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Introduction

There are many reasons why some public problems, specifically public health issues, are addressed through legislation while others are not. You may wonder why specific issues consistently receive attention or are given high priority on our legislative agenda compared to others. Questions like these require more specific answers and necessitate deliberations on philosophical debates that date back long before the founding of our country. That is different from the aim of this text, but it will examine why one issue has received the level of attention and priority it has in the United States. That issue is childhood obesity, and a better understanding of its etiology, health, and economic effects, as well as its legislative history, may impact the priority legislators assign to it. A more in-depth understanding of childhood obesity from a legislative perspective, particularly the barriers and facilitators to legislative action, is crucial if future efforts are to be successful.

I try to avoid pop culture references as much as possible; however, in the following case, the reference stems from a real person who profoundly impacted the game of professional football and forever changed how the public perceived it from a safety standpoint. The movie was “Concussion,” a 2015 biographical sports drama based on Bennet Omalu, a physician and forensic pathologist. In one of the last scenes, Dr. Omalu, played by Will Smith, delivers a passionate lecture on the objective of his work and why it is vital not only to the sport but also to broader and more abstract concepts that our society values. The focus of the lecture was on education and transparency, and stakeholders, especially those involved in the sport, should be fully aware of its dangers and consequences.

In America, people should always have the right to choose, provided they have access to all the necessary information to make an informed decision. Further, our various institutions, including our government, must educate the public, especially since life circumstances vary. It is not paternalistic, or what some may call a “nanny state,” for the government to educate its citizens. Education and the general pursuit of knowledge do not eliminate choice; they enhance our ability to choose the best course of action. That does not mean we will always make the “right” choice, or that there may be unforeseen side effects, both good and bad.

I used the Bennet Omalu reference because it perfectly illustrates the objective of this work. It neither supports nor opposes increased legislative activity; instead, it aims to describe factors that can influence US legislative behavior regarding childhood obesity, its legislative history and tactics, and provide practical recommendations for the future. This objective will lead to a more informed public, including key stakeholders impacted by this issue. This text will analyze whether childhood obesity should be assigned a higher priority than other issues involving similar subjective or, more specifically, value conflicts.

First, Part 1 of this text will describe childhood obesity prevalence in the United States and projected trends and patterns for the future. This is essential because those statistics will illustrate why childhood and adult obesity are public health issues that warrant more concern. Anti-obesity advocates, such as researchers examining this issue, would find that its prevalence rate is equal to or greater than that of many social and economic problems, which, by comparison, receive more attention in the media and the political arena. Therefore, the purpose of this text could not be achieved without first briefly describing relevant background information related to childhood obesity in the United States.

Next, the etiology of childhood obesity will be described, along with recent evidence from the literature and related federal and state legislation. This is essential because childhood obesity is a multifactorial, multilevel, and complex issue. Multifactorial means that various risk factors contribute to an energy imbalance, which, over time, leads to severe weight gain and the classification of obesity. These different risk factors are not permanently fixed and often overlap. This means a lack of physical activity and a diet high in added sugars at one point can shift to increased sedentary time and a diet high in trans fats later. Multilevel refers to the various societal factors, including those external to the individual or family and beyond their control. Some of these external factors include the built environment, the media, local, state, and federal governments, as well as the school setting. The socio-ecological framework is often utilized to understand the complexity of childhood obesity in the United States. This is because it considers how overlapping factors such as family context and broader economic, social, and political factors can shape outcomes.

After etiology, the health effects and economic costs associated with childhood and adult obesity are described. The reason adult obesity costs will be included is due to the high percentage of obese children and adolescents who will stay or become obese as adults.1 Childhood obesity effects are tied to related statistical information, such as prevalence. However, the effects will encompass all adverse outcomes associated with childhood and adult obesity, including mortality rates, morbidity rates, and economic impacts, such as military ineligibility and increased healthcare costs. More than the preceding sections, this part of the text will illustrate why childhood obesity in the United States should not be ignored. Arguments will be made, and supporting evidence will be provided for almost every section of this text. Still, the public, health practitioners, legal scholars, legislators, and every other policy actor should not need to look beyond the current health and economic effects of obesity on children’s health and well-being to perceive it as a high priority. Again, this author’s intent is not to demand that it be considered a higher priority than other issues on the agenda but rather to explore why it has received the level of attention it has and what factors can act as barriers or facilitators to legislative activity intended to address it.

Part 2 will cover some of those external and internal barriers and facilitators to childhood obesity legislation and public policy. The external barriers and facilitators will be described first. However, external and internal factors contain varying degrees of overlap and, in some cases, are reciprocal. The external factors influencing and impacting the legislative process include public values, the media, bipartisan support, the values of political parties, evidence-based policymaking (EBPM), lobbyists, and practical considerations.2 Examples of the previously mentioned overlap include how lobbyists, at times, attempt to influence legislation through lobbying efforts, which may align or run contrary to a major political party’s collectively held value priorities and simultaneously impact the ability for cross-sector collaboration.3 The media can reinforce a value narrative that targets a specific ideological perspective and selectively present evidence that supports that narrative, which can influence and shape public opinion about issues like childhood obesity. External to the individual legislator, these factors continue to influence and are interconnected with the internal factors.

The internal barriers or facilitators involve abstract concepts internal to the individual legislator, which include individual values and political ideology. Again, these two concepts contain varying degrees of overlap and are interconnected. For example, a legislator may demonstrate voting behavior and engage in dialogue that aligns with most of their party members. Still, they might oppose specific legislative proposals because they prioritize a value they perceive to be at risk. Overlap and reciprocity also occur between internal and external factors. Legislators communicate with the public, their colleagues, and lobbyists, consume various forms of media, and utilize experts from federal or state agencies and the research community. The external factors can, therefore, influence and potentially alter, sometimes significantly, a legislature’s value priorities in general or for specific issues, such as childhood obesity.4

The problem many childhood obesity advocates face, including experts from the research community, is that these external and internal factors in the legislative process are either not well understood or ignored altogether. There is a reason that many people, including current and former elected officials, refer to politics as a “game.” A common misconception is that this game can be played and won by discovering and disseminating concrete evidence and statistical information, and that the facts can cut through these various barriers. Unfortunately, that is not always the case, and in public policymaking, it is rarely the case.

The explanation for why a policy is rarely purely the product of evidence-based policymaking is partly due to social desirability and value trade-offs. For example, the public or other policy actors may not consider a legislative solution desirable even if they agree that childhood obesity is an issue, agree on how it should be defined, and have sufficient evidence demonstrating that effective policy strategies exist to address it. At the federal, state, and local levels, the government must address multiple issues with finite resources and capacity. Every problem cannot be addressed equally and given the same priority. Even when policy proposals garner support and remain a priority on the agenda, opposition may arise from fear of their potential side effects. For example, policies implemented in the past in the school setting received pushback because the parents of the students felt that the objectives infringed on civil liberties that they prioritized.5 This is one example illustrating why value trade-offs are essential to the legislative and public policymaking processes. Many policies have ethical and empirical objectives, including value priorities such as improved children’s health and well-being and enhanced equality. However, suppose stakeholders impacted by those policies perceive a trade-off between those value priorities and others that may be compromised, in that case, they might be more likely not to support them. This can lead to legislative stasis and stalemates regarding childhood obesity legislation and policies.

That is the primary objective and purpose of this text, specifically Part 3, to analyze not only general barriers and facilitators to childhood obesity legislation but also to examine the individual values and general ideological priorities consistently expressed in the context of childhood obesity. First, a distinction will be drawn between personal values and ideology. Essentially, a set of values or beliefs, when combined, form a general political ideological perspective. In US politics today, especially at the state and federal levels, it is rare that an individual legislator will disagree or oppose what the majority of their party supports.6 There may be some outliers, and as described earlier, some legislators may approach specific issues differently from the rest of their party. However, the average voting citizen and politician can easily distinguish between Republican and Democrat or conservative and liberal values, even though those values may shift over time. For example, many Americans today may not realize, for whatever reason, that the Republican party was fervent abolitionists, and Democratic passions aligned with the proslavery South. An analysis of the most common individual values will follow the distinction between ideology and values.

The individual values most frequently cited in the literature and from multiple other sources related to childhood obesity include responsibility, equality, justice, and civil liberties, such as freedom of speech, freedom of choice, privacy, and security. Due to the scarcity of research in the literature on values and childhood obesity, the aforementioned list was partly formed by this author’s dissertation research. However, it is worth noting that the sample only included Pennsylvania legislators. Analyzing these values is not all-encompassing, considering an individual legislator can attribute any value to any issue they address. The earlier list is the most common and controversial, but others are implied to be applied. For example, values like trust and transparency can be applied to childhood obesity legislation and the legislative process.

Each value will be described in Part 3, along with its application in enacting legislation or informing future policy recommendations. Evidence from the literature that supports or opposes those value priorities will be described in the paragraphs that follow in Part 3. This evidence will demonstrate whether arguments for or against legislative action are credible. Still, debates between subjective, abstract concepts like equality and justice cannot be “right” or “wrong.”

There is a sharp contrast between the two major political parties in their approach to the value of responsibility. Most Republican legislators perceive childhood obesity as a parental responsibility, whereas Democratic legislators focus on the obesogenic environment and governmental responsibility. Therefore, responsibility is defined differently by both parties in the context of childhood obesity, which subsequently impacts how both parties formulate and propose policies to address it, if at all. In general, conservatives argue that the government should not interfere in intimate family matters, particularly those related to lifestyle behaviors. Many Democrats respond to these arguments by illustrating how many parents are not responsible, or even neglectful, or how there are factors beyond their control or responsibility.7 Unlike the other values, responsibility will be compared to three other highly controversial, prominent issues due to their similarities, from a legislative perspective, with childhood obesity. Those three issues are climate change, gun violence, and abortion. These issues are compared to examine how different values are targeted by various policy actors and how potential value trade-offs arise between different policy objectives. An objective comparison of statistical information will be included to emphasize that the subjective similarities between the issues have yet to result in equal attention and action from legislation.

The next set of values falls under civil liberties and rights. These values—freedom of speech, freedom of choice, autonomy, and privacy—are mostly guaranteed, whether explicitly or based on policy actors’ interpretations of Constitutional Amendments and the Bill of Rights. Therefore, while still abstract and ambiguous, these values carry more weight and resonate more strongly because the Constitution supports individuals who frame childhood obesity legislation in terms of them. For example, it is often argued that freedom of speech protections can complicate efforts to regulate advertising, including in areas related to public health and childhood obesity.8 Some legislators and other policy actors argue for freedom of choice in the context of specific childhood obesity policies, often in conjunction with the concept of autonomy. The argument is based on an infringement of an individual’s right to choose, guaranteed by the Fifth and Fourteenth Amendments.

Essentially, proponents of this value priority argue that government interference in what foods and beverages an individual consumes violates the rights protected by those Amendments. Furthermore, some argue that a tax on certain “unhealthy” products can inhibit choice and may still be considered overreach. As a result, legislators and other policy actors will argue that an individual’s autonomy is diminished, thereby limiting their capacity for individual reasoning and conclusions about what is best for them or their family.9

Autonomy, like responsibility, often contrasts Republican and Democratic legislators or their corresponding ideological perspectives. For example, Democrats might argue that autonomy is impossible if decisions are made based on inaccurate information, intentionally misleading information, or ignorance due to a lack of accessibility. Is an individual autonomous if they base a food choice on information intended to mislead the consumer? Would that individual make the same decision if they had all the information available or accurate information?10

Questions like those illustrate just some of the responses that many Democrats have to concerns about civil liberties and rights. Of course, some Republican and Democratic legislators align more with the value priorities held by much of the opposing party, which means some Democrats agree that some childhood obesity policy proposals or recommendations infringe on civil liberties and oppose them. Some Republican legislators also acknowledge the various environmental factors that contribute to adverse health effects, such as severe weight gain in children and adolescents.11

Privacy is another right guaranteed by the Constitution and highly valued by various policy actors, who have expressed that this right has been violated by enacted legislation and policies or could be violated by recommended policies.12 The most common settings or types of policies in which these concerns were raised involved the school setting, where parents felt that their child’s and family’s privacy was violated by intrusive methods, such as body mass index (BMI) measurements or the collection of other personal information. Like all the other identified values in this text, privacy overlaps with others, particularly in terms of unintended consequences or side effects. Some of these same school policies intended to improve the health and well-being of children in the school district negatively impacted specific segments of the childhood population. For example, after the implementation of some of these policies, some children and adolescents experienced bullying, diminished self-esteem, and anxiety.13 This relates to problem definition and its application in a practical setting through legislative solutions. Good intentions to improve children’s and adolescents’ health were achieved for some children in the context of reduced BMI, waist circumference, increased physical activity, and so on. However, the mental and emotional health of children should’ve been incorporated into the health and well-being of the child, and in this way, the policies caused harm.

Equality is the final individual value prioritized by various legislators and policy actors in the context of childhood obesity. Some advocates for childhood obesity may use the concept of equality in conjunction with justice. Their argument could be that it is unjust for significant health disparities or childhood obesity rates to exist due to race or ethnicity, or because of inaccessibility due to an inadequate built environment. Equality has evolved into what many more progressive liberals refer to as “equity.” Therefore, equality, like responsibility, is usually split between political and ideological extremes.14

The differentiation between equality and equity presented earlier is sparse in the literature. Still, the distinction is easily identifiable in mainstream media, especially when it involves an interview with an elected official. For example, two articles—one by Vox and the other by The New York Times—offer titles that illustrate the widening gap between equality and equity. The New York Times article was titled “Kamala Harris’ ‘Equality of Outcome’ video slammed as communism pitch.”15 The Vox article was titled “The equity wars” and went into detail to clarify how the two words are defined differently.16 Mainstream media is not the only place where “equity” could be found. Minow described how President Joe Biden has embraced the concept through executive orders and changed administrative positions to ensure it embeds “racial equity” into everything the administration does.17

Justice is another value commonly applied in the context of childhood obesity. Some legislators might argue that it is unjust for health inequalities to exist based on gender, race or ethnicity, and household income, for example.18 Justice is also often applied to the stigmatization of children and adolescents who experience adverse psychological effects from said stigmatization.19 The application of justice in this context is incredibly complex, considering that some legislators argue that specific legislation is necessary to protect this population from stigmatization. In contrast, others could argue that policies aimed at addressing risk factors for childhood obesity are required to reduce the prevalence of stigmatization. Other childhood obesity advocates might say further that it is unjust for the food and beverage industry to market ultra-processed foods that obtain little to no nutritional value to their kids with misleading or inaccurate information.20

Political ideology and value trade-offs are the last two sections in Part 3. Political ideology is central to understanding legislative behavior and the legislative process. Ideological extremes and divisiveness are at an all-time high, decreasing the likelihood of compromise required to enact future childhood obesity policies. The differing value priorities and variance seen historically between legislators in the same party, from different parties, or between legislators and other policy actors, such as their constituents, are likely less common due to this ideological polarization. Value trade-offs are also essential to the legislative process and can overcome barriers to childhood obesity policies. However, the emphasis on division between predominant political party ideologies leads to less compromise within legislatures, unless they are composed of party “trifectas,” which involve a party majority controlling each respective state. Value trade-offs still occur, even between legislators within the same party. A Republican legislator, for example, may oppose a specific policy proposal but still vote on it and support their party, especially if they have a tangible incentive to do so.21

Part 4 provides an in-depth review of the industry’s impact on legislative behavior and its ability to influence and control democratic processes. In this case, the food and beverage industry can influence legislators, shape public policy, and ensure that specific proposals are either excluded from the agenda or defeated on the floor.22 The remaining sections cover banned food substances in other countries, the Dietary Guidelines for Americans, similarities between childhood obesity industry efforts and the tobacco industry, and general lobbying efforts targeting childhood obesity. A hypothetical case example is also provided to illustrate how much industry can be negatively impacted by recommended childhood obesity legislation.

Part 5 analyzes current federal and state legislation, policies, and programs. The analysis identifies past and current government actions, referencing evidence that tested their effectiveness. However, locating every state program and policy in a reasonable timeframe was not feasible. This author relied on credible reports and existing literature to incorporate state policies and programs of significance. These existing policies and programs, along with the research that has examined their impact, are crucial because they relate to legislative value conflicts and compatibility, as described throughout Part 3, and this author’s recommendations to address legislative barriers. For example, many of the federal programs that exist currently to address childhood obesity have not been successful at reducing rates and are centered on aiding specific segments of the population that experience obesity at disproportionate rates.

Part 6 is the final section of the text, which includes practical recommendations and concluding remarks. This part begins with Chapter 8, which highlights many of the challenges that childhood obesity advocates face in their efforts to elevate the issue to a higher government priority and subsequently enhance government action. However, achieving this may be difficult in the current political climate, influenced by various industries. This explanation sets the stage for the following recommendations: shifting public advocacy to address industry influence and practices, modifying the educational system, establishing standardized evaluations and enforcement, and incorporating gamification into physical education. Additional subsections are included within the recommendations, including a summary of state policies, limitations of current programs and policies, and a brief critique of the prioritization of school wellness policies.

There is limited evidence on the legislative process’s more abstract and subjective elements and how external and internal factors influence their decision-making regarding childhood obesity policy. Arguments are made for the importance of abstract concepts, such as individual values or a party’s collective political ideology, and how they can conflict. Evidence from the literature and other sources is provided to support those arguments. Those concepts offer a critical and often overlooked piece of the legislative puzzle that can either hamper or strengthen the chances of future legislative efforts being successful. For example, a legislator may value individual responsibility and tradition, which might align with a more conservative and Republican ideology collectively shared by their party. This can conflict with members from across the aisle or, at times, many of their constituents. These abstract arguments and conflicts are often raised and can significantly diminish the chances of a proposed childhood obesity bill being proposed, supported, and enacted.

This brief, general overview of childhood obesity, primarily from a US legislative perspective, will benefit various stakeholders, including the public, by educating them on the complexities elected officials face in defining this issue and proposing and enacting practical legislative solutions. It will also help future researchers better understand the legislative decision-making process concerning childhood obesity, enabling them to disseminate their findings in a manner that is more easily understood and aligns with legislators’ value priorities.



Part 1Prevalence, Etiology, Health Effects, Economic Costs




1Prevalence

Childhood obesity prevalence continues to increase and has reached alarming rates in the United States.1 Prevalence rates plateaued for particular groups, based on age and sex, for specific years, but then increased again in the following years. Two of the most commonly cited organizations that track data related to children’s and adolescents’ BMI and other health-related measures are the National Health and Nutrition Examination Survey (NHANES) and the National Survey of Children’s Health (NSCH). Both of these entities use nationally representative data.

Before presenting the data from NHANES and NSCH, it is essential to define BMI and obesity. BMI is calculated by dividing a person’s weight in kilograms by their height in square meters. However, BMI does not measure body “fatness” or an individual’s overall health. Some experts have raised concerns about the adequacy of BMI as a measurement because it can introduce misclassification problems for children with a higher proportion of fat or muscle. This can result in classifying children with obesity as having a normal weight or vice versa.2 The Centers for Disease Control and Prevention measure obesity in children and teens based on BMI-for-age percentiles. Children aged two to nineteen years are classified as obese if they fall in the 95th percentile or greater.3

Fryar C. D., Carroll M. D., and Afful J. (2020) used NHANES data to show the prevalence of overweight, obesity, and severe obesity among children and adolescents aged 2–19 from 1971 to 1974 through 2017–18. Figure 1.1 provides statistical information that they included in their report. Their data analysis did not include observations for persons missing valid height or weight measurements and pregnant females.


Figure 1.1Prevalence of overweight, obesity, and severe obesity among children and adolescents aged 2–19 years: United States, 1963–5 through 2017–18. NCHS, Health E-Stats. 2020.



	Survey period
	Sample (n)
	All¹
	Boys
	Girls¹


	
	
	Overweight
	Obesity
	Severe obesity
	Overweight
	Obesity
	Severe obesity
	Overweight
	Obesity
	Severe obesity




	1971–1974

	7,041

	10.2 (0.6)

	5.2 (0.3)

	1.0 (0.1)

	10.3 (0.8)

	5.3 (0.5)

	1.0 (0.2)

	10.1 (0.8)

	5.1 (0.4)

	1.0 (0.2)



	1976–1980

	7,351

	9.2 (0.4)

	5.5 (0.4)

	1.3 (0.2)

	9.4 (0.6)

	5.4 (0.4)

	1.2 (0.3)

	9.0 (0.5)

	5.6 (0.6)

	1.3 (0.3)



	1988–1994

	10,777

	13.0 (0.7)

	10.0 (0.5)

	2.6 (0.4)

	12.6 (0.9)

	10.2 (0.7)

	2.7 (0.5)

	13.4 (0.9)

	9.8 (0.8)

	2.6 (0.4)



	1999–2000

	4,039

	14.2 (0.9)

	13.9 (0.9)

	3.6 (0.5)

	15.0 (1.9)

	14.0 (1.2)

	3.7 (0.7)

	13.4 (0.8)

	13.8 (1.1)

	3.6 (0.6)



	2001–2002

	4,261

	14.6 (0.6)

	15.4 (0.9)

	5.2 (0.5)

	14.2 (0.7)

	16.4 (1.0)

	6.1 (0.8)

	15.0 (0.9)

	14.3 (1.3)

	4.2 (0.6)



	2003–2004

	3,961

	16.5 (0.8)

	17.1 (1.3)

	5.1 (0.6)

	16.6 (1.0)

	18.2 (1.5)

	5.4 (0.8)

	16.3 (0.9)

	16.0 (1.4)

	4.7 (0.7)



	2005–2006

	4,207

	14.6 (0.9)

	15.4 (1.4)

	4.7 (0.6)

	14.7 (1.2)

	15.9 (1.5)

	4.9 (0.8)

	14.6 (1.0)

	14.9 (1.6)

	4.5 (0.7)



	2007–2008

	3,249

	14.8 (0.7)

	16.8 (1.3)

	4.9 (0.6)

	14.3 (0.7)

	17.7 (1.4)

	5.5 (0.8)

	15.4 (1.5)

	15.9 (1.5)

	4.3 (0.8)



	2009–2010

	3,408

	14.9 (0.8)

	16.9 (0.7)

	5.6 (0.6)

	14.4 (1.0)

	18.6 (1.1)

	6.4 (0.7)

	15.4 (0.9)

	15.0 (0.8)

	4.7 (0.6)



	2011–2012

	3,355

	14.9 (0.9)

	16.9 (1.0)

	5.6 (0.7)

	15.4 (1.3)

	16.7 (1.4)

	5.7 (0.9)

	14.5 (1.4)

	17.2 (1.2)

	5.5 (0.8)



	2013–2014

	3,523

	16.2 (0.6)

	17.2 (1.1)

	6.0 (0.6)

	16.4 (0.8)

	17.2 (1.3)

	5.6 (0.6)

	16.0 (1.0)

	17.1 (1.6)

	6.3 (0.9)



	2015–2016

	3,340

	16.6 (0.8)

	18.5 (1.3)

	5.6 (0.8)

	15.7 (1.0)

	19.1 (1.7)

	6.3 (1.0)

	17.6 (1.2)

	17.8 (1.2)

	4.9 (0.9)



	2017–2018

	2,824

	16.1 (0.8)

	19.3 (1.0)

	6.1 (0.7)

	14.7 (1.2)

	20.5 (1.1)

	6.9 (0.9)

	17.6 (1.1)

	18.0 (1.4)

	5.2 (0.7)



	¹ Excludes pregnant females.
NOTES: Overweight is body mass index (BMI) at or above the 85th percentile and below the 95th percentile from the sex-specific BMI-for-age 2000 CDC Growth Charts. Obesity is BMI at or above the 95th percentile. Severe obesity is BMI at or above 120% of the 95th percentile.
SOURCE: National Center for Health Statistics, National Health and Nutrition Examination Surveys, 1971–1974, 1976–1980, 1988–1994, and 1999–2018.



Results from the 2017–18 NHANES survey showed that an estimated 19.3 percent of US children and adolescents aged 2–19 years had obesity, including 6.1 percent with severe obesity.4

The National Center for Health Statistics (NCHS) “Health E-Stats” defined BMI categories for children and adolescents based on sex- and age-specific percentiles. The “obese” category range is at or above the 95th percentile, and “severe obesity” is a BMI at or above ≥120 percent of the 95th percentile.5

NSCH included a population estimate of 5,523,184 children and adolescents aged 10–17. The total sample count for all four weight categories was 23,458, of which 3,342 were included in the obese category (16.6 percent).6

Wang et al. (2020) used meta-regression models to analyze obesity patterns and time trends in the US adult, adolescent, and child populations from 1999 to 2014, with projections extending to 2015–16, for current rates. The authors used large, nationally representative data, and their obesity patterns and time trends were compared across socioeconomic and geographic parameters.

The authors projected that 39 percent of children and 46 percent of adolescents would be overweight or obese by 2030. The authors did not include percentages for the “obese” category for their future projections, which could have significantly impacted the percentages.7

The World Health Organization’s (WHO) “World Obesity Atlas” from 2023 provided global trends on obesity for adults, adolescents, and children.8 In the United States, the projected annual increase in childhood obesity rates from 2020 to 2035 was 2.4 percent, which was labeled as “high.” The Atlas report also predicted that the percentage of US boys and girls with obesity would be over 40 percent and close to 35 percent, respectively, by 2035.



2Etiology

Childhood obesity is a very complex issue that is multilevel and multifactorial; multilevel, as in the multiple levels of society or the environment that can influence childhood obesity. Some experts have depicted how these multiple societal levels influence childhood obesity with the socio-ecological framework1 (Figure 2.1). Further, childhood obesity has various risk factors that can be interconnected and overlap to numerous degrees, creating a massive causal loop (Figure 2.2). Essentially, many factors external to the individual child or adolescent can either positively or negatively impact their mental and physical well-being over time, and ultimately their body weight. These external factors can also influence others; for example, a change in the home environment may lead to reduced emotional stress and, consequently, a decrease in the consumption of unhealthy foods and beverages. Increasing physical activity can improve mood and lead to weight loss, decreasing bullying and promoting further weight loss. A change in a school policy, the physical environment, or even a state policy can add additional layers of influence. These are just a few examples of the numerous, influential, and interconnected scenarios and factors.

This complexity makes it challenging for researchers to examine the influence of or association between particular risk factors and childhood obesity, due to the high number of potential confounding variables, moderators, and mediators. This issue, which researchers experience and other limitations in their childhood obesity research, as it relates to legislative implications, will be discussed in a later chapter.

[image: A diagram shows concentric layers around an individual. Center is Individual. Surrounding layers include family and peers, childcare and school, Community and built environment, Society, and Public policy. Text boxes around the diagram list factors linked to each level, including biology, knowledge, family practices, food security, school food and physical activity environments, neighborhoods, transport, media influence, food marketing, culture, race and ethnicity, and local, state, national, and regional policies on agriculture, food, transport, trade, and media.]Figure 2.1A socio-ecological model for understanding the dynamic interrelationships between various personal and environmental factors influencing child and adolescent obesity. Hiba Jile et al., “Obesity in Children and Adolescents: Epidemiology, Causes, Assessment, and Management,” The Lancet Diabetes; Endocrinology 10, no. 5 (May 2022): 351–65, https://doi.org/10.1016/s2213–8587(22)00047-x.

[image: A systems map illustrates factors associated with unhealthy food consumption. Nodes include screen time, sedentary behavior, boredom, eating as social activity, peer pressure, exposure to unhealthy food on social media, marketing of unhealthy food, school food rules, price and accessibility of unhealthy food, revenue, food processing costs, household budget, poverty, health, stress, working hours, time available, kitchen equipment, cooking skills, nutrition knowledge, house food rules, and food routines at home. Arrows with plus and minus signs show relationships. Numbered zones 1 to 4 highlight grouped areas.]
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It is essential to identify the difference between “cause” and “risk factor.” Obesity can occur at any age due to an energy imbalance and excessive fat accumulation. An individual cannot continue to accumulate pounds of body weight through osmosis. Energy must be consumed, and when the energy consumed exceeds the energy expended, an imbalance occurs, and the individual will gain weight. Many experts agree that this energy imbalance is the cause of obesity.2 However, other experts in the literature and some governmental organizations, such as the Centers for Disease Control and Prevention (CDC), use the term “cause” when describing risk factors.3 Risk factors increase the chance of a child or adolescent becoming obese, which can contribute to energy imbalance.

Even genetic factors, which may seem independent of the energy balance equation, influence the way the body utilizes the energy it consumes. This means that a child cannot continue accumulating pounds in body weight and overall BMI solely due to their genetics without consuming energy. Genetics can predispose a child to obesity and impact their energy balance differently when compared to other children. For example, child A may consume the same type and amount of energy as child B, but child A continues accumulating pounds of body weight and fat mass, whereas child B does not. However, that does not mean genetics can be an independent cause of childhood obesity.

Accurately disseminating evidence-based research is essential for future advocacy to target the childhood obesity issue without creating additional confusion or exacerbating existing misconceptions. The following sections will describe some of the risk factors that contribute to childhood obesity, as well as associated legislation identified by this author and evidence from the literature.

No immediate and easily accessible database containing specific legislation on childhood obesity could be found. Some specific databases contain all or some legislative activity and include filters to narrow search results. The most user-friendly resource this researcher found was the National Conference of State Legislatures (NCSL) “Maternal and Child Health Legislative Database.”4 However, this database only contains state legislation dating back to 2017. Therefore, another legislative database will be used for any enacted childhood obesity-related legislation at the federal level. Both databases used to locate childhood obesity-related legislation were research completed by the author of this text. State-enacted legislation found from the NCSL database will be preceded by findings from Cleveland et al. in their systematic review.5 The latter conducted a similar, more comprehensive review of US childhood obesity legislation and categorized it accordingly. Their research employed a more comprehensive and rigorous methodology, which was necessary due to the author’s limited resources and individual capacity.

Different filters were applied in the NCSL database for each factor to narrow search results. Enacted bills for all years and all states were selected for every factor; only the topic category used different filters. Next, the titles and summaries of each bill were reviewed and included in an Excel table corresponding to each risk factor. If the bill’s purpose could not be deduced after initial review, its content was reviewed, and keywords such as “healthy,” “nutritious,” and “childhood obesity,” among others, were used to determine if the bill had relevance. This process was repeated for each risk factor, and tables are included in the appendix for reference. Each table has the abbreviated state letters, bill number, bill topic, summary, and whether the bill was directly or indirectly related. Only bills with “childhood obesity” are in the bill’s topic, summary, or remaining parts. The enacted bills are in alphabetical order by state.

The methodology for related federal legislation was slightly different due to differences in the legislative databases used. Congress.gov was the database used for federal legislation on childhood obesity, and the same time frame was used: any legislation passed since 2017. The Congress.gov website provides access to congressional sessions dating back to 2017. However, this researcher wanted the data to mirror one another, and significant economic, social, and technological advances have occurred, justifying the inclusion of recent legislation, especially at the federal level. Specifically, legislation was selected from Congressional sessions 115–18, and all bills were left for the other categories and filters, including the chamber of origin and policy area.

Additionally, unlike state-related legislation, the keyword “childhood obesity” was used to encompass all factors contributing to childhood obesity. This project lacked the resources and research team to review all federal legislation enacted since 2017 and determine if the bill’s text was directly or indirectly related to the factors. Future research is recommended to develop comprehensive search criteria, review all federal legislation, and then apply the legislation to the different etiological factors based on those criteria. Appropriations legislation was excluded because those bills encompassed multiple government agencies or organizations serving various functions and providing various services.

The factors related to etiology will be presented in the following order: background information on the factor, related state and federal legislation, and evidence from the literature associated with that factor. Due to the large number of bills in some tables, the corresponding state and federal legislation will be provided in the appendices.


Genetics

Most researchers suggest that genetics’ influence on childhood obesity is evident. However, the literature is inconclusive regarding the extent to which specific genes, or a combination of genes, predispose a child to an increased risk of obesity.6 Littleton et al. described two forms of genetic predisposition: syndromic childhood obesity and non-syndromic childhood obesity. Non-syndromic can be further divided into monogenic and polygenic. Syndromic is defined as genetic abnormalities that occur on autosomes or X chromosomes. One example is Prader-Willi Syndrome, which is the most common. Prader-Willi Syndrome may present with endocrine abnormalities, hypothyroidism, and hypogonadism.7

While several versions of non-syndromic monogenic childhood obesity exist, it was observed in a small percentage of children and is far less common than polygenic. Monogenic disorders are defined by a single gene mutation that regulates body weight, and most genes involved in this form are part of the leptin-melanocortin pathway. Polygenic, as the name implies, can influence childhood obesity through multiple susceptible gene variants, but each gene has a relatively small effect. Hundreds of BMI “loci” have been identified over the last two decades through Genome-wide association studies (GWAS). However, this method does have limitations, and the focus has been predominantly on adult populations.

The work in this text was not intended to provide an in-depth analysis of the literature concerning genetic influence on childhood obesity. This researcher gathered from some studies on this particular pathway that genetic influence reinforces how complex childhood obesity is. The common theme derived from the literature on genetic influence is that many genes have complex interactions, and their effect on childhood obesity is relatively small. The effect becomes more pronounced when a combination of genes and environmental factors is considered. Research on genetic influence on childhood obesity is relatively new, and the positive implications drawn from further research can be potentially very impactful. However, how findings, no matter how significant, can be applied in a practical setting in the form of preventive measures or treatment isn’t well understood. The most effective and appropriate intervention would be to improve methods for identifying susceptible gene variants and allowing healthcare practitioners to provide informed consultation to their patients. However, current methods are very costly and possess technical limitations.8

More research is needed on genetics and childhood obesity before considering how it can be addressed through legislation and public policy. Legislative efforts, if any are taken, should focus on supporting the research community in this area of study and providing the necessary funds to continue said research. However, controversies can arise, as funds can be allocated elsewhere, and issues may surface in the public sphere regarding child safety concerns, among other problems.


Genetics Legislation: State

While Cleveland et al. did not have a specific topic area related to genetics in their study, two other topics that could be considered related were “breastfeeding” and “food assistance,” which included the Special Supplemental Program for Women, Infants, and Children (WIC).9 The food assistance topic included 486 bills, of which 91 were enacted. Breastfeeding included 265 total bills, of which 65 were enacted into law.10

Filters applied to the NCSL database by this author were as follows: Topics: Childhood obesity, child nutrition, newborn screening, and breastfeeding. States: All states were selected. Years: All years were selected, which included 2017 to 2024. Status: Only legislation that was enacted was selected. After filters were applied, three bills were passed in two states. Enacted legislation was only included if it included language related to breastfeeding, screening, or other genetically associated factors. First, each bill summary was reviewed for exclusion. Next, if a bill contained a relevant subject and summary, it was further evaluated using keyword searches, such as “genetics” and “screening.” This method was repeated for all three bills.

After the filters were applied, three bills were enacted, all indirectly related to childhood obesity. Each bill targeted infant screening and examination to identify disorders, some of which can contribute to childhood obesity. However, none of the bills explicitly stated that screening would be completed to identify disorders related to childhood obesity specifically. Appendix A contains information on the identified bills.


Genetics Legislation: Federal

After applying all filters to Congress.gov, eleven federal bills were enacted between 2017 and 2024. However, this total was for all legislation using the keyword “childhood obesity,” and therefore, it was likely significantly reduced. No federally enacted legislation related to the contribution of genetics to obesity was identified from 2017 to 2024. Again, legislation of no significance, such as national “awareness days,” was not included. This author defines “insignificant” as any enacted legislation that does not have a direct, tangible impact on childhood obesity rates.


Genetics Evidence

Little research exists on the efficacy of genetic counseling for patients and their families classified as obese. Also, only some existing research results have been significant. This is not promising for advocates seeking legislative support for anti-obesity efforts. For example, Hollands et al. and Persky et al. examined the impact of communicating genetic risk and other risk information on different lifestyle behaviors, such as feeding patterns. Hollands et al.’s systematic review suggested that communicating DNA-based disease risk had little to no effect on health-related behavior. Persky et al. did not find evidence that providing information about genetics improved parent feeding. Their study indicated that giving genetic information alone, without family environment information, may negatively impact parent feeding. This may discourage legislators, considering that health practitioner counseling is one of the few methods for addressing the genetic influence on childhood obesity.11


Environmental Factors

Research on the etiology of childhood obesity continues to explore the potential negative impact of environmental factors. Some public health experts collectively refer to these factors as the “obesogenic environment,” which focuses mainly on the built environment. The obesogenic environment was defined by Swinburn et al. as “the sum of the influences that the surroundings, opportunities, or conditions of life have on promoting obesity in individuals and populations.”12 Examples include the safety, accessibility, and availability of fast-food chains, supermarkets, sidewalks, playgrounds, and recreational facilities.13 Other environmental contributors to childhood obesity identified in the literature include the school environment, air quality, and household environment, which can consist of socioeconomic status (SES).14 However, results on the impact of environmental factors on childhood obesity prevalence are mixed, ambiguous, and inconclusive.15 Additionally, descriptions of the “built environment” can be imprecise, which may influence results and lead to inaccurate conclusions.16 Marketing and advertising to children will be described separately and not included in this environmental factors section.

Children who have access to supermarkets and other healthier food outlets, accessibility to recreational facilities, playgrounds, and parks, good air quality, a high degree of walkability and safety in their built environments, and a school setting that promotes healthy lifestyle behaviors are likely to be more active and engage in healthier lifestyle behaviors, compared to children who do not.17 These built environmental factors overlap with others mentioned, including socioeconomic factors such as the home environment. For example, a child may have access to healthier food options but cannot afford them due to their primary caregivers’ low household income. Conversely, some children may have the resources to increase their physical activity levels or consume healthier food and beverages. However, they receive poor instruction from their primary caregivers, who serve as poor role models. Kinimonth et al. described the home environment where children under twelve consume around 70 percent of their meals and spend a large portion of their time during critical developmental years. This occurs when they observe others’ behavior, typically that of their primary caregivers. Features or measures of the home environment observed that can impact a child’s “energy-balance” behaviors include diet, activity levels, and sedentary time.18

Finally, the school environment is a central part of a child’s health and well-being, especially concerning their diet, physical activity levels, and general physical education. Children spend most of their time in school, and some eat most of their meals there. Children also develop social skills, form friendships at school, and receive instruction from school staff, where strong impressions are made. Friends at school and educators can reinforce good and unhealthy lifestyle behaviors, such as consuming unhealthy foods, beverages, and snacks, or not participating in organized physical activities and recess.19


Environmental Factors Legislation: State

Cleveland et al. examined state-level obesity legislation from 2009 to 2019. The following topics were identified in their study as related to legislation that impacts childhood obesity: breastfeeding, farms and gardens, food assistance, food access, physical activity and the built environment, labeling, sales and taxation, school nutrition, school physical activity, and other initiatives. The totals for enacted legislation and the total number of policies for each topic mentioned earlier were included. Those totals were as follows:


	1.Breastfeeding, 65 enacted, 265 total

	2.Farms and gardens, 56 enacted, 183 total

	3.Food assistance, 91 enacted, 486 total

	4.Food access, 68 enacted, 271 total

	5.Physical activity and built environment, 26 enacted, 98 total

	6.Labeling, sales, and tax, 23 enacted, 522 total

	7.School nutrition, 150 enacted, 699 total

	8.School physical activity and other topics, 56 enacted, 394 total


This reference will be used again in the subsequent sections. Still, it is essential to note that the researchers found the built environment, as a topic, had the least amount of related policy activity (98), second only to marketing and advertising to children. Overall, the aforementioned obesity-related policies resulted in 2918 policies, of which 535 were enacted. Therefore, between 2009 and 2019, across all fifty states and Washington, DC, state legislators passed 18 percent of obesity-related policies. This percentage was the same for the researchers who used all topics in their study.20


Environmental Factors Legislation: Federal

Two federal bills related to environmental factors and childhood obesity were enacted and reauthorized. The first bill was the H.R.6363 Further Continuing Appropriations and Other Extensions Act of 2024, which included the reauthorization of the “Farm Bill” through fiscal year 2024 and the crop year 2024.21 The second bill was H.R.3684, the Infrastructure Investment and Jobs Act, which included language for different forms of active transportation.22

No other significant federal legislation related to environmental contributors to childhood obesity was enacted between 2017 and 2024. The only bills that became law were related to appropriations to various federal agencies, many of which did not provide services that could directly impact childhood obesity in a meaningful way.


Environmental Factors Evidence

Zhou et al. systematically reviewed the association between supermarket access and childhood obesity. They included twenty-four studies in their review, half of which found a negative relationship. The other half found either a null or a positive association. The researchers stated they could not draw definitive conclusions from the mixed results.23

Malacarne et al. conducted a systematic review to synthesize the empirical evidence on the built environment as a determinant of childhood obesity.24 This review considered several environmental factors, including air pollution, traffic noise, neighborhood walkability, and the availability and accessibility of parks and playgrounds. Results were mixed for traffic noise, and overall, the association between NO2 or NOx exposure and childhood obesity was strong; the remaining results regarding air pollution were mixed or mostly insignificant. Evidence on the relationship between walkability and childhood obesity was limited and mixed. However, the walkability index based on street element characteristics did find a significant association with childhood obesity. Studies on the accessibility and availability of parks and playgrounds were mainly insignificant or mixed. The only exposure category for which the researchers found strong evidence was the presence of a park within the sphere of influence.

Jia et al. systematically reviewed forty-seven articles from a total of 217 records retrieved. In their study, the researchers examined the relationships between street connectivity, weight-related behaviors, and weight-related outcomes. The weight-related association included dog walking, sedentary activities like watching TV, active transportation, physical activity, and walking. Results for weight-related behaviors were mixed. Weight-related outcomes included body mass index (BMI), BMI z-score, and weight status. The results for weight-related outcomes were also mixed. The researchers described that the included studies’ most used weight-related behaviors were moderate-to-vigorous physical activity (MVPA) and overall physical activity (PA). Most studies that measured these behaviors showed that higher access to street intersection density (SIDs) could predict higher levels of MVPA and PA.25 SIDs is translated to street connectivity or street intersection density.

Fismen et al. examined the associations between SES and food habits of children aged 6–9 across twenty-three countries in the WHO European region. The researchers concluded that a lower SES was associated with unhealthy food habits, particularly with parents’ perceived wealth and parental education.26 However, the results are limited, considering that the sample did not include children and adolescents from the United States.

Yusuf et al. utilized the National Survey of Children’s Health (NSCH) dataset in 2016–17, which included 30.6 million children, of whom 9.5 million (31 percent) were overweight or obese. The percentage of children classified as “obese only” was 15.77 percent. Children who were overweight or obese were more likely to be living with a single parent and more likely to be living with an adult with a high school degree or GED. There was also a dose–response relationship between the poverty level and obesity, with rising obesity/overweight with incremental poverty levels. For obese children only, they were more likely to live with a single parent and come from a poorer household, as well as a parent with less than a high school educational attainment.27


Media, Marketing, and Advertising

In a technologically advanced world, children are exposed to various forms of media. Today’s media encompasses traditional forms, such as television and print advertisements, and digital forms predominantly consumed on mobile devices. Social media platforms add a layer of marketing for food and beverage manufacturers to reach the child and adolescent population. Advanced algorithms adjust based on the individual child’s activity on their mobile device and tailor marketing messages according to their behavioral patterns. These various forms of media provide more avenues for marketing unhealthy foods and beverages to children, which can lead to increased consumption.28

Advertisements influence children’s preferences for unhealthy foods and beverages and often feature popular cartoon characters and make claims that can be misleading, especially when taken out of context. For example, cereals high in sugar are described and promoted as a healthy breakfast full of fiber, or some candy products are represented to contain healthy “attributes” beneficial to a child’s growth or active lifestyle. Studies also indicate that humans have an inherent preference for candy and snacks.29 Bridgette Naderer provided another example of how Coca-Cola was the most frequently embedded food brand in the most popular children’s movies over a 25-year period. Ultimately, food advertisements aimed at children employ a strategy that appeals to their imagination and general attitudes or feelings, such as playful and adventurous messages and fantasy.30

The WHO published a set of policy recommendations to protect children from the harmful effects of food marketing. In this guideline, food marketing is described as affecting children’s food preferences, nutrition knowledge, and consumption patterns, and the foods represented are often high in energy-dense, high-fat, high-sodium, and high-sugar content.31 According to the UConn Rudd Center for Food Policy and Obesity’s “Fast Food Facts” 2021 report, most restaurants increased advertising spending targeting children from 2012 to 2019. In 2019, fast-food restaurants spent $5 billion on advertising and four to six times as much on low-cost value menus as healthy menu items. Figures 2.3 and 2.4 show the top fast-food advertisers for 2019 and the top fast-food products advertised to preschoolers and children in 2019, respectively. Additionally, teens’ time spent watching TV and associated ads declined, but increased significantly on other forms of digital media, such as social media, influencer marketing, product placements, and sponsorships. These different forms of digital marketing and advertisements disproportionately reach children and teens.32

Figure 2.3Sales ranking for top fast-food advertisers in 2019.



	2019
	2012
	Company
	Restaurant
	Category
	2019 U.S. sales ($ mill)
	% change vs. 2012
	Top-25 ad spending in 2012



	1

	1

	McDonald's Corp.

	McDonald's

	Burger

	$40,413

	14%

	√



	2

	3

	Starbucks Corp.

	Starbucks

	Snack

	$21,550

	78%

	√



	3

	9

	Chick-fil-A

	Chick-fil-A

	Chicken

	$11,000

	138%

	√



	4

	6

	Yum! Brands

	Taco Bell

	Global

	$11,000

	47%

	√



	5

	5

	Restaurant Brands Intl.

	Burger King

	Burger

	$10,300

	20%

	√



	6

	2

	Doctor's Associates

	Subway

	Sandwich

	$10,000

	-17%

	√



	7

	4

	Wendy's

	Wendy's

	Burger

	$9,865

	15%

	√



	8

	7

	Dunkin' Brands

	Dunkin'

	Snack

	$9,220

	47%

	√



	9

	13

	Domino's Pizza

	Domino's

	Pizza

	$7,100

	103%

	√



	10

	11

	JAB Holding Company

	Panera Bread

	Sandwich

	$5,925

	53%

	√



	11

	16

	Chipotle Mexican Grill

	Chipotle

	Global

	$5,520

	102%

	√



	12

	8

	Yum! Brands

	Pizza Hut

	Pizza

	$5,380

	-5%

	√



	13

	10

	Yum! Brands

	KFC

	Chicken

	$4,820

	8%

	√



	14

	12

	Roark Capital Group

	Sonic

	Burger

	$4,687

	24%

	√



	15

	15

	Roark Capital Group

	Arby's

	Sandwich

	$3,885

	30%

	√



	16

	22

	Little Caesars Enterprise

	Little Caesars

	Pizza

	$3,850

	29%

	


	18

	18

	Berkshire Hathaway

	Dairy Queen

	Snack

	$3,760

	63%

	√



	19

	19

	Restaurant Brands Intl

	Popeyes

	Chicken

	$3,750

	66%

	√



	20

	14

	Jack in the Box

	Jack in the Box

	Burger

	$3,505

	14%

	√



	21

	17

	Papa John's Intl

	Papa John's

	Pizza

	$2,655

	11%

	√



	23

	25

	Roark Capital Group

	Jimmy John's

	Sandwich

	$2,105

	67%

	


	24

	20

	Roark Capital Group

	Hardee's

	Burger

	$2,070

	9%

	√



	25

	*

	Zaxby's Franchising

	Zaxby's

	Chicken

	$1,840

	
	


	26

	31

	Culver Franchising System

	Culver's

	Burger

	$1,730

	106%

	


	30

	24

	Roark Capital Group

	Carl's Jr.

	Burger

	$1,390

	-1%

	√



	37

	35

	Oak Hill Capital Partners

	Checkers/Rally's

	Burger

	$862

	24%

	


	*

	46

	Cici Enterprises

	Cicis Pizza

	Pizza

	
	
	


	*Not on QSR Top-50 list
Source: The QSR 50; 20132; 20203



Figure 2.4Top fast-food products advertised to preschoolers and children in 2019.



	
	Preschoolers (2-5 y)
	Children (6-11 y)
	



	Restaurant

	Avg # of TV ads viewed

	Targeted ratio

	Avg # of TV ads viewed

	Targeted ratio

	Advertised products*



	McDonald's

	65.6

	3.00

	74.9

	3.42

	Happy Meal



	Domino's

	61.2

	0.43

	57.6

	0.40

	Restaurant



	Burger King

	40.9

	0.36

	37.7

	0.33

	Lunch/dinner main dishes, including Impossible Whopper, chicken nuggets, Pretzel Bacon King



	Little Caesars

	30.0

	0.39

	28.7

	0.37

	Pizza, including Extra Most Bestest, Pretzel Crust, 5-Meat Feast



	McDonald's

	27.0

	0.38

	25.3

	0.35

	Restaurant



	Taco Bell

	26.1

	0.42

	23.0

	0.37

	Value menu/meal deals, including $5 Box, Taco Party Pack, and Double Chalupa Box



	Domino's

	21.3

	0.42

	20.4

	0.40

	Digital



	Burger King

	21.3

	0.37

	20.1

	0.35

	Restaurant



	Arby's

	19.4

	0.38

	18.9

	0.37

	Lunch dinner main dishes, including Bourbon BBQ Turkey, Fish Sandwich, Gyro, and Petite Filet Steak Sandwich



	Subway

	19.4

	0.56

	18.8

	0.55

	Lunch/dinner main dishes, including Steak Club, Southwest Chicken Club, and Italian Ciabatta



	*Product types with the most advertising, top-three menu items listed
Source: Analysis of 2019 Nielsen data



The UConn Rudd Center followed up its 2021 report with a 2022 report focused on the Children’s Food and Beverage Advertising Initiative (CFBAI). Through this initiative, major food companies have pledged to advertise only products that meet the CFBAI nutrition criteria in advertisements directed at children under twelve. The CFBAI had to implement revised nutrition criteria due to concerns about including nutritionally poor foods and beverages.

The Rudd Center described minimal improvement in the nutritional quality of the food products from 2017 to 2020. Median Nutrition Profile Index (NPI) scores improved for sweet snacks and yogurt, but declined for meals and entrees, savory snacks, and the nut butter category. NPI scores measure a food’s overall nutrient composition based on its total calories and the proportion of nutrients it contains. The proportion includes nutrients to encourage or limit, and is measured on a scale of 0 to 100. CFBAI companies continue to find loopholes in the requirements for advertising exempt foods and beverages, or those with low NPI scores. For example, companies can advertise “exempt” sweetened drinks with added sugars, which contradicts the recommendations of the American Academy of Pediatrics (AAP) and public health experts that children should not consume beverages with added sugars. However, the author of this text will critique the AAP in a later chapter for recent controversial recommendations.33

The information in both reports provides tangible evidence that manufacturers spend a significant amount on advertising unhealthy foods and beverages targeted at children, and that these marketing strategies can harm a child’s health. Both UConn Rudd Center reports are comprehensive and contain valuable insights into advertising expenditures directed at children and the CFBAI.


Media, Marketing, and Advertising Legislation: State

Cleveland et al. identified sixty-eight obesity-related policies related to marketing and advertising aimed at children, of which fourteen were enacted. That topic had the fewest proposed bills out of the ten topics.34 Filters applied to the NCSL database were as follows: Topics: Childhood obesity and child nutrition. States: All states were selected. Years: All years were selected, which included 2017 to 2024. Status: Only legislation that was enacted was selected. After filters were applied, 232 bills were enacted, including thirty-nine states. Enacted legislation was only included if it incorporated language related to the marketing and advertising of unhealthy foods and beverages to children. Unhealthy food and beverage marketing was not the only legislation included. Healthy food and beverage marketing and advertising were also included. First, each bill summary was reviewed for initial exclusion. Next, if a bill contained a relevant subject and summary, it was evaluated further using keyword searches such as “marketing,” “advertising,” and “advertisements.” This method was repeated for all 232 bills to produce a final total of state childhood obesity-related legislation enacted from 2017 to 2024 that pertained to the marketing and advertising of unhealthy or healthy foods and beverages to children and adolescents. Appendix B provides a comprehensive list of related legislation regarding healthy and unhealthy marketing and advertising to children and adolescents, enacted between 2017 and 2024. Only six relevant bills were identified, of which only three were directly related to marketing and advertising.


Media, Marketing, and Advertising Legislation: Federal

No enacted, federal-related legislation was identified for the media, marketing, and advertising of unhealthy foods, beverages, and snacks to children and adolescents from 2017 to 2024. No related legislation was identified for healthy foods, beverages, and snacks. Like the other factors already described, any legislation produced in the search was for appropriations to various federal agencies.


Media, Marketing, and Advertising Evidence

There is evidence demonstrating the impact that unhealthy food and beverage marketing and advertising have on childhood obesity. However, most of that research is outdated, and recent evidence did not include a sample of children and adolescents in the United States. Most existing research, if significant, has found that marketing and advertising unhealthy foods and beverages lead to a preference for these types of products, resulting in increased consumption and, ultimately, adverse effects on a child’s health and well-being.

For example, Harris, Yokum, and Fleming-Milici concluded that “junk food” advertising to adolescents has a negative impact on their food preferences, diet, and long-term health. The authors also concluded that adolescents may be more susceptible to unhealthy food marketing than younger children.35

A reason for the lack of evidence examining the impact of marketing unhealthy foods and beverages on a child’s health outcomes could be partly explained by the difficulty of assessing a child’s long-term dietary behaviors, such as consumption. Intake studies, for example, measure immediate or short-term intake following exposure to marketing or advertising. Furthermore, there are significant methodological challenges in examining the impact of marketing and advertising on changes in a child’s body weight, for instance, as these changes occur gradually over time. Future research should incorporate health outcome measures such as BMI over a prolonged period using a longitudinal study design.

Boyland et al. conducted a systematic review and meta-analysis of twenty-two databases to quantify the association between food and nonalcoholic beverage marketing with behavioral and health outcomes in children and adolescents. Of the 2381 articles assessed, 96 were included in the systematic review and 80 in the meta-analysis. The researchers concluded that food marketing was associated with choice, intake, preference, and purchase requests in children and adolescents. However, there was no clear evidence of associations with purchasing and little evidence of body weight or dental health outcomes.36

Russell, Croker, and Viner conducted a systematic review and meta-analysis from 1980 to 2018 of children and adolescents aged two to eighteen to measure the quantitative effect of screen advertising in experimental and nonexperimental conditions on children’s dietary intake. The researchers found that food advertising increased children’s dietary intake under experimental conditions compared to exposure to nonfood advertising. Also, children with overweight or obesity consumed an average of 45.6 kilocalories more than children with a healthy weight when exposed to food advertising. The researchers concluded that screen advertising of unhealthy foods on advergames and television increased children’s immediate dietary intake.37

Packer et al. conducted a systematic review from 2009 to 2021 of seven studies, three of which included a meta-analysis. The researchers aimed to quantify the impact of celebrities in high-fat, high-sugar, and high-salt (HFSS) marketing on children’s dietary outcomes, including dietary preferences and consumption of HFSS products. Studies included all countries and languages; children were defined as those under sixteen years old. Five out of the seven studies resulted in a significant increase in the consumption of HFSS celebrity-advertised products compared to the control group.

One of the five studies that produced significant results was significant only for boys, not for girls. One study did not measure significance but found an increase in donut consumption promoted by a celebrity, compared to non-HFSS products promoted by the same celebrity. One study found that purchase intentions for HFSS products were more significant in the celebrity advertisement group than in nonfood advertisements. The researchers concluded that they found evidence that HFSS products advertised and promoted by celebrities influenced children’s calorie consumption. They found limited evidence that celebrities influenced purchase intentions and mixed evidence that they influence preference outcomes.38


Behavioral Factors

Behavioral factors can be described broadly as “lifestyle” factors or as specific as the daily portion size and frequency of meals a child consumes. They are any modifiable factors within the child’s or primary caregivers’ control. Such factors include sedentary time, diet, physical activity, and sleep. These various behavioral factors are sometimes defined and analyzed differently depending on the researchers and the purpose of their research. For example, sedentary time may be spent watching TV or playing video games.39

It is clear from the literature that behavioral factors, such as consuming a high number of sugar-sweetened beverages in a diet or sedentary time, can contribute to childhood obesity to varying degrees. This is expected, considering that behaviors in children and adolescents, when observed collectively over time, can fluctuate or even change significantly. These fluctuating or inconsistent behaviors can lead to mixed results, as these health-related factors can influence one another and overlap. For example, decreased physical activity can lead to increased sedentary time, while consuming calorically dense foods high in trans fatty acids and sugars may reduce the consumption of fruits and vegetables.40

Many experts agree that it is a combination of the aforementioned behavioral factors that, collectively, can contribute to childhood obesity. Some children and adolescents, if they engage in any of the specific behaviors excessively, can potentially become obese, even if their other health-related behaviors are relatively normal or fall in a recommended range. However, this is unlikely for most children and adolescents; instead, they are more likely to engage in a combination of several. For example, on average, a child who is more sedentary and consumes unhealthy foods and beverages, does not get an adequate amount of sleep, and does not engage in any physical activity is likely to gain more weight or experience adverse health effects like Type 2 Diabetes Mellitus, compared to children that consume a more nutritious diet, gets a proper amount of sleep and engages in physical activity.41


Behavioral Factors Legislation: State

The same methodology was used for behavioral factors as for the preceding factors. First, a summary of Cleveland et al.’s findings will be provided, followed by a reference to Appendix C. The last four topics from their study were included for this factor, which were “obesity, general,” “physical activity, and built environment,” “school, nutrition,” and “schools, physical activity, and other initiatives.” There was some overlap between behavioral factors and environmental factors because the researchers did not stratify them further. For example, “physical activity and built environment” were included in both, but only physical activity directly relates to this factor. Refer to the previous environmental factor legislation section to see the total number of bills proposed and enacted for each topic from their study.42

Category filters applied for this factor on the NCSL database were childhood obesity and child nutrition. Appendix C contains all behavioral factor-related enacted bills for all fifty states from 2017 to 2024.


Behavioral Factor Legislation: Federal

Various keywords were used to identify legislation related to behavioral factors contributing to childhood obesity from 2017 to 2024. The only keyword that produced related legislation was “children’s physical activity”; the bill was S.
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