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This article reports on a qualitative analysis of the measures proposed at the international level, but with
a special focus on those adopted in Spain during the last decade. Analyzing biomedical definition of obe-
sity as an epidemic and costly disease, this text aims is to unpack the conceptual structure of the obesity
prevention model, and to reflect on the limitations of a top-down pattern of health education and com-
munication in health that, focusing on individual aspects of lifestyles, has involved very little citizen par-
ticipation in general, and less still by those diagnosed as overweight. In the process of translating
international guidelines into national action plans, the effects of historical changes and socioeconomic
interests have been largely ignored, and the symbolic and material needs of the stakeholders have gone
unrecognized. The discussion considers the minor role attributed in public health policy to the food and
eating as social practice, to the specific structural factors that have taken on greater importance during
the economic crisis – job insecurity, depressed wages, austerity measures – and to the social determi-
nants of the differential distribution of obesity – social class, gender, ethnicity, age – and suggests that
this inattention to their impact may underlie the failure of these strategies to halt the apparently growing
obesity rate.

� 2017 Elsevier Ltd. All rights reserved.
1. Introduction

In 2004, the 57th World Health Assembly, alarmed by these ris-
ing morbidity figures and considering them to be primarily a con-
sequence of ‘‘dramatic changes” in living environments, diets and
lifestyles, called on member states to develop, implement and eval-
uate actions recommended to reduce the risks and incidence of
non-communicable diseases, including obesity. That Assembly
led to the creation of the Global Strategy on Diet, Physical Activity
and Health (DPAS) (WHO, 2004), a set of integral and multi-level
proposals aimed at modifying what is considered to be the main
source of this problem around the world: an inappropriate diet
and lack of physical activity. Since then, many countries have
established strategies to address the situation and planned initia-
tives of a very similar nature. In Spain, the health care authorities
have taken up WHO’s framing of obesity as a serious public health
problem that greatly increases health care costs and responded to
its call for action by developing a plan of its own, the Strategy for
Nutrition, Physical Activity and the Prevention of Obesity (NAOS,
2005), through the Spanish Agency for Food Consumption, Secu-
rity, and Nutrition (AECOSAN by its Spanish acronym), which is
the government organization responsible for planning, coordinat-
ing, and implementing actions to prevent the problem from
escalating.

This article reports on a qualitative analysis of the measures
proposed at the international level, but with a special focus on
those adopted in Spain during the last decade. Analyzing biomed-
ical definition of obesity as an epidemic and costly disease (Moffat,
2010), this text aims is to unpack the conceptual structure of the
Spanish obesity prevention model, and to reflect on the relative
efficacy of a top-down pattern of health education and communi-
cation in health (a ‘‘monologic model” according to Martínez,
2010) that, focusing on individual aspects of lifestyles (Guthman
and DuPuis, 2006), has involved very little citizen participation in
general, and less still by those diagnosed as overweight and obese.
In the process of translating international guidelines into national
action plans, the effects of socioeconomic changes have been
ignored, and the symbolic and material needs of the stakeholders
have gone unrecognized and unaddressed. The discussion consid-
ers the minor role attributed in public health policy to the food
and eating as social practice (Delormier et al., 2009), to the specific
structural factors that have taken on greater importance during the
economic crisis – job insecurity, depressed wages, austerity mea-
sures, the rising cost of living – and to the social determinants of
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Table 3
Inclusion and exclusion criteria.

Inclusion criteria Exclusion criteria

Texts:
� Global Action Plan for preven-
tion and control NCDS

� Package of Recommendations
about Diet and Physical
Activity

� Global and Local Strategies on
Diet, Physical Activity and
Health

� Food and Nutrition Action
Plans

� Consensus papers on obesity
� Declarations to action on
obesity

� Spanish normative disposi-
tions related to obesity
prevention

� Indicators and data on obesity
� Obesity and inequities
� Monitoring and evaluation
reports

� Population and community-
based programs

Texts:
� Health Care Plan (general)
� Recommendations only referred to
specific food/beverages intake

� Specific programs physical activities
or diet (summer camp, sportive
camp, old people’s homes, etc.)

� Research projects
� Programs or actions aimed only at
health professionals or other specific
stakeholders

� General strategies of health promo-
tion and prevention

� Promotional or informational
materials

� Conventions and Awards
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the differential distribution of obesity – social class, gender, ethnic-
ity, age – and suggests that this lack of attention to their impact
may underlie the failure of these strategies to halt the growing
obesity rate.

2. Materials and methods

This work was done in the frame of a broader anthropological
study entitled Eating in times of crisis: new contexts for diet and
health in Spain (ref.num. CSO2012-31321, 2012–2015). We ana-
lyzed information from a variety of sources in order to find possible
answers to why, in a context where people’s lives are becoming
increasingly precarious, obesity has increased in Spain despite a
coinciding increase in preventive measures. First, we updated an
earlier review of the existing literature in order to identify the
socioeconomic dimensions of obesity and also the policy measures
to prevent and counter its increase (Gracia-Arnaiz, 2012). We pri-
oritised studies preferably published during the last decade that
look at environmental factors and the costs of obesity, trends in
obesity prevalence and health policies to tackle it. We collated
the articles by searching the PubMed/Medline databases. We
mostly selected studies based on populations in Spain and Europe
and the literature search was largely conducted in English and
Spanish. Search terms included obesity, overweight, environment,
social determinants, prevention, economic crisis, and poverty
(Table 1).

The number of articles found before applying relevance criteria
was 19,705; after applying inclusion criteria (language, geography,
publication dates, subjects, type of publication, species and journal
categories) a total of 231 journal articles were regarded as relevant.
From these 231 articles, 224 were finally selected on the basis of
their relevance to our study objectives (Table 2).

Second, we analyzed the policies on obesity based on a compi-
lation of a selection of global action plans, integral strategies, speci-
fic programs and actions and recommendations about diet and
physical activity produced during the last decade. The focus was
on documents published between 2004 and 2014 by authorities
whose primary role is to direct and coordinate international/na-
tional health and to promote policies that can improve health
and the economic and social well-being of people. Although the
content analysis included reports published by various suprana-
tional organizations, it was centered above all on programs based
in Spain. At the international level, we searched in the health,
nutrition and/or obesity sections of the websites of the WHO,
WHO-EU, Public Health-European Commission (EC) and OECD. At
the national level, we compiled action plans on obesity from health
Table 1
Word coding and search: Obesity and specific relations.

Code 1 Obesity

AND a. Poverty
b. Economic crisis
c. Prevention
d. Social determinants
e. Environment

Table 2
Search flow.

Database search results (n = 19,705)

Revised database search after relevance criteria applied (broad ‘suitability’
and ‘economics’) (n = 268)

Records screened (n = 231)
Full text articles assessed (224)
Studies included in synthesis (224)
departments and agencies. The initiatives of the AECOSAN were
recorded, in particular those programs and normative associated
with the NAOS Strategy (2005), and at regional level we focus on
activities linked to the Plan for Promoting Physical Activity and
Healthy Eating (PAAS, 2008) in Catalonia. Out of the 85 texts orig-
inally selected, a total of 57 documents meet the requirements for
inclusion (20 international, 22 national and 15 regional primary
documents) (Table 3).

These documentary sources were analyzed as cultural texts
themselves (Geertz, 1986). These documents are important in their
own right because they are key pieces in the implementation of
health policies (Campbell, 2011), are guides that set out how the
problem of obesity is to be tackled and allow longitudinal and
comparative analysis from international and national actions. We
approached them not to do an evaluation of public policy as such
but also to examine hegemonic discourses (Kleinman, 1988), that
is as authoritative and influential narratives that construct what
we take to be ‘‘reality”. In short, they diagnose the causes of the
problem and propose solutions.

In order to organize the considerable number of texts and pages
we digitalized them using the Maxqda 10 program and conducted
thematic analysis (Guest, 2012), a process of data analysis consist-
ing of reading transcripts, identifying possible topics, comparing
and contrasting themes. During the first phase, the documents
were initially classified on the basis of authorship, the organiza-
tions that had published them and the year of publication. Coding
protocol was created through a shared agreement among the
researchers. We generated a list of items from the data set (words,
paragraphs, images, tables, etc.) that had a reoccurring pattern,
which we continually revised and updated throughout the coding
process (Carey et al., 1996). We compared those concepts that
were present in all documents and those which we not, we dis-
cussed which ones pointed to important phenomena relating to
obesity, which provided examples of preventative programs and
which were the most useful for analyzing the differences/similari-
ties between actions. One hundred and fifty-five different concepts
or labels were recorded and grouped into families or networks of
codes on the basis of related meanings among them. This grouping
allowed us to establish the final eight categories on which that
analysis is based, namely obesity as disease, sociocultural/environ-
mental causality, the socioeconomic costs, the evidence for taking
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action, responsibilities, solutions, the areas of intervention and the
target public.

Lastly, the sources used in order to better understand changes
in the living conditions and health of Spain’s population during this
period included the Spanish Living Conditions Survey (ECV),
Labour Force Survey (EPA), Sports Habits Survey (SHSS), National
Health Survey (ENS), European Health Survey in Spain (EESE) and
Catalan Health Survey (ESCAT). These sources also included reports
on Social Exclusion and Development in Spain (FOESSA), the Span-
ish Society for Public Health and Healthcare Administration
(SESPAS) and the Red Cross Social Vulnerability and Caritas reports.
Given the breadth and diversity of the statistical sources, only the
survey items of interest for the phenomenon under study were
analyzed. This was the case, for example, for the unemployment
rate, the general index of the population at risk of poverty and
social exclusion, the prevalence of obesity and overweight, the
socio-demographic profile of the population participating in food
assistance programs, food consumption reports, and the amount
of food distributed by food banks, among others.
3. Results

3.1. Obesity as an epidemic and costly disease

In a little over a decade, biomedicine has changed the concept of
obesity from being a sign and a risk factor to being a global disease
(Poulain, 2009). According to the World Health Organization, obe-
sity is ‘‘the non-communicable epidemic of the 21st century” and one
of the major public health problems worldwide (WHO, 2000). At an
individual level, obesity is defined as an accumulation of excessive
or abnormal fat in the body, and is explained as arithmetical prob-
lem produced by an imbalance between the amount of calories
ingested and expended. Despite some criticism (Evans and Colls,
2009; Yates-Doer, 2013), the Body Mass Index (BMI) has become
the diagnostic tool of the pathological nature of an excess or lack
of weight. Obesity is conceptualized as a multi-factorial disease
that threatens the life expectancy and quality of life of people
who suffer from it and it has been linked to the increase in non-
communicable diseases. WHO estimates1 that in 2014 more than
1.9 billion adults, 18 years and older, are overweight. Of these, over
600 million are obese.

There are numerous competing opinions about its origin and
rapid development (Lang and Rayner, 2007: 166). The policies
developed to combat it have had to contend with a myriad of
causes and effects that are difficult to interconnect, resulting in
policies that propose measures that are complex in theory but of
limited scope in practice. The progressive problematization of
‘‘obesity” – term used by biomedicine to talk of fatness2 as medical
problem (Sobal, 1995) – has primarily taken place through a combi-
nation of debates on its status as a disease, the means used to
address it, and its consequences. Although some studies question
whether obesity complies with the criteria typically used to estab-
lish a condition as pathological (e.g., Heshka and Allison, 2001), most
of the existing international biomedical literature recognizes it as a
‘‘new disease”. Its status as a disease in itself and its involvement
in other chronic pathologies are accepted, and there is broad agree-
ment that excessive body fat results from the interrelations among
biological, behavioral, and environmental factors as well as recogni-
tion that there are multiple forms of human obesities (Grundy,
1998).
1 http://www.who.int/mediacentre/factsheets/fs311/en/.
2 While biomedicine uses the concept of ‘‘obesity” to refer the pathological aspects

associated with body weight, the terms ‘‘fatness” or ‘‘obesities” are used by social
sciences as cultural labelling of the body that have individual, social and political
dimensions and meanings (Gracia-Arnaiz, 2012; McCullough and Hardin, 2013).
Given the difficulties associated with the treatment and healing
of obesity (Bray and Tartaglia, 2000) and its increasing worldwide
prevalence (Dinsa, 2012; Ng et al., 2014), biomedical academic
consensus in favor of assigning more importance to environmental
causes has grown, leading some epidemiologists to describe con-
temporary societies as ‘obesogenic’ or ‘toxic environments’
(Swinburn et al., 1999: 564). Changes in the world food economy
such as an abundant stable food supply and the progressive reduc-
tion of food prices have been reflected in shifting dietary patterns
ever since the start of the industrial revolution (or the equivalent
process in more recently industrialized countries) (WHO, 2003:
44). The increase in obesity is understood to be a ‘‘universal phe-
nomenon” caused primarily by the rapid technological, socioeco-
nomic, and lifestyles changes experienced in many countries over
the course of the last few decades (Popkin and Gordon-Larsen,
2004). Some authors have even spoken of ‘‘globesity” to refer to
the extent and increase in overweight worldwide (Legetic, 2004),
particularly among socially disadvantaged groups (McLaren,
2007). Obesity has thus been linked to a nutritional transition asso-
ciated with profound changes, and especially with the sedentary
lifestyle and the decline in ‘traditional’ and supposedly healthier
dietary models. In this sense, the diagnostic criteria established
by experts in France (Basdevant and Guy-Gran, 2004), Spain
(Aranceta, 2008) or Mexico (Barquera et al., 2006) are virtually
identical: obesity is seen as a direct result of an unbalanced diet
and insufficient energy expenditure linked to the ‘‘modernization”
of societies (Sobal, 2001). The phenomena identified as responsible
for this include urbanization, free trade, mechanization of trans-
port and work, fast and junk food, food advertising, the organiza-
tion of family life, sedentary leisure activities, unsafe streets, and
the lack of sports facilities, among various other contributing
factors.

If establish which factors bear the greatest responsibility for the
increasing prevalence of obesity seems difficult, it is equally no
simple matter to define its consequences. One of the most widely
discussed effects is the economic burden of obesity on health care
systems (Wang et al., 2011). Estimating the cost of obesity is not
also easy because it is necessary to start by determining what to
measure and how to measure it. The results depend on the analytic
approach, the categories included, and the method used to calcu-
late morbidity and mortality rates attributable to obesity (Flegal
et al., 2013). For example, some studies of the direct costs of treat-
ing medical problems associated with obesity also include the indi-
rect costs incurred by the loss of workplace productivity (Field
et al., 2002: 12). Based on these calculations, it has been estimated,
for example, that an obese child can generate more than 13,000
euros in medical expenses over the course of his or her lifetime
(Finkelstein et al., 2014). It is also not clear how to calculate the
expenses related to obesity as a risk factor for certain types of can-
cer, type 2 diabetes, cardiovascular disease, or chronic respiratory
illnesses. Some estimates suggest that obesity accounts for 2–8%
of expenditure in industrialized countries, although in some coun-
tries this figure may be lower (such as Sweden at 1.9%) or higher
(such as the USA at 9.1%). In Spain, these health-related costs are
currently estimated at about 7% (Erixon et al., 2014).

The most relevant aspect of these estimates is that the political
debate over health care expenditures has formed the basis for the
actions enacted during the last decade in relation to both individ-
uals and communities. For both, these policies are expected to
either freeze or decrease these costs. Health care experts and
politicians are divided on how best to reduce these costs, with
some leaning more towards prevention-based strategies and
others preferring to focus on improving treatment.

Advocates of the prevention-based model focus on the general
public and its lifestyles, while those who support improved
treatment emphasize increasing clinical and medical resources
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for diagnosing and addressing illnesses in the patients affected. In
fact, those who support prevention have dismissed, and even
mocked, the value of certain forms of treatment (Erixon et al.,
2014: 15) while claiming that prevention is much less costly and
more effective over the long term. For example, the OECD has cal-
culated that comprehensive prevention would cost only $12–32
per capita and has stated that, for any country, this is a much better
investment than increasing public spending on treatments with
low levels of effectiveness (Sassi, 2010). On the other hand, a recent
report published by the European Center for International Political
Economy (Erixon et al., 2014: 2–3) assesses the costs that some
European countries could have saved, or could save in the near
future, by employing weight management programs to treat obe-
sity instead of prevention-based strategies. In the case of Spain,
this report states that health care expenditure could be reduced
by 12%.

Regardless of which group of experts may be right or wrong,
what is certain is that in the last ten years a paradox has been
developed (Gracia-Arnaiz, 2012: 73): the prevalence of obesity
has increased in numerous countries in conjunction with the appli-
cation of more protocols for early diagnosis and clinical treatment,
as well as with the implementation of an unprecedented set of pre-
ventive strategies and in spite of the fact that the general public, as
a result of these developments, has a better understanding of
nutritional and healthy lifestyle recommendations. This paradox
deserves some seriously reflection about current policy
approaches.

3.2. Taking measures against obesity: global causes, multifaceted
strategies

Acceptance that treatments for obesity are not always effective,
that their consequences are costly in terms of public spending, and
that a focus on social and cultural causes may better explain the
‘‘global and epidemic” nature of the disease has led to a preventive
orientation, an approach considered to be more economical and
sustainable: ‘‘Obesity prevention programs may reduce short-term
health care costs” (WHO, 2007: 28). This economics of prevention
has been reinforced even further by the current economic crisis
in which health care budgets have been reduced, patient co-
payments have increased, hospitals and clinics must operate with
reduced staff and fewer services, and subsidies for prescription
medicines have decreased in many countries (OECD, 2014). From
2009 to 2012, the average reduction in health care spending in Eur-
ope was 0.6% while in Spain it was 1.9% a significant figure when
compared with an annual growth of 4.7% between 2000 and 2009.

Based on this economic concern, just over ten years ago the
WHO (2004) drew up the Global Strategy on Diet, Physical Activity
and Health (DPAS), a tool to guide member States in their efforts to
prevent chronic diseases promoting healthy diets and physical
activity. It is multifaceted strategy that underscored the signifi-
cance of the environment responsible for creating the so-called
‘obesogenic’ societies (Table 4). A set of common causal factors is
presented as ‘‘scientific evidence” for the entire planet (WHO,
2004: 6): ‘‘For all countries for which data are available, the underly-
ing determinants of non-communicable diseases are largely the same.
Factors . . .include elevated consumption of energy-dense, nutrient-
poor foods that are high in fat, sugar and salt; reduced levels of phys-
ical activity at home, at school, at work and for recreation and trans-
port; and use of tobacco”. With a principal objective of ‘‘improv[ing]
diets and increas[ing] physical activity that are sustainable, compre-
hensive, and actively engag[ing] all sectors, including civil society,
the private sector and the media” this institution encouraged mem-
ber states to elaborate national, regional and community policies
from an environmental perspective (McLeroy et al., 1988), that
could focus attention on both individual and social environmental
factors as targets for health promotion interventions. In Europe, for
example, a common framework of action was developed in order
to support and complement national initiatives in the form of the
EU Platform for Action on Diet, Physical Activity and Health, as well
as the Nutrition and Physical Activity Network. Main principles for
action were established in Green Paper (2005) and White Paper
(2007) and indicators were defined in order to evaluate the Strat-
egy for Europe on Nutrition, Overweight and Obesity Related
Health Issues (2013).3

According to the reasoning de la WHO that sources of the prob-
lem are similar everywhere – unhealthy diets and physical
inactivity-, prevention interventions designed by public health
expert to attack the problem have been the same: ‘‘Clear, consistent
and coherent messages need to be prepared and conveyed by govern-
ment experts, nongovernmental and grass-roots organizations, and
appropriate industries” (WHO, 2004: 9). An example of these consis-
tent messages appears in global campaigns created in order to
encourage everybody to consume vegetables at least five times a
day and to do thirty minutes of exercise every day. These are the
objectives of ‘The Get Active Movement’ (Movimiento Actívate)
and ‘5 per day’ (5 al día) in Spain; ‘‘Get Active/Let’s Move” in US;
‘Move more’ (Bouger plus) and ‘At least 5 fruits and vegetables
per day’ (Au moins 5 fruits et légumes par jour) in France; and ‘Check
your weight, measure your waist, get moving’ (Chécate, mídete,
muévete) and ‘Five per day’ (Cinco al día) in Mexico. Many actions
have focused on the general public and mainly on children, on
the assumption that an overweight child will become an obese
adult (WHO, 2014). ‘‘Eat less, move more” is the advice health
experts have been giving for years in their reports.

During five last years, however, international organizations
have reoriented their recommendations after noticing that the
prevalence of obesity has continued to rise in tandem with the first
implementation of these prevention-based actions (Table 5). Obe-
sity and overweight have been virtually stable in England, Italy,
Korea, and the US, but have increased in Australia, Canada, France,
Mexico, Spain, and Switzerland (OECD, 2014: 8). On paper, later
documents from WHO make more references to the ‘‘micro-
environmental factors” shaping dietary patterns (employment,
housing, social inequalities) or the ‘‘macro-environmental” factors
influencing food consumption (increased food supply, decline of
food prices, food corporations, and industrialization of agriculture)
(WHO, 2012: 17).

Some of these factors are also emphasized in the Second WHO
European Action Plan for Food and Nutrition Policy 2007–2012
(WHO-EU, 2007), which highlighted the need to adapt programs
to fit specific contexts. A few years later, the WHO European
Region Food and Nutrition Action Plan 2014–2020 (WHO-UE,
2013a) laid out a mission that goes beyond promoting healthy food
choices and physical exercise. The plan supports universal access
to healthy foods, especially for the most vulnerable groups, as well
as equity and gender equality in relation to nutrition for all Euro-
pean citizens. It is no coincidence that this document, as well as
the Vienna Declaration on Nutrition and Non-communicable Dis-
eases in the Context of Health 2020 (WHO-UE, 2013b), were
approved in 2013, at the height of the economic recession and at
a time when food shortage were on the rise, especially among
the less privileged. A year later, a policy guidance aims to support
European policy-makers to improve the design, implementation
and evaluation of interventions and policies to reduce inequities
in overweight and obesity (WHO-EU, 2014). It has been suggested
that the economic crisis may also have contributed to the long-
term rise in obesity. On average, one in six adults across EU

http://ec.europa.eu/health//sites/health/files/nutrition_physical_activity/docs/pheiac_nutrition_strategy_evaluation_en.pdf
http://ec.europa.eu/health//sites/health/files/nutrition_physical_activity/docs/pheiac_nutrition_strategy_evaluation_en.pdf


Table 4
WHA57.17: Global strategy on diet, physical activity and health (DPAS). Source: Author’s own research based on the main WHO objectives (WHO, 2004).

Urges Member States

h to develop, implement and evaluate actions recommended in a strategy to reduce the risks and incidence of non-communicable disease
h to promote lifestyles that include a healthy diet and physical activity and foster energy balance
h to strengthen existing structures or establish new ones for monitoring and evaluating effectiveness
h to define a proposal in accordance with national circumstances
h to encourage mobilization of all concerned social and economic groups
h to encourage and foster a favorable environment for the exercise of individual responsibility for health

Table 5
Relevant international programs and actions. Source: Author’s own research.

Institution Year Plan Actions

WHO 2004 DPAS Global Strategy on Diet, Physical Activity and Health
2008 Action Plan 2008–2013 Action Plan for the Global Strategy for the Prevention and Control of Non-communicable Diseases
2012 Report Population-based approaches to childhood obesity prevention
2014 Group Commission on Ending Childhood Obesity (ECHO)
2004 NPA Nutrition and Physical Activity Network (NPA)

European
Commission
(EC)

2005 Green Paper Promoting Healthy Diets and Physical Activity: A European Dimension for the Prevention of Overweight, Obesity and
Chronic Diseases

2007 White Paper Strategy for Europe on Nutrition, Overweight and Obesity related health issues
2005 Platform EU Platform on Diet, Physical Activity and Health
2007 Group High Level Group on Nutrition and Physical activity

WHO-EU 2008 Action Plan WHO European Action plan for food and nutrition policy 2007–2012
2013 Action Plan WHO European Region Food and Nutrition Plan Action 2014–2020
2013 Declaration Vienna Declaration on Nutrition and Non-communicable Disease in the Context of Health 2020
2014 Policy Briefs Obesity and Inequalities
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member states was obese in 2012, up from one in eight in 2002.
Data from some countries shows a link between financial distress
and obesity: regardless of their class position, people who experi-
ence periods of financial hardship are at increased risk (OECD,
2014).

Evidence like this raises an important question: if on paper poli-
cies and programs have emphasized ‘‘the complex interactions
between personal choices, social norms and economic and environ-
mental factors” (WHO, 2004: 9), the need to take into account ‘‘local
cultural and socioeconomic circumstances” and ‘‘the social determi-
nants of obesity to reduce the unequal distribution of obesity in Eur-
ope” (WHO-EU, 2014: 2), why in some countries does their
translation into national health policy focus primarily on informa-
tive and nutritional education actions that are barely specific in
either social or cultural terms. Given Spain’s status as a pioneer
in terms of applying a global strategy now in existence for more
than 10 years, a closer examination of its impact may provide a
baseline for evaluating other national programs.
3.3. Global recommendations versus local application: the case of
Spain

By February 2005 Spain had already designed its NAOS Strategy
(2005) (Table 6), responding with alacrity to WHO’s call to action
in 2004. Public policies are generally in line with WHO and EU
guidelines, and reproduce diagnosis and economic concern: ‘‘an
unhealthy diet and lack of regular physical activity are the main
causes. . . [and obesity] entails an increase burden on health system”
(NAOS, 2005: 7). Its aim is to reverse unhealthy lifestyles through
actions carried out at the national, regional, and local levels, and it
defines itself as multifaceted because, in accordance with the rec-
ommendations of the WHO (2004), proposes action plans that
require responsible collaboration between a wide variety of stake-
holders and interventions in different ambits and at different
levels. The directives established in 2005, together with interna-
tional statements, have guided current nutritional policies and
subsequent programs.

Although the NAOS strategy subscribes to the view that ‘‘com-
prehensive knowledge of the causes and of their multiple and com-
plex interrelations is essential to changing public habits and
intervening in the causes of obesity” (2005: 12), the local biomed-
ical evidence on which these preventive programs have been based
centers on two global basic causes: (a) the sustained increase of
sedentary behaviors; and (b) the shift in eating patterns over the
past 40 years from a healthy diet to a less healthy diet (Varela-
Moreiras et al., 2013). According to Consensus FESNAD-SEEDO
(2011: 6), 61% of the calories currently ingested by Spaniards come
from ‘highly processed’ foods and 71% of all Spaniards can be clas-
sified as ‘sedentary’. The rise of obesogenic environments has been
blamed for these trends (NAOS, 2005: 11) and has led to a series of
proposals that ‘‘encourage a decisive and sustained change
towards a healthier diet and regular physical activity” (NAOS,
2005: 19). An observatory has been also created to study obesity
evolution; more nutritional information on food packaging has
been introduced; some voluntary agreements have been estab-
lished with restaurant and industries; sale of unhealthy foods has
been banned in schools; and also training has been provided for
first-level caregivers (Table 7).

The types of actions linked to the NAOS strategy are therefore
varied. However, when analyzed as a whole, it can be seen there
are specific limitations to promote the suggested ‘‘decisive
changes”. For example, the Spanish food and drinks industry con-
siders it more effective to ‘‘improve the information” on product
labelling and in advertising and to promote healthy life-styles
and responsible consumption rather than penalizing processed
food and soft drinks with additional taxes: ‘‘it would be a mistake
to believe that innovation and reformulation are the solution to the
problems related to diseases such as obesity. In addition to diet, it is
essential to take into account all factors that have an impact on health,
such as genetic predisposition, lifestyles, levels of physical activity and
socioeconomic factors” (FIAB, 2011: 31). While government has



Table 7
Relevant Spanish programs and actions to tackle obesity. Source: Author’s own research.

Institution Year Plan Actions

Spanish
Government

2005 NAOS Strategy for Nutrition, Physical Activity and the Prevention of obesity
2005 PERSEO Pilot school program for healthy eating and exercise to confront obesity
2005 PAOS Code for co-regulation of food and beverage advertising targeted at minors, the prevention of obesity, and health
2008 GUSTINO Program urging restaurants to promote healthy and balanced menus
2011 LAW Food Safety and Nutrition Law 17/2011
2011 NAOS Evaluation and monitoring of the NAOS strategy: minimum set of indicators
2013 Fifty-Fifty Program for education of the adult population between at cardiovascular risk on ways to acquire and monitor healthy

living habits
2013 Observatory Observatory of Nutrition and Study of Obesity

Table 6
Measures proposed in the NAOS Strategy (2005). Source: Author’s own research based on NAOS (2005).

Food industry: Gradually reduce the fat, sugar, and salt content in food. Regulate food advertising, especially if aimed at children
Hostelry and restaurants: Offer increasingly healthy menus
Schools: Assess the food and drink available at schools to ensure that they comply with nutritional recommendations. Promote healthy lifestyles, and improve school

menus
Leisure, fashion, advertising and communications industries: Cooperation to prevent health problems
Government bodies: Promote the construction of green spaces and sports facilities
General: Encourage appropriate eating habits, educating children and young people about varied, appetizing and balanced diets
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chosen not to tax so-called ‘unhealthy’ foods, a timid attempt to
subsidize the ‘healthiest’ products has led to the ‘‘School Fruit
Scheme”, an initiative promoted by the European Commission
whose objective is to finance the free distribution of some fruits
and vegetables amongst children aged 6–12 years in participating
schools.4

Campaigns to prevent obesity have been targeted at the public in
general and in particular children and adolescents, and havemainly
focused on convincing them of the positive benefits to be gained by
adopting a ‘‘healthy lifestyle”. To that end, informative and educa-
tional programs have been implemented through existing institu-
tions and agents. Policy makers, supported by health experts and
educators, have created guides, workshops, games, audiovisual
media, etc. that centeron changingpeople’s behaviorby telling them
what, when, where and howmuch to eat or to exercise. The public’s
involvement in creating these measures is also very limited insofar
as it appears in the texts as the simple receiver of recommendations
proposed by expert knowledge reinforcing health discourses about
appropriate and inappropriate foodways and leisure. Amore partic-
ipatory project is ‘‘We Love Eating” (EC, 2013–15), which considers
social functions of food beyond its nutritional interest, also intends
‘‘to teach people” (everyone including children or older people)
how ‘‘to enjoy” healthy food and exercise by proposing six general
recommendations on how to shop, cook, eat, drink and exercise: ‘‘
[this project] aims to show citizens how good it can feel to eat
healthily. . . Is about developing a positive relationship with food: what
we eat, where we eat, and with whom we eat”.5

One example is the online tool Activilandia6 created by the
AECOSAN in 2013. This consists of a Virtual Theme Park with leisure
activities aimed mostly at children aged between 6 and 12 years
(although some are designed for families and teachers) whose pur-
pose is to ‘‘inform and motivate changes in diet and physical activity”.
The tool offers games and educational activities designed to encour-
age participants to ‘always be active’, it advises families to cook and
eat together and to try out ‘‘new activities” such as horse riding or
caving. Another example of the type of tool created to promote
healthy habits is the physical activity pyramid created by the For-
umclínic (Fig. 1), an interactive program developed by Barcelona’s
Hospital Clínic for patients with chronic conditions which proposes
giving up or cutting down on ‘working or playing on the computer’
4 http://ec.europa.eu/agriculture/sfs/eu-countries/spain/index_en.htm.
5 http://www.we-love-eating.eu/ca.
6 http://www.activilandia.aecosan.msssi.gob.es/observatorio.html#que-es.
and ‘not sitting down for more than 30 min straight’. Likewise, in Cat-
alonia another campaign aims to transform the habits of people with
sedentary jobs by offering ‘‘10 tips for being more active at work” such
as standing or walking during meetings, going for a short walk
instead of having a coffee breaks or going to talk to colleagues
face-to-face rather than calling them.7

In Spain, most of these actions have been taken at the level of
the autonomous communities, which maintain authority over
health-related matters and have created their own strategies.
These regional reports tend to be quite similar to one another,
despite the fact that the prevalence of obesity is highly variable
among the regions. Somewhat surprisingly, the regions where ini-
tiatives were first implemented are not necessarily those with the
highest obesity figures. The programs in Catalonia, for example,
were the first to be designed and implemented, despite the fact
that this region had an obesity rate – 12% – well below the national
average (15.56%) in 2006 (Serra-Majem et al., 2007). Murcia, how-
ever, which exhibited an obesity prevalence of 21.94% as early as
2005 (Aranceta et al., 2005), never designed any type of compre-
hensive strategy, but instead adopted actions directed at its youth
population within the Educational Plan for Health in the Schools of
the Region of Murcia 2005–2010. This makes it clear that measures
taken in Spain have not been designed or executed based on the
local extent or characteristics of the problem, but instead on regio-
nal health care systems’ capacity to respond.

Regional programs follow the same logic as the NAOS strategy.
One example of this is Catalonia’s integrated strategy, which is
known as the Plan for Promoting Physical Activity and Healthy Eat-
ing (PAAS, 2008). The implementation of this program has been
prompted by the same phenomena that have been observed in
other regions, that is, the increase in overweight Catalans high-
lighted by epidemiological studies (Serra-Majem et al., 2007). As
in the DPAS (WHO, 2004) and NAOS (2005) strategies, the PAAS
program attributes this rise to a combination of both increasingly
poor eating habits and increasingly sedentary lifestyles: ‘‘The cur-
rent evidence shows that the common underlying causes of non-
transmissible chronic diseases are excessive or inadequate intake;
low levels of physical activity in the home, at work or during free time
and excessive dependence on mechanized transport (cars, motorcycles,
public transport)” (PAAS, 2008: 6). It also proposes a variety of
actions in several spheres as work, industry and health services
7 Available at: http://www.pafes.cat/ficheros/PAFES___10_Trucs_per_ser_actius___
A_la_feina.pdf.

http://ec.europa.eu/agriculture/sfs/eu-countries/spain/index_en.htm
http://www.we-love-eating.eu/ca
http://www.activilandia.aecosan.msssi.gob.es/observatorio.html#que-es
http://www.pafes.cat/ficheros/PAFES___10_Trucs_per_ser_actius___A_la_feina.pdf
http://www.pafes.cat/ficheros/PAFES___10_Trucs_per_ser_actius___A_la_feina.pdf


Fig. 1. The physical exercise pyramid. Source: Clinic Barcelona and Fundación BBVA (2011).8

Table 8
Summary of PAAS (2008) ambits and actions. Source: Author’s own research based on PAAS (2008).

Education
Healthy diet guides, review of school menu planning and the promotion of physical activity; consensus document on food and beverage vending machines in areas for

children and adolescents; teaching resource guide on nutrition and physical activity
Health System
Release of the White Paper on preventative actions in adulthood within the context of primary care; support material for health education (brochures, tabletop

pyramids, magnets and posters); continuing education in diet and nutrition for professionals at primary health care centers
Community
Workshops on healthy diet and physical activity for children and adults; media campaigns on Catalan public radio and television; public walks, etc.
Workplace
Recommendations for improving nutritional balance; the ‘Be healthy, climb on the scale’ program

8 http://www.forumclinic.org/es/cu%C3%ADdate/ejercicio/noticias/la-pir%C3%
A1mide-de-laactividad.

9 http://www.eyto.org.uk/.
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(Table 8), although, as happens at national level, more than half are
aimed at children and adolescents (and/or their families) and have
been implemented at schools.

One issue to highlight is that the principal Spanish documents
mention the need ‘‘to act on the underlying economic, physical and
social conditions that create and determine health” (PAAS, 2008: 7).
In this regard, The Spanish Food Safety and Nutrition law passed
in 2011 points out that obesity disproportionality affects the disad-
vantaged and dependent social classes and indicates that the NAOS
strategy must prioritize measures targeted at these groups and
contexts (NAOS, 2005: 10). However, in practice most of the pro-
grams have proposed ‘‘interventions with an individual approach
aimed at influencing behaviors” (NAOS, 2015), rather than trying
to determine which social and economic constraints are shaping
people’s everyday lives and how they could be changed. As of
2015, very few obesity action in Spain have been specifically aimed
at people with low socioeconomic status and these actions have
also used pedagogical tools oriented mainly towards changing
behaviors. One example is the POIBA project (2010–14) designed
by the Public Health Agency of Barcelona for primary school chil-
dren, half of whom live in the poorer neighborhoods of the city
(Ariza et al., 2014). The objectives of this community programwere
to promote physical activity and healthy eating through educa-
tional workshops and recreational activities involving the teachers,
the children and their families. An assessment of the effectiveness
of the program showed positive changes in eating habits, physical
activity and obesity levels in the short-term; however, these were
considerably higher among children fromwealthier neighborhoods
and natives. With similar objectives and results, a multicentric
intervention in socioeconomically disadvantaged and vulnerable
adolescents was recently carried out in the framework of the ‘‘Euro-
pean Youth Tackling Obesity” (2014–15)9 project, which worked
through a peer-led social marketing intervention in high schools
from the city of Reus. In both cases, intervention also involved local
health teams, schools, sport and cooking services, etc. providing
spaces to meet with children and young people to encourage them
to have a healthier diet and be more active.

3.4. Social inequality: a forgotten issue?

In recent years, the socioeconomic situation has significantly
changed in Spain because of the global crisis (Maluquer, 2013).
Governments have responded to local effects of this crisis by focus-
ing its efforts on bank bailouts, liberalizing labor regulations in
favor of employers, cutting back funding for social programs or
health spending and increasing direct and indirect taxes
(Navarro, 2015). Austerity measures have affected the whole pop-
ulation, however the poor have lost more than the rich. Between

http://www.forumclinic.org/es/cu%C3%ADdate/ejercicio/noticias/la-pir%C3%A1mide-de-laactividad
http://www.forumclinic.org/es/cu%C3%ADdate/ejercicio/noticias/la-pir%C3%A1mide-de-laactividad
http://www.eyto.org.uk/


12 http://www.aecosan.msssi.gob.es/AECOSAN/docs/documentos/nutricion/Teresa_
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2008and 2012, average household income declined by 11% while
higher wages increased by 2.4% (Bolaños, 201410). This imbalance
has helped to make Spain one of the European countries in which
economic inequality has most increased (OECD, 2015).11

Although some macroeconomic indicators improved in 2015
(according to EPA, 2015 the unemployment rate fell to 20.90%
and technically Spain came out of recession), the number of unem-
ployed still exceeds 4.5 million people. Additionally, the quality of
jobs has worsened, with more temporary contracts and lower
wages which do not allow many workers to lift themselves out
of poverty (Ayllón, 2015). In fact, according to the AROPE index,
the proportion of Spain’s population at risk for social exclusion rose
in 2014 to 29.2%, more than three points higher than in 2010 (26%),
placing 13.3 million people below the poverty line, of whom
3.3 million are at risk of exclusion due to severe material shortages.

One of the strongest impacts of an increasingly precarious exis-
tence is the difficulties that individuals face when trying to cover
basic needs, and this is reflected in the indicators for material
deprivation as compiled by the National Living Conditions Survey
(ECV): 16.9% of the households surveyed said that it was ‘very dif-
ficult’ to make ends meet until the end of the month, a figure 3.4%
higher than in 2012, while 27% of Spanish households were unable
to afford a meal with meat, chicken, or fish every other day (ECV,
2013). According to the last FOESSA report (2014), 16% of Spa-
niards are compelled to follow an inappropriate diet because of
economic constraints. Individuals with limited livelihood
resources try to save on expenses, and this includes food costs
(Medina et al., 2015). These savings might be achieved by minimiz-
ing waste, increased purchasing of generic products, or prioritizing
cost as the main criterion for selecting and cooking food products.
When people do not have enough resources to access food regu-
larly, they seek help from charitable organizations and government
assistance (Gracia-Arnaiz, 2014). The increasingly precarious lives
of more than two million people in Spain has made them depen-
dent on public and/or private social assistance programs in order
to eat (Cáritas Española, 2013).

Although the increase in inequality and social exclusion has
been widely confirmed by national surveys and third sector
reports, the effects of the economic crisis on health are still hotly
disputed. Whereas some health experts state there is no evidence,
or even point to contradicting evidence (Tapia Granados, 2011)
that the mortality rate decreased and health indicators improved
between 2007 and 2010, other experts insist that the crisis has
had a negative effect on health, particularly mental and nutritional
health (Cortès-Franch and González, 2014; Urbanos-Garrido and
Lopez-Valcarcel, 2015). Some researchers have linked Spain’s eco-
nomic difficulties to an increase in type 2 diabetes (Escolar, 2009),
and others have established a relationship between the increase in
poverty and the increase in obesity, suggesting that unemploy-
ment and cuts to spending on assistance programs have led to
increased consumption of unhealthy foods (highly processed and
high in calories), which in turn can lead to obesity (Rajmil et al.,
2013; Radwan and Gil, 2014). According to Antentas and Vivas
(2014), this crisis coincides with a fall in the consumption of fresh
foods, fruits and vegetables and a rise in the consumption of appar-
ently much cheaper fast food, ready-to-eat meals and fatty foods.

In the most recently programs, there are no references to these
plausible connections or to national surveys indicating that obesity
has increased during this period, particularly among lower classes.
According to the latest Spanish National Health Survey (ENS, 2011–
2012), the obesity rate in Spain’s adult population is around 17%,
almost 2% higher than the 15.56% seen in 2006 (pre-crisis period).
10 http://economia.elpais.com/economia/2014/06/19/actualidad/1403175466_
879515.html.
11 https://www.oecd.org/spain/OECD2015-In-It-Together-Highlights-Spain.pdf.
In Catalonia, this increase has even been more remarkable. The
obesity rate rose 3 points between 2010 and 2014, from 12% to
15% (ESCAT, 2014). The prevalence of obesity is highest among
those Spaniards with the lowest levels of education, at 30.2%, with
a higher percentage among women (34.2%) than men (25.4%). Most
at risk for obesity are the unemployed, those who are disabled and
cannot work, and those who work in the home. These figures cor-
roborate the findings of earlier national studies (Aranceta et al.,
2001) which suggested the existence of social gradient for obesity
whereby it becomes increasingly prevalent the further one moves
down the social scale. Data from the ENS (Figs. 2 and 3) also con-
firm this relationship for all weight categories. Obesity and over-
weight increase depending on the socioeconomic status of the
head of household, with Group I having the highest income level
and Group VI having the lowest. Although overweight-obesity
affects 8.9% in group I, this figure triples in group VI to 23.7% of
the population. By analyzing the evolution of obesity between
2006 and 2012, we find a higher increase among disadvantaged
classes. Whereas Group I grows by 0.8%, in groups V and VI this
rises to 2.7%. According to this source, the same applies to seden-
tary lifestyles. A total of 52.5% of people with the lowest incomes
are found to be sedentary whereas this percentage is 31.7 among
people with the highest incomes. The unemployed and people with
a low level of education also practice less sport (SHSS, 2015).

There are varied and contradicting interpretations as to why the
current preventive model has been unable to address this situa-
tion. Some sources have attributed the poor results of
prevention-based actions to the economic downturn (OECD,
2014: 57); however, the Spanish health authorities wonder if the
current figures would have been worse without the implementa-
tion of a comprehensive strategy: ‘‘It would be difficult to know what
would have happened in Spain regarding obesity and its context if the
NAOS strategy had not been implemented”.12 The texts analyzed here
contain few references to the cost-effectiveness of population and
community based interventions, and it remains difficult to know
whether such measure are having an effect, even though some have
been implemented for more than a decade. The Food Safety and
Nutrition Law was approved in 2011, when the crisis was reaching
its climax, expressing the need to create specific measures for
socially disadvantaged persons (17/2011: 6). In the same year, the
Evaluation and Monitoring of the NAOS Strategy was also published
(Ballesteros et al., 2011). This was a specific tool for evaluating all
implemented actions using, among others, indicators for gender
and social class. By the same token, the Observatory on Nutrition
and the Study of Obesity was created in 2013. Although its functions
and objectives include detecting changes in the prevalence of obesity
in relation to social inequalities, to date no organization has pro-
posed any specific explanations in this regard. It is not clear why.

Health authorities will have to face all these questions if, as it
seems, trends in the obesity rate are not going to improve. Indeed,
although some sources point to encouraging signs that its preva-
lence has increased more slowly in recent years (Sánchez-Cruz
et al., 2013) or has even stabilized in children (Posso et al., 2014),
other sources underline that Spain is one of the European countries
where obesity has most increased (García-Goñi and Hernández-
Quevedo, 2012). The EESE survey (2014), which includes an analy-
sis of trends in health between 1987 and 2014, states that the obe-
sity rate remains as high as in 2009 and 2011.13 Similarly, WHO-EU
(2015)14 predicts that 28% of adults in Spain will be obese by 2030,
Robledo_10_anyos_ESTRATEGIA_NAOS_octubre2015.pdf.
13 http://www.msssi.gob.es/estadEstudios/estadisticas/EncuestaEuropea/Tend_
salud_30_indic.pdf.
14 http://nhfshare.heartforum.org.uk/RMAssets/NHFMediaReleases/2015/ECO2015-
WEDSPRESSWHO4.pdf.
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Fig. 2. Weight and education levels in Spanish women 24–65 years of age. Source:
ENS (2011–2012).

Fig. 3. Weight of children and adolescents 2–17 years of age according to the
socioeconomic status of the head of household. Source: ENS (2011–2012).
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thus putting Spain in fifth place out of 53 European countries. It is
likely that the WHO has published this worrying picture of rising
obesity across Europe to urge member states to take further preven-
tive measures in the near future. The question now is to establish
what kind of health, social and economic policies are really needed.

4. Discussion and conclusion

In the last ten years the prevalence of obesity has increased in
Spain coinciding with the mass implementation of healthy lifestyle
and nutritional education programs (Díaz-Méndez, 2012; Carillo
and Riera, 2013), the improvement in public awareness of food in
a cultural context where fatness is generally rejected by society
(Gracia-Arnaiz, 2012), and the increase in sporting activities
among all age groups (Moscoso and Moyano, 2009; SHSS, 2014).
The information analyzed here offers various interpretations as
why efforts to slow down or reverse this trend have failed. Some
of them point to the conceptual structure of the prevention model
whereas other emphasize the possible negative effects that the
austerity measures implemented by neoliberal governments have
had on certain social groups.

Public documents relating to preventative strategies, although
they not are tools designed specifically to answer these questions,
have nevertheless analyzed the causes behind the increase in obe-
sity, how they have been dealt with and which aspects the health
authorities have concentrated their efforts on. Spanish public poli-
cies have been relatively active at establishing preventative strate-
gies and following to a large extent the directives issued by the
WHO-EU. However, there are still some paradoxes relating to
causality and approach.

In Spain, health public debate on the causes of the rapid rise in
obesity rates is not polarized, treating ‘individualizing’ or ‘sys-
temic’ frames (Lawrence, 2004) as mutually exclusive, but invokes
both. The acceptance of obesity as an ‘‘epidemic” disease due to
unhealthy diets and physical inactivity has led to identification of
sociocultural factors as the more determinant and, therefore, the
relative responsibility of the state in the search for solutions to
reduce its health impact and economic burden. Government
reports paint the increase in fatness as a kind of ‘defect’ inherent
in the modernization promoted by neo-capitalism, which can be
corrected by the same system that causes it. On paper, the aim is
to reverse the negative effects resulting from the availability of
an unprecedented quantity and variety of energy-dense foods
and the increasingly sedentary lifestyles fostered by the so-called
‘‘obesogenic environment” by adjusting the socioeconomic activi-
ties and policies of ‘all’ those involved. In practice, most of the mea-
sures have consisted of timidly encouraging certain sectors to
improve their products voluntary or to offer active leisure whilst
energetically blaming the public and exhorting them to live more
healthily. While other countries have implemented fiscal policies
such as taxes and subsidies to prevent obesity (Cabrera-Escobar
et al., 2013), such initiatives often meet with lukewarm commit-
ments by the food and restaurant industries to reduce salt/sugar
in baked goods and fat in meat products and to provide nutrition-
ally balanced menus. Increasing the price of unhealthy food and
beverages trough taxes is a potential policy measure with potential
positive effects in lower classes that it has not been considered in
Spain (WHO-EU, 2015). Neither are there any proposals to modify,
for example, the use of ‘‘new” technologies in the workplace that
keep us siting for hours on end in front of a computer beyond
naively suggesting that workers should interrupt their activities
every 30 min with some form of physical movement or that they
should conducting meetings standing up or walking around.

Although the discourse surrounding the preventive model
makes much of comprehensive and multifaceted measures, when
policy makers consider the general population there is a powerful
temptation to promote actions that are choice-based and personal-
ized (Lang and Rayner, 2007). Indeed, many campaigns and com-
munity interventions analyzed here aim to influence behavior by
appealing to people to adopter healthy lifestyles (NAOS, 2015).
According to Moffat (2010) and Guthman and DuPuis (2006), this
is ultimately because obesity is regarded as occurring more due
to inadequate individual decisions rather than as a cultural phe-
nomenon, a consequence of dynamic socioeconomic and techno-
logical processes that have wide-ranging effect on determining
what we eat and why (Nestlé, 2002). Attempts to improve life-
styles take the form of programs aimed at educating the public
(particularly children) but which often fail to take into account
the social nature of eating and culture (Delormier et al., 2009). In
texts, there is a lack of references to the lived experiences of peo-
ple, how and why they eat what they do, and how people in-cross
cultural settings understand risk, health and bodies (McCullough
and Hardin, 2013). Except for occasional projects promoted
recently by the European Commission, targets are seen as passive
receivers of proposals legitimized by experts, that is, as people
who need to be taught healthier choices, and not as individuals
with the skills and knowledge to manage their own lives and
resources. Recommendations about ‘‘ideal” eating, cooking, drink-
ing and exercise patterns seem to be based on the premise that
those receiving these messages are groups or communities as
homogenous ‘average consumers’: an idealized representation of
a standardized society that ignores its social and economic diver-
sity (Monaghan et al., 2013).

It is known that actions to promote health based on one-way
communication, uniform messages and a reliance on the responsi-
bility of ‘rational citizens’ have a limited impact (Lupton, 1995).
Depicting obesity mainly as a problem of unhealthier lifestyles
and ‘educating’ individuals about the risks of certain behaviors
and promoting healthy ones has been shown to be relatively
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effective in Spain. The data about the increasing obesity rate or the
apparent deterioration of the traditional dietary pattern both bring
into question the extent of these actions and cause us to ask what
has been left out of them. From our point of view, political mea-
sures should be applied once the health problem has been identi-
fied and who it effects, which means that causality must be
examined critically. For example, public documents offer contra-
dictory information regarding the scientific explanation for obe-
sity. Thus, whereas the accepted opinion is that Spaniards are
increasingly sedentary (FESNAD-SEEDO, 2011; Varela-Moreiras
et al., 2013), surveys that analyze health trends indicate that this
has fallen by 15 points in the last twenty years (SHSS, 2014). Like-
wise, according to the SHSS (2014), levels of sporting activity
increased by 9 points during the period 2010–15. This divergence
highlights the need to question the scope and value of the data that
we use to reach our conclusions.

Causal interpretations are required to design policy and to
guide interventions. Consequently, given that health experts are
still debating whether the increase in body weight is more influ-
enced by a lack of physical activity than diet (Serra-Majem,
2014) it would seem appropriate to determine how these two
aspects interact before we start to implement measures. The NAOS
strategy focused heavily on the global causes of obesity repeated
by the WHO – inappropriate diet and lack of physical activity –
without analyzing of how both micro and micro factors and pro-
cesses shape ways of life of Spaniards and attaching the same
importance to the unequal pressures that ‘‘modernization” brings
to bear on populations. The diagnosis that appears in the first texts
emphasizes the products consumed as opposed to the attitudes
and reasons that cause certain foods to be consumed or not, and
the measures taken have been oriented towards modifying foods
attitudes (healthy diet) rather than towards the current structural
reasons that give rise to dietary imbalances.

From our point of view, before to translate global diagnostics
and solutions to local realities, it is necessary to understand how
so-called ‘‘environmental factors” may have influenced social prac-
tices in general and eating habits in particular, or whether these
influences have necessarily had a negative impact on the health
of all Spaniards to the same degree. According to Varela-Moreiras
et al. (2013: 5), we must accept that we do not understand well
the origins and causes of obesity and that there is a tendency to
‘‘believe” rather than to ‘‘find out”. If social inequalities have effects
on the increase of corporal weight – and this is really unhealthy –
we need to know and understand how they come about. Docu-
ments consider ‘environment’, ‘society’, and ‘culture’ not as a space
of social relations that is the outcome of far-reaching and dynamic
historical processes, a complex space in which people interpret and
act on their reality from their particular and various social posi-
tions, abilities and interests, but as a physical space in which eco-
nomic, technological, and demographic factors converge and affect
everybody to the same extent. However, the opportunities to feed
and to manage health vary widely depending on personal and
social conditions. This is important in the case of obesity because
the epidemiological literature and health surveys show that
despite increasing economic and cultural globalization, not every-
body is affected in the same way.

Given that poverty has a more than a slight effect on health
(Deaton, 2013), it should be ascertained whether the progressive
increase in financial inequality in Spain has influenced obesity
rates and if this can be related to social and economic deprivation
as in other countries (Bambra, 2013). The pressures exerted on
people’s lives (tax increase, copayment for health services, salary
decrease, etc.) by the current demands of neo-capitalism govern-
ments in order to decrease public expenses raise serious obstacles
that prevent individuals from adopting the officially sanctioned
dietary recommendations and lifestyles (Riches and Silvasti,
2014). In recent years, efforts to get people to live more healthily
have been accompanied by a fall rather than an improvement in
living conditions. This is demonstrated by the fact that, according
to data taken from the survey on living standards, the active pop-
ulation and third sector reports, during the last decade factors that
generate inequality and poverty (unemployment, low wages, evic-
tions, declining social aids, etc.) have progressively increased in
Spain. It is known that while there may be a certain element of
choice in occupation and lifestyle, poor people lead heavily con-
strained lives, in terms of money, time, and choices, and some of
these choices, even with their poor health consequences, may
not be easily avoided under the circumstances (Deaton, 2013).
Daily demands placed on many people do not allow for a healthier
and more balanced diet, at least not to the extent that health
authorities would like to see, because changing diet means chang-
ing lifestyles which, as socio-anthropological works have shown in
Spain (Gracia-Arnaiz, 2012) can be very difficult if not impossible
for those living in the most precarious situation.

Studies that have analyzed the causal relation between the cur-
rent economic crisis, social and dietary practices and health are
scarce and raise different questions. In general, the most limiting
aspect of these types of analysis is data availability. For example,
there has been no official survey to determine whether Spanish
households have had access to enough food for an active, healthy
life for all household members during this period. Neither are there
any data showing that the principle reasons for not following a
healthy nutritious diet are a lack of money, although there are a
some reports that confirm this on a local level (FOESSA, 2014).
Red Cross-Catalonia (2015) states that 90% of people who receive
food aid from its programs are in a position of food insecurity,
which prevents them from regularly obtaining enough good qual-
ity food. Other studies have looked at changes in the consumption
of different food groups and have related the increase in the con-
sumption of ‘‘less” healthy foods (e.g. ready-to-eat meals) in recent
years to the fall in purchasing power (Serra-Majem et al., 2014;
Medina et al., 2015), a finding that coincides with other studies
outside Spain (Brinkman et al., 2010; Bonaccio, 2012; Franklin
et al., 2012), who cite this as a cause of the increased prevalence
of obesity among socially disadvantaged groups (Antentas and
Vivas, 2014; Radwan and Gil, 2014).

The aspects discussed here show the need to reconsider
biomedical understandings of how obesity is framed as a social,
economic and medical problem. In Spain the increasing prevalence
of obesity mainly in the lower social classes raises many questions
concerning both their daily lives and constraints and the types of
measure are taken. The preventive proposals for combating it put
forward since the end of the last decade overlap with one of the
deepest crises that Spain has experienced since the transition to
democracy. One of the most important aspects of this crisis is pre-
cisely the decreased ability to regularly and autonomously obtain
food among people in financially precarious situations, which has
led to terms such as ‘‘shortage”, ‘‘eating what you can” or ‘‘skipping
meals” reappearing in their everyday language (Gracia-Arnaiz,
2014). To determine the possible effects of these material con-
straints on health and in particular obesity, we must carry out crit-
ical and reflexive research into how key dimensions of equity,
including socioeconomic status, age or gender, influence obesity.
Appeals to change behavior and habits are highly likely to ring hol-
low when basic issues such as the regular access to healthy foods
basket or activities remain limited for many people. Health author-
ities have an obligation to ask themselves why their strategies are
not really fit for their intended purpose, to obtain reliable studies
on how people live, deal with and solve daily challenges and to
encourage public participation and to include the public’s views
in their proposals. It does little good for public reports to acknowl-
edge that overweight is highly related to social inequality if
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austerity policies leave more and more people in poverty and at
risk, while the need for actions to change unhealthy contexts or
targeting vulnerable groups goes unaddressed. Any preventive
strategy should not ignore these factors and relationships.

Limitations

The most significant limitations to this study have been high-
light throughout the text. Content analysis of preventive strategies
on obesity has provided an overview of the most relevant policy
actions undertaken in Spain, but it is also true that the present
study has only considered the key documents published by the
health authorities and therefore disregards unpublished programs.
It is also important to note certain difficulties in interpreting dis-
parate data from some studies and surveys. It has been difficult,
for example, to compare data on the prevalence of obesity because
the range of methodologies used in epidemiological studies regard-
ing the samples, cut-off points, diagnosis, etc. For this reason, it
was decided to use national health surveys that show the evolution
of BMI over the course of this period, and to analyze data broken
down according to social class, level of education and gender.

The same limitation makes us prudent when trying to establish
a direct relation between the economic crisis, impoverishment and
increasing obesity rate, because indicators such as unemployment,
income, diet and physical activity give rise to diverse interpreta-
tions. The loss of purchasing power due to lack of work has been
shown to be the main reason why people buy cheaper, more
calorie-dense foods that are potentially less healthy. Although this
is plausible, and ethnographic studies and surveys on living condi-
tions show significant changes in subsistence strategies, various
studies only mention changes in the consumption per capita of
groups of foods (e.g., edible fats and oils or bread, pasta and cere-
als), among which there may be un/healthy or cheaper/more
expensive foods. Furthermore, consumption of products regarded
as highly healthy, such as fruit and vegetables, has barely changes
in the period 2008–14. To demonstrate this connection, it would be
interesting to carry out a market basket analysis that looked at
changes in the consumption of specific foods according to social
class, profession or level of education in order to determine dietary
patterns among Spaniards. Lastly, there needs to be an urgent dis-
cussion on the nature of food insecurity and to have a theoretical
and methodological framework that can make precise diagnoses.
For example, there are no data on the nutritional/social/emotional
impact that food assistance from institutions and charities has had
on the diets and health of people living in precarious situations.
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