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Review and Special Articles

ood Taxation and Pricing Strategies to “Thin Out”
he Obesity Epidemic
aniel Kim, MD, MPH, MSc, Ichiro Kawachi, MD, PhD

bstract: This article highlights characteristics of two related yet distinct economic approaches to
addressing the current obesity epidemic in the United States: the general taxation of soft
drinks, snack foods, and/or fast foods, and the application of pricing incentives/
disincentives on foods sold in schools and worksites. The article specifically focuses on the:
(1) rationale for, (2) potential barriers and limitations to, and (3) possible unintended
consequences of implementing these policy interventions at the state level. Novel empirical
evidence showing strong positive associations between the presence of state-level taxation
on soft drinks or snack foods between 1991 and 1998 and relative changes in obesity
prevalence over the same time period is further presented. The article concludes by
summarizing the similarities and dissimilarities of the two approaches, and by emphasizing
some of the gaps and priorities regarding these strategies that should be addressed in
future research and policies to best effect obesity prevention.
(Am J Prev Med 2006;30(5):430–437) © 2006 American Journal of Preventive Medicine
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 he 2001 United States Surgeon General’s report
“A Call to Action to Prevent and Decrease
Overweight and Obesity” declared obesity to

ave reached epidemic proportions in America.1

early one third of all American adults are obese2

defined as a body mass index [BMI] �30 kg/m2),3

nd obese adults are approximately 1.5 to 2 times more
ikely to die prematurely of all causes, compared to
hose with a BMI in the healthy range (20 –25 kg/m2).4

verweight and obesity also pose a substantial burden
s reflected in morbidity and loss of work productivity,
ith total costs of overweight and obesity in 2000
stimated at an overwhelming $117 billion ($61 billion
n direct, $56 billion in indirect costs).1 More recent
stimates suggest that these costs may be even higher.5

Several individual-level behavioral factors have been
hown prospectively to predict weight gain or obesity,
ncluding the consumption of fast foods6 and sugar-
weetened beverages,7–9 television viewing,10 and lei-
ure- or work-time physical inactivity.11

Beyond demonstrating risk factors for obesity at the
ndividual level, there is a growing need to identify
nvironmental etiologic factors to help explain the
remendous rise in obesity rates in the United States
ver recent decades, and thereby to address more
ffectively the current obesity epidemic using a public
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ealth approach.12–14 Ecological and social ecological
odels provide theoretical frameworks linking physi-

al, social, and political environmental characteristics,
ncluding institutional factors and public policies, to
ndividual behaviors.15,16 Consistent with these models,
ublic health nutrition advocates and researchers have
roposed a range of environmental intervention strat-
gies to prevent obesity, such as restricting the sales of
oft drinks, candy bars, and other minimally nutritious
oods in schools; labeling food products and menu
hoices with nutritional information; providing incen-
ives for communities to develop parks and other
enues for physical activity; and implementing taxation
nd pricing incentives/disincentives to improve dietary
ntakes and physical activity levels.17 These approaches
ossess an advantage over information-based ones such
s food labeling, in that the former are “structural” or
environmental/ecological” by design, and do not rely
pon an individual consumer’s nutritional knowledge
o make choices.

The specific focus of this article is on food-related
conomic approaches, assessing their utility apart from
ther potential weapons in the public health arsenal
gainst obesity. Herein, attention is paid to the: (1)
ationale for, (2) potential barriers and limitations to,
nd (3) possible unintended consequences of imple-
enting the taxation of soft drinks, snack foods,

nd/or fast foods, and pricing incentives/disincentives
n foods sold in schools and worksites. Moreover, in
esponse to the recent recommendation by the Insti-
ute of Medicine’s Committee on Prevention of Obesity
n Children and Youth to study the examples of states

urrently taxing selected foods and beverages to better

0749-3797/06/$–see front matter
ed by Elsevier Inc. doi:10.1016/j.amepre.2005.12.007
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ssess such a policy,18 new empirical evidence on state-
evel relationships between the implementation of soft
rink taxes and relative changes in obesity prevalence is
resented.

axation of Soft Drinks, Snack Foods, and/or Fast
oods

acobson and Brownell19 have previously documented
he status of state-level taxes on soft drinks and snack
oods in the United States. In 2000, only Maine and the
istrict of Columbia had snack food taxes in place, yet
oth jurisdictions subsequently repealed these taxes in
000 and 2001, respectively. The Maryland legislature
ejected a proposal in 2004 to reinstate a snack food
ax, such that no U.S. states currently levy taxes on
nack foods. At present, 18 U.S. states collect taxes on
oft drinks, either as a fixed tax per volume or as a
ercentage of the sales price (with sales taxes ranging
rom 5% to 7.5%). However, nearly all of the states
pply the taxes toward general revenues, with none
armarking the funds for either the subsidy of healthy
oods, or diet or physical activity programs.19 Mean-
hile, no states currently impose a fast-food tax.

ationale

ne set of rationales for state-level taxation policies on
oft drinks, snack foods, and/or fast foods is economi-
ally based. Government intervention through market
ailure can be argued for on the premise of asymmetric
nformation between consumers and producers. Con-
umers’ information about a healthy diet may have
een potentially distorted as a result of the massive
dvertising budgets of fast-food companies (e.g., $1.2
illion for McDonald’s in 2001, and $3.2 billion across
ll fast-food companies in 1998), which far surpass
overnment advertising expenditures to promote
ealthy eating (e.g., the media and communications
udget of the National Cancer Institute’s 5 A Day for
etter Health Program to promote fruit and vegetable
onsumption, which has remained at $1–$2 million
nnually since the program’s inception in 1991).20 –22

Obesity costs to society are an additional economic
ationale for supporting the taxation of “junk foods.”
egative externalities (i.e., costs imposed from one set
f parties onto another as a result of the former’s
ecisions) may occur from obese individuals onto indi-
iduals in the general populace in the form of in-
reased premiums for health and disability insurance
nd Medicaid.20 Economic analyses have estimated that
mokers appear to “pay their way” through cigarette
xcise taxes, whereas alcohol drinkers fall far short.23 A
imilar analysis for junk foods and obesity could use-
ully guide the appropriate level of excise taxes on such

oods. t

ay 2006
Aside from economic arguments, a rationale for
tate-level taxation on these foods may stem from
cological and individual-level evidence linking con-
umption of the foods to the obesity epidemic, and
rom evidence of state-level relationships between the
mplementation of soft drink/snack food taxes and
hanges in obesity prevalence. Together, this body of
vidence suggests the potential for taxation policies to
odify consumption and to bring about large-scale

besity prevention.
Between 1977 and 1996, soft drink consumption

mong Americans aged 2 to 18 and 19 to 39 years
ncreased by 83% (from 3% to 5.5% of total energy
ntake) and 71% (from 4.1% to 7.0% of total energy
ntake), respectively, while the intake of salty snack
oods rose by 132% and 133%, respectively. Among
hose aged 40 to 59 years, consumption of soft drinks
nd salty snack foods increased by 111% and 171%,
espectively (Figures 1 and 2).24,25 Furthermore, be-

igure 1. U.S. trends in soft drink consumption, by age group
1977–2001). From the 1977–1978 Nationwide Food Con-
umption Survey, 1989–1991 and 1994–1996 Continuing
urveys of Food Intake by Individuals, and 1999–2001 Na-
ional Health and Nutrition Examination Survey.

igure 2. U.S. trends in salty snack food consumption, by age
roup (1977–1996). From the 1977–1978 Nationwide Food
onsumption Survey, and 1989–1991 and 1994–1996 Con-
inuing Surveys of Food Intake by Individuals.

Am J Prev Med 2006;30(5) 431
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ween 1972 and 1997, the United States per capita
umber of fast-food restaurants doubled, and fast-food
ales escalated from $51 billion to $94 billion between
986 and 1996.26 Across all ages, restaurant/fast-food
ntake as a proportion of total energy intake more than
oubled between 1977–1978 and 1994 –1996 (Figure
).24 All of these trends parallel those of U.S. adult
besity rates, which skyrocketed from 15% in 1976–
980 to 31% in 1999 –2002 (Figure 4).27 Likewise, since
he 1970s, obesity rates have doubled among children
ged 2 to 5 years and adolescents aged 12 to 19 years,
nd more than tripled among children aged 6 to 11
ears.18

The highest proportions of total energy intake for
oft drink consumption have been among youths and
oung adults, with proportions estimated at 6.9%,
.8%, 5.0%, and 3.0% in the age groups 2–18, 19–39,

igure 3. U.S. trends in restaurant/fast food consumption, by
ge group (1977–1996). From the 1977–1978 Nationwide
ood Consumption Survey, and 1989–1991 and 1994–1996
ontinuing Surveys of Food Intake by Individuals.

igure 4. U.S. trends in age-adjusted prevalence of over-
eight and obesity, age 20–74 years (1976–2002). From the
976–1980, 1988–1994, and 1999–2002 National Health and
tutrition Examination Surveys.

32 American Journal of Preventive Medicine, Volume 30, Num
0 –59, and �60 years, respectively, in 1999 –2001 (Fig-
re 1).25 These estimates represent primarily the con-
umption of non-diet soft drinks, with only 4% of
dolescents reportedly drinking diet soda.28

In a 19-month longitudinal study of 548 children in
assachusetts, it was shown that each additional serving

f sugar-sweetened drink consumed was significantly
ssociated with a 1.6 times higher obesity risk, control-
ing for demographic, dietary, and other lifestyle fac-
ors.8 Another study found that children who drank at
east 12 ounces per day of sweetened drinks had
ignificantly greater weight gain than those who drank
ess.9

For the association between snack food consumption
nd weight status, a large prospective study (8203 girls,
774 boys aged 9–14) and a smaller (196 girls aged
–12) study of children and adolescents over 3- and
0-year periods, respectively, determined no significant
elationship between higher intake of these foods and
ubsequent BMI.29,30

Meanwhile, an increase of one fast-food meal per
eek was significantly associated with a 0.7 kg higher
eight gain over a 3-year period in a community-based

ample of 891 women.31 A cohort study of young adults
urther observed a significant positive relationship be-
ween greater increases in the frequency of fast-food
onsumption and subsequent increases in body weight
mong whites over 15 years.6 Based on U.S. Census
estaurant data and individual data on adults from the
.S. Behavioral Risk Factor Surveillance System

BRFSS) surveys, an increase in the average state-level
eal price of three franchised fast food was found to be
nversely although non-significantly associated with the
robability of an individual being obese.32

The presence of state-level taxes on soft drinks or
nack foods also appears to be closely linked to
besity prevalence. State-level associations were ex-
mined between the presence of soft drink or snack
ood taxes between 1991 and 1998 and relative
ncreases in obesity prevalence over the same time
eriod (Table 1). Estimates for the latter were as
reviously reported for 43 U.S. states using BRFSS
ata.33 Adjusting for state median age, mean income,
roportion of the state population that was black
ccording to the 1990 Census, and the political party
arrying the state in the 1992 Presidential election,
tates without a soft drink or snack foods tax were
ore than four times as likely (odds ratio [OR]�4.2;

5% CI�0.4 – 48.3) than states with a tax to undergo
high relative increase in obesity prevalence (de-

ned as �75th percentile in the relative increase).
tates that had repealed a soft drink or snack foods
ax between 1991 and 1998 were �13 times more
ikely (OR�13.3; 95% CI�0.7–262.0) than states with

tax to experience a high relative increase. In
ddition, states without a soft drink or snack foods

ax were three times more likely to exhibit a high

ber 5 www.ajpm-online.net
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elative increase than states that had levied at least a
% sales tax (Table 1).
These findings are compatible with the contribution

f taxes to attenuated increases in obesity prevalence
ver time through a direct consumption effect, al-
hough the absence of a large tax in any given state

akes this effect less plausible. One alternative expla-
ation is that social norms, beliefs, and/or values
egarding obesogenic behaviors (e.g., poor diets, in-
luding soft drink consumption), obesity, and obesity
revention among the general population and policy-
akers may have been instilled over time within U.S.

tates, and subsequently shaped policymaking deci-
ions, including the state legislation of food taxes and
ther obesity prevention measures.
A third main rationale for instituting state-level taxation

olicies derives from studies on the price elasticity (i.e.,
he responsiveness of the quantity demanded of a good to
ts price) of snack foods, which indicate the potential for
axation to raise large funds for obesity prevention pro-
rams. Kuchler et al.34 analyzed 1999 AC Nielsen Homes-
an panel data from a stratified random sample of 7195
.S. households that had scanned their food purchases to

stimate the price elasticities of potato chips, all chips, and
ll salty snack foods, and to thereby predict the change in
nack food quantities that would be purchased across a
ange of tax rates (1%, 10%, and 20%). Household
emands of the foods were found to be relatively inelastic,
nd the estimated impact of the taxes on purchases, even
t the 20% rate, were relatively small (at the 20% tax rate,
mounting to reduced purchases of only 4–6 ounces per
erson per year). These results suggest that a snack food

ax alone would be ineffective in lowering obesity preva-
ence through reduced consumption. Nevertheless, based
n these estimates and the 2000 U.S. Census population,
% and 20% tax rates on potato chips would generate
pproximately $27 million, and between $500 and $700
illion per year, respectively.34 Likewise, assuming a price

nelasticity of soft drink consumption, if all U.S. states
ere to tax soft drinks at the rate of $.02 per 12-ounce can,

able 1. U.S. state-level associations between presence of tax
revalence, 1991–1998

Total no. of states No. of

ith a taxc 14 1
ithout a tax 23 7
epealed tax 6 3

ith a 5% taxc 10 1
ithout any tax 33 10

�75th percentile in relative increase in state obesity prevalence bet
Odds ratio for being �75th percentile, adjusted for state median age,
arrying the state in the 1992 U.S. Presidential election (no odds rat
Reference group.
I, confidence interval.
pproximately $3 billion could be raised annually.28 Such t

ay 2006
otentially substantial revenues could be channeled into
arge-scale obesity prevention programs.

otential Barriers/Limitations to Implementation

major barrier to implementation of junk food taxes is
pecial interest groups and moneyed interests, who
ave a history of strong lobbying against both soft drink
nd snack food taxes in the United States. For example,
epresentatives of the Grocery Manufacturers of Amer-
ca (GMA) have testified before state senate committees
n the regressiveness (i.e., with a larger proportion of

ncome being spent on these foods by low-income
ndividuals) and discriminatory nature of snack food
axes, by disproportionately affecting lower-income
roups. During the 2003–2004 election cycle, food
roduct manufacturers, including the GMA, contrib-
ted approximately $0.7 million to Democrats and $2.4
illion to Republicans.35

General public opinion about taxation of these foods
ould also have contributed to the variable levying of
hese taxes across U.S. states, through policymakers’
esires to appease their electorates (e.g., median voter
references36). Recent national public opinion surveys
none of which have been state-stratified, however)
ave found support to be relatively low for taxation of

oods for obesity prevention, unlike support for other
ealth-related regulatory policies.37–39 For instance, in
U.S. national survey in 2001, only 6% of respondents

trongly agreed and 27% agreed with a proposal to tax
nack foods to subsidize the cost of healthy foods,
hereas 65% indicated support for cigarette taxation.37

The current lack of economic evaluation of tax policy
ptions poses another barrier to implementation. If
rice elasticities of snack foods, soft drinks, and fast
ood are truly low, the overall utility of taxing these
oods by funding obesity prevention programs would
inge upon the favorable economic evaluations of

hese programs. Such economic evaluations, however,
re remarkably sparse.40,41 Rajgopal et al.40 retrospec-

soft drinks or snack foods and relative increases in obesity

s >75%ilea
Multivariate-adjusted
odds ratiob (95% CI) p value

1.0 —
4.2(0.4–48.3) 0.25

13.3(0.7–262.0) 0.09

1.0 —
3.0(0.3–33.1) 0.38

1991 and 1998.
income, and % black (all from 1990 U.S. Census), and political party

tistically significant at 0.05 level).
es on

state

ween
mean
io sta
ively determined a positive cost-to-benefit ratio (i.e.,

Am J Prev Med 2006;30(5) 433
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ith total benefits exceeding costs) for the Food and
utrition Education Program in Virginia that was ro-
ust in sensitivity analyses (i.e., with similar conclusions
eached across a range of possible costs and benefits).
ang et al.41 used retrospective data to evaluate Planet
ealth, a school-based educational intervention de-

igned to reduce obesity among middle-school chil-
ren, and found that the program was both cost-
ffective (based on the net intervention cost per
uality-adjusted life-year saved) and cost-saving across
ensitivity analyses.

That so few economic evaluations have been con-
ucted may derive from the fact that many relevant
besity initiatives are either in the process of being
ndertaken (as in the recent funding of states by the
enters for Disease Control and Prevention to develop
nd implement nutrition and physical activity interven-
ions for obesity and chronic disease prevention),42 or
ave not routinely collected program cost information
nd outcome data.41 Additional potential barriers to
conomic evaluations of tax policy options are some of
he present uncertainties in price elasticities of soft
rinks, snack foods, and fast foods across population
ge groups. Nevertheless, the continued paucity of
hese evaluations will serve only to hinder the imple-

entation and long-term sustainability of taxation pol-
cies on these foods if their economic feasibility cannot
e demonstrated.
Gaps between research and policy may further

resent obstacles to implementation. For example,
espite the dramatic rise in U.S. obesity rates since the
970s, it was not until 2001 that obesity was formally
eclared an epidemic through the U.S. Surgeon Gen-
ral’s report. By analogy, in the case of tobacco control,
ichard Doll linked smoking to lung cancer in 1950, yet

t took until 1957 for any legislative action to begin, and
ntil 1964 for the U.S. Surgeon General to release its
eport on smoking and lung cancer.43

In spite of evidence for cigarette taxation as a highly
ffective policy intervention for curbing smoking prev-
lence rates,44 and prior public health recommenda-
ions by nutrition advocates and researchers for taxa-
ion policies as a possible means of combating
besity,17,45,46 neither the 2001 Surgeon General’s re-
ort on obesity, the 2003 policy statement on the
revention of pediatric overweight and obesity from
he American Academy of Pediatrics,47 nor the Strate-
ic Plan for the National Institutes of Health (NIH)
besity Research48 in 2004 (intended to guide the

oordination of research activities across the NIH),
akes explicit reference to taxation policy as a poten-

ial tool to address the obesity epidemic. The potential
aps in decision-making at the health institutional level
ay reflect weak linkages in information transfer from

besity researchers and/or institutional beliefs or val-
es that do not view taxation on these foods to be

ffective or feasible.43 Nonetheless, the 2004 report by o

34 American Journal of Preventive Medicine, Volume 30, Num
he Institute of Medicine’s Committee on Prevention of
besity in Children and Youth commented on the
tility of taxation on specific foods as a potential
trategy, although it deemed that there was insufficient
vidence to strongly recommend for or against
axation.18

nintended Consequences

he potential for a food taxation policy to have adverse
onsequences on selected individuals should be noted.
ased on evidence of a higher proportion of income

pent on foods among low-income (versus higher-
ncome) consumers,49 and evidence for their higher
onsumption of added sugars and junk foods,50 such an
xcise tax would likely be regressive toward these
ndividuals.

Behavioral economic theory posits that access to
ome behaviors may positively or negatively reinforce
he choices of other behaviors.51,52 Coupled with the
reater economic constraints among low-income indi-
iduals (who are generally at higher risk of obesity and
hronic diseases), the direct health benefits from re-
uced consumption of junk foods through taxes might
e offset by the substitution of these foods with other
nhealthy foods, with harmful non-dietary health be-
aviors, such as smoking, or with the lack of substitu-

ion with other foods despite reduced consumption
i.e., increased food insecurity). While price elasticity
stimates for snack foods in the average household
ould suggest minimal impacts,34 such potential behav-

oral responses to junk food taxes among low-income
ndividuals should be further explored.

The price elasticities of these foods, specifically
mong children and adolescents, should also be esti-
ated. Tobacco price elasticities among youths have

een shown to be several times larger than those
mong adult smokers, attributed to peer effects and the
reater share of disposable income that young smokers
pend on tobacco.34,44 Similarly higher price elasticities
mong youths might hold for soft drinks, snack foods,
nd/or fast foods, and, if present, would favorably
educe consumption of these products, yet at the same
ime attenuate revenues that could be generated for
besity prevention programs. Based on evidence of the
lustering of risky behaviors in adolescents,53 taxation
ight further elevate the potential for substitution with

ther unhealthy behaviors, and thereby pose a threat to
he overall aim of reducing obesity, and/or possibly
ntroduce additional health risks.

ricing Strategies in Schools and Worksites
ationale

he pricing of foods—raising the price of unhealthy
oods and/or lowering the price of healthy foods as an

besity prevention strategy—could be implemented in

ber 5 www.ajpm-online.net
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pecific settings, such as schools (middle and high
chools) and worksites, with mandating at the state
evel. Several characteristics of school and workplace
ettings favor desired changes in consumption to pre-
ent obesity, e.g., large portions of the day spent
ndoors with relatively limited numbers of food choices
hrough cafeterias and vending machines, making
hese populations more likely to represent “captive
udiences.”54 Positive behavioral reinforcements by
eers within these settings may further contribute to
he effectiveness of this approach.55,56 Moreover, tar-
eting youths through schools may help to establish
ealthy dietary habits early on in life,57,58 and both
chool and work settings can, at least in principle,
ccess large segments of the general population.

Evidence from one U.S. state supports the effective-
ess of pricing strategies in school and workplace
ettings. Price reductions of 10%, 25%, and 50% of
ow-fat snacks sold in vending machines in 12 secondary
chools and 12 work sites in Minnesota resulted in
igher relative sales of these foods of 9%, 39%, and
3%, respectively, compared to usual price condi-
ions.59 Average vending machine profits were not
ignificantly affected. In another study conducted in a
uburban Minnesota high school over an entire school
ear, the prices of three popular high-fat foods were
aised by about 10%, while those of four low-fat foods
ere lowered by approximately 25%.60 Sales of the

ow-fat foods increased from 9% to 13% of total sales,
hile the estimated combined revenues from the seven

oods were within 5% of projected revenues for usual-
rice conditions.54,60 These results suggest that pricing

nterventions in schools and worksites may modify
ietary intakes at the population level, while being

mplemented at minimal (if any) excess costs.
In addition, current public opinion appears to favor

he application of pricing strategies within the context
f schools. By contrast to the relatively low public
upport for the taxation of junk food, several national
urveys suggest strong public support for efforts to
hange dietary behaviors in schools, even at individuals’
wn personal expense.37,38,61 For example, in the 2003
arvard Forums on Health obesity survey, 84% of

espondents stated that they would strongly support
ealthier school lunches as a means of combating
hildhood obesity, while 76% indicated their support of
uch measures even if it meant an increase in their
axes, and 42% were willing to pay $100 more a year in
axes for them.38

otential Barriers/Limitations

notable drawback to these pricing strategies is the
ore limited population coverage compared to a taxa-

ion approach, primarily by the former affecting youths
nd working-age adults who purchase foods at these

ites, typically limited to a single meal. Furthermore, a

ay 2006
overage may be compromised by the fact that not all
orksites contain cafeterias or vending machines, and

ome students and employees may bring their lunch or
urchase meals at nearby food establishments.
Given the absence of state-level stratification in the

ublic opinion surveys to date, an added potential
urdle is the possible presence of strong public oppo-
ition to these strategies in some states. For instance,
uch opposition might be motivated by libertarian
rguments, or by concerns over the regressiveness of
rice controls targeting children in schools.
Meanwhile, the generalizability of these pricing in-

erventions to more diverse populations, varied settings
f schools and worksites, and other states has not yet
een demonstrated. This is a critical gap to be filled if
hese interventions are to be scaled up to the state level
nd across states to effect widespread change.

As with junk food taxation policies, economic evalu-
tions of different pricing strategies are also vital to
how their economic feasibility and sustainability to
oliticians and policymakers. Overall, such evaluations
ould best be conducted with the prospective gather-

ng of program cost information and individual-level
utcome data.

nintended Consequences

lthough sales of reduced-price lower-fat foods were
enerally observed to rise in the school intervention
tudies, decreases in individual-level caloric intake have
et to be demonstrated. In fact, one potential hazard of
his strategy is higher individual consumption of the
ower-fat foods with an overall increase in total energy
ntake, which would counter the overall objective of
educing obesity risk and prevalence. Furthermore,
ietary interventions in schools and workplaces may be

neffective if individuals compensate for their food
hoices at other meals of the day.62,63 In future, indi-
idual-level dietary and physical assessments would aid
n addressing these concerns.

onclusion

able 2 summarizes the key characteristics of state-level
axation policies on soft drinks, snack foods, and fast
oods, along with food pricing strategies in schools and
orksites. Future research and policy priorities should

nclude additional epidemiologic, price elasticity, and
fficacy and economic evaluation studies, as well as
tate-stratified public opinion surveys. Stronger link-
ges between researchers and decision-makers at the
ealth institutional levels, and between researchers
ith the electorate (e.g., through the media) and
olicymakers should also be established. For these

inkages to be successful, researchers must relay their
ndings in ways that will be most compelling to their

udiences.64
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Despite similarities in the two approaches—includ-
ng their environmental focus, lack of evidence at the
ndividual level to demonstrate effectiveness (and ab-
ence of harm) of the strategy, and dearth of economic
valuations—there are sharp distinctions between
hem. As already highlighted, one important difference
etween the strategies is the potential degree of popu-

ation coverage, with taxation on selected foods being
ore representative of a full population-wide strategy.
y contrast, food pricing strategies in schools and
orksites are more likely to reach a smaller proportion
f the population. These strategies in schools could
erhaps be viewed as akin to a high-risk population
pproach, if one considers children and adolescents as
ore likely to engage in high-risk behaviors, and at

igher risk of adopting behaviors that track into adult-
ood and over the lifecourse.58 While additional stud-

es are needed on the price elasticities of soft drinks,
nack foods, and fast foods in youths, a food taxation
olicy would appear better suited to generating funds
or obesity prevention programs. Meanwhile, current
vidence would suggest that food pricing strategies in
chools and worksites may be more successful in ame-
iorating dietary intakes.

Echoing Geoffrey Rose’s comments on the utility of
oth population and high-risk individual approaches,65

oth food taxation policies and pricing strategies in
chools and worksites offer and pose unique opportu-
ities and challenges, and could even complement one
nother or fuel one another’s benefits. Implementing
hese strategies in tandem and in combination with
ther strategies, such as the restriction of sales of less
utritious foods in schools and the mandating of food
roduct and menu labeling, may be just the best
edicine in the ongoing public health battle against

able 2. Key characteristics of U.S. state-level food taxation p

Food taxation policie

ationale Economic (asymmetr
obesity to society)

Potential to reduce c
funds for obesity p
population coverag
price elasticity stud
analyses)

otential barriers/limitations Opposition by food i
Public opinion
Lack of economic eva
Gaps between researc

otential unintended consequences High price elasticity i
income groups (un
substitutes)

Regressiveness toward

On selected foods: soft drinks, snack foods, and/or fast foods.
Price increases/decreases on selected foods sold in cafeterias and v
besity.
1
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