K-12 grades for 2003-2007 and for nearly 180,000 students in grades 
K, 2, 4, 6, 8, and 10 during 2008-2010. The prevalence of overweight vacillated 
only slightly over the 7-year period, beginning at 21 percent in school year 2003-
2004 and ending at 17 percent in 2009-2010 (ACHI, 2011). Similarly, rates of 
obesity were 20.9 percent in 2003-2004 and 21.0 percent in 2009-2010. Thus 
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while the rates in Arkansas were higher than the national rates, the change in 
rates over the 7‑year period mirrored the phenomenon of leveling observed in the 
national data. The Obesity and School BMI Measurement Initiative is but one part 
of a multipronged statewide effort to improve the health of Arkansas children that 
is being spearheaded by the Arkansas Center for Health Improvement (Raczynski 
et al., 2009). Hence, the potential for analyses linking observed BMI changes to 
effects of interventions may exist.

Two reports chronicle changes in BMI among children and adolescents in 
California between 2001 and 2008. Unlike Arkansas, California mandated mea-
suring students at only three grade levels: grades 5, 7, and 9. Given the size of 
the state, the BMI data set over this 8-year time period contains more than 8 mil-
lion student height and weight records. The analysis of this data set by Sanchez-
Vaznaugh and colleagues (2010) reveals a lessening of the BMI upward slope 
between the years prior to versus the years after the 2004-2005 school year. The 
authors postulate that statewide policies limiting competitive foods and beverages 
in K-12 schools may have been associated with this observed leveling of the BMI 
slope. While the overall pattern of change in overweight and obesity in California 
children and adolescents mirrored that of the nation, with only a slight change 
between 2001 and 2008 (overweight rates were 38.3 percent in 2001 and 38.0 per-
cent in 2008, while obesity in the same cohort was 20.3 percent in 2001 and 
19.8 percent in 2008), the data reveal distinctly different patterns of BMI change 
by race/ethnicity (Madsen et al., 2010). A population-based decline in the preva-
lence of high BMI after 2005 was observed among most boys and for white girls. 
Even rates for Hispanic boys, a group with a high prevalence of obesity, declined 
during this period. The rates for Hispanic girls leveled, while the rates for black 
and American Indian girls continued to climb during the 8-year period. The level-
ing phenomenon that is documented by the NHANES analyses also may reflect a 
combination of patterns unique to different racial/ethnic groups, with some rates 
declining, some leveling, and others continuing to rise. Thus while obesity rates 
may appear to be improving slightly, the disparities in rates may actually be widen-
ing. Interpretation of these trends is complicated because these are cross-sectional 
data and because it is difficult to know over what time period changes in trends 
can be considered to signify probable future patterns of stabilization and eventu-
ally decreases. Complementary analyses would include examination of longitudinal 
data to track weight changes over time and determine whether the percentage of 
children, adolescents, or adults becoming obese at any given age is decreasing. If so, 
this would suggest promising future trends, particularly if it were to be observed in 
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the youngest children. Regardless, any sign of a flattening of trends of increase is 
potentially favorable and warrants close attention to potential contributors. 

The possible effects of the economic recession on trends in obesity are unclear. 
Ludwig and Pollack (2009) have raised the possibility that an increase in obesity is 
associated with the economic recession because limited incomes may increase reli-
ance on low-cost, high-calorie foods (although the authors note that this situation 
also may provide opportunities for new initiatives to address obesity). In contrast, 
an analysis in The Economist suggests that trends in consumer spending may have 
positive health effects, including more spending on fruits and vegetables and less 
spending on sugar and sweets (The Economist, 2011). Effects could differ for dif-
ferent population groups. In any case, secular trends reflecting population respon-
siveness to economic constraints would not represent a desirable or sustainable 
long-term context for achieving and maintaining healthy population weights.

CONCLUSION

Prior to the late 20th century, overweight and obesity were not considered a 
populationwide health risk. Instead, food scarcity and hunger were the primary 
food-related public policy issues. An assessment of the current situation highlights 
the pressing need for populationwide efforts to address obesity among adults 
and children and adolescents, with a particular emphasis on high-risk groups for 
whom the general efforts may be insufficient to close gaps. Even today, many 
people may regard “baby fat” and childhood “chubbiness” as indicators of good 
health and/or economic security, and fail to recognize the relationship of obesity 
to many serious chronic diseases and economic and societal costs. Asserting that 
people should simply eat less or that parents should simply feed their children 
better ignores these historical perspectives and the complex societal influences 
at work. A strategy that assumes that parents or others have or should have an 
inherent skill set to bear the sole responsibility for preventing obesity for their 
children or for themselves is unlikely to be successful. Instead, obesity prevention 
approaches require modifying factors that shape individual choices and incidental 
behaviors (Kumanyika, 2008). 

The committee’s vision for obesity prevention rests on the ability to modify 
factors that shape individual choices, as well as behaviors that are natural and 
unconscious responses to environmental cues and situations. These factors are 
varied, complex, and interrelated, and numerous small changes may contribute 
collectively to influencing population shifts. Some evidence indicates that trends of 
continuing increases in obesity prevalence may be leveling off, although this obser-
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vation does not apply evenly across all population subgroups and also may not 
be sustained or lead to a lessening of the current high rate. Contributors to these 
potential precursors of success must be identified and translated into approaches 
for permanent change. Of greatest importance in this respect is that early signs of 
success, even if real, not be misunderstood to be success. Success will occur once 
population weight levels are in a healthy range. All of the adverse consequences—
human and economic—of the obesity epidemic described here are entrenched and 
will continue to increase as children and adolescents on a course to become obese 
mature. The next chapter of this report describes specific goals and strategies for 
addressing obesity and examines practical and policy considerations relevant to 
their implementation. 
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likelihood of shifting physical activity, eating, and weight management toward 
energy balance in the population as a whole, including those groups and indi
viduals at high risk of becoming obese. In this report, primary prevention is 
viewed as relevant to the continuum of excess weight—prevention of the progres-
sion from normal weight to overweight, from overweight to obesity, and from 
mild or moderate to more severe obesity. 

The logic of beginning obesity prevention during childhood is self-evident. 
At every life stage, from infancy onward, sustained excess weight and obesity 
increase the risk of longer-term obesity. In adults, obesity prevention targets those 
who enter adulthood with weight in the normal range, as well as those who may 
already be somewhat overweight or obese, to limit the severity of obesity and 
obesity-related health and social consequences. The need for effective preven-
tive strategies is heightened by the seemingly intractable nature of established 
obesity, making the reduction of incidence—new cases of obesity—a priority. 
Effective treatments for established obesity continue to be elusive despite decades 
of research on treatment strategies, an active commercial weight loss industry, 
and a majority of U.S. adults trying to lose or maintain their weight at any given 
time. However, the need for prevention would persist even if effective treatments 
were available. In the absence of prevention, there would be a continual influx of 
people needing treatment (i.e., a majority of the population) such that the demand 
for treatment would exceed the supply. 

Goals for Children and Adolescents

Goals for children and adolescents outlined in the Institute of Medicine 
(IOM) report Preventing Childhood Obesity: Health in the Balance (IOM, 2005) 
continue to inform actions at the national and community levels (see Box 3-1). 
For children and adolescents, obesity prevention means maintaining a healthy 
weight trajectory and preventing excess weight gain while growing, developing, 
and maturing (IOM, 2010). Goals include prevention of obesity and its adverse 
consequences during childhood, as well as longer-term prevention of obesity in 
adulthood, because children who are obese may remain so throughout life. Given 
the general increase in media attention to obesity as a result of the epidemic (see 
Chapter 2, Figures 2-7 and 2-8) and the potential for an increased focus on body 
size to foster inappropriate weight concern or dieting (Davison et al., 2003; Ikeda 
et al., 2006), an explicit goal has been added to those originally stated by the 
IOM (2005) to highlight the importance of maintaining a positive body image and 
avoiding excessive weight concern. 
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Goals for Adults

As noted in Chapter 2, the major human and societal consequences of obe-
sity culminate during the adult years, and these consequences can be mitigated by 
stabilization of weight in the adult population. The payoff for intervening during 
adulthood is immediate in reducing both human and societal costs by limiting the 
development or exacerbation of obesity-related diseases during adulthood. There 
is a payoff as well in the direct and indirect effects on the familial context for the 
development of childhood obesity (Seidell et al., 2005). 

Gradual weight gain during adulthood is typical and is commonly, although 
erroneously, viewed as a part of normal aging (Lewis et al., 2000; Williamson et 
al., 1990). A gradual weight gain of 1 or 2 pounds per year means a gain of 10 
or 20 pounds in 10 years and twice that in a 20-year period. For example, adults 
recruited from four geographic areas in the United States for the longitudinal 
Coronary Artery Risk Development in Young Adults (CARDIA) study at ages 18 
to 30 gained an estimated average of 1 to 2 pounds annually during the 10-year 
period from 1985-1986 to 1995-1996 (Lewis et al., 2000). This weight gain shift-
ed many people from the healthy weight range into the overweight range, from the 
overweight range into the obese range, or from a moderate to an extreme level of 
obesity. As shown in Figure 3-1, this weight gain was associated with substantial 
increases in the prevalence of overweight and obesity (body mass index [BMI] of 
25 or greater) in both blacks and whites and both men and women: 52 percent to 
76 percent of adults in these race/sex subgroups were in the healthy weight range 
(BMI 18.5 to 24.9) at the start of this period, but only 28 percent to 58 percent 
were in this range 10 years later; the prevalence of extreme obesity (BMI of 40 or 
more) at least doubled in all subgroups (Lewis et al., 2000). 

Goals of obesity prevention in adults are shown in Box 3-2. They are similar in 
concept to those for children and adolescents but focus on the weight trajectories 
and related behaviors associated with aging and, in women, reproduction. Weight 
levels of adults and of children and adolescents are interrelated in that parents 
and other adults are role models for children and adolescents. Moreover, maternal 
obesity may have direct effects on the risk of obesity in children and adolescents 
through gestational factors (IOM, 2009; Norman and Reynolds, 2011).

TARGETS FOR BEHAVIORAL AND ENVIRONMENTAL CHANGE

The available evidence points to a specific set of widely agreed-upon behavioral 
changes that are likely to promote energy balance. These behaviors are identified 
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FIGURE 3-1  Ten-year changes in the distribution of body mass index in the Coronary Artery Risk 
Development in Young Adults (CARDIA) study.
SOURCE: Lewis et al., 2000.

as essential elements in obesity prevention for children, adolescents, and adults, as 
appropriate to life stage (Box 3-3). For physical activity, targeted behaviors relate 
to specified amounts of physical activity following guidelines for children, ado-
lescents, and adults and decreases in television viewing—a major form of physi-
cal inactivity. For eating behaviors, the focus is on overall dietary quality as well 
as appropriate caloric consumption, achieved by increasing plant-based dietary 
components; reducing the consumption of sugar-sweetened beverages and of high-
calorie, energy-dense foods; increasing breastfeeding and responsive child feeding; 
and ensuring the intake of nutrients needed to promote optimal linear growth. 

In general terms, the types of environmental changes needed to motivate and 
support the indicated changes in individual behavior are directly related to the 
types of changes identified in the preceding chapters as having led to popula-
tionwide increases in weight gain and obesity and listed in Boxes 3-1 and 3-2 as 
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potential intermediate indicators of progress. Thus, the needed changes relate to 
options for physical activity, factors that predispose to sedentary behavior, the 
food supply, and food availability and promotion. Potential strategies for effecting 
such changes are the focus of the remainder of this chapter. 

A COMPREHENSIVE AND INTEGRATED APPROACH 
TO PREVENTING AND ADDRESSING OBESITY

Identification of the behavioral and environmental variables that contribute 
to the populationwide obesity epidemic and how they influence and interact with 
each other is needed to determine which prevention efforts are the most promis-
ing. Both the 2005 IOM report and the follow-up report, Progress in Preventing 
Childhood Obesity: How Do We Measure Up? (IOM, 2007) use an ecological 
approach to identify leverage points for developing effective intervention strategies 
to promote energy balance, and specifically address individual factors, behavioral 
settings, sectors of society, and social norms and values that may constrain or 
reinforce regular physical activity and healthful eating as the accepted and encour-
aged standard. Using the model shown in Figure 3-2, pathways can be drawn 
to identify specific influences on the weight-related behaviors of individuals in 
demographically diverse population groups, within and among the levels shown. 
Each type of setting shown (top left) and each of the several sectors that can be 
focal points for intervention (at right) are complex, and these settings and sectors 
are interrelated. The different levels at which interventions may be undertaken 
demonstrate how, if taken together, a set of actions across levels might interrelate. 
Therefore, this figure illustrates the overall complexity of influences on obesity, 
and shows that preventive actions must be comprehensive and can vary according 
to the diversity and interrelationships that apply. Homes and families are often 
listed under “behavioral settings,” which would be appropriate. As explained in 
Chapter 1, however, the committee’s approach emphasizes changes in settings 
and sectors that can accelerate obesity prevention by improving physical activity 
options and healthful eating, as well as facilitators at both the family or household 
and individual levels, taking into account their interdependence. 

The influence of obesity on the economy, productivity, and population fit-
ness was highlighted in Chapter 2, emphasizing the importance of addressing the 
epidemic not only for governments but also for businesses and the private sector. 
The “sectors of influence” on obesity in Figure 3-2 have, therefore, been updated 
from prior versions to highlight the potential contributions of businesses other 
than those directly involved in the manufacturing of products related to physical 
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activity and food. For example, businesses that provide catering or venues where 
the public eats—such as movie theaters, sporting event venues, and shopping 
malls—have a role to play in changing the availability of foods and norms about 
food consumption. Moreover, all employers, both public and private, increas-
ingly are expected to foster work environments—including physical work settings, 
schedules, and health insurance coverage—that promote weight management and 
are conducive to good health for both employees and their families (Heinen and 
Darling, 2009). The Guide to Community Preventive Services, which represents 
the work of the Task Force on Community Preventive Services, recommends 
worksite programs for obesity control based on strong evidence of their effec-
tiveness (Anderson et al., 2009). Results of a survey by Edelman (2011) indicate 
that the public expects businesses to contribute to health in a variety of ways in 
addition to providing health insurance coverage or worksite wellness programs, 
such as by educating people about the health risks of products or services, creat-
ing products and services that are conducive to good health, fostering a dialogue 
about public priorities related to health, and contributing funds or in-kind services 
to improve the health of the public. And the Partnership to Build a Healthier 
America, part of the First Lady’s Let’s Move campaign, works with food and bev-
erage companies, as well as other companies, to generate meaningful sponsorship 
commitments that will increase physical activity and improve access to healthy, 
affordable foods (www.ahealthieramerica.org). 

Thus, as emphasized throughout this report, obesity prevention in commu
nities and populations requires social change. The strategies to be employed are 
similar to those applicable to other situations in which broad actions are needed to 
affect environments and the rules that apply to them. The Spectrum of Prevention, 
developed by Cohen and Swift (1999), is a framework for developing multifaceted 
approaches to address complex health problems and is commonly used in public 
health and health promotion. It identifies levels of increasing scope and emphasizes 
that effectiveness in addressing an issue requires integration across those levels: 
policy and legislative approaches; approaches involving changes in organizational 
policies, environments, and practices; approaches designed to foster changes in 
communities and neighborhoods; health communication and social marketing 
approaches; interventions in health care settings; and finally, multilevel, multisector 
approaches (IOM, 2010). The relevance of the Spectrum of Prevention as a typology 
for categorizing strategies relevant to obesity prevention is discussed in detail in the 
report Bridging the Evidence Gap in Obesity Prevention: A Framework to Inform 
Decision Making (IOM, 2010). Examples from that report are shown in Box 3-4. 
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As will become evident in Chapter 4, these examples help explain what is meant 
by population-based obesity prevention and are indicative of the types of actions—
individual and combined—that often are recommended for obesity prevention.

A SUCCESSFUL MODEL OF COMPREHENSIVE CHANGE

To date, obesity prevention has not fully employed the complex thinking that 
is required to address the obesity epidemic. Applying the social change strategies 
described in this chapter to the community environment in order to encourage 
increased levels of physical activity, decreased sedentary behaviors, and healthful 

BOX 3-4 
Examples of Population-Based Obesity Prevention 
Approaches

Policy and Legislative Approaches

	 Relevant approaches could include limiting the availability of sugar-sweetened 
beverages and high-calorie, energy-dense foods in certain settings (e.g., schools) 
or within programs (e.g., federal nutrition assistance programs); imposing taxes or 
price increases on sugar-sweetened beverages and high-calorie, energy-dense foods; 
or mandating a reduction in serving sizes for sugar-sweetened beverages and high-
calorie, energy-dense foods.

Approaches Involving Changes in Organizational Policies, Environments, 
and Practices

	 Relevant programs or policies could include regulatory changes that affect an 
organization or voluntary changes that could be implemented by an organization 
itself (e.g., posting calorie content on menus; increasing the availability of fruits and 
vegetables in a worksite cafeteria; limiting the availability of sugar-sweetened bever-
ages and high-calorie, energy-dense foods in a school).
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Approaches Designed to Foster Changes in Communities and Neighborhoods

	 Strategies and actions could include advocating for zoning to limit fast-food 
establishments; facilitating the situating of supermarkets in underserved areas; 
increasing the availability of farmers’ markets; creating and supporting community 
gardens; supporting safe routes to school; creating and maintaining a walking 
school bus; increasing the number of bike paths and parks; and enhancing walking 
infrastructure.

Health Communication and Social Marketing Approaches

	 Strategies and actions to prevent obesity can be enhanced through communica-
tion, marketing, and promotion and new technologies.

Interventions in Health Care Settings

	 Interventions could include annual screening for obesity, counseling about physi-
cal activity and diet, and expanded insurance coverage for behavioral and nutritional 
counseling.

SOURCE: Based on the “Spectrum of Prevention” in IOM, 2010.

eating is emerging as a practical way to address obesity on a large scale (de Silva-
Sanigorski and Economos, 2010). Community-based obesity interventions (target-
ing policy and environmental changes) require an understanding of how social sys-
tems operate, how change occurs within and among systems, and how community 
changes influence individual behavior and health. Box 3-5 describes a working 
framework for such a whole-system approach to public health problems.

Shape Up Somerville (SUS): Eat Smart, Play Hard, conducted in Somerville, 
Massachusetts, illustrates the potential of a whole-system approach. Informed by 
previous social change models, this initiative was one of the first community-based 
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BOX 3-5 
Features of a Whole-System Approach to Public Health 
Problems

  1.	� Explicit recognition of the public health problem(s) as a system: recog-
nition of interacting and evolving elements; self-regulation; and synergy and 
emergent properties associated with complex adaptive systems. 

  2.	� Capacity building: capacity building within communities and organizations 
stated as an explicit goal. This could take the form of increasing understanding 
about obesity as a problem in the community and in potential partner organiza-
tions, training for those in positions addressing obesity, more dedicated staff 
addressing obesity, etc. 

  3.	� Local creativity: local creativity and/or innovation were encouraged to address 
obesity prevention. This might be evidenced by mechanisms for local people to 
design locally relevant activities and solutions, while rigid requirements for activ-
ities imposed from outside the area would suggest that this was not present. 

  4.	� Relationships: clear methods were used to develop and maintain working rela-
tionships, within and between organizations. 

  5.	� Engagement: clear methods were used for engaging community members in 
program development and delivery. This engagement should be with diverse 
people, organizations and sectors. 

  6.	� Communication: clear methods were used for enhancing communication 
between actors and organizations within the system. This would not mean com-
munication of health promoting messages to the people living in a community 
as part of a specific intervention. 

efforts designed to change the environment to prevent obesity in early elementary 
school-aged children (Economos et al., 2009). The SUS intervention, as described 
by de Silva-Sangorski and Economos (2010, p. 59), is: 

focused on creating multilevel environmental change to support behavioral action and 
its maintenance and to prevent excessive weight gain among early elementary school-
aged children through community participation. For example, specific changes within 
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  7.	� Focus on the embeddedness of action and policies for obesity prevention in 
organizations and systems. Examples of this might include the visibility of obe-
sity as an explicit policy goal or concern for non-health organizations, ongoing 
strategic commitment to obesity as a local concern, etc. 

  8.	� Focus on the robustness and sustainability of the system to tackle obesity. 
Ongoing strategies for resourcing existing and new projects and staff might be 
an indicator of this feature. 

  9.	� Facilitative leadership. This is leadership which is not necessarily located at 
any particular level or organization and is likely to encourage bottom up solu-
tions and activities while providing strong strategic support where needed as 
well as appropriate resourcing. 

10.	� Well articulated methods for ongoing monitoring and evaluation of activities, 
the results of which feed back into the system and drive change to enhance 
appropriateness and effectiveness. This relates to notions of the adaptability and 
learning capabilities of the systems/networks/partnerships established. 

SOURCE: Quoted from NICE, 2011, pp. 14-15. 

the before-, during-, and after-school environments provided a variety of increased 
opportunities for physical activity. The availability of less energy-dense foods, with 
an emphasis on fruits, vegetables, whole grains, and low-fat dairy products, was 
increased; foods high in fat and sugar were discouraged. Additional changes within the 
home and the community reinforced opportunities for increased physical activity and 
improved access to healthier food. To achieve this level of change, many groups and 
individuals within the community (including children, parents, teachers, school food 
service providers, city departments, policy makers, health care providers, before- and 
after-school programs, restaurants, and the media) were engaged in the intervention.
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These changes were successful in bringing the community’s overall energy 
equation into balance and were designed to be replicated as a cost-effective 
community-based action plan (de Silva-Sanigorski and Economos, 2010; 
Economos and Irish-Hauser, 2007). 

Other large-scale, multilevel, community-based childhood obesity prevention 
initiatives in the United States, including Healthy Eating Active Communities1 and 
Healthy Eating Active Living,2 offer additional lessons for conducting this type 
of initiative through their resources and publications. These initiatives, begun in 
2005-2006 by the California Endowment and Kaiser Permanente, respectively, 
have funded communities across the state of California (and now spreading across 
the country) to develop and implement a broad set of interventions focused on 
improving the physical activity and food environments for children in schools; 
health care facilities; after-school programs; neighborhoods; marketing and adver-
tising venues; and other places where families live, learn, work, and play. 

Similarly, acknowledgment of the responsibility to address obesity in the pri-
vate and public sectors has been demonstrated globally. As reviewed in 2007, a 
number of countries and regions have been developing and implementing strategic 
plans to promote physical activity and healthful eating and to prevent obesity 
(IOM, 2007). Many of these plans and initiatives continue to evolve, and include 
the use of multiple types of actions; the development of partnerships, including 
private and public agreements; and the use of multiple settings, various sectors, 
and multiple levels of government (WHO, 2007). 

An example is EPODE (Together Let’s Prevent Childhood Obesity), a multi
stakeholder prevention program that focuses on facilitating the adoption of 
healthier lifestyles (Borys et al., 2011). Programs developed using the EPODE 
framework focus on long-term environmental and behavior change without stig-
matizing culture, food habits, or overweight and obesity. EPODE began in France 
in 2003 and has since expanded to cover millions of people in Australia, Belgium, 
Canada, France, Greece, and Spain. 

In 2008, the United Kingdom released a cross-government strategy titled 
Healthy Weight, Healthy Lives, designed to support people in maintaining a 
healthy weight. The marketing component of the United Kingdom’s government 
response (called Change4Life3), begun in 2009, aims to change behaviors that lead 
to childhood obesity through a multistakeholder campaign. In 2010, the United 

1 Healthy Eating Active Communities. http://www.partnershipph.org/projects/heac (accessed November 14, 
2011).

2 Healthy Eating Active Living. http://www.convergencepartnership.org (accessed November 14, 2011).
3 Change4Life. http://www.nhs.uk/Change4Life/Pages/change-for-life.aspx (accessed January 3, 2012).
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Kingdom released a broader public health strategy entitled Healthy Lives, Healthy 
People, which sets out the national government’s “long-term vision” for the future 
of public health in England: to provide support to and for local governments as 
leaders and those responsible for their communities’ wellness. 

As a final example, in 2008 Switzerland introduced its National Programme 
on Diet and Physical Activity.4 This program “defines long-term goals and 
national priorities and provides a basis for collaboration between the various insti-
tutions and organizations working in the field.”

PRACTICAL AND POLICY CONSIDERATIONS

This section highlights what the committee views as major practical and policy 
considerations requiring close attention during the planning of strategies to accel-
erate obesity prevention. Experience to date provides many examples of issues that 
can impede progress or lead to unintended adverse consequences. The committee’s 
vision takes into account the need for strategies to be realistic, as well as consis-
tent with fundamental values and principles. At the same time, however, having a 
diversity of values and priorities among them is itself a principle of U.S. society. 
Potentially competing values and principles must be reconciled, for example, in 
considering protections needed for individuals versus the community at large or 
for the public versus the private sector. Vigilance regarding unintended adverse 
effects of changes undertaken to address the obesity epidemic also is needed. 

Raising awareness of obesity, drawing attention to the associated economic 
and health care costs, passing new laws or regulations, and implementing commu-
nity action strategies to mobilize change all require resources, political will, and 
public support from those whose lives or livelihoods could be affected. Support 
for changes in living environments or the policies that govern them will vary 
according to the perception that those changes are needed and sensible, as well as 
what may be sacrificed if the changes are implemented. The potential for variation 
in political and public support is illustrated by results of an analysis of variables 
associated with the passage of state laws designed to reduce obesity prevalence 
between 2003 and 2005, a period when the number of such laws increased 
(Cawley and Liu, 2008). The probability of states enacting bills related to physical 
education, school nutrition, BMI screening, or health education differed according 
to adult obesity prevalence, the difference between self-reported and ideal weights 

4 National Programme on Diet and Physical Activity. http://www.bag.admin.ch/themen/ernaehrung_
bewegung/05141/05142/index.html?lang=en (accessed January 3, 2012).
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of adults in the state, the percentage of adults with a bachelor’s degree or higher, 
income level, the percentage of the population living below the poverty line, the 
percentage employed in agricultural occupations, the percentage of blacks in 
the population, and the political party of the governor. The prevailing economic 
environment also has an impact. As this report goes to press, the United States 
continues to wrestle with a major economic crisis that influences the availability 
of public resources at the national, state, and local levels, as well as private and 
personal resources (Brown and Lundblad, 2009). 

Realities of the Way Americans Live

Perhaps the most prominent and overarching of the practical realities associ-
ated with preventing obesity is that Americans are now accustomed to the very 
societal influences that predispose the average person to gain excess weight. 
“Obesogenic” environmental forces have been observed not only in the United 
States but also worldwide, driven by powerful economic and social forces that 
cannot easily be redirected and for which changes have interconnected and far-
reaching effects that must be taken into account (Swinburn et al., 2011; WHO, 
2000). Modern, technologically sophisticated lifestyles characterized by depen-
dence on cars; jobs that require limited physical effort; labor-saving devices at 
home; sedentary entertainment; and the widespread availability of good-tasting, 
high-calorie foods and beverages are the cultural norm. Americans are steeped in 
a consumer culture in which many of the rewards of daily life, including food-
related pleasures, are increasingly shaped by marketers and in which electronic 
media are a major source of information, social communication, and recreation 
for many people (Rideout et al., 2010). 

If Americans are in equilibrium with or aspiring to obesity-promoting, modern 
lifestyles, what—short of a major shock—will it take to motivate and effect 
changes in the social fabric of the level and scope needed to create routine envi-
ronments that foster healthy weight? Policy makers and other influential people 
must be convinced that the adverse health and societal consequences of current 
lifestyles outweigh the positives. They must then identify and support strategies 
and actions that will be acceptable with respect to gains and losses. They must 
resist strong counterpressures from those who see themselves as socially or eco-
nomically disadvantaged by the changes that are contemplated. Public- and 
private-sector support and advocacy may be needed for policy adoption. Or, when 
policies are instituted without the need for public consultation or are not contro-
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versial, public- and private-sector support may be critical for implementation and 
eventual uptake and adoption. 

The following example of the types of trade-offs involved is useful in visual-
izing what might have to happen to effect a major change in the proportion of the 
population engaging in active transportation such as walking or cycling. Using 
one’s car less is inconvenient but may be acceptable if the cost savings (e.g., low 
public transportation fares and avoidance of fuel costs and parking fees), conve-
nience (e.g., public transportation routes to necessary or popular destinations), 
social and aesthetic value (e.g., inviting destinations and pleasant scenery along 
the way), and safety (e.g., sidewalks along the entire route) of using alternative 
modes of transportation can be made attractive. Disincentives can also be used to 
equalize options (e.g., raising parking fees or tolls to discourage bringing cars into 
urban areas) but would presumably generate much more public opposition than 
incentive-oriented strategies. Trade-offs also must be balanced to avoid opposition 
from the automobile industry—including companies that produce and sell cars 
and the people and communities for whom this industry is a key part of the econ-
omy. At the level of social norms and consumer culture, ways to replace the use of 
cars as a status symbol also may be needed. 

Environmental and Policy-Level Intervention 
Versus Freedom of Choice

Concern that intervening to change environments will inappropriately and 
unfairly constrain individual freedom of choice is a continuing part of the debate 
about how to address the obesity epidemic (Kersh, 2009). Such concerns often 
relate to public policy (i.e., government interventions related to schools and public 
places), but they may also apply to interventions to change policies or environ-
ments at places of employment within private-sector worksites. The importance 
of protecting individual freedoms has a level of political and public support in 
the United States that may be unparalleled in other democratic societies. Those 
who raise concern about the potential loss of individual freedom assert that what 
people eat (or what their children eat) or whether people walk or use their car or 
drive their children to school are personal choices, and that government should 
not intervene to limit these choices. Closely related to this perspective is the argu-
ment that obesity results primarily from a failure of personal responsibility to 
control food intake or, in the case of parents, of the responsibility to feed their 
children appropriately. This perspective may be waning somewhat given that 
such “failures”—if signified by overweight and obesity—now affect a majority of 
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adults in the U.S. population and a substantial proportion of the child and ado-
lescent population, but it may still be perpetuated by prevailing biases and nega-
tive stereotypes about obese people (Andreyeva et al., 2008; Washington, 2011). 
Several, related counterarguments to the concern that environmental interventions 
are inappropriate or unjustified are reviewed below. People differ in the extent to 
which they are convinced by these counterarguments.

The Context for the Exercise of Free Choice Must Be Improved

Evidence suggests that the current range of choices related to physical 
activity and food intake is limited and biased toward the unhealthy end of the 
continuum such that policies are needed to improve the environment for free 
choice. Commonly cited examples are communities where streets and roads are 
designed in ways that do not permit pedestrian access, and food outlets or vending 
machines where all of the choices are relatively unhealthy (Rahman et al., 2011; 
Sallis and Glanz, 2006). In addition, high-calorie, low-nutrient packaged foods 
or certain items at fast-food restaurants may be the cheapest ways to obtain calo-
ries. Food prices may, therefore, indirectly constrain the range of choices if costs 
matter. The cost of healthier foods may be higher in terms of price, time needed to 
shop for healthier foods that are attractive and affordable, time taken away from 
other pursuits to spend in preparing food, or all of these.

Many Apparent Choices Reflect Habitual or Natural Responses to 
Environmental Cues

Theory and empirical data from the field of behavioral economics suggest 
that the majority of physical activity and eating behaviors are routine rather than 
choices made after deliberation about a set of options (Just and Payne, 2009; Just 
et al., 2008). In such cases, changing the environmental cues or “default choices” 
to routinely prompt healthier choices could cause favorable (from a public health 
perspective) shifts in population behavior (Angell et al., 2009; Frieden et al., 
2010). 

Individuals’ Innate Regulatory Systems Are Overwhelmed

An evolutionary argument is related to the observation that human physi-
ological responses to foods containing fat and sugar still are geared primarily to 
avoiding hunger and conserving energy, with no innate mechanisms to ensure 
maintenance of energy balance when such foods are available in high quantities 
and the demand or opportunity for caloric expenditure is low (WHO, 2000). In 
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this scenario, even conscious efforts to prevent excess weight gain are likely to be 
ineffective. 

Government Has a Responsibility to Protect Health 

Ethical principles, as well as numerous precedents, can be cited to support the 
concept that government has a responsibility to protect the health of the public 
and therefore the authority to intervene in relevant societal sectors and processes 
(Economos et al., 2001; IOM, 2005, Appendix A; Kersh and Morone, 2002; 
Kersh et al., 2011). Precedents include laws that require the use of seat belts in 
cars or helmets while cycling, restrict the use of certain drugs, make it illegal to 
drive a vehicle while under the influence of alcohol, or restrict tobacco smoking 
in public venues, as well as laws supporting water fluoridation or fortification of 
foods with folic acid. In these cases, governments have determined either that it 
is essential to ensure that the interventions in question reach the general public 
without requiring an active choice on the part of each individual (e.g., water and 
food), or that rules about personal behavior are needed to protect individuals 
(seat belts or helmets or drugs) or the society at large (driving under the influence, 
secondhand smoke). Ethical arguments are particularly salient with respect to the 
government’s responsibility to protect children and adolescents. Well-established 
precedents include child labor laws and policies that restrict the promotion and 
sale of tobacco and alcohol to children and adolescents (FDA/HHS, 2010; Miller, 
2010; Toomey and Wagenaar, 1999). 

Public schools, in particular, have an obligation to question and refute poli-
cies that do not benefit their students and their communities and a corresponding 
responsibility to protect students, for whom school attendance is mandated, from 
harm (Crawford et al., 2011). Children and adolescents spend up to half their 
waking hours in school, where they may consume as much as one-third to one-
half of their daily calories. Therefore, the school food environment is a logical 
focus for efforts to encourage healthy dietary behaviors. Today, school food ser-
vice includes two competing arms—the federally regulated reimbursable National 
School Lunch and School Breakfast programs and the competitive food and 
beverage marketplace, which has expanded substantially during recent decades. 
Competitive foods and beverages are those sold throughout schools in vending 
machines, school stores, and snack bars and at fundraisers. They are typically of 
low nutritional quality, such as sweetened beverages, chips and other salty snacks, 
and sweets such as cookies and pastries (Crawford et al., 2011; Fox et al., 2009; 
Wechsler et al., 2001). Efforts to encourage children to eat nutritionally sound 
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school meals are undermined by the provision of snacks and beverages that com-
pete with healthier options (Crawford et al., 2011).

Students at schools providing nutritious food offerings still have access to a 
variety of food choices, along with the option of bringing foods from home. Their 
freedom of choice is not unjustly breached by limiting the availability of obesogenic 
foods on campus (Crawford et al., 2011). 

Regulation of Food Marketing to Children and Adolescents

Aggressive marketing of high-calorie foods to children and adolescents has 
been identified as one of the major contributors to childhood obesity (IOM, 
2006). The way in which products marketed as oriented to children and ado-
lescents are made available and promoted has been shown to influence children 
and adolescents’ food preferences and selections (IOM, 2006; WHO, 2010). 
Marketing of non-nutritious foods and beverages on public school grounds (e.g., 
in classroom materials, on sporting equipment, by signage), a common school 
fundraising technique in recent decades, undermines attempts to provide nutrition 
education in the classroom. Frequent exposure to this marketing in schools in low-
income areas where children and adolescents are at greater nutritional risk is at 
odds with fairness and social justice (Crawford et al., 2011).

How to protect children and adolescents from potential adverse effects of 
such marketing is a major public health policy issue, argued primarily on ethical 
grounds and, in schools, on economic grounds. Statutory regulation of food 
marketing to children and adolescents has been proposed, on the grounds that 
children and adolescents are a vulnerable population in this respect because of 
their inability to understand the commercial intent of advertising (Hawkes, 2007; 
Pomeranz, 2010; Swinburn et al., 2008). Attempts to pass laws to this effect have 
not been successful, however, based on a ruling in 1978 that to restrict advertis-
ing would violate the First Amendment of the U.S. Constitution, which guaran-
tees the right to free speech and extends this protection to commercial entities. 
A prior IOM report on this issue recommends that the food industry voluntarily 
restrict advertising of unhealthy foods and beverages to children and adolescents 
(IOM, 2006). A recent evaluation concludes that food and beverage companies 
have made moderate progress in this respect, with only limited progress being 
seen in other subsectors of the food industry (Kraak et al., 2011). Public health 
experts continue to conclude that statutory regulation will be needed to address 
the problem. They base this conclusion on comparisons of what has been accom-
plished through voluntary measures and what is perceived as being needed, as 
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well as on increasing changes in advertising practices designed to circumvent the 
ability of children and adolescents to understand or defend against them (Goren 
et al., 2010; Harris et al., 2009). Current public- and private-sector efforts to 
standardize and strengthen ways of classifying foods as appropriate or inappro-
priate to advertise to children and adolescents could facilitate progress in regu-
lating food marketing to children and adolescents through either voluntary or 
statutory means.

An important aspect of this challenge is the nature of the food industry—that 
is, the desirability of having a positive, cooperative relationship with the system 
that provides our food. Here the difference between the food and tobacco indus-
tries is paramount: tobacco products are intrinsically harmful and expendable 
whereas food is not, although the harm to health from current dietary patterns and 
excesses is clear. In the framework of Kersh and Morone (2002) regarding the type 
of climate that is sometimes necessary to generate public action on personal behav-
ior, the tobacco industry can readily be demonized, but doing so is more difficult 
and less desirable with respect to the food industry. Nevertheless, there are note-
worthy similarities in the public policy strategies proposed to change the behavior 
of the food industry and in the countering strategies used by the industry (Brownell 
and Warner, 2009), suggesting that strategies to address obesity cannot be naïve. 

Effects on Children, Adolescents, and Adults Who Are Obese

Efforts to address the obesity epidemic must consider the potential impact of 
actions taken on those children, adolescents, and adults who are already obese. 
Environmental and policy changes that will make it easier to achieve and maintain 
energy balance should have positive effects across the continuum of body weight. 
However, the process needed to achieve these changes may inadvertently worsen 
the day-to-day lives of obese children, adolescents, and adults. The pervasive nega-
tive societal attitudes about obese people have been well documented, held by the 
general public; by employers; by schoolteachers and other professionals, includ-
ing health professionals; and by children, adolescents, and adults who are obese 
(Andreyeva et al., 2008; Washington, 2011). Greater awareness of obesity may 
increase these negative perceptions and the bias and discrimination experienced 
by obese people. Emphasizing the costs of treating obesity may cause a backlash 
in which obese people are blamed for rising health care costs, including public 
expenditures for Medicaid and Medicare. Similarly, emphasizing effects of hav-
ing a heavier population on infrastructure and other aspects of the economy may 
increase negative attitudes about obese people. Another potential adverse conse-
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quence, of particular importance for children and adolescents, is the inadvertent 
generation or aggravation of poor body image, low self-esteem, preoccupation 
with dieting, or inappropriate weight concern, which can impair healthy growth 
and physical and psychosocial development (Griffiths et al., 2010).

Kersh and Morone (2002) point out the troubling reality that movements 
toward government action on personal behaviors sometimes take an oversimplified 
view that begins with public disapproval or demonization of the affected popula-
tion—e.g., alcoholics, drug users—as weak or irresponsible. Given the prevailing 
attitudes about obesity and the fact that it is more prevalent in low-income and 
minority communities, the same effect could occur in the case of the obesity epi-
demic. Policies and practices to address obesity must take this potential for harm 
into account and incorporate appropriate safeguards, including the institution of 
measures to track such outcomes. The case for addressing the obesity epidemic 
cannot be made at the expense of obese people. Ethical arguments can be and have 
been made against measures that penalize obese people. For example, when air-
lines began requiring passengers who were unable to fit safely into one seat to pay 
full price for a second seat, many major airlines were sued for discrimination. The 
Canadian Supreme Court formally prohibited airlines from charging obese passen-
gers for additional seats. Despite the opposition, however, some airlines have kept 
such policies in place. 

Careful consideration of the terminology used when discussing the topic and 
images used to illustrate obesity is warranted to avoid reinforcing negative stereo
types. In addition, making an effective case for universal interventions—that is, 
environmental and policy-level changes that do not rely on screening and iden-
tification of children, adolescents, or adults who are at high risk of obesity or 
are already obese (IOM, 1995)—will help mitigate potential adverse effects on 
individuals. 

Effects on Racial/Ethnic Minority and Low-Income Populations

The potential for negative stereotyping and social disapproval also applies 
at the group level. Similar to the considerations for individuals, this means that 
drawing attention to the high prevalence of obesity in racial/ethnic minority 
or low-income populations, as in Chapter 1 of this report, must be done not 
only carefully with respect to terminology and imagery but also accurately with 
respect to evidence about what is driving the higher obesity rates in these groups. 
Specifically, a coherent body of evidence implicates relatively greater exposure to 
the types of environmental contributors that predispose to low levels of physical 
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activity and excess energy intake in higher obesity rates among racial/ethnic 
minority and low-income populations (Kumanyika et al., 2008). For example, 
options for safe and affordable leisure-time physical activity are generally less 
common in racial/ethnic minority and low-income communities (Gordon-Larsen et 
al., 2006; Powell et al., 2006; Taylor et al., 2006). Likewise, food availability and 
promotion are less favorable to healthy eating patterns in such communities (e.g., 
fewer supermarkets selling a greater variety of foods; more fast-food restaurants; 
and more advertising of fast food and of high-calorie foods and beverages gener-
ally) (Grier and Kumanyika, 2008; Kumanyika and Grier, 2006; Taylor et al., 
2006; Yancey et al., 2009). Black and Latino children and adolescents are particu-
larly targeted by marketers of sugar-sweetened beverages and fast food, and their 
vulnerability to such advertising may be increased by their developmental char-
acteristics, limitations on their ability to recognize when advertising is targeting 
them, and certain techniques used in multicultural marketing (Grier, 2009; Grier 
and Kumanyika, 2010; Powell et al., 2010; Tharp, 2001). It is unclear whether 
there are systematic neighborhood differences in the cost of healthy foods in 
racial/ethnic minority or low-income communities compared with other commu-
nities (Grier and Kumanyika, 2008; Krukowski et al., 2010). However, evidence 
indicates that the lowest-cost foods may be the least healthy (Drewnowski, 2009). 
Thus, households with limited resources may buy less healthy foods to stretch 
their dollars. It is worth noting that among immigrant populations, the preva-
lence of obesity tends to increase with duration of residence in the United States 
(Oza-Frank and Cunningham, 2010), a fact that also strongly implicates environ-
mental factors in excess weight gain. 

Sociocultural influences are part of the environment affecting physical activity 
and eating habits, and interact with other aspects of the environment (Swinburn 
et al., 1999). Characteristics of physical activity or food marketing environments 
and the high prevalence of obesity itself may influence social norms about physi-
cal activity and healthy eating, making higher weight, consumption of high-calorie 
foods and beverages, and sedentary behavior seem normal and appropriate. Body 
image norms that associate thinness with ill health and larger body sizes with 
good health and robustness may decrease recognition of clinically significant 
obesity and undercut motivation for weight control, particularly if large body 
size is normative in the community (Brown and Konner, 1987; Diaz et al., 2007; 
Kumanyika, 2008; Liburd et al., 1999). Ethnically targeted marketing, which 
incorporates cultural preferences, imagery, and traditions and relationship build-
ing with the targeted communities (Tharp, 2001), may reinforce cultural attitudes 
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and preferences that favor the consumption of high-fat or high-sugar foods if these 
are the types of foods marketed. Some cultural preferences are based on foods 
that may at one time have been difficult to obtain but may now be overabundant 
in racial/ethnic minority communities (Kumanyika, 2006, 2008). With respect to 
low-income or food-insecure populations, retail food promotions such as two-
for-one deals, 99 cent menus, or large portion sizes, which are for relatively less 
healthful foods, may hold appeal (Power, 2005). Also, foods that are promoted as 
normative and desirable for the general population may be attractive to consumers 
in low-income populations as symbols of belonging or participating in mainstream 
lifestyles (Power, 2005).

TRACKING PROGRESS IN THE CHANGE PROCESS

Examples of outcomes of interest for tracking progress in the process of 
change include (1) the quality, scope, reach, and intensity of effects of obesity 
prevention policies and programs, to answer the questions of what is being done 
and whether enough of the appropriate types of interventions are occurring to 
expect success and (2) improvements in intermediate measures of progress toward 
goals, such as the indicators listed in Boxes 3-1 and 3-2. Assessments should 
include measures relevant to reaching high-risk populations. Ideally, assessments 
of progress through interim measures would be traceable to particular intervention 
approaches and also to obesity outcomes. 

The committee that produced Progress in Preventing Childhood Obesity: How 
Do We Measure Up? (IOM, 2007) concluded that the infrastructure for assessing 
progress was severely underdeveloped and inadequately conceptualized. That report 
includes specific guidance on needed approaches and provides an evaluation frame-
work to facilitate adoption of these approaches. Several advances have since been 
made in the development of concepts and tools for assessing the success of obesity 
prevention efforts. These include the aforementioned IOM report on a framework 
to inform decision making on obesity prevention (IOM, 2010), several ongoing 
efforts to compile evidence on promising programs (Appendix B in IOM, 2010), 
recommendations for improving the likelihood that ongoing policies and programs 
can be well evaluated (Leviton et al., 2010), and the development of a detailed 
framework and process for assessing the strength of evidence for various policy and 
environmental change strategies undertaken to prevent childhood obesity (Brennan 
et al., 2011). With respect to the ability to track progress on interim environmental 
and policy changes and behavioral trends, the National Collaborative on Childhood 
Obesity Research (NCCOR [http://www.nccor.org/css]) has developed publicly 
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available, interactive online databases to facilitate the identification of relevant 
resources—a catalogue of surveillance systems with data related to childhood obe
sity prevention and a registry of research measures for assessing physical activity 
and dietary intake (http://www.nccor.org/projects_registry_of_measures.html). 

CONCLUSION

Although the obesity epidemic in the United States has been instrumental in 
bringing worldwide attention to the problem—as noted in Chapter 1 and illus-
trated by Figures 2-7 and 2-8 in Chapter 2, showing the increases in global as well 
as U.S. media attention to the problem—the epidemic extends across the globe. 
Extensive analyses and strategizing on how to approach the epidemic have taken 
and continue to take place in many countries, particularly in light of the implica-
tions of obesity for rising rates of cardiovascular diseases, diabetes, and other 
noncommunicable diseases globally (OECD, 2010; Swinburn et al., 2011; WHO, 
2011). Among the most comprehensive efforts to understand the obesity epidemic, 
identify effective interventions, and formulate a national action plan was carried 
out by the Foresight Group in the United Kingdom (Foresight, 2007), which iden-
tified a broad range of factors that influence obesity and relationships among key 
factors in an effort to develop the most effective future responses to obesity for 
that country. 

The consensus among stakeholders engaged in trying to address the obesity 
problem is that meaningful change on a societal level is needed if individuals’ 
attempts to change their physical activity and eating behaviors are to be effec-
tive (Foresight, 2007; White House Task Force on Childhood Obesity, 2010; 
WHO, 2000). The needed societal changes must be achieved through a public 
health approach that focuses on policy change and interventions in the environ-
ments in which people live, learn, work, and play. Complex realities associated 
with the obesity epidemic include practical and policy considerations, some of 
which may impede progress or lead to unintended adverse consequences that must 
be addressed during the design, implementation, and evaluation of measures to 
accelerate obesity prevention. These considerations include the nature of modern 
lifestyles, uncertainty or ambivalence about whether or how governments or other 
decision makers should use policy strategies to shift population physical activity 
and eating behaviors, the tensions associated with attempts to regulate food 
marketing to children and adolescents, and the potential adverse effects of obesity 
prevention efforts on individuals and population subgroups that are most affected 
by obesity.
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The relevant causal pathways, settings, and sectors for intervention in other 
high-income countries (e.g., Australia, Canada, Europe, and New Zealand) bear 
many similarities to those in the United States. Analyses and experiences from 
these countries—for example, with respect to taxation; regulation of food adver-
tising; and school, health care, or whole-community interventions—or modeling 
of cost-effectiveness may offer rich opportunities to inform U.S. strategies. The 
committee recognized the potential value of learning from this broader experi-
ence. However, experiences in other countries underscore the importance of tailor-
ing and adapting strategies to policy mechanisms, environmental characteristics, 
health care systems and other institutional infrastructures, and sociocultural 
norms and values that apply nationally, regionally, and locally. 
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THE COMMITTEE’S GENERAL APPROACH

This section describes the approach used by the committee to formulate its 
recommendations for accelerating progress in obesity prevention, including the 
systems perspective that informed its deliberations and the development of a set of 
guiding principles.

A Systems Perspective

As noted in previous chapters, a systems perspective informed every aspect 
of the committee’s approach to its task, including the development of its vision; 
identification of the need to engage individuals, families, communities, and society 
to catalyze change; integration of knowledge about the current environment; 
development of guiding principles; review of prior recommendations; formulation 
of recommendations, strategies, and actions with the greatest potential to acceler-
ate progress in obesity prevention; and identification of indicators of progress. 
Systems thinking helped the committee identify areas in which change is needed 
and how actions taken in these areas can work synergistically to make the greatest 
impact on obesity prevention. Appendix B provides additional detail on the com-
mittee’s use of a systems perspective.

Guiding Principles

As described in Chapter 2, obesity has imposed substantial social, health, and 
economic burdens on the U.S. population. The epidemic is a startling setback to 
major improvements in child health in the past century. Obesity has many causes; 
individual energy imbalance is influenced by environmental, cultural, and societal 
factors (e.g., food policies, the built environment, cultural norms) that ultimately 
affect personal decisions about physical activity and food intake. Exposure to 
these influences, both positive and negative, varies by subpopulation, with result-
ing disparities in the prevalence of obesity. 

An urgent need exists to accelerate progress toward obesity prevention because 
prevention is a more sustainable population-based solution than treatment. Prior 
recommendations for obesity prevention have been proposed, but their fidelity and 
degree of implementation and integration have not been thoroughly evaluated. 

Informed by a systems perspective as described above; a vision of what society 
would look like if obesity prevention were achieved (as detailed in Chapter 1); and 
an understanding of the complex social, political, and economic environment (as 
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