


Nutrition 496: Leadership and Professional Issues in Food and Nutrition

Assignment 3 – Debate

Concepts and Skills: Students will explore in greater detail, current food and nutrition issues and provide suggestions on how to effectively deal with these issues.  Each student will lead a debate.  To complete this debate the following tasks will be completed.

1.) Either choose from a list of instructor-provided topics or search your own topic and discuss it with the instructor for approval.  Topic must be approved by instructor.
Guideline: the topic should be debatable, with an argument or discussion that lend to taking a position for or against the issue.  State the topic in a title statement.  

FOOD INDUSTRY & OBESITY: IS BALANCE POSSIBLE?​

2.) Develop a problem statement.  The topic should be clear, succinct and describe both sides of the controversial issue.

Obesity is a highly prevalent chronic disease involving an excess amount of body fat or distribution of body fat that presents risk to other health conditions. The food and beverage industry promotes obesity with large portions, ultra-processed foods, skilled marketing, and convenience. On the other hand, purchasing food from all over the world is made possible because of the food industry. How do we, as nutrition professionals, work with the food industry to reduce their role in obesity but still promote access to food?​

3.) For each topic the student will conduct a library search on the topic focusing on the following perspectives: history, politics, science, legal, religious, cultural, ethical, and economic.   

A. HISTORY	

In the early 1900s, World War I caused prices of food to increase. Vincent Astor was the son of a wealthy American businessman, John Jacob Astor IV. On the Upper West Side of New York City, Vincent introduced the first ever market which sold groceries, meat, produce, and flowers. This market was a head of its time and closed two years after opening. This was because consumers preferred shopping at small shops (Trinidad, K., 2020). However, Vincent Astor was about to live through a rapid expansion in how Americans purchased groceries. In 1916, Clarence Saunders opened the first self-service grocery store, known as the Piggly Wiggly. Before opening its doors in Memphis, Tennessee, grocery shoppers would present their list of items to a store clerk. The clerk would go shop and gather the grocery items for the shopper. Piggly Wiggly allowed customers to walk down aisles, look around the store, and pick up what items they wanted to purchase. Clarence Saunders noticed how shoppers would buy more after roaming the store and began to strategically arrange items around the store. Today, we refer to that practice as marketing. Clarence Saunders was also the first known store owner to notice how children shopped. He began to put products that entice children on the bottom shelves and placed impulse items at the checkout, which are both still used worldwide today. 
By the 1920s, Kroger and other small, counter service, grocery stores opened. At first, these stores did not sell meat or produce. Instead, clerks would gather dry goods for customers to purchase. Eventually, the number of households with cars rapidly grew. In 1924, C.L. Peckham decided to take advantage of commuters by opening the Ye Market Place in California. The Ye Market Place is like today’s department-oriented shopping and was the birthplace of this style of shopping. The market consisted of 23 separate stores in the shape of a U. The parking lot was in the center, so shoppers were able to put their items in their cars as needed. In the same year, frozen food items were introduced into grocery stores (Good Housekeeping, 2022). In 1930, the Smithsonian Institute recognizes the first supermarket, King Kullen. King Kullen held thousands of different products, such as meats, dairy, bakery items, and dry goods, all in one store (Trinidad, K., 2020). These two events, Ye Market Place and King Kullen, mark the time in history when shoppers could go to one geographical location for all their grocery needs.
In 1937, Clarence Saunders was a head of his time, like Vincent Astor, by introducing the concept of self-checkout. He named this self-checkout invention the Keedozle; however, it never worked. In the same year, the first prototype of what is now known as a shopping cart was introduced. Sylvan Goldman, a grocery chain owner, noticed how people would conclude their shopping once their handheld baskets were full. To encourage customers to purchase more and keep shopping, he sought help form a mechanic to develop a shopping cart. Some complications of the shopping carts included men not wanting to look weak because they could not carry all the items and checkout stands were not big enough for all the items (Good Housekeeping, 2022). The conveyer belt was added to registers in the 1950’s to accommodate all of the extra grocery items. The child seat in a shopping cart was not added until the 1950’s. It was in 1947 when a mother, Orla Watson, attached the basket for her convenience. Store clerks and owners saw and pushed for her innovation to be implemented in their stores. 
The 1950’s held more advancements in the food industry than children’s baskets and conveyer belts. After World War II, there was a growth in international foods from men who included more diverse food in their diet when serving abroad. Before this point in history, international food in the American supermarkets was limited to canned chow mein and spaghetti with pasta sauce. The growth and distribution of many grocery store chains created competition. Stores now had to invest in advertisements more than ever, such as paper ads. Frozen T.V. dinners, such as Swanson’s, were demanded in 1954 more than ever before. In fact, their products and similar items took up majority of frozen aisles (Good Housekeeping, 2022). The bar code was successfully invented in 1952 by Joseph Woodland; however, the technology to scan it was unsuccessful. Before the 1950’s, meat was sold from the butcher in paper-wrapped cuts (Toops, D., 2022). Plastic film was invented in the mid 1950’s, so meat began to be sold in cellophane wrapping for convenience.  
In the 1960’s, customer loyalty programs in supermarkets began with trading stamps. These stamps could be saved up and used to purchase items on future purchases. Government regulators saw this as an opportunity to place taxes on purchasing items with the coupon. Therefore, grocery prices were higher. In 1967, Trader Joe’s opened its doors in California. The store was unique because it had rotating private-label goods and low prices (Trinidad, K., 2020). This concept enticed customers to keep visiting and shopping so they would not miss a new product and they felt like they were getting their money worth.
In the 1970’s, more stores kept opening and households with cars kept increasing. Stores needed to compete with one another in any way possible. Before the 70’s, customers were lucky to have a grocery or supermarket open before sunrise or after sunset. In fact, most stores in the 1950’s were only open 9 a.m. – 5 p.m. Monday through Friday. In the 1970’s, 24/7 operation of stores began. By 1972, 4% of supermarkets in the United States were open 24/7. This was a costly change for businesses, but customers enjoyed the loyalty of knowing they can run in the store at any time of day (Good Housekeeping, 2022). Remember how Clarence Saunders invited a bar code, but technology was unable to scan and identify the item? That all changed in 1974 when a price scanner was installed in an Ohio supermarket. Wrigley’s Juicy Fruit chewing gum was the first item to be scanned with a bar code. The same models are still used today, and most grocery stores would not know how to function without the use of these barcodes and price scanners. 
Member based superstores are known and loved across the country. The two most popular member-based stores today are Costco Wholesale and Sam’s Club. Costco was the first of the two and opened its doors in 1976. Less than 10 years later, Sam’s Club opened in 1983. The stores allowed customers to buy an annual membership but end up saving money in the long run. Items were bought in bulk for a much cheaper price. Costco Wholesale started off to sell items to small businesses. When Costco noticed that they were making a profit off of small businesses purchasing items in bulk, they decided to open the doors to members for familial settings.
The term organic was a growing idea and goal for people in the 1970’s. Whole Foods, which opened in 1980, saw this as an opportunity to market organic foods. However, the term organic did not become regulated until 2002. When organic became a regulated term and got a spotlight in the early 21st century, stores quickly filled their shelves with organic items. In 2002, $8.6 billion was profited from organic foods, but that quickly escalated to nearly $50 billion in 2017 (Trinidad, K., 2020). 
Online grocery shopping was not introduced until 1989 by a company called Peapod. Peapod is still used today, but many other businesses use their innovations. According to each of the individual business websites, Instacart was founded in June 2012, Doordash was founded in January 2013, Walmart delivery began in fall 2019, Target delivery began in 2013, Hello Fresh in 2011, Amazon-Fresh launched in 2007, and Grubhub was founded in 2004. Individual restaurants also offer food delivery. Pizza Hut was the first restaurant to offer online food delivery service. PizzaNet was started in 1994 by Pizza Hut and opened the door for other companies. By 2001, Papa John’s launched online ordering. By 2015, online ordering officially beat ordering by phone call. By September of 2016, online food delivery accounted for 3% of restaurant transactions in the United States (Woodruff, D., 2022). 
When the Great Recession hit in 2009, supermarkets had to switch their models from either “organic” or “family friendly” to “value” to be successful. Among all retailers, supermarkets and grocery stores were the least affected because people had to purchase grocery items regardless (Romeo & Weinberg, 2019). Retailers focused on discounts and savings to earn customer loyalty. In the 1970’s-80’s the baby boomers in this generation thought generic and private label items were inferior. It was not uncommon for adults at the time to be embarrassed for having knock off items in the home or in their shopping cart. By the 21st century, the younger generation did not see this stigma of purchasing private label goods for a discounted price, compared to the big name brands. There was a jump in purchasing items from stores such as Aldi’s and Trader Joe’s as a result. In 2017, consumers wanted to eat healthier but not be too costly. Stores sold 140% of prepared foods in 2017 compared to previous years. Consumers saw this as an opportunity to purchase ready-made, fresh foods, and not have to take the time to prepare them. 
	In 2017, Doordash and Postmates started to plan robot delivery. In 2019, Georgia Mason University in Virginia launched a robot food delivery service by a company called Starship and Sodexo. Now, the company operates on nearly 30 universities. In 2021, Uber started to plan drone delivery. Making food accessible by ordering online for pickup, delivery, or even having the car to go to the store are tasks taken for granted in the present. Having food easily accessible is crucial for living a healthy life. However, could we be on the verge of making food too accessible? In the past, overweight was seen as a symbol of health and wealth. Having easy access to food and the money to overindulge was seen as a luxury and indicate social hierarchy. As food became more available, weight trended upwards, too. Excessive body fat and obese was not seen as an epidemic until the 20th century (Sumińska, M., et. Al., 2022). Statista includes trends on obesity over the years and the rise in online ordering. 

B. POLITICS

Food policy is defined as how government actions shape the food system. All government levels can impact these actions, including international trade agreements and local school district policies. Policies are generally made by the administrative forms of government, up to federal and down to local levels. Examples of legislation in food industry includes the Federal Nutrition and Labeling Education Act of 1990. This gave the FDA authority to regulate packaged items labels and claims. Regulations in food industry includes the ruling for what must be included on a nutrition label. The food industry is unique because there is not a single agency to make policies. There are over 20 different federal departments that impact the food industry. In fact, food safety is impacted by over 30 different federal policies (Footprint, 2019). Examples of federal food policies include the Dietary Guidelines for Americans (DGA), National Organic Program (NOP), and Food Labeling. The DGA are the basis for federal food, nutrition and health programs, and for government policies. The National Organic Program is run by the United States Department of Agriculture (USDA) to develop policies and regulations for certified organic products. Food labeling is regulated by the FDA, which has the authority to regulate what is included on a nutrition label for packaged food and defines terms such as “low-fat.” Before the Affordable Care Act (ACA) in 2010, federal government was not able to regulate menu item labeling for national chains. California had state menu labeling laws before the ACA, but the federal regulation appropriates the state laws that were in place. When it comes to food policy, piloting interventions at a smaller level, such as local or state, serves as models for larger areas, such as state or national. According to Footprint, some federal policies that are popular today began at the local level. These include fast food menu labels, trans fat bans, and doubling SNAP benefits when used at farmer’s markets. 	
An article from the American Journal of Public Health discusses the food industry’s response in the United States to authorities calling them to reduce portion sizes. Comparing portion sizes from pre and post regulations demonstrates just how sneaky businesses can be. First, companies may decrease the size of one product but increase the size of another. Burger King, for instance, decreased the size of the hamburger patties from 2002 to 2021, but increased the portion of the French fries (Young & Nestle, 2021). Burger King also decreased the hamburger patty size, but then offered two more hamburgers with more patties. Another example is how smaller portions often cost more than the larger ones. When McDonald’s introduced a double Big Mac in 2020 with 4 hamburger patties, it was a big seller. The original, smaller Big Mac was priced at $0.90 less than the double Big Mac. To customers, this seems like an obvious choice to purchase the double. On Amazon a 16 pack of 8oz bottles of Coca-Cola cost 3 times as much per oz as the 16 oz bottles. According to Marion Nestle, “current United States policies support the production of larger portions through subsidies of basic ingredients that promote overproduction and low prices.” Since the research in 2002, some health departments around the country implanted portion control education programs. In fact, New York City’s Board of Health attempted to limit the size of sugary beverages sold to no more than 16 oz. However, this attempt did not last long because beverage companies sued the city. In court, the court ruled in the beverages companies’ favor.  Voluntary approaches from the food industry to reduce portion sizes or increase incentives for healthier options is unlikely to happen, according to this article’s data. The article concludes by saying that government, food industry, and educators should collaborate to educate the public on portion control and comparing caloric intake of menu items. Placing national policy on food industry to cap the portion sizes of burgers, fries, soda, and other unhealthful items would be an ideal approach. 
It’s not that these businesses want to make their consumers unhealthy, but rather that the businesses want to make profits. Some companies recognized the policies and programs in place and wanted to be a part of them. In 2008, PepsiCo recognized that 1 in 3 adults and 1 in 5 children in American were obese. The chief executive officer of PepsiCo encouraged the business that this is a problem where they can make a difference. The company was one of the 16 food and beverage companies that participated in the actions of the Health and Weight Commitment Foundation. All 16 of the food and beverage companies collaborated on the policies that were set by the Foundation. Ultimately, 1.5 trillion calories were removed from 2010-2015. During that time, the U.S. Department of Agriculture’s Economic Research Service reported a reduction in the amount of calories available in the market (Roundtable on Obesity Solutions, Food and Nutrition Board, Institute of Medicine, 2014). Also, both the CDC and NHANES reported that people were consuming less calories. In 2013, a Hudson Institute study concluded that products labeled “lower-calories” spiked by 82% in sales growth. In other words, these lower calorie products grew four times quicker than their higher in calorie options. These items were from the organizations that participated in the Healthy Weight Commitment Foundation. The Hudson Institute study also found that out of 15 new products that sold an annual of over $50 million dollars, 10 of those were labeled “low calorie.” The data here indicates that food and beverage industries can still make a substantial profit from low calorie foods.
	When people become overweight, what policies impact their lives? Policies can be soft, such as marketing, health education, and organizational behavior change, as well as hard, such as vending machines in school. Softer interventions influence people with a higher income because they are typically the ones who have more of a choice in their habits. Harder policies influence high- and low-income people because it decides what options there have to choose from. According to the Australia and New Zealand Health Policy Journal, the biggest hurdle governments face when making policies in response to the obesity is corporations. Since businesses immediately jump in to shut down any threats to their profits, policies regarding obesity are being looked at in combination with other imperatives (Swinburn, B. A., 2008). For example, to increase physical activity and reduce saturated fat intake, policies about climate change, automobile admissions, and nutrition sustainability are being promoted. These policy combinations are seen as promoting biking, walking on sidewalks to commute, and plant-based eating. According to the National Institute of Health, policy makers struggle to make changes to improve the obesity epidemic because there is not one single cure. The argument is, however, that this brings more parties to the table to make the change. For example, food industry and physical activity programs have an equal role in promoting weight management. To prevent obesity, individual agencies have a certain threshold for what they can achieve. The article from the National Institute of Health discusses how the 20 federal agencies of the National Prevention Council need to collaborate. This collaboration would allow agencies to merge finances, goals, and resources to pursue the common goal of obesity prevention through policy. 

C. SCIENCE

According to Dr. Marcia Nelms, overweight is generally defined in adults with a BMI of 25-29.9 kg/m^2 and obese is defined as a BMI of greater than or equal to 30 kg/m^2. For a person to maintain their body weight in a normal range, he or she needs to achieve energy balance by balancing energy intake with energy expenditure. 
Humans derive energy from the oxidation of macronutrients (carbohydrates, protein, and fat) from food. Alcohol can also produce energy in the human body. A kilocalorie (kcal) is the measuring unit used to indicate the amount of energy that is in food in the United States. A kilocalorie is the amount of heat required to raise 1 liter of water 1-degree Celsius. The energy content of macronutrients differs between them. Carbohydrates and protein provide 4 kcal/g, fat provides 9 kcal/g, and alcohol provides 7 kcal/g. 
An individual’s energy expenditure in a 24 hour period is divided into three factors: thermic effect of food, physical activity expenditure, and resting energy expenditure. 
Resting energy expenditure (REE) accounts for 67% of someone’s daily energy expenditure. This amount represents the energy needed to sustain life by keeping vital organs functioning. The biggest impact on someone's REE is the amount of lean body mass the individual has. Fat free mass, or lean body mass, uses more energy than fat. Other factors that influence someone’s REE is their sex, body temperature, age, energy restriction, genetics, and endocrine system. Since males tend to have greater percentage of lean body mass than females, men have a naturally higher REE. When body temperature increases, such as exercise or fever, the REE increases, too. Once a person turns 30 years old, their REE decreases about 2% every decade. Energy restriction is one of the reasons we hit a plateau when losing weight. After energy restriction and losing weight, REE declines. Genetics can influence someone’s REE because people can inherit a high or low REE. Also, hormones and the immune system can impact metabolic stress and energy requirements. The thermic effect of food (TEF) accounts for 10% of an individual’s daily energy expenditure. This is the amount of energy required to digest, absorb, metabolize, and store nutrients from food consumed. Also, TEF accounts for the energy used to eliminate by-products and waste. The most influential factor in the thermic effect of food is the meal composition. Large meals will have a greater thermic effect than small ones. Due to processing amino acids released from the protein in foods, protein has the highest TEF of the macronutrients. Physical Activity Expenditure (PA) is most variable component of a person’s energy expenditure. PA can be influenced by the individual’s body weight, muscle groups used during activity, and intensity or duration of the activity. Because heavy people have more body mass to move, they will expend more energy than a small person. 
	Appetite and eating behaviors are influenced by a variety of neural and hormonal signals that influence the release of peptides in the hypothalamus. The taste sensation in the mouth will stimulate appetite. As the person eats, the stomach stretches, and neural signals will go to the hypothalamus to begin inhibiting appetite. The release of hormones CCK, GLP-1, and peptide YY will decrease appetite. As plasma glucose rises following a meal, beta cells in the pancreas release insulin and amylin to decrease appetite and food intake. During fasting, these same beta cells secrete glucagon to decrease appetite and food intake. During a fasted state, ghrelin levels will elevate to stimulate appetite. Immediately after food intake, ghrelin levels will begin to drop. 
	After discussing the science behind how human body uses food and produces energy, it is important to address the etiology of obesity. Obesity develops when the body is in a chronic state of higher energy intake than expenditure. The etiology of obesity is elusive because there are many factors that contribute to consuming more energy than expending. The three main factors, according to Dr. Nelms, are medical and psychiatric disorders, genetics, and obesogenic environment. Medical and psychological disorders can result in people taking medications that increase weight. Genetics, as stated earlier, can influence someone's REE. Also, people who are susceptible to obesity and placed in an obesogenic environment will result in obesity. Environmental influences on eating habits include the growth of food industry and eating out, portion sizes in and out of home have increased, increased availability of high energy dense foods and beverages, increased snacks and convenience foods, marketing, and average income has increased more than the average price of food (Nelms, M. & Sucher, K., 2020).
. 

D. LEGAL

	Laws are prevalent in the food industry to ensure that food is safe and not falsely labeled. According to the FDA, serving sizes, by law, must be based on the amount people typically consume and not how much they should consume. The law was update in 2016 and was the first legal change in 20 years. A notable example is that the serving size for soda used to be 8 fl oz. After nationwide surveys, the serving size increased to 12 fl oz to show consumers what they are typically consuming. The reason for the change was because of the ongoing scientific information linking chronic diseases, such as obesity, to diet (Endres, A. B., & Johnson, N. R., 2011). The timeline for the changes is stated below by the FDA website:
Manufacturers with $10 million or more in annual sales were required to update their labels by January 1, 2020; manufacturers with less than $10 million in annual food sales were required to update their labels by January 1, 2021. Manufacturers of most single-ingredient sugars, such as honey and maple syrup, and certain cranberry products have until July 1, 2021 to make the changes. [image: ]

In 2015, the FDA determined that partially hydrogenated fats, which are the food supply’s source of trans fats, are no longer recognized as safe. By January 1, 2020, all PHOs added to food had to be removed from the marketplace. In response to data finding that one third of calories per day by Americans are eaten away from home, the FDA set two laws in place (Center for Food Safety and Applied Nutrition, 2022). First, restaurants with 20 or more locations were required to list calorie information on menus. Second, vending machine operators with at least 20 vending machines needed to disclose calorie information on the items sold. In September of 2022, the proposed rule was issued by the FDA to update the definition of “healthy.” Prior to this recent change, the term healthy was set in 1994 and did not reflect dietary guidelines. The current “healthy” definition reflects DGA 2020-2025, distinguishes between desirable and undesirable fats, and would need to contain a specific amount from at least one of the major food groups. For example, a dairy product can be labeled “healthy” if it contains at least ¾ cup equivalent of dairy, no more than 5% DV (2.5 grams) of added sugar, and no more than 10% of the DV for sodium and saturated fat. It is important to note that using the term “healthy” is a voluntary act on manufacturers. However, if the company chooses to use the term, the must be the regulations set forth by the FDA. 
In 2009, 14 major food companies funded the “Smart Choices” front of package labeling program. This scheme was quickly addressed by the FDA because the requirements did not meet government dietary guidelines. To be able to label the product with a green check mark to indicate that the product was a “healthier” item, the food item would need to be lower in fat, sodium, or sugar; or higher in vitamins and minerals. However, companies were able to offset the “healthier” value with less healthier criteria. For example, a fudge popsicle qualified for Smart Choice check because it was only 60 calories and low in fat. The downside of the product was that it contained no other nutritional value besides three types of sugar (Endres & Johnson, 2011). 
Pelman vs. McDonalds is a case in which Pelman is a group of parents who came together for their minor children against McDonalds. The parents claimed that McDonalds went against New York law and used deceptive advertisement through the 1990s, such as misleading nutritional claims. One claim that is noted is “McDonald’s food can easily be part of anyone’s healthy daily diet.” The children of the parents suffered with obesity, chronic elevated cholesterol, pediatric diabetes, and high blood pressure. The case was not able to proceed as a class action because of three questions presented by the court: “(1) Is there a causal connection between a person’s consumption of foods of a certain nutritional makeup and certain health conditions such as obesity? (2) Was McDonald’s the primary source of these types of products for each particular plaintiff? (3) Did each plaintiff rely upon McDonald’s misrepresentations about its foods when deciding to eat there?” Pelman was the only lawsuit that has been filed claiming that McDonald’s is causing obesity. San Francisco Superior Court held a class action suit against McDonald’s inclusion of Happy Meals toys as “bait.” The toys were included in meals with high levels of salt, fat, and calories. In South Los Angeles, a city has considerably higher rates of obesity than other Los Angeles neighborhoods. The City Council found that there were 1,000 fast food restaurants in a 30 square mile area and that 30% of the residents in the area are obese. This led the Los Angeles City Council to permanently ban construction of any more fast-food restaurants in the area. The law hopes that this ban will promote grocery stores and markets to be built instead (Endres & Johnson, 2011). 
Outside of the United States, laws have been set to limit food industry’s influence on obesity. In England, British government wants to fight obesity and improve the costs of public health service. Kellogg’s cereal is not a fan of the law set by the government. The new law that was set in October of 2022 only allows commercials for food and beverages with high fat, sugar, and salt to be aired between 9 p.m. - 5:30 a.m. in England time. Also, these foods will only be allowed in certain parts of the grocery store. Kellogg’s claims that their cereals are supposed to be consumed with milk and that they should not fall into this food category. The company claims that the government should take the nutritional value of milk into consideration and that it is wrong to look over the benefits of milk when reviewing Kellogg’s breakfast cereals (Kellogg’s sues British government over obesity rules, 2022). International laws are in place, in part, with the issue of food. Article 11 of the United Nations International Covenant on Economic, Social, and Cultural Rights (1976) recognizes everyone’s right to adequate food and free from hunger. Furthermore, dietary needs implies that the entire diet has a mix of nutrients to promote physical activity, development, mental growth, and maintenance. Prior to 2004, the motives of the World Health’s Organization response to food was to ensure hunger and malnutrition was limited. In May 2004, the WHO’s Global Strategy addressed chronic disease related to obesity throughout the world. Specifically, the Global Strategy encouraged governments to relay information to consumers so they could make informed, healthy decisions. In 2006, legal interventions to combat obesity were promoted as part of the Global Strategy. Some countries took initiatives to set laws to reduce childhood obesity. Examples include Norway prohibiting marketing strategies that are unfair to consumers, Quebec’s Consumer Protection Act prohibits commercial advertising to children under the age of 13, and British Office of Communications setting time limits for advertising. As of 2008, the Board of Health in New York City requires that food items must contain less than 0.5 grams of trans fat per serving (Stettner, 2010).


E. RELIGION

In 2006, the Journal for the Scientific Study of Religion found a key difference between men and women who practice religion. Results concluded that women who participate in religious activities were more likely to become obese than women who did not participate in religious activities. On the other hand, men who were religious were less likely to become obese. Authors Cline and Ferraro state that “This means that men may be turning to religion, instead of food, as a form of comfort and through this avoiding obesity” (Cline &Ferraro, 2006). In 2017, the Journal of Religion and Health composed a survey on 112 Christian adults in Texas. Participants were recruited from 7 churches around the state and through social media. Only 10% of the participants were male and 90% were female. The participants were also 88% white, 8% were black, and the remaining 4% were Hispanic, Asian, or other. The survey was measured on a scale of 1 (strongly disagree) to 7 (strongly agree). First, the survey stated verses that described the body as a human temple. Participants were then asked to answer questions to assess the degree of how they view their body as a temple. Next, they were answered questions about what items they believe destroy their body. Factors that were presented on the survey included alcohol, tobacco, drugs, premarital sex, tattoos, piercings, lust, obesity, stress, physical inactivity, poor diet, and overeating. The survey also included questions about prayer habits, church attendance, frequency of physical activity, time spent sitting, steps per day, dietary intake questions, and attitudes. Results from the study indicate that participants felt physical inactivity, poor diet, and being obese do destroy the body, but the participants did not feel as strongly about those than they did for smoking or drinking alcohol. On average, participants did not that physical inactivity and poor diet were sinful. For example, a poor diet and inactivity were reported “definitely destroys God’s temple” by 49% of participants, with alcohol consumption at 79% and premarital sex at 32% (Faires, et. Al., 2020). 
Of course, there are other religions than Christianity and other places to live besides America. How do other places and religions compare? A cross-sectional analysis study done in South Asia by the Journal of Religion and Health, published in 2018, examined the relationship between religious affiliation and overweight/obesity. After adjusting for age, sex, amount of time lived in the United States, marital status, education, insurance, and state of health, there was an obvious correlation between religions and weight. However, results did not find a correlation between number of years spent living in the United States and weight. The results are shown in the bar graph below (Bharma;, et. Al., 2018). 
[image: ]


F. CULTURE

Before restaurants and packaged food was easy to access, home cooked meals were the norm. Men would work and women would cook hot meals for the family. During industrialization tasks like sewing, soap making, wood making, and other home jobs were sent outside of the home. Preparing hot meals stayed inside for the woman to prepare. When the food industry produced new products, women were able to incorporate some prepackaged items into their daily cooking. In the 1920’s, advancements in food and marketing appealed to save time in the kitchen and be more convenient. Before national chains and marketing stretched across the country, bakeries opened in the 1880s and allowed people to purchase bread instead of making it from scratch. In America, purchasing bread from the bakery and other foods that were ready to eat was helpful and saved time. For the working class, the culture of buying these items was crucial. On the other hand, having the time to bake items purely from scratch was seen as a luxury because the woman did not need to be in the working class. In the 19th century, the working class was accustomed to home cooked meals but were not able to go home to a fresh meal for lunch. This is when street food, carts, vendors, and pop-up booths began. European immigrants and American cooks set up in working class neighborhoods. No matter poor or wealthy, Americans would consume ready to eat food or purchase meals at restaurants but a culture it was beginning (Turner, 2015). For many decades, excess body weight was seen as a sign of high social status, wealth, and prosperity. It wasn’t until the 20th century for society to think negatively about excess body weight (Suminska et. Al., 2022). 
Culture is defined as the customs of a particular social group or people. How people purchase food, eat, drink, and view food is a part of their culture. People’s food environment influences how easy they can or can not obtain food. According to author Dornelles, a systematic study was done with data from three sources: worksite data, food retailer data, and the U.S. Census. The data shows a direct relationship between BMI and the number of supermarkets and grocery stores, but an inverse relationship between full-service restaurants and BMI. Furthermore, each fast-food restaurant within one kilometer of commute contributed to a higher BMI (Dornelles, 2019). In 2010, the International Journal of Health Geographics published a study over the association between supermarket accessibility to obesity and fruit and vegetable consumption. The results showed a significant relationship between distance from a supermarket to an increase in obesity and decrease in fruit and vegetable consumption (Michimi & Wimberly, 2010). Of course, there is more to obesity than supermarket accessibility. Reading studies over fast-food accessibility by Dornelles and supermarket accessibility from the International Journal of Health Geographics indicates that there is a balance between too accessible and not accessible enough. 
A case-control study was done in Iran over 150 obese and 150 healthy children between the ages of 2-15. The children were studied, and data was collected on their paternal and maternal characteristics (age, BMI), their family environment (number of children in the family), and the family’s eating behaviors (fast food, breakfast, supplements, fruit and vegetables). Also, the children were assessed for their lifestyle on physical activity, chewing habits, sleep, computer games, doctor visits, eating with family or alone, and whether they view food as a reward. Compelling data indicates that the odds of the child to become obese was enhanced when there were more children in the family and if one or both of the parents is obese. Furthermore, protective factors to prevent obesity in children were found by eating breakfast and consuming fruits and vegetables daily. Risk factors that increased prevalence of obesity includes fast food consumption, supplement use, video games, food as a reward, and sleeping more than 9 hours a night.  Research from this study demonstrates that preventing obesity is a family approach that can be passed down generations (Ghanaian et. Al., 2021)
Culture at home, in the neighborhood, for your ethnicity, and country are all factors that influence food choices. However, many people spend most of their time at work. Work culture is an important component of people's lives and influences their dietary intake. In 2016, a qualitative study on low-income Latino/a and African American workers was done. Results indicate that poor working conditions, night or rotating shifts, and having to work multiple jobs led people to not be physically active and prevent healthy eating. Many of the workers report eating too little or too much at a time because they are uncertain about when their next break to eat will be. The stressful jobs and conditions account for poor food choices and sedentary lifestyles outside of work. Employees were finally asked what recommendations they have for their supervisors. The most reoccurring responses were predictable mealtimes, breaks, and access to healthy food on site (Nobrega et. Al., 2016). 
According to Statista, 29% of Americans report eating at a sit down restaurant more than once a week. Furthermore, three ethnicities were studied individually. Out of the white participants, 33% reported eating at a full-service restaurant one or more times per week, while only 16% of Black Americans and 21% of Hispanic Americans reported eating out one or more times per week. Statistics on food shopping behavior in the United States is reported in Statista, too. In 2022, 51% of Americans reported shopping only in store, 19% reported using online and in store shopping an even amount, and 8% reported doing most of their grocery shopping online. When researching the correlation between price of shopping trip and method of shopping, as the price spent increased, the tendency to shop online increased. Criteria for what respondents look for when making food choices was reported. Taste was the most common influence with 63% of respondents prioritizing taste while only 17% of respondents reported using calories as an influence. Out of taste, price, familiarity, healthfulness, and convenience, healthfulness was reported as the least impactful on food purchasing decisions in the United States. Respondents shared that when they do read the nutrition facts label, the three most reoccurring information they look at is calories, total sugars, and sodium. One thing that sticks out in the data is that more only 12% of respondents said they look at serving size. The two main reasons for impulse buying while online shopping was found to be “price was too good to pass up” and “treat myself.” 

G. ETHICAL

	Just like any other business, the food industry is looking to make the biggest profits they can. However, the food industry is not like any other furniture, bedding, or clothing company. Instead, the food industry holds public health in its hands. The food market is competitive, there is no doubt about that. With the goal of making profits, the market often puts the health of the public at expense. Hyperpalatable foods have been engineered to have higher levels of sugar, salt, flavor, fat, and other chemicals. Hyperpalatable foods are present in processed foods on grocery store shelves and in fast food. Companies such as Nestle and PepsiCo have recognized the sale increase and have continuously added new products with these drug-like effects. People will continuously enjoy these foods and purchase them again (Tempels et; al., 2017). The food industry argues that continuously purchasing and consuming food is an individual choice of the consumer, not the company's responsibility. Food companies use marketing to target children and are criticized for it. Practices used to target children include character-branded products, free gifts in boxes, and gamification of products. Since children are unable to distinguish the truth and lies in advertisements, is this an ethical marketing approach? Using advertisements to encourage kids to develop the previously mentioned “addiction” like effects on food, promotes the behavior of choosing high fat, sugar, and salty foods. When public health policies are under discussion, companies engage in shaping public policy for its own interest rather than public health. Lobbyists will go against public health policies for financial benefit of their business and against public health. Companies recognize that lowering sodium guidelines would affect their sales.
Perhaps companies do recognize their contribution to poor public health. This is demonstrated by a variety of food companies sponsoring sporting events, including healthy recipes on the back of their packaging, and developing less unhealthy products. Critics point out four unethical motives behind these actions: 1) drawling attention away from unhealthful products, 2) a way to combat government regulation, 3) have a healthy reputation even if the products are not healthy, 4) shifts responsibility to the consumer. For example, shifting responsibility to the consumer is seen in soda beverages. Most sodas are offered in “sugar-free” varieties; therefore, the consumer has the decision to choose sugar free, lower in calories or made with sugar and calories (Tempels et. Al., 2017). 
A qualitative study was composed on overweight, healthy weight, and health professionals. The purpose of the study was to assess the stigma of overweight and obesity in the general population compared to health professionals. After focus groups and surveys between the three groups, all participants felt that the terms overweight and obesity were subjective. They reported that those terms are mainly based on appearance. All recognized that BMI is an objective measurement but questioned its relevance. Another finding was that people who become closer to someone who is overweight have a milder perception of them. This means that participants report judgement on an overweight or obese person they do not know, but gradually reduce the judgement the closer they become to the individual. When it comes to the controllability of gaining excessive weight and the emotional response, all three groups had negative thoughts and stigmas (Sikorski et. Al., 2012). From an ethical standpoint, how does this impact people's rights to seek help, better their lives, and be viewed without weight biased? In the qualitative study, healthcare professionals reported on their emotional response when they see overweight patients. The most noted attributes they used to describe obese and overweight individuals include hoggish, lazy, unfriendly, dull, slothful, inappropriate, dumb, round, happy, funny, cuddly. In addition to these adjectives, other quotes from the focus group of health care professionals include: “I would add ‘dishonest’ to the extent that they keep claiming to feel comfortable about themselves”, “Overweight patients smell.”, and “they keep lying to themselves and making excuses” (Sikorski et. Al., 2012). 

H. ECONOMICS

	Obesity is often not an individual disease, rather a multifaceted disease. People who are obese are at a higher risk for developing diabetes mellitus, hypertension, cardiovascular disease, stroke, cancers, pulmonary disease, depression, and severe illness. The unhealthy time and slow work speed has impacted societal costs. These include healthcare costs, patient costs, family costs, and productivity losses. According to BMC Public Health (2022), people with obesity have a productivity loss twice as high as those in a healthy BMI range (18.5 kg/m^2 – 25 kg/m^2). Also, multicultural data indicates that healthcare costs related to obesity accounts for 5.5-7.8% of healthcare costs. This amount does not represent the costs of strokes, cardiovascular disease, diabetes mellitus, and other healthcare diagnoses that would have been prevented with obesity treatment (Hecker et. Al., 2022). According to Niall McCarthy in 2019, an OCED report shows the costs of health care due to obesity. People who are obese are more likely to have specialty care visits, stay longer in hospitals, and require more expensive treatment. Also, they have on average, 2.4 times more prescriptions than a healthy weight individual. Furthermore, treatment costs for 70% of diabetes, 23% of cardiovascular disease, and 9% of cancers are due to obesity. The OECD report expects 14% of United States healthcare expenditures to be due to obesity (McCarthy, 2019).
According to the Public Health Nutrition, a systemic review of taxes on sugar sweetened beverages was studied. Out of 11 studies, 7 showed significant reduction on BMI and SSB consumption. All the studies included had different taxes between higher and lower income households (Backholer et. Al., 2016). According to the 2022 Obesity Report in the United States, global evidence suggests that taxing sugar sweetened beverages is the number one way to discourage sugary beverage consumption, increase revenue to reformulate products, and raise health awareness. Over 50 countries currently have a tax on sugary beverages and only 8 cities in the United States have adopted these taxes. Estimates indicate that national taxing on sugary sweetened beverages would prevent over half a million cases of childhood obesity in 10 years. Also, food and beverage marketing is competitive because of all the companies and products on the market. According to Statista, the food industry spent $14 billion dollars in 2022 on marketing to American consumers. Out of the $14 billion dollars, 80% was spent on fast food, sugary beverages, and candy (Elflein, 2023). 


B. Search government agencies, professional organizations, private societies, or foundations that have an interest in your topic and discuss how these institutions have addressed issue on the topic.  

	The Academy of Nutrition and Dietetics is a collaboration of diverse nutrition and dietetics practitioners. Their principles include, but not limited to, amplifying the contribution and value of diverse dietetic practitioners to the public, position RDN as the experts in food and nutrition, incorporate research, professional development, and practice to enhance innovation, and have a global impact in eliminating malnutrition. 
	The American Society for Metabolic and Bariatric Surgery has the vision to improve the public health by lessening the burden of obesity and obesity related diseases. They seek to improve the lives of people with obesity and obesity related diseases by continuously improving care and treatment of people with these conditions, advance the science of metabolic system, serve as a place of communication between health care professionals, advocate for people with obesity, and educate the needs to professionals. 
	The Obesity Action Coalition is dedicated to serving as a voice for Americans who are obese. They hope to empower people to better their health by a variety of ways. The ways include raising awareness on obesity and improving access to treatment, provide evidence-based education and treatments, fight to eliminate weight bias, and offer support to those who are obese. 
	Strategies to Overcome and Prevent Obesity is a foundation from George Washington University. Their three principles include conducting research, developing tools, and drive collaboration. This foundation is important because they advocated for FDA approving anti-obesity medications. FDA referred to anti-obesity medications as cosmetic, not medical. The FDA is now responsible for developing the medications and has recognized obesity as a medical disease. Furthermore, Strategies to Overcome and Prevent Obesity encourages professionals to prescribe the anti-obesity medications only when medically necessary. 

C. What impact have these institutions made?  What are the pros and cons of the impact made?

The Academy of Nutrition and Dietetics includes evidence-based guidelines and research for food and beverages, how to communicate with kids about weight and healthy choices, and how to develop healthy body image and habits. The cons of this Academy is that it is only accessible to members. Registered dietitians and nutritionist can be a part of this organization and relay the information to seekers. The American Society for Metabolic and Bariatric Surgery advocates for people with obesity and obesity related diseases in all phases of life. The con of this organization is how the name suggests it is limited to people who have had or are seeking bariatric surgery. The Obesity Action Coalition has been able to serve as a resource platform for education, awareness, advocacy, and support. Education is done by providing reliable resources, awareness is possible by empowering people with excess weight to take the first step on improving their health, advocacy is done by preventing weight bias and access to treatment, and support is done by providing science-based answers. The Strategies to Overcome and Prevent Obesity has made a lasting impact on the FDA’s recognition of anti-obesity medications. However, there has recently been issues with drug shortages. People on anti-obesity medications use them since their disease is life threatening. People who take the pills for cosmetic reasons have been taking anti-obesity pills from the market and from people who medically need the medication. The Strategies to Overcome and Prevent Obesity needs to see this as an opportunity for health professionals to come together and ensure that people who medically require the medications can have access before people who voluntarily take medications, such as Ozempic, for cosmetic reasons. 

D. Discuss policies that have are currently in place to address issues related to the topic.  What impact has these policies on nutrition practice?  

	The policy section of the paper goes into detail about past and current policies around the world regarding the food industry and its contribution to obesity. In the United States, the Federal Nutrition and Labeling Education Act of 1990 gave the FDA authority to regulate packaged items labels and claims. This was huge for nutrition professionals because they were able to trust the products’ claims more than before the policy. The regulations in food industry set by this 1990 policy includes the ruling for what must be included on a nutrition label. As previously stated, federal food policies in the United States include the Dietary Guidelines for Americans, National Organic Program, and Food Labeling. The Dietary Guidelines for Americans serve as the guideline for other national polices, such as nutrition program policies. Food labeling policies regulate claims on products, such as “low-fat” and “good source of fiber.” These policies allow nutrition professionals to recommend commercial products to individuals and be able to educate individuals on what items to shop for. These policies will not eliminate the elusive causes of obesity, but they can contribute to bettering public health.


E. Lead the class in brainstorming for solutions to issues/problems identified.

The class was given a popular, American restaurant to develop a “healthy” meal for from their current menu. After designing a meal, they had to formulate ways in which the meal could be promoted. I chose to do this activity because the food industry is powerful, and we will not be able to redesign the menus and ingredients. As nutrition professionals, it is our job to lead people to balanced choices and advocate for the food industry to improve their nutrition. 

F. Assuming you are the leader presiding over the major issue discussed in your paper, what solutions would you suggest to the educational system, professional organizations, federal government sectors, local government, and non-governmental organizations?

	Nutrition professionals have an important role in promoting the balance between the food industry and health. The food industry allows peoples to have access, and sometimes too much access, to food. Fresh fruits, vegetables, whole grains, lean proteins, and other nutrient dense foods are a part of a healthy diet. Products in the food industry, such as on shelves or in restaurants, may not contain the most nutritious ingredients. Educating the public on how to ensure they are consuming food that will optimize their health, limit the changes of a chronic calorie surplus, and how to make healthful choices is a part of the role as a nutrition professional. Examples of this can be educating how to read a nutrition fact label as part of a yearly physical exam with physician, teaching healthful choices in school, and having nutrition professionals inside of grocery stores to help consumers make healthful choices. In addition to education, nutrition professionals can limit obesity from the food industry by advocating in local to federal levels. This can be done by encouraging restaurants to offer a fruit or vegetable as a side with no substitution cost, advocating for the United States to place a sugar beverage tax, and staying current with what other countries are doing to address the obesity epidemic. 
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