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ABSTRACT
Introduction: Childhood obesity disparities exist, yet little is known about why organizations

focus on health equity (i.e., the absence of systematic disparities in health) when working in
this area.
Methods: From September 2014 to April 2015, we interviewed 43 policy-makers, non-governmental organization representatives, and academics to explore why organizations focus on
health equity within their childhood obesity policy work.
Results: Key themes included: organizational mission/focus on health equity, funders’ requirements to prioritize health equity, and community engagement coupled with data availability to
support their interest in health equity.
Conclusions: Funders and other childhood obesity stakeholders can capitalize on these findings
to facilitate activities that address health equity.
KEYWORDS: Childhood obesity; Health disparities; Health equity; Public health practice;

Health policy; Community-based organizations.

ABBREVIATIONS: NGO: Non-Governmental Organization; AHA: American Heart Associa-

tion; RWJF: Robert Wood Johnson Foundation; IOM: Institute of Medicine; CDC: Centers for
Disease Control and Prevention.

INTRODUCTION

Obesity affects nearly one in five US children, increasing their likelihood of developing chronic
diseases.1-5 The Institute of Medicine (IOM), Centers for Disease Control and Prevention
(CDC), and academic researchers have recognized that socio-economic, racial, and ethnic
disparities exist relative to childhood obesity.6-11 To address this, advocates and policy-makers
should consider health equity and the differential impacts that a childhood obesity policy may
have.
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Equity (also known as human equity) is the absence of avoidable or preventable differences between groups with varying levels of social advantage/disadvantage (i.e., wealth,
power, prestige).12 Health equity falls under this broader umbrella and refers to the absence
of systematic differences in social conditions or other modifiable determinants of health between more and less advantaged social groups.13 Despite the importance of promoting equity,
and health equity in particular, many policies that address childhood obesity fail to explicitly
consider health equity. In fact, Bleich et al14 recently found that from 2012-2013, among statelevel bills related to childhood obesity, only one-third focused on health equity. For example, a
community’s policy to improve walkability may enhance parks and other walking spaces situated in higher but not lower income neighborhoods. In doing so, the policy allows children in
higher income neighborhoods to benefit from these improvements while those in lower income
neighborhoods do not. On the other hand, childhood obesity prevention policies that explic-
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itly consider health equity are more likely to help all children
achieve their full potential. For example, a policy designed to
improve access to primary care and health promotion services
for children at high risk of developing obesity ensures that those
most in need of specific health services receive them. These two
contrasting examples raise several important points: 1) while
childhood obesity prevention inherently involves health equity,
policies to address this public health challenge do not always account for health disparities; 2) well-intentioned policies (e.g., to
improve walkability) may further entrench a community’s health
disparities if they fail to account for health equity; and 3) not all
stakeholders in the policy-making process will prioritize health
equity concerns (e.g., some stakeholders will want to improve
walkability in specific neighborhoods to encourage tourism).
In light of this, it is important to understand what
drives organizations to focus on health equity when working
in the area of childhood obesity. By learning why some groups
prioritize health equity and others do not, we can gain insights
about how to incentivize the inclusion of health equity concerns
in the policy-making process. Due to the rapid proliferation
of policies to address childhood obesity, this information is
critical to inform current policy formulation and implementation
debates. To answer this question, we interviewed policy-makers,
non-governmental organization (NGO) representatives, and
academics to explore factors that lead these groups to focus on
health equity when working in the area of childhood obesity
policy.
MATERIALS AND METHODS

Using a semi-structured format, we interviewed policy-makers,
representatives of NGOs, and academics to explore why organizations focus on health equity within their childhood obesity
work. Academic interviewees worked in college or university
settings and conducted research about childhood obesity. NGO
interviewees worked for non-profit groups and had some personal experience with childhood obesity-related policies. Policy-maker interviewees worked in state or local legislatures or
administrative agencies and had previously worked on issues related to childhood obesity. Our purposive sample was developed
with participation from the American Heart Association (AHA)
and the Robert Wood Johnson Foundation (RWJF).
We initially contacted potential interviewees via email
and provided project information and eligibility criteria to participate in an interview. We conducted semi-structured interviews
with those who accepted our invitation from September 2014 to
April 2015. We used an interview guide for all interviews, which
contained domains concerning factors that lead organizations to
focus on issues related to health equity within their childhood
obesity policy work. Each interviewee was asked the following questions: 1) To what extent does your childhood obesity
policy work specifically focus on issues related to health equity?
“Health equity” generally refers to all people having the opportunity to attain their full health potential. In this initiative, we are focusing primarily on racially, ethnically, and socio-economically
Public Health Open J
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disadvantaged individuals and communities; and 2) To what extent and how do you consult with or partner with communities of
color and low-income communities in your work to reduce childhood obesity? Interviews lasted from 20 to 45 minutes, and were
recorded and transcribed. Participants received a $50 Target gift
card.
Members of the study team read all transcripts in their
entirety. To organize the data, summary matrices with representative quotations were created in Microsoft Excel. These matrices allowed for the initial identification of themes and patterns within the interviews. Open coding was used to develop
analytic memos, which identified themes across the three groups
and within each group. Members of the study team reviewed the
matrices and analytic memos, allowing for iterative data interpretation.
This research was reviewed and approved by a Johns
Hopkins Bloomberg School of Public Health Institutional
Review Board, MD, USA.
RESULTS

We contacted 55 individuals, and 12 declined to participate
or did not respond (78% participation rate). Our final sample
consisted of 43 individuals from 19 states and Washington, DC,
USA. Within this group, there were 12 policy-makers, 24 NGO
representatives, and 7 academics.
Interviewees from all three groups identified their
organization’s focus area or mission as involving health equity
(Table 1). As a result, their work approached childhood obesity
policies through this lens. As one NGO representative stated, “All
of our work addresses health equity”. Similarly, one academic
noted, “I don’t think we do anything that isn’t proportionately
focused on low-income people”.
Academics and NGO representatives explained that
their funding encourages or requires them to prioritize health
equity in their childhood obesity policy work. According to one
NGO representative, “We're funded entirely by grants and contracts within that world, we certainly spend a lot of time thinking
and talking about this issue of health equity”.
Policy-makers noted that direct engagement with the
communities in which they are situated has led to an increased
focus on health equity in their childhood obesity policy work. As
one policy-maker stated, “It’s working in that neighborhood and
with that community that’s really got the health problems and
trying to build them up and help them help themselves to work on
their health issues”. Finally, several NGO representatives stated
that concerns about health equity inherently arise in any efforts
related to childhood obesity policies.
Policy-makers and academics found that they could not
pursue these interests without relevant data that allowed them to
focus on health equity within their broader work on childhood
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Group

Academics

Influential Factors

Representative Quotation

Funding

“That’s what our funding is for….And so by definition, we are focused on African Americans. We
also look at some income-related issues within that, but that’s what we do, basically.”

Organizational Focus

“Everything we’re doing has its social equity basis to it….I don’t think we do anything that isn’t
proportionately focused on low-income people.”

Availability of Data

“We were able to get data from the state on school level demographics so we could look at race,
ethnicity for a student….So we have been able to do data work with that.”

Organizational focus

NGOs

http://dx.doi.org/10.17140/PHOJ-1-111

Nature of childhood
obesity work
Funding
Engagement with the
community
Organizational focus

Policy-makers
Availability of Data

“From the very core of the work that we’re doing…comes from the lens of health equity.”
“I think unlike some other childhood obesity initiatives, this one is really squarely focused on
underserved communities. And so, it’s very central to the policy itself.”
“Part of our work in securing this funding would be to have language and a budget provision that
kind of sets up an expectation that health equity is a factor.”
“It’s not just us trying to determine what health inequities exist. It’s the residents themselves that
are saying, did you consider or what-about questions.”
“It’s kind of embedded in our mission to provide services to disadvantaged populations.”
“We also do a lot of surveillance not just based on changes in health in general but also changes
in disparity. So we’re constantly looking at differences between rich and poor, between people
of color, etc.”

Table 1: Factors that influence the extent to which childhood obesity policy work focuses on health equity.

obesity policies. For example, a policy-maker explained, “The
big challenge of ours is getting data at the neighborhood levels
that is critical for developing strategies and initiatives and then
evaluating outcomes as well, what our impact is”.
DISCUSSION

NGO representatives and academics noted that certain funding
streams encourage or require a health equity focus within their
childhood obesity policy work. Because some organizations
may overlook or not prioritize health equity research, public and
private funders should consider whether they want to require a
health equity focus when developing calls for proposals.
Policy-makers and academics discussed how availability of data influences whether their childhood obesity policy
work accounts for health equity. This suggests that, even if an
interest in health equity exists, it may not be pursued if data are
lacking or difficult to access. Governmental and other groups
that manage large data sets should identify opportunities to engage with researchers (e.g., conferences, webinars) to share information about opportunities to incorporate health equity data
into analysis relevant to childhood obesity policy.
Our study’s strengths include the geographic and professional diversity of our interviewees, but several limitations
should be noted. The generalizability of our findings may be
limited to individuals who fit into one of the groups on which
we focused: academics, NGO’s, and policy-makers. Also, the
individuals in our purposive sample had a demonstrated interest
in childhood obesity. They may have been more likely to find
the subject matter, and thus participation in the interview, more
appealing than individuals without similar experience.
CONCLUSION

Well-documented disparities among socio-economic, racial,
and ethnic groups underscore the importance of incorporating

Public Health Open J

health equity considerations into childhood obesity policies.
Yet, to date the factors that motivate organizations to focus on
health equity within the broader context of childhood obesity
policy have remained unclear. Our interviews identified several
factors-including organizational mission, funding requirements,
and data availability as influencing this decision.
These findings can influence current activities and policy debates in several ways. First, funders may sway academics and NGO’s by explicitly requiring a focus on health equity
when they issue a call for proposals related to childhood obesity
policy. Second, processes for easily sharing large data sets that
incorporate health equity data-such as those maintained by the
federal government-with academics should be developed and
promoted. Finally, community-based NGO’s should actively engage with their local and state representatives, as these officials
have noted the importance of such interactions in shaping their
focus on health equity within childhood obesity policy.
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