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Abstract

Introduction

Because of the public’s growing awareness of the child-
hood obesity epidemic, health policies that address obe-
sogenic environments by encouraging healthy eating and
increased physical activity are gaining more attention.
However, there has been little systematic examination
of state policy efforts. This study identified and described
state-level childhood obesity prevention legislation intro-
duced and adopted from 2003 through 2005 and attempted
to identify regional geographic patterns of introduced
legislation.

Methods

A scan of legislation from all 50 states identified 717
bills and 134 resolutions that met study inclusion criteria.
Analyses examined patterns in the introduction and adop-
tion of legislation by time, topic area, and geography.

Results

Overall, 17% of bills and 53% of resolutions were adopt-
ed. The amount of legislation introduced and adopted
increased from 2003 through 2005. The topic areas with
the most introduced legislation were school nutrition stan-
dards and vending machines (n = 238); physical education
and physical activity (n = 191); and studies, councils, or
task forces (n = 110). Community-related topic areas of

walking and biking paths (37%), farmers’ markets (36%),
and statewide initiatives (30%) had the highest proportion
of bills adopted, followed by model school policies (29%)
and safe routes to school (28%). Some regional geographic
patterns in the introduction of legislation were observed.
There was no statistical association between state-level
adult obesity prevalence and introduction of legislation.

Conclusion

Public health and health policy practitioners can use this
information to improve advocacy efforts and strengthen
the political climate for establishing childhood obesity pre-
vention legislation within state governments. Expanded
surveillance (including standardized identification and
cataloging) of introduced and adopted legislation will
enhance the ability to assess progress and identify effec-
tive approaches. Future policy research should examine
determinants, implementation, and effectiveness of legis-
lation to prevent childhood obesity.

Introduction

In the United States, the prevalence of overweight and
obesity has been on a steady rise in all sex, age, race, and
education subgroups for the past several decades (1-3).
Between 1980 and 2000, the prevalence of childhood over-
weight (body mass index [BMI] >95th percentile) more
than doubled among 2- through 11-year olds and tripled
among 12- through 19-year olds (4). The problem of obesity
among youths is particularly concerning because of the
immediate and long-term risks to physical and psychoso-
cial health (5). The rapid rise in obesity prevalence among
both youths and adults is most likely attributable to fac-
tors in the physical, social, economic, and policy environ-
ments that influence diet and activity (6,7).

The Institute of Medicine (IOM) states that the goal
of obesity prevention among youths is to create through
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directed social change an environment—behavior syn-
ergy that promotes energy balance (8). Thus, policies that
address obesogenic environments by encouraging healthy
eating and increased physical activity are gaining atten-
tion (9-12). Health policies, in the form of laws, regula-
tions, organizational practices, and funding priorities,
have a substantial impact on the health and well-being
of the population and have been used in past and recent
history to address important public health issues (e.g.,
tobacco control, nutritional deficiencies, highway safety)
(8,10). Examples of regulatory and legislative actions
that focus on a population approach of obesity reduction
include requiring labeling of nutritional content of food
served in restaurants, imposing advertising restrictions,
mandating school nutrition and physical education pro-
grams, regulating competitive foods and vending machine
contracts in schools, enforcing mixed-use zoning, and
improving opportunities or incentives for nonmotorized
transportation (11,13).

In the United States, much of the authority for public
health policy lies at the state level — through the legis-
lative and regulatory actions taken by the state govern-
ment and the manner in which the state constitution
imparts authority to local governments (14). Successful
health policy depends on three criteria: 1) existence of a
sufficient evidence base, 2) development of effective coali-
tions, and 3) commitment of policy makers (10). Much
of the political activity surrounding obesity policy has
occurred within state legislatures rather than the federal
government. Within the past few years, many states have
introduced legislation (formal written codes such as bills
and resolutions) that focuses on obesity prevention in
youth, typically through increasing physical activity and
improving nutrition within the school and community
environments.

There has been little systematic examination of current
state-level policy efforts in obesity prevention. A recently
developed framework for policy research related to physi-
cal activity describes four types of studies: 1) identifica-
tion of relevant policies, 2) recognition of determinants of
establishing policy, 3) development and implementation
of policy, and 4) examination of policy outcomes (15). This
framework also specifies the setting of policy research
in terms of scale (e.g., state-level policy) and sector (e.g.,
school, community) (15). This study addresses the first
phase of the framework. The aim of this study was to
identify and describe introduced and adopted state-level

legislation relevant to the prevention of childhood obesity
in all 50 states from 2003 through 2005.

Methods

Terminology

This study of childhood obesity prevention legislation
includes both bills and resolutions. A bill is a proposed
new law or amendment to an existing law that is present-
ed to the legislature for consideration. To become law, bills
require approval by both chambers of the legislature and
by the governor. (Bills can be enacted with or without the
governor’s signature as long as they are not vetoed.) Bills
may appropriate money, prescribe fees or penalties, repeal
existing law, or take other action. A resolution is a formal
expression of the will, opinion, or direction of one or both
chambers of the legislature on a matter of public interest.
Simple resolutions require approval only by one chamber;
concurrent and joint resolutions require approval by both
chambers. In general, resolutions require no action by the
governor and do not have the force of law.

Different terminology is used to describe the final
approval of a bill or resolution in the legislative process.
For example, enact means to establish by law and refers
to the final approval of bills, whereas adopt means to
approve or endorse and is usually applied to amendments
and resolutions (but not bills). To simplify the terminology
used in this study, adoption was defined as a favorable
final action (i.e., approval in the last stage of the legisla-
tive process) for both resolutions and bills. Consistent with
the definitions provided above, adoption was defined dif-
ferently for simple resolutions (approved in the chamber
of origin), joint and concurrent resolutions (approved in
both chambers), and bills (approved in both chambers and
enacted into law).

Identification of relevant legislation

We used a legislative database created by Netscan’s
Health Policy Tracking Service (HPTS) (16) to identify
state legislation affecting nutrition, physical activity, and
obesity prevention introduced in all 50 states from 2003
through 2005. HPTS performed a legislative scan for 2003
and 2004 using the same search criteria that were previ-
ously developed for their 2005 report on state nutrition,
activity, and obesity legislation (17). HPTS performed
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separate searches on 24 topic areas (e.g., farmers’ markets,
nutrition standards and vending machines, BMI report-
ing, safe routes to school), so it was possible for a single bill
or resolution to be listed in more than one topic area.

The legislative scan identified 1149 bills and resolu-
tions (including simple, joint, and concurrent resolutions)
introduced from January 1, 2003, through December 31,
2005. We excluded bills that were merged with or substi-
tuted by a similar bill that was subsequently enacted (n =
35), resulting in 965 bills and 149 resolutions for further
consideration. We reduced the number of topic areas from
24 to 18 by combining similar categories and categories
with small numbers. The 18 topic areas were categorized
as relevant or irrelevant to childhood obesity prevention.
Four topic areas were excluded because of irrelevance: 1)
labeling of genetically modified food products, 2) insurance
coverage of gastric bypass surgery, 3) Medicaid coverage
of obesity-related treatments, and 4) restrictions on civil
liability lawsuits related to obesity and food consumption.

The 14 relevant topic areas were further categorized as
school-related or community-related. The 813 bills and
144 resolutions within these topic areas were examined
in more detail to ensure their applicability to childhood
obesity (yes or no) and direction of health impact (posi-
tive, negative, or unsure). The task of coding was divided
among four members of the research team. Eighty bills
were coded in duplicate to assess interrater agreement.
Agreement between raters was 89% for applicability (n =
80) and 94% for health impact (n = 63) (health impact was
coded only for applicable bills). We excluded from further
consideration bills and resolutions that were coded as
not applicable (e.g., specific to senior citizens, concerning
sex education in schools) or as having a negative health
impact (e.g., repealing of BMI reporting, allowing exemp-
tions for physical education). After removal of 78 bills and
10 resolutions that were not applicable and 18 bills with
a negative health impact, this study reviewed 717 bills
and 134 resolutions. Legislative history was reviewed to
determine whether each bill or resolution was adopted as
of December 31, 2005.

Determination of legislative patterns

A descriptive analysis was performed to examine pat-
terns in the introduction and adoption of legislation by
time, topic area, and geography. Patterns over time were
described by comparing data for 2003 and 2005. Because

of differences in the frequency and length of legislative
sessions, fewer bills and resolutions are introduced in even
years. (Six states have biennial sessions that meet only in
odd years; among states that meet annually, 25 have 2-
year sessions that begin in odd years [e.g., 2003—2004].)

The number introduced and adopted and percentage
adopted were calculated separately for bills and resolu-
tions for each of the 14 relevant topic areas and for each of
the 50 states. In addition to quantity, the number of topic
areas covered (possible range, 0-14) through introduced
and adopted legislation was assessed to measure the
breadth of approaches addressed within each state.

Next, we examined the geographical patterns of intro-
duced legislation and topic areas covered by introduced
legislation and compared them with obesity prevalence.
Three U.S. maps were created with each variable of inter-
est categorized into quartiles. Childhood obesity preva-
lence estimates were not available for all 50 states, so we
used adult obesity prevalence from the 2004 Behavioral
Risk Factor Surveillance System (18) as an indicator for
childhood obesity prevalence. The association between
adult obesity prevalence and childhood obesity legislation
(number of introduced bills and resolutions) was examined
dichotomously (low and high) using Pearson chi-square
testing and was examined by quartiles (1 to 4) and rank
order (1 to 50) using Spearman rank correlation. Analyses
were performed using SPSS version 14.0 (SPSS Inc,
Chicago, I1I).

Results

The 14 childhood obesity prevention topic areas are
described in Table 1. During the 3-year study period,
123 (17%) of the 717 introduced bills were adopted, and
71 (53%) of the 134 introduced resolutions were adopted.
From 2003 through 2005, there was an increase in the
annual number of bills introduced (199 to 339) and adopt-
ed (40 to 55); however, the proportion adopted decreased
from 20% to 16% (data not shown). Similarly, the annual
number of resolutions introduced from 2003 through 2005
increased (40 to 55) and the number adopted remained
steady (25 to 23), resulting in a decrease in the proportion
adopted from 62% to 42% (data not shown).

Thelikelihood of introduction and adoption varied by topic
area (Table 2). The topic areas with the greatest number
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of introduced bills and resolutions
were school nutrition standards and
vending machines (n = 238); physi-
cal education and physical activity
(n = 191); and studies, councils, or
task forces (n = 110). Community-
related topic areas of walking and
biking paths (37%), farmers’ mar-
kets (36%), and statewide initiatives
(30%) had the greatest proportion of
bills adopted, followed by model
school policies (29%) and safe routes
to school (28%). School nutrition
standards and vending machines
had the lowest proportion of bills
adopted (13%), possibly because of
the large number of bills and reso-
lutions introduced (i.e., average of
nearly five bills or resolutions intro-
duced per state during the 3-year
period). None of the bills related to
snack and soda taxes or restaurant
menu and product labeling were
adopted.

The number of bills and resolu-
tions introduced and adopted and
the number of topic areas covered
are provided by state (Table 3). The
number of bills introduced ranged
from 0 (Wyoming) to 51 (New York)
with a median of 11. The number
of bills adopted ranged from 0 (12
states) to 10 (California and Illinois)
with a median of 2, and the pro-
portion adopted ranged from 0%
to 75% (Colorado). The number of
resolutions introduced ranged from
0 (18 states) to 23 (Hawaii) with a
median of 1. The number of resolu-
tions adopted ranged from 0 (22

No. of Bills and Resolutions Introduced, 2003-2005

0-5 6-13 14-19 21-63

No. of Topic Areas Covered by Introduced Legislation, 2003-2005

0-4 5-7 B-9 10-13

Adult Obesity Prevalence, 2004

16.8%-21.1% 21.2%-23.1% 23.2%-24.7% 24.8%-29.5%

Figure. Number of bills and resolutions introduced and
number of topic areas covered by introduced legislation,
2003-2005, and prevalence of adult obesity, 2004,
United States.

states) to 12 (California) with a median of 1, and the pro-
portion adopted ranged from 0% to 100%. The number of

topic areas addressed through introduced legislation (bills

Discussion

and resolutions combined) was highest for Connecticut,

Illinois, Massachusetts, New York, and Texas (median
= 8). The states with the highest number of topic areas
adopted were California, Illinois, Louisiana, and New

York (median = 3).

No statistical association
between adult obesity prevalence
and introduced legislation was
observed. However, some general
geographic patterns were observed
(Figure). Slightly more than half of
states (n = 28) showed concordance
between obesity prevalence and
amount of introduced legislation
(when both variables were dichoto-
mized as either low or high). Of the
14 states with below-average obe-
sity prevalence and low legislative
activity, 7 were in the mountain
region (Arizona, Colorado, Idaho,
Montana, Nevada, Utah, and
Wyoming). Ten of the 14 states
with above-average obesity preva-
lence and high legislative activ-
ity were in the south central or
south Atlantic regions (Alabama,

Arkansas, Georgia, Maryland,
Mississippi, North Carolina,
Oklahoma, Tennessee, Texas,

and West Virginia). In contrast,
7 of the 12 nonconcordant states
with above-average obesity preva-
lence and low legislative activity
were in the midwest region (Iowa,
Indiana, Kansas, North Dakota,
Nebraska, South Dakota, and
Wisconsin), whereas the 10 states
with below-average obesity preva-
lence and high legislative activ-
ity were spread throughout the
Pacific west (California, Hawaii,
and Washington), mountain
(New Mexico), midwest (Illinois
and Minnesota), and northeast
(Connecticut, Massachusetts, New
York, and Rhode Island) regions.

This study is among the first to systematically identify,
describe, and assess patterns in legislation to prevent
childhood obesity. The findings of this study provide useful

information for public health and health policy practitioners
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and suggest directions for future policy research related to
obesity prevention. Study findings and recommendations
are summarized below according to phases of the policy
research framework proposed by Schmid et al (15).

Identification of relevant policies

We found that the number of bills and resolutions intro-
duced and adopted increased from 2003 through 2005.
Given this short time frame, there is a need for continued
monitoring of nutrition, physical activity, and obesity pre-
vention legislation to assess trends over time. Legislative
tracking services and surveillance systems will be useful
in all phases of policy research. As part of surveillance, it
is important to develop a standardized method for identi-
fying and cataloging legislation. This will likely prove to
be a difficult task given the wide range of topic areas that
fall under the umbrella of obesity prevention (e.g., urban
development, transportation, farmers’ markets, task forc-
es, school nutrition, advertising).

A few tracking resources are available to the public
for monitoring the introduction of obesity prevention
legislation, including the Centers for Disease Control
and Prevention’s (CDC’s) Nutrition and Physical Activity
Legislative Database (19) and the National Conference of
State Legislature’s (NCSL’s) Healthy Community Design
Legislation Database (20). However, we found low con-
cordance between the HPTS, CDC, and NCSL legislative
databases in terms of the number of bills introduced and
how they were categorized. A single, standardized data-
base of all introduced legislation will assist with future
research for identification of relevant policies and deter-
minants of policy adoption.

Determinants of establishing policy

We found that legislation within certain topic areas was
more likely to be adopted than others. Additional research
is needed to identify characteristics of bills that are
adopted. For example, it may be that legislation related
to statewide initiatives, studies, and task forces may be
easier to pass because of the limited amount of resources
necessary to implement such laws, and resource-intensive
and revenue-restricting bills may be more difficult to pass.
Understanding bill characteristics that are associated
with adoption may assist with the development of model
legislation and lead to more successful advocacy efforts.

Geographic comparisons also demonstrated wide varia-
tion among states in the amount of legislation intro-
duced and the proportion of legislation adopted. Although
regional geographic patterns were identified, no statisti-
cal link was found between legislative activity and adult
obesity prevalence. Future research should examine why
some states are more likely to introduce and adopt child-
hood obesity prevention legislation than other states. For
example, state-level political, economic, and sociocultural
factors may affect legislative priorities within state gov-
ernments. As a follow-up to this study, we plan to conduct
a quantitative, multilevel analysis to examine both bill-
level and state-level factors associated with bill adoption.
Another possibility is to conduct qualitative case studies of
states that are considered high or low adopters.

Development and implementation of policy

Certain topic areas (e.g., school nutrition, task forces)
were more commonly introduced than others and may rep-
resent early steps in the development of obesity preven-
tion policies. For example, vending machine restrictions
were first considered and adopted in California, setting an
example and providing momentum for other states to fol-
low. Additionally, bills and resolutions related to statewide
initiatives, studies, and task forces likely represent a first,
capacity-building step in a process leading toward more
comprehensive programs and policies. Future research
should investigate the process of policy development as it
relates to childhood obesity prevention. This may include
establishing a way to measure a state’s level of readiness
for developing and implementing childhood obesity preven-
tion legislation, as well as outlining stages of progress.

The extent to which evidence guides obesity prevention
policies is also important to evaluate. Researchers often
assume that evidence guides policy development. However,
policymakers are influenced by multiple domains (e.g.,
social, media-related, economic). Assessing the extent to
which current policy initiatives are guided in development
by multiple forms of data and the role evidence plays in
that process are critical in understanding effective evalua-
tion of policy impact (21).

Examination of policy outcomes
Surveillance of enacted legislation will promote research

on policy quality, implementation, and effectiveness at
achieving desired health outcomes. For example, the
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National Cancer Institute’s State Cancer Legislative
Database program maintains a public-use, searchable
database of adopted legislation related to several types
of cancer (e.g., breast, cervical, prostate, skin) as well as
access to care, genetics, surveillance, and tobacco control
(22). This database has been used in several analytic stud-
ies to evaluate the scope and quality of enacted policies
and their impact on health behaviors and outcomes, such
as youth access to tobacco and clean indoor air laws (23-
26). As policies related to obesity prevention continue to be
introduced and adopted, a database of enacted legislation
should be developed to assist with future studies examin-
ing the impact of policy on outcomes related to energy
balance.

Limitations

The findings of this study are subject to at least four
limitations. First, the limited time period of the study
prohibited the examination of trends over time. Extension
of the time period was not possible, and childhood obesity-
related legislation introduced before 2003 was limited.
Second, this study may slightly underestimate the propor-
tion of bills adopted, because legislation introduced in 2005
may have been carried over and adopted in 2006 in the 25
states that have 2-year legislative sessions (2005—2006).
Third, the quality of data in the HPTS legislative database
depends upon information available from state Web sites.
Therefore, some information about current bill status
(adopted or not) may have been incomplete or out-of-date.
Finally, the identification and categorization of bills with-
in topic areas were based on HPTS search criteria, which
likely differ from that of other agencies (e.g., CDC, NCSL).
Unfortunately, none of the available legislative databases
have been formally validated or compared with one other.
As a result, the quality of the HPTS legislative database
is unknown, both in terms of completeness (i.e., amount of
legislation introduced) and accuracy (i.e., classification of
legislation into topic areas).

Implications for practice

This study is an initial attempt to develop policy-rel-
evant data on childhood obesity. This information can
be powerful in assessing progress, identifying effective
approaches, and supporting advocacy efforts to address
the problem. As such, there are several implications for
public health practitioners:

+ State and federal health officials should consider policy
surveillance as an evaluation component of state plans
to prevent obesity (27). Many states funded through
CDC’s Nutrition and Physical Activity Program have
reported environmental changes through policy and leg-
islation (28). To assess progress, states should consider
monitoring policy development and implementation and,
more importantly, effectiveness at achieving desired out-
comes.

* Health policy and public health practitioners may be
able to use this study as a starting point to identify more
comprehensive policy approaches, as recommended by
the IOM’s childhood obesity report (8). A closer examina-
tion of states with a successful track record may lead to
model policies and legislative approaches.

+ Advocacy groups and interested legislators can use the
information provided in this study to inform and moti-
vate key stakeholders within the state government. For
example, a simple description of a state’s performance
on obesity policy compared with other states (especially
neighboring states) may improve political will and cli-
mate.

Conclusion

The process of policy development involves three key
criteria: 1) sufficient evidence base, 2) development of
effective coalitions, and 3) commitment of policy makers
(10). Although the knowledge base for successful programs
and policies is limited (8) and movement toward social con-
sensus and public action is just beginning (29), our study
shows considerable adoption of legislation targeting child-
hood obesity. This suggests a growing desire and dedica-
tion among state legislators. Expanded policy surveillance
(including standardized identification and cataloging) of
introduced and adopted legislation will enhance our abil-
ity to track progress and identify effective approaches.
Future policy research should examine the determinants,
implementation, and effectiveness of legislation to prevent
childhood obesity.

Acknowledgments

The authors are grateful for the contributions of
Hannalori Bates, Chris Fleming, and Doug Luke from
Saint Louis University School of Public Health; Lee Dixon
and Carla Plaza from Health Policy Tracking Service; and
Tracy Orleans from the Robert Wood Johnson Foundation.

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,
the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only
and does not imply endorsement by any of the groups named above.

6 Centers for Disease Control and Prevention ¢ www.cdc.gov/pcd/issues/2007/jul/06_0082.htm



PREVENTING CHRONIC DISEASE, VOLUME 4: NO. 3

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY JULY 2007

Funding for this project was provided by the Robert Wood
Johnson Foundation (grant #053630).

Author Information

Corresponding Author: Ross C. Brownson, PhD, Saint
Louis University School of Public Health, 3545 Lafayette
Ave, Salus Center Suite 475, St. Louis, MO 63104.
Telephone: 314-977-8110. E-mail: Brownson@slu.edu.

Author Affiliations: Tegan K. Boehmer, Debra Haire-
Joshu, Mariah L. Dreisinger, Saint Louis University
School of Public Health, St. Louis, Mo. Tegan K. Boehmer
is now affiliated with the Epidemic Intelligence Service
at the Centers for Disease Control and Prevention in
Atlanta, Ga.

References

1. Flegal KM, Carroll MD, Kuczmarski RdJ, Johnson CL.
Overweight and obesity in the United States: preva-
lence and trends, 1960-1994. Int J Obes Relat Metab
Disord 1998;22(1):39-417.

2. Flegal KM, Carroll MD, Ogden CL, Johnson CL.
Prevalence and trends in obesity among US adults,
1999-2000. JAMA 2002;288(14):1723-7.

3. Mokdad AH, Serdula MK, Dietz WH, Bowman BA,
Marks JS, Koplan JP. The spread of the obesity
epidemic in the United States, 1991-1998. JAMA
1999;282(16):1519-22.

4. Ogden CL, Flegal KM, Carroll MD, Johnson CL.
Prevalence and trendsin overweight among US children
and adolescents, 1999-2000. JAMA 2002;288(14):1728-
32.

5. Dietz WH. Health consequences of obesity in youth:
childhood predictors of adult disease. Pediatrics
1998;101(3 Pt 2):518-25.

6. Hill JO, Peters JC. Environmental contributions to
the obesity epidemic. Science 1998;280(5368):1371-4.

7. Swinburn B, Egger G, Raza F. Dissecting obesogenic
environments: the development and application of a
framework for identifying and prioritizing environ-
mental interventions for obesity. Prev Med 1999;29(6
Pt 1):563-70.

8. Institute of Medicine. Preventing childhood obesity:
health in the balance. Washington (DC): National
Academies Press; 2005.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Brownson RC, Boehmer TK, Luke DA. Declining rates
of physical activity in the United States: what are the
contributors? Annu Rev Public Health 2005;26:421-43.
Dietz WH, Bland MG, Gortmaker SL, Molloy M,
Schmid TL. Policy tools for the childhood obesity epi-
demic. J Law Med Ethics 2002;30(3 Suppl):83-7.
Hayne CL, Moran PA, Ford MM. Regulating envi-
ronments to reduce obesity. J Public Health Policy
2004;25(3-4):391-407.

Lobstein T, Baur LA. Policies to prevent childhood
obesity in the Kuropean Union. Eur J Public Health
2005;15(6):576-9.

Weiss RI, Smith JA. Legislative approaches to the
obesity epidemic. J Public Health Policy 2004;25(3-
4):379-90.

Turnock BdJ. Public health: what it is and how it
works. 2nd ed. Gaithersburg (MD): Aspen Publishers;
2001.

Schmid TL, Pratt M, Witmer L. A framework for
physical activity policy research. J Phys Act Health
2006;3:520-S9.

About HPTS [Internet]. Eagan (MN): NetScan
Thompson/West;[cited 2006 Jun 26]. Available from:
http://www.netscan.com/Outside/HPTSServices.asp
Health Policy Tracking Service. State actions to pro-
mote nutrition, increase physical activity, and prevent
obesity: a legislative overview. Eagan (MN): NetScan
Thompson/West;[cited 2006 Jun 26]. Available from:
http://www.rwjf.org/files/research/RWJFDecReport.
pdf

2004 Behavioral Risk Factor Surveillance System sur-
vey data. Atlanta (GA): Centers for Disease Control
and Prevention;[cited 2006 Jun 26]. Available from:
http://www.cdc.gov/brfss/technical_infodata/surveyda-
ta/2004.htm

Nutrition and Physical Activity Legislative Database.
Atlanta (GA): Centers for Disease Control and
Prevention;[cited 2006 Jun 26]. Available from: http:/
apps.nced.cde.gov/ DNPALeg/

Healthy Community Design Legislation Database.
Washington (DC): National Conference of State
Legislatures;[cited 2006 Jun 26]. Available from:
http://www.ncsl.org/programs/environ/healthyCom-
munity/healthycommunity_bills.cfm

Black N. Evidence based policy: proceed with care.
BMJ 2001;323(7307):275-9.

State Cancer Legislative Database. Bethesda (MD):
National Cancer Institute;[cited 2006 Jun 26].
Available from: www.scld-nci.net

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,
the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. Use of trade names is for identification only
and does not imply endorsement by any of the groups named above.

www.cdc.gov/pcd/issues/2007/jul/06_0082.htm « Centers for Disease Control and Prevention 7



PREVENTING CHRONIC DISEASE,

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY

VOLUME 4: NO. 3
JULY 2007

23.

24.

25.

26.

Alciati MH, Frosh M, Green SB, Brownson RC, Fisher
PH, Hobart R, et al. State laws on youth access to
tobacco in the United States: measuring their exten-
siveness with a new rating system. Tob Control
1998;7(4):345-52.

Luke DA, Stamatakis KA, Brownson RC. State youth-
access tobacco control policies and youth smoking
behavior in the United States. Am J Prev Med
2000;19(3):180-7.

Chriqui JF, Frosh M, Brownson RC, Shelton DM,
Sciandra RC, Hobart R, et al. Application of a rat-
ing system to state clean indoor air laws (USA). Tob
Control 2002;11(1):26-34.

McMullen KM, Brownson RC, Luke D, Chriqui J.
Strength of clean indoor air laws and smoking related

Tables

Table 1. Description of Health Policy Tracking Service (HPTS) Legislative Topic Areas on Childhood Obesity Prevention

217.

28.

29.

outcomes in the USA. Tob Control 2005;14(1):43-8.
Dunét DO, Butterfoss FD, Hamre R, Kuester S. Using
the State Plan Index to evaluate the quality of state
plans to prevent obesity and other chronic diseases.
Prev Chronic Dis [serial online] 2005 Apr.

Yee SL, Williams-A, Roussel A, Hersey J, Hamre
R. The Nutrition and Physical Activity Program to
Prevent Obesity and Other Chronic Diseases: monitor-
ing progress in funded states. Prev Chronic Dis [serial
online] 2006 Jan.

Kersh R, Morone J. How the personal becomes politi-
cal: prohibitions, public health, and obesity. Studies in
American Political Development 2002;16(2):162-75.

Topic Area ‘

School-related

Nutrition standards and vending

Description

Provide students with nutritional food and beverage items. Restrict access to vending machines and competitive

machines

Physical education and physical
activity
Health education

Curriculum for health and physical
education classes

Local authority

Safe routes to school

Body mass index reporting

Model school policies

Community-related
Studies, councils, or task forces

Farmers’ markets

Statewide initiatives

foods. Regulate marketing of foods and beverages with minimal nutritional value. Report nutritional information
and vending machine revenue.

Ensure schools have a physical education (PE) program. Set time and frequency requirements for PE classes.
Restrict substitutions and waivers for PE. Promote physical activity in other classes.

Ensure schools include nutrition, physical activity, and obesity prevention in health education curriculum.
Govern changes to the state’s curriculum relating to health, nutrition, and physical education. Require set hours of
PE per week. Establish graduation requirements.

Provide local districts the ability to set policies and create committees focused on reducing the prevalence of obe-
sity among school children through regulation of nutrition and physical activity requirements.

Provide bicycle facilities (such as paths), sidewalks, crossing guards, and traffic-calming measures to enable chil-
dren to bicycle or walk safely to school.

Require or allow schools to measure, monitor, and report student’s body mass index in conjunction with interven-
tion strategies to help reduce childhood obesity.

Require state agencies or state education officials to develop model school policies relating to nutrition and physi-
cal education.

Establish a commission, committee, council, task force, or study to address obesity within schools or communities.
Support and make appropriations for farmers’ market initiatives. Promote the implementation of locally grown
nutritious foods in school systems.

Establish initiatives, often through the state’s department of health, to reduce the prevalence of obesity among
residents statewide.

(Continued on next page)
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Table 1. (continued) Description of Health Policy Tracking Service (HPTS) Legislative Topic Areas on Childhood Obesity
Prevention

Topic Area ‘ Description

Walking and biking paths Support (through appropriation and regulations) physical activity through the creation or maintenance of bicycle
trails, walking paths, and sidewalks. Promote bicycle and pedestrian safety.

Soda and snack tax Increase or establish a tax on snack and soft drink items. May use revenue to promote nutrition and health in
schools.

Restaurant menu and product Regulates the labeling of nutrition content on food items. Requires restaurants to post nutritional information on

labeling menus/boards.

Table 2. Introduced? and Adoptedb Legislation on Childhood Obesity Prevention, by Topic Area, United States, 2003-2005

‘ Bills (N = 717) ‘ Resolutions (N = 134)

Topic Area ‘ No. Introduced No. Adopted (%) ‘ No. Introduced No. Adopted (%)

School-related

Nutrition standards and vending machines 213 27 (13) 25 9 (36)
Physical education and physical activity 165 26 (16) 26 14 (54)
Health education 68 12 (18) 5 3 (60)
Curriculum for health and physical education classes 61 9 (15) 7 2 (29)
Local authority 58 12 (21) 4 1 (25)
Safe routes to school 43 12 (28) 4 3 (75)
Body mass index reporting 37 8 (22) 2 1 (50)
Model school policies 14 4 (29) 1 1 (100)

Community-related

Studies, councils, or task forces 68 11 (16) 42 15 (36)
Farmers’ markets 87 31 (36) 3 3 (100)
Statewide initiatives 37 11 (30) 35 28 (80)
Walking and biking paths 46 17 (37) 2 2 (100)
Soda and snack tax 49 0 (0) 0 (0) 0 (0)
Restaurant menu and product labeling 25 0 (0) 0 (0) 0 (0)
Total® 717 123 (17) 134 71 (53)

aBills and resolutions must have been introduced from January 1, 2003, through December 31, 2005, to be included in the study.
bAdoption of a bill or resolution must have taken place on or before December 31, 2005.
CNumbers and percentages do not add up to totals because some bills and resolutions were listed in more than one topic area.
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Table 3. Introduced? and AdoptedIO Legislation on Childhood Obesity Prevention, by State, United States, 2003-2005

Bills (N = 717) Topic Areas
No. Adopted
Alabama 11 2 (18) 6 4 (67) 5 4
Alaska 5 1 (20) 0 — 4 1
Arizona 5 2 (40) 0 — 4 2
Arkansas 14 5 (36) 1 1 (100) 9 6
California 38 10 (26) 13 12 (92) 11 8
Colorado 4 3 (75) 2 2 (100) 6 6
Connecticut 29 2(7) 0 — 13 4
Delaware 5 0 (0) 2 2 (100) 5 3
Florida 11 2 (18) 1 1 (100) 6 2
Georgia 9 5 (56) 10 4 (40) 8 5
Hawaii 33 1(3) 23 3(13) 11 3
Idaho 3 0 (0) 0 — 4 —
lllinois 49 10 (20) 14 6 (43) 12 8
Indiana 4 0 (0) 1 0 (0) 7 —
lowa 9 2 (22) 2 1 (50) 7 3
Kansas 5 1 (20) 1 1 (100) 2 2
Kentucky 12 1(8) 0 — 5 2
Louisiana 10 6 (60) 3 3 (100) 8 8
Maine 9 1(11) 2 1 (50) 9 5
Maryland 17 2 (12) 2 0 (0) 10 5
Massachusetts 42 4 (10) 0 — 12 3
Michigan 16 2 (12) 0 — 7 2
Minnesota 21 0 (0) 0 — 8 —
Mississippi 19 2 (11) 0 — 7 5
Missouri 12 0 (0 3 0 (0 9 —
Montana 3 0 (0) 1 1 (100) 3 1
Nebraska 4 0 (0) 1 0 (0) 4 —
Nevada 2 1 (50) 3 3 (100) 8 7
New Hampshire 4 1 (25) 0 — 5 2
New Jersey 9 3(33) 1 1 (100) 10 3

aBills and resolutions must have been introduced from January 1, 2003, through December 31, 2005, to be included in the study.
bAdoption of a bill or resolution must have taken place on or before December 31, 2005.
CWashington, D.C., was not included in the analysis.
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Table 3. (continued) Introduced? and Adoptedb Legislation on Childhood Obesity Prevention, by State, United States, 2003-
2005

Bills (N = 717) Topic Areas
No. Adopted
New Mexico 46 8 (17) 10 5 (50) 11 7
New York 51 7 (14) 0 — 13 8
North Carolina 18 2 (11) 0 — 9 1
North Dakota 2 0 (0) 1 1 (100) 2 1
Ohio 14 2 (14) 0 — 7 1
Oklahoma 16 5 (31) 0 — 6 4
Oregon 12 1(8) 0 — 8 1
Pennsylvania 15 4 (27) 10 6 (60) 11 3
Rhode Island 18 2 (11) 1 1 (100) 9 3
South Carolina 6 2 (33) 0 — 9 6
South Dakota 1 0 (0) 1 1 (100) 2 1
Tennessee 23 4 (17) 3 2 (67) 9 7
Texas 24 5 (21) 2 2 (100) 12 7
Utah 2 0 (0) 1 1 (100) 3 1
Vermont 9 1(11) 1 1 (100) 8 4
Virginia 9 2 (22) 4 2 (50) 9 4
Washington 23 6 (26) 0 — 9 5
West Virginia 12 3 (25) 7 2 (29) 8 6
Wisconsin 2 0 (0) 1 1 (100) 2 1
Wyoming 0 — 0 — 0 —

aBills and resolutions must have been introduced from January 1, 2003, through December 31, 2005, to be included in the study.
bAdoption of a bill or resolution must have taken place on or before December 31, 2005.
Cwashington, D.C., was not included in the analysis.
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