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CHAPTER 1
INTRODUCTION

The United States ranks as one of the wealthiest nations in the world; however,
11.1 percent of its citizens were food insecure, and 3.5 percent experienced food
insecurity with hunger during 2002 (8). Compared with the national averages, 13.1
percent and 2.9 percent of Louisiana inhabitants suffered from food insecurity without
and with hunger, respectively, in 2002 (8). However, not all groups were equally
afflicted at state and national levels. A disproportionate number of female-headed
households with children and no spouse experienced food insecurity (8,11,14). Rates of
food insecurity complicated by hunger were also higher than the national average among
Black and Hispanic households, households below the poverty line, and those in the
South and West (8,10-12). Based on the published literature, a Southern female-headed
household compounded by minority race and poverty should serve as the prototypical
food insecure household.

The identification of these households is imperative in order to prevent severe
physical and psychological ailments, which are more prevalent in the food insecure than
the general populace. Food insecurity has been associated with higher rates of
depression, chronic disease (e.g., type 2 diabetes, hypertension, stroke, cardiovascular
disease and certain cancers), and physical limitations in adults; and with depression, poor
health, and impaired cognitive and psychosocial development in children (4,12,91,108,
137,175). Moreover, the food insecure are more likely to be overweight or obese when
compared to their food secure counterparts (10,171-172,178). This weight discrepancy

may arise from limited food access and a subsequent poor food choice. Because grocery



stores frequented by the food insecure have limited refrigeration space and often stock
over-ripe or damaged produce, individuals likely buy more shelf-stable, high-energy,
non-nutritious foods or patronize fast food restaurants (4,18,22). There is also some
evidence that low socioeconomic status (SES) may lead to psychosocial manifestations
and stress, which might ultimately produce central obesity through
psychoneuroendocrinological pathways (91,234-38).

Obesity concomitant with food insecurity poses additional health concerns.
Conditions (e.g., type 2 diabetes, hypertension, stroke, cardiovascular disease and certain
cancers) similar to those associated with, and possibly confounded by, food insecurity
occur in the overweight and obese (4,13,128,148,153,161,165-166,173,182-188).
Hypertension, heart disease and type 2 diabetes are more common among low-income
Black females than White males and females (13,47,58,148,154,165). This is not
surprising, considering that racial-ethnic minority populations experience a higher
vrevalence of overweight and obesity than the racial majority (13,47,58,65,128,148-
149,153-155,165,191).

Despite the pervasiveness of obesity in racial minorities, low-income Black
women are more likely than White women to underestimate their body size; to believe a
larger size is more attractive (13,65,221,223); and to report body image discrepancies at
higher body mass index (BMI) levels than White females (153,211). Even though there
exists a difference between actual and ideal body sizes in heavier Black females, the
discrepancies are not as large as those for White women, suggesting that low-income

Black females are more satisfied with their bodies (70,153-154,165,211, 215-219). In



fact, Black women may develop a strong self-valuation and an alternative beauty
aesthetic to endure societal stigmatization (219).

This opposition to White social norms, compounded by ignorance regarding
health and economic consequences of overweight and obesity, presents a dilemma for
nutrition educators who attempt to intervene with this population. Because of the high
risk for weight-related diseases among Black women, tolerance to and preferences for
higher body weights have obvious implications for chronic disease risk (70). Thus, it is
imperative that programs be established to facilitate the adoption of healthy diets without
threatening the cultural identities of low-income Black females.

Objectives

Objectives of this study were: 1) to categorize the proportion of female food
stamp recipients according to food security status (i.e., food secure, food insecure, or
food insecure with hunger); 2) to compare actual and perceived weights of women
receiving food stamps; and 3) to measure the self-rated physical and psychological health
in female food stamp recipients.

Assumptions
Assumptions that were made in the design and implementation of this study were:

1. The sample size (n=50) of the participants in this study was adequate to

characterize the general behaviors and attitudes of this population cohort.

2. The participants were representative of the desired population (e.g., low

income, Black female food stamp recipients, aged 19-75).

(8]

The United States Department of Agriculture (USDA) Short Form was both a

reliable and valid measure of food security.

(8]




4. The Perception of Teasing Scale (POTS) was both a reliable and valid
measure of weight and competency stigmatization.

5. The Tanita scale was an acceptable, portable substitute for a physician’s scale
to measure body weight and for underwater weighing or the dual energy x-ray
absorptiometry (DEXA) to obtain percent body fat.

6. Potential human error in the assessment of waist circumference (WC) was
minimized by taking WC measurements in triplicate.

7. Participants understood all instructions and provided honest responses to
questions.

Limitations

Limitations in this study were:

1.

(¥S)

A small convenience sample may not produce results that can be generalized
to other populations.

Interviewers were not indigenous to the majority race (Black), which may
have affected participants’ responses.

There was a reliance on memory to obtain some information; therefore,
participant responses may not be accurate.

Stunkard’s silhouettes did not depict Black females; therefore, participants
may not have chosen figures representative of their true size.

Stunkard’s silhouettes illustrated a limited BMI range of 18.3 to 45 4;
therefore, subjects larger than the maximum scale cut-off would, by necessity,

underreport their true size.



6. Low educational attainment by the participants may have influenced their
comprehension of complex issues (e.g., mental health).
Justification

Food insecurity and food insecurity with hunger plague 11.1 and 3.5 percent’ of
the U.S. population, respectively (8). These conditions are not “equal opportunity” since
a greater proportion of impoverished, minority female-headed households suffer from
food insecurity with or without hunger (8,11-12,14). Poor mental and physical health
may result from food insecurity and thus, may diminish the quality of an individual’s life
(4,12,91,108,174-175).

Food insecurity is also associated, paradoxically, with female overweight and
obesity (10,83,171-172) and not surprisingly, with the frequency and severity of chronic
diseases (4,12,128,187-188). The presence of both overweight or obesity and food
insecurity further complicates the health and well-being of the food insecure, especially if
a food insecure individual fails to perceive accurately (65,220) or show concern about
(70,154,165,215-216,219) her weight. Therefore, it behooves nutrition educators to
explore the complex relationship among food insecurity, overweight/obesity, and body
image in order to design and effectively implement programs aimed at subduing the

problem.

' 2002 figures



CHAPTER 2
REVIEW OF THE LITERATURE

Food Insecurity—

Definition and Measurement

Despite the fact that the United States (U.S.) has historically been one of the
wealthiest nations in the world and #he leading consumer of the world’s resources, it has
not successfully met the dietary needs of its poor. During the Great Depression of the
1930s, concern about the plight of farmers who were losing their farms and the economic
problems facing U.S. families, in general, led Congress to enact legislation giving the
federal government the authority to buy and distribute excess food commodities (1). The
formal identification of poverty and hunger as national burdens led to subsequent policy
formulation to prevent these economic predicaments. During this time, however,
lobbyists and policy makers integral to food security legislation did not have a specific
set of definitions regarding food security and insecurity. To address this need, in 1989,
an American Institute for Nutrition (AIN) Expert Panel defined food insecurity as
“whenever the availability of nutritionally adequate and safe foods or the ability to
acquire acceptable foods in socially acceptable ways is limited or uncertain” and defined
hunger as “the uneasy or painful sensation caused by lack of food” (2-4). Food insecurity
and hunger were, therefore, not deemed mutually exclusive by the panel; one could
experience food insecurity with or without the presence of hunger. Furthermore, hunger
was defined on a continuum. The Economic Research Service (ERS) differentiated
moderate and severe hunger by the fact that the latter entailed both a reduction in quality

and quantity of food available for consumption.



The definitions produced by the AIN panel lacked a quantitative means by which
those experiencing food insecurity with or without hunger could be identified.
Throughout 1994, in response to the National Nutrition Monitoring and Related Research
(NNMRR) Act of 1990, federal personnel worked with nutrition researchers and other
concerned groups to develop, test and refine a food security questionnaire for inclusion in
the U.S. Census Bureau’s April 1995 Current Population Survey (CPS) (2,111-112).

This questionnaire, adapted from the Radimer/Cornell (RC) measure and Community
Childhood Hunger Identification Project (CCHIP), became known as the Core Food
Security Module (CFSM) (Appendix A), which identifies households suffering from food
insecurity or hunger at any time during the previous 12 months (5,113-115). Itis
calculated from eighteen items based on a set of questions about fifteen experiences and
behaviors that are known to typify households having difficulty meeting their food needs
(5,116-117,122). For households responding to all 18 items, those affirming less than
three items are classified as food secure; those affirming three or more items are food

insecure; and those affirming eight or more are food insecure with hunger (Figure 1) (5).

Conditions/experiences/behaviors indicative of food insecurity and hunger:|
{sequential set of increasingly severe indicators)

Nc such OCne or two
indications: indications:
Presumed Ag-risk

food secure

Household food security scale Cortinuous massura

o 1 2 3

Household foed security scale: Categorical measwure

Food insecure

Food secure

Figure 1. Food security continuum (118)



The particular flaw inherent in the index arises from its rather vague temporal stipulation.
Thus, the frequency and duration of food insecure episodes with or without hunger
cannot be accurately gauged (5).

A six-item short form Food Security Module (Appendix B) exists for
incorporation into surveys with severe time constraints (115). It classifies households as
food secure or food insecure with or without hunger and contains no child-specific items
(115). In addition to the latter limitation, other disadvantages include the form’s inability
to measure the most severe levels of hunger, less precision/reliability compared with the
18-item measure, and inappropriateness of use with populations experiencing a high
prevalence of physical disabilities or transportation difficulties (e.g., the elderly) (117,
119-21). However, Blumberg et al. (117) found that the short form correctly identified
the level of food security for 97.7 percent of all households in their research, including
95.6 percent of all households with children and 99.0 percent of all households without
children. Furthermore, the prevalence of both overall food insecurity and food insecurity
with hunger were underestimated with the short form by only 0.3 percentage points
(117).

Prevalence

Since food insecurity and poverty maintain an interdependent relationship, an
overview of poverty statistics® is necessary in predicting and supporting food insecurity
prevalence. Pertinent information extracted from the ERS for both the nation and the

State of Louisiana is summarized in Table 1.

? As research was conducted in Louisiana, data comparisons will be made between Louisiana and the
national averages.



Table 1. ERS (7) 2000-2001 state statistics

United States | Louisiana
Non-metro per capita income (2000 dollars) $21,858 $18,629
Non-metro poverty rate (%) 14.6 23.7
Statewide poverty rate (%) 12.4 19.6
Non-metro unemployment rate in 2001 (%) 4.9 8
Statewide unemployment rate in 2001 (%) 48 6

As evidenced during 2000-2001, Louisiana exceeded the national averages for
both poverty and unemployment rates. The state also had a higher prevalence of food
insecurity during this time period. Statistics from Nord et al. (2002) show that the
average total of U.S. food insecure households (with or without hunger) was 11.1 percent
(Figures 2-4), whereas Louisiana’s average was 13.1 percent (8). However, the
prevalence of households experiencing food insecurity with hunger was lower for
Louisiana (2.9 percent vs. the national average of 3.5 percent). In some 265,000 national
households (0.7 percent of households with children), food insecurity was sufficiently
severe that one or more children in each household were also hungry on one or more days

during the year because the household lacked money for enough food (8).

Food insecure 11.1%

Focd insecure
4jwithout hunger 7.6%

Food insecure
with hunger 3.5%

Source: Calculated by ERS using data fram the December
2002 Current Population Survey Food Security Supplement.

Figure 2. Food security status of U.S. households, 2002 (123)
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Figure 3. Prevalence of food insecurity, 2002 (123)
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Figure 4. Prevalence of hunger, 2002 (123)
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At-Risk Groups

Food security is not accessible to all facets of the population. It takes into account
both community and individual resources including adequate income, access to
transportation, cooking and storage facilities, as well as the existence of competitively
priced foods, nutritious culturally acceptable food choices and adequate local
conventional food sources (9). Therefore, those individuals unable to procure necessary
resources become food insecure.

Published research has identified several attributes common to food insecure
households. Townsend et al. (10) found that food insecurity is related to a number of
independent variables in bivariate analyses as follows: income (p<.001), education
(p<.001), occupation (p<.001), region of the country (p=.002), urbanization (p=.009),
ethnicity (p<.001), age (p<.001), household size (p<.001), welfare status (p<.001), food
stamps (p<.001), total energy intake (p=-003) and television viewing (p=.002). Rose,
Basiotis and Klein (11) also found higher rates of food insecurity among households with
these characteristics: low income, renting a home, single-head of household, low
educational level, six or more people in the household, and minority race or ethnicity.
Hunger rates are higher than the 3.5 percent national average among Black and Hispanic
households® (7.2 and 5.7 percent, respectively), households below the poverty line* (14.3
percent) and those in the South and West (3.6 and 3.9 percent, respectively) (8).

Regardless of the combination of the aforementioned qualities, if a single female

heads a household, it is often food insecure. Female-headed households with children

} Non-Hispanic Black and Hispanic households are three times as likely to be food insecure as non-
Hispanic White houscholds (12).

! Significantly more Blacks than Whites live in households with incomes that are at or below the poverty
level (61.7 percent vs. 22.5 percent, respectively) (13).
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and no spouse are more than three times as likely to be food insecure as married-couple
households with children (12). Low-income, single mothers with children are especially
vulnerable to both food insecurity and hunger; 47.0 percent of these households are food
insecure, including 13.4 percent in which one or more persons, usually the mother, is
hungry at times during the year because of lack of money or other resources for food (8).
Tarasuk (14) reported that twenty-five of the women (24 percent) in her research said that
they had run out of money for food because they had to pay bills for essential services
(e.g., rent, electricity, telephone) or pay off an accumulated debt (e.g., money owing for
telephone services or utilities). Although not explicitly asked, 18 of 44 women who said
they simply did not have enough money to meet their needs explained that they ran out of
money for food at the end of each month (14). Furthermore, women with longstanding
health conditions and those with activity limitations are two to three times more likely to
report household food insecurity with hunger over the past 30 days or 12 months
compared with women not reporting such problems (14). Based on these investigations,
a female-headed household compounded by minority race and poverty should ultimately
serve as the prototypical food insecure household.
Rural Food Insecurity

Although hunger and food insecurity are often viewed as “inner city” problems,
Andrews et al. (15-16) illustrated that food insecurity can be a large problem in rural
areas as well. Job opportunities are limited, and those that are available pay low wages
and entail labor-intensive work. Thus, poverty is not uncommon. Rural areas have
special characteristics that can make poverty more tenacious (17). Morris, Neuhauser

and Campbell (18) have examined three factors that may limit food acquisition and

13



therefore contribute to food insecurity in rural areas: limited supermarket availability,
limited food item availability, and higher relative costs of United States Department of
Agriculture (USDA) Thrifty Food Plan (TFP) market basket of foods. Furthermore, a
number of surveys have described hunger problems that are exacerbated by the relative
isolation and the lack of emergency food services in rural areas (13).

The rural poor have fared relatively badly since 1980 as the economic
performance of rural areas has lagged behind that of the rest of the nation (6). From a
study of single mothers living in the rural South, Brody and Flor (19-20) found that 82
percent of the families in their sample lived at or below the poverty level. Non-Hispanic
Blacks had the highest incidence of non-metro poverty with a rate of 31.4 percent; the
incidence of non-metro poverty for Hispanics and non-Hispanic Blacks was significantly
more than two times greater than the rate for non-Hispanic Whites (21).

Food Choice

Food insecurity is a characteristic of diet that can affect health and quality of life
directly or through nutritional status by limiting the variety of foods available and
resulting in the consumption of high-energy, low-cost foods (4,22). Diets of food
insecure women have been shown to include fewer fruits and vegetables and to be
deficient in a variety of nutrients compared with those who are food secure (4). For
example, food frequency data from a sample of 193 women with children in New York
State revealed a progressive decline in weekly consumption of fruit, salad, vegetables,
fruit juice, carrots, and the sum of all six” fruit and vegetable categories in relation to
increasing insecurity (2,14,23). To further compound the issue, the food insecure live in

areas where supermarkets are scarce, and grocery stores have difficulty carrying some of

3 Fruit juice, fruit, salad, potatoes, carrots, and vegetables.
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the perishable items that are needed through the month (20). Homes may have
inadequate cooking or refrigeration facilities and therefore, cannot prepare and store
foods safely (20).

Because lack of food security often results from inadequate income to purchase
food, several coping strategies exist. A study of women’s hunger experiences revealed a
“managed process” of coping mechanisms, such as eating the same foods all week;
cutting portions a little each day; sending children to play at a friend’s house at mealtime;
and using unsuitable, cheap, or unsafe foods (24). Food safety issues were also implied;
one participant said her family gathered “roadkill” when it was available (24). Research
among households whose incomes were at or below 185% of poverty level found that
those with a greater hunger index score use a greater number of coping strategies, which
may be progressive in nature (e.g., living with family versus eating garbage as a last
resort) (24).

Food choice and coping strategies differ somewhat in the rural food insecure.
These individuals experience more social exclusion and are forced to adopt food
consumption patterns and food acquisition strategies that fall outside the social norms
(14,25-28). In one rural location, Hoisington (24) found that domestic food production
activities (e.g., canning or preserving homegrown® foods, hunting and fishing, raising
meat, and food gathering or foraging) were critical in providing food.

Further, Shotland and Loonin’s (29) review suggests that impoverished rural
residents experience more nutritional problems than higher-income individuals and,

often, more problems than the urban poor. This may arise from limited access to safe and

® Shotland and Loonin (29) note that family gardens may have only limited potential for solving problems
of food insecurity in the rural population subgroup because of the limited land available for gardening and
the high cost of inputs such as seed, fertilizer, and insecticides.
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nutritious foods. Research of supermarkets conducted by Morris et al. (18) found not
only a limited variety of fresh produce and meats but also a small quantity of each item.
Produce appeared over-ripe or damaged, a condition related to the lack of produce
refrigeration space (18). Impoverished food insecure individuals, thus, would not deem
their food selection appealing and opt for the more shelf-stable, inexpensive, low-
nutritive value items.

Food Programs
Thrifty Food Plan

The TFP was developed by the USDA Center for Nutrition Policy and Promotion
with assistance from the ERS and the Food and Nutrition Service (FNS), which are also
part of the USDA (30). It serves as a national standard for a nutritious diet at a minimal
cost and is used as the basis for food stamp allotments (31,32). Food stamp benefit levels
are based on the nationwide cost of a TFP market basket developed for a representative
family of four, including two adults with two school-aged children (31). Each month, the
cost of a TFP basket is updated using the Consumer Price Indices (CPI) for different food
categories. Morris (18) reports that the TFP determines the cost, type and quantity of
food needed by males and females of different ages to meet minimum dietary standards,
although it actually supplies less than the Recommended Dietary Allowance (RDA) for
certain nutrients. In other words, the TFP food budget reflects a diet that is just barely
adequate, designed for short-term, emergency use by a family when its resources are very
low (9).

An advantage of using the TFP shopping list (Appendix C) to gauge food
availability is that the list contains specific items that can be identified and standardized

across most food stores (31). The disadvantage is that the list may not be representative
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of food patterns in a particular area, for example, stores in low-income areas of the South,
unlike similar stores in other areas, may stock cornbread but not bagels (31). The TFP
allowances do not take into account the higher cost of groceries in inner cities, regional
price differences, or the costs and difficulties of transportation, and they assume adequate
storage space and a high level of time and skill devoted to food preparation (9).

Nord et al. (8) found that median food expenditures relative to the TFP are lower
for Black households and Hispanic households than for non-Hispanic White households.
This finding can be attributed, in part, to the higher poverty rates of these minority
groups. The median spending on food is also slightly lower in the more impoverished
South than that for households in the Northeast (8).

Food Stamp Program (FSP)

One of 15 food assistance programs funded and overseen by the federal
government, the FSP is the nation’s largest nutrition safety-net program for low-income
people (12,33). The FSP is an entitlement program with eligibility and allotments based
on income, household size, assets, housing costs, work requirements, and other factors (1,
17). In 1996, qualification requirements became more stringent under the Personal
Responsibility and Work Opportunity Reconciliation Act (PRWORA). Under this new
law, many legal permanent residents and single adults without children became ineligible
for food stamps. The PRWORA also placed an overall five-year limit on receipt of
benefits for most recipients and transferred primary responsibilities for design,
implementation, and oversight of welfare programs to state and local governments
(12,16). Efforts also commenced to encourage recipients to become more self-sufficient.

Nutrition education and promotion activities were implemented into the FSP in order to
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help provide millions of low-income children and families with the skills, information,
and motivation necessary to support healthful eating (34).

FSP participation has declined since the 1990s, while private emergency
assistance over the same period has increased. It appears that Temporary Assistance for
Needy Families (TANF) and FSP beneficiaries are relying more heavily on food from
private emergency sources such as food pantries, soup kitchens, and shelters (12).
Research on the characteristics of recipients of emergency food assistance reveals that a
substantive number who receive food stamps run out before the end of the month (9,16).
This is due, in part, to food stamp benefits lagging 3 to 15 months behind the actual cost
of the TFP in any year, resulting in an average 5 percent shortfall in benefit allotments
(18). Therefore, consuming a nutritious diet may be impossible for the impoverished
food insecure.

Since most program offices are located in urban areas, rural food insecure
individuals may not regularly supplement their incomplete diets. In fact, research has
identified concerns regarding the difficulty with obtaining food stamps and the lack of
accessible or viable assistance programs of other kinds in rural counties, where
transportation is commonly a problem (35,36). Rank and Hirsch (37) have also shown
that qualified families in rural areas are much less likely to participate in food assistance
programs, such as food stamps, because of adverse attitudes toward welfare and lack of
accurate information.

An early economic analysis of the FSP in rural areas of central Pennsylvania has
given attention to the timing of receipt of food stamp benefits and cash income into the

household (38). Mean daily expenditure per person on food at home peaked sharply in
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the first three days of the food stamp month and flattened out at a much lower level for
the remainder (38). A one-tailed t-test found that the difference between food energy
intake in the first week and the fourth week was statistically significant at the 0.05 level
(38). This monthly cycling—not exclusive to rural food stamp recipients—illustrates the
intrinsic problems of the FSP.
Emergency Food Assistance

Before the 1980s, private food aid in this country was largely limited to soup
kitchens in urban areas; now, private emergency food systems are expanding to offer a
wider variety of food assistance (17). The Emergency Food Assistance Program
(TEFAP) is a USDA program under which commodity foods are made available to states
(39). The foods are then distributed to food banks, food pantries, and soup kitchens
operated by nonprofit agencies or churches (9). The original intention for the TEFAP
system was for short-term use by clients. However, the use of the emergency food
system has become a necessity, a routine—not a temporary means of crisis management
(9). Duffy (16) found that most food pantry clients receive food at the food pantry for
several months, indicating a long-term need. This finding may indicate that the rise of
food banking nationwide is a sign of increasing food insecurity, especially in the wake of
welfare reform and the sudden drop in food stamp use (9,16). Nord et al. (8) found that
about 70 percent of households that obtain emergency food from community food
pantries are food insecure, and more than one-third are food insecure with hunger. Food
pantry use is especially high among female-headed households with children (9.7

percent) and Blacks (6.6 percent) and Hispanics (4.5 percent), which is consistent with
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the higher rates of poverty, food insecurity, and hunger found in these minority groups
(8).

For those who view government assistance as cumbersome and ineffective, food
banks may appear to be the best solution to the hunger problem (17). Even though they
cannot provide the same variety and amount of food received from food stamps, the
personal, informal nature of the program may be more appealing to some clients than the
bureaucratic structure of the FSP (16). This is especially relevant in rural locales, where
poverty and food insecurity dominate. Among residents of rural areas, where a high
value is often placed on independence, admitting the need for food assistance may be
especially difficult (17). However, rural organizations tend to be small-scale operations
affiliated with churches. Rural ministers play an important role in identifying hunger as a
congregational issue, seeking association with food banks and organizing the outreach
effort (17). Some rural pantry directors deliver food to those who cannot drive or do not
have transportation, as most rural inhabitants do not live within walking distance of a
food pantry (17,40).

Nonetheless, food banks and pantries have critics (17). Hilton (41) argues that
food banks contribute to the cycle of dependence and poverty, which leaves many people
feeling hopeless. Based on two samples from upstate New York and New York City,
Thompson et al. (42) reported that the mean number of meals served weekly in soup
kitchens follows a sharp sawtooth pattern over the year, with a peak at the end of almost
every month. This need for emergency aid most likely arises from food stamp cycling, in
which recipients fail to budget their monetary allowance, thus exhausting it prior to the

end of the month. Some also view food banks as part of the long-term poverty problem
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because they shift the focus away from the structural inadequacies of the welfare system
and government’s responsibility to create viable economic opportunities for its citizens
(17).

Food Consumption Patterns in the Black Community—

History

Food choice has long been recognized as a process that involves psychological,
social, cultural, economic, and biological forces (20,43-47). Over a lifetime, these forces
interact with a person’s life course events and experiences to result in individual
preferences (such as taste) and other considerations (such as convenience or finances),
which shape food behavior (43,45,48-51). Thus, not everyone with identical traits makes
identical food choices (45).

Particularly important to the modern Black community is the sociocultural aspect
to food choice. Blacks comprise a diverse array of peoples (Bahamians, Haitians,
Cubans, Northerners and Southerners), from a wide array of class and educational
backgrounds, who may be exposed to very differing health perspectives (52). Mainstays
of Black food patterns, including those in Louisiana, have drawn on eating habits of
several cultures: that of seventeenth and eighteenth century West Africans, culture
associated with American slavery, and the culture of the post-Civil War rural South (53-
55). In Tuskegee, Alabama and the “Black Belt,” at the beginning of the 20" century,
few Black people owned land; most rented between 20 and 60 acres. Tenants generally
had at least one mule or an ox, and most owned at least one pig and some chickens; only
a few had gardens for growing collards, turnips and other vegetables. This meager

existence forced Blacks to eat any food available for consumption. Sweet potatoes were
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popular; they appeared in 47 percent of Black dietaries. Collards or turnips were

occasionally boiled with pork fat because the fat made the vegetables taste “rich.” These

traditional, rural “soul foods” (Table 2) were eventually deployed as symbols of Black

pride and identity during the 1960s (56).

Table 2. Typical annual diet, Tuskegee, 1895-1896 (56)

Meat and | Grains and Fats, oils, Roots and Other
Dairy beans sugars, tubers vegetables
starches
Primary core Cornmeal Bacon
Flour (wheat) | Lard
Sugar
Molasses
Secondary Core | Pork™ Butter Sweet Potatoes | Greens®
Milk
Buttermilk
Periphery Eggs Rice
Cowpeas”
2 Various cuts or types
3 Fresh
4 Dried

Current research has found adherence to this “Black eating pattern.” Devine et al.

(57) reported that Latinos and Blacks are more likely than Whites to report explicitly that

they enact ethnicity through food on a more frequent basis, expressing their traditions in

Sunday (or even more frequent) gatherings of family and friends. Kumanyika and Ewart

(58) found that certain Southern food preferences and traditional food preparation

practices might persist among older Blacks. In some cases, food becomes a battleground

for ethnic differences in families in which older family members want to maintain

traditions, and younger members develop ties to a wider culture (57).

The desire of the elders to maintain identity persists because of the close social

ties within the Black community. Commensality, the process of eating together or giving
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and receiving food, commonly takes place in this group and reinforces social relations
and memberships (59). Quandt (59) noted that virtually all food sharing in rural locales
takes place within social networks, which are often synonymous: neighborhoods are
made up of extended kin groups, and these form the basis for churches. Studies
elsewhere have shown that types of food sharing reflect the degree of intimacy of social
relations (60). In fact, social networks are usually made up of a single ethnic group,
making it unusual for food sharing to take place across ethnic groups (59). Therefore,
unmodified traditions and identities are passed to subsequent generations, and cultural
bonds are strengthened.
Current Diet

While “soul foods” may be essential to food selection and eating behaviors among
some Blacks, it is still important to identify the contexts in which food is selected and
how these contexts influence food intake in this high-risk group (47). Hargreaves (47)
found that, instead of seasonal and urban/rural factors, today’s contextual factors include
the ubiquitous availability of fast, snack and convenience foods. In fact, large
corporations target Blacks with their advertisements, and fast food chains locate their
stores in predominantly Black neighborhoods (47). This blatant commercialism has led
to the adoption and propagation of poor nutrition within the Black community.

Because Blacks associate a higher cost with a healthy diet, they typically adapt to
consuming available foods in order to survive (24,90-91). Unfortunately, Blacks have
implemented a diet deficient in fruits and vegetables (53,63,92-95). Patterson et al. (96)

found that only about 5 percent of Black women consume the recommended numbers’ of

’ The National Cancer Institute (NCI) recommends at least five servings of fruits and vegetables per day
7.
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both fruit and vegetable servings. Mean numbers of servings of fruit (1.08, standard error
[SE]=.03) and vegetables (1.77, SE=.02) are far below the recommended levels and are
lower for Blacks than for Whites (96). Since fruits and vegetables serve as good sources
of vitamins and minerals, Blacks are also missing key micronutrients. Potassium,
calcium®, magnesium, and vitamins A and C are significantly lower in the diets of Black
women (13,17,98-100). Blacks, particularly those in the South, also consume more fat,
sodium, and total calories because of their food choices, which consist of animal fats,
beef, sausage, and fried meat (13,58,72,101). Thus, a group with special needs, such as
this minority group, would benefit from nutritional intervention and guidance.
Maternal Behavioral Modeling

The concept of behavior modeling is a powerful motivator for parents, who learn
that children mirror their behavior (61). This concept may be of particular importance in
the Black community, where family has an important emphasis (61). Backman et al. (62)
found that the mother is the most influential individual regarding healthful dietary
behavior in adolescents. Mothers assume a dominant and pivotal role in performing
health-related activities for all family members and may set the standard for the
development of healthy lifestyle habits within the family environment (20,63-64).
Daughters have been found to have similar dieting behaviors as their mothers, and
maternal modeling, verbal feedback, and attitudes about eating have been observed to
have a significant impact on adolescent girls’ weight concerns and dieting behaviors (63).
If low-income Black mothers equate heavy weights with health, financial security, or
power, they may be less motivated to encourage their daughters to eat low-fat foods and

to exercise regularly in order to maintain lower weights (65). In fact, Black girls with

¥ In addition, Blacks are almost twice as likely to report consumption of no dairy products as Whites (102).
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mothers that report high fat intake represent a group of preadolescents at highest risk for
health-compromising dietary behaviors (63). However, increases in nutrition-related
knowledge have led to improvements in children’s diets (34,66). Several studies have
noted that parental support and role modeling is positively related to mother’s fruit and
vegetable intake and decreases in dietary fat among Hispanic and Black groups (61,67-
68).
Youth

Dietary intakes and eating patterns of young adults are of special interest because
young adulthood is a critical age of childbearing and sets the stage for lifestyles that
influence later health (69). Thus, early exposure to a healthful diet should ensure
adherence to proper nutrition throughout an individual’s life course. Unfortunately,
today’s youth are consuming dietary excesses of total fat, saturated fat, cholesterol and
sodium, while not meeting recommended intakes of fruits and vegetables (69). Deficient
intakes of essential nutrients, such as calcium, iron, magnesium, zinc, folate, and vitamins
A, B6, C and E, have been reported, and these inadequate intakes are found in a larger
proportion of young women than young men (69). Black participants consume more
energy and a higher proportion of energy from fat than their White and Hispanic
counterparts (62). Black youth typically consume breakfast foods high in total fat and
saturated fat (e.g., whole milk, sausages, bacon, salami, fried or scrambled eggs, and
added fat from margarine and butter) (69). However, participants in Backman’s research
indicated that eating more servings of fruits and vegetables and limiting energy intake

have a stronger association with the intention to eat a healthful diet than consuming less
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energy from fat (62). This nutrition knowledge, while limited, indicates that these young
adults have the capacity to adopt a more healthful diet.
24-Hour Recall Diet Assessment

Although no consensus exists regarding collection of dietary information from
adults of lower educational levels, 24-hour recall techniques are regarded as the most
reliable method of obtaining diet and nutrition information among groups of people (70-
72). When collecting a 24-hour diet recall, an individual is asked to recall all foods and
beverages, including amounts and descriptions, consumed in a 24-hour period (73).
Thus, the 24-hour dietary recall is preferred because it is person-specific and provides
comparable estimates to more intensive methods like food records (74). Other strengths
of using the 24-hour diet recall method include quantification of food intake, short
administration time, convenience in interviewing illiterate subjects, and opportunity for
telephone administration (73). Several studies have investigated the latter and found that
telephone-administered dietary methodology produced acceptable estimates of the means
and distributions of nutrient intakes among groups of individuals (73,75-77).

However, utilization of the 24-hour recall to gauge an individual’s dietary intake
is not infallible. This type of dietary assessment is costly and requires motivated subjects
and trained interviewers (74,78). Subjects tend to underreport high intakes of non-
nutritious foods (72,77-79,82-84). For example, the University of Arizona’s Garbage
Project revealed consistent underreporting of culturally undervalued “indulgent”
behaviors (e.g., alcohol consumption, high fat snacks, sugared cereals, cookies) (82).
When employing doubly-labeled water and various other biological markers, overweight

females are consistently associated with greater underreporting of energy intake (80-
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83,85-86). Researchers have attributed this gender-specific underreporting to a stronger
social desirability in females (16,82,87-88). Specifically, food insecure women with
children tend to underreport if the mothers perceive that it would reflect badly on them as
caregivers if they were not providing enough food to their children (16,87). It is also
worth noting that racial differences have been reported for the social desirability with
Blacks having a significantly greater mean value than Whites (82).

To lower the incidence of underreporting, a slightly modified method, called the
multiple-pass 24-hour diet recall, is used (76). This technique is designed to provide
respondents with multiple cues and opportunities to report their food intake (76,81,89). It
consists of three distinct passes: the quick list, detailed description, and review (81).
Research by Johnson et al.” (81) and Tran et al. (89) found that the multiple-pass 24-hour
recall does not generate a group measure of energy intake that is accurate or unbiased.
However, this method ranks superior to the single-pass method because it allows the
participant more time to remember foods consumed during the past 24 hours (79).
Barriers to Healthy Eating

Several barriers exist that limit the degree to which adults and children follow a
healthful diet. Perishability, inconvenience, cost, difficulty in selection or storage, time
in preparation, dislike, lack of transportation, unwillingness to replace other foods with
fruits or vegetables, poor availability, lack of family support, and difficulty in replacing
old habits have all been mentioned as significant constraints (47,53,92,95,103,104).
Barriers are typically higher in Blacks and Hispanics, those with less education, those

with lower incomes, and those in labor, service, or paraprofessional occupations (95).

? Mean energy intake was significantly lower than mean total energy expenditure (21974607 versus
26444503 Lilocalories, p=.001) (81).
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Based on these criteria, Black rural inhabitants likely experience difficulty in achieving a
nutritious diet. In fact, use of and access to health and community services in rural areas
are more difficult, and access to food sources is limited compared to that in urban areas
(105). This often arises from inadequate or non-existent transportation.

The poor, in general, have lower rates of car ownership per capita and must rely
on various kinds of car pools or public transportation (9). The latter is not feasible for
those living in non-metro areas, thus one must either share rides or possess his/her own
vehicle. Unfortunately, in order to qualify for food stamps, a family cannot have more
than $2000 in assets, including the value of a car beyond a set-aside of $4550 (17). This
makes it very difficult for rural inhabitants to patronize supermarkets, which ordinarily
offer food products at much lower prices than corner grocery stores.

Past research suggests prices at small stores run an average of 10 percent more
than at supermarkets, which take advantage of economies in procurement and retailing
(32). Corner groceries also carry poorer quality food and fewer food choices (18,59,103).
Morris et al. (18) found that 23 percent of small/medium stores did not stock any fresh
vegetables, and one out of three stores stocked no fresh fruits. These small stores may
have limited fresh produce based on the fact that rural inhabitants tend to associate higher
monetary costs with healthful eating, including fruit and vegetable consumption (13,62,
102,106). Morton and Guthrie (34) showed that 71 percent of low-income respondents
with children consider price very important, compared with 36 percent of higher income
respondents with children. Low-income respondents are significantly less likely to

follow several low-fat and low-cholesterol eating practices in which fruits and vegetables
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play a major role (34). Cost aside, food from the fruit, dairy'’, grain, and vegetable
groups may not be perceived as important or as palatable as the meat group and may be
replaced by alternatives (e.g., substituting fruit drinks for fruit juices and fruits and
sweetened pastries for breads) (102). Morton and Guthrie (34) found that low-income
individuals are also significantly more likely to eat chips four or more times per week in
place of more nutritious choices.
Diet and Disease

Blacks are at increased risk for cancer and other chronic diseases as a result of
dietary patterns that include high consumption of fat, total energy, sodium and
cholesterol, and low consumption of fruits and vegetables” (13,47,61,107-109). In
addition, minority women are at greater health risk and have shorter life expectancies
than White women, who are significantly more likely than Black women to agree that
diet can cause health problems (13). Few Black women are aware that controlling body
weight and sodium intake are important measures in preventing hypertension (110).
Furthermore, Black women are notably less likely than White women to correctly
identify foods high in fat and cholesterol, which may account for the higher rates of
obesity, hyperlipidemia, and hypercholesterolemia detected in this subset of the
population (13).

Several researchers have posited that this laissez-faire attitude arises from two
sources—culture and psychology. First, the cultural obligations associated with the food-

gatekeeper roles of Black women may interfere with the motivation to make certain

19 Perceived negative taste is also a barrier to the consumption of high-calcium foods, such as milk, cheese
and yogurt (71).

n Campbell et al. (93) found a protective effect from fruits and vegetables that may be atiributable to
multiple factors, including a variety of antioxidants and anticarcinogenic compounds.
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changes in food preparation for themselves or other family members (58). Devine et al.
(57) reported that changes in health status sometimes bring about conflicts between ideals
about food and advice from health professionals, forcing respondents to break with their
ethnic food ideals, often with personal and social consequences.

Psychology, somewhat interrelated to culture, also serves an important role in
perpetuating this nutritional ignorance. Ferraro (107) has found that Black women are
more pessimistic and fatalistic about their health and engage in fewer efforts to promote
their health than White women. This is due, in part, to an external locus of control that
mediates stress, placing the failure to achieve good health outside of one’s control and
unfortunately, undermining adherence to biomedical recommendations (52).

Overweight and Obesity—

Definitions and Assessment Tools

Overweight refers to increased body weight in relation to height, when compared
to some standard of acceptable or desirable weight (124-126). Conversely, obesitv is
defined as an excessively high amount of body far'* in relation to lean body mass (124-
128). The amount of body fat includes concern for both the distribution of fat throughout
the body and the size of the adipose tissue deposits (126).

Overweight and obesity can be distinguished from one another by different values
for two common measures—body mass index and waist circumference. Body mass
index (BMI), or Quetelet’s index (Figure 5), describes relative weight for height and is

significantly correlated with total body fat content (129-133). Desirable BMI levels vary

" Body fat normally accounts for approximately 25 percent of weight in females and 18 percent of weight
in males (127-128).
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with age, but Tables 3 and 4 show the most common values (i.e., for those individuals

aged birth to 19 years and those over 20 years).

MI = ( Weight in Pounds
(Height in inches) x (Height in inches)

B )x 703

BMI = Weight in Kilograms
(Height in Meters) x (Height in Meters)

Figure 5. BMI formula variations (134)

Table 3. BMI chart for adults over 20 years of age (135-136)

BMI Weight Status
Below 18.5 Underweight
185-249 Normal
25.0-299 Overweight
30.0-349 Obesity Class I
35.0-39.9 Obesity Class IT
40.0 and above | Obesity Class III

Table 4. BMI chart for youth (under 20 years of age) (136)

BMI-for-Age Weight Status

< 5™ percentile Underweight

85" percentile to < 95® percentile | At risk of overweight

> 95® percentile Overweight




Unfortunately, BMI has limitations. It does not distinguish between overweight
resulting from obesity and that resulting from muscular development (133). For example,
a bodybuilder with a large muscle mass and a low percent body fat may have the same
BMI as a person who has more body fat (135). Skinfold measurements taken by a trained
professional should accompany BMI calculations whenever possible (133). Moreover,
self-reported weight and height data used to determine BMI may underestimate weight
and overestimate height, resulting in an underestimation of both BMI and the prevalence
of obesity (4). This phenomenon has been studied extensively, and researchers agree
that, in the absence of measured weight and height, self-reported values are sufficiently
accurate (138).

Experts currently combine waist circumference (WC) measurements with BMI to
assess an individual’s risk for health complications secondary to obesity. The WC is
measured at the most narrow area below the rib cage and above the umbilicus as viewed
from the front (133). If there is no apparent area of least circumference, the measurement
should be taken at the level of the umbilicus (133,139). WC standards used for the
general population may not apply if a person has short stature (under 5 feet in height) or
has a BMI >35 (126).

WC 1s a useful tool for measuring abdominal obesity, which the Centers for
Disease Control and Prevention (CDC) defines as equal to 102 cm (>40 inches) in men
and 88 cm (>35 inches) in women (126,140). The presence of excess body fat in the
abdomen, when out of proportion to total body fat, is considered an independent predictor
of risk factors and ailments associated with obesity (126,128,139-140). Recent studies of

Westerners with high BMIs have suggested that elevated C-reactive protein levels are



associated with body fat, especially visceral adipose tissue (141). Furthermore, Wang
and Hoy (142) found that WC appears to be a better predictor for cardiovascular risk than
other parameters (e.g., BMI, waist-to-hip ratio, and hip circumference).
Prevalence

Overweight and obesity have become global health concerns and the focus of
much research in the United States, where the prevalence of both conditions continues to
increase (Figures 6-7). In 1991, only 4 of the 45 states participating in the Behavior Risk
Factor Surveillance System (BRFSS) survey'” had obesity prevalence rates of 15 to 19
percent, and none had prevalence greater than 20 percent (145). Eleven years later, in
2002, 18 states had obesity prevalence rates of 15-19 percent; 29 states'* had rates of 20-
24 percent; and 3 states had rates over 25 percent (Figure 8) (145). Tt is not surprising,
then, that among adults aged at least 20 years in 1999-2002, 34.7 percent were
overweight; 25.5 percent were obese; and 4.9 percent were extremely obese (146). The
BRFSS survey also found a rising prevalence of Class III obesity among adults (147). Of
particular concern, though, was the finding that 30.0 percent of children aged 6 through

19 years were at risk for overweight in 1999-2002 (146).

** Results from the BRFSS are limited because all data are self-reported.

' The State of Louisiana had prevalence rates of 15.7 and 23.3 percent in 1991 and 2001, respectively
(145).
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Figure 8. U.S. obesity trends map, 1991 and 2002 (145)

National Health and Nutrition Examination Survey (NHANES) results indicate
continuing disparities by sex and between racial/ethnic groups in the prevalence of
overweight and obesity (146). With the exception of Asian Americans, the prevalence of
overweight and obesity is higher in racial-ethnic minority populations, especially Black
people, than in U.S. White people (128,138,148-149). At the center of this problem is the
Black woman'®, who has been described as the “fattest of them all” (63,70,152-54).

A multitude of research exists that has supported this propensity of Black women

toward overweight and obesity. In 2000, more than 65.8 percent of Black females were

"* It is interesting to note that the weight discrepancy between Black and White females does not widen
until adolescence (65). The prevalence of obesity in these women increases until late middle age and
decreases thereafter (150-151).
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overweight or obese, whereas 49.2 percent of White females were overweight or obese
(153-155). Caldwell et al. (156) found that a significantly higher percentage of Black
women in their study were in higher BMI categories, and a significantly lower percentage
were in the lower BMI categories (p=.000) when compared to White women. Research
by Gates and McDonald (13) further strengthens this observation. They reported that
their Black female participants also had significantly higher BMIs than White women
(p<.0001) when the result was evaluated using analysis of covariance to adjust for
differences between the groups in age, household income as a percentage of poverty, and
education (13). Since Townsend et al. (10) concluded that Black race emerged as the
greatest single predictor of overweight in their study (p<.0001), it is not unexpected that
McTigue et al. (157) reported that 66 percent of Black women with a BMI of 24 to 25
when they were in their early twenties were obese by the ages of 35 to 37 years, whereas
47 percent of Hispanic and 42 percent of White women became obese.
Contributing Factors

When the number of calories consumed exceeds the number of calories burned
over a period of time, weight gain is usually the result (153). In severe cases, obesity
may eventually develop from prolonged energy imbalance. The causes behind this
condition are complex, involving behavioral, environmental, and genetic components
(86,153,158-159).

Two primary behavioral, or individually chosen, factors are physical inactivity
and pregnancy. Physical activity is any bodily movement produced by skeletal muscles
that results in an expenditure of energy with a range of activities, such as occupational

work, household chores, or leisure time activities (158). According the BRFSS, in 2000,
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more than 26 percent of adults'® reported no leisure time physical activity (158). This
inactivity may result from a lack of motivation or time or the misconception that physical
activity is limited to vigorous exercise or sports (158,169). However, even moderate-
intensity exercises, such as walking and gardening, promote weight loss. Research has
also shown that pregnancy contributes to becoming overweight or obese. High
gestational weight gain, Black race, younger age, and low socioeconomic status (SES)
have been previously associated with post-partum weight retention (161-164). Results
from a study by Wolfe et al. (161) further expand this list by including rural residents;
those not working outside the home; those having relatively fewer children; those with
less education; nonsmokers; and single females.

Environmental pressures, which often influence behavior, also contribute to the
obesity epidemic. Several trends, including the increasing availability of soft drinks and
snacks, the advent of technology, and the growing portion size of restaurant meals, have
been postulated as possible reasons for the upsurge in obesity (86,152,158). Baturka et
al. (165) and Sanderson, Littleton and Pulley (169) reported that inclement weather or the
lack of exercise classes/facilities, safe outdoor conditions, or childcare services could also
quell an individual’s determination to stay physically active.

Behavioral and environmental factors, however, do not explain the race disparity
in obesity prevalence, indicating that there are genetic factors that are operational as well
(65,148,166). Jakicic and Wing (167) showed differences in resting energy expenditure
(REE) with REE being significantly lower in Black women compared to White women.

The magnitude of the difference in REE was approximately 506 kiloJoules per day (120

*® Tuten et al. (160) found that White women have greater mean physical activity than do Black women,
who are significantly more sedentary.
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kilocalories per day), which, when correcting for the potential difference in body mass
content, would suggest that Blacks are less metabolically active compared to Whites
(167). The doubly-labeled water method also revealed that total daily energy expenditure
is significantly lower in Black women than in White women (98). Despite obesity having
strong genetic determinants, the genetic composition of the population does not change
rapidly; the large increase in obesity must also reflect major changes in non-genetic
factors (168). Thus, the conditions of and contributors to overweight and obesity are
exceedingly complex.
Socioeconomic Status and Food Insecurity

The relationship between female overweight and obesity and low SES warrants
special attention because the higher prevalence of overweight and obesity and the greater
mean BMI among low-income women is supported in the literature (10,83,171-172).
Averett and Korenman (173) found that, in comparisons of the socioeconomic attainment
of female siblings, an obese woman’s family income is about one-third lower; her hourly
wage is 12 percent lower; the chance she is married is 23 percentage points lower; and
her spouse’s earnings, if applicable, are about one quarter lower than her sister of
recommended weight. There is also some evidence that low SES leads to psychosocial
manifestations, which result from a lack of access to food and the consequent feeling of
constraint to go against norms in order to procure food (174). This stress may ultimately
produce central obesity through psychoneuroendocrinological pathways (91,234-238).

Not surprisingly, food insecurity has been associated with increased risk for poor
nutritional status and poor health outcomes (4,175). Some individuals and policy makers

have questioned the validity of the claims of widespread hunger and food insecurity in
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the low income population of the U.S. because of the high prevalence of overweight and
obesity in this same population subgroup (10,91,171,176-177). Townsend et al. (10)
found that of 966 women (915 weighted) reporting mild food insecurity, 41 percent were
overweight compared with 34 percent of the food secure population (p<.05).
Furthermore, BMI was significantly higher (p<.05) for women in the food insecure group
in Olson’s study (171) compared with women in the food secure group (28.2 vs. 25.6
kilograms per square meter). In addition, 37 percent of the women in the household food
insecure group had a BMI>29 compared with 26 percent of women in food secure
households (171). More recently, Laraia et al. (178) reported that prevalence of concern
about enough food is positively associated with morbid obesity in Louisiana (relative
risk=2.20, 95% confidence interval [CI]=1.24,3.90) and New York (relative risk=2.3,
95% CI=1.30,3.84).

Because overweight is usually thought to be associated with excessive food
intake, and hunger with an inadequate food supply, thinking in terms of these parameters
in the same individual connotes a paradox (10). However, it has been well-documented
that monthly food cycling contributes to the overweight or obese status of food insecure
females. The food acquisition cycle is characterized by abundant food supplies being
available during the first three weeks of the month, followed by one week when food
selection is limited (10). During the one-week of deprivation, the food insecure buy
cheap, energy-dense foods and may also skip meals'’ (91). However, when both money
and food once more become accessible, these same individuals consume food in excess.

Studies show that food deprivation in humans and animals and food restriction in

" Wilde (38) conducted a one-tailed t-test and found that the difference between food energy intake in the
first and fourth weeks is significant at the .05 level.
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children produce both a preoccupation with food and the tendency toward binge eating
when a plentiful food supply is available (4,10,91,171,179). Overeating by food insecure
families when palatable food is plentiful could be a pattern that results in gradual weight
gain over time (10). As proposed by Dietz (176), either food choices or physiologic
adaptations in response to episodic food shortages could cause increased body fat.
Health and Economic Consequences

According to the National Institutes of Health (NIH) Clinical Guidelines on the
Identification, Evaluation and Treatment of Overweight and Obesity in Adults, all adults
(aged 18 years or older) who have a BMI of 25 or more are considered susceptible to
premature death'® and disability as a consequence of overweight and obesity (128,181).
Health risks associated with overweight and obesity include heart disease (4,13,153,161,
166,182-185), hypertension (4,13,138,153,161,165-166,173,182-183,186-187),
dyslipidemia (138,153,182), type 2 diabetes (4,13,128,138,148,153,161,165-166,173,
182-188), angina pectoris (153,182,187), congestive heart failure (153,1 82), stroke
(153,182-184), certain types of cancer (e.g., endometrial, colon, uterine, cervical,
postmenopausal breast, prostate) (165,173,182-186), gallstones (153,182-183),
obstructive sleep apnea (153,182), musculoskeletal disorders'” (e.g., osteoarthritis) (182-
183,185,189), and psychological disorders (153,182,190). However, a graded increase in
diabetes, high blood pressure, gall bladder disease, and osteoarthritis is observed with

increasing severity of obesity (138,182).

¥ The disease burden of obesity is substantial, with the number of deaths attributed to it estimated at
300,000 annually (128,166,180).

' Mehrotra et al. (189) found a strong relationship between body weight and arthritis. According to the
BRFSS survey, in 2000, the prevalence of arthritis was 25.9 percent among normal weight (18.5t0 24.9
BMI) adults, 32.1 percent among overweight (25 to 29.9 BMI) adults; and 43.5 percent among obese (>30
BMI) adults (189).
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Although the nature of obesity-related health risks is similar in all populations, the
particular level of risk associated with a given level of obesity may be different
depending on gender, race, and societal conditions (138). Specifically, obesity threatens
the health of many low-income Black women (165). Because this population subgroup is
more likely to experience obesity*’ than White women, obesity-related diseases, such as
hypertension, heart disease and type 2 diabetes, are more common among these females
(13,47,58,148,154,165). In fact, Walker et al. (191) found that obese Black women, aged
45-64 years, are 2.4 times more likely to develop type 2 diabetes than their White
counterparts. Race/ethnic differences in lifestyle behaviors and economic disadvantage
may account for some of the race disparity in the aforementioned obesity-related diseases
and their outcomes (148,192).

Overweight and obesity and their associated health problems have a significant
economic impact on the U.S. health care system (193-194). Medical costs associated
with these conditions accounted for 10 percent of total U.S. medical expenditures in 2000
and may have reached as high as $117 billion dollars® (183-184). This figure includes
both direct and indirect costs*, which claimed $61 and $56 billion, respectively (185).
Considering the excessive cost required to treat overweight and obesity, it behooves

nutrition educators and policy makers to prevent these conditions from occurring.

** In addition to a higher rate of obesity, Black women are more likely to have an upper body distribution of
adlpose tissue, which places them at even greater risk for morbidity and early mortality (154).
Approxxmately half of these costs were paid by Medicaid and Medicare (193).

The former category comprises preventative, diagnostic, and treatment services related to obesity, such
as income lost from decreased productivity, sick days, absenteeism, and restricted activity (193). Indirect
expenditures include the value of future income lost by premature death (193).
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Youth

There is an immediate need for youth in the United States to achieve adequate
eating and physical activity patterns (20). The Surgeon General’s report indicates the
share of children who were overweight nearly doubled from the late 1970s (7 percent) to
1999 (13 percent), and the share of adolescents who were overweight almost tripled
(from 5 to 14 percent) in the same period (185). This is alarming, bearing in mind that
studies show a positive association™ between childhood overweight and adult obesity
(166). Ferraro et al. (166) found that more than 14 percent of overweight children
become severely obese as adults, but less than 4 percent of normal weight children
become severely obese. Excess weight acquired during youth may track into adulthood
and be associated with an increased risk of cardiovascular disease, hypertension, diabetes,
certain types of cancer, and premature death, thus illustrating the need for youth nutrition
education (62).

The importance of intervention is underscored by the fact that females are
typically influenced by their mothers with regard to desirable body weight. Millman
(195) inferred from case studies that Blacks tend to associate positive characteristics,
such as power and well-being, with heavy women. Normal weight Black females, who
have heavier ideal body sizes than White females during childhood and adolescence, are
at greater risk than White females of becoming obese during adolescence and adulthood
(65). Neumark-Sztainer et al. (196) reported that obesity prevalence rates are
considerably higher among Black than White adolescent girls (30 and 22 percent,

respectively). Therefore, maternal influence on daughters’ body size ideals may have

> This association is stronger for females than males (166).
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hazardous implications for the health, including dietary choice and activity, of Black girls
as they become adults (65).

A recent survey of Blacks suggested that the high-risk, high-fat eating patterns
that contribute to the high prevalence of obesity-related medical hazards during
adulthood are established in childhood (63,65,166). Rolls et al. (197) found that as early
as the age of 5 years, individuals are stimulated to eat more by the presence of larger
portion sizes. Schools further propagate this problem because, oftentimes, the cash-
strapped institutions that many overweight children attend are more likely than others to
strike franchise deals with snack food and beverage makers (198). With the emphasis
placed on nutrient-poor choices, children are predisposed to track unhealthy diets into
adolescence. In fact, research has shown adolescents to have low mean intakes of healthy
foods (63). Stanton et al. (63) reported that the diets of adolescents in the United States
often fail to meet current dietary recommendations and tend to leave adolescents
vulnerable to poor diets that are low in disease-preventing foods, such as fruits and
vegetables.

Limited activity is also positively associated with overweight and obesity (166).
Since low-income youth may not have access to safe outdoor conditions or exercise
facilities, they often suffer from higher rates of overweight and obesity. After school,
working parents would rather their children stay inside watching television than playing
outside in unsafe streets (198). As overweight youth are more likely than healthy-weight
youth to become overweight adults, the continual increase in adult obesity rates is likely

unless intervention efforts succeed in reducing the incidence of overweight in youth

(185).



Stigmatization and Body Image—

Teasing

Unlike racial prejudice, society freely expresses negative attitudes toward
overweight and obese people, justifying these opinions on the grounds that weight is
controllable (170,199,200). Thus, the overweight and obese may be more likely than
other minority groups to encounter overt hostility, discrimination, and limited social and
economic success (62,170,186,190). Indeed, these individuals, especially the obese,
experience job discrimination, social exclusion, exploitation by the diet and fitness
industry, denial of health benefits, trouble finding clothing, mistreatment by doctors, and
public ridicule (170,201-203). In a study of overweight adolescent girls (26 White and
24 Black), Neumark-Sztainer et al. (204) found that 96 percent of the girls reported
experiences of weight-related stigmatization, including direct and indirect weight-related
comments”*, differential treatment, and rejection owing to their overweight status. This
type of stigmatizing experience consequently predicts negative body image in these
overweight adolescent girls (170,205).

Ironically, the obese are just as likely as the non-obese to hold prejudiced attitudes
toward and contribute to the mistreatment of other obese individuals (170,200). This
appears to reflect a “pecking order” that exists among the obese. It has been widely
reported that the more deviant an individual’s body size, the more stigmatization
occurrences that individual would be expected to suffer (170). Nonetheless, beyond a
cut-off weight indicative of severe obesity, weight and stigmatization are not strongly

related (170). Although the prevalence of psychopathology is no greater in obese than

2 Common descriptions include “lazy”, “ugly”, “stupid”, “lacking willpower”, “incompetent”, and
“indulgent” (199).
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non-obese samples (206), obesity stigmatization is a challenging experience that spoils
quality of life, triggers psychological distress, and requires substantial coping efforts
(170).

The Perception of Teasing Scale (POTS)

There exist several body dissatisfaction and teasing scales; however, the
Perception of Teasing Scale (POTS) has been the assessment tool of choice for many
researchers since its inception in 1995. The POTS (Appendix D) is an 11-item scale that
assesses perception of teasing based on two subscales—general weight and competency
teasing (207). It was developed by Thompson et al. (208) at the University of South
Florida in response to research exposing several limitations® in the Physical Appearance
Related Teasing Scale (PARTS), which had been previously used to evaluate body
dissatisfaction and eating disturbance. The eventuation of the POTS, which is
standardized on a sample of 227 undergraduate females (ages 17-42), required three
studies to ensure its validity and reliability. The final study found an internal consistency
(Cronbach’s alpha) of .94 for the Weight-Related Teasing scale and an alpha of .78 for
the Competency Teasing scale (207).

A major advantage of the POTS over the original teasing measure (PARTS) is the
inclusion of both a nonweight-teasing subscale (competency) and a subsequent
standardization of the specified source of the teasing (208). This allows researchers to
assess the differential contributions of weight and competency teasing (208). However,

an obvious setback is the scale’s retrospective nature, which requires an historical recall

* These limitations include: (1) lack of specificity regarding body size (e.g., large or small), (2)
unsystematic variation with regard to the source of teasing (e.g., parents, siblings, peers). (3) sole focus on
appearance-related teasing, leaving open the possibility that observed effects could conceivably be due to
subjects’ recall of global teasing experiences,

(4) oversight in the inclusion of a teasing effect assessment (208).
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of events (208). This is problematic because there are several mediating factors, such as
selective memory and past or present distress, which can affect the veracity of a subject’s
judgment of teasing.

Body Image Assessment

In recent years, it has become apparent that body image is crucial in
understanding the etiology and treatment of both eating disorders and obesity (209). This
psychological construct is multidimensional and includes perceptual, attitudinal, and
behavioral components (209). When measuring the perceptual dimension of body
experience, one might utilize the moveable caliper technique, image marking procedure,
distorted image methodology, or body image silhouette scale (210). These instruments
are designed to gauge perceived current body shape and size and may also be used to
discern the desired shape and size preferred by respondents (186). However, the most
popular tools in assessing the discrepancy between idealized and perceived body sizes are
sets of contour and silhouette figures of incremental sizes (211).

Stunkard’s standard silhouettes (Appendix E) are commonly used in body image
research. Their administration requires respondents to choose the silhouette that most
closely resembles how they usually look, as well as the silhouette that represents how
they would like to look (212-213). This results in three measures: current size, desired
size, and a discrepancy score® (current — desired), which has been interpreted as a
measure of body dissatisfaction (212).

The Stunkard scale appears to be highly robust; to be significantly and highly

correlated with measured percentage overweight (r=.79); and to be a reliable predictor of

*$ Values approaching zero reflect less discrepancy (i.e., the respondent chose the same figure to present
their current size and their ideal size) (212).
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obesity both alone and in combination with self-recounted height and weight (212). In
addition, Thompson and Altabe (214) report moderate to high 2-week test-retest
reliability for psychometric characteristics for both men and women. Unfortunately,
these silhouettes have a key disadvantage in that they depict only White males and
females. Flynn and Fitzgibbon (65) hypothesized that their sample of Black girls and
their mothers would have answered questions differently if the drawings had, instead,
depicted Black girls. Patel and Gray (211) somewhat circumvented this problem by
removing the necks and heads of the male and female figures in order to make them
appear less White. However, minute differences still remain in the body shapes and fat
distributions of the figures, making it possible to identify the silhouettes as White. Future
research needs to focus on developing pictorial body image scales specifically for Black
body types to truly obtain an accurate picture of their body image discrepancies (211).
Body Image in Blacks

Despite the magnitude of obesity, some data indicate that Black women are more
often satisfied with their weights than are White women, even at higher weights (70,153-
154,165,215-219). They may develop a strong positive self-valuation and an alternative
beauty aesthetic to resist societal stigmatization (219). Consequently, Black women are
likely to underestimate their body size and to believe a larger size is more attractive®’
(221). In a study by Mossavar-Rahmani et al. (221), Blacks and Afro-Caribbeans
selected 28 percent above ideal body weight (IBW) as attractive to mates versus 13
percent or less for other ethnic groups. This is in agreement with preferences of Black

males, whose ideal female silhouettes are always larger than those selected by White

7 Olby (220) reported that Black college undergraduates judge shapely normal weight figures more
favorably than subjects of other ethnicities.
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males (222). Furthermore, Kumanyika et al. (223) reported that approximately 40
percent of overweight Black women consider their figures attractive or very attractive.

Studies have found that ethnicity may not be the differentiating factor between
Blacks and Whites with regard to body image ideals. Rather, factors associated with
ethnicity, such as acculturation level, self-esteem, and SES, function as the true risk or
protective factors, yet they are masked in various measurements by ethnicity (153,156,
188,215, 221,224). Moreover, Kumanyika and Ewart (58) hypothesize that positive
beliefs about obesity occur among populations with a cultural legacy of food shortages
and wasting diseases. A Black female who grew up in a family where poverty and
hunger were realities is unlikely to view self-deprivation as admirable and may have been
taught to comfort herself with food (225). Thus, she may be more predisposed to binge-
eating and overweight or obesity.
Self-Esteem in Black Women

Despite the tendency of Black women to be more self-accepting, several studies
have shown that those who are overweight are often dissatisfied (156,165,223,226-227).
Research by Baturka et al. (165) found that a majority of rural Black female respondents
initially expressed some degree of displeasure with their weight or body size. Eleven (92
percent) of twelve obese women desired to lose weight versus six (50 percent) of twelve
overweight and normal women (165). However, it appears that two mediating factors—
male support and age—exist, which aid in improving self-esteem.

Researchers report a Black male preference for heavy women. One woman (5°17,
275 pounds), in the study by Baturka et al. (165), said that she used to feel very

unattractive, but since she acquired a boyfriend, she felt more attractive to other men who
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“don’t care how big [she is].” Another woman said her boyfriend did not like “bony
women,” and a third liked her weight because her boyfriend said that there was “more for
him to hold onto” (165). Because Black men prefer larger women than White men,
Black females may be protected from experiencing similar levels of body dissatisfaction
as their White counterparts (211).

Regardless of male influence, self-esteem improves with age for both Black and
White females (153,173,228). This age-mediated acceptance may be a reflection of these
females’ lifelong battles with overweight and nonproductive experiences with dieting to
lose weight (186). Furthermore, older Black women may be less influenced by the
dominant culture and, hence, may be less prone to show a significant relationship

between BMI and self-esteem (153). Thus, older age may enhance self-esteem across all

races and ethnicities.
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CHAPTER 3
SUBJECTS AND METHODS™

Subject Overview

Fifty adult Black female food stamp recipients, aged 19 to 75 years, were
contacted and interviewed at their homes or in social services offices located in East
Baton Rouge, West Baton Rouge, Iberville, Iberia, St. Mary, Assumption, and Orleans
Parishes. Information was collected from individuals living in both metropolitan and
rural areas.
Subject Recruitment

Separate lists of food stamp recipients in East Baton Rouge, Iberville, and
Assumption Parishes were obtained, and twenty-five participants were selected randomly
from each of the three lists. Only nine positive responses (six from East Baton Rouge,
three from Iberville, and zero from Assumption) were generated from telephone calls to
the seventy-five selected study participants.

Because this method was cumbersome and unsuccessful in recruiting participants,
other methods were employed:

1. Expanded Food and Nutrition Education Program (EFNEP) — trainers

and extension agents in East Baton Rouge, Iberville, Assumption, and
Orleans Parishes recruited EFNEP participants
2. Word-of-mouth (i.e., snow-ball) promotion — participants recruited

additional respondents, including a few in West Baton Rouge Parish

¥ All information regarding Subjects and Methods was extracted from a Southern Rural Development
Center (SRDC) grant proposal written by Drs. Pamela A. Monroe and Carol E. O’ Neil.
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3. Flier postings in the Office of Family Support in St. Mary Parish — this
method resulted in a number of interested volunteers, who recruited
acquaintances from St. Mary and Iberia Parishes

4. Flier postings in a children’s hospital waiting room and in two churches
in the New Orleans area — this approach yielded participants from

Orleans Parish

Minimal recruiting in St. Tammany Parish netted a single interview.
Data Collection

Several methods of data collection were used. The first was in-depth, semi-
structured, audio tape-recorded interviews, which were conducted by the researchers in
locations convenient to the participants. The interviews utilized protocols from previous
studies by Monroe and O’Neil, with the addition of the Perception of Teasing Scale
(POTS) (208).

The research instruments, summarized as follows, included a variety of
components for thorough assessment of study participants. These instruments are only a
small part of a larger study headed by Monroe and O’Neil.

1. Demographic variables: age, education, marital status, employment,

household income

2. USDA Food Security Module Short Form (modified, see Appendix B) — an

assessment of the availability and access to food within the last 30 days (121)

3. Tanita scale measurements of weight and body fat; taken in triplicate
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4. Waist circumference (WC) — a measurement obtained at the most narrow area
below the rib cage and above the umbilicus as viewed from the front (133);
taken in triplicate
5. Self-reported height
6. Health status of the participant, including self-reports (i.e., ratings of poor,
fair, good, or excellent) of physical and mental health; access to health care
and health insurance; frequency of visits to health care providers; and family
health history
7. Perception of Teasing Scale (POTS) (208)
8. Stunkard Silhouettes — a pictorial representation of silhouette figures for use
in assessing the discrepancy between idealized and perceived body sizes (211)
Data Analysis and Reporting
- Data were analyzed, and graphical interpretations were generated by Microsoft
Excel. Two-tailed t-tests assuming equal variances were conducted on the data.
Statistical significance was denoted by a p-value <0.05.
Data are presented in the Results and Discussion section as mean values plus or
minus (+) the standard deviation.
Study Approval
This study was approved by the Institutional Review Board of the Louisiana State
University Agricultural Center (Appendix F). Any presentations or publications resulting
from this work will use summary data or data stripped of individual identifiers in order to
guarantee participant confidentiality. Files are secured and available only to the grant

investigators.
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CHAPTER 4
RESULTS AND DISCUSSION

Participant Characteristics

In a convenience sample of Black female food stamp recipients (aged 19 to 75
years) from Southeast Louisiana, 24 women (48%) were food secure (FS); 20 (40%) were
food insecure (FIS); and 6 (12%) were food insecure with hunger (FISH). The
proportions of FIS and FISH in the sample were higher than the national averages of
11.1% and 3.5%, respectively. These higher percentages may have arisen from the small
sample size or methods by which the sample was obtained for the current study. Since
the participants were largely recruited by word-of-mouth, the potential for an under- or
overrepresentation of a group is likely. Individuals with similar social, cultural, and
economic backgrounds are apt to socialize with one another; thus, if a sample is obtained
through word-of-mouth promotion, disproportionate groups are likely to result.

Tables 5 and 6 correspondingly give participant demographic characteristics and
medical insurance sources.

Table 5. Demographic characteristics of study participants

Characteristic FS (n=24) FIS (n=20) FISH (n=6)
Age (years) 483 43 4 32.4
Weight (1bs.) 212.5 208.2 188.7
Body fat (%) 42.6 443 41.2
WC (in.) 40.9 421 42.6
BMI (kg/m”) 35.8 35.9 31.3
Employment

Part-time (PT) 8% 5% 0%

Full-time (FT) 13% 25% 20%

None 79% 70% 80%
Medical Insurance

Yes 63% 55% 80%

No 37% 45% 20%
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Table 6. Medical insurance sources for the FS, FIS, and FISH

Source FS FIS FISH
Medicaid” 53% 73% 75%
Medicare 27% 9% 0%
Employment 7% 9% 0%
Other 13% 9% 25%
Food Secure

The FS had the highest’® average age (48.3 years, standard deviation [SD]=14.4
years) and weight (212.5 Ibs., SD=77.7 Ibs.), but the lowest WC (40.9 in., SD=8.0 in.).
Average body fat was 42.6%, and BMI was 35.8 kg/m’ (SD=12.9 kg/m?). Although the
total proportion of unemployed FS participants fell between the unemployment
proportions of the FIS and the FISH, the FS had the highest percentage of part-time
employment (8%) and the lowest percentage of full-time employment (13%). Thirty-
seven percent of FS participants claimed to have no medical insurance. Of the 63% who
did have medical insurance, 53% and 27% were insured by Medicaid and Medicare,
respectively. The FS in the study had the lowest proportion of individuals with public
health care plan coverage. This is most likely reflective of the rigid Medicare and
Medicaid eligibility requirements, which are aimed at controlling health care costs but
unfortunately, succeed at excluding many of the needy.

Food Insecure

FIS participants were 43.4 years (SD=13.2 years) and had an average WC of 42.1

in. (SD=9.5 in.) They weighed 208.2 1bs. (SD=65 .2 Ibs.) and had a percent body fat

(44.3%) and BMI (35.9 kg/m®, SD= 11.4 kg/m®) that were only slightly higher than those

* According to the Louisiana Department of Health and Hospitals, 59.3%, 22.3%, and 18.4% of Louisiana
gitizens were non-Medicaid insured, Medicaid insured, or uninsured, respectively (231).
* All results were numerically, not significantly, different.
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of both the FS and FISH. The FIS individuals experienced the least unemployment
(70%) of all groups yet were also least likely to have medical insurance (45%). Seventy-
three percent of the medically insured were covered by Medicaid, while the remaining
27% were equally divided among Medicare, employment, and other insurance.
Food Insecure with Hunger

The average age (32.4 years, SD=13.7 years), weight (188.7 Ibs., SD=49.3 Ibs.),
percent body fat (41.2%), and BMI (31.3 kg/m®, SD=5.6 kg/m*) of the FISH participants
were the lowest of the three groups. However, the WC of this group (42.6 in., SD=14.6
in.) exceeded that of the FS and FIS. Eighty percent of the FISH were not employed yet
the same proportion was insured medically. Medicaid provided the majority (75%) of
medical coverage, while 25% of the participants were insured through other means.
Weight

Figures 9-12 show the relative distribution of weight classification by BMI for the
FS, FIS, and FISH participants. As evidenced by these graphs, the FS had the highest
proportion of underweight (9%) and class II obese (13%) individuals. Normal weight
(19%) and class III obesity (33%) were more prevalent in the FIS cohort, while the FISH
had the highest incidence of overweight (50%) and obesity class I (33%). Because BMI
does not distinguish between fat and muscle mass (133), participant body fat was
evaluated. The results, observed in Figure 13, most likely confirm that BMI correctly
classified these individuals because the majority had body fat percentages in the “obese”
range. Bioelectrical impedance, which the Tanita scale measures, assumes that subjects
are normally hydrated (132). An overestimation of fat mass will result if a subject is
dehydrated, which can arise from insufficient water intake, excessive perspiration, or

caffeine, alcohol, or other diuretic use (132). Moderate dehydration would not be
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uncommon in the sample of FS, FIS, and FISH participants since a preliminary analysis
of the 24-hour dietary recalls revealed a low intake of water among the aforementioned

groups.
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The results of this study do not differ significantly from the literature, which has
reported high rates of obesity among Black women (13,47,58,65,128,148-149,153-
155,165,191). Black females typically have a lower income and are more likely to be
food insecure than White males and females (8,161). In fact, non-Hispanic Black and
Hispanic households are three times as likely to be food insecure as non-Hispanic White
households (12). It has been suggested that their poor economic condition has
contributed to the promulgation of obesity among Black women (4,10,12,91,171-172).
Moreover, the food insecure, regardless of race, often face the privations associated with
the monthly food acquisition cycle (4,10,91,171-176,179), which may cause weight gain
by directly affecting food availability and dietary choices (4,65,230) or indirectly creating
stress, which affects an individual’s biochemistry (20,91,234-238). Stress has been
shown to activate the hypothalamic-pituitary-adrenal axis, which may produce the
hormonal modifications associated with obesity (238). Moreover, the food cycle may
limit the variety of foods available and result in the consumption of high-energy, low-cost
foods when resources are available (4). However, when resources have been exhausted,
those experiencing the food acquisition cycle are likely to skip meals or utilize coping
mechanisms (e.g., borrowing money for food, selling personal belonging, stealing) that
fall outside the social norm (4,174). Once this period of deprivation ends, individuals
tend to overconsume foods, which may, over time, result in obesity (4).

Even though moderate overweight may provide protective health effects (e.g.,
reduced risk of hip fractures) for women during advanced middle age and later life (166),
obesity significantly increases morbidity and mortality. Some of the health risks
associated with obesity include certain types of cancer (e.g., endometrial, colon, uterine,

cervical, postmenopausal breast) (165,173,182-186), stroke (152,182-84), and congestive
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heart failure (153,182). Research by Olson (171) reported a 25% increase in the risk of
death among food insecure female participants reporting a mean difference of two BMI
units. With the substantial increase in obesity observed in the U.S. population, the
approximate 300,000 annual deaths attributed to obesity will probably rise unless an
aggressive intervention is undertaken (128,166,180).

Because severe obesity is more likely among persons with limited education®® and
income (6,166,170), it may not be surprising™ that the FIS had the highest rates of class
T obesity. However, this observation does not explain why the FS had a higher rate
(30%) of severe obesity than the FISH (17%). Some researchers have postulated that the
decrease in all classes of obesity—not just severe—in the FISH occurs secondary to the
lower food intakes of this group (4,14). Tarasuk and Beaton (83) found significantly
lower mean intakes of energy, protein, vitamin A, iron, magnesium, and zinc among
women in food insecure households reporting hunger than in food insecure households
where no hunger was present. In order to determine whether the differences were due to
lower food intakes or differing food selection patterns, Tarasuk and Beaton analyzed
nutrient intake per MJ and found no significant differences in macro- or micronutrient
intake, except for vitamin A. From this finding, they suggested that the differences in
macro- and micronutrient intakes initially observed were due primarily to lower food
intakes among their sample of FISH females. In another study, Tarasuk (14) reported
that women in FIS households had higher group mean intakes of grain, dairy, vegetable,

and meat products than women living in FISH households. In fact, FISH mean intakes of

*' Olson and Rauschenbach (6) found that education was the only social, demographic, or economic factor
associated with food supplies in their study of women living in rural upstate New York. Women with more
education had significantly larger food inventories.

>* The data needs to be further analyzed to determine the degree to which the FIS are low income or have
limited education.
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food products fell further below Canadian Food Guide recommendations when compared
to FIS average food product intakes.
Perception of Body Size

Table 7 and Figures 14-16 illustrate the perception of body size by the FS, FIS,
and FISH participants. The FIS had the highest total body size underestimation
(-9.3 kg/m®) followed by the FS (-7 kg/m?) and FISH (-3 kg/m?), respectively. The FS
participants also had a slightly higher desired BMI (23 kg/m?) than the FISH (22.5 kg/m?)
and the FIS (22.1 kg/m?). Interestingly, the obese FS participants were the least likely
(43%) to correctly identify their body size on the Stunkard scale. However, 64% of the
obese FIS appropriately categorized themselves, while 67% of obese FISH succeeded at
the same task. Approximately 65% of combined obese FIS and FISH correctly identified
their body size.

It was not surprising to find an underestimation of body size across all groups in
this study since research has shown that Black women are prone to underrating their body
size (13,65,153,221). However, it was hypothesized that the FISH would have the
highest total body size underestimation because it has been reported that as income levels
decrease, the proportion of Black women who perceive themselves as overweight also
decreases (165). Thus, a complex interaction among several demographic and

socioeconomic factors must exist as an explanation for this anomaly.

3 within 10 kg/m® of their actual BMI
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Table 7. Perception of body size by the FS, FIS, and FISH

FS | FIS | FISH

Actual BMI (kg/m®) 35.1 | 366 | 313

Perceived BMI (kg/m”) 281 | 273 | 283

Difference between Actual and Perceived BMI (kg/m”) -7 -93 -3

Desired BMI (kg/m®) 23 | 22.1 | 225

Furthermore, the FS, FIS, and FISH participants chose relatively thin, but
nonetheless “normal,” ideal figures. Some studies have shown that low-income Blacks
are typically more tolerant of higher BMIs and do not perceive overweight as unhealthy
or unattractive (58,63,65,154). However, more recent research®® has shown that
overweight females, as gauged by silhouettes, are rated as least physically attractive and
emotionally stable, while shapely normal weight women are rated favorably with respect
to personality traits and overall health (188,220). Further research should be conducted
to determine if Black women have begun adopting a different body size value system in
light of the increase in obesity-related morbidity and mortality.

It would benefit low-income Black women to shift their body size preferences to
normal weight figures since obesity has been associated with an increased risk of
morbidity and mortality (192,230). By adopting and propagating the acceptance of
normal weights, these women would, in effect, decrease their risk of obesity-related
illnesses. However, the implementation of a new body size standard must be approached
carefully, while also maintaining cultural sensitivity, so as not to trigger eating disorders

or offend the traditions of the Black culture.

** One study looks at a population of college undergraduates—an overall vounger population than that in
our study.
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*> Red stands for actual weight; yellow stands for perceived weight; blue stands for desired
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Self-Rated Physical Health (PH)

Not surprisingly, food insecurity affects PH. Figures 17-31 (see also Appendix
G) illustrate comparisons of self-rated PH over 5 years and at present among the FS, FIS,
and FISH.

FS participants generally perceived their current PH to be “good” (46%) followed
by “fair” (38%) and “excellent”/’poor” (8% each) (Figures 17-19). “Good” PH was also
experienced over the past 5 years by the FS (38%) yet an additional 38% selected “fair”
to describe their PH during this same time period. The fewest number of FS participants
(4%) assessed their PH over the past 5 years as “poor.” Thus, the relative trend
characterized by the FS in this study was to choose more favorable PH ratings. This
distribution was expected because, according to the literature, FS individuals should
experience somewhat better PH than their FIS and FISH counterparts, as food insecurity
has been linked to poor health (4,12,14,171,174-175). However, since the FS were on
food stamps and have likely endured the monthly food acquisition cycle, it was not
unanticipated that “fair” and “poor” were also chosen to describe both current PH and
that over the past 5 years (4,10,14,38,91). If food stamp recipients typically choose low
cost, nutrient-deficient foods, as opposed to fruits and vegetables, to sustain their families
(4,53,93,108), these individuals would lack key antioxidant and anticarcinogenic
compounds, which may protect them from disease. For example, Tibbs et al. (61) found
that a high consumption of fat and total energy, paired with low consumption of fruits

and vegetables, increases the risk for cancer and other chronic diseases.
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The FIS had a more negative view regarding their current and past PH status
(Figures 20-22). Forty-three percent of the participants claimed to have suffered from
“poor” PH over the past 5 years, while the status currently experienced by the majority of
the FIS was “fair” (57%). Only 5% of the FIS in this study described both their past and
present PH as “excellent.”

This poorer self-rated PH is reflective of the actual “poor” PH experienced by
most FIS individuals, particularly Black females. Although diet-related chronic disease
is experienced by most FIS individuals (4,12,14,83,229), minority women in this group
are at greater health risk because they suffer from higher rates of the aforementioned
maladies and have shorter life expectancies than the general populace (14). It has been
postulated that this health disparity arises, in part, from the higher poverty rate, lack of
education, and limited access to health care observed in the community of FIS females
(8,17,35,58,171). Analysis of data from the U.S. Survey of Income and Program
Participation illustrated that FIS households had lower average incomes, were more likely
to have lost food stamp benefits, and were less able to endure these losses with savings
and loans than FS households (232). Cristofar and Basiotis (233) found that household
food insecurity is also associated with poor self-rated health among low-income women
with children. From this study and her own, Tarasuk (14) suggested that chronic and
severe FIS predisposes individuals to poor health.

In addition, Black women are more likely to experience obesity and obesity-
related diseases (13,47,58,65,128,148-149,153-155,165,191). These illnesses reduce an
individual’s quality of life, which may be reflected in the FIS participant responses. It
appears that the combination of food insecurity and obesity, which were both observed in

the FIS participants, might lead to poorer self-ratings of PH.
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Figure 20. Comparison of FIS self-rated PH at present and over the past 5 years
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Figure 22. FIS self-rated PH over the past 5 years
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As evidenced in Figures 23-25, the FISH predominantly regarded their PH over
the past 5 years in a more negative manner than they did their current PH. The
participants chose “poor” (20%) when only describing their past PH, while they selected
“excellent” (20%) for only their present day status. A higher percentage of FISH (60%)
perceived their PH over the past 5 years as “fair,” as compared to the 40% who deemed
their current PH to possess the same rating. Moreover, an additional 40% of the
participants perceived their present day PH to be “good.” This general distribution of
ratings more closely resembles that of the FS than the FIS, which was somewhat
surprising. It was postulated, on the one hand, that the FISH would have poorer actual
PH and subsequent poor PH self-assessments based on their food security status (4,175).
Conversely, the FISH had the highest prevalence of overweight and may not have
experienced the same severity of weight-related illness as the FIS, who had the highest
prevalence of class III obesity. Greater degrees of obesity have been associated with
poorer PH (137,184,189). However, since the data were obtained through self-rating,

these findings may not represent the FISH’s actual PH.
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Figure 23. Comparison of FISH self-rated PH at present and over the past 5 years

67



FISH Self-Rated PH at Present

mFair
0 Good
O Excellent

Figure 24. FISH present self-rated PH

FISH Self-Rated PHover Past 5 years

@ Poor
@ Fair
0O Good

Figure 25. FISH self-rated PH over the past 5 years
Self-Rated Mental Health (MH)

MH was affected by food insecurity but in a less predictable manner than PH.
Figures 32-46 (see also Appendix G) show comparisons of both present MH and that
over the past 5 years across all three groups (FS, FIS, FISH).

As evidenced in Figures 32-34, the FS participants rated their MH as
predominantly “good” for both present day (46%) and the past 5 years (42%). Fewer
individuals (4%) said they currently suffer from “poor” MH as compared to those (8%)
who had experienced “poor” MH over the past 5 years. “Fair” and “excellent” rankings
remained unchanged between the two time periods; 27% and 23% described their MH as

“fair” and “excellent,” respectively.
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Figure 34. FS self-rated MH over the past 5 years
The FIS reported “good” MH over the past 5 years (43%) followed by “fair”
(24%), “excellent” (19%), “poor” (10%), and “don’t know” (5%) (Figures 35-37). The
selection of the latter was not surprising since study participants often have difficulty
recalling personal, historic information (72,82-83,208). A poor recollection of events
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might be further complicated by the fact that, unlike PH, MH may be a more difficult
evaluation for the FIS, who, as a majority, are not well-educated and may be receiving
substandard medical care (10-11,35,171,229). These individuals might find it easier to
remember and comprehend a concrete occurrence, such as a heart attack or cancer, as
opposed to a more complex psychological disturbance (e.g., post-traumatic stress
disorder or depression).

Top ranking for current FIS MH was evenly divided between “fair” and “good”
(33% each). Moreover, a difference between present day and past “poor” MH was
detected in this group; 14% and 10% responded with the lowest ranking for their current
and past MH, respectively. These increases in present day “fair” and “poor” evaluations
may have arisen from weight-related stigmatization and subsequent poorer self-image
since the FIS had the highest percentage of individuals exhibiting class III obesity. Hill
and Williams (190) found that class III obese women (BMI > 40) generally express the
greatest dissatisfaction with their body weight, shape and appearance and have the lowest
self-esteem. Even though Black women, as a group, typically disregard the societal norm
in relation to body size preference, some of the participants in the study may have been
adversely affected by teasing or other stigmatization experiences based on their body
sizes.

Regardless of weight and BMI, the overweight and obese experience
psychological distress secondary to encounters with overt hostility and discrimination
(62,170,186,190,201-203). This may serve as a plausible explanation for the graphical
shift toward poorer current MH status because recent stigmatization experiences would
likely resonate with an individual and be much easier to recall. However, past teasing

experiences, as measured by the POTS (208), may be an important contributor to poor
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MH self-ratings, as body image and self-esteem generally improve with age in Black

females (153,173,228).
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Figure 35. Comparison of FIS self-rated MH at present and over the past 5 years
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Figure 37. FIS self-rated MH over the past 5 years
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Interestingly, the FISH viewed their MH as either “good” or “excellent” (Figures
38-40), which differed from the FS and FIS, whose responses ranged across all
categories. FISH self-rated MH over the past 5 years was principally “good” (80%)
while that of present day was “excellent” (60%). These findings conflict with some of
the published literature, which links depression and psychosocial dysfunction with food
insecurity (4,12,14,20,24,41,174). Based on this information, the FISH in the current
study should have rated their MH as “poor” or “fair”—-certainly, not “good” or
“excellent.” However, the results do not temporally categorize the ratings, which is
important when taking into account the effects of the monthly food acquisition cycle.
Perhaps, the current “excellent” MH reported by the FISH participants would likely
change to “poor” or “fair” toward the end of the month, when food stamp recipients have
exhausted their resources. In fact, Sarlio-Lahteenkorva and Lahelma (91) found that both
voluntary and involuntary food deprivation result in a variety of cognitive and behavioral
changes, such as preoccupation with food and eating. This fixation might manifest itself
in poorer MH ratings by participants who have not appropriately rationed their food
stamps and face the distress of hunger.

Conversely, it can be inferred that the more positive MH reported by the FISH
results from an external locus of control. Some scholars have posited that most Blacks
(i.e., the race of all 6 FISH participants) maintain an external locus of control that has
served to mediate stress and places the failure to achieve good health and “the good life”
outside of one’s control (13,52). Therefore, an alleviation of stress or other burdens in

one’s life should ultimately, if only slightly, improve MH ratings.
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Figure 38. Comparison of FISH self-rated MH at present and over the past 5 years
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CONCLUSIONS AND FUTURE DIRECTIONS

There were no significant differences (p<.05) found in the data based on the two-
tailed t-tests assuming equal variances. However, there were numerical differences, with
no consistent or predictable pattern, among the groups. The FS had the highest average
age (48.3 years, SD=14 .4 years) and weight (212.5 Ibs., SD=77.7 1bs.}; the FIS had the
highest body fat percentage (44.3%) and BMI (35.9 kg/m®, SD=11.4 kg/m®); and, the
FISH had the highest WC (42.6 in., SD=14.6 in.). The majority of participants in the FS,
FIS, and FISH had a body fat percentage rating of “obese;” moreover, the participants in
all groups underestimated their actual body size, which is consistent with the literature.
The “ideal” body size for the FS, FIS, and FISH fell between 22 and 23 kg/m®. Self-rated
PH and MH also varied across the three groups yet there were more overall positive MH
self-ratings than PH self-ratings.

Since this current study is only a portion of a larger study headed by Drs. Monroe
and O’Neil, it should be noted that further data collection and analysis will be
undertaken. Additional information (i.e., perception of a healthy meal, self-rated
nutrition knowledge, disease history and prevalence, medication usage, and 24-hour
dietary recall analysis) will be included in the final research report by Monroe and
O’Neil.

Future research should focus on, but not be limited to, the following three areas:

1. Comparison of the types and frequencies of chronic diseases with
participant self-rated health measures and medical insurance sources,

coverage, and benefits.
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Investigation of possible childhood stigmatization and its effect on
body weight and MH self-ratings in adulthood.
Determination of the effect of past maternal behavioral modeling on

current participant food choice and “ideal” body size preferences.
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