
LODI CITY COUNCIL 
SHIRTSLEEVE SESSION 

CARNEGIE FORUM, 305 WEST PINE STREET 
TUESDAY, NOVEMBER 3, 2009  

 

 
An Informal Informational Meeting ("Shirtsleeve" Session) of the Lodi City Council was held 
Tuesday, November 3, 2009, commencing at 7:02 a.m.  
 
Present:    Council Member Hitchcock, Council Member Johnson, Mayor Pro Tempore Katzakian, 
and Mayor Hansen 
Absent:     Council Member Mounce 
Also Present:    City Manager King, City Attorney Schwabauer, and City Clerk Johl 
 

 

 
City Manager King briefly introduced the subject matter of the "Healthy Eating Active 
Living" (HEAL) Campaign. 
 
Kanat Tibet provided a PowerPoint presentation regarding the HEAL Campaign. Specific topics 
of discussion included the three-year grant for the project provided by Kaiser, obesity concerns in 
children, obesity statistics in the United States, costs associated with obesity and physical 
inactivity, environmental factors, healthy food alternatives, 2004 and 2006 League Annual 
Conference Resolutions, legislative efforts by California Center for Public Heath Advocacy, 
campaign goals, campaign policy areas including general plans and zoning, healthy food access, 
and employee wellness, current cities participating in the campaign, and next steps for 
participation in the campaign.   
 
In response to Council Member Johnson, Interim Community Development Director Rad Bartlam 
stated he is not sure where the City falls in comparison with respect to California’s 4 to 1 statistics 
for the ratio of unhealthy to healthy food outlets. 
 
In response to Mayor Hansen, Mr. Tibet confirmed there is a challenge associated with the 
availability of health food options versus fast food options and it does require a paradigm shift 
with respect to healthy eating, living actively, and public transit. Mr. Tibet also discussed the use 
of American Recovery Act funds to promote these types of activities.  
 
Council Member Hitchcock and Mayor Hansen stated they would like the City to participate in the 
campaign to promote healthy eating and active living lifestyles in the community. 
 
City Manager King provided a brief overview of how the campaign and policies are related to the 
community needs, land use options, pedestrian options, in a broad campaign adopting relevant 
policies, and the City serving as a leader in this area. 
 
Council Member Johnson suggested implementing a healthy snack policy for City-facilities for 
children games and urging the Boosters of Boys/Girls Sports Organization to participate also. 
 
In response to Council Member Hitchcock, Mr. Bartlam stated the subject matter of fast food 
restaurants did not come up as an issue in the General Plan update process. 
 

A. Roll Call by City Clerk

B. Topic(s)

B-1 Presentation Concerning The Healthy Eating Active Living Campaign (HEAL) - What Lodi 
Can Do to Promote Healthy Active Lifestyles
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In response to Mayor Hansen, Mr. King stated the next step would be to adopt a HEAL resolution, 
which is generally a statement of principles encouraging healthy eating and active living.  
 
Myrna Wetzel suggested incorporating supermarkets and distributors into the healthy campaign 
efforts as well.  
 

 
None. 
 

 
No action was taken by the City Council.  The meeting was adjourned at 7:53 a.m.  
 
 

C. Comments by Public on Non-Agenda Items

D. Adjournment

ATTEST:  
 
 
Randi Johl 
City Clerk

Continued November 3, 2009
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CITY OF LODI 
COUNCIL COMMUNICATION 

TM 

AGENDA TITLE: Presentation Concerning The Healthy Eafing Acfive Living Cifies Campaign 
(HEAL) -What Lodi Can Do to Promote Healthy Active Lifestyles 

MEETING DATE: November 3,2009 

PREPARED BY: City Manager 

RECOMMENDED ACTION: Receive presentation about the Healthy Eating Active Living 
Cities Campaign (HEAL). 

BACKGROUND INFORMATION: Supported by the League of California Cities and the 
California Center for Public Health Advocacy, a new campaign 

in California has been launched to address local governments' role in improving public health 
and reducing the level of obesity among the population and specifically in children. The Healthy 
Eating Active Living Cities Campaign (HEAL) is asking city officials to look at policies that affect 
community health. 

The rising rate of childhood obesity is pointed to as a major reason cities need to become 
involved in encouraging healthy eating and active living. According to the California Center for 
Public Health Advocacy, of the Boys and Girls in !Elth, 7th, and gth grades tested in San Joaquin 
County, 29.6% were overweight in 2004. Over 2,316 students were tested in Lodi, and 28.6% 
were overweight. Of the cities tested in San Joaquin County, Tracy had the least percent of 
children overweight at 25.8%, and Stockton had the most at 31.8%. Obesity and physical 
inactivity are major risk factors for health conditions related to premature illness, disability, and 
death. 

The Campaign is asking cities to look at land use policies, internal personnel policies, and 
economic development programs to encourage active living and improved access to healthy 
food options. 

Mr. Kanat Tibet of the HEAL campaign will make the presentation. 

FISCAL IMPACT: 
Specific policies could have a financial impact upon the City in the future. 

There is no cost to hear a presentation concerning the HEAL campaign. 

* A  
Blair King, Citmanager 

cc: Kanat Tibet 

APPROVED: 
ng, City Manager 
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The Problem



Obesity Trends* Among U.S. Adults
BRFSS, 1985

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14%



Obesity Trends* Among U.S. Adults
BRFSS, 1991

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14% 15%–19%           



No Data          <10%           10%–14% 15%–19%           20%–24%          

Obesity Trends* Among U.S. Adults
BRFSS, 1997

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)



Obesity Trends* Among U.S. Adults
BRFSS, 2001

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14% 15%–19%           20%–24%          25%–29%           



Obesity Trends* Among U.S. Adults
BRFSS, 2006

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14% 15%–19%           20%–24%          25%–29%           ≥30% 





WHAT: The statewide cost of overweight, obesity 
and physical inactivity has doubled in six years and 
conservatively is projected to cost California more 
than $52 billion by the year 2011 (equivalent to half 
the state’s current budget), according to a study 
released today by the California Center for Public 
Health Advocacy.

WHY: The heart disease, cancer and diabetes that 
result from obesity and inactivity are major 
contributors to rising health care costs and 
represent a preventable drain on an already 
troubled California economy. In fact, the study 
shows that by reducing obesity/physical inactivity 
by just 5 percent, California could recapture $2 
billion every year.

ACTION: Given the scope of these human and 
economic costs, local political leaders can build 
community health and prevention into every policy 
decision. 

Cost of Overweight, Obesity and Physical Inactivity



So What’s Happening?

Genetic change?
Less will power?
Less informed?

or
Have we built a toxic environment?



Environmental 
Factors









• Ratio of 
Unhealthy and 
Healthy Food 
Outlets

• CA Average 
4:1

Searching for Healthy Food



Photo courtesy of Dan Burden, Walkable Communities

When cities are designed for cars, 
not people

When cities are designed for cars, 
not people



Photo courtesy of Dan Burden, Walkable Communities

When cities are designed for cars, 
not people

When cities are designed for cars, 
not people



Cities can and are
making progress to

change the environment
so that the healthy choice

is the easy choice!



HEAL CAMPAIGN’S ROOTS

2004 LCC Annual Conference Resolution
to encourage cities to embrace policies 

• that facilitate activities to promote healthier lifestyles 
and communities, including healthy diet and 
nutrition

• the adoption of city design and planning principles 
that enable citizens of all ages and abilities to 
undertake exercise

2006 LCC Annual Conference Resolution 
to work together with the ILG, and the CCS Partnership 
to develop a clearinghouse of information that cities can 
use to promote wellness policies and healthier cities. 



Promotes the establishment of public health 
policy at both the State and local levels

•Statewide Menu Labeling at Chain Restaurants, 2008 (SB 1420, Padilla
•School Junk Food Ban, 2005 (SB 12, Escutia) 
•High School Soda Ban, 2005 (SB 965, Escutia) 
•Marketing to Children, 2004 (SJR 29 Kuehl) 
•K-8 Soda Ban, 2003 (SB 677 Ortiz) 
•School Food Standards, 2001 (SB 19 Escutia)



•California cities have healthy, active 
residents and workforces

•California cities contribute to the 
reduction of obesity, diabetes and 
chronic disease

•California cities contribute to reduction 
of greenhouse gases

Campaign Goals



Campaign Policy Areas
1. General plans and zoning
2. Healthy food access
3. Employee wellness



General Plans and Zoning

Increase walking 
and biking through 
street design and 
connectivity



General Plans and Zoning
Establish health goals 
in general plan

Support mixed use and 
transit oriented 
development

Joint use agreements 
to expand use of city 
parks and recreational 
facilities



General Plans and Zoning

Zoning protections for 
farmers markets and 
community gardens

Limits on fast food and 
drive through outlets



Healthy Food Access
– Utilize redevelopment & community development 

incentives
– Recognize restaurants with menu labeling & grocers 

with healthy check-out lanes
– Expand areas zoned for farmers markets and 

community gardens
– Encourage farmers markets to accept food stamps & 

WIC coupons



– Health breaks 
– Nutritional standards for food 

served at city functions & on
city property

– Healthy vending
– Stress management classes 

Employee Wellness



HEAL Cities Campaign
Resolutions

Reedley, Fowler, Davis, Cathedral 
City, Sanger, Arcata, West 

Sacramento, San Joaquin, Mountain 
View, Santa Clarita



www.HealCitiesCampaign.org



San Joaquin County 
Website: http://www.sjgov.org 

Contact the Board of Supervisors: 
(209) 468-2350 

All Students Tested 29.6% 28.1% 

7" Graders 31.8% 29.1% 
9" Graders 28.6% 25.4% 

Stockton I 14.501 I 31 -8 

Includes only cities and communities with a population of at least 10,000 and a total enrollment of Sm, 7&, and 9& graders of at least 1 ,OOO. The 
population data are from the 2000 Census; the enrollment data are from the California Department of Education 2003-2004 public school enrollment 
data. 

NOTES: The term overweight as used in CCPHA's analysis of the California Physical Fitness Test data is based on assessment standards described in 
CCPHA's report, The Growing Epidemic: Child Overweight Rates on the Rise in California Assembly Districts, released in August 2005. 

Support for this project was provided by a grant from The California Vitamin Cases Consumer Settlement Fund. 

0 CCPHA Februaiy 2006 

The California Center for Public Health Advocacy is a nonpartisan, nonprofit organization established by the Northern and Southern California Public Health Associations. 

Post Office Box 2309, Davis CA 95617 (530) 297-6000 http://www.publichealthadvocacy.org 



SAN JOAQUIN COUNTY 

The California Center for Public Health Advocacy analyzed the 2004 California Physical Fitness Test of 
!jth, 7'h and 9'h graders. The analysis shows that among students in San Joaquin County: 

29.6% of children were overweight. 

Overweight rates in cities in San Joaquin Count$ range from 25.8% in Tracy to 31.8% in Stockton. 
See page 2 for city specific data. 

mmmw 
Overweight children face a greater risk of developing many health problems during childhood, 
including type 2 diabetes, high blood pressure, asthma, orthopedic problems and gallstones, as well as 
low self-esteem, poor body image, and depression. . Overweight children are more likely to be obese as adults, putting them at a much higher risk for heart 
disease, cancer, stroke, and diabetes later in life. 

Overweight, obesity and physical inactivity are estimated to cost California $28 billion during 2005 
for medical care, worker's compensation, and lost productivity. 

To address the epidemic of overweight children, state and local leaders must address the conditions in schools 
and communities that contribute to this crisis and that undermine parents' efforts to protect their children's 
health. The California Center for Public Health Advocacy recommends the following actions: 

Implement healthy food and beverage standards for products sold in schools and other publi c facilities. 
Ensure quality physical education for all children in grades K-12. 
Eliminate advertising of unhealthy foods and beverages on public property. 
Make school recreation facilities available for after-hours use. 
Ensure public access to all public facilities that provide physical activity programs. 
Provide financial incentives that bring grocery stores and recreation facilities to low-income 
communities. 
Provide safe roadway access for walking and biking. 
Require health insurance to cover nutrition counseling and physical activity. 

NOTES The term overweight as used in CCPHA's analysis of the California Physical Fitness Test data is based on assessment standards described in 
CCPHA's report, The Growing Epidemic: Child Overweight Rates on the Rise in California Assembly Districts, released in August 2005. 

Support for this project was provided by a grant from The California Vitamin Cases Consumer Settlement Fund. 

0 CCPHA February 2006 

The California Center for Public Health Advocacy is a nonpartisan, nonprofit organization established by the Notthem and Southem California Public Health Associations. 

Post Office Box 2309, Davis CA 95617 (530) 297-6000 http:llwww. publichealthadvocacy .org 
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A study for the California Center for Public Health Advocacy 

Conducted by Chenoweth & Associates, Inc. 

New Bern, North Carolina I July 2009 

www.PublicHealthAdvocacy.org 
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overwe~ht, 

obesity, and 

physical 
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2006 was 
$4 1.2 billion. 

If this trend 

continues, 

total costs for 

the state will 

increase to 

more than 

$52.7 billion 

in 201 1. 

EXECUTIVE S 
Overweight, obesity, and physical inactivity are major risk factors for health conditions 

related to premature illness, disability, and death, and contribute significantly to the nation's 

rising medical care costs. In California in 2006, nearly 60% of adults were overweight or obese 

and almost half of California adults did not meet the recommended level and intensity of daily 

physica I activity. 

The California Center for Public Health Advocacy commissioned Chenoweth & Associates, 

Inc. to estimate the economic costs of overweight, obesity, and physical inactivity in the state of 

California and its counties. The results are based on an assessment of both health care costs and 

costs associated with lost productivity. The study also determined projected costs for overweight, 

obesity, and physical inactivity through 2011. 

This study estimated the cost to California for overweight, obesity, and physical inactivity 

in 2006 to be $41.2 billion. Of the total costs, $21.0 billion was attributable to overweight and 

obesity and $20.2 billion was attributable to physical inactivity. Half of the total amount was spent 

on health care and half came from lost productivity. If this trend continues, total costs for the state 

will increase to $52.7 billion in 2011. Among California's counties, Los Angeles County, with 

its large population, accounted for more than one-quarter of all costs, followed by Orange and 

San Diego counties. 

weight, obesity, and physical inactivity of just 5% per year for each of these risk factors, the 

savings realized would average nearly $2.4 billion per year. 

Because employers and taxpayers share much of the burden of the economic costs 

associated with overweight, obesity, and physical inactivity, both the public and private sectors 

would benefit from the development and implementation of strategies that promote healthy 

eating and physical activity. 

If the state of California is able to achieve a modest reduction in the prevalence of over- 

1 THE ECONOMIC COSTS OF OVERWEIGHT, OBESITY & PHYSICAL INACTIVITY AMONG CALIFORNIA ADULTS - 2006 
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EXECUTIVE SUMMARY 
Overweight, obesity, and physical inactivity are major risk factors for health conditions 

related to premature illness, disability, and death, and contribute significantly to the nation’s 

rising medical care costs. In California in 2006, nearly 60% of adults were overweight or obese 

and almost half of California adults did not meet the recommended level and intensity of daily 

physical activity. 

The California Center for Public Health Advocacy commissioned Chenoweth & Associates, 

Inc. to estimate the economic costs of overweight, obesity, and physical inactivity in the state of 

California and its counties. The results are based on an assessment of both health care costs and 

costs associated with lost productivity. The study also determined projected costs for overweight, 

obesity, and physical inactivity through 201 1. 

This study estimated the cost to California for overweight, obesity, and physical inactivity 

in 2006 to be $41.2 billion. Of the total costs, $21.0 billion was attributable to overweight and 

obesity and $20.2 billion was attributable to physical inactivity. Half of the total amount was spent 

on health care and half came from lost productivity. If this trend continues, total costs for the state 

will increase to $52.7 billion in 2011. Among California’s counties, Los Angeles County, with 

its large population, accounted for more than one-quarter of all costs, followed by Orange and 

San Diego counties. 

weight, obesity, and physical inactivity of just 5% per year for each of these risk factors, the 

savings realized would average nearly $2.4 billion per year. 

Because employers and taxpayers share much of the burden of the economic costs 

associated with overweight, obesity, and physical inactivity, both the public and private sectors 

would benefit from the development and implementation of strategies that promote healthy 

eating and physical activity. 

If the state of California is able to achieve a modest reduction in the prevalence of over- 

1 T H E  ECONOMIC COSTS OF OVERWEIGHT, OBESITY & PHYSICAL INACTIVITY AMONG CALIFORNIA ADULTS - 2006 

BACKGROUND 
Overweight, obesity, and physical inactivity 

are major risk factors for many health conditions 

related to premature illness, disability, and death 

- among them, coronary heart disease, type 2 
diabetes, some forms of cancer, and 

and contribute significantly to the nation’s rising 

medical care costs.s1Z 

In 2006, the Centers for Disease Control and 

Prevention (CDC) reported that a total of 58.8% of 

California adults were overweight or obese (35.5% 
and 23.3%, re~pectively).’~ The two most recent 

CDC surveys reported a statewide adult physical 

inactivity rate for California of 46.6% in 2005 and 

49.8% in 2007.14 A median prevalence rate of 

48.2% was used in this study to estimate an 

approximate level of physical inactivity in 2006 
(see Figure 1). 

FIGURE 1 

Rates of Overweight, Obesity, 
and Physical Inactivity, 
California Adults, 2006 
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PURPOSE OF THE STUDY 
The purpose of the study was to determine the current and future economic impact of 

overweight, obesity, and physical inactivity in the state of California. The last time such a study was 

published was in 2005 based on data for the year 2000.15 The current study also provides findings 

for California’s counties. Economic costs at the county level were intended to allow local policy 

makers, business and community leaders, and community residents to know the economic effect 

of these three conditions in their geographic areas. 

Specifically, the study sought to determine the following: 

0 Total medical care and prescription drug costs of medical conditions related to overweight, 

obesity, and physical inactivity for the state of California and its counties 

0 Lost productivity costs for each risk factor at the state and county level 

0 Future cost projections for each risk factor, assuming current prevalence and inflationary 

trends continue 

Projected cost savings for the state if even 5% of California adults who are currently 

overweight, obese, and/or physically inactive reduced their body weight or increased their 

physical activity to the recommended levels 

Overweight, 

obesitj and 

physical 

inactivity are 

major risk 

factors for 

many health 

conditions 

related to 

premature 

illness, 

disabilitj 

and death. 
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~ v e r ~ e i g h ~ ,  

obesity, and 

physical 

inactivity 

have 

profound 

health and 

econo~ic 

consequences. 

METHODOLOGY 
A statewide econometric analysis of costs related to overweight, obesity, and physical inactivity 

was conducted for California and its counties using health care and productivity data from several 
California and national databases. Health care cost estimates for each risk factor include direct medical 
care and prescription drug costs; lost productivity costs for each risk factor include costs associated 
with absenteeism, short term disability, and presenteeism (defined as the portion of an employee’s 
work load they are unable to do because of their compromised health status). The aggregate cost of 
each of the three risk factors was calculated for each county and the entire state. Finally, medical 
care/prescription drug costs and lost productivity costs were projected for future years to estimate how 
these costs would change if the prevalence rates for the three risk factors continued at the current 
pace and what cost savings could be achieved if those risk factors were reduced even minimally, 

of underlying factors. Thus, findings are likely to be conservative estimates as well. The Appendix 
provides a detailed description of the study methodology and limitations. 

Cost estimates assigned to each of the selected risk factors were based on conservative estimates 

FINDINGS 

The total estimated cost 
to California for overweight, 
obesity, and physical inactivity 
in 2006 was $41.2 billion. 
Of the total costs, $21.0 billion 
was attributable to overweight 

TABLE 1 1 
Health Care and lost Productivity Costs from Overweight, 

Obesity, and Physical Inactivity, California, 2006 
Overweight & Obesity Physical Inactivity TOTALS 

Lost Productivity Costs $8.2 billion $12.3 billion $20.4 billion I 

*Figures may not add to total due to rounding. I 

and obesity, and $20.2 billion was attributable to physical inactivity. Half of the total amount was 
spent on health care (medical care and prescription drugs) and half came from lost productivity 
(see Table 1). Conditions stemming from overweight and obesity contributed $12.8 billion (62%) to 
health care costs, while those related to physical inactivity accounted for $7.9 billion (38%). Total lost 
productivity costs associated with overweight, obesity, and physical inactivity in California in 2006 
were $20.4 billion, including $8.2 billion related to overweight and obesity (40%) and $12.3 billion 
related to physical inactivity (60%) (see Figure 2). 

factors by county and for the state as a whole. Due to the size of their populations, Los Angeles, 
Orange, and San Diego counties accounted for nearly half of the state’s total costs. 

Table 2 (on next page) presents the costs of health care and lost productivity for the three risk 

FIGURE 2: Percentage of Costs to California for Overweight, Obesity, and Physical Inactivity, 2006 

TOTAL COSTS HEALTH CARE COSTS LOST PROOUCTIVITY COSTS 

Overweight & Obesity 

Bl Physical Inactivity 
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METHODOLOGY 
A statewide econometric analysis of costs related to overweight, obesity, and physical inactivity 

was conducted for California and its counties using health care and productivity data from several 
California and national databases. Health care cost estimates for each risk factor include direct medical 
care and prescription drug costs; lost productivity costs for each risk factor include costs associated 
with absenteeism, short term disability, and presenteeism (defined as the portion of an employee’s 
work load they are unable to do because of their compromised health status). The aggregate cost of 
each of the three risk factors was calculated for each county and the entire state. Finally, medical 
care/prescription drug costs and lost productivity costs were projected for future years to estimate how 
these costs would change if the prevalence rates for the three risk factors continued at the current 
pace and what cost savings could be achieved if those risk factors were reduced even minimally. 

of underlying factors. Thus, findings are likely to be conservative estimates as well. The Appendix 
provides a detailed description of the study methodology and limitations. 

Cost estimates assigned to each of the selected risk factors were based on conservative estimates 

FINDINGS 
ealth Care and 

The total estimated cost 
to California for overweight, 
obesity, and physical inactivity 
in 2006 was $41.2 billion. 
Of the total costs, $21.0 billion 
was attributable to overweight 

TABLE 1 

Health Care and Lost Productivity Costs from Overweight, 
Obesity, and Physical Inactivity, California, 2006 

Overweight & Obesity Physical Inactivity TOTALS 

Lost Productivity Costs $8.2 billion $12.3 billion $20.4 billion 

*Figures may not add to total due to rounding. 

and obesity, and $20.2 billion was attributable to physical inactivity. Half of the total amount was 
spent on health care (medical care and prescription drugs) and half came from lost productivity 
(see Table 1). Conditions stemming from overweight and obesity contributed $12.8 billion (62%) to 
health care costs, while those related to physical inactivity accounted for $7.9 billion (38%). Total lost 
productivity costs associated with overweight, obesity, and physical inactivity in California in 2006 
were $20.4 billion, including $8.2 billion related to overweight and obesity (40%) and $12.3 billion 
related to physical inactivity (60%) (see Figure 2). 

factors by county and for the state as a whole. Due to the size of their populations, Los Angeles, 
Orange, and San Diego counties accounted for nearly half of the state’s total costs. 

Table 2 (on next page) presents the costs of health care and lost productivity for the three risk 
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FIGURE 2: Percentage of Costs to California for Overweight, Obesity, and Physical Inactivity, 2006 

TOTAL COSTS HEALTH CARE COSTS LOST PRODUCTIVITY COSTS 

Overweight & Obesity 

@ Physical Inactivity 

TABLE 2 
Economic Costs Associated with Overweight, Obesity, and 

Physical Inactivity in California Counties: 2006 

*Results for counties with populations less than 50,000 (Alpine, Amado6 Calaveras, Colusa. Del N&e, Glenn, Inyo, Lassen, Mariposa, Modoc, Mono, Plumas, 
San Benito, Sierra, Siskiyou, Tehama, Trinik Tuolumne, and Yuba) are not included in the table because county-specific risk factor data were not available. 
Costs from these counties were included in the statewide total. 
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rojected Costs and 
The final phase of this analysis focused on the projected costs of overweight, obesity, and 

physical inactivity from 2007 through 2011 and the potential cost savings that could be achieved 
if the prevalence rates of these risk factors could be reduced. 

Even if the prevalence rates remained constant, over time the economic costs associated 
with these risk factors would rise because of population growth and increased health care and 
employment costs. 

Specifically, if California’s population continues to rise at an expected rate of about 1% 
per year, medical care and prescription drug costs continue to rise at least 6% per year, and 
employment costs continue to rise at 
least 3% per year, then the combined 
health care and lost productivity 
costs associated with the three risk 
factors are conservatively estimated 
to increase to $52.7 billion in 2011, 
or a cumulative five-year increase of 
28% (see Figure 3). 

If, however, the state of California 
is able to achieve a modest reduction 
in the prevalence of overweight, 
obesity, and physical inactivity of 
just 5% per year for each risk factor, 
the savings realized would average 
nearly $2.4 billion per year. 

FIGURE 3 
Actual (2006) and Projected (2007-201 1) Costs 
from Overweight, Obesity, & Physical Inactivity 
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lSCUSSl0  
Overweight, obesity, and physical inactivity have profound health consequences for the 

people of California. This analysis shows that the three risk factors- individually and collectively- 
also have profound economic consequences. California businesses, the backbone of the 
state’s economy, are particularly affected. Because employers pay much of the cost of health 
care benefits, steady increases in health insurance premiums, in part due to increasing illness 
caused by poor diet and lack of physical activity, affect their bottom line, as does lost productivity 
resulting from these risk factors and their resulting illnesses. Taxpayers, too, have a huge financial 
stake in reversing these public health liabilities, as they pay for resulting illnesses through 
Medi-Cal and Medicare. 

In order to reduce the unacceptably high prevalence of overweight, obesity, and physical 
inactivity, along with the costly and preventable illnesses associated with them, both the public 
and private sectors would benefit from promoting healthy eating and physical activity. While 
Californians must be encouraged to improve their individual behaviors, public policies must also 
be established to make it easier for Californians to adopt healthier lifestyles. 

5 THE ECONOMIC COSTS OF OVERWEIGHT, OBESITY & PHYSICAL INACTIVITY AMONG CALIFORNIA ADULTS - 2006 
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Risk factors included 

rojected Costs an 
The final phase of this analysis focused on the projected costs of overweight, obesity, and 

physical inactivity from 2007 through 2011 and the potential cost savings that could be achieved 
if the prevalence rates of these risk factors could be reduced. 

Even if the prevalence rates remained constant, over time the economic costs associated 
with these risk factors would rise because of population growth and increased health care and 
employment costs. 

Specifically, if California's population continues to rise at an expected rate of about 1% 
per year, medical care and prescription drug costs continue to rise at  least 6% per year, and 

Overweight, obesity, and physical inactivity 

employment costs continue to rise at 
least 3% per year, then the combined 
health care and lost productivity 
costs associated with the three risk 
factors are conservatively estimated 
to increase to $52.7 billion in 2011, 
or a cumulative five-year increase of 
28% (see Figure 3). 

If, however, the state of California 
is able to achieve a modest reduction 
in the prevalence of overweight, 
obesity, and physical inactivity of 
just 5% per year for each risk factor, 
the savings realized would average 
nearly $2.4 billion per year. 

State-level r isk factor 
prevalence rates 

DISCUSSION 

Self-reported height and weight from the 2006 California Behavioral Risk Factor 
Surveillance Surveys (BRFSSI; physical inactivity rates from the 2005 and 2007 BRFSS 

FIGURE 3 
Actual (2006) and Projected (2007-201 1) Costs 
from Overweight, Obesity, & Physical inactivity 
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Self-reported height and weight reported in the 2005 California Health Interview Survey 
(CHIS); self-reported physical inactivity rates reported in the 2001 California Health 
Interview Survey (CHIS) 

2006 2007 2008 2009 2010 2011 
YEAR 

Data source for inpatient medical 
costs  employer and private pay 

Overweight, obesity, and physical inactivity have profound health consequences for the 
people of California. This analysis shows that the three risk factors - individually and collectively- 
also have profound economic consequences. California businesses, the backbone of the 
state's economy, are particularly affected. Because employers pay much of the cost of health 
care benefits, steady increases in health insurance premiums, in part due to increasing illness 
caused by poor diet and lack of physical activity, affect their bottom line, as does lost productivity 
resulting from these risk factors and their resulting illnesses. Taxpayers, too, have a huge financial 
stake in reversing these public health liabilities, as they pay for resulting illnesses through 
Medi-Cal and Medicare. 

In order to reduce the unacceptably high prevalence of overweight, obesity, and physical 
inactivity, along with the costly and preventable illnesses associated with them, both the public 
and private sectors would benefit from promoting healthy eating and physical activity. While 
Californians must be encouraged to improve their individual behaviors, public policies must also 
be established to make it easier for Californians to adopt healthier lifestyles. 

2006 claims data from California's Office of Statewide Health Planning and Development 
(OSHPD) for 2006 by patient county residence and Diagnosis Related Group (DRG) 

I 

Data source for outpatient medical 
costs  public pay (Medi-Call 

R 

Claims data from Medi-Cal for enrolled adults for the period of January 1,2004 to 
December 31, 2004, projected to 2006 dollar values 

This econometric evaluation of costs related to overweight, obesity, and physical inactivity for 
California and its counties used available medical care and productivity data sources obtained from 
several California and national databases (see Table A-1). 

Data source for 
prescription drug costs 

I TABLE ~ - 1 :  Data Framework for the Study I 

Year 2006 cost norms from the 2007 Express Scripts Drug Trend Report and California 
prescription drug retail sales data from The Henry]. Kaiser Family Foundation 

Dollar year 1 Year 2006 dollars 

I Population I Statewide and 58 counties I 

Circulatory, digestive, injury, mental, metabolic, musculo-skeletal, neoplasm, nervous, 
pregnancy complications, and signs/symptoms ill-defined Medical conditions included 

Data source for outpatient 
medical costs  employer 
and private pay 

Estimated 2006 California corporate medical claims data (based on 2000 data from the 
authors) and 2006 claims data from OSHPD for ambulatory surgery and emergency 
department by patient county residence and Diagnosis Related Group (DRG) 

Official Disability Guidelines injury frequency norms, 23 published studies, and 
California Employment Development Division average annual worker earnings Lost productivity 

Overweight, Obesity, and Physical Inactivity Prevalence Rates 
In order to estimate 2006 overweight and obesity prevalence rates, 2005 California Health 

Interview Survey (CHIS) results for height and weight for California counties were statistically adjusted 
to make them consistent with statewide-level Behavioral Risk Factor Surveillance Survey (BRFSS) 
findings for 2006. 

The physical inactivity rates used in this study were based on the most recent available state 
and national health survey data. Because BRFSS did not collect physical inactivity prevalence rates 
in 2006, this study used the median between the statewide rates reported by BRFSS in 2005 and 
2007. Because 2005 CHIS did not determine what proportion of Californians engage in less than 
30 minutes of moderate physical activity on most days, this study utilized 2001 county-level CHIS 
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physical inactivity rates and statistically adjusted them to make them consistent with the estimated 
2006 state-level physical inactivity rates from BRFSS. 

Health Care Costs: Medical Care 
Medical care costs were determined using health care claims data for California adults for 

medical conditions that have been shown in the published scientific literature as being directly linked 
to overweight, obesity, and physical inactivity. These conditions are represented by more than 100 
diagnosis-related groups (DRGs) within the following ten major diagnostic categories: circulatory, 
digestive, injury, mental, metabolic, musculoskeletal and nervous conditions, some cancers, some 
pregnancy complications, and other signs and symptoms of an ill-defined nature (see Table A-2). 

I 

As the first step toward estimating the direct medical care costs of each risk factor in relation 
to the targeted conditions, medical care claims utilization and cost data were obtained on as many 
California adults as possible for 2006 on a county-by-county basis. The California Office of State Health 
Planning and Development (OSHPD), the organization charged with acquiring, tracking, and manag- 
ing all inpatient encounters, provided the inpatient claims data for the selected medical conditions. 

Although no centralized database on outpatient claims for California is available, OSPHD tracks 
outpatient ambulatory surgery (AS) and emergency department (ED) encounters. These claims data 
were obtained for 2006. Because financial charge and payment data are not provided on either AS 
or ED encounters, an in-house California corporate medical claims database compiled by the authors 
was used. This database includes medical encounters and costs from numerous medical claims data 
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physical inactivity rates and statistically adjusted them to make them consistent with the estimated 
2006 state-level physical inactivity rates from BRFSS. 

Health Care Costs: Medical Care 

Medical care costs were determined using health care claims data for California adults for 
medical conditions that have been shown in the published scientific literature as being directly linked 
to overweight, obesity, and physical inactivity. These conditions are represented by more than 100 
diagnosis-related groups (DRGs) within the following ten major diagnostic categories: circulatory, 
digestive, injury, mental, metabolic, musculoskeletal and nervous conditions, some cancers, some 
pregnancy complications, and other signs and symptoms of an ill-defined nature (see Table A-2). 

As the first step toward estimating the direct medical care costs of each risk factor in relation 
to the targeted conditions, medical care claims utilization and cost data were obtained on as many 
California adults as possible for 2006 on a county-by-county basis. The California Office of State Health 
Planning and Development (OSHPD), the organization charged with acquiring, tracking, and manag- 
ing all inpatient encounters, provided the inpatient claims data for the selected medical conditions. 

Although no centralized database on outpatient claims for California is available, OSPHD tracks 
outpatient ambulatory surgery (AS) and emergency department (ED) encounters. These claims data 
were obtained for 2006. Because financial charge and payment data are not provided on either AS 
or ED encounters, an in-house California corporate medical claims database compiled by the authors 
was used. This database includes medical encounters and costs from numerous medical claims data 

analyses that the authors performed for several California employers in the late 1990s. Because those 
employers are located in northern, central, and southern California, they provide a representative 
sample of health care utilization and cost patterns throughout the state. That database provided 
per-encounter payment norms (which were adjusted to year 2006 cost values) for AS and ED claims 
for the specific conditions. 

Department of Health Services, Office of Fiscal Forecasting and Data Management. Due to the 
two-year lag, the 2004 claims were adjusted to 2006 values,16 and payments per selected condition 
were inflated to reflect actual California state-specific medical cost changes during that period. 

Next, the prevalence of these three risk factors was combined with the medical care data for 
each county through a process developed by the authors known as the Proportionate Risk Factor 
Cost AppraisalTM (PRFCA). The PRFCA uses findings from published studies in peer-reviewed 
scientific journals to estimate the proportion of people who have a given risk factor (the risk factor 
weight) for designated medical conditions Ke., any of the 100 or so DRGs). 

Finally, the estimated number of people in each county who have the medical condition 
was multiplied by the average cost to treat that condition to get the total cost to treat that condition 
by county. Treatment costs for all conditions were then summed to determine the cost of medical 
care for conditions associated with each risk factor. 

To estimate indirect health care costs associated with a health condition, health care economists 
generally multiply direct medical costs by a factor ranging from 2 to 9.17J8 indirect costs reflect any 
additional expense or lost opportunity that occurs in addition to the direct (immediate) medical cost 
associated with a medical condition. Examples of indirect costs include lingering or unexpected 
health problems that require additional medical care and/or prescription drugs, create additional 
stress or depression leading to a lower quality of life, or negatively affect an individual’s ability to 
work at a level necessary for job promotion, greater earnings, and other advancement opportunities. 
In order to be conservative, the indirect costs were added as a multiple of 3. 

Claims and costs for adults enrolled in Medi-Cal were based on 2004 data from California’s 

Health Care Costs: Prescription Drugs 

Prescription drug costs were assessed as complementary medical costs because they typically 
occur in conjunction with the provision of health care diagnoses or treatment. Prescription drug 
expenses associated with each of the targeted medical conditions are not available in a statewide 
database. Therefore, in order to calculate the approximate prescription drug costs associated with 
all of the targeted medical conditions for each of the three risk factors, claims data from several 
industry-leading drug utilization reports were ~ ~ e d . ~ ~ f ~ ~  

Lost Productivity Costs 
For the analysis of lost productivity costs associated with overweight, obesity, and physical 

inactivity, three outcome measures were used: absenteeism, short-term disability, and presenteeism 
Ke., the portion of an employee’s work load they are unable to do because of their compromised 
health status). The analysis is based on published scientific research on the effect of each of the 
three risk factors on each of the three measures of lost productivity.21 

To determine lost productivity costs associated with each of the three outcome measures, 
estimates were made of the average annual number of hours of lost work time per individual 
associated with the presence of each the three risk factors. These were then summed to reflect the 
overall average estimated impact of each risk factor for an individual (see Table A-3 on next page). 
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Based on applicable regional and state data sources, the total cost of the lost productivity was 
then computed for each county using county- and state-specific data on risk-factor prevalence, the 
number of workers, and the average salary in the county. 

TABLE A-3 
Estimated Average Annual Number of Hours of lost  Work Time, per Individual, 
Associated with Overweight, Obesity, and Physical Inactivity, California, 2006 

I Overweight Obesity Physical Inactivity 

I Absences 4.08 hours 12.43 hours 15.75 hours 

- 

I Short-term disability 4.86 hours 14.78 hours 13.00 hours 

I Presenteeism 8.94 hours 27.19 hours 28.75 hours 

I TOTAL 17.88 hours 54.40 hours 57.50 hours 

% Annual work* 0.89% 2.72% 2.80% 

I *Based on an annual workload of 2,000 hours. 

Study Limitat ions 

following factors: 
Although this study was based on the best data available, the findings are limited by the 

The prevalence rates of overweight, obesity, and physical inactivity that were applied to each 
county are based on self-reports from respected state and national population-based surveys. 
Self-reported data are generally recognized as being underreported.2z 

The risk factor weights were based on a review of published studies for the general adult 
population. These weights could change as research findings are refined over time. 

In cases where specific health care cost data were not available, estimates were made. 
These include Medi-Cal managed care plan data, pharmaceutical drug costs paid by private 
and employer-paid sources, and employer-paid outpatient medical claims and cost data. 
The latter were estimated based on norms developed from the author’s in-house California 
corporate database. 

* Because county-specific lost productivity data were not available, national norms were used 
to estimate risk-factor-based absenteeism, short-term disability, and presenteeism rates. 

Lost productivity costs by county were based on the assumption that people work in the 
counties in which they live. 
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Based on applicable regional and state data sources, the total cost of the lost productivity was 
then computed for each county using county- and state-specific data on risk-factor prevalence, the 
number of workers, and the average salary in the county. 

TABLE A-3 

Estimated Average Annual Number of Hours of Lost Work Time, per Individual, 
Associated with Overweight, Obesity, and Physical Inactivity, California, 2006 

Overweight Obesitv Phvsical Inactivity ” I Absences 4.08 hours 12.43 hor(rs 15.75 hours 

I Short-term disabilitv 4.86 hours 14.78 hours 13.00 hours 

I Presenteeism 8.94 hours 27.19 hours 28.75 hours 

I TOTAL 17.88 hours 54.40 hours 57.50 hours 

% Annual work* 0.89% 2.12% 2.80% 

I *Based on an annual workload of 2,000 hours. 

Study Limitations 

following factors: 
Although this study was based on the best data available, the findings are limited by the 

The prevalence rates of overweight, obesity, and physical inactivity that were applied to each 
county are based on self-reports from respected state and national population-based surveys. 
Self-reported data are generally recognized as being underreported.22 

The risk factor weights were based on a review of published studies for the general adult 
population. These weights could change as research findings are refined over time. 

In cases where specific health care cost data were not available, estimates were made. 
These include Medi-Cal managed care plan data, pharmaceutical drug costs paid by private 
and employer-paid sources, and employer-paid outpatient medical claims and cost data. 
The latter were estimated based on norms developed from the author’s in-house California 
corporate database. 

0 Because county-specific lost productivity data were not available, national norms were used 
to estimate risk-factor-based absenteeism, short-term disability, and presenteeism rates. 

Lost productivity costs by county were based on the assumption that people work in the 
counties in which they live. 
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Bubbling Over: Soda Consumption 
and Its Link to Obesity in California 
Susan H. Babey, Malia Jones, Hongjian Yu and Harold Goldstein 

n California, 62% of adolescents ages 12-17 and 41% of children ages 2-1 1 drink at least 
one soda or other sweetened beverage every day. In addition, 24% of adults drink at least 
one soda or other sweetened beverage on an average day. Adults who drink soda occasionally 

(not every day) are 15% more likely to be overweight or obese, and adults who drink one or 
more sodas per day are 27% more likely to be overweight or obese than adults who do not 
drink soda, even when adjusting for poverty status and racerethnicity. 

This policy brief, produced collaboratively 
by the California Center for Public Health 
Advocacy and the UCLA Center for Health 
Policy Research, examines soda consumption 
in California by cities and counties using 
data from the 2005 California Health 
Interview Survey (CHIS 2005). In addition, 
the brief investigates whether there is an 
association between soda consumption and 
the prevalence of overweight and obesity. 

There are major differences in soda 
consumption rates by geographic area 
in California, suggesting that social and 
environmental factors affect the consumption 
of soda. Also, the prevalence of overweight 
and obesity is higher among those who 
drink one or more sodas or other sweetened 
beverages every day than among those 
who do not consume these soft drinks. 
Establishing public policies that focus 
on reducing soda consumption could 
contribute to reversing California's 
increasing overweight and obesity problem. 

Background 

The mevalence of overweight and obesitv " 
has increased dramatically in both adults 
and children in the last three decades in the 

This policy brief was developed in 
collaboration with the California 
Center for Public Health Advocacy 

United States. In the 1970s, about 15% of 
adults were obese and by 2004 the rate had 
climbed to 32%.' Although the prevalence of 
overweight among children is lower than 
among adults, the rates among children and 
adolescents have increased considerably more. 
The prevalence of overweight and obesity 
nearly tripled among 12-19 year olds and 
more than quadrupled among 6-1 1 year olds 
in the last three decades. 

In California, 2 1 % of adults are currently obese 
and an additional 35% are overweight. Among 
adolescents, 14% are obese and another 16% 
are overweight.' Similar to national trends, 
the trend in California is toward increasing 
weight in both adults and  adolescent^.^ Each 
year in California, overweight and obesity 
cost families, employers, the health care 
industry and the government $2 1 b i l l i ~ n . ~  
California spends more public and private 
money on the health consequences of obesity 
than any other state.> 

' 

Overweight and obesity are associated 
with serious health risks. In children 
and adolescents, overweight and obesity 
are associated with increased risk for 
cardiovascular disease indicators including 
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high total cholesterol, high blood pressure, 
and high fasting insulin, an early indicator 
of diabetes risk.6 In addition, overweight 
children and adolescents are more likely to 
be overweight or obese as adults.’ In adults, 
overweight and obesity are associated with 
increased risk for diabetes, heart disease, stroke, 
some types of cancer and premature 

Drinking sweetened beverages such as soda 
and fruit drinks that have added caloric 
sweeteners (e.g., sucrose, high fructose corn 
syrup) is one marker of a poor diet, and is 
associated with overweight and obesity in 
people of all ages.’O-’j A number of studies have 
found that greater consumption of sweetened 
beverages is associated with overweight and 
obesity among both adults and children.12-19 
In addition, randomized controlled trials 
that examine the impact of reducing intake 
of sweetened beverages on weight indicate 
that reducing consumption of soda and other 
sweetened drinks leads to reductions in 
overweight and Among adults, 
drinking soda is also associated with increased 
risk for type 2 diabetes.” 

Moreover, drinking sweetened beverages has 
increased, and it is now more common than 
ever, particularly among adolescents.22 
Between 1977 and 2002 Americans increased 
their calorie intake from soft drinks by 
228%.23 Portion sizes have also increased from 
an average serving size of 6.5 fl oz (88 calories) 
in the 1950s, to 12 fl oz (150 calories), 20 fl 
oz (266 calories), and even larger portion 
sizes common today. 24-26 The average serving 
size of soft drinks in fast food restaurants in 
2002 was 23 fl oz (299 calories), with some 
chains now commonly selling soft drinks in 
32 to 64 fl oz portions (416 to 832 calories, 
re~pectively).~~ Sweetened beverages are a 
significant contributor to total caloric intake, 
especially for children and adolescents, and 
they lack the nutrients our bodies need.24.26’28 
Additionally, eating habits established in 
childhood are important determinants of 
eating habits as a d ~ l t s . ~ ~ . ~ ~  

Soda Consumption in California 

Drinking sweetened beverages is common 
among California adults, adolescents and 
children. Data from CHIS 2005 show that 
nearly one out of four adults (24%) drink at 
least one soda every day-6.4 million 
California adults-and 36% drink soda 
occasionally, but not every day. Forty percent 
of adults report not drinking soda at all. In 
addition, 41% of children ages 2-1 1 drink at 
least one soda every day, nearly 2.2 million 
children in all. The rates of soda consumption 
among adolescents are much higher than 
among adults or children. More than 62% of 
adolescents ages 12- 17--over two million 
teens-drink soda every day, including 13% 
(over 400,000) who drink three or more 
sodas every day. California adolescents drink 
1.2 sodas per day on average. Conservatively 
assuming one soda is a 12-ounce can which 
contains 10 teaspoons of sugar, the average 
California adolescent consumes the equivalent 
of 39 pounds of sugar each year from soda 
and other sweetened beverages. 

Soda Consumption Associated with Higher 
Prevalence of Overweight and Obesity 

In California, 56% of adults and 30% of 
adolescents are either overweight or obese. 
The prevalence of overweight and obesity is 
higher among adults and adolescents who 
drink soda than among those who don’t. 

For both adults and adolescents, rates of 
overweight and obesity are 18% higher among 
those who drink one or more sodas every day 
compared to those who do not drink soda. 
Among adults, 62% of those who drink one 
or more sodas daily are either overweight or 
obese compared to 52% of adults who do not 
drink soda. Among adolescents, 32% of 
those who consume at least one soda per day 
are either overweight or obese, while 27% of 
those who consume no sodas on a typical day 
are either overweight or obese. 



high total cholesterol, high blood pressure, 
and high fasting insulin, an early indicator 
of diabetes risk.6 In addition, overweight 
children and adolescents are more likely to 
be overweight or obese as  adult^.^ In adults, 
overweight and obesity are associated with 
increased risk for diabetes, heart disease, stroke, 
some types of cancer and premature 

Drinking sweetened beverages such as soda 
and fruit drinks that have added caloric 
sweeteners (e.g., sucrose, high fructose corn 
syrup) is one marker of a poor diet, and is 
associated with overweight and obesity in 
people of all age~.'O-'~ A number of studies have 
found that greater consumption of sweetened 
beverages is associated with overweight and 
obesity among both adults and children.I2-I9 
In addition, randomized controlled trials 
that examine the impact of reducing intake 
of sweetened beverages on weight indicate 
that reducing consumption of soda and other 
sweetened drinks leads to reductions in 
overweight and 21 Among adults, 
drinking soda is also associated with increased 
risk for type 2 diabetes.I3 

Moreover, drinking sweetened beverages has 
increased, and it is now more common than 
ever, particularly among adolescents.22 
Between 1977 and 2002 Americans increased 
their calorie intake from soft drinks by 
228%.23 Portion sizes have also increased from 
an average serving size of 6.5 fl oz (88 calories) 
in the 1 9 5 0 ~ ~  to 12 fl oz (150 calories), 20 fl 
oz (266 calories), and even larger portion 
sizes common t ~ d a y . ~ * - ~ ~  The average serving 
size of soft drinks in fast food restaurants in 
2002 was 23 fl oz (299 calories), with some 
chains now commonly selling soft drinks in 
32 to 64 fl oz portions (416 to 832 calories, 
re~pectively).~~ Sweetened beverages are a 
significant contributor to total caloric intake, 
especially for children and adolescents, and 
they lack the nutrients our bodies need.2** 26,28 

Additionally, eating habits established in 
childhood are important determinants of 
eating habits as adults.29, 30 

Soda Consumption in California 

Drinking sweetened beverages is common 
among California adults, adolescents and 
children. Data from CHIS 2005 show that 
nearly one out of four adults (24%) drink at 
least one soda every day-6.4 million 
California adults-and 36% drink soda 
occasionally, but not every day. Forty percent 
of adults report not drinking soda at all. In 
addition, 41% of children ages 2-11 drink at 
least one soda every day, nearly 2.2 million 
children in all. The rates of soda consumption 
among adolescents are much higher than 
among adults or children. More than 62% of 
adolescents ages 12- 17---over two million 
teens-drink soda every day, including 13% 
(over 400,000) who drink three or more 
sodas every day. California adolescents drink 
1.2 sodas per day on average. Conservatively 
assuming one soda is a 12-ounce can which 
contains 10 teaspoons of sugar, the average 
California adolescent consumes the equivalent 
of 39 pounds of sugar each year from soda 
and other sweetened beverages. 

Soda Consumption Associated with Higher 
Prevalence of Overweight and Obesity 

In California, 56% of adults and 30% of 
adolescents are either overweight or obese. 
The prevalence of overweight and obesity is 
higher among adults and adolescents who 
drink soda than among those who don't. 

For both adults and adolescents, rates of 
overweight and obesity are 18% higher among 
those who drink one or more sodas every day 
compared to those who do not drink soda. 
Among adults, 62% of those who drink one 
or more sodas daily are either overweight or 
obese compared to 52% of adults who do not 
drink soda. Among adolescents, 32% of 
those who consume at least one soda per day 
are either overweight or obese, while 27% of 
those who consume no sodas on a typical day 
are either overweight or obese. 

Soda consumption is associated with poverty 
and race/ethnicity; lower income people and 
people of color tend to drink more 
These same groups also tend to be at higher 
risk for overweight and obesity. However, in 
our analysis of California adults, the association 
between soda consumption and overweight 
or obesity was independent of poverty status 
and racelethnicity. Adults who drink soda 
occasionally (not every day) are 15 % more 
likely to be overweight or obese, and adults 
who drink one or more sodas per day are 
27% more likely to be overweight or obese 
than adults who do not drink soda, even 
when adjusting for poverty status and 
race/ethnicity (Exhibit 1). 

Among adolescents, the association between 
soda consumption and overweight is 
not independent of poverty status and 
race/ethnicity. This may be partially due to 
the relatively small sample size for adolescents 
compared to adults. Compared to white 
adolescents, African-American and Latino 
adolescents are more likely to consume soda 
daily, while Asian adolescents are less likely. 
Adolescents from lower-income families are 
more likely to drink soda every day compared 
to adolescents from higher-income families. 

Soda Consumption Varies from Place to 
Place in California 

Trends in soda consumption and obesity may 
be influenced by social and environmental 
factors. For example, the food environment, 
including the presence of fast-food outlets, 
convenience stores, grocery stores and other 
food vendors, has an impact on health and 
dietary choices of the local p o p ~ l a t i o n . ~ ~ - ~ *  
A recent study by the California Center for 
Public Health Advocacy showed that California 
has more than four times as many fast-food 
restaurants and convenience stores as grocery 
stores and produce vendors-suggesting that 
Californians have greater access to foods with 
lower nutritional values than to healthier 
foods3> Moreover, this food environment has 
been linked to the prevalence of obesity and 
diabetes among California adults.32 

Increased Likelihood of Being Overweight 
or Obese for Those Who Drink Sodas 
Compared to Those Who Do Not, 
Adjusted for Race/Ethnicity and Income, 
Adults Age 18 and Over, California, 2005 
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At the same time, soda consumption is 
associated with the use of fast-food restaurants 
among adolescents, and there is wide 
variation in the relative availability of fast- 
food restaurants in California communities.32* 
36,37 

Findings from CHIS 2005 show that there 
are major geographic differences in soda 
consumption in California (Exhibit 2). The 
percent of children drinking at least one 
soda each day ranges from 18% in Marin 
County to 61% in Imperial County. Among 
adolescents, the percent drinking one or more 
sodas each day ranges from 39% in Mendocino 
County to 78% in San Joaquin County. 
Among adults, the percent drinking one or 
more sodas each day ranges from just 11 % 
in Marin County to 39% in Kings County. 

Soda consumption also varies considerably 
among cities and census designated places 
(Exhibit 3). Among children and adolescents 
ages 2-17, the percent drinking at least one 

Exhibit 1 



Exhibit 2 Percent Drinking One or More Sodas per Day by County or County Group, Children, 
Adolescents and Adults, California, 2005 
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Note: 
* Indicates the estimate was not 

statistically reliable. Not all 
differences between rates are 
statistically significant. The 95% 
confidence intervals are available 
at: http:llwww. hea[tbpolicy.ucla.edu/ 
soda-consiimption. html 
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Source: 2005 California Health 






































































