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One of New York City’s latest health endeavors is the 2008 mandate requiring chain 

restaurants in the city to properly display calorie counts on all of their menu items, ensuring that 

patrons are aware of the nutritional content in the food they are choosing to consume. This is an 

example of a community and population-based intervention, where benefits include a wide 

receipt of benefits as well as potential elimination of the underlying cause of the problem, which 

in this case is obesity (Gostin 2007). One of government’s main priorities should be defending 

public welfare, and in conjunction with the aims of public health services, such as encouraging 

well-being through community organization and support, this intervention should be a prime 

model of differing levels of initiative and motivation working together to change the health of a 

population. However, the overarching effectiveness of calorie-labeling has yet to be 

comprehensively examined, along with the consideration of what makes a successful 

community-based intervention and where there are gaps in creating health solutions equally for 

everyone. 

 Farley et al. reported the change to the NYC Health Code, the reaction of the food 

industry, as well as lessons learned from this intervention for those in the future (2009). In 2006, 

the NYC health department amended the city Health Code to require chain restaurants to posting 

of calorie counts on menus, menu boards, and item tags. This new law experienced great 

backlash from the food industry. The New York State Restaurant Association (NYSRA) fought 

against the rule, and went as far as to sue twice in federal court.  They argued that the variation in 

preparation of food made calorie counts impractical and inaccurate, that calculating calorie 

content of all food was a costly process, and that it violated free speech rights (Farley 2009). 



Therefore, in January of 2008, a revised version of the initial amendment was implemented, with 

changes including permitting the posting of a range of calories for some items, allowing for 

variations in food preparation. This intervention showed promise in the health departments 

authority to override restaurant backlash, and also presented measures of success.  In surveys, the 

percentage of customers who took note of the calorie counts changed from 23 to 60% when a 

greater number of restaurants complied with the rule (Farley 2009). 

 However, just the act of consumers taking notice of the calorie counts will not fight the 

battle of obesity alone. Obesity has only recently become a priority in regards to the importance 

of health problems. In 2002, obesity and being overweight was rated as third in importance, 

trailing heart disease and cancer by quite a few points. Although this was a jump from it’s 4th 

place ranking at the end of 2001, it still shows that Americans are not overly concerned with 

obesity as a health epidemic.  It is also important to note that in the same survey, Americans did 

not even find obesity to be an important issue for government to address, alluding to the notion 

that Americans do not see obesity as something with a collective solution and may not be 

perceived it as a threat (Lecture 9/9/09). In addition, overeating is a self-regarding behavior. 

People may know which foods are unhealthy and the associated adverse health effects of eating 

them, but may not refrain from these activities (Gostin 2007).  Nonetheless, calorie-labeling can 

still be an effective intervention in mobilizing the community to fight this disease. Firstly, it is an 

intervention that has health benefits that can be appropriately measured through surveys or 

retrospective studies (Gostin 2007). Secondly, it utilizes the concept of demonizing industry, 

which is effective in mobilizing people to fight against industry influence (Kersh 2002).  



 Although the calorie-labeling mandate may not be the panacea to all of the afflictions 

related to obesity, it is a definite start. Instead of focusing on what other interventions may be 

effective, it is more worthy to study what determines a good public health intervention and how 

the current NYC mandate can expand to fit a better model. An effective intervention has the 

following characteristics: significant risk to be addressed based on scientific measurements, the 

intervention shows reasonable fit between means and ends, the economic costs and human rights 

burdens are reasonable when compared with the benefits, and the positive and negative effects 

are fairly distributed among those involved (Gostin 2007). Calorie-labeling addresses most of 

these factors with its low federal costs and the definite need of an intervention involving weight 

loss. However, more can be done to foster communal action.  Self-help interventions, such as 

encouraging patrons to use the available calorie information to track their dietary intake each day 

or offering government-sponsored Weight Watchers-type program, can offer a sense of 

community support.  In addition, alternative interventions can be used to supplement the calorie-

labeling, such as decreasing the subsidization of the production of red meat, plant oils, and dairy 

products, which are currently the three primary sources of fat in the typical American diet (Kersh 

2002). Another suggestion is re-thinking the staples of federal nutrition assistance programs, 

such as the National School Lunch Program, which include an excess of high fat dairy products 

rather than high fiber and high protein fruits and vegetables (Kersh 2002). A shift in food 

production, such as reducing salt, sugar, and saturated levels in processed foods is another 

example of a government intervention that would be effective, since it shifts responsibility from 

Americans and onto food industry (Yach et al 2003).  Altering marketing strategies is yet another 

intervention that could be partnered with calorie-labeling. The food industry spends billions of 



dollars a year just on advertising and promotion of food, including that found in restaurant 

chains.  By shifting emphasis from cheap, energy-dense food, marketing strategies should 

become focused on increasing the advertisement of healthy foods (McGinnis et al 2002).  

 Aside from the suggestions mentioned above, community-based health policies alone do 

deserve acclaim, albeit some limitations. There have been effective interventions, such as in the 

case of the Healthy People Initiative, which consistently shows improvements in population 

health that can be traced back to behavioral and social policies (McGinnis et al 2002). Recently, 

USA governments have produced more reports promoting population-based approaches to 

change health behaviors. It is a more effective strategy than price and tax measures, which would 

blatantly and unfairly ‘punish’ those of lower socioeconomic status (Yach et al 2003). More 

research on the relationship between health behaviors, adverse outcomes, and social and 

behavioral choices could further strengthen the effectiveness of community-based interventions.  

 A possible limitation of New York City’s calorie-labeling obesity intervention is that 

economically disadvantaged citizens may not receive the same amount of benefit as their 

wealthier counterparts.  Although all who decide to eat at chain restaurants or access nutrition in 

other forms will gain valuable knowledge that they would not obtain otherwise on the caloric 

content of popular foods, not everyone can use this knowledge to the extent that NYC health 

officials are hoping. Inner-city or poorer areas may not have easy access to healthy options. 

Therefore, even though they are aware of the adverse health effects of eating poorly, they may 

not have the voluntary choice and resources to do change their behavior.  Those that are at an 

economic disadvantage cannot afford the more expensive and better quality food, even if public 

health messages regarding diets are being understood (Gostin 2007). In addition, demonizing 



users and those who partake in unhealthy behaviors has been used as an intervention tactic in the 

past, mostly regarding alcohol and tobacco. This, again, usually falls on the poor and 

underprivileged (Kersh 2002). However, there are ways to overcome this limitation. Organizing 

the community around health issues that effect them in a worse way then the rest of the 

population can stimulate support and an infrastructure for change in poor and immigrant 

neighborhoods (Morone and Kilbreth 2003).  

 The 2008 amendment to New York City’s Health Code is a good start to future 

interventions regarding obesity. Although it has limitations in that it doesn’t change the fact that 

lower-income citizens cannot afford healthy food, even if they understand the harm associated 

with eating poorly, this intervention is one that create awareness among people about the 

nutritional content of their food. In turn, this can stimulate more government action involving 

marketing strategies and the development of healthier ways to produce food, which, in 

partnership with a more knowledgeable population, can generate better food decisions by those 

in the community. 
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