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Childhood Obesity: The New
Tobacco

ABSTRACT Overcoming the childhood obesity epidemic will require
changes on the scale of a social movement similar to the shift in attitudes
and regulations toward smoking and tobacco. Tobacco control became a
successful public health movement because of shifts in social norms and
because cigarette companies came to be perceived by many as a common
enemy. In contrast, obesity advocates have not identified a common
threat or mobilized grass-roots change, nor have they identified strategies
that resonate across diverse settings and constituencies. Framing obesity
as a common threat can lead to consensus regarding the interventions
needed to achieve healthier children and communities.

O
ne in three U.S. youth are over-
weight or obese, and the rise in
obesity prevalence has been asso-
ciated with increased availability
and consumption of high-calorie

food, declines in physical activity, and increased
media use.1 Compared to children who are not
obese, obese children (defined as being at the
ninety-fifth percentile or higher of body mass
index, or BMI) are at greater risk for asthma,
sleep apnea, joint problems, diabetes, liver dis-
ease, and cardiovascular disease, and they are
more likely to become obese adults. More than
25 percent of the rise in adult medical costs from
1987 to 20012 and almost 10 percent of all medi-
cal costs in 2008 were attributable to obesity.3

As recognized in the American Recovery and
Reinvestment Act through set-aside funds, obe-
sity prevention is seen as essential to controlling
health care costs. Attention from the health care,
industry, andpolicy sectors has been significant,
but the breadth of policy and environmental
changes necessary to address obesity requires
changes on the scale of a social movement.
Successful public health social movements are

characterized by perception of a common threat
andbymobilizationof grass-roots groups able to
address that threat. Social movement theories

describe successful change as a response to
events and beliefs that threaten the status
quo.4 Successful framing of a threat or opportu-
nity spreads and, over time, becomes the new,
dominant belief.4 For example, over the past fifty
years, perceived responsibility for the quality of
health care shifted from one governed by the
profession, embodied by the American Medical
Association, to our current frame of quality and
availability of health care as a public respon-
sibility.4

Parallels From Tobacco Control
Public health social movements include tobacco
control, HIV/AIDS, and prevention of drunk
driving. These movements were characterized
by activists, scientists, and professionals fram-
ing new needs, followed by widespread recogni-
tion of threats requiring action.5

Tobacco control, generally regarded as a suc-
cessful social movement, holds many parallels
for the obesity epidemic. Most evident among
those parallels is that influential corporate
forces today seek to frame the problem as one
of choice and individual responsibility, just as
tobacco companies did for many years. For to-
bacco control, surveillance increased knowl-
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edge, and efforts by communities and govern-
ment led to increased public awareness of the
adverse health effects of smoking.6 Evidence of
harm from exposure to others’ smoke led to in-
creasing stigmatization of the smoker, and
smoking, as a threat to nonsmokers’ health.
The industry’s efforts to addict adolescents, to
hide the health effects of tobacco, and to vigo-
rously resist control delayed regulatory changes.
However, as evidence about the deceptive efforts
of the tobacco companies became public, cigar-
ette companies became the common enemy.
Reductions in smoking resulted from a variety

of policy initiatives,7 including restrictions on
public smoking, the adoption of school anti-
tobacco curricula, the use of tobacco counter-
marketing advertising campaigns, increased
taxes, the prevention of sales to minors, and
the promotion of smoking cessation programs.8

The spread of local and state successes in imple-
menting policy change generated the political
will necessary for stronger and larger actions,
such as the ban on airline9 and public10 smoking.
Successful tobacco control was fostered by

shifts in social norms. Smoking restrictions in
health care settings helped make smoking far
less acceptable, and cessation counseling by phy-
sicians reinforced the message that tobacco con-
trol was important for health. Framing involun-
tary smoke exposure as victimization of others
contributed to the shift. Government and foun-
dation support increased resources and facili-
tated communication among community inno-
vators, leading to mutual learning and the insti-
tutionalization of successful interventions.

Policy Initiatives To Prevent Or
Control Obesity
Policy and environmental changes in multiple
settings and sectors are needed for obesity pre-
vention and control. The Centers for Disease
Control and Prevention (CDC) has targeted sev-
eral behaviors, including reductions in sugar-
sweetened beverage use, fast-food consumption,
andscreen time (computers, TV, videogames) as
well as increasedbreastfeeding, physical activity,
and consumption of fruits and vegetables.
The Institute of Medicine (IOM) and the CDC

recently11,12 outlined healthy eating and physical
activity strategies to improve these behaviors
and to emphasize the breadth of environmental
changes necessary for obesity prevention. Rec-
ommendations included the following: making
healthful food and beverages more widely avail-
able; providing access to healthier food by locat-
ing stores in underserved areas; and decreasing
the availability of less healthful food and bever-
ages. Implementation of these strategies will re-

quire adoption of new child care regulations and
policies or ordinances to discourage consump-
tion of sugar-sweetened beverages; increased
support for breastfeeding; linkages between lo-
cal farms and institutions to increase fruit and
vegetable consumption; shifts in agricultural
policy; and improved community infrastructure
to promote biking, walking, and use of public
transit.
The political will to achieve these goals will

require substantial reframing of the obesity
problem, however. Obesity prevention and con-
trol might not be powerful enough threats to
motivate the implementation of these strategies.

Framing Obesity As A Threat
Federal data showing the rising prevalence of
obesity13,14 led to characterizations of obesity as
an epidemic15 and to rising awareness among
professionals of obesity’s impact on health.16 De-
spite the rapid rise in media coverage, the gen-
eral public—including many parents of obese
children—has been slower to recognize the
issue.17 A majority of parents do not perceive
childhood obesity as important,18 nor do most
parents of obese children think their children are
obese.19,20

The pejorative connotation of “obesity”21 and
its application only to the severely or morbidly
obesemay contribute to the perception that obe-
sity is not an immediate threat. The disjunction
between public concern and personalization of
the threat poses a major barrier to acceptance of
policy and environmental initiatives necessary
to control obesity.
Changing attitudes and perceptions of key be-

haviors related to obesity presents challenges.
Sugar-sweetened beverages and fast food pro-
vide excessive calories, but they are heavily pro-
moted, inexpensive,widely available, taste good,
and not generally perceived as threats to health.
Similarly, although television viewing is associ-
ated with obesity, it is entertaining for children
and adults and is not perceived as a threat to
health. Thus, lack of public support for the strat-
egies necessary to address these issues hinders
the development of a broad alliance to address
obesity. Advocacy to promote breastfeeding, to
encourage physical activity, or to promote more
fruit and vegetable consumption is often not co-
ordinated, and advocates for these (and other)
intervention strategies often do not cooperate
in or support each other’s efforts. Widespread
support for changes in nutrition and phy-
sical activity requires alternative framing—that
is, engaging interest groups not traditionally fo-
cused on childhood obesity—to achieve the criti-
cal mass necessary for a social movement.
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Alternative Frames For Obesity
Linking groups that support obesity-related pol-
icy changes may help mobilize popular support
and political will. For example, strategies to pro-
mote physical activity and reduce vehicle use
share goals with efforts to improve air quality,
reduce fossil fuel use, and reverse global climate
change. Farm-to-market strategies promote lo-
cal, sustainable agriculture and increase the
availability of fruit and vegetables.
Examples of linking groups to address child-

hood obesity in inner-city poor communities in-
clude programs supporting supermarket access
in Pennsylvania and nearby states and efforts
to limit the locations of fast-food outlets.22–25

Because disparities exist in access to parks, rec-
reation, and fresh food access,26,27 some commu-
nities have included social justice themes in pro-
moting opportunities for nutritional and activity
change.

OBESITY AND CHRONIC DISEASE The contribution
of obesity to chronic disease has led to recogni-
tion that nutrition and physical activity are im-
portant components of health. Obesity-related
health care costs account for almost $147 billion
annually,4 impairing the competitiveness of our
manufacturing sector.28 A recent report from the
Trust for America’s Health suggested that an
annual investment of $10 per person toward
obesity prevention could save $16 billion annu-
ally within five years.29 New taxes to reduce the
consumption of high-calorie food and beverages
and invest in prevention are also thought to be
effective strategies to reduce both health care
spending and rates of obesity.30,31

QUESTIONING FOOD MARKETING Like the tobacco
industry, the food industry is under attack for
marketing products perceived to be harmful and
is facing legal, regulatory, and legislative threats.
The predominant strategy of the food industry
has been to argue that physical inactivity plays a
greater role in obesity than does overeating.
Some of the industry’s responses resemble the
deception and misinformation of the tobacco
industry, rather than good-faith efforts.
For example, the Center for Consumer Free-

dom32 has challenged the validity of the BMI (a
tool widely used to measure obesity and over-
weight) and disputed the impact of obesity on
health and its costs. However, in contrast to to-
bacco, many within the food industry believe
that the industry should play a role in reframing
obesitymessages, such as by limiting advertising
to children, providing lower-calorie food op-
tions, and reducing serving sizes.

Building A Broad Movement For
Obesity Prevention
Framing a public message about obesity using
metaphors that do not primarily blame individ-
uals for unhealthy choicesmay result in effective
policy actions.33 Two themes are competing for
dominance in the public square: (1) personal
responsibility is the root of the problem; and
(2) an obesity-promoting toxic food environ-
ment is to blame.34

METAPHORS FOR OBESITY A recent report de-
scribed ways in which representative metaphors
for obesity influence support for different policy
interventions.35 The metaphors varied with re-
gard to individual blame or responsibility: for
example, from sinful behavior to toxic food en-
vironments. The report found associations be-
tween the obesity metaphors and policy options
that people supported and their political ideol-
ogy, geography, sex, and personal BMI score.
For those policies directly affecting children,

belief that toxic food environments fuel obesity
was associatedwith greater support for food pol-
icy changes. Belief that industry manipulation
underlies obesity trendswas associatedwith sup-
port for advertising restrictions. In contrast,
among those who believed that obesity is sinful
behavior, there was less support for subsidized
summer camps.

PERCEIVED IMPACT Efforts to prevent and con-
trol obesity in some schools36 and communities37

have begun to have an impact. Like early efforts
in tobacco control, these vary inwhich behaviors
and policies are targeted. The recent plateau in
obesity rates among children provides encour-
aging evidence for the effect of these early gains
and suggests that wemay be approaching a turn-
ing point in the epidemic.37 Widespread press
coverage of obesity and its complications has
likely increased awareness of diet and physical
activity and focused support for and sharing of

Like the tobacco
industry, the food
industry is under
attack for marketing
products perceived to
be harmful.
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early successes within groups devoted to obesity
prevention.
These gainsmay help accelerate change, facili-

tated by the faster and broader communication
and information exchange possible today
through the Internet.However, althoughobesity
has been recognized as a problem by clinicians
and by public health practitioners, as well as
philanthropic, business, and government lea-
ders, the public has not yet mobilized broadly
around strategies to improve nutrition and phy-
sical activity for children and youth. The rapid
growth and shared communication of early coal-
ition formation does not always lead to resource
sharing by community stakeholders, to the link-
ing of community innovations to state or local
public health infrastructure, or to other sustain-
able efforts.38

SPECIFIC BEHAVIORAL CHANGES The specific be-
havioral changes that account for the plateau in
childhood obesity remainuncertain. Regardless,
there is a need for sustained community innova-
tions to improve nutrition and increase physical
activity in medical, child care, school, and com-
munity settings. Coordinated, comprehensive,
and complementary efforts at multiple levels
are likely to be required. True cooperation and
change by the food industry is needed, rather
than delays and diversionary actions.39 The

broad impact of agricultural policies such as
farm subsidies on the production and costs of
food, child nutrition policies in schools and for
underserved populations, and transportation
policies on physical activity represent important
federal opportunities to improve health.
Regulation of advertising, menu labeling in

fast-food establishments and restaurants, and
food pricing policies can be put in place at the
federal, state, or local level. In contrast, clinical
counseling interventions, access to food and fit-
ness programs, and interventions to change
physical education and food in schools also re-
quire specific attention and action in local com-
munity settings.

Conclusion
Establishinga common frame that enables grass-
roots engagement and unites all stakeholders
remains a high priority. Regardless of whether
this movement is about obesity, healthy com-
munities, environmental health, social justice,
or health care reform, several of these sustained
and broad efforts will be needed to reverse the
current epidemic and to nurture healthier chil-
dren and adults now and in future generations.
Leveraging lessons from past social movements
can help us achieve these goals. ▪
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