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Actively Combating Childhood Weight Gain:
An Evaluation of Federal Policy Interventions

By Sarah Griswold

America’s children and adolescents are
facing a childhood obesity crisis that
impedes their ability to become healthy
adults. This epidemic has drastic eco-
nomic impacts because the nation shares
public health care costs, and there is little
incentive for states to act without federal
support. In order to address this problem
from a national perspective this paper
analyzes three different levels of federal
interventions. Each alternative presents a
policy to increase the amount of physical
activity children engage in daily. The pa-
per evaluates each of the different levels
of intervention by assessing the strengths
and examining the hurdles these levels of
intervention face on the road to imple-
mentation.

Introduction

Childhood obesity poses a very
real threat to the health of our society. The
implications of an obese society are vast,
the most important of which is the strain it
will continue to have on rising health care
costs. While a recent study in the Jour-
nal of the American Medical Association
showed that obesity incidence in the gen-
eral population is leveling off, the same
study unfortunately revealed that boys
ages six through 19 in the highest weight
range are getting even larger (Ogden
2010). Additionally, it should be pointed
out that “leveling off” does not mean obe-
sity rates are decreasing. Recent reports
from the National Center for Health Sta-

tistics state that 17.1 percent of children
and adolescents two to nineteen years of
age are overweight (CDC 2006). This is-
sue must be addressed because children
who do not learn healthy lifestyle choices
early in life are overwhelmingly likely to be
overweight or obese adults (Whitaker et al.
1997).

Following an overview of the
scope and severity of the childhood obe-
sity epidemic, this analysis will narrow the
causes of obesity and identify solutions
aimed at increasing physical activity levels
in children. This paper focuses on feder-
ally based interventions because when the
final cost such as health care is shared by
society at large, there is little incentive for
states to singularly combat their localized
epidemics. Ultimately, this paper will ex-
plore the effectiveness and feasibility of
three different types of federal responses
to childhood inactivity: a mandate, a pub-
lic awareness campaign, and community-
led intervention. The evaluations of these
potential efforts will demonstrate the
range of considerations and roadblocks
lawmakers and policymakers face when
attempting to impact the complex lifestyle
choices Americans face.

Scope and Severity

The prevalence of childhood obe-
sity has many repercussions. Most alarm-
ing are projections estimating that this
generation of overweight and obese chil-
dren will be the first generation since the



Great Depression to have a shorter life
span than its predecessors (Olshanky et al.
2005). The main health threats caused by
obesity that will make themselves known
as today’s children get older are: diabetes,
heart disease, stroke, and possibly cancer
(Trasande et al. 2009). However, even be-
fore adulthood there are immediate reper-
cussions. Overweight and obese children
risk bone and joint problems, sleep apnea,
and social and psychological problems
(CDC 2010a).

Besides physical health issues,
evidence suggests that children with un-
healthy lifestyles, defined by poor nutrition
and inactivity, also have difficulty achiev-
ing academically. A study published by the
Journal of the American Dietetic Asso-
ciation sought to connect the relationships
of body weight, nutrition, and academic
performance. The study found that eating
breakfast, which is also associated with
a lower Body Mass Index (BMI), can im-
prove “cognitive function related to mem-
ory, test grades, and school attendance”
(Rampersaud et al. 2005, 743). Other
studies indicate that regular physical activ-
ity leads to favorable classroom behavioral
outcomes and does not take away from ac-
ademic achievement (Strong et al. 2005).
In fact, a more recent study found positive
correlations between standardized testing
results, especially in math, and physical fit-
ness levels (Chomitz et al. 2009). Finally,
studies have also correlated physical activ-
ity with increased self-esteem in children
(Tremblay et al. 2005). It is highly likely
that overweight and obese children will
face both physical and mental health con-
sequences as a result of poor nutrition and
sedentary lifestyles.

Not only are these children in
jeopardy of not reaching their full po-
tential, but their health care needs will
continue to increase, costing society, not
individual states, billions of dollars. The
annual medical cost of obesity-related ill-
nesses has grown over the past decade and
is now estimated to be almost $147 billion
(CDC 2009a). The problem is compounded

by the fact that a significant portion of fed-
eral spending stems from the low-income
health care program, Medicaid. According
to the Centers for Medicare and Medicaid
Services, Medicaid spending will reach
$794 billion by 2019 (DHHS 2011). More-
over, adolescents who are covered by pub-
lic insurance or have no insurance at all
are more likely to be overweight (Haas et
al. 2003). Regardless of income level, “per
capita medical spending for the obese is
$1,429 higher per year, or roughly 42 per-
cent higher, than for someone of normal
weight” (Finkelstein et al. 2009, w828).
No matter the cause, obese children and
adults are prone to having higher health
care costs.

This connection highlights the de-
bate about the relationship between socio-
economic status and obesity. Many stud-
ies have questioned this connection with
mixed results, which are further confound-
ed by racial disparities. Surely individuals
at lower socioeconomic levels have unique-
ly compounding factors that contribute to
incidence rates. But as Wang and Zhang
(2006) discovered in their study, the over-
all association between socioeconomic sta-
tus and weight is weakening. Low-income
groups and high-income groups were both
at risk of being overweight. Moreover,
the Presidential Task Force on Childhood
Obesity recently noted in its report that
a high socioeconomic status is positively
correlated with the rate of obesity in Afri-
can-American girls (White House 2010).
Lacking substantial evidence to determine
if targeting only low-income groups will re-
duce the epidemic, this analysis identifies
policies that have a broad scope, with the
goal of targeting children of all socioeco-
nomic levels, ethnicities, and genders. The
need for further research to precisely target
potentially high-risk groups could delay
the creation and implementation of poli-
cies that may be broadly effective immedi-
ately. Weight gain does not discriminate,
and what is most important is identifying a
solution that cuts across all groups regard-
less of subtle contributing factors.
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The Causal Puzzle of Childhood
Weight Gain

The fundamental cause of obesity
is an imbalance between food intake and
energy expended during physical activ-
ity. The accepted standard for measur-
ing obesity is BMI, which is determined
by a person’s weight to height ratio (CDC
2011a). A child who is in the 85th percen-
tile is considered overweight, while at the
95th percentile a child is deemed obese
(CDC 2011b). Since the 1980s the number
of children in the 95th percentile has more
than tripled (Ogden et al. 2010). There are
many complex and interrelated causes of
this lifestyle imbalance among children.
A few examples include increases in food
advertising directed at children, and more
time spent engaging in sedentary forms of
entertainment such as video games.

Many forms of government in-
tervention pertaining to obesity focus on
poor nutrition. For instance, the United
States Department of Agriculture (USDA)
is running a pilot program titled Healthy
Incentives under its Supplemental Nutri-
tion Assistance Program (SNAP), which is
aimed at promoting the purchase of fruits,
vegetables, and other healthy foods (USDA
2010). Even more recently, in December
2010 President Obama signed into law
the Healthy, Hunger-Free Kids Act, which
sets standards for healthy school meals
and provides additional funding to help
schools meet these standards. Children of
different ethnicities, genders, and socio-
economic statuses face a variety of nutri-
tion and food intake challenges. These pol-
icies mainly focus on low socioeconomic
status children, but the causal relationship
is still unclear. Focusing on the food intake
aspect of the issue will not sufficiently ad-
dress the problem. Simply put, the vast
majority of children and adolescents are
inactive; therefore, this paper will focus
on the physical activity factors that con-
tribute to childhood obesity. Further sup-
porting this focus, a study published by the
National Academies Press demonstrated
that the benefits of increasing physical ac-

tivity in schools were “experienced across
diverse racial, ethnic, and socioeconomic
groups, among boys and girls, elementary
and high school students, and in urban and
rural settings” (ACS, ADA, and AHA, n.d.).
It is hard to dispute the fact that all chil-
dren can and will benefit from increased
physical activity, starting with potentially
decreasing obesity rates.

The US Department of Health
and Human Services recommends that
children and adolescents participate in 60
minutes of moderate to vigorous physical
activity each day, yet most children are
not meeting this guideline (Nader et al.
2008). According to a study published by
the Journal of the American Medical As-
sociation, almost all children at the age of
nine reached the daily recommended 60
minutes of moderate to vigorous physical
activity throughout the week, but by age
15 only 31 percent met the guidelines on
weekdays and only 17 percent on week-
ends (Nader et al. 2008). Moreover, ac-
cording to the CDC (2010b), only 47 per-
cent of ninth graders in 2009 participated
in daily physical education (PE) at school.
Evidence from a study by Johns Hopkins
University shows that for each weekday
adolescents participated in physical edu-
cation, they reduced their likelihood of be-
ing an overweight adult by five percent; for
five days per week of physical education
their odds were reduced by 28 percent.
(Menschik et al. 2008). Forty-eight states
currently have some form of mandatory
physical education, but only Illinois and
New York have K—12 physical education
standards that include mandatory levels
of duration and frequency (NCSL 2005).
The implications of this lack of physical
activity are concerning; from this inactive
beginning, many adolescents are at risk of
becoming inactive and unhealthy adults.

Decreases in the amount of physi-
cal activity experienced by children and
adolescents can be attributed to numer-
ous factors. The most significant are: a
decrease in physical education classes
in schools, an increase in the amount of



hours spent watching television and/or
playing video games, and to a less known
extent, the fact that fewer children are
walking or riding bikes to school. One
study published by the American Medical
Association showed that the odds of being
overweight among children ages 10-15
were “4.6 times greater for those watch-
ing 5 hours of television per day compared
with those watching for only o to 2 hours”
(Gortmaker et al. 1996, 356). What’s
more, the odds were very similar regard-
less of socioeconomic status (Gortmaker
et al. 1996). Essentially, children who en-
gage in high levels of television viewing
tend to be the most overweight (Ebbeling
et al. 2009).

Besides television viewing rates,
another significant cause of low energy
output is the reduced physical educa-
tion occurring in public schools. There
are concerns that budget constraints and
academically focused policies such as No
Child Left Behind may reduce the amount
of time children and adolescents spend in
physical education classes and in recess
(Doheny 2005). Not only are children
experiencing a decrease in time spent in
physical education, but the little time they
do spend in physical education classes has
gone down in quality (CDC 2010c). Ac-
cording to the American Cancer Society,
the American Diabetes Association, and
the American Heart Association (n.d.),
“the quality of the physical education pro-
gram, not just the time spent on the class,
is the foremost concern.” One measure for
the quality of instruction is the amount of
time students are engaged in high levels
of physical activity during physical educa-
tion class (CDC 2010¢). Itis recommended
that students be physically active at least
50 percent of the time they are in physical
education classes, yet numerous studies
have shown that students in typical physi-
cal education classes are physically active
for less than 50 percent of the class period
(CDC 2010c¢). In California, students who
are in large physical education classes
are physically active only 10 percent of

the time (California Endowment 2007).
This decrease in the quality and quantity
of physical education is adversely affect-
ing the health of our nation’s youth. A
study that sought to measure the effects
of physical activity intervention programs
in school-aged children found that greater
levels of exposure to physical activity in
schools were associated with smaller in-
creases in BMI. Moreover, children ex-
posed to activity in schools proved to be
more active when not in school (Donnelly
et al. 2009).

Finally, the growing number of
children who are either bussed or driv-
en to school has also contributed to the
obesity epidemic. According to the CDC
(2005), “[iln 1969, approximately half
of all schoolchildren walked or bicycled
to or from school...[t]Joday, fewer than
15% of children and adolescents use ac-
tive modes of transportation.” There is
little exacting research on the underly-
ing causes for this change, but it is likely
that this increase has been the result of a
widespread reliance on car travel, a per-
ceived lack of safety due to crime, and
a lack of sufficient infrastructure in the
built environment such as sidewalks and
crosswalks. Positive changes are occur-
ring that could influence physical activity
levels in urban and suburban communi-
ties; this is evident in President Obama’s
urban policy agenda, which calls attention
to the importance of the built environ-
ment. Moreover, the Obama administra-
tion’s new focus on previously exclusive
state issues such as urban policy demon-
strates the importance of federal inter-
vention when the economic impacts of a
community’s well-being are potentially
substantial. While there is general agree-
ment that community efforts to create
opportunities for children to be active in
their neighborhoods, such as walking and
biking to school, contribute to healthy
lifestyles (Sallis and Glanz 2006), there
is still little state incentive to spend in
the short term, especially without federal
support.
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Federally Led Intervention Options
President Obama’s 2011 bud-
get contains encouraging policy changes
aimed at combating obesity (The White
House, Office of the First Lady 2010). Ad-
ditionally, First Lady Michelle Obama’s
“Let’s Move!” campaign, which just cel-
ebrated its one year mark in February of
this year, has begun addressing the child-
hood obesity epidemic on multiple fronts.
However, many of these policies and ini-
tiatives are aimed at the food intake side of
the issue. For instance, “Let’s Move!” ini-
tiatives include calls for front-of-package
calorie labeling, increasing neighborhood
farmer’s markets, and altering the USDA
food pyramid (The White House, Office
of the First Lady 2010). Despite the fact
that these initiatives are important steps
towards healthier children and families,
and contrary to the title of the campaign
itself, much of the First Lady’s campaign
appears to treat physical activity as an af-
terthought. In the hopes of adding to this
already positive shift in the national con-
versation over childhood obesity, the fo-
cus of this analysis will be on broad reach-
ing physical activity based policy options.
The most broad and obvious pol-
icy alternative is mandating physical edu-
cation in schools. This policy alternative is
based in the public school system, and will
reach an estimated 56 million K—12 chil-
dren (US Census Bureau 2010). It would
require the implementation of physical
education standards into national educa-
tion policy, for which there are currently
no such standards. To be effective, this
policy should meet the National Asso-
ciation for Sports and Physical Educa-
tion (NASPE) standards of 150 minutes of
physical education for elementary school
children, and 225 minutes for middle and
high school students per week for the en-
tire school year (NASPE and AHA 2010).
Moreover, standards are needed to ensure
that students are engaged in moderate to
vigorous physical activity during these
classes (CDC 2010c¢). Additional stan-
dards should be set for physical education

teachers, curriculum, and assessment
tools to measure student progress (ACS,
ADA, and AHA, n.d.). Policy standards
such as these would ensure complete
equality in physical education quality and
quantity.

An alternative policy option is to
reinstate or reinvent the public awareness
campaign “VERB. It's What You Do.,”
which was funded primarily by the Cen-
ters for Disease Control from 2002—2006.
This advertising campaign is a focal point
for this paper because it consisted of adver-
tising entirely focused on increasing phys-
ical activity levels in children, unlike the
recently launched national “Let’s Move!”
public service announcement campaign.
“Let’s Move!” has partnered with Depart-
ment of Health and Human Services, the
US Department of Agriculture, and the
Ad Council to sponsor a variety of public
service announcement ads aimed help-
ing parents make better food choices and
increase the time their children spend in
physical activity (Ad Council 2011). Some
of the “Let’s Move!” sponsored ads do use
professional athletes to encourage physi-
cal activity; however, despite the sheer
volume of the recently launched healthy
living ads, to be featured on 33,000 me-
dia outlets nationwide, none appear to be
as highly targeted as the VERB campaign
was during its run (The Ad Council 2011).

The VERB campaign used ex-
tensive analysis to develop marketing
techniques and strategies to reach chil-
dren ages nine to 12 years old, commonly
referred to as tweens (CDC Foundation
2003). A study that measured VERB rec-
ognition in Lexington, Kentucky, found
that among fourth and fifth graders there
was 90 percent brand recognition, com-
pared to the already impressive 74 per-
cent tween recognition nationally (Florida
Prevention Research Center 2007). The
campaign encouraged children to get
active by discovering their own “active
verb.” It also used specific media outlets
and strategic community partnerships
to reach various demographics and eth-



nicities. The campaign included celebrity
spokespersons, contests, and custom ma-
terials for schools. The initial budget was
$125 million, and included an additional
$75 million from private media compa-
nies (CDC Foundation 2003). Awareness
of the benefits of an active lifestyle is an
important step in changing the habits of
children and their families.

One relatively new and creative
solution for getting children more active
is to increase the percentage of those ei-
ther walking or bike riding to school. To
support this effort, the federal govern-
ment could consider increasing funding
for the Safe Routes to School program.
Initial funding for Safe Routes To School
began in 2005, from the US Department
of Transportation’s Federal Highway Ad-
ministration Office of Safety, and was
funded at $612 million over five federal fis-
cal years (FY 2005—2009) (National Cen-
ter for Safe Routes to School, n.d.). Ben-
efits include not only increases in physical
activity, but also increases in local hiring
needed to build, police, and maintain safe
routes to school. The program also cuts
down on car travel, thereby decreasing
congestion. Due to the multiple positives,
Safe Routes to School should be funded
adequately.

Criteria for the Evaluation
of Federal Policies

In order to evaluate potential fed-
eral policy options of varying degree for
increasing the physical activity levels of
children, this analysis will consider specif-
ic criteria chosen to highlight the policy’s
implementation feasibility in relation to
its overall effectiveness.

Effectiveness

The effectiveness of the proposed
policy alternatives will be based upon the
combination of two factors: a time in-
crease in the moderate to vigorous physi-
cal activity of children as well as measured
decreases in BMI of participating children.
Both of these factors are quantifiable mea-

sures of positive change.

Administrative Feasibility

Policies will be measured by the
ease, speed, and number of personnel
it will take to implement and maintain
changes. This also includes the involve-
ment of private and/or nonprofit entities
and how their participation can aid the ad-
ministrative process.

Political Feasibility

The political battles these policies
face on the road to implementation will
be evaluated. This consideration includes
stakeholders such as government officials
at all levels — local, state, and federal —
and their potential support or opposition,
which is an essential factor in program
success or failure.

Equity

Policies will be evaluated by the
broadness of their socioeconomic reach
with the goal of having an impact on the
highest possible number of children.

Cost

During the current fiscal crisis it is
vital that policies be evaluated on the ba-
sis of cost. However, due to the potential
for costs to become extremely high when
obesity poses serious long-term health
threats, costs for preventative policies
should be considered in terms of what the
eventual cost would be if policies are not
enacted now. Therefore this criterion will
consider both the short-term costs of im-
plementation and the long-term financial
benefits both for individuals and the na-
tion as a whole.

Analyzing Federal Interventions
to Increase Physical Activity

Each of the policy options speci-
fied will be evaluated on the criteria estab-
lished in this paper. The purpose is to shed
light on the challenges public officials face
when attempting to change lifestyle habits
in children.
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Mandate Physical Education in Schools

A nationally mandated physi-
cal education program in public schools
would reach 56 million children. Ensur-
ing that children participate in physical
education that meets the NASPE guide-
lines — 150 minutes for elementary school
children and 225 minutes for middle and
high school students per week for the en-
tire school year — will directly result in ad-
ditional minutes of moderate to vigorous
physical activity for children and adoles-
cents (NASPE and AHA 2010). Based on
these figures it would appear that this is an
extremely effective policy option; however,
there is only small amount of evidence that
shows a direct correlation between physi-
cal education in schools and a reduction
in BMI. One promising but limited study
measured the effect of increased hours of
physical education on BMI among kinder-
gartners. Results showed that “expanding
existing PE instruction time nationwide
so that every kindergartner gets at least
5 hours of physical education instruction
per week...could decrease the prevalence
of overweight among girls by 4.2 percent-
age points and the prevalence of children
who are at risk for overweight by 9.2 per-
centage points” (Datar and Sturm 2004,
1504). This is encouraging, but the effec-
tiveness is questionable until there are
more controlled studies measuring the ef-
fects of NASPE guidelines on BMI in older
school-aged children, and if there are any
lasting improvements.

Although 48 states currently have
some form of mandatory physical educa-
tion, this policy option would require co-
ordination from the Department of Edu-
cation to standardize physical education
across all states, leading to poor adminis-
trative feasibility. An administrative entity
within the department, along with coordi-
nators at the state level, would be respon-
sible for organizing the implementation,
training, and measurement of program
effectiveness. Transitioning to a nation-
ally administered program would also re-
quire congressional legislation and a great

deal of planning, personnel, and time. For
these reasons, this policy option is rated
low on administrative feasibility.

Furthermore, support for federal
intervention in state issues is extremely
difficult, as was demonstrated by the re-
cent congressional battle over health care
reform. Current trends in education re-
form have taken a very academic results-
driven approach, which does not include
the consideration of physical education.
For instance, as of 2007 “44% of all dis-
tricts had increased time for [English Lan-
guage Arts] and/or math while also cut-
ting time for elementary school science,
social studies, art and music, physical edu-
cation, lunch or recess” (McMurrer 2008).
In contrast, 95 percent of parents with
children under the age of 18 think physical
education is necessary for all students in
grades K-12 (ACS, ADA, and AHA, n.d.).
Citizens and advocacy groups would need
to set the policy agenda for holistic educa-
tion in order for this policy option to gain
political support.

In terms of equity, this policy op-
tion will reach every child and adolescent
enrolled in public school and ensure that
all children are provided with high quality
physical education no matter their socio-
economic status. In order to ensure equi-
table program implementation across all
states, however, funding must be equita-
bly distributed from the federal level. De-
termining the amount of federal funding
each state receives will be a critical aspect
of ensuring equity. Doing so will come
with its own set of equity issues between
wealthier and less affluent states.

The most equitable and effective
policies are often the most costly. Man-
dating physical education at the national
level will take a great deal of budgetary
support; exact numbers are unavailable.
As a result of the poor economy, many
states face cutting extracurricular school
programs (Milbourn 2010). Funding for
this policy option will need to come from
the federal level, and it is unlikely enough
money will be available. The only current



federal funding for physical education
comes from the Carol M. White Physical
Education Program (PEP Grants), which
in 2010 amounted to a meager $80 million
(Popke 2010). Additionally, because there
have been few studies about the impact of
physical activity and physical education
interventions in schools, there is currently
no evidence that benefits will outweigh fu-
ture health care costs. An evaluation of this
policy option shows the pervasive barriers
that result when our government imposes
blanket forms of policy interventions, and
sometimes rightly so.

Reinstate Public Awareness
Campaign VERB

This public awareness campaign
had a very high level of recognition by
tweens; however, the impact of the cam-
paign on increasing physical activity is
debatable, and there is no data available
on how the campaign decreases BMI, our
main measure for effectiveness. A case
study on the campaign using a random-
ized phone survey found that the “VERB
campaign resulted in 34% more free-time
physical activity among the VERB aware
vs. the VERB unaware” (NSMC 2010). De-
spite this positive result, it was measured
by phone survey and took respondents at
their word. It is possible that many of the
respondents answered according to re-
searcher’s expectations and answered yes
when asked if they participated in physical
activity during the past week. Nonetheless,
awareness is crucial, especially among
parents, who were a major secondary au-
dience for the campaign. This case study
measured parental awareness of VERB by
the third year at 50 percent (NSMC 2010).
Parental involvement plays a key role in
reducing incidence of obesity in children
and maintaining behavioral changes (Go-
lan et al. 1998).

This campaign included many
partnerships with private and nonprofit
entities, which reduced the administra-
tive burden of the CDC. Partnerships in-
cluded: the National Institute of Health,

Girl Scouts of the USA, 4H, state and city
Boys & Girls Clubs, and corporate partners
such as Disney (NSCMC 2010). Other than
television advertising, which does not re-
quire extensive administration beyond
campaign creation and market research,
the partnerships assisted with community
outreach and product distribution by giv-
ing out tool kits and branded merchandise.

This policy option has a relatively
high level of political feasibility because
it does not require major legislation from
congressional decision makers other than
appropriations to the CDC. This is similar
to Michelle Obama’s “Let’s Move!” cam-
paign, which encourages legislation but
does not require it to increase awareness.
If this program can be reinstated while
measuring impact on BMI and keeping
costs low, this campaign should gain sub-
stantial political support.

Although one of the goals of the
campaign was to reach all socioeconomic
levels as a means to achieve equity, the
campaign’s case study found that, “[p]
rompted awareness [of VERB] did not dif-
fer by child’s age, gender, or ethnicity but
was associated with being from a middle-
or high-income household, having a parent
who was a college graduate, and being ac-
tive on 7 or more days the previous week”
(NSMC 2010). This finding questions the
foundational basis of the campaign. Per-
haps physically active children with proac-
tive parents are more receptive to the mes-
sage of the VERB campaign. If this is true,
the campaign does not reach those most
in need of physical activity awareness, but
reinforces the message with those already
engaging in healthy living. Unfortunately,
this public awareness campaign did not
meet the equity criteria because of its mid-
dle- to high-socioeconomic reach. Further
investigation is necessary to identify pub-
lic awareness campaign practices that have
an impact across socioeconomic divides.

The final cost of VERB, funded
primarily by the federal government, was
$339 million over five years (NSMC 2010).
The government benefited from in-kind
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donations from media providers, which
also kept costs low (DHHS 2006). Without
a doubt, these costs are relatively low com-
pared with the potential public medical
costs of obesity.! Overall, public awareness
campaigns are an impactful, useful, and
low-cost tool for policymakers seeking to
change lifestyle behaviors; however, they
do not directly add moderate to vigorous
physical activity in a child’s day and poten-
tially only reach families open to receiving
the message.

Increase Federal Funding for Safe Routes
to School Programs

The measured effectiveness of this
policy option is very encouraging. On av-
erage, walking or riding a bike to school
adds 20 of minutes of activity round trip to
a child’s day (McDonald 2007). Moreover,
a study that measured the impact of active
transportation to school on BMI found
measurably lower BMIs in fourth grade
boys who actively commuted to school
than those who did not, and generally
children who actively commuted were less
overweight (Rosenberg et al. 2006). This
policy option alone does not fully meet
the NASPE-recommended 60 minutes of
physical activity, but it does significantly
contribute. Additionally, adding sidewalks
and increasing safety for children walking
to school is one of the first steps in improv-
ing a community’s built environment. As
such, Safe Routes to School can serve as
the beginning of a larger dialogue about
healthy living through increased aware-
ness of a community’s physical environ-
ment.

There are numerous resources
available to communities interested in im-
plementing Safe Routes to School, which
leads to a promising level of administra-
tive feasibility. Firstly, the Safe Routes to
School National Partnership is an organi-
zation of 400 schools, nonprofits, and gov-
ernment agencies organized to effectively
monitor, promote, and implement Safe
Routes to School (Safe Routes to School
National Partnership 2009). Addition-

ally, the National Center for Safe Routes
to School, which is funded by the Depart-
ment of Transportation (DOT), offers
training courses for teachers and commu-
nity planners. Funding is provided by the
DOT to state transportation departments,
and is often met by additional state fund-
ing. The administration of Safe Routes to
School is primarily conducted on a local
level, and includes the building of local
infrastructure. The policy’s high level of
administrative feasibility is reflected in its
implementation in communities across all
states.

There has been a large amount
of support for Safe Routes to School from
communities, state officials, and members
of Congress. This support was made vis-
ible by the passage of the 2005 transporta-
tion bill that created the funding for Safe
Routes to School. Since the initial funding
ended in 2009, Congress has continued
to support Safe Routes to School, though
on a smaller level (CDC 2009b). There are
concerns, however, that the discretionary
spending cuts currently occurring in Con-
gress may lead to reduced political feasi-
bility for this program.

In order to promote equity, Safe
Routes To School can and should be im-
plemented in various types of communi-
ties, though it is not logistically feasible in
rural communities. Successful programs
include Kawana Elementary School in
Santa Rosa, California, which serves a
mostly Latino population. This program
received $611,700 in funding to create new
sidewalks, improve crosswalks, and create
pathways (Safe Routes to School National
Partnership 2009). An additional program
is occurring in Spencer, Iowa, where the
community recently received $134,880 in
federal grant money (Licht 2011). The com-
munity is 96.6 percent Caucasian, with 7.3
percent of families living at or below the
poverty line (US Census Bureau 2000).
There is a need for better-built environ-
ments in both urban and suburban areas,
and this policy option allows communities
to tailor their approaches through the use



of federal funds. Creating more funding
for Safe Routes To School will ensure that
children of varying demographic back-
grounds will continue to be reached.
Finally, the upfront cost of this
policy option is low when long term costs
of care for overweight and obese health is-
sues are factored into the equation. Addi-
tionally, the original legislation stipulated
that 70 to 90 percent of funding be used
for infrastructure creation, which provides
an economic benefit to communities by
way of jobs (Safe Routes to School Na-
tional Partnership 2009). Costs are also
shared by federal and state governments,
reducing the overall burden. Overall, this
policy option is rated high because it con-
tains the potential for strong administra-
tive feasibility and equitable reach while
effectively adding physical activity into
a child’s day without major cost burdens
and disruptions to educational standards.

Weighing the Results

The evaluation of these three pol-
icy options explores the relative viability
of different levels of federal intervention.
When the costs to society are great, as
this epidemic is already proving to be, it
is critical to consider the extent to which
the federal government, rather than state
governments, should act. Unfortunately,
communities lack incentives to spend in
the short-term in order to lower costs in
the long-term. This is especially true when
the long-term costs of health care are left
to society as a whole, by way of the federal
government. This evaluation concludes
that the highest degree of federal interven-
tion, mandating physical education qual-
ity and quantity, is extremely unfeasible.
Additionally, this analysis shows that the
process of adding time to a child’s day for
physical education and physical activity
is especially difficult. A public awareness
campaign is a more feasible option in
terms of cost, administration, and politics,
but the audience shown to be receptive to
the message is somewhat self-selecting.
Additionally, quantifying and measuring

the results, such as actual decreases in
BM]I, is challenging.

Federally-funded changes to the
built environment through programs such
as Safe Routes to School integrate commu-
nity education, involve stakeholders, and
create concrete and integrated changes
to a child’s day. Just as increasing physi-
cal activity levels alone will not decrease
incidence rates of overweight and obese
children, policies that include only federal
mandates or only funds cannot address the
full scope of the problem. Safe Routes to
School is effective because it has the back-
ing of the Department of Transportation,
informational resources from the National
Center for Safe Routes to School, and al-
lows communities to use funds in a tai-
lored fashion. An additional benefit of the
policy is its ability to involve multiple com-
munity stakeholders in the process. From
state and local representatives to schools,
law enforcement, and parents, physical ac-
tivity awareness levels can increase across
the board.

The issue of childhood obesity is a
useful vantage point from which to exam-
ine the role of federal government inter-
ventions in lifestyle choices. Safe Routes to
School’s favorable outcome in this analysis
demonstrates the benefits of federal inter-
ventions that can be tailored to commu-
nity specifics while reaching for national
goals. Although many on the state level
understand the need for healthy lifestyles,
they do not have inducements to make po-
tentially costly changes at the expense of
other federal requirements. By incentiv-
izing local governments through funding
grants, the federal government can effec-
tively pursue policy objectives that states
are unwilling or unable to pursue on their
own. Much like the promise of dessert in
return for vegetable consumption, if im-
plemented, Safe Routes to School provides
more benefits than just increased physi-
cal activity, including greener communi-
ties, increased jobs, and cohesion-building
community dialogue.

Safe Routes to School has already
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enjoyed a high level of success in commu-
nities across the country, but with funding
levels at only $183 million, much more
can be done. For example, Safe Routes to
School could become a stronger and more
far-reaching program if the “Let’s Move!”
campaign adopted Safe Routes to School
as one of its “Increasing Physical Activ-

ity” initiatives (DOT 2009). Implementing
Safe Routes to School will not fix the obe-
sity epidemic among our nation’s youth; it
is one component of what is truly needed.
Only a holistic approach, which includes
physical education in schools, healthy eat-
ing, and parental involvement, will effec-
tively combat this growing trend.
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Notes:

1. For instance, according to the CDC, the total health care costs for obesity related
illnesses from both Medicare and Medicaid, for just the state of California, were an
estimated $7.7 billion (CDC 2009b).
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