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Disparities In Overweight and Obesity Rates

s with so many health problems in the United States
today, individuals who have been the most marginalized

by society and can least afford the consequences of poor health
are often the most likely to be overweight or obese. Currently
in the United States, with over 65% of the population affected,
it is the norm to be overweight or obese.1 Among some ethnic
groups, this proportion rises to three quarters, with approximately
76% of Black and Mexican-American adults overweight or
obese.2 Disparities exist among youth as well, with 37% of
Mexican-American and 35% of Black youth already overweight
or at risk, compared to 33.5% of Caucasians.2 Obesity rates are
also rising in the young American Indian population, with an
estimated obesity prevalence of 22% for boys and 18% for girls.3

Disparities In Lifestyle Behavior and the
Environment

Racial, ethnic, and income disparities are not limited to
body weight. Low income and minority groups are more likely
to be physically inactive, consume a less healthy diet, live in
neighborhoods with limited healthier food options or exercise
opportunities, and work in jobs that provide limited support
for healthier lifestyle behaviors.4,5 Minority adolescents engage in
consistently higher levels of sedentary activities, such as television
viewing and playing of video/computer games.6

Food Access and Availability
In contrast to more affluent communities, those with a greater

proportion of ethnic minority residents often have about 30%
fewer supermarkets and grocery stores that carry high quality,
fresh fruits and vegetables and affordable healthy foods such as
whole grains, low-fat dairy, and meats.7,8 Given limited access to
supermarkets, families living in these communities are more
likely to purchase food from local corner stores or bodegas

where the price of fruits and vegetables is generally higher and
the quality lower than in standard supermarkets.9 At the same
time, fast food restaurants tend to be highly accessible in low-
income and minority neighborhoods.5 Among African
Americans in North Carolina, higher fast food consumption has
been associated with obesity, higher saturated fat intake, lower
consumption of fruits and vegetables, and low self confidence in
healthy meal preparation.10

The Built Environment
Access to parks, gyms, and other opportunities for exercise has

been shown to correlate with higher levels of physical activity.11,12

Affordability as well as distance and transportation availability
are factors that effect access and may put lower income individuals
at a disadvantage in terms of opportunities to be active.13,14

Heavy traffic, inadequate street lighting, unleashed dogs, and
high crime rates are other factors in the built environment that
may decrease physical activity for both adults and children.15-18

Again, many of these factors are more likely to be a problem in
lower income neighborhoods.

Societal vs. Personal Responsibility and
Adverse Psychosocial Impact of Obesity

Despite the many environmental obstacles to good nutrition
and adequate physical activity, low income and minority individ-
uals living in these environments are often blamed for making
poor personal dietary choices and favoring sedentary behaviors.
In fact, the debate rages about whether the obesity epidemic will
be most effectively addressed through personal responsibility for
nutrition and physical activity behaviors or through community-
level change. While most would argue the answer lies in a 
combination of the two, there is increasing interest in environ-
mental and policy level change as an approach that has potential
to combat ethnic and income disparities related to access to
healthy food and opportunities for physical activity. While not
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sufficient to reverse the rates of obesity, the easy availability of
healthy, affordable food, and safe opportunities for exercise would
make it easier for individuals who face many life challenges to
make better choices regarding lifestyle behaviors.

Once overweight, children may be less likely to participate
in sports or recreational activities and frequently experience
problems with peer acceptance in school.19-21 With obesity, the
risk of experiencing psychosocial problems such as depression,
poor self-esteem, and poor quality of life are also present, espe-
cially in a society that stigmatizes obesity.22,23 These factors can
serve to further marginalize the poor and persons of color, there-
by helping to perpetuate the obesity cycle. Interventions to
address obesity in minority and low-income communities must
carefully avoid adding or exacerbating the stigma of obesity
given an already long list of negative
characterizations of these individuals
and their communities. Kumanyika
has stated this well, “Raising aware-
ness and concern about obesity may
render people in communities of
color less satisfied with themselves
and less able to cope with one more
thing for which we cannot yet offer a
good solution. This is a reason for
serious reflection as we go forward.”24

Cultural norms may serve to
both buffer the adverse psychologi-
cal impacts of obesity and perpetuate
the health-related problems. There appears to be greater aesthet-
ic tolerance among some minority groups for body types that
are heavier than what is portrayed by the popular media as
most fashionable.25 The positive side of this is that women, in
particular, are not held to an unrealistic and nearly unachievable
standard that can create lifelong internal conflict between the
pleasures and comfort of food and the desire to achieve a body
image deemed flattering. On the other hand, the relative
absence of such pressures may “give permission” to maintain a
weight that contributes to long-term chronic disease and poor
health outcomes.

There is substantial evidence of an association between poverty
and obesity.26-28 It is a source of confusion to many, however, that
someone of limited means could be overweight and simultane-
ously food insecure, or hungry.29 This apparent paradox may stem
from historical evidence that those who could afford adequate
food were generally the wealthy and the more “portly.” Harder to
grasp is the current situation with the relatively low cost of high
calorie, low nutrient dense food, such as foods containing high
fructose corn syrup sweeteners and many forms of hydrogenated
fats used in processed foods, compared to the high cost of whole
grains, fruits and vegetables, and lean meats.28 This leads to a form
of malnutrition where overall the diet is “calorie dense,” as
opposed to what is recommended by nutritionists as “nutrient
dense,” referring to a higher ratio of vitamins and minerals to
calories. A southern staple, collard greens, for example, are “nutri-
ent dense”, particularly when seasoned without fatback, as they are
packed with nutrients, but have few calories.  

The Southern Diet and Agricultural Tradition

The often-maligned southern diet may be more associated
with region and income than ethnicity. Though often referred
to as “soul food,” the traditions of fried chicken, corn bread,
pinto beans, and greens are often shared across lower income
whites, blacks, and even acculturated American Indians in
North Carolina and the southeastern United States. Latino
immigrants bring new healthier food options such as salsa,
while sharing or adopting some of the less favorable southern
dietary practices such as seasoning with meat fat and consumption
of fast food. While often high in animal fat, the traditional
southern diet has many health-promoting elements, including
garden vegetables, pinto and other dried peas and beans (an

excellent high fiber, lower fat protein source), and buttermilk (a
low-fat cultured milk product that remains after the butter has
been removed). Despite the tradition of large family meals and
tables overflowing with a wide variety of food, southerners, like
many others, are substituting convenience, take out, and fast
food for home cooked meals. As a result, families prepare and
eat fewer meals together. Some studies have shown that the
children of families who eat home-prepared meals together are
less likely to face problems with obesity and may experience
other benefits such as enhanced school performance.30,31

Rather than always finding fault with the traditional diet,
southerners would be better served by slight refinements (e.g.,
seasoning collards and pinto beans with onions and garlic,
instead of fat back) rather than abandoning it for processed and
packaged foods consumed away from home and on the run.

Considering the calorie expenditure side of the obesity equa-
tion, North Carolina has traditionally been an agricultural state.
In addition to the potential benefit of providing homegrown
produce, an agricultural lifestyle involves hard physical labor.
With the advent of more mechanized farming and agribusiness,
and with fewer individuals tending their own crops or livestock,
agricultural jobs can no longer be seen as a significant source of
physical activity for North Carolinians. In fact, many rural
North Carolinians spend significant time commuting to more
urban areas for work but continue to live in communities with
very limited access to opportunities for physical activity. Even
walking for exercise is difficult with few parks and no sidewalks
along high speed rural roads.
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“...the debate rages about whether 
the obesity epidemic will be most

effectively addressed through 
personal responsibility for nutrition
and physical activity behaviors or
through community-level change.”
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Overcoming Disparities with Community-
based Approaches

Not only are low-income and minority individuals more
likely to suffer from the causes and consequences of obesity,
interventions and policies designed to curb the obesity epidemic
may differentially benefit those who suffer least from the problem.
Individual-level interventions often require payment for health
counseling, purchase of specialty foods, and access to exercise
equipment or facilities. Blue collar worksites are less likely to
have flexible scheduling or exercise equipment to facilitate
increased physical activity while on the job. Similarly, vending
machines and snack bars are probably more common than
cafeterias with healthy food options.

Thus far, local policies and environmental change have pri-
marily benefited those living in newer or wealthier communities.
For example, ordinances requiring sidewalks are applied to new
developments, and new parks, walking trails, and bike lanes are
often added in more suburban communities. Likewise, environ-
mental changes such as walking and biking trails are more likely
to be effective when located in communities where personal safety
concerns are limited.

Population or community-level policy and environmental
interventions take a more “upstream” approach and consider mul-
tiple factors, such as politics, economics, socio-cultural factors,
and the built environment. Ethnically-inclusive interventions that
have been shown effective often prioritize coalition building and
extensive community input in the early phases of development
and implementation.  This approach increases buy-in and focuses
on the mobilization of social networks, use of local resources such
as lay health advisors and community health workers, and tailor-

ing of culturally-specific messages.32-34 Some research suggests
that minority populations and communities with strong histories
of interdependence for survival purposes may respond better to
interventions that build on social support and community
norms rather than a focus on individual education and behavior
change.32

Future Research Directions and Public Health
Priorities

Careful thought is needed regarding research priorities to
address health disparities and the obesity epidemic. While not
addressing all ethnic groups, AACORN (the African American
Collaborative Obesity Research Network) was formed to “stimulate
and support greater participation in framing and implementing
the obesity research agenda by investigators who have both social
and cultural grounding in African-American life experiences and
obesity-related scientific expertise.”35 This group has proposed
a number of research priorities that have broad potential to
address health disparities and obesity. Their suggestions range
from determining the extent to which lifestyle behaviors associated
with obesity are influenced by ethnically-targeted marketing, to
understanding more about differential health effects of obesity
across ethnic and racial groups.35 Also important to consider in
framing a research agenda is the history of exploitation and
resulting distrust of the research and medical communities.32

In order to successfully address the obesity epidemic, researchers
and practitioners must continue to challenge themselves to think
broadly and deeply about the causes and consequences of access,
behavioral, environmental, policy, and health outcome disparities
among low-income and minority populations.  NCMedJ
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