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High obesity prevalence persists as a major issue for societies globally (IOM, 
2012; WHO, 2013). Chronic overweight and obesity have high health, social, 
and economic costs (Hammond and Levine, 2010), and the benefits of achiev-
ing and maintaining healthy weight for overall health and well-being are well  
established (Horton, 2009; IOM, 2012; Wing et al., 2011; Zomer et al., 2016).  
Obesity in children and adolescents is of particular concern because it may  
compromise physical and psychosocial development and set the stage for early  
onset of adverse health effects that accumulate over a lifetime (IOM, 2005).  
Relevant to the topic of this discussion paper, obesity is also a health equity issue. Social  
disadvantage tends to intensify the exposure to obesity-promoting influences (Brave-
man, 2009; May et al., 2013). The challenge of preventing and controlling obesity 
includes the need to assure that socially disadvantaged populations benefit from 
relevant public health interventions (IOM, 2013).

Population-wide obesity and its health consequences 
are linked to eating and physical activity patterns that 
have become ways of life in modern societies (IOM, 
2012; Kumanyika et al., 2008; WHO, 2000). This is a 
global problem, but one for which solutions must be 
tailored to national and subnational contexts (WHO, 
2000). Human physiologic systems for regulation of 
food intake are well developed for responding to hun-
ger but poorly developed for curbing overeating, and 
they evolved when routine physical activity levels were 
much higher than they are now. Thus, it is often said 
that from an evolutionary perspective widespread 
obesity reflects a natural response to an unnatural 
environment. On the energy intake side, this unnatu-
ral environment is characterized by ubiquitous, heav-
ily advertised, and highly palatable high-calorie foods 
and beverages and large portions of restaurant meals; 
these all promote caloric overconsumption. On the en-
ergy output side, the unnatural environment is evident 
in residential areas where cars are a common form of 
transportation or where mobility depends on using a 

car, in sedentary work environments that limit physical 
activity, and where sedentary entertainment is readily 
available, affordable, and heavily promoted. 

Our communities are laden with obesity-promoting 
influences that often overwhelm efforts of individuals 
to control their weight. The current public health prior-
ity for transforming environments to be more support-
ive of healthy eating and physical activity recognizes 
this reality. Tables 1 and 2 list various types of obesity-
promoting influences in daily living environments (mi-
croenvironments) as well as factors farther upstream 
(macroenvironments). These tables are adapted from 
Preventing Childhood Obesity: Health in the Balance 
(IOM, 2005). This report was among the earliest U.S. 
efforts to shift the obesity intervention paradigm to-
ward public health approaches. The tables depict the 
spectrum of factors and environments that influence 
eating and physical activity. The focus of this perspec-
tive is on those factors that are amenable to modifica-
tion by altering existing public or private policies or by  
establishing new ones.
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Size or Level of  
Environment Physical Economic Policy/Political Sociocultural

Microenvironments 
(e.g., behavioral  
settings such as 
homes, schools, and 
communities) 

• Location and type of 
food stores

• Vending machine  
placement and 
products

• Point-of-purchase  
information

• Local food  
production 

• Locally imposed taxes
• Vendor pricing  
policies

• Financial support for 
health promotion  
programs

• Sponsorship of  
healthful food  
policies and practices

• Family rules related 
to food purchasing 
and consumption

• Food policies of local 
schools and districts 

• “Ethos” or climate  
related to food and 
eating in the home, 
school, and  
neighborhood

• Role models for eating 
behaviors at home, in 
school, and in  
community settings 
(e.g., churches) 

Macroenvironments 
(e.g., societal sectors 
such as food and 
agriculture, education, 
medical, government, 
public health, or 
health care)

• Food production/
• importing
• Food manufacturing
• Food marketing
• Federal nutrition 
labeling guidelines

• Costs of food  
production,  
manufacturing, and 
distribution

• Taxes, pricing  
policies, subsidies

• Wage structure and 
other factors that  
influence personal 
and household 
income

• National food and 
nutrition policies, 
regulations, and 
laws, including food 
labeling

• Food industry  
standards and  
practices

• Regulations and  
guidelines on  
advertising to  
children

• Mass media influences 
on food selections and 
eating behaviors

• General consumer 
trends in food and 
eating

Type of Environment: Food-Related InfluencesTable 1| Examples of Environmental Influences on Food Intake, by Type of Environment

Source: Adapted from Swinburn et al., 1999; IOM, 2005

Size or Level of  
Environment Physical Economic Policy/Political Sociocultural

Microenvironments 
(e.g., behavioral  
settings such as 
homes, schools, and 
communities) 

• Sidewalks and  
footpaths

• Cycle paths
• Public transportation
• Street lights
• Recreational facilities 
and clubs  

• Cost of gym  
memberships

• Budget allocations for 
recreation centers or 
walking and cycling 
paths

• Funding for improved 
public transportation

• Sponsorship of  
physical activity- 
related health  
promotion

• Influences on  
household income 
and time  
expenditures

• Family rules about 
television watching

• Family rules about 
household chores

• Restrictions on 
bicycle or pedestrian 
traffic

• Zoning for protection 
of green spaces

• Building codes

• “Ethos” or climate 
related to physical 
activity and inactivity in 
the home, school, and 
neighborhood

• Role models for  
physical activity and 
inactivity in the home, 
school, and  
neighborhood

Macroenvironments 
(e.g., societal sectors 
such as food and 
agriculture, education, 
medical, government, 
public health, or 
health care)

• Automobile industry • Public transport  
funding and  
subsidies

• State-level policies on 
physical education in 
schools

• Mass media influences 
on physical activity and 
inactivity

• General consumer 
trends patterns of 
physical activity and 
inactivity

Table 2| Examples of Environmental Influences on Physical Activity, by Type of Environment

Source: Adapted from Swinburn et al., 1999; IOM, 2005

Type of Environment: Food-Related Influences

Type of Environment
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A General Framework for Obesity Prevention 
in the United States

The 2012 Institute of Medicine (IOM) Committee on 
Accelerating Progress in Obesity Prevention (APOP) (2)
(IOM, 2012) developed strategies and action plans that 
have become a reference point for current U.S. obesity 
prevention efforts with both children and adults. The 
APOP study committee reviewed hundreds of recom-
mendations for preventing obesity and arrived at five 
recommendations, 20 accompanying strategies for 
implementing these recommendations, and a number 
of potential action steps for each strategy (IOM, 2012). 
Taken together, the recommendations, strategies, and 
action steps form a comprehensive strategy to foster 
obesity prevention in key environments or “settings.” 
The approach was grounded in a systems perspec-
tive to encourage actions within and across settings 
that were complementary and could be mutually  
reinforcing (Figure 1).

Characteristics of the settings in the APOP frame-
work define the overall context for choice options, 
motivations, and actions regarding eating and  
physical activity for individuals and communities.  

Potential targets for interventions in these settings in-
clude the types of foods available in neighborhoods 
and settings such as schools, child care facilities, or 
worksites; food prices; advertising and promotion of 
unhealthy foods and beverages; public transporta-
tion; traffic patterns, air quality, and other aspects of 
neighborhood safety and quality; and access to parks 
and recreational facilities. These factors are difficult to 
change.

The APOP framework also highlights the roles of en-
gagement and leadership in effecting changes in these 
environments. Environments related to healthy eating 
and physical activity are not only a part of the fabric of 
everyday life, they also reflect processes that are use-
ful to communities in other ways and are, therefore, 
protected by a combination of public policies, com-
mercial interests, and public preferences. For example, 
school policies may limit time for physical education in 
favor of more time for academics. Community design 
practices that are efficient for automobile transporta-
tion and suburban living may take priority over con-
figurations that make it possible for children to walk to 
nearby schools.

Figure 1 | Comprehensive approach of the Committee on Accelerating Progress in Obesity 
Solutions. Source: IOM, 2012.
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Health Equity Considerations

We continue to observe substantially higher obesity 
prevalence in U.S. racial/ethnic minorities compared to 
white populations. For example, in National Health and 
Nutrition Examination Survey data based on measured 
weights and heights, 48 percent of non-Hispanic black 
adults and 43 percent of Hispanic adults had obesity, 
compared to 35 percent of non-Hispanic whites (Og-
den et al., 2015). The figures for obesity prevalence in 
2- to 19-year-old youth were 20 percent and 22 per-
cent for non-Hispanic black and Hispanic youth, re-
spectively, compared to 15 percent in non-Hispanic 
white youth (Ogden et al., 2015). The self-reported 
data from the National Health Interview Survey indi-
cate higher obesity prevalence in American Indians/
Alaska Native adults (44 percent) and Native Hawai-
ians or other Pacific Islanders (35 percent), compared 
to non-Hispanic whites (29 percent) (National Center 
for Health Statistics, 2016). Higher obesity prevalence 
in association with lower socioeconomic status (SES) 
is also a frequent finding (May et al., 2013; Ogden et 
al., 2010a,b), although in the United States this finding 
is less consistent within racial/ethnic minority popula-
tions than in whites. Also, trends in obesity prevalence 
are sometimes less favorable for racial/ethnic minority 
or low SES population subgroups than those observed 
for non-Hispanic white or higher SES groups; in such 
cases, disparities are actually widening (CDC, 2015; 
Frederick et al., 2014; Robbins et al., 2015). 

These differences in obesity prevalence and trends 
are not chance occurrences. Although obesity-promot-
ing forces are embedded in the social fabric of daily 
living and affect the whole population, the finding that 
above-average obesity prevalence is often associated 
with low SES or racial/ethnic minority status is not 
uncommon in high-income countries like the United 
States (Kumanyika et al., 2012; Loring and Robertson, 
2014). Population groups whose opportunities and so-
cial agency have been systematically and unfairly cur-
tailed tend to be more exposed to obesity-promoting 
environmental influences and less able to avoid the 
associated adverse effects on eating and physical ac-
tivity. This makes obesity a health equity issue rather 
than simply one of health differences between popu-
lation groups that are otherwise comparable in social 
position and opportunities. 

The APOP report (IOM, 2012, p. 26) acknowledged 
that challenges in social, political, and historical  

contexts influence the feasibility and relevance of in-
terventions designed to improve options for healthy 
eating and active living, stating in the opening chapter 
of the report: 

Not all individuals, families, and communities are 
similarly situated with respect to environments that 
influence food and physical activity…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). The per-
sistence of concentrated health disparities in many 
American communities is strongly influenced by the 
relative paucity of community-based health improve-
ment strategies focused on creating robust local  
participatory decision-making processes.

Although the APOP committee did not find evidence 
to support recommendations for specific popula-
tion subgroups, it advanced a vision in which solu-
tions would be sensitive to contexts and oriented to-
ward achieving equity (IOM, 2012). Unless addressed 
through specially designed interventions, the dispro-
portionately high exposure to a variety of obesity-pro-
moting factors in socially disadvantaged communities 
may limit the effectiveness of interventions that ben-
efit the population at large. Closing gaps will actually 
require interventions that work better in these popula-
tions than they do in white or more advantaged popu-
lations. Equivalent or better impacts in advantaged 
compared to disadvantaged populations mean that 
gaps in obesity prevalence will widen rather than be-
come smaller (Chung et al., 2016; IOM, 2012).

An Equity-Oriented Obesity Prevention 
Framework

Thus, as useful as the APOP framework and recom-
mendations have been and will continue to be, they do 
not provide specific guidance on how to develop strat-
egies that will lead to equity of impact. Although the 
idea that populations with a more challenging context 
for change would require specially tailored approach-
es may seem like common sense, the fact that spe-
cially designed programs require additional resourc-
es may cause policy makers to favor one-size-fits-all  
strategies. The need for a framework that enables an 
explicit focus on equity is supported by the principle of  
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“proportionate universalism,” or having the same goals 
for all in terms of outcomes, but applying interventions 
selectively according to circumstances and in propor-
tion to need to achieve these outcomes (Carey et al., 
2015; Loring and Robertson, 2014). 

The process of getting to equity in achieving healthy 
weight cannot move forward until certain societal de-
terminants of obesity are altered. The fact that this is a 
long-term proposition can discourage action because 
of uncertainty about how to proceed. A strategy that 
includes efforts with both short- and long-term payoffs 
is essential, but now is the time to begin in earnest. We 
can now identify the key environments to be target-
ed for change in obesity prevention, as well as goals, 
strategies, and actions relevant to the population 
as a whole. We can also recognize the various types 
or sources of inequities in social and environmental  

context factors that pose challenges for effective in-
terventions (IOM, 2012, 2014). In addition, there is 
increasing emphasis not only in the field of obesity 
prevention but also in public health policy and practice 
more broadly on comprehensive community health 
improvement strategies. These strategies leverage the 
missions and resources of many societal sectors with 
an explicit emphasis on addressing social determinants 
of health (APHA, n.d.; Kania and Kramer, 2011; Koh et 
al., 2011; RWJF, 2015). Thus, the concepts needed to 
move forward with an equity-oriented obesity preven-
tion strategy are in place. A proposed framework for an 
operational approach to such as strategy is shown in  
Figure 2.

The framework has four quadrants representing 
“process” categories that complement the settings-
oriented perspective in the APOP framework. These 

Figure 2 | Proposed equity-oriented obesity prevention action framework to assist in  
selecting or evaluating combinations of interventions that incorporate considerations  
related to social disadvantage and social determinants of health. 
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process variables emerge when one asks:  “What is it 
we are trying to accomplish in these settings?” Asking 
this question leads to a people-oriented perspective 
that supports a classification of interventions accord-
ing to how they affect people in communities or popu-
lation subgroups. Theoretically, the elements of this 
framework are applicable to any population or com-
munity. However, as shown here, they are designed 
to highlight pathways whereby inequities can be miti-
gated. Each of the four categories is explained below. 
The items within each category are not intended to be 
exhaustive or highly specific; rather, they are select-
ed as examples that illustrate potential intervention  
targets or approaches.

Increase Healthy Options

This category focuses on interventions that are core 
to many obesity prevention recommendations for 
environmental and policy change generally (e.g., as 
exemplified in the APOP recommendations (3)) and 
are particularly important from an equity perspective. 
Examples include improving locations and in-store 
marketing practices of supermarkets; implement-
ing standards for food provision in schools and child 
care settings, worksites, and public places; improving 
availability and quality of parks and recreational facili-
ties; and improving neighborhood walkability, transit  
systems, or other neighborhood conditions.

Reduce Deterrents to Healthy Behaviors 

The focus in this category is on improving the balance 
of health-promoting and health-damaging exposures 
by decreasing messages promoting unhealthy foods 
or behaviors, making unhealthy options less afford-
able, and otherwise reducing physical and social con-
ditions that discourage healthy behaviors. Measures 
to decrease targeted marketing of unhealthy foods 
and beverages to children would have a dispropor-
tionate benefit for children in ethnic minority popula-
tions, who are exposed disproportionately to target-
ed marketing for such products. Taxing or reducing 
access to sugary beverages would fit within this cat-
egory as would policies and programs that remove 
blight, decrease crime, or prohibit unfair (whether 
intended or inadvertent) exclusions of people from 
pathways to health because of their demographic 
characteristics. 

Improve Social and Economic Resources

This category goes beyond what is typically includ-
ed in frameworks for promoting healthy eating and 
physical activity but is core to efforts to address in-
equities. It calls for specific attention to solutions 
that, although not directly focused on health, have 
well-documented effects on health, such as mitigat-
ing poverty and improving employment options, as 
well as improving social and housing conditions. Anti-
hunger programs such as the Supplemental Nutrition 
Assistance Program (SNAP), the Special Supplemen-
tal Nutrition Program for Women, Infants, and Chil-
dren (WIC), or child nutrition programs (including the 
Child and Adult Care Food Program) fit here because 
they increase food purchasing power or provide eco-
nomic relief through direct food provision. Legal ser-
vices could be relevant in several ways for removing 
discriminatory policies and advocating for policies 
or provisions to improve equity within policies. Ex-
amples include changing land use or zoning policies, 
enforcing equal opportunity and housing policies, or 
assisting with interactions with the criminal justice 
system. 

Build Community Capacity

This category is of particular importance for an eq-
uity focus because it emphasizes the importance of 
community engagement, meaning directly involving 
community members in a process of reflecting on, 
selecting or designing, implementing, and evaluating 
outcomes of interventions with a health or resources 
focus. Community engagement employs processes 
that support the individual and collective ability of 
people in a given intervention setting to act effective-
ly on their own behalf within their living and working 
environments, and in ways they perceive as consis-
tent with their interests, identities, and aspirations 
(Bandura, 2006; IOM, 2012). Collective efficacy (com-
munity members’ confidence in the ability to succeed 
in taking actions to improve their circumstances) can 
also be addressed in interventions (Kumanyika et al., 
2012). Strategic partnerships may involve different 
types of organizations within a community: across 
public sectors such as housing, education, trans-
portation, and economic development; among civic 
and health organizations; and throughout academic 
and private sectors as well. As noted above, such  
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partnerships are now considered fundamental to 
community health improvement in general. Entrepre-
neurship is included to suggest a role for approaches 
that build capacity, such as business development in 
low-resource communities, in addition to approaches 
that depend on public funding or philanthropy for 
revenue streams. As previously shown in Figure 2, 
increasing capacity also includes the concept of in-
creasing awareness of and receptivity to improved 
options for healthy eating and physical activity and 
other aspects of health and well-being (mobilizing de-
mand) through increased health knowledge, food and 
nutrition literacy, exposure to campaigns that market 
healthy foods and active living options, and direct ex-
periences with healthy products and activities. 

The Potential for Synergy 

The scales of justice in the center of the figure signify 
the theoretical likelihood that an impact on equity in 
the ability to prevent obesity is most likely when com-
plementary interventions from all four categories are 
undertaken in concert in a way that can be synergistic, 
or mutually reinforcing. This four-pronged approach 
is consistent with the general principle that coordi-
nated multifactorial solutions are needed to address 
complex public health problems such as obesity. It 
also underscores the need for intervention packages 
that incorporate direct actions on social determinants 
of health in order to generate effective, sustainable, 
and equitable solutions. 

Achieving Equity of Impact

The application of this Equity-oriented Obesity Preven-
tion Action Framework can be informed by an emerg-
ing body of evidence that identifies key aspects of ap-
proaches likely to foster equitable obesity prevention 
solutions (Backholer et al., 2014; Beauchamp et al., 
2014; Boelsen-Robinson et al., 2015; CDC, 2014; Taylor 
et al., 2015). One aspect is intentionality, meaning the 
deliberate selection or design of health interventions 
with an awareness of what resources and capacity are 
required for them to be effective in a given popula-
tion group and taking steps to ensure that these re-
sources are provided. This is a type of proportionate 
universalism that is broader than only attending to the 
aspects of the intervention that are directly health re-
lated or controlled by the health sector. This approach  

ultimately requires creating multidisciplinary teams 
and reaching across sectors to generate whole commu-
nity approaches that are built on a solid foundation of  
community engagement. 

Although this equity-oriented framework has yet to 
be applied in practice, one can envision various ap-
proaches to its use with a specific demographic group 
or within a geographic area or virtual community of in-
terest to decide how to proceed. 

A key step is convening relevant experts and stake-
holder groups with knowledge of approaches in each 
category in the framework (type of solution), engage 
them to think through a coordinated strategy and iden-
tify metrics for assessing success. This approach would 
facilitate an  environmental scan for potential policy 
instruments or programmatic tools that are available 
in each of the four categories, and particularly those 
in the resources, capacity, and deterrents categories 
that usually are considered “out of sector” from the 
perspective of public health or health care profes-
sionals. Such assessments would ideally be done with 
a specific health goal in mind even when the health 
goals are identified secondary to other critical commu-
nity priorities for change. Assessments should also be 
done with an eye to identifying existing community as-
sets, not just problems or deficits, and potential ways 
to build on and leverage these assets. In the process, 
each set of stakeholders would learn more about the 
different action strategies and about each other, and 
collectively identify relevant precedents, outcomes, 
and tools. Once potential interventions or approaches 
have been identified, the selection process would aim 
for synergy among a set of strategies selected from the 
different categories, some with longer-term goals and 
some with more immediate payoffs expected. Criteria 
for selection in addition to the potential relevance and 
impact of separate interventions on obesity preven-
tion would include the potential for effects of different 
types of policies or programs to be mutually enhanc-
ing.   

Another way to approach using the framework 
would be to start with proposals for specific obesity 
prevention strategies that have public support and po-
litical traction and analyze them to identify and con-
sider what other interventions or resources or capac-
ity would potentially improve their effectiveness. The 
subsequent process might proceed similarly to the  
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aforementioned approach of reaching out to other 
sectors, forming or joining a coalition, and moving for-
ward with an action plan geared to complementarity 
and cobenefits among the participating partners. 

Case Example

Philadelphia, Pennsylvania, is an urban area with a 
population of about 1.5 million people, of whom about 
sixty percent are black or Hispanic, and where the per-
cent of people living in poverty (26 percent) or deep 
poverty—less than half of the poverty line—(12 per-
cent) are highest among the 10 most populous U.S. 
cities (U.S. Census Bureau, 2016; Lubrano, 2014). The 
Philadelphia experience with childhood obesity pre-
vention is an example of how interventions involving 
multiple categories in the equity-oriented framework 
can be effectively combined and coordinated. Progress 
in reducing rates of child obesity in Philadelphia in-
cludes improvements in high-risk demographic groups 
(Robbins et al., 2012, 2015). A case study analysis of the 
factors contributing to this success documented nu-
merous and varied multilevel approaches for increas-
ing healthy eating and physical activity options, imple-
mented over several years and involving various actors 
across multiple sectors (Dawkins-Lyn and Greenberg, 
2015). The most recent, widely publicized success was 
the passage of a sweetened-beverage tax (a deterrent 
to consumption of these products) for which planned 
uses of revenues included funding for universal pre-
kindergarten. This has major implications for achieving 
educational equity (Nadolny, 2016; Sanger-Katz, 2016). 

The political leverage achieved by linking the tax 
to a resource-related rationale rather than a primar-
ily health rationale was contrasted with the prior, un-
successful attempt to pass such a tax when framed 
in public health terms. However, both the prior effort 
and the ultimately successful more recent effort to 
pass the tax were useful in raising community aware-
ness and building capacity, and were probably aided 
by a prior communications campaign to “de-market” 
consumption of sweetened beverages (Dawkins-Lyn 
and Greenberg, 2015). Going forward, adding or inten-
sifying other complementary strategies might further 
enhance the equity impact of the tax and build com-
munity capacity for retaining the tax in the face of the 
inevitable opposition from commercial interests. Such 
complementary strategies include zoning measures 

to decrease outdoor advertising for sugar-sweetened 
beverages given that such ads are more common in 
lower-income neighborhoods (reducing deterrents) 
(Isgor et al., 2016; Yancey et al., 2009), restrictions 
on serving sugar-sweetened beverages in preschool 
programs, emphasizing programs in high-risk com-
munities where this might not happen spontaneously 
(reducing deterrents), farm-to-school programs that 
reach children in public schools (increasing healthy 
options), and infrastructure approaches for increasing 
availability of acceptable potable water sources in pub-
lic schools (increasing healthy options). 

Healthy food financing initiatives (HFFIs) were a ma-
jor aspect of the Philadelphia experience and have 
since been adopted nationwide as ways to improve 
healthy eating in communities without supermarket 
access or other good sources of healthy foods at af-
fordable prices. HFFIs provide a more general example 
of the potential for combining interventions from dif-
ferent categories of the framework. These initiatives 
are inherently multisectoral in that they draw upon 
various types of fiscal and other policies in the realm 
of tax credits and community development to increase 
equity through food retailing (Chrisinger, 2016). They 
create venues for positive messaging and experiences 
through healthy in-store retailing or promotional prac-
tices, including taste-testing and food demonstrations 
(capacity). HFFI’s can also involve healthy food subsidy 
programs offered under the auspices of SNAP, WIC or 
other nutrition and food assistance programs, such as 
coupons or rebates associated with the purchase of 
fresh fruits and vegetables. 

Job creation is one of the most clearly documented 
community benefits of HFFIs (Chrisinger, 2016). How-
ever, reports that these initiatives may not result in im-
proved eating patterns or weight create doubt about 
their effectiveness on these important public health 
outcomes (Cummins et al., 2014). This suggests a need 
to consider the assumptions and mechanisms underly-
ing the presumed health effects of these interventions. 
For example, consumer capacity-building initiatives, 
including well-focused in-store retailing initiatives and 
food and nutrition literacy, may be essential for suc-
cess. Placing other types of services, such as bank-
ing and health care, at the same location (resources) 
may serve as incentives for people to do their regular  
shopping at these stores. 
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As suggested by the Philadelphia case study overall 
and the example of how HFFI’s implemented in under-
served communities might be improved, the equity-
oriented framework could also be used retrospectively 
for program evaluation. Elements of existing initiatives 
could be assessed for sensitivity to the applicable in-
tervention contexts, complementarity in terms of the 
four areas of the equity-oriented framework; and po-
tential missing elements that, if added, might improve 
equity impact. For example, the framework could help 
with identifying prerequisites for a program to work, 
such as whether a social marketing program related 
to healthy eating is only effective in combination with 
initiatives to increase access to affordable and popular 
healthy foods in the same community. Alternatively, 
looking across categories in the framework could lead 
to recognition of how the outcomes of a program in 
one category could affect a need in another category. 
Ideally this would be a positive effect (e.g., opening a 
new supermarket creates jobs, or greening or murals 
to improve scenery may reduce street crime). How-
ever, the potential to uncover unintended negative 
consequences must also be considered. For example, 
a health impact assessment (Cole and Fielding, 2007) 
of a proposed community development project that 
seems otherwise favorable might reveal aspects that 
need to be modified in order to avoid negative health 
consequences for some neighborhoods.

Concluding Comments 

This equity-oriented obesity prevention action frame-
work, which builds on the APOP framework, was de-
veloped to aid in solving obesity as a major commu-
nity health problem for the populations, subgroups, 
and communities that face the greatest challenges in 
achieving and maintaining healthy weight. What it adds 
is a people-oriented lens where impact depends on 
mounting and integrating efforts related to improving 
health options, economic and other resources, build-
ing community capacity, and decreasing deterrents to 
healthy behaviors in circumstances of systematic so-
cial disadvantage. 

Inequities in social structures and processes are 
the main drivers of population-level disparities in 
obesity prevalence, and addressing these drivers is  
critical for equity in achieving healthy weight. Use of the 
framework proposed here would also be expected to 

advance overall health equity and well-being over and 
above effects on weight, because the resultant types 
of solutions would be expected to have concurrent 
benefits that extend outside of the specific domains 
of food and physical activity. This framework can be 
used in conjunction with other such frameworks, in-
cluding Health in All Policies (APHA, n.d.), Collective Im-
pact (Kania and Kramer, 2011), and the Robert Wood 
Johnson Foundation’s Culture of Health Action Model 
(2015). All of these population health improvement 
frameworks motivate and guide multisectoral, com-
prehensive, systems-oriented approaches to advanc-
ing community health.

In conclusion, by identifying and calling for integra-
tion across four complementary categories of solu-
tions, this framework supports strategy development 
that works toward additive or synergistic effects on 
obesity prevention. It is consistent with the principles, 
processes, and current evidence about the importance 
of whole community interventions with a deliberate fo-
cus on equity when designing and implementing strat-
egies for obesity prevention in the United States and 
abroad. 

Notes

1. The author is a member of the Roundtable on  
Obesity Solutions of the National Academies of Sci-
ences, Engineering, and Medicine.

2. http://www.nationalacademies.org/hmd/Re-
ports/2012/Accelerating-Progress-in-Obesity-Pre-
vention.aspx (accessed December 1, 2016).

3. http://www.nationalacademies.org/hmd/~/media/
Files/Report%20Files/2012/APOP/APOP_insert.pdf 
(accessed December 1, 2016).
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