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Executive Overview 

Obesity is a serious public health problem in the United States and can affect anyone, 
regardless of age. Nearly one in three kids or teens in the U.S. are overweight or obese, 
nearly three times the number in 1963; and nearly 60% of overweight children ages 5 to 
17 have at least one risk factor for cardiovascular disease (25% have two or more).1 

The percentage of obese youth in the United States been steadily climbing over the last 
four decades.2 According to the National Survey of Children’s Health, 17% of Nevada 
children ages 10-17 are overweight and 13.7% are obese; a ranking of 31 out of 51 among 
all states and the District of Columbia.3 According to the Nevada Institute for Children’s 
Research & Policy, 31.6% of Nevada children entering kindergarten are overweight or 
obese.4 The obesity rate for high school students in Nevada is currently 14%.5 

 

 

 

 

 

 

 

 

 

Obesity puts children at increased risk for cardiovascular diseases, type 2 diabetes, sleep 
apnea, liver disease, bone and joint issues, psychosocial issues, and poorer academic 
performance.6 There are also negative psychological effects including low self-esteem, 
negative body image, and depression.7 

Obesity occurs when a child is well above a healthy body fat percentage for his or her age 
and height and may be influenced by a child’s community. In some communities, it may 
be difficult to make healthy food choices and perform adequate physical activity. 

 
1 American Heart Association (2020). BMI in Children. Retrieved from https://www.heart.org/en/healthy-living/healthy-

eating/losing-weight/bmi-in-children  
2 Skinner, A. C., Ravanbakht, S. N., Skelton, J. A., Perrin, E. M., & Armstrong, S. C. (2018). Prevalence of Obesity and Severe Obesity 

in US Children, 1999-2016. Pediatrics, 141(3), e20173459. https://doi.org/10.1542/peds.2017-3459 
3 Data Resource Center for Child and Adolescent Health (2020). National Survey of Children’s Health 2017-2018. Retrieved from  

https://www.childhealthdata.org/browse/survey/results?q=6852&r=30  
4 Nevada Institute for Children’s Research and Policy. Health Status of Children Entering Kindergarten in Nevada (2018-2019). 

Retrieved from https://nic.unlv.edu/files/KHS%20Year%2011%20Report%206.7.19%20Final.pdf 
5 State of Childhood Obesity (2020). The State of Obesity in Nevada. Retrieved from https://stateofchildhoodobesity.org/states/nv/ 
6 Division of Nutrition, Physical Activity, and Obesity, National Center for Chronic Disease Prevention and Health Promotion    

(2020).  September is National Childhood Obesity Month. Retrieved from 
https://www.cdc.gov/nccdphp/dnpao/features/childhood-obesity/index.html  
7 Ibid. 
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Childcare centers, schools, or neighborhoods can impact dietary choices and 
opportunities for active play. Community factors for physical activity and diet include 
the affordability of healthy foods, peer and social supports, marketing and promotion, 
and policies that determine community design.8 

In 2020, COVID-19 related lockdowns and school closures negatively impacted dietary 
habits, sleep patterns, and physical activity levels among children.9 School 
environments often provide structure and routines around mealtimes, physical activity, 
and sleep (three predominant lifestyle factors implicated in obesity risk).  

There is growing consensus in the scientific community that multiple factors 
contributing to childhood obesity disparities among racial and ethnic minorities 
correlate with socioeconomic status.10  Additional factors impacting childhood obesity 
include cultural, family, community/environmental, and psychological stressors. 11 
While obesity affects many Nevadans, some racial and ethnic groups are 
disproportionately impacted.  Nearly half of all Native American/Alaska Native 
kindergarteners in the state are obese (44.6%).  Latinx (32.1%) and African American 
kindergarteners (27.4%) also have high obesity rates, especially when compared to 
Caucasian children (15.3%).  

 

 
8 Centers for Disease Control and Prevention (2020). Childhood Obesity Causes & Consequences. Retrieved at 

https://www.cdc.gov/obesity/childhood/causes.html 
9 Pietrobelli, A., Pecoraro, L., Ferruzzi, A., Heo, M., Faith, M., Zoller, T., Antoniazzi, F., Piacentini, G., Fearnbach, S. N., & 

Heymsfield, S. B. (2020). Effects of COVID-19 Lockdown on Lifestyle Behaviors in Children with Obesity Living in Verona, Italy: A 
Longitudinal Study. Obesity (Silver Spring, Md.), 28(8), 1382–1385. https://doi.org/10.1002/oby.22861 
10 Fradkin, C., Wallander, J.L., Elliott, M.N., Tortolero, S., Cuccaro, P., & Schuster, M.A. (2015). Associations between 

socioeconomic status and obesity in diverse, young adolescents: variation across race/ethnicity and gender. Health Psychology, 
34(1), 1-9. doi:10.1037/hea0000099. 
11 Krueger, P.M., & Reither, E.N. (2015). Mind the gap: race/ethnic and socioeconomic disparities in obesity. Obesity, 15(95), 1-9. 

doi:10.1007/s11892-015-0666-6. 

Data Source: Nevada Institute for Children’s Research and Policy. Health Status of Children Entering Kindergarten in 
Nevada (2018-2019).  

 

https://www.cdc.gov/obesity/childhood/causes.html
https://www.google.com/url?q=https://doi.org/10.1002/oby.22861&sa=D&ust=1602695159573000&usg=AFQjCNFfnh1bY6AmKNTBxaCgnOZkhJEzCQ
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Populations that experience health inequities (based on factors such as race, income, 
gender, or geographic location) suffer poor health outcomes. For Nevada to reduce these 
racial/ethnic health disparities in childhood obesity, we must provide equal access to 
services that promote optimal health by meeting individuals and families where they are 
physically, emotionally, and economically.12 Federal funding for obesity prevention in 
Nevada is minimal. In 2013, Nevada received funding from the Centers for Disease 
Control and Prevention (CDC) to develop a state obesity prevention plan to document 
efficiencies and improve programs, expand practice-based evidence, and demonstrate 
health outcomes related to childhood obesity. Additionally, each state conducted an 
evaluation of its efforts over the project period (2013-2015) in collaboration with the 
CDC. That funding has ended, and current funding to continue this important endeavor 
is limited.  Sadly, once federal grant programs end, the ability to sustain them with 
fidelity is difficult and they often lose efficacy.  

 
Problem Statement and Contributing Factors 
 
An imbalance of nutritional factors and physical activity often contributes to obesity. 
The consumption of higher than recommended amounts of total fat, saturated fat, 
added sugar, and sodium combined with inadequate amounts of activity (active play, 
sports participation, and/or structured exercise) leads to the body storing excess 
calories in adipose tissue.  Obesity during childhood increases the likelihood of 
developing:13 
 

● High blood pressure and/or cholesterol, which are risk factors for cardiovascular 
diseases 

● Impaired glucose tolerance, insulin resistance, and/or type 2 diabetes 

● Respiratory problems including asthma and sleep apnea 

● Joint disorders and discomfort 

● Fatty liver disease, gallstones, and gastro-esophageal reflux (i.e., heartburn) 

Additionally, childhood obesity correlates with anxiety, depression, low self-esteem, and 
lower self-reported quality of life. Children who are overweight are more likely to 
experience bullying.14  Being overweight or obese during childhood increases the 
likelihood of adult obesity and associated health concerns.  Approximately 70% of obese 
adolescents grow to become obese adults.15 Adult obesity is associated with increased 

 
12 Kaiser Permanente Thriving Schools (2020). Addressing Health Equity and Childhood Obesity. Retrieved from 

https://thrivingschools.kaiserpermanente.org/addressing-health-equity-and-childhood-obesity/ 
13 Centers for Disease Control and Prevention (2020). Childhood Obesity & Consequences. Retrieved from 

https://www.cdc.gov/obesity/childhood/causes.html 
14 Centers for Disease Control and Prevention (2020). Childhood Obesity & Consequences. Retrieved from 

https://www.cdc.gov/obesity/childhood/causes.html 
15 Nevada Wellness (2015). The Obesity Burden in Nevada. Retrieved from 

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/Obesity/Docs/Burden%20of%20Obesity%20in%20Nevada%202
015.pdf 

https://thrivingschools.kaiserpermanente.org/addressing-health-equity-and-childhood-obesity/
https://www.cdc.gov/obesity/childhood/causes.html
https://www.cdc.gov/obesity/childhood/causes.html
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/Obesity/Docs/Burden%20of%20Obesity%20in%20Nevada%202015.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/Obesity/Docs/Burden%20of%20Obesity%20in%20Nevada%202015.pdf
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risk of the adverse health conditions demonstrated in childhood obesity and additional 
diseases including several cancers.16 

Social Determinants of Health and Health Equity 

Health reflects not only personal choices, but also access to social and economic 
opportunities, available resources and supports, quality of education, safety of 
workplaces, cleanliness of water, food, and air, and the nature of social interactions and 
relationships.17 Eating well and staying active, not smoking, getting recommended 
immunizations and screening exams, and seeing a doctor when ill is vital to overall 
health and wellness. The conditions in which we live explain, in part, why some 
individuals are healthier than others and why we as a nation need drastic health 
improvements.  

Social Determinants of Health 

 

Health equity examines differences in quality of life and healthcare across different 
populations. Health equity is achieved when every person can attain their full health 
potential:  This means individuals should not be denied this potential because of socially 
determined circumstances. Health inequities are reflected in differences in longevity 
and/or quality of life, rates of disease, disability, and death, severity of disease, and 
access to treatment.18 

  

 
16 Centers for Disease Control and Prevention (2020). Childhood Obesity & Consequences. Retrieved from 

https://www.cdc.gov/obesity/childhood/causes.html 
17 https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health 
18 Centers for Disease Control and Prevention (2020). Health Equity. Retrieved from 

https://www.cdc.gov/chronicdisease/healthequity/index.htm. 

https://www.cdc.gov/obesity/childhood/causes.html
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health
https://www.cdc.gov/chronicdisease/healthequity/index.htm
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Equality vs Equity:  A Visual Representation 

 

Contributing Factor 1: Food Preferences 

Culture-related preferences for certain foods have been identified as contributory to 
obesity disparities.19 Focus groups investigating barriers to healthy eating among 
minority youth found availability of fast food, cultural attraction, cultural eating, and 
family norms as barriers to healthy dietary habits.20 Additionally, cultural perceptions of 
health relative to body size may contribute to childhood obesity disparities. For 
example, multiple participants in a focus group of Latina mothers agreed with the 
statement that “having a thin child is a sign of poor parenting.” 21 

Fast food and processed foods are widely available, low cost, and nutritionally poor.  
These lower-cost foods comprise a greater proportion of the diets of individuals with 
lower-incomes.22  Presently, parents often work longer hours or reduce expenditures 
because of the rising unemployment rate.23 As a result of the COVID-19 pandemic, many 
are homeschooling their children. Families may have a limited amount of time and/or 
resources to prepare meals, leading them to choose fast, convenient prepared foods.   

Contributing Factor 2: Family Factors 

Research findings indicate that family factors also contribute to childhood obesity 
disparities. For example, research has found that parental body mass index (BMI) is 
predictive of children’s BMI24, and that children model their caregivers’ unhealthy 

 
19 Austin, G.L., & Krueger, P.M. (2013). Increasing the percentage of energy from dietary sugar, fats, and alcohol in adults is 

associated with increased energy intake but has minimal association with biomarkers of cardiovascular risk. The Journal of 
Nutrition, 143(10), 1651-1658. doi:10.3945/jn.113.180067. 
20 Barroso, C.S., Peters, R.J., Johnson, R.J., Kelder, S.H., & Jeferson, T. (2010). Beliefs and perceived norms concerning body image 

among African-American and Latino teenagers. Journal of Health Psychology, 15(6), 858-870. doi:10.1177/1359105309358197. 
21 Lindsay, A.C., Sussner, K.M., Greaney, M.L., & Peterson, K.E. (2011). Latina mothers’ beliefs and practices related to weight 

status, feeding, and the development of child overweight. Public Health Nursing, 28(2), 107-118. doi:10.1111/j.1525-
1446.2010.00906.x. 
22 Medical News Today (2015). How do race and ethnicity influence obesity? Retrieved from 

https://www.medicalnewstoday.com/articles/292913#Socioeconomic-factors. 
23 Edwards, K. A., Evans, G., Schwam, D. (2020). Parenting Through the Pandemic: Who’s Working, Who’s Caring for the Kids, and 

What Policies Might Help. Retrieved from https://www.rand.org/blog/2020/04/parenting-through-the-pandemic-whos-working-
whos-caring.html 
24 Boutelle, K.N., Cafri, G., & Crow, S.J. (2012). Parent predictors of child weight change in family based behavioral obesity 

treatment. Obesity, 20(7), 1539-1543. doi:10.1038/oby.2012.48. 

https://www.medicalnewstoday.com/articles/292913#Socioeconomic-factors
https://www.rand.org/blog/2020/04/parenting-through-the-pandemic-whos-working-whos-caring.html
https://www.rand.org/blog/2020/04/parenting-through-the-pandemic-whos-working-whos-caring.html
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eating behaviors.25  It is important to note that family-based interventions have shown 
that a parent’s weight change is a significant indicator of children’s weight 
change.26 Therefore, studies suggest that family-based modification of physical activity 
and nutrition patterns are effective in reducing weight for all members of the family 
unit.  

Contributing Factor 3: Community/Environmental Factors 

Community based and environmental factors, including differences in resources like 
safe play areas and access to grocery stores, contribute to childhood obesity.       
Racial/ethnic minority and families with low incomes are more likely to live in 
neighborhoods with limited options for physical activity and healthy food options.27 
According to a report from the CDFI Fund, African American, non-Hispanic individuals 
are 2.49 times more likely to live in areas with limited supermarket access area than 
Caucasian, non-Hispanic individuals.28 Additionally, physical activity in low-income 
neighborhoods may be limited by a lack of parks or safe areas to play.29 Many low-
income neighborhoods lack healthy food options, and residents often shop at 
convenience stores.30  

Food insecurity is defined as “the disruption of food intake or eating patterns because of 
lack of money and other resources,” and may be influenced by several factors including 
income, employment, race/ethnicity, and disability.31 The risk for food insecurity 
increases when money to buy food is limited or not available.32  Food deserts, defined as 
areas where healthy food options are physically inaccessible, are common in low-income 
American neighborhoods.33  The term food desert is used by experts to describe areas in 
which fast food is plentiful and grocery stores are scarce.   

Food deserts exacerbate food insecurity, encourage poor dietary choices, and contribute 
to obesity. Residents of these areas often use public transportation or walk to and from 
work and school, making it inconvenient and expensive to leave their neighborhood for 
groceries.  Staple foods like milk, bread, and cereal are often available in local 
convenience stores, but for higher prices than usual because retailers corner their 

 
25 Morrison, H., Power, T.G., Nicklas, T., & Hughes, S.O. (2013). Exploring the effects of maternal eating patterns on maternal 

feeding and child eating. Appetite, 63(1), 77-83. doi:10.1016/j.appet.2012.12.017. 
26 Wrotniak BH, Epstein LH, Paluch RA, Roemmich JN. Parent Weight Change as a Predictor of Child Weight Change in Family-

Based Behavioral Obesity Treatment. Arch Pediatr Adolesc Med. 2004;158(4):342–347. doi:10.1001/archpedi.158.4.342 
27 Lovasi, G.S., Hutson, M.A., Guerra, M., & Neckerman, K.M. (2009). Built environments and obesity in disadvantaged 

population. Epidemiologic Reviews, 31, 7-20. doi:10.1093/epirev/mxp005. 
28 American Heart Association (2017). Healthy Food Access Fast Facts. Retrieved from 

https://voicesforhealthykids.org/assets/img/Fast-Facts/vhk-fast-facts-healthy-food-access.pdf. 
29 Lovasi, G.S., Hutson, M.A., Guerra, M., & Neckerman, K.M. (2009). Built environments and obesity in disadvantaged 

population. Epidemiologic Reviews, 31, 7-20. doi:10.1093/epirev/mxp005. 
30 Ver Ploeg, M., Breneman, V., Dutko, P., Williams, R., Snyder, S., Dicken, C., & Kaufman, P. (2012). Access to affordable and 

nutritious food: updated estimates of distance to supermarkets using 2010 data. ERR-143 (US Department of Agriculture, Economic 
Research Service, Washington, D.C.). 
31 Office of Disease Prevention and Health Promotion (2020). Food Insecurity. Retrieved from 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/food-insecurity 
32 Ibid. 
33 Ghosh-Dastidar, Hunter, Collins, Zenk, Cummins, Beckman, . . . Dubowitz. (2017). Does opening a supermarket in a food desert 

change the food environment? Health and Place, 46, 249-256. 

https://voicesforhealthykids.org/assets/img/Fast-Facts/vhk-fast-facts-healthy-food-access.pdf
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/food-insecurity
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markets.34  While opening a grocery store may sound like a simple solution, it is often a 
difficult task in a food desert. Franchise fees, taxes, and zoning laws can discourage 
supermarkets from opening in low-income areas.35  Changes in governmental policy, 
however, can make providing affordable, healthy options in low-income neighborhoods 
possible.  Incentives to move closer to low-income areas and tax credits to expand 
existing stores encourage entrepreneurs to expand into food deserts.36 

Nevada is vast and includes urban, metropolitan, rural, and frontier geography.  In 
2018, 16.5% of rural households faced food insecurity compared to 13.5% of households 
in metropolitan areas.37  It is surprising that in the rural and frontier areas that grow our 
food, households often face considerably deeper struggles with hunger than in 
metropolitan or urban areas.  Food insecurity contributes to a vast array of illnesses, 
and individuals that reside in rural areas are at higher risk for poor health outcomes 
than their urban counterparts.38  

Nevada has a high food insecurity rate of 20.5% when compared to the national low of 
9.4% in North Dakota and high of 25.6% in New Mexico.39 This data, collected in 2018, 
will likely worsen with increased rates of unemployment and homelessness resulting 
from the COVID-19 pandemic. The 2019 Nevada Legislature passed Assembly Bill 326, 
which provides tax credits to business entities that invest in grocery stores located in 
underserved communities.  AB326 will incentivize the creation of grocery stores and 
jobs, and make fresh produce more accessible.  

 

 

 

 

 

 

  

 
34 Ibid. 
35 Hilmers, A., Hilmers, D.C., & Dave, J. (2012). Neighborhood disparities in access to healthy foods and their effects on 

environmental justice. [review] Am. J. Public Health, 102(9):1644–1654. 
36 Ibid.  
37 Food Research and Action Center (2020). Rural Hunger. Retrieved from https://frac.org/hunger-poverty-america/rural-hunger. 
38 Ibid. 
39 State of Childhood Obesity (2020). Child Food Insecurity Rate. Retrieved from https://stateofchildhoodobesity.org/state-

policy/policies/foodinsecuritychild/ 

Data Source: Nevada Institute for Children’s Research and Policy. Health Status of Children Entering 
Kindergarten in Nevada (2018-2019).  

 

https://frac.org/hunger-poverty-america/rural-hunger.
https://stateofchildhoodobesity.org/state-policy/policies/foodinsecuritychild/
https://stateofchildhoodobesity.org/state-policy/policies/foodinsecuritychild/
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Contributing Factor 4: Psychological Factors 

Psychological factors contributing to childhood obesity disparities include poor social 
functioning40, anxiety, and depression.41 Furthermore, a correlation has been 
demonstrated between obesity and depression in youth.42 This is concerning because 
racial/ethnic minority youth experience a disproportionate number of stressors which 
may contribute to elevated levels of anxiety and depression. 43 

Youth, like adults, have unique and individual responses to stressors.  It is important to 
consider racial and cultural identities while examining key motivators that contribute to 
better physical and mental health. A focus group study of culturally diverse children 
found that weight concerns were a healthy eating motivator among all groups except 
non-Hispanic, African American males, and motivation to eat healthy was adversely 
impacted by junk food cravings.44 

Contributing Factor 5: COVID-19 and Childhood Obesity 

The COVID-19 pandemic is impacting childhood obesity and may have long-term health 
effects for young individuals.  Children and teens who struggle with overweight and 
obesity are currently isolated, often in unfavorable environments for maintaining 
healthy lifestyle behaviors.  In a study published by researchers at the University at 
Buffalo in June 2020, compared to behaviors recorded a year prior, children ate an 
additional meal, slept an extra half hour, added nearly five hours on technological 
devices, and dramatically increased their consumption of red meat, sugary drinks, and 
high calorie/low nutrient foods per day.  Conversely, physical activity decreased by more 
than two hours per week and the amount of vegetables consumed remained 
unchanged.45  While safety is paramount, legislators and school administrators must 
strive to balance appropriate restrictions and their health impacts.  
 

Contributing Factor 6: Cost Effectiveness 

Sustainable, cost-effective strategies are required to decrease obesity rates.  By 
reviewing and conducting a return-on-investment analysis of published policies, Nevada 
could save millions of dollars in direct and indirect costs related to obesity.46  The 

 
40 Pitrou, I., Shojaei, T., Wazana, A., Gilbert, F., & Kovess-Masféty, V. (2010). Child overweight, associated psychopathology, and 

social functioning: a French school-based survey in 6- to 11- year old children. Obesity, 18(4), 809-817. doi:10.1038/oby.2009.278. 
41 Esposito, M., Gallai, B., Roccella, M., Marotta, R., Lavano, F., Lavano, S.M., … Carotenuto, M. (2014). Anxiety and depression 

levels in prepubertal obese children: a case-control study. Neuropsychiatric Disease and Treatment, 10, 1897-1902. 
doi:10.2147/NDT.S69795. 
42 Marmorstein, N.R., Iacono, W.G., & Legrand, L. (2014). Obesity and depression in adolescence and beyond: reciprocal 

risks. International Journal of Obesity, 38, 906-911. doi:10.1038/ijo.2014.19. 
43 Kaye, L.B., Tucker, C.M., Bragg, M.A., & Estampador, A.C. (2011). Low-income children’s reported motivators of and barriers to 

healthy eating behaviors: A focus group study. Journal of the National Medical Association. 103(9-10), 941-951. 
44 Ibid. 
45 Pietrobelli, A., Pecoraro, L., Ferruzzi, A., Heo, M., Faith, M., Zoller, T., Antoniazzi, F., Piacentini, G., Fearnbach, S. N., & 

Heymsfield, S. B. (2020). Effects of COVID-19 Lockdown on Lifestyle Behaviors in Children with Obesity Living in Verona, Italy: A 
Longitudinal Study. Obesity (Silver Spring, Md.), 28(8), 1382–1385. https://doi.org/10.1002/oby.22861 
46 Harvard T.H. Chan School of Public Health (2020). Obesity Prevention Source: Economic Costs. Retrieved from 

https://www.hsph.harvard.edu/obesity-prevention-source/obesity-consequences/economic/ 

https://www.google.com/url?q=https://doi.org/10.1002/oby.22861&sa=D&ust=1602695159575000&usg=AFQjCNHcZEm4Ck5PKuCLkPzMe0-y2jXLVQ
https://www.hsph.harvard.edu/obesity-prevention-source/obesity-consequences/economic/
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literature review conducted to create this document led to the creation of seven 
recommendations to reduce childhood obesity prevalence in Nevada.   
 

Policy Recommendations for Policymakers, Elected Officials, and School 

Administrators 

Recommendation 1 Establish a governor’s task force to prioritize obesity 
prevention through legislation and administrative policy 
change at state and local levels 

Recommendation 2 Develop and support policies that reduce disparities in 
healthcare provision and improve access to care (including 
primary care, oral health, and mental health services) 

Recommendation 3 Develop policies and consider low-interest loan programs for 
entrepreneurs to reduce food insecurity  

Recommendation 4 Improve access to safe and affordable places for children and 
families to increase physical activity  

Recommendation 5 Improve data collection to better monitor indicators and 
outcomes in reducing obesity on Nevada children and youth 

Recommendation 6  Increase awareness of nutritious options at restaurants to 
encourage healthy choices  

Recommendation 7  Improve nutritional offerings in schools by increasing 
the rigor of nutrition standards in Nevada  

Recommendation 1:  Establish a governor’s task force to prioritize statewide 

efforts to reduce and prevent childhood obesity, support existing groups like the Nevada 

Early Childhood Obesity Steering Committee, and to study the effects of obesity on 

children's health. The task force shall: (1) Gather and maintain current information 

regarding childhood obesity to better understand the impact of obesity on children's 

health; (2) examine the nutrition standards for food procured by the state; (3) explore 

ways to increase physical activity in children; (4) recommend the implementation of a 

pilot program that will align with school schedules post-COVID in an effort to promote 

increased physical activity and reduce screen time; and (5) advise the General Assembly 

and governor concerning the coordination and administration of state programs that 

may reduce the incidence of childhood obesity.  The task force will produce funding 

allocation estimates at the county level to support evidence-based programs and 

strategies for community-level and school-based programs. 

Recommendation 2: Although the Affordable Care Act (ACA) led to large 
coverage gains, some groups remain at higher risk of being uninsured, lacking access to 
care, and experiencing poor health outcomes. Enacted in 2019, Senate Bill 198 required 
the state of Nevada to collect data examining why children lost Medicaid coverage in a 
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12-month period. Beyond coverage, additional challenges to children’s healthcare 
include limited capacity to address social determinants of health, declines in funding for 
preventative initiatives, and gaps in data. To reduce obesity, families in Nevada must 
have affordable, geographically accessible, culturally competent healthcare coverage. 

Recommendation 3: The 2019 Nevada Legislative Session successfully 
addressed some policy issues to improve the state’s capacity to reduce the obesity 
burden on children in the state of Nevada.  To combat food deserts, policymakers should 
restrict the number of fast-food restaurants per intersection and consider a low-interest 
loan program that would encourage entrepreneurs to establish grocery stores in 
underserved areas. Additionally, funding needs for food insecurity should be assessed, 
and federal grants submitted through the state department of health. 

Recommendation 4: Increasing access to physical activity is a critical 
component of reducing childhood obesity. Shared-use agreements allow public access to 
existing facilities or outdoor recreation parks by defining terms and conditions for 
sharing the costs and risks associated with expanding a property’s use. For example, 
school districts may create shared-use agreements to allow after-hours access to school 
facilities for community members.47  

Community organizations can provide access to safe places to be physically active—such 
as walking trails, indoor facilities, parks, and playgrounds—away from busy streets. 
Health and fitness facilities provide indoor physical activity opportunities. These 
facilities can also provide safer, more comfortable activity opportunities for people with 
mobility limitations or chronic health conditions.48 

As a result of the COVID-19 pandemic, communities across the nation face challenges 
with restricting the use of recreation and gymnasium facilities.  Virtual/online 
programming is an innovative way to keep kids active.  Partnerships with schools and 
local businesses may increase participation through small incentives. Outdoor facilities 
could be considered and included in shared agreements so that local water parks and 
state parks with equipment rentals could be utilized for safe physical activity.   

Recommendation 5: Data assists the Nevada State Legislature in creating 
policies that improve the lives of our citizens.  In an effort to appreciate improvements 
and continue to evolve, we must develop a system to track key measures that will 
demonstrate if policies are efficient and cost-effective. 

 
47 Centers for Disease Control and Prevention (2020). Access to Places for Physical Activity. Retrived from 

https://www.cdc.gov/physicalactivity/activepeoplehealthynation/strategies-to-increase-physical-activity/access-to-places-for-
physical-activity.html 
48 Ibid. 

https://www.cdc.gov/physicalactivity/activepeoplehealthynation/strategies-to-increase-physical-activity/access-to-places-for-physical-activity.html
https://www.cdc.gov/physicalactivity/activepeoplehealthynation/strategies-to-increase-physical-activity/access-to-places-for-physical-activity.html
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Recommendation 6:  In a study conducted by the University of California 
Berkeley Haas School of Business, researchers found what they called the “first is best” 
effect.49  When given choices in situations not considered high-risk, like ordering from 
restaurant menus, participants were 62% more likely to select the first item than 
subsequent options.  Highlighting healthy choices on restaurant menus is a low-cost way 
to increase the likelihood parents and children will notice them when ordering meals. 

Recommendation 7:  Schools in the state of Nevada adhere to nutrition 
standards in the Nevada School Wellness Policy.50  While these standards are sound, it 
is recommended they be codified and benchmarks for improvements are set to ensure 
children throughout Nevada have access to healthy meals at school.   

  

 
49 The Daily Californian. (2012). Study reveals people most often choose first option presented. Retrieved from 

https://www.dailycal.org/2012/07/11/new-study-reveals-first-is-best/ 
50 Nevada Department of Agriculture. (2014). Nevada school wellness policy. Retrieved from 

http://www.nacddresourceguide.org/schoolhealth/docs/NV_School_Wellness_Policy_2014_07_14.pdf  
 

https://www.dailycal.org/2012/07/11/new-study-reveals-first-is-best/
http://www.nacddresourceguide.org/schoolhealth/docs/NV_School_Wellness_Policy_2014_07_14.pdf
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