Reducing Obesity: Motivating Action While
Not Blaming the Victim
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Context: The rise in obesity in the United States may slow or even reverse the
long-term trend of increasing life expectancy. Like many risk factors for disease,
obesity results from behavior and shows a social gradient. Especially among
women, obesity is more common among lower-income individuals, those with
less education, and some ethnic/racial minorities.
Methods: This article examines the underlying assumptions and implications
for policy and the interventions of the two predominant models used to explain
the causes of obesity and also suggests a synthesis that avoids “blaming the
victim” while acknowledging the role of individuals’ health behaviors in weight
maintenance.
Findings: (1) The medical model focuses primarily on treatment, addressing
individuals’ personal behaviors as the cause of their obesity. An underlying
assumption is that as independent agents, individuals make informed choices.
Interventions are providing information and motivating individuals to modify
their behaviors. (2) The public health model concentrates more on prevention
and sees the roots of obesity in an obesogenic environment awash in influences
that lead individuals to engage in health-damaging behaviors. Interventions are
modifying environmental forces through social policies. (3) There is a tension
between empowering individuals to manage their weight through diet and exercise and blaming them for failure to do so. Patterns of obesity by race/ethnicity
and socioeconomic status highlight this tension. (4) Environments differ in
their health-promoting resources; for example, poorer communities have fewer
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supermarkets, more fast-food outlets, and fewer accessible and safe recreational
opportunities.
Conclusions: A social justice perspective facilitates a synthesis of both models.
This article proposes the concept of “behavioral justice” to convey the principle
that individuals are responsible for engaging in health-promoting behaviors but
should be held accountable only when they have adequate resources to do so. This
perspective maintains both individuals’ control and accountability for behaviors
and society’s responsibility to provide health-promoting environments.
Keywords: Obesity, behavior, explanatory model, justice.

O

ver the last half century, the U.S. population’s life
expectancy at birth steadily increased while the leading causes
of death shifted from infectious diseases arising from environmental causes such as unhygienic living conditions, to chronic diseases
resulting from “lifestyle” causes such as smoking, diet, exercise, and
sexual practices. Health behaviors are currently estimated to account for
about 40 percent of premature mortality (McGinnis, Williams-Russo,
and Knickman 2002). Among other things, the diminishing rates of
smoking have helped increase longevity, but the obesity epidemic may
slow or even reverse the trend toward longer life expectancy (Olshansky
2005). A recent NCHS data brief reported that in 2005/2006, 34.3
percent of U.S. adults were obese and that the entire BMI distribution
had shifted over the last twenty-five years toward a greater number of
the extremely obese (Ogden et al. 2007). Wang and Beydoun (2007)
reported that 16 percent of children and adolescents were overweight,
with another 34 percent at risk for overweight, and that 66 percent
of adults were overweight or obese. They estimated that by 2015, 75
percent of adults would be overweight and, of those, 41 percent would
be obese.
Although the estimates of the impact of overweight and obesity on
mortality differ (Manson et al. 2007), epidemiologic studies demonstrate that overweight leads to a moderate increase in mortality and that
obesity leads to a two- to threefold increase in mortality. Excess weight is
a major risk factor for type 2 diabetes, hypertension, coronary heart disease, stroke, heart failure, and several types of cancer (McTigue et al.
2006; Moghaddam, Woodward, and Huxley 2007; Mokdad et al.
2001; Must et al. 1999). Manson and colleagues (2007) concluded that
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quality-adjusted life expectancy at age eighteen was reduced by 7.2 years
for obese women and 4.4 years for obese men.
Like most risk factors, obesity is found more often in socially disadvantaged groups. Obesity is more common among lower-income individuals
and those with less education. In 200l, 27 percent of adults who had only
a high school education or less were obese, compared with 20.8 percent
of those who had at least some college. Similarly, 28.6 percent of those
who were poor were obese, compared with 20.7 percent of those with
incomes 400 percent or more over the poverty level (Rhoades, Altman,
and Cornelius 2004). Although men and women have comparable rates
of obesity, low socioeconomic status is more closely linked to obesity in
women than in men (Drewnowski and Specter 2004). U.S. women of
lower socioeconomic status (SES) are 50 percent more likely to be obese
than are higher-SES women (U.S. Dept. of Health and Human Services
2000). Not only is obesity more common among members of some
racial/ethnic groups, but differences among groups also are more pronounced among women than among men in a number of these groups.
For example, African American and Mexican American women are more
likely to be obese than are non-Hispanic white women (Chang and Lauderdale 2005; Ogden et al. 2007), but the men in these groups do not
differ from one another (Ogden et al. 2007).
The relationship between SES and weight in adulthood reflects the
impact of socioeconomic conditions on weight and vice versa. As we
will discuss in this article, social disadvantage encourages weight gain.
At the same time, the stigmatization of the obese may diminish their
occupational, educational, and social opportunities. Obese individuals
report experiencing discrimination based on their weight in the workplace, health care and educational institutions, and relationships with
family and friends (Andreyeva, Puhl, and Brownell 2008). Institutional
and interpersonal discrimination based on weight has been shown in
some cases to be more prevalent than discrimination related to gender
or race (Puhl, Andreyeva, and Brownell 2008). The bidirectional association between SES and weight may be especially strong for females,
and the greater prevalence of obesity among both low-SES adolescent
white girls and black adolescent girls at all SES levels bodes ill for their
socioeconomic success in adulthood (Wang and Beydoun 2007; Wang
and Zhang 2006).
The associations of obesity with age, ethnicity, gender, and socioeconomic status are complex and have changed over time (Wang and
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Beydoun 2007). Although obesity is generally more common among
lower-SES individuals, there is some evidence that in specific groups,
this association has changed. SES was consistently inversely related to
obesity for white women and unrelated for white men in NHANES
samples from l971 to 2002. Over this period, the income gradient for
obesity became shallower for black women and became positive for black
men. However, examining change within the same individuals, Lewis
and colleagues (2005) did not find differences between black and white
women aged forty-two to fifty-two in weight change over four years.
Both groups showed weight gain at all educational levels. BMI did not
differ by educational level among black women but showed an inverse
association for white women. Although white and black women with
a high school education or less were of similar weight, among women
with more education, black women had higher BMIs than did whites.
Over the last three decades, the disparity in obesity across SES has
narrowed (Zhang and Wang 2004). Although the reasons for this change
are not clear, one possibility is that low-SES individuals were the “first
responders” to adverse environmental forces conducive to weight gain.
As these forces, described later (e.g., marketing by the food industry,
ubiquitous low-cost energy-dense food, more hours spent at sedentary
work and commuting, and greater dependence on fast food), have grown
more dominant, it may have become more difficult for people at all SES
levels to resist them. Nonetheless, these forces still fall most heavily on
those of lower SES and among ethnic groups that, similarly, may be
more vulnerable to these factors.

Explanatory Models
Policies and interventions to reduce obesity are informed by our understanding of its causes. The two predominant models used to explain the
occurrence of obesity—and of health more generally—are the medical
model and the public health model. These models are based on different
assumptions, derive from different intellectual traditions, and have very
different implications for policy and intervention.
A major characteristic differentiating the models is that the medical model focuses on curing disease, whereas the public health model
concentrates on preventing disease (Satcher and Higginbothom 2008).
In addition, the medical model centers on the individual patient and
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his or her characteristics, whereas the public health model looks at a
population’s risk factors and the context in which they emerge. We next
describe each model and discuss, as the best intervention for obesity, an
integrated approach that incorporates both perspectives.

The Medical Model
At a recent meeting at our institution, which is a health sciences university, a group of administrators were asked for their explanations of the
obesity epidemic. Reflecting the prevailing culture, the two most common explanations were obese persons’ genetics and their poor choices of
diet. Both these explanations are based on the individual’s personal risk
factors—his or her genetic makeup and particular behavior. Accordingly,
the medical model’s solutions to obesity are derived from this view. To
date, we have no way of changing genetic vulnerability, and genetic
solutions are proving elusive, since only a few single genes linked to
obesity have been identified. Although complex combinations of genes
may contribute to obesity, “each of the obesity genes likely makes only a
small contribution to overweight” (Lyon and Hirschhorn 2005, p. 215S).
This leaves behavioral choices as the main target of intervention.
Long-term weight loss has proved difficult to achieve through the
usual approaches to diet and exercise (Garner and Wooley 1991; Wilding
2007). Currently, the most effective treatment for long-term weight loss
in severely obese individuals is bariatric surgery (Buchwald and Williams
2004). But surgery is expensive and carries risks. In addition, even with
surgery, patients must limit their caloric intake and be active in order to
maintain their initial weight loss. Thus, the primary clinical approach
to reducing overweight and obesity is to change the person’s eating and
activity patterns.
Limited Treatment. Despite the need to prevent and reverse obesity,
our current health care does not treat all those at risk. More than a
third of obese people report that they were never told by a health care
provider that they were “overweight,” with obese men less likely than
obese women to report their provider’s raising the issue (Ogden et al.
2007). In part, the reason for this omission is that little time in a
primary care visit is devoted to issues of prevention (Zyzanski et al.
1998). Consequently, although some patients may have forgotten what
their providers actually told them, these data suggest that many of
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those who are already obese are not receiving counseling or treatment.
Furthermore, the issue of weight management undoubtedly is raised
even less often among those who are overweight but not yet obese.
Many of the two-thirds of obese patients whose health care providers
have raised the issue will simply be told of their risk status. Although
some will be given additional information about diet and exercise, such
information may have only a limited impact. Even though efforts that
target specific behaviors appear to be more successful than more general approaches, educational interventions alone are relatively ineffective
(Jeffery and French 1999). In fact, most people do not get help controlling their weight from their health care providers but from reading diet books, interpersonal contacts, and weight management groups
(e.g., Weight Watchers). A recent scientific statement from the American Heart Association regarding our current approach to obesity notes
the “limited ability to deliver enough treatment to enough people”
(Kumanyika et al. 2008, p. 430) and argues for more broadly based
prevention strategies at the population level.
Focus on the Individual. Biomedicine dominates U.S. health care, and
its focus on the individual patient resonates with core American values
of individuality, autonomy, and responsibility. The medical model views
individuals as responsible agents, capable of acting in their own behalf.
The main purpose of interventions regarding overweight and obesity,
along with other behavioral risk factors, is providing information so that
people can make more informed behavioral choices. The medical model’s
characterization of individuals as active, responsible agents reflects our
historical emphasis on individual choice and autonomy and the individual maximization of outcomes in a free market. The idea of an active
agent is a central tenet of the dominant economic models, which assume
that people act rationally and make economic choices in their own best
interest. Rational choice also is at the heart of widely used theoretical
models of decision making and behavior in the behavioral sciences, such
as the theory of reasoned action, the theory of planned behavior (Ajzen
and Fishbein 1980; Fishbein and Ajzen 1975; Sheppard, Hartwick, and
Warshaw 1988) and the health belief model (Becker 1974; Janz and
Becker 1984).
A positive aspect of this focus on the patient’s choice is his or her potential empowerment. This underlying philosophy of free choice highlights
the need for individual action and encourages people to take action.
Even those patients choosing a surgical approach to reduce obesity, an
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apparently passive “cure,” are often required to lose a set number of
pounds before undergoing surgery. Doing so demonstrates the patient’s
capacity to regulate his or her weight, which will be necessary after
surgery to maintain the gains produced by the procedure. This combination of surgical intervention and proven capacity for behavioral change
may explain why bariatric surgery has the greatest relative success of
long-term weight loss.
Although some individuals are able to make and maintain change,
the medical model largely ignores the forces contributing to the development and maintenance of obesity. Patients walk out of the health care
provider’s office only to reenter the same environment that led to their
weight gain in the first place. The commercial and structural forces in
their environment still are powerful. These people thus may be caught in
“vicious cycles” of “accelerators” of the obesity epidemic (Swinburn and
Egger 2004, p. 736) resulting from the interaction of an increasingly
obese individual with an “obesogenic environment” that encourages
an overconsumption of food and discourages physical activity (French,
Story, and Jeffery 2001; Swinburn and Egger 2002). One such vicious
cycle results when heavier people perform fewer energy-demanding activities, thereby making them more susceptible to an energy imbalance.
Unless they are given new skills and resources to resist the obesogenic
environment, it will be difficult for them to act on their own to change
their behaviors. This environment, which the medical model ignores, is,
in contrast, the major focus of the public health model.

The Public Health Model
The public health model differs from the medical model not only in
its emphasis on prevention but also in its consideration of a wider
range of causative factors. A key step in addressing health problems
in a public health model is identifying and modifying disease vectors.
The first model for this approach was John Snow’s identification in
l849 of contaminated well water as the source of cholera infection and
his removal of the pump handle to prevent its further spread. Until
recent years, the identified disease vectors were toxins and pathogens
carried in water, air, and food, and biological and physical sciences and
epidemiology provided the scientific underpinning for identifying these
vectors. Now the growth of social epidemiology has extended this focus

56

N.E. Adler and J. Stewart

to factors in the social environment that influence disease risk (Berkman
and Kawachi 2000), thereby expanding the public health science base
to include the social and behavioral sciences.
Focus on the Environment. The public health perspective assigns responsibility for the obesity epidemic not primarily to individuals who
eat too much and move too little but to the “obesogenic environment.”
Social and economic conditions have been linked to the prevalence of
obesity and its recent increase through their impact on the expenditure
versus the intake of energy. Environmental influences have increasingly
made unhealthy choices the default, or easiest, choice, which has affected
both sides of the equation.
Among the factors that may affect the expenditure of energy are
technological advances, work patterns, and transportation. In a review
of economic changes that might explain the growing rates of obesity,
Finkelstein, Ruhm, and Kosa (2005) point to the impact of energysaving technologies and the decline in manual labor. In the United States,
these conditions are coupled with longer workweeks and commute times.
Americans now work longer days than Europeans do. For example, in the
1970s, the workweek was shorter in the United States than in France,
but now the American workweek is about 50 percent longer (Prescott
and Carey 2004). Longer workweeks and commute times leave less time
for leisure activities and lead to more meals not eaten at home.
The built environment also affects physical activity. Current urban design and transport systems favor automobile use over walking (Ewing,
Pendell, and Chen 2002) and also limit the opportunities for physical activity (Dannenberg et al. 2003; Frumkin 2003). For example, in
California those who spend more time in motor vehicles are more apt to
be obese (Frank, Andresen, and Schmid 2004; Lopez-Zetina, Lee, and
Friis 2006).
Neighborhood characteristics also affect the ease or difficulty of physical activity. Walkability is determined by the physical and built environment (e.g., sidewalks and greenery) as well as the social environment
(e.g., crime rates, norms regarding control of dogs and their waste).
People living in places that are safe or are perceived to be safe and that
offer convenient places to walk are more active (Giles-Corti and Donovan
2002; Powell, Martin, and Chowdhury 2003; Sallis et al. 2007). Likewise, residents of low-walkability neighborhoods have higher BMIs and
are more likely to be classified as overweight (Doyle et al. 2006; Saelens
et al. 2003).
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The public health model also looks at environmental conditions that
contribute to the obesity epidemic through their effects on food consumption. The pervasive and powerful marketing of energy-dense foods
has come under increasing scrutiny. This marketing includes advertising
and the design and presentation of the food itself. The supersizing of
cheap sources of energy-dense food and the proliferation of fast-food outlets pit healthy food choices against convenience and getting “the most
bang for your buck.” The food industry’s marketing of foods that exploit
evolutionarily programmed human preferences for sugar and fat affects
food preferences and their associated caloric intake. As Nestle (2003,
p. 781) observed, market forces “turn people with expendable income
into consumers of aggressively marketed foods that are high in energy
but low in nutritional value, and of cars, television sets, and computers
that promote sedentary behavior.” There is particular concern about the
marketing of food like sweetened cereals, beverages, and snack foods to
children (Koplan, Liverman, and Kraak 2005; Kumanyika and Grier
2006).
While public health approaches to obesity include health education
aimed at changing individual behavior, public health solutions are increasingly looking to the epidemic’s environmental drivers (Kahn et al.
2002; Kumanyika et al. 2008). These approaches include legislative
and regulatory means to remove obstacles to healthy eating and activity
habits and/or to create incentives to support them. Examples are nutrition standards for school lunch programs; bans on sugar-sweetened
beverages in schools’ vending machines; requirements for physical education in schools; requirements for developers of residential subdivisions
to include bicycle paths, sidewalks, and parks; and zoning regulations
for fast-food outlets.

Complementary Models
We need both the medical and the public health models, as each has
been criticized as incomplete and/or inefficient. Critics of the public
health model question the effectiveness of prevention, noting that few
preventive efforts have been cost effective, either because of the intervention’s lack of success or the inefficiency of intervening for the whole
population when only a subset will develop disease without preventive actions. Critics of the medical model point out that if cases are
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treated only when they develop, the need for services will never end.
Even if clinical interventions are successful for each person treated, new
people at risk will require treatment (Syme 2004). The comparative efficiency of the approaches depends on the relative cost and effectiveness
of the interventions and on the proportion of individuals who, in the absence of intervention, will develop disease and need treatment. Indeed,
Kumanyika and colleagues (2008) argue that the high prevalence of obesity results in lower per capita costs associated with population-based
approaches than with clinical approaches.
The medical and public health models have complementary strengths
and limitations associated with their underlying perspectives. By framing health-damaging behaviors in terms of choice, the medical model
resonates with American cultural and political beliefs stressing personal
responsibility and individual action. The concept of the person as an
active agent is appealing, and this framing of causality can give people
a greater sense of control over their own health. Among the weaknesses
of the medical model is its narrow focus on treating those who already
are obese rather than on prevention (Satcher and Higginbothom 2008).
People seem to have more difficulty losing weight once they are obese
than avoiding becoming obese in the first place. That is, they need to
eat fewer calories and expend more energy to lose weight than to maintain weight, and being overweight in itself makes losing weight more
difficult. A second weakness is the model’s failure to account for the
epidemic’s environmental drivers.
The public health model complements these limitations by focusing
on prevention and a wide range of environmental factors. Although addressing environmental features that affect diet and exercise is necessary,
doing so is not enough to eliminate obesity. Successful interventions at
the population level for other health problems have worked by making
the healthier behavior the “default” behavior. For example, providing
clean water has proved over time to be more effective and efficient than
requiring individuals to boil water before using it. More recently, in regard to preventing vehicular injuries, rather than convincing people to
make an active choice to fasten their seatbelts, sensors and alarms make
it unpleasant not to do so, and air bags provide passive protection. In
the case of weight management, however, the relevant behaviors cannot
be addressed without the individual’s active and ongoing involvement.
Avoiding excess calories and engaging in adequate physical activity are
not single or contained actions. Instead, through behaviors that involve
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many choices each day, people determine what and how much they eat
and how active they are.
Social and environmental interventions alone will not resolve the
obesity epidemic unless they are combined with interventions that help
people take advantage of environmental resources. Even in environments
that provide ample opportunities for choosing and eating lower-calorie,
nutritious foods and for engaging in physical activity, some persons will
not do so. Conversely, in environments hostile to such behaviors, some
people are nonetheless able to maintain a healthy weight. This variation
points to the need to understand individual differences, as this may reveal
vulnerabilities and strengths and allow us to tailor interventions to each
person’s characteristics. Specific types of interventions could be targeted
to those at greatest risk of becoming obese and/or maintaining their overweight. Just as “personalized medicine” holds the promise of more effective drug therapies by tailoring a regimen to a person’s particular genetic
profile (Katsanis, Javitt, and Hudson 2008; Lesko 2007), interventions
that take into account the circumstances and characteristics of those
in the affected populations should be more likely to succeed. This approach would combine “selective prevention” in which high-risk groups
are the focus of population-based efforts and “targeted prevention”
in which high-risk individuals are offered services (Kumanyika et al.
2008). In brief, when combined, the two models can develop interventions that address individual behavior change in environments that
encourage healthy behaviors.

Conflict between Choice and Stigma
Although complementary, the models’ views of choice and responsibility
conflict with each other (Schwartz and Brownell 2007). The principle of
free choice inherent in the medical model implies personal responsibility.
If individuals are capable of choosing to engage in a health-promoting or
health-damaging behavior, aren’t they responsible for the consequences?
If they are told the risks of being overweight and given information
about how to reduce their weight, isn’t the rest up to them? This
reasoning assumes that the deck is not stacked against healthier choices
for individuals.
Those operating from a public health perspective question the extent
to which choice is “free” if the incentives are heavily weighted toward

60

N.E. Adler and J. Stewart

some options and against others. In the case of food, both the hedonic cues
and the pricing and availability of unhealthy foods make it more difficult
for people to behave in healthier ways. More problematically, the medical
model assumes a level playing field for the populations making these
choices. As we discuss later, those with fewer socioeconomic resources
face far more obstacles to making healthy “choices” than do those who
are better off.
The contrasting critique of the public health approach is that it fails
to honor individual autonomy and undervalues personal responsibility.
Suggestions that the consumption of high-calorie, high-fat foods with
little nutritional value could be discouraged by the imposition of a
tax have been met with derision by some. It is belittled as a “fat tax”
undermining individuals’ rights to choose what they eat (Gostin 2007).
An ordinance recently passed by the Los Angeles City Council banning
the construction of new fast-food restaurants in a 32-square-mile area
inhabited by 500,000 low-income people was criticized as limiting food
choice and “depicting poor people, like children, as less capable of free
choice” (Saletan 2008).
Viewing behaviors as freely chosen, as opposed to environmentally
constrained, colors the interpretation of responsibility and fault. It is
reasonable to hold individuals accountable for behaviors (and their associated outcomes) that they can control. Social sanctions for negative
behaviors can be a powerful impetus to modify those behaviors and was
one of the reasons for the substantial drop in smoking rates. Smokers’
efforts to quit were increasingly encouraged and supported by restrictive environmental “levers,” including higher taxes to increase prices,
advertising bans, and smoking bans in public places. Support for these
policies reflected changes in social attitudes toward smoking and reinforced those changes. A turning point in public opinion was the surgeon
general’s report on smoking, which spelled out not only the personal cost
of tobacco use to smokers but also the danger to others from secondhand
smoke (U.S. Department of Health and Human Services 1986).
Although social norms and social disapproval of health-damaging behaviors can facilitate behavior change, they can also lead to the stigmatization of those who engage in those behaviors, as in the stigmatization of smokers. While disapproval of smoking has helped reduce its
prevalence, those who continue to smoke in the face of increasing social sanctions have become socially marginalized (Christakis and Fowler
2008).
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The obese already are a stigmatized group, and they may become even
more stigmatized unless the public understands and accepts that people
need adequate resources (e.g., affordable healthy food and the absence of
advertising of unhealthy choices) to engage in health-promoting behaviors. Otherwise, well-meaning efforts to help individuals reduce their
weight can devolve into blaming the obese for failing to achieve that
goal. Although obesity is not the equivalent of secondhand smoke, as
the costs to society associated with greater obesity mount, there may
be greater public disapproval of overweight. The question is whether
this will take the form of aversive social pressure on the obese to reduce
their weight and further stigmatization of those who remain obese, or
whether it will increase support for policies to modify our obesogenic
environment and thus make it easier for individuals to control their
weight.

Behavioral Justice: A Resolution?
Can we resolve the conflict between the medical model’s focus on the
individual and its associated risk of “blaming the victim” and the public
health model’s focus on the obesogenic environment and its associated
risk of ignoring individual choice? One way to resolve this conflict is
to view obesity from a social justice perspective. If we accept that it
is unjust to hold people accountable for things over which they have
little control, then they should be held responsible for engaging in
healthy behaviors only when they have full access to the conditions that
enable those behaviors. This places the primary responsibility on society
to provide equal opportunities for all people to be able to make the
healthier choices, and it reframes the discussion as one of justice rather
than blame.

Social Patterning of Environmental
Risk Factors
Assuming a justice perspective will help us understand both group differences in obesity and individual risk. As we pointed out, rates of obesity are higher among disadvantaged racial/ethnic and socioeconomic
groups. This disparity is unlikely to be due to differences in genetic
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vulnerabilities or “will power.” Rather, these groups are more likely to
be exposed to environmental forces that promote obesity and to encounter more obstacles to engaging in healthy behaviors. Low-income
and ethnic minority youth and adults are disproportionately exposed to
food-related marketing (Kumanyika and Grier 2006) through greater
exposure to television (Roberts, Foehr, and Rideout 1999). In addition,
the neighborhoods in which they live pose more challenges to engaging
in healthy behaviors, including fewer food choices and fewer opportunities for exercise.
In the United States, although not in some other countries, socioeconomic status is associated with the availability of supermarkets
(Cummins and Macintyre 2005). Low-income and minority neighborhoods in the United States have fewer chain supermarkets and produce
stores and more small grocery and meat and fish markets (Moore and
Diez Roux 2006; Morland et al. 2002; Powell 2007). The result is less
variety and poorer quality of healthy foods in poorer neighborhoods
and those with more residents of color (Sloane et al. 2003). Healthy
food is relatively more expensive than energy-dense food, especially in
disadvantaged neighborhoods (Troutt 1993).
Although much attention has been paid to the problems of fast food,
its association with disparities in obesity is less clear. The higher consumption of fast foods is associated with a decrease in nutrient intake
and diet quality and an increase in energy intake, weight gain, and
insulin resistance (Drewnowski and Specter 2004; Pereira et al. 2005;
Prentice and Jebb 2003). Even so, proximity to fast food has not yet
been empirically linked to diet and weight, and studies examining the
concentration of fast-food establishments in relation to a neighborhood’s
socioeconomic status and racial/ethnic composition have shown mixed
results (Block, Scribner, and DeSalvo 2004; Morland et al. 2002).
Energy expenditure is the other important element affecting weight,
and environmental features can either encourage or discourage physical
activity. Minority and lower-SES populations have less access to facilities and resources for physical exercise, particularly those not charging
a fee for use (Estabrooks, Lee, and Gyurcsik 2003; Popkin, Duffey, and
Gordon-Larsen 2005). After adjusting for potential confounders, Diez
Roux and colleagues (2007) found that people living in areas with the
highest density of recreational resources within one to five miles reported
engaging in more physical activity than did those in areas with the lowest density. These associations were slightly stronger among low-income
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and minority residents, indicating that such resources may be more relevant to disadvantaged groups. Even though exercise is possible without
specific recreational facilities (e.g., walking, jogging), drawbacks such
as traffic and safety may impede such activities. Neighborhood safety
appears to be most closely tied to physical inactivity for those with less
education, people older than sixty-five, and people of color (CDC 1999).

“Behavioral Justice”
A justice perspective does not absolve individuals of responsibility but
highlights the need to provide resources to enable free choice. A focus
on the just distribution of resources for healthy behaviors has its parallel in the environmental justice movement. This movement has raised
the public’s awareness of the unfairness of disadvantaged communities’
differential exposure to toxins and carcinogens in the soil, air, and water. The U.S. Environmental Protection Agency endorsed environmental
justice with the statement that “no group of people, including racial,
ethnic or socioeconomic groups should bear a disproportionate share
of the negative environmental consequences resulting from industrial,
municipal, and commercial operations or the execution of federal, state,
local, and tribal environmental programs, and policies” (U.S. EPA 1998,
pp. 7–8).
Disadvantaged groups are exposed not only to more pollution and
toxic substances but also to environments in which it is harder to engage
in health-promoting behaviors (Greenberg and Renne 2005; Taylor et al.
2007). “Behavioral justice” argues that no group should bear a disproportionate share of health problems resulting from inadequate resources
for engaging in healthy behaviors. If the environment is dominated by
energy-dense, low-cost food outlets, a lack of supermarkets, a scarcity
of affordable and appealing fresh fruits and vegetables, and unsafe and
uninviting community conditions that restrict activity, the odds will be
stacked against the inhabitants of those communities being healthy, just
as if their community were dominated by a toxic industrial site. The
ordinance in Los Angeles to suspend the construction of fast-food establishments in a low-income neighborhood is an example of “behavioral
justice,” and it could be extended to include an incentive program to
attract businesses (e.g., supermarkets, restaurants) that offer nutritious,
attractive, and affordable food to the low-income residents.
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Conclusion
As obesity has shifted from being strongly socially patterned to becoming a more pervasive epidemic, we have seen the power of the environment to overwhelm individual control. Even so, the environmental
constraints on healthy behavior still are greater among disadvantaged
populations. The inequality of opportunity for healthy behavior makes
obesity and other behaviorally mediated health problems a social justice issue. A behavioral justice perspective can maintain the principle
of individual control and responsibility but one that is conditioned on
adequate resources. Given that health behaviors are estimated to account
for approximately 40 percent of premature mortality, versus 5 percent
attributable to environmental exposures associated with air and water
pollution (McGinnis, Williams-Russo, and Knickman 2002), behavioral justice may be even more important to health than environmental
justice is.
A variety of policies and interventions can promote an environment
that is more conducive to better weight management. The behaviors
associated with weight gain are not easy to modify, however, and will
require attention to individuals, their motivations, and their specific
behaviors, which in turn will require a synthesis of both the medical
model and the public health model. Changing environments so that they
support people in making healthy diet and activity choices recognizes
that personal choice is only as good as the choices available.
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