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Abstract 
Improving individuals’ culinary capabilities may improve their biological function, thus improving their 

wellbeing and preventing costly complications of obesity.  Low-income individuals are likely to have less 

confidence in their cooking skills and thus have less demand for fresh fruits and vegetables available at 

farmers’ markets. Recipients of government benefits often need nutrition and food preparation learning 

opportunities.  Since food manufacturers will not pay for such education, it needs to be considered a 

public good by policymakers.  Data on EBT transactions at Minnesota farmers’ markets in 2011 showed 

that more than half of users only visited a farmers’ market once, and a survey of EBT users at these 

markets showed that obese respondents were more likely not to have visited the market before. 

Keywords: farmers’ markets, SNAP (food stamps), culinary skills, nutrition education, wellbeing 
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Part One: The Policy Context 

Truly helping an obese individual to lose weight can prevent future costly medical complications, 

and there is no doubt that helping the next generation avoid becoming obese is in the best interest of 

our nation’s health care budget.  However, obesity prevention is not an easy task.  Because obese 

individuals often face a multitude of obstacles, access to healthy food and more food income may not 

be enough.   It is not lack of access or lack of income that necessarily leads to obesity.  Instead, a lack of 

self-management skills may be at the root—contributing to the obesity and to the lack of income.  Self-

management entails the motivational and self-regulatory skills that make behavior change possible, 

from monitoring one’s own behavior, to setting goals, creating rewards, and seeking out social support 

(Ayers, 2007).   

It is important to measure wellbeing in terms of capability (e.g., self-management skills) instead 

of income (Sen, 1985).  Whether someone is able to cook something nutritious can affect the way their 

body functions.  A person who has the ability to transform farmers’ market produce into a delicious, 

healthy salad, or stir-fry, or smoothie, despite the many obstacles to doing so and all the pressures of 

life, is a person with capability.  Their body is likely to function better, with less obesity, cardiovascular 

disease, hypertension, diabetes, and cancer.  Measuring capability is different than measuring income 

dollars or health outcomes.   

“Food literacy” is an emerging term for this type of capability, for “the food skills and knowledge 

needed to make use of public health nutrition messages” (Vidgen and Gallegos, 2010, p. 2).  While the 

concept of food literacy is still poorly understood, culinary professionals, like chefs, are actually quite 

good at measuring culinary ability.  When people with culinary skills can coach other people as they 

cook, it is an effective, individualized approach to learning in a real-world setting.  As they observe a 

group of people cooking, the expert can see when something is going wrong and intervene.  They can 

help that individual learn what they need to know.  Professionals can easily measure a person’s food 
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preparation capabilities.  When nutritious foods are the focus, such learning opportunities can help 

individuals develop self-efficacy beliefs and cooking capability (Bandura, 1997) that can lead to their 

bodies functioning better. 

This paper focuses on policies that help SNAP benefits recipients shop at farmers’ markets, 

through adoption of new technology at the market to swipe EBT cards, incentive programs that match 

dollars spent at the market, and especially nutrition education opportunities that help build capability to 

cook with the produce available at the market.  This paper suggests that policies should create more 

opportunities for culinary nutrition learning, which will build self-management skills.  Many programs 

across the country have helped low income people have better access to farmers’ markets and have 

provided them with more money for food as well (Briggs, 2010).  These programs must be affirmed 

because building self-efficacy is pretty pointless if EBT technology doesn’t exist at the market or markets 

have never been promoted to SNAP customers through such incentives. Incentives are meaningful and 

useful, but they are incomplete because they may not serve the portion of the adult population that is 

not capable of making delicious, healthy meals from farmers' market foods.  This capability requires 

cooking and shopping skills, self-regulatory skills, and self-efficacy beliefs. People without the capability 

to make delicious, healthy meals from farmers' market foods may be less likely to be motivated to 

overcome the other barriers to shopping at farmers' markets such as inconvenient hours, inconsistent 

selection, or transportation issues.  An individual who builds such cooking and nutrition capability will 

likely be more persistent in overcoming other barriers in order to obtain the foods at the farmers’ 

market, and their bodies will function better as they take in fewer processed foods high in solid fats and 

added sugars. 

While it is hard enough to set up EBT card readers and dollar-matching programs at farmers’ 

markets, the price incentives are a temporary approach to get people to go to the market and have a 

good experience.  These efforts should be followed by (or partnered with) educational programs offered 
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by farmers’ markets or Extension to actually help individuals build food preparation capability in a way 

that will change their lives. As a community nutrition educator with University of Minnesota Extension, I 

meet people who need to build capability.  I teach people who have never tasted a fresh peach, or who 

don’t know there is a difference between field corn and sweet corn, or who like to buy pre-made salads 

and would never consider making their own.  My participants challenge the thrifty food plan I teach, 

saying that the costs of their sons’ frozen pizzas alone will eat up the entire budget I say can feed the 

household.  When we cook, my participants have sometimes never seen basic ingredients such as 

oatmeal from a canister. The level of self-management skills I observe in my participants varies.  Some 

show resistance to learning and to new techniques; they don’t want to change and they don’t seem 

confident in their own ability to change.  These are the people policies should target, not the people 

with low income. 

Creating engaging, hands-on culinary learning opportunities for people who need them is a 

different approach than giving low-income people money or making it easier for them to use their EBT 

card for fresh produce.  It is a matter of what determines who gets help—people with low incomes or 

people who lack food preparation skills—and what kinds of help they get—financial help or learning 

opportunities.  Monetary benefits like Supplemental Nutrition Assistance Program benefits (SNAP, 

formerly food stamps) are distributed on the basis of income, but having a low income is different than 

lacking food preparation skills.  People with a low income may not need to learn food preparation skills, 

although they are more likely than people of higher socioeconomic status to lack confidence in their 

culinary abilities.  If lack of self-management skills is at the root of both low income and low food 

preparation skills, then building self-management skills may actually change lives.  A policy that gives 

money will help those who already have food-preparation skills the most: it will tend to subsidize the 

use of farmers’ markets among those who were most likely to regularly shop there anyway.  Such 

policies will have limited effect on the wellbeing of low-income people without food-preparation 
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capability.  Incentive programs can get people without culinary skills to come to the market once, but 

there must be a learning opportunity in their lives to make them likely to return again and again.  If they 

do not know how to use kohlrabi, eggplant, and leeks, they are unlikely to buy them.  A policy that 

subsidizes but doesn’t help build capability is only a first step.  Wellbeing is more than higher incomes 

and socioeconomic status, so policies must not only give people needed monetary benefits but also help 

them simultaneously increase their food-preparation capability. 

Section 1.  Obesity Prevention is a Public Good 

Section 1.1 WELLBEING, CAPABILITY, FUNCTIONING  
Some Americans live at the intersection of two circumstances that profoundly affect their 

wellbeing.  These persons live with having 1) a body measurement index (BMI) in the obese range and 2) 

an income low enough to qualify for government benefits, which are disbursed on an electronic benefit 

transfer card (EBT card).   The standard of living of such persons could be measured many ways, by some 

measure of subjective utility (defined as pleasure, fulfillment of desires, or as choice) or objective 

possession of commodities and income (Sen, 1985).  There is clearly a difference between being “well 

off” and being “well,” that is to say, between having a high income and having a healthy body.  “While 

wellbeing is related to being well off, they are not the same and may possibly diverge a great deal” (Sen, 

1985, p. 21).  While it may be difficult in many cases for a low-income American to afford healthy foods 

for a healthy body, it is not the case that more well-off Americans do in fact consume healthier foods or 

have healthier bodies.  Over the last two decades, adult obesity rates increased for at all income levels, 

as the following figure illustrates (Ogden, 2010, p. 4).   
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Ultimately, the approach taken by Amartya Sen (consistent with the theories of Karl Marx and Adam 

Smith) is to measure wellbeing and standard of living not in terms of income but in terms of capability 

and functioning (Sen, 1985).  In this approach, commodities and opulence are seen as a means to an 

end; in other words, income is an aid to achieving a certain living condition.  A person with the necessary 

capability achieves the desirable level of functioning. 

 Capability is being able to exercise personal agency to do something, having the ability to 

perform tasks which increase wellbeing despite obstacles.  While grocery shopping, for example, having 

the patience to confidently deal with a toddler’s temper tantrum is a capability.  Being able to deal with 

the situation is a capability, whatever form of discipline or bribery is used.  Capability is measured under 

real-world conditions with unexpected adverse events.  Therefore, being able to perform the tasks of 

purchasing and preparing reasonably healthy foods most of the time, despite the barrier of having a 

low-income, plus all the other day-to-day challenges of life and parenting, takes capability.  The level of 

capability determines whether an event not under one’s control—whether as big as losing a job or as 

simple as missing a bus—derails one’s plans to eat a healthy variety of vegetables for dinner.  It takes 

creativity and ingenuity to deal with adverse conditions and stay on track or get back on track.   A phone 

call from a collector or bad news from a doctor can feel overwhelming after a long day.  In real life, 
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chopping carrots and onions for a healthy stir fry is simply not the easy choice when there are so many 

fast food and convenience food alternatives. 

The preceding paragraph makes clear that people have some measure of control over the 

quality of their health, depending on how they deal with their circumstances.  According to social 

cognitive theory, there are three basic components of personal change: the adoption of a healthy 

behavior, the generalization of this behavior to different circumstances, and the maintenance of this 

behavior over time (Bandura, 1997).  Adopting a healthy behavior might be learning how to make a stir 

fry instead of frozen pizza.  Generalizing it would be figuring out how to substitute different vegetables 

in the stir fry at the end of the month when food money runs out, or figuring out how to prepare and 

freeze batches of brown rice to serve with the stir-fry ahead of time to decrease preparation time, or 

any other trick or adaptation that makes the behavior feasible in real life.  Having the capability to 

maintain this behavior, in this case, would have the benefits of increasing vegetable consumption. 

Social cognitive theory also describes how these components of personal change are affected by 

self-efficacy beliefs (Bandura, 1997).  Self-efficacy is one’s belief that one can adopt a new behavior, 

generalize it, and maintain it.  Not only each of these three processes, but all of household management 

capability, entails belief.  People have to cope with the prospect of unexpected adverse events, and also 

unexpected favorable events.  Efficacy beliefs vary.  “The perceived personal efficacy of different 

individuals may be limited to simple task demands, extend to moderately difficult demands, or include 

the most taxing performance demands within a particular domain of functioning” (Bandura, 1997, p. 

42).  Someone with weaker beliefs may be discouraged by one negative experience, while someone with 

tenacious beliefs in their own capability may persevere regardless of innumerable negative experiences 

and obstacles (Bandura, 1997).  That determination to change, that courage to do the things one can do, 

is a measure of the strength of efficacy beliefs.  Self-management capability is not new; it is common to 

all human beings.  It is relevant to how people today learn and cope with having obesity and diabetes or 
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the challenges of having a child with one of these conditions.  Social learning opportunities are relevant 

in these situations.  People make social comparisons.  People learn from one another. 

Farmers’ markets can provide social learning opportunities where those who don’t have the 

capability to derive much benefit from the foods sold in those markets observe and interact with those 

who do.  Social learning opportunities allow people to see how others have dealt with adverse real-

world conditions.  Without such examples, people’s self-efficacy beliefs weaken in the face of stressful 

and taxing prospective situations.  By providing a setting for informal and formal interactions where 

people learn from each other, farmers’ markets can add value as a public good.    A person who feeds 

their family not just an occasional frozen pizza, but a steady diet of frozen pizzas, can benefit by being 

around and learning from people with high competence in preparing fresh fruits and vegetables.  Public 

and privately-funded culinary nutrition programs where those with the capabilities are willing to coach 

new learners can make the capability feel attainable.  As learners receive coaching and instruction, and 

have first-hand experiences, learners attain higher self-efficacy beliefs.  Social cognitive theory calls this 

“guided mastery.”  Gaining competence—not just knowledge, but an experience, a reality—leads to 

higher self-efficacy beliefs.  A teacher who faces similar challenges they themselves face and overcomes 

them by tenacious effort is inspiring.  Mastery learning experiences entail modeling and observational 

learning (Bandura, 1997). When a person can perform the behaviors necessary to adopt, generalize, and 

maintain a healthy habit, he or she has capability.   

Preventing obesity is an issue of human development.  People need help developing the skills to 

buy, grow, cook, and enjoy eating healthy food.  Individuals who have developed these skills from being 

around competent, inspiring people will have more capability.  They will be internally motivated to set 

and work towards better goals for themselves.  People need to know the alternatives to their current 

choices, see the results from someone they trust, experience these skills, and gain more belief in their 
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own self-efficacy.  People can become obese not just because they are making unhealthy choices, but 

because they don’t know how to make a better choice.   

Functioning relates to how a person's body operates in terms of health and wellbeing.    For 

example, when a person has healthy organs, their body is functioning normally and the organs are 

contributing to wellbeing.  Their body functions better than a person with insulin resistance, whose 

muscles and liver are operating improperly by not responding to the levels of insulin in the body.  In 

cases of insulin resistance, the pancreas must work harder, producing even more insulin to get the 

muscles and liver to respond and lower blood glucose levels.  In this situation, eventually the pancreas 

will wear out, and diabetes will occur (Cohen, 2006).  Cardiovascular dysfunction is another example of 

impaired functioning.   

People who are overweight or obese are at higher risk for many other diseases, such as the 

metabolic syndrome, hypertension, cancer, and stroke.  Obesity is commonly defined by body mass 

index (calculated by height and weight).  Those with a BMI over 25 but under 30 are in the overweight 

category, and those with a BMI over 30 are in the obese category.  There are some limitations to body 

mass index as a definition of obesity—for instance, body-builders and athletes may have more pounds 

of muscle and thus a higher BMI.  Further, the location of the fat on the body also makes a difference in 

calculating disease risk.  Those who are "apple" shaped carry visceral fat in a round abdomen and have a 

higher waist circumference.  They are actually at higher risk for type II diabetes, cardiovascular disease, 

and hypertension than those who are "pear" shaped.  Those who are "pear" shaped carry subcutaneous 

fat at the hips. Overweight men and women (BMI of 25 to 29.9) are all at “Increased” disease risk, but if 

they are overweight with a waist measuring over 40 inches for a man, or over 35 inches for a woman, 

they go from "Increased" to "High" disease risk.  Men and women who are obese (BMI of 30 or more) 

are already at "High" risk, and having a high waist circumference moves them to "Very High" risk 

(National Heart Lung and Blood Institute, 2012). 
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Functioning is at risk because, in the apple shape, fat surrounds abdominal organs.  Fat cells, or 

adipocytes, in this location are called visceral fat.  Visceral fat, like all adipose tissue, releases adipokines 

which act like hormones and are essential to weight maintenance.  Leptin, adiponectin, tumor necrosis 

factor-alpha and interleukin-6 are adipokines.  Having additional visceral fat disturbs the regular balance 

of leptin (which decreases appetite) and adiponectin (which is thought to prevent insulin resistance). 

 Visceral fat also produces tumor necrosis factor-alpha and interleukin-6, two adipokines that contribute 

to insulin resistance (Simpson, 2008).  Insulin resistance leads to the diseases mentioned above, such as 

diabetes and heart disease.  Insulin resistance means that muscles don't listen when insulin says to take 

in sugar from the blood—resulting in higher blood sugar levels.  Insulin resistance can also mean that 

the liver doesn't listen when insulin says to stop producing sugar—and this extra glucose from the liver 

also leads to higher blood sugar levels (Harvard Women’s Health Watch, 2006).   

Impaired functioning associated with obesity can be a result of poor diet, lack of exercise, or a 

combination of factors, including genetics.  For people for whom poor diet is a contributing cause of 

obesity, improving culinary skills is a way to prevent or treat obesity and the impaired functioning 

described in the preceding paragraphs.  In general, putting money in the hands of people who lack 

capabilities can have little effect on long-term functioning: lottery winners who lack money-

management capabilities can squander their newfound wealth.  Without culinary capabilities, people 

may make less healthy food choices with their SNAP dollars.  Money alone may not change the impaired 

bodily functions and diseases involving visceral fat, adipokines, insulin resistance, metabolic syndrome, 

hypertension, cancer, and stroke.  However, helping people gain capability—not just dollars—can 

improve functioning, thus improving wellbeing and quality of life and leading to lower health-care costs.   

Functioning is the essence of wellbeing.  Money is only a proxy for wellbeing.  Usually people 

with more money do have more capability and better functioning for many dimensions of life.  

Specifically, being able to earn more money may be a result of having more functioning and capability 
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with respect to activities that add value in marketplaces, whether superior skill in labor markets or 

innovativeness as an entrepreneur (Hayek, 1945).  Being high-functioning in the workplace may be 

associated with being high-functioning in healthy meal procurement or preparation, and thus, people of 

higher incomes may be less likely to be obese.  A person’s income level cannot really show whether they 

know how to cook or how well their body is functioning, though.  Complicating matters still further, men 

and women at all income levels have become more likely to be obese over the last few decades. 

Section 1.2 OBESOGENIC ENVIRONMENTS, OBESITY EPIDEMIC  
Several societal changes have contributed to the complex problem of increased prevalence of 

obesity: “decreased physical activity related to greater mechanization at work and home; increased 

availability of low-cost, palatable foods; higher energy intake due to larger portion sizes; and the 

increased consumption of energy-dense foods” (Weiner, 2010, p. 1107) among other factors.   The 

sociocultural environment has become more obesogenic.  Technological advances have made it possible 

for jobs and leisure to be less physically active (Gardner, 2000).  More households are headed by two 

working parents or a working single parent.  Since they are working, many people do not have the time 

to cook meals.  Even if they were not busy working, many people do not have the skills to cook a meal 

from basic ingredients (Chopra, 2004).  Statistics show that fewer meals are eaten at home.  In 1998, 

only 38 percent of meals consumed in America were “homemade” (Gardner, 2000, p. 16).  Snacking 

between meals is now the norm.  While 33 percent of Americans ate “three square meals” (breakfast, 

lunch, and dinner, and no snacks) in 1985, only 24 percent did so in 1996 (Gardner, 2000, p. 16).  The 

majority of Americans, 88 percent, now snack at least once a day (Frazao, 2005).  More processed and 

more energy dense (high-calorie) food has become available.  High-sugar, high-fat food has become 

more convenient.  There are more than 170,000 fast food restaurants and 3 million soda pop vending 

machines (Chopra, 2004).  Finally, another aspect of the obesogenic environment is that the food 

industry spends enormous amounts on advertising.  For instance, sugary beverages are advertised to 
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children, with the result that childhood consumption of sugar-sweetened beverages surpassed milk in 

the mid-1990s (Brownell, 2009).   

Globalization—a concentrated and global food industry—contributes to poor diet.   Food is 

provided by these consolidated transnational corporations that advertise heavily.  McDonald’s and 

Coca-Cola are among the top 10 spenders on advertising among all companies worldwide.  The food 

industry spends more than any other industry—$30 billion (Chopra, 2004).  Fast foods are responsible 

for more than a third of food industry advertising spending (Gardner, 2000).  Since the food market is 

saturated with excess supply (more calories than are needed), advertising is one way corporations 

attempt to increase consumption in order to make a profit.  Other ways corporations have driven 

consumption are through increased portion sizes and inducements to buy more.  Corporations also 

attempt to make a profit by substituting cheaper intermediate ingredients, such as margarine instead of 

butter, and now add many sweeteners, salt, fats, and oils to foods.  Finally, large multinationals drive 

the spread of supermarkets which make prepackaged energy-dense food more widely available (Chopra, 

2004). 

People in the United States have become more obese and less healthy.   Excess consumption of 

unhealthful foods leads to obesity.  Decreasing physical activity leads to obesity.  Obesity rates have 

risen rapidly since the 1980s.  The prevalence of obesity has increased at all income and education 

levels.  In 2010, 33.8 percent of adults and 17 percent of children were obese in the U.S., and projections 

predict 2.3 billion will be overweight and 700 million obese by 2015 worldwide (Just, 2009).  Childhood 

obesity entails immediate and future health risks. Obesity leads to chronic disease. Chronic disease leads 

to premature death. Obesity-related chronic diseases like heart disease, stroke, diabetes, and cancer are 

leading causes of death.  As a result, it has been said that obesity “kills more people than drugs, alcohol, 

guns, AIDS, pollution and car accidents combined” (Lytle, 2004).  The Centers for Disease Control 

reported in 2004 that obesity-related deaths were growing at a faster rate than tobacco deaths—
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although it can be difficult to determine how many deaths were due to “poor diet and physical 

inactivity” (Marshall, 2004, p. 804).  Together, modifiable behaviors (tobacco, overeating, alcohol) cause 

about a third of deaths in the United States (Loewenstein, 2007).  Clearly, both tobacco use and obesity 

represent preventable causes of death, but clinical treatment strategies focused on the individual have 

been ineffective (Chopra, 2004). For example, after one year, about half of patients stop taking 

cholesterol-lowering medications (Loewenstein, 2007).  Low-income people are disproportionately 

affected by diet-related diseases, which give a social equity grounds for public intervention. 

Section 1.3 NON-EXCLUDABLE/NON-RIVAL GOODS, EXTERNALITIES, & INFORMATION 
ASYMMETRIES 

Public policy makers suggest public intervention to change eating habits that contribute to 

obesity.  To counter objections against public intervention in supposedly “personal” habits, it is 

important to show why obesity prevention is a public good.  Both obesity prevention in general, and 

nutrition education in particular, are public goods.  Public goods are defined as non-excludable, non-rival 

goods, and the provision of these goods is characterized by information asymmetries and externalities 

when left to the marketplace.  In other words, public goods are goods or services that are not allocated 

well by private markets.   

Public goods, such as obesity prevention, are non-excludable and non-rival.  Non-excludable 

goods are ones which benefit everyone, no matter who pays for them—no one can be excluded from 

the benefits of a healthier, less obese society.  Benefits might include lower health care costs, greater 

availability of healthy choices, social reinforcement of healthy choices, or a more efficient and 

productive workforce.  If the government does not provide public goods, the market may not provide a 

desirable amount or any of the good at all.  This is because if no one can be excluded from enjoying the 

good, even if they don’t pay for it, they may not pay anything for it.  Where collective willingness to pay 

is zero, supply will also be zero.  Non-rival goods are ones that are not diminished by the number of 
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people benefitting from them—this is the case if no one’s participation in a healthier society competes 

with, or rivals, another’s ability to also be healthy.  Note, non-excludability and non-rivalry refer to the 

public good aspect of a good or service.  Even though improving the health of two less-healthy 

individuals, such as Person A and Person B, may be a non-rival public good, improving Person A’s 

personal health can be rival with improving Person B’s personal health.  In other words, middle class 

Person A could have a higher co-pay that could be applied to provide increased coverage for Person B.  

The benefits of improving B’s health to Persons C and D may be non-rival.   If improved health for Person 

B results in increased demand for productivity-enhancing competence, both Persons C and D can benefit 

from a more efficient, faster growing economy.  Person C’s benefits are not at the expense of Person D’s 

benefits.  

Returning to the concepts of capability and functioning, people can be differentiated into those 

with higher healthy food preparation capability and those with lower healthy food preparation 

capability.  Building capability is a service not performed well by private markets.  It can be considered a 

public good to improve an individual’s food preparation capability through nutrition education.  Left 

alone, the food market does not provide such services or differentially serve those in the lower 

capability category.  The capability approach to obesity prevention entails helping people who lack 

capabilities—who not only lack healthy food preparation capabilities but also often lack other life 

management capabilities or learning capabilities—to gain capability.  The food market does not take 

people’s well-being into account or provide social learning opportunities where junk-food eaters can 

gain culinary skills from healthy eaters.  Food markets instead exploit people’s tastes for sugar, fat, and 

salt, and use advertising and packaging to sell as much as possible.   If culinary nutrition education 

opportunities are limited, improving Person A’s health could again be rival with Person B.  Supposing 

only Person B receives the education, the benefits from improving B’s health may still be non-rival 

between Persons C and D.  If improved culinary nutrition capability for Person B results in Person B 
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having fewer chronic diseases requiring Medicaid-funded treatments, both Persons C and D benefit from 

the decreased burden on public health care costs. 

The factors of non-excludability and non-rivalry establish that obesity is a public health problem, 

and obesity prevention is a public good.  In addition, public goods are often associated with 

externalities.  When patients are on Medicare, Medicaid, or other public health care assistance, their 

higher health care costs are borne by the public.  This is an example of a negative externality.  There are 

two kinds of externalities, positive externalities and negative externalities.  For any use of resources, 

positive externalities are benefits which can go to people who did not pay for them.  Negative 

externalities are costs that go to people who did not agree to them.  While obesity reduces an 

individual’s functioning in many ways, its costs do not just affect the individual. Obesity is associated 

with “cardiovascular disease (CVD), diabetes, hypertension, hyperlipidemia, asthma, osteoarthritis, and 

breast, prostate, and pancreatic cancers [which contribute to] premature death, disability, and reduced 

quality of life” (Weiner, 2010, p. 1107).  This does not just affect the individual.  When the public bears 

higher health care costs of a person whose functioning has been impaired by obesity, this is a negative 

externality.  

An externality is a cost to parties not directly involved in a transaction.  Unhealthful diets 

contribute to chronic disease.  Chronic disease leads to frequent use of the health care system.  

Frequent doctor visits, hospital stays, treatments, and more prescription drugs lead to high and 

increasing health costs. To focus on the long-term implications of just one such obesity-related co-

morbidity, diabetes is a major cause of medical complications.  It can lead to blindness, kidney failure, 

amputation, and heart disease, as well as cancer and Alzheimer’s.  Diabetes more than doubles an 

individual’s health care costs, and non-medical implications include higher dropout rates, higher 

unemployment, and lower wages for young adults with diabetes (Fletcher, 2012).  Diet drugs and weight 

loss programs are an additional cost of obesity.  These are all costs to the obese individual.  An 
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externality is a cost to parties not directly involved in a transaction.  The many externalities associated 

with obesity include medical costs borne by taxpayers, decreased work productivity, health-related 

absences, generational cycles, the social spread of obesity, children’s poorer school performance, 

reduced fitness of military recruits,  the opportunity cost of money spent on health care that cannot be 

used to address other social problems, and psychological costs.  Obesity has economic, interpersonal, 

and psychosocial effects.   

Health Care Costs 

Obesity has economic costs to health care and future generations.  Medical costs associated 

with obesity grew from $78.5 billion in 1998 to an estimated $147 billion in 2008.  These are serious 

costs, and roughly half was financed by Medicare and Medicaid, at taxpayers’ expense (Finkelstein, 

2009).  According to the Congressional Budget Office (CBO) (2010), a higher percentage of the United 

States population is overweight or obese now than in the past.  People who are overweight or obese are 

more likely to develop chronic diseases, such as coronary heart disease, diabetes, and hypertension.  At 

the same time as the percentage of obese individuals has increased, technological advances have 

offered new, costly treatments for these conditions.  These obesity-related illnesses affect health care 

spending, including spending by public and private insurers and out-of-pocket spending by individuals.  

In 2007, spending per capita for obese adults was 38 percent more than for adults of normal weight with 

a BMI under 25.   

Decreased Workplace Productivity and Increased Absenteeism 

In addition to health care costs, obesity lowers workplace productivity.  This is a negative 

externality because the costs go to people who did not agree to them.  In this case, the costs of health-

related limitations at work can extend beyond the obese employee to the employer.  Gates, Succop, 

Brehm, Gillespie, and Sommers (2008) randomly selected 341 manufacturing employees, assessed their 

productivity on four dimensions, and then analyzed the relationship between productivity and body 
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mass index (BMI).  A BMI over 35 was considered “moderately or extremely” obese by the researchers 

(Gates, et al. 2008, p. 39). (Typically, only a BMI over 40 is recognized as morbid or extreme obesity).  

Workers with a BMI of 35 or higher needed more time to complete tasks and had more limitations in 

their ability to meet the physical requirements of a job.  Compared to other employees, these workers 

had 4.2% lower productivity—in other words, annual health-related loss in productivity of $506 per 

extremely obese worker (Gates, et al. 2008).  Mildly obese workers did not experience as great loss in 

productivity: there was a threshold effect where extremely or moderately obese workers had 

significantly bigger health-related losses in productivity.  A similar study by Pronk, Martinson, Kessler, 

Beck, Simon, and Wang (2004) randomly selected 683 workers and measured productivity by number of 

work loss days, quantity and quality of work performance, interpersonal relationships and other factors.  

Pronk, et al. found that obese workers had “more difficulty in getting along with coworkers” (p. 19) and 

that severely obese workers had a higher number of work loss days.  Thus, obesity impacts employee 

work performance.  Obesity also results in increased absenteeism, health-related absences and long-

term sick leave. 

Generational and Social Spread of Obesity 

Children learn poor eating habits from their parents so these disadvantages are handed down 

from generation to generation. Obesity decreases not only the functioning of people who are obese, but 

also affects their children and close friends who are influenced to cook and eat similar kinds of foods.   

Since genetic heritability of obesity has been estimated at only 11 percent, the spread of obesity must 

also depend on the family environment and parental example (Hartz, 1977).  This affects not only 

childhood obesity but also adult obesity.  For a child under 10, the fact is that “parental obesity more 

than doubles the risk of adult obesity” (Whitaker, 1997, p. 869). 

Children may become obese as a result of choices their parents make.  This is an example of a 

negative externality in the sense that children are paying the costs for parents’ choices about the 
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household environment.  Several important contributors to childhood obesity, such as food intake, 

physical activity, and television viewing, are affected by parental choices.  Parents’ food selections 

impact children’s food intake.  What foods parents make available in the home depends on many 

interacting factors, including income and time (e.g., time is limited in single-parent or dual-worker 

households).  Parents’ involvement in extracurricular activities impacts physical activity.  What activities 

parents make available to their children (e.g., team sports) may, like food, depend on income and time.  

Also, parents presumably are responsible for monitoring their children’s television viewing.  If parents 

for whatever reason stock the house with prepared foods that are high in sugar, fat, and salt and do not 

purchase vegetables, and if parents for whatever reason do not arrange physical activities and do not 

limit physically inactive “screen time,” those choices can have an externality on their children, who pay 

the cost in obesity (Gable, 2000). It is a negative externality when an obese parent’s parental example 

causes children to bear costs as a result of following that example.  

Obesity can also spread between friends: “the weight gain in one person might influence the 

weight gain in others” (Christakis, 2007, p. 371).  Since “obesity appears to spread through social ties” 

(Christakis, 2007, p. 370), there is a negative externality (a cost that goes to people who did not agree to 

it).   In this case, the costs are weight gain and all its related health consequences.  Other people are 

negatively affected when an individual becomes obese.  The Framingham Heart Study found persons “in 

closer, mutual friendships have more of an effect on each other than persons in other types of 

friendships” (Christakis, 2007, p. 376) For the study, friends were identified by names self-reported by 

individuals enrolled in the Framingham Heart Study.  When someone who an individual identified as a 

friend became obese, that raised an individual’s chance of becoming obese by 57%.  In cases of mutual 

friendship where both individuals identified each other as friends, the increased risk of obesity was 

171%.  The risk was much lower between spouses and friends or siblings of the opposite sex (Christakis, 

2007).   
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People’s connectedness influences their norms and behaviors that in turn influence their health.  

The authors wrote that an individual may observe that a friend “gains weight and then may accept 

weight gain in himself” (Christakis, 2007, p. 378).  A negative externality exists when having an obese 

friend changes a person’s “perception of the social norms regarding the acceptability of obesity,” 

making that person more likely to become obese (Christakis, 2007, p. 377).  Both bad behaviors (leading 

to obesity) and good behaviors (preventing obesity) may be spread through social ties.  “People are 

connected, and so their health is connected…This highlights the necessity of approaching obesity not 

only as a clinical problem but also as a public health problem” (Christakis, 2007, p. 378). 

Other Costs 

Obesity also results in poorer school performance among children.  It is a national security issue 

because of reduced fitness of military recruits.   There are also opportunity costs, because money spent 

to reverse the damage of unhealthy food and obesity cannot be used to address other social problems.  

Finally, there are psychological costs, the immeasurable costs of social exclusion (Brownell, 2009). 

The economist Ronald Coase wrote about solutions to externalities; where transaction costs are 

low, parties will reach an efficient outcome.  If Person B has complications from diabetes requiring 

kidney dialysis, but was able to pay for the chronic disease costs without public Medicaid tax dollars, or 

was able to later repay Persons C and D, that would be an efficient outcome.  Instead, when some 

people receive services they do not pay for, the quantity (of health care services, in this case) provided 

will be inefficiently low.  If transaction costs are complex and costly, the Coase theorem does not hold.  

As another example, in cases where Persons C or D bear additional costs that are not included in market 

prices, these costs can be given market prices in order to remedy the inefficiencies associated with 

externalities.  This will not work if property rights cannot be vested in one party or the other.  Thus, in 

some cases, externalities can provide a justification for government, rather than private markets, to 

provide a good.   
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We all benefit from obese persons, on their way to chronic diseases and kidney failure, 

developing more capabilities. It is a public good to prevent or counteract obesity and to improve the 

functioning of persons who are obese and are at risk for chronic disease.    Government should provide 

education and incentives to help people have a healthy weight.  People need to learn skills and 

knowledge, to gain capabilities, that lead them to enjoy eating better and being more active.  People 

may gain these skills through role models or schools, but the fact that obesity rates have doubled in the 

last several decades shows that the private market may not provide enough of these kinds of education.  

Policies that address obesity are meant to improve upon the way the private market works in order to 

provide more of these types of skills and knowledge. 

An important reason for policy intervention is that the price of unhealthy food contributes to 

the rise in obesity, and food prices have information asymmetries as well as externalities. Sugar-

sweetened beverages have become increasingly affordable (Brownell, 2009).  Fresh fruits and 

vegetables are decreasing in affordability, as can be seen by looking at price index data from the Bureau 

of Labor Statistics. Parity between fresh fruit and vegetable prices and carbonated drink prices in the 

1970s gave way to the current situation, where fresh fruits and vegetables are relatively twice as 

expensive as carbonated drinks (Brownell, 2009).  Unhealthy food has information asymmetries due to 

advertising when marketers make misleading health claims.  Marketing techniques exploit cognitive 

vulnerabilities of children (Brownell, 2009).  Children are often unaware of the differences between 

reality and make-believe or between a television program and an advertisement.  While sugar-

sweetened “fruit” drinks that don’t contain any actual fruit juice may seem to be a low-price beverage 

that children like, the true price is hidden.  The true price involves the cost of dentist visits for cavities or 

even the cost of treating diet-related chronic diseases at an earlier age.  Receiving sugary “fruit” 

beverages instead of whole fruits contributes to the American trend of being over-fed and under-

nourished. 
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Obesity has significant costs, and preventing obesity-related co-morbidities is a public good with 

non-excludable, non-rival benefits.  When individuals lack food preparation capability, the current food 

market is a source of many externalities and information asymmetries.  Thus, there is a basis for public 

intervention.  Public policies that decrease the cost of healthy food are a public good. As Dr. Kelly 

Brownell, a Yale University professor and opponent of sugary beverages said, “Though no single 

intervention will solve the obesity problem, that is hardly a reason to take no action” (Brownell, 2009, 

1806). 

Section 2. Determinants of Demand for Healthy Meals from Farmers’ Market 
Foods 

2.1 FOOD PREPARATION SKILLS & INCOME  
Within the adult population, a conceptual distinction can be made based on capability: some 

people are highly capable of making delicious, healthy meals from farmers' market foods and some 

people lack this capability. As described in section one, people without the capability to create healthy 

meals from farmers’ market foods do not function as well: their bodies take in more processed foods 

high in solid fats and added sugars, and they have reduced digestive, cardiovascular, and immune 

system function if they develop diabetes or other chronic conditions. People with capability function 

better: their bodies take in healthier foods and have better digestive, cardiovascular, and immune 

system function. If capability is linked to income, this can explain why obesity can be affecting some low-

income groups more than the average while at the same time all income groups are affected by the 

obesity epidemic. 

Winkler (2008) used a socioecological framework to better understand how low-income 

persons’ purchases of fruits and vegetables in Australia were influenced not only by their environment 

(food access issues) but also by their confidence to cook (self-efficacy issues).  Socioeconomic status was 

measured by education and occupation as well as household income.  The survey asked about 
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confidence for preparing each of 21 vegetables (broccoli, cabbage, squash, potatoes, eggplant, etc.) plus 

for 10 specific techniques (boiling, steaming, roasting, stir frying, microwaving, etc.).  The study found 

that “respondents with low education and low household income had significantly lower confidence to 

cook than their higher socioeconomic counterparts” (Winkler, 2008, p. IV).  Lack of confidence to cook is 

especially challenging for low-income individuals because they don’t have the money to buy healthy 

convenience foods (Winkler, 2008).  “Substantially fewer vegetables were purchased regularly in 

households where the person doing most of the cooking had less confidence to prepare vegetables, or 

to use a variety of cooking techniques” (Winkler, 2008, p. 186).  If lack of confidence to cook among 

individuals of low socio-economic status may contribute to their lower consumption of fruits and 

vegetables then it may also impact, in turn, their likelihood of being obese and developing chronic 

diseases. 

 A British survey (Lang, Caraher, Dixon, and Carr-Hill, 1999) also found differences in confidence 

to cook correlated with socioeconomic status.  While people generally said they were confident in their 

ability to cook, confidence when asked about particular techniques (steaming, poaching, and stir frying 

especially) was lower.  People with higher education reported more confidence in all cooking techniques 

except in using a deep fat fryer (Lang et al., 1999).  In contrast with the findings regarding education, 

regarding income, the authors wrote, “Cooking skills classes should not be targeted solely at low-income 

groups.  Some more affluent groups have lower skills, but probably have greater resources with which to 

compensate” (Lang et al., 1999, x). 

People without the capability to prepare nutritious and enjoyable meals regularly and within 

their budgets instead have diets that can harm the functioning of their bodies.  If they do not know how 

to cook it, and if they do not enjoy eating it, then they do not go to the farmers’ market to buy fresh 

produce and they don’t eat it.  A functioning related to obesity is the body’s being able to manage the 

sugar in the bloodstream.  A person with pre-diabetes or not-yet-severe diabetes has specific 
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impairments of functioning that, if untreated, will worsen to include impairments of kidney and 

cardiovascular function that greatly reduce expected life quality, often measured in “quality adjusted life 

years” (QALYS).  Their body is malfunctioning.  A person who avoids, reverses, or eats in a way that 

manages diabetes has better functioning, especially if they also exercise (Diabetes Prevention Program 

Research Group, 2002).  Their body is functioning well.  Impaired functioning or functioning well—in 

order to have “freedom to choose among these functionings,” people need more capability (Sen, 1985). 

Capabilities are the skills and knowledge needed to choose between a malfunctioning and a well-

functioning body.  A person with food-preparation capability often has a higher income, but more 

importantly, he or she has the skills and knowledge to avoid, reverse, or manage diabetes.  Those who 

have capabilities have better quality of life and more wellbeing. 

People with capability function better:  their bodies take in healthier foods and have better 

digestive, cardiovascular, and immune system function.   A component of food-preparation capability is 

beliefs regarding self-efficacy.  Low income families lacking self-management skills may have low self-

efficacy beliefs.  Having self-efficacy beliefs greatly reduces the impact of stressors which otherwise 

activate “the autonomic, catecholamine and endogenous opioid systems” (Bandura, 1997).  Biochemical 

reactions to stress have been shown to impair immune system function and make people more 

vulnerable to disease.  Developing competencies which help one cope with stress has a physiologically 

strengthening effect.    Thus, helping families receiving SNAP learn to cope with the stress of having low 

income and little time for food preparation would potentially improve their biological functioning.    

Beliefs regarding self-efficacy are important to health in a second way.  They are related to 

health habits.  Beliefs in one’s ability to achieve outcomes by one’s efforts determines how much 

motivation and persistence an individual will have to pursue a healthy habit in the face of obstacles.  An 

obstacle encountered at some farmers’ markets is that in some weeks or at some times of day, vendors’ 

selection of produce may be limited.  Someone who has experienced mastery shopping at a farmers’ 
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market in the past may have self-efficacy and thus more persistence as far as returning again another 

week if, on one visit, the vendors’ selection of produce is limited.  A low-income person with low self-

efficacy beliefs who has not had that past experience may instead be discouraged and not return to the 

market.  Perceived self-efficacy determines how well an individual maintains their new healthy habits, 

how likely they are to relapse, and whether they can regain lost ground after a relapse.  It has been 

shown that the stronger the sense of self-efficacy, the more likely someone is to adopt and keep up 

healthy habits, including in the areas of modifying eating habits and disorders,  adhering to programs of 

physical activity,  and self-management of diabetes.   Even when accounting for baseline levels of 

healthy habits and sociodemographic characteristics, self-efficacy beliefs are still predictive of health 

outcomes (Bandura, 1997). 

The cooking and shopping skills demonstrated by these highly capable persons are founded on 

self-regulatory skills and self-efficacy beliefs. In other words, self-regulatory skills and self-efficacy 

beliefs are necessary foundations or pre-requisites.  With limited self-regulatory skills and self-efficacy 

beliefs, a person can learn some cooking and shopping skills.  However, the more self-regulatory skills 

and self-efficacy beliefs a person has, the better the foundation they have for becoming really effective 

at cooking and food shopping.  

Good intentions to start cooking healthy foods may not be enough.  This capability requires 

shopping and cooking skills, self-efficacy beliefs, and self-regulatory skills.  Shopping skills include 

planning a menu, identifying fruits and vegetables that are in season, and selecting quality produce at a 

market.  Cooking involves skills such as washing, cutting, sautéing, steaming, baking, roasting, or grilling 

foods to prepare healthy recipes, as well as having the experience necessary for experimenting, 

substituting ingredients, and adding herbs and spices for delicious results.  Consuming more fruits and 

vegetables requires a variety of shopping, cooking, and nutrition skills.  However, these skills are only 

useful alongside a second requirement for capability: self-efficacy, or a strong belief in one’s ability to 



OBESITY PREVENTION STRATEGIES: EBT USERS, FARMERS’ MARKETS, AND CAPABILITY 28 

 
effectively and consistently use these skills in any particular situation.  In social cognitive theory, beliefs 

of self-efficacy are a consistent predictor of health behavior (Bandura, 1997).  Perceived self-efficacy is 

“the individual’s belief in his or her ability to perform a specific behavior in a particular situation” 

(Weiner, 2010).  Even one’s ability to learn new skills depends on beliefs in one’s learning efficacy, that 

is, belief in one’s own ability to acquire knowledge and skills.  This belief is built through the quality of 

experienced learning, especially the quality of "mastery learning experiences" where food-preparation 

skills can be gained in a social environment, such as among friends or family.  Finally, self-regulatory 

skills are an individual’s ability to exert control over his or her own motivation and behavior; they are 

needed to help an individual change a habit.  There are several steps in self-regulation, including 

noticing one’s own behavior, understanding the personal and environmental influences on that 

behavior, and recognizing the outcomes of the behavior.  People with self-regulatory skills think about 

what they eat and why.  They observe how their diet is affecting their weight and health, and they have 

the capacity to make different choices.   

Low levels of wellbeing—lack of food preparation capability and impaired biological 

functioning—are often attributable to lack of self-management skills and self-efficacy beliefs.  Low 

income families have fewer resources to compensate when they have less food preparation capability 

(Winkler, 2008).  They need not only monetary resources but also the self-efficacy beliefs they lack.  

Therefore, in terms of public policy designs, what is most needed is an increase in engaging social 

learning environments.  Policies related to food that include opportunities for people to learn and 

thereby build food-preparation capability will improve biological functioning and result in higher levels 

of wellbeing. 

2.2 STANDARD ECONOMICS, BEHAVIORAL ECONOMICS 
In order to better understand policy options for changing consumer demand for healthy, 

nutrient-dense foods, it is helpful to first consider two approaches to explaining consumer demand.  
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Standard economic assumptions predict that consumers make rational choices based on prices, income, 

and preferences taking into account long-term well being.  Changes in prices and incomes have led to 

increased food consumption, but in a way that contradicts the assumption about long-term well-being.  

In other words, individuals’ food decisions favor short-term hedonic goals like flavor, texture, and 

convenient relief from hunger, and prevent the achievement of rational long-term health goals.  

Behavioral economics offers an explanation for this contradiction by predicting that what and how much 

food is consumed can be based on cognitive errors and psychological biases (not just based on price and 

income) (Just, 2007). 

Price reliably impacts people’s purchasing behavior; for example, people buy fewer strawberries 

when the berries are out of season and more expensive (Stigler, 1966).  Standard economic assumptions 

help explain the price of food.  The full price of food is more than the market price of the food or 

ingredients.  It also includes the cost of transportation to the store, plus the time costs: the time 

traveling to the store and buying food, the time preparing and cooking the food, and the time cleaning 

up after the meal.  Plus, it also includes information costs: the information cost of gaining nutrition 

knowledge, and the information cost of learning cooking techniques.  The economic concept of price 

elasticity states that a “change in any component of the price will change the incentive for consuming 

that product, as well as its closely related alternatives” (Veriyam, 2005).  When price increases, people 

buy less of it and buy substitutes instead.  When a price falls, people buy more of it by spending less on 

things that stayed the same or increased in price.  Thus, standard economic logic suggests that 

increasing the cost of less-healthy alternatives or reducing the cost of healthier alternatives will help 

people choose healthy behaviors.  In addition, demand is influenced not only by prices, but also by 

income.  When income increases, people buy more of what they couldn’t afford before.  An important 

consideration is that for persons with low incomes, some choices are limited by price and availability, 

especially because price of healthy food includes time and information costs.  Persons with higher 
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incomes have more freedom to choose based on preferences.  Therefore, a consumer’s demand for 

healthy food is a function of healthy food’s price (including time and information), the price of unhealthy 

alternatives, the consumer’s income, and their tastes or preferences.  Information—from health claims 

on the front of a package to hands-on culinary training—can change tastes and preferences and lead to 

healthier choices. 

 Such information is urgently needed to address current obesity trends.  The trends in society 

explained in section one can be put in economic terms.  The prices of food have decreased, and the 

price of physical activity has increased.  This increases demand for food and decreases demand for 

physical activity.  New production inputs—from vacuum packing to preservatives to microwaves—have 

led to more food, and more appealing food, at lower prices.  On the good side, new distribution inputs 

have made more varieties of healthy produce available year-round, but other distribution inputs help 

distribute excessive levels of food, through drive-through windows and vending machines.  At the same 

time, the average workday and average household tasks like mowing the lawn now require less physical 

activity.  Walking as a mode of transportation is more difficult in suburban settings.  Instead of being 

built in to everyday life, now exercise has an opportunity cost: it takes additional time, a gym 

membership costs money, and there are many other forms of entertainment competing for that time 

(video games, smart phones, and television, to name a few). 

Prices can be a barrier to farmers’ market shopping.  Some products could be more expensive at 

the farmers’ market than at the supermarket.  The price of transportation is another part of the price—

individuals without vehicles may already rely on rides from friends and family to buy their groceries.  If 

they depend on waiting for the bus, then buying several bags of groceries or shopping with children can 

be inconvenient.  Figuring out how to shop at a farmers’ market that is far away from their 

neighborhood (even if bus routes are available) may not seem worth it (Briggs 2010). The added time 

and inconvenience caused by product issues is a utility cost of shopping at a farmers’ market.  Product 
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issues are a barrier because the selection of goods at a farmers’ market is much more limited than at a 

superstore and because the selection changes from week to week.  When SNAP recipients are used to 

buying all their groceries and household items, such as diapers or toilet paper, at one store, and used to 

being able to get the same items, such as bananas, year-round, the product selection of a farmers’ 

market can be unappealing (Briggs 2010).  Of course, fresh produce at the supermarket is a substitute 

good that people can buy instead, as are unhealthy alternatives like microwaveable meals and ready-to-

eat snacks.  

A study by Flaherty Manchester looks at the reasons SNAP-eligible households do not 

participate in SNAP.  These reasons may also shed light on why SNAP recipients do not use their EBT at 

the farmers’ market.  The reasons are, first, not knowing they are eligible, second, utility cost (time cost 

and inconvenience at the market), and third, psychological costs.  Psychological costs are welfare stigma 

or public disapproval (Flaherty Manchester 2010).  In social cognitive theory, this is an example of a 

negative social outcome expectation.  When farmers’ markets accept EBT by implementing central point 

of sale (POS) systems, there is a potential for welfare stigma.  In these systems, SNAP users swipe their 

EBT cards at an information booth, then receive tokens accepted by vendors like cash (although no 

change is given for SNAP tokens).  When someone swipes a credit or debit card, they receive tokens of a 

different color so vendors know they can give change.  With this system, there is additional utility cost 

and it is also clear to the vendors which customers are receiving benefits, so welfare stigma could be a 

barrier.  Some programs or policies in Minnesota that provide price incentives that can be used at 

farmers’ markets are WIC’s FMNP vouchers and SFMNP vouchers and Minneapolis’s and Olmsted 

County’s Market Bucks.  Olmsted county which use wooden tokens for the price matching incentive 

instead of paper, which is not only convenient for vendors but also reduces the possibility of welfare 

stigma for users since the tokens resemble the tokens received by ordinary credit or debit customers at 

the market. 
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 Behavioral economics also offers an explanation for the recent obesity trends.  Something must 

be disrupting consumer decision-making and market efficiency, because food decisions are not in 

individuals’ own health interests and food markets “feed perverse and sub-optimal behaviors” (Just, 

2009).  Behavioral economics explains that what or how much food is consumed can be based on 

cognitive errors. Heuristics are rules of thumb people follow, or in other words, ways of making 

decisions with little cognitive involvement (Just, 2009).  People may use heuristics because of a lack of 

time or distraction.  Heuristics include defaults, such as choosing default menu items instead of 

requesting dressing on the side, fries without salt, or any other healthy change to the meal.  Besides 

defaults, another heuristic is mental accounting.  This is a heuristic used by SNAP recipients who 

mentally plan to spend their entire benefit allotted for food every month.  Although benefits can be 

saved for a year, most are spent in the first week or two after they are received.  People may make 

decisions without regard to rational planning when hunger, temptation, emotion, impulsive behavior, 

and stress overcome self-control.  The food marketing environment uses understanding of behavior and 

psychology to get people to buy more food and bigger portions. 

2.3 LACK OF CAPABILITY, LACK OF DEMAND  
Both standard economic assumptions as well as new behavioral economic approaches explain 

why, in general, there is less and less consumer demand for healthy food and physical activity.  In this 

state of affairs, people with food-preparation capability are more likely to shop at farmers' markets 

because their capability allows them to derive more benefit from the foods.  People without the 

capability to make delicious, healthy meals from farmers' market foods are less likely to be motivated to 

overcome the other barriers to shopping at farmers' markets like high prices including utility costs of 

inconvenient hours and transportation costs. People must believe that the benefits of visiting a farmers’ 

market outweigh the disadvantages in order to take action and go there.  When policies set up effective 

social environments where people can build new food preparation skills with farmers’ market produce 
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and see the benefits firsthand, these policies increase people’s interest in visiting a farmers’ market.  

When they have the food-preparation skills to buy fresh, tasty produce that can be found at the market 

and transform it into meals they enjoy, the outcome they expect is the physical satisfaction of a good 

meal (for family members as well as one’s self).  In social cognitive theory, this is an example of a belief 

about outcome expectations, which is related to beliefs about self-efficacy.  Beliefs regarding outcome 

expectations are the beliefs that “performing a specific behavior will have a particular outcome” 

(Weiner, 2010).  These beliefs are crucial for motivation in the face of hunger, stress, and all the things 

that can go wrong in a day.  With the expectation of a pleasant meal, people who shop at farmers’ 

markets overcome other barriers such as the perception that prices are higher.  

The determinants of demand, besides the price of healthy food, are the price of empty calorie 

substitutes, the income of the buyer, and the tastes or preferences of the buyer.  Someone who is 

allergic to strawberries has greatly reduced tastes or preferences for them.   As was mentioned above, 

information also impacts tastes and preferences.  Someone who has not learned (who does not have the 

information) to create superior-tasting dishes by using local strawberries has a greatly reduced taste or 

preference for farmers’ market berries.  Thus, the concepts of a demand function show that those with 

food-preparation capability will have a greater demand for farmers’ markets, a greater desire to shop 

there, and a greater motivation to overcome the barriers such as higher prices or inconvenient market 

location or hours.   

Addressing the barrier of price, or the barrier of time costs of inconvenience, does not address 

the barrier of lack of food-preparation capability.  If a product which a person is not familiar with and 

does not have the capability to prepare is suddenly free and conveniently available, that does not mean 

the person will want it.  For example, many Americans would have no desire to consume dog meat 

(eaten in other cultures) even if it were free and convenient.  First a cultural change would have to occur 

in the tastes and preferences.  When fresh vegetables become more accessible and less expensive to a 
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low-income person, it matters whether they have the culinary capabilities to prepare those vegetables 

or not.  If they do, then those changes will lead to an increased demand.  If they do not, then despite the 

decrease in price, they will not demand more until a change occurs in their tastes and preferences.   

Immigrants who may have the skills to prepare their native country’s foods may also find the 

fresh vegetables available at a Minnesota farmers’ market to be unfamiliar. Cultural issues such as the 

languages spoken at the market also contribute to whether the farmers’ market is a welcoming 

environment for people of diverse cultures (Briggs 2010).  If their language is spoken, they can learn 

from others at the market how to use any unfamiliar foods.  Skills required to derive well-being from a 

product like fresh vegetables can be considered as part of “tastes.” 

In addition to culinary skills, choosing to go to the farmers’ market requires other information 

that someone with more self-management skills is better able to find out about and apply.  According to 

some research, convenience and knowledge of market hours and location are actually bigger barriers 

than high prices (Briggs, 2010).  A person receiving SNAP may be working during the market hours or be 

working so many hours that a separate trip to the farmers’ market—rather than to a superstore or 

supermarket, where most SNAP benefits are redeemed—is inconvenient.  Most SNAP recipients spend 

their benefits when they are deposited on their EBT cards at the beginning of the month, and might not 

have money left for farmers’ market visits later in the month.   

Price is one determinant of demand, but perceptions about price are a form of information that 

also impacts demand.  “SNAP recipients perceive farmers’ markets as more expensive” (Briggs, 2010, 

emphasis added).  In reality, price can vary from vendor to vendor, from market to market, and from 

week to week, and prices for some produce match or beat supermarket prices.    The perception of 

SNAP recipients about high prices at farmers’ markets is a barrier when these expectations about high 

prices create a negative outcome expectation such as fear about running out of money for food before 

the end of the month and being physically hungry (Bandura, 1997).  Two more issues are lack of 
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awareness and welfare stigma.  Since many markets are new or have limited advertising, SNAP 

recipients may not be aware the market exists, where and when the market is, or whether the market 

accepts EBT cards (Briggs 2010). 

Section 3. Public Policy Strategies to Promote Healthy Meals from Farmers’ 
Market Foods 

Section 3.1 POLICY STRATEGIES AND OBESITY POLITICS 
Although many aspects of our current food markets may present barriers to long-term 

wellbeing, eating can still be considered a personal matter.  By looking at other policy issues dealing with 

private behaviors (such as alcohol, illegal drugs, tobacco and sexuality), Kersh and Morone (2002) 

identified seven triggers for political support for government intervention in obesity.  Some triggers 

have been in place for decades.  “Social disapproval” of obesity has been around since the diet industry 

took off at the end of the nineteenth century (Kersh, 2002, p. 143).  “Medical science” has made the 

case against obesity since the mid-twentieth century (Kersh, 2002, p. 144).  “Self-help,” the third trigger, 

also exists, in the form of Weight Watchers and Overeaters Anonymous (Kersh, 2002, p. 144).  Looking 

at the history of those other policy issues, the other four triggers for government intervention were “the 

demon user,” “demon industry,” “mass movement,” and “interest-group action” (Kersh, 2002, p. 145-

148). These have become even more pronounced in the ten years since the Kersh and Morone piece 

was published.   

The demon user is a stereotype, one which can be seen in television and media portrayals of the 

obese person.  While often poor people or minority groups were demonized as the drug users or 

deviants in the other policy issues studied by Kersh and Morone, in this case, the majority of American 

adults are overweight or obese.  Whyte (2010) notes how people who need to lose weight can hold 

negative stereotypes about obese people while seeing themselves as healthy.  Heavy characters on 

television shows like Chuck, Ugly Betty, The Drew Carey Show, or Roseanne are often portrayed as 



OBESITY PREVENTION STRATEGIES: EBT USERS, FARMERS’ MARKETS, AND CAPABILITY 36 

 
freaks, nerds, or comedic characters.  In one study, while almost 60 percent of American men and 50 

percent of women were overweight or obese, only 25 percent of men on television and a scant 10 

percent of women on television were shown above a normal weight (Greenberg, 2003).  “There are 

many successful people who are overweight and obese in today’s society, but that is not reflected in 

popular entertainment” (Whyte, 2010). 

The demon industry is a trigger that further transforms a personal choice about food into a 

political issue.  “Scientific findings never carry the same political weight as does a villain threatening 

American youth.  If critics successfully cast portions of the industry in this way, far reaching political 

interventions are possible, even likely” (Kersh, 2002, p. 147).  The food industry has transformed into 

more of a villain through books like Eric Schlosser’s Fast Food Nation (2001) and Michael Pollan’s The 

Omnivore’s Dilemma (2007), the films Super Size Me (2004) and Food, Inc. (2009) and other films, and 

television programs like Jamie Oliver’s Food Revolution (2010).  These contribute to the sixth trigger, a 

mass movement.  Books like Eat This, Not That and segments on television talk shows about portion 

sizes and processed foods make people more and more aware of what they are eating.  Finally, the 

seventh trigger identified by Kersh and Morone is interest group action.  They mention work by the 

American Heart Association, National Cancer Institute, and Center for Science in the Public Interest, as 

well as private lawsuits against fast food restaurants (Kersh, 2002, p. 148). 

Obesity politics has changed in the last decade.  More and more policy changes are being made.  

While government has long subsidized farm production of high-fat dairy, red meat, plant oils, and 

sugars, such payments are becoming increasingly unpopular and controversial, and there is a lot of 

pressure on Congress to eliminate subsidies from the upcoming 2012 farm bill.  While the National 

School Lunch Program exceeded the United States Department of Agriculture’s own guidelines 

advertising fat’s dangers for years, there have been recent changes, spearheaded by Michelle Obama’s 

Let’s Move initiative; the 2010 Child Nutrition Reauthorization Act improves the nutritional quality of 
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school food programs.  Similarly, a 2007 revision reformulated Women, Infants, and Children (WIC) 

program food packages for the first time in decades, providing less juice due to its empty calories and 

providing new vouchers for the purchase of fresh produce.   The public policy goal should be to align the 

food industry’s profit motivation with the long-term wellbeing of consumers.  Policies which prevent 

obesity improve wellbeing.  Obesity policy strategies are summarized briefly here: 

Restricting SNAP Benefits 

 Low-income consumers are no more likely than high-income consumers to choose junk foods 

(USDA, 2007), but 1 in 5 Americans participate in a USDA nutrition program, and half of these 

participants are children who are forming lifetime habits and preferences (Just, 2007).  Restricting what 

foods may be purchased with SNAP may seem an attractive policy.  However, although WIC has defined 

which foods are acceptable and enforced these standards, the SNAP program serves a broader 

audience.  The complexity and cost of administering standards for acceptable and unacceptable foods 

would be prohibitive (USDA, 2007).  In addition, roughly 70 percent of food stamp households have 

earned income and could use a portion of their cash income to buy junk foods if the items they wanted 

became prohibited (USDA, 2007). 

Improved Nutrition Labels 

Though nutrition facts have been included on foods, by law, since 1994, this policy has appealed 

more to highly cognitive thought than to the way people actually make decisions.  Behavioral economics 

suggests that people actually operate on short cuts or heuristics rather than taking in detailed 

information (Just, 2009).  A recent study shows lack of use of nutrition labels.  Participants actually 

looked at fewer components of the label than they self-reported that they did, and participants were 

more likely to look at prominently displayed information or information at the top of the package 

(Graham, 2011). The Institutes of Medicine and many others now call for improved labeling. 

Snack Tax 
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 A tax on snack foods is a policy suggestion that meets with several objections.  First, it would 

impose costs on everyone, not just on the individuals for whom consuming that snack food would be a 

health risk.  Second, it disproportionately would burden low-income people who already spend a larger 

percentage of their incomes on food since their incomes are smaller.  Finally, some research has shown 

that a fatty food tax might generate tax revenue but not greatly decrease the amount of food consumed 

(Kuchler, 2005). 

Price Incentivizing Healthy Choices 

Standard economic theory shows that consumers buy more of food items whose total cost, 

including utility costs, information costs, and especially, time costs, has gone down.  “While Americans 

may not be so responsive to monetary costs of food, they may be more sensitive to time costs” (Just, 

2007).  Using behavioral economics and the phenomenon of mental accounting to incentivize healthy 

choices for SNAP recipients, “specifying amounts of food stamp allotments that go toward the purchase 

of healthful foods, such as fruits, dark green vegetables, and whole grains, may be another option for 

improving diet quality of program participants” (Just, 2007).  This is what farmers’ market matching 

programs do, by essentially increasing the SNAP allotment by 5 dollars for every farmers’ market visit. 

Changing Social Norms and Environmental Behavioral Cues 

 The anti-tobacco movement found success by changing social norms.  Small steps added up, 

such as bans on advertising and local municipal policies banning smoking in public.  Food policy activists 

look to the successes of the fight against tobacco for ideas, “such as marketing restrictions for unhealthy 

food products [and] restrictions on the advertising and availability of unhealthy products in schools” 

(Chopra, 2004, p. 1558).  Sugar-sweetened beverages could be banned in schools, or their advertising 

could be limited.  “The public attention generated by the discussion and formulation of such standards 

may set general standards for corporate conduct (Chopra, 2004, p. 1560).  If unhealthy beverages are 
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removed from the environment or snacks are marketed in healthier package sizes, these changes in 

environmental behavioral cues could help prevent obesity. 

Creating Education Opportunities 

 Educating people who lack culinary capability enables them to make healthier choices.  One 

study found that encouraging intake of fruits and vegetables, in a comprehensive behavioral weight 

control program, led to increased consumption of fruits and vegetables (Epstein, 2001).  The parents 

receiving this weight control education were more likely to lose weight than parents who received a 

program discouraging consumption of high-fat, high-sugar foods.  Thus, focusing on increasing intake of 

healthy foods “may be a useful approach for nutritional change in obese parents and their children” 

(Epstein, 2001).  Focusing on the food-preparation capability that people lack enables them to build 

skills and self-efficacy beliefs to prepare healthy foods. 

Section 3.2 POLICY TARGET: LOW-CAPABILITY OR LOW-INCOME? 
Measuring the capability an individual has to buy, grow, cook and enjoy eating healthy food with 

their dollars is a more complete and realistic measure of quality of life.  Measuring the functioning or 

health a person enjoys also adds to the picture.  Otherwise, only measuring the dollars an individual has 

to spend on healthy food is an incomplete measure of quality of life.  The group of people with low 

culinary capability can be divided into two sub-groups: those with higher socioeconomic status and 

those with lower socioeconomic status.  Tastes and preferences are one part of the demand function, 

and having food-preparation capability matters a lot.  While price and income are still important 

determinants of demand, food-preparation capability plays an important role in motivating people to 

shop at farmers’ markets.  Income is not possessed in proportion to food-preparation capability.  For 

instance, some people, including some recent immigrants, may have little income yet be highly capable 

of preparing foods from scratch using basic ingredients to save money.  The matter of whether someone 

has learned food preparation skills is quite apart from their level of income.  So, there are conceptually 
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four groups: first, people with food preparation capability and moderate to high income, second, people 

with food preparation capability but low income, third, people without food preparation capability who 

have a moderate to high income, and fourth, people without food preparation capability who have a 

low income.  SNAP recipients could be in either the second or the fourth conceptual category.   

 

Figure 1 In this figure, "capability" refers to cooking and shopping skill, food preparation and culinary capability 

There is no tight link between money income and wellbeing.  Lacking capability to manage one's 

food intake, by eating high quantities of high-fat, high-sugar foods, regardless of income, can lead to low 

wellbeing.  It would undermine health at the expense of the quality of life and expected length of life.  In 

contrast, the capability to manage food preparation can produce high wellbeing in spite of having a low 

income.   Therefore, what is needed in many situations is engaging social learning environments.  Low 

wellbeing can be due to lacking learning opportunities, not just to having low cash incomes.  

Policies which reduce prices of farmers' markets for people with lower incomes will increase the 

consumer surplus of low-income people with food-preparation capability, but they will have limited 

effect on the wellbeing of low-income people without food-preparation capability. In order for such 
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policies to increase wellbeing and functioning of people without food-preparation capability, they must 

also help them first increase their food-preparation capability.  

For people in the second category (high capability, low income), a policy that makes it possible 

to use an EBT card at a farmers’ market (thus reducing utility costs) or a policy that matches SNAP 

benefits redeemed at a farmers’ market (thus reducing market price) will very effectively raise demand 

for shopping at a farmers’ market.  This is a category of people with food preparation capability but low 

income.  When it comes to the tastes and preferences part of their demand function, they know how to 

shop for and cook with locally grown strawberries and other foods to create delicious dishes.  They have 

self-efficacy beliefs, believing in their own ability to create a healthy meal that will be enjoyable.  They 

have self-regulatory skills, so they have self-control and healthy habits—they not only know what pop 

and chips does to their body, and how much better the vitamins, minerals, and phytochemicals in fresh 

fruits and vegetables are nutritionally, but they make choices accordingly.  Their demand for unhealthy 

empty calories is lower because they are more aware of the costs.  They possess different outcome 

expectations, taking into account their personal dissatisfaction—from breaking their goals, feeling 

sluggish, remembering past health scares or anticipating future health costs—when comparing the price 

of healthy foods to the price of empty calories.  They are likely to respond to subsidies such as those 

promoted by Wholesome Wave, which match SNAP dollars spent at farmers’ markets.  Matching benefit 

dollars increase recipients’ buying power and reduce farmers’ market prices.  With lower prices, demand 

for farmers’ market products rises.  When a person uses SNAP at a farmers’ market for the first time as a 

result of such a policy, this shows the policy has successfully created enough incentive to counter the 

other barriers such as market location and transportation.  For some people in this category, of course, 

these other barriers may be so high that a price incentive is not enough.  Consider next people in the 

category without food-preparation capacity, for whom their own low capability is a barrier to using the 

farmers’ market. 
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For people in the fourth category (low capability and low income), it is still true that a policy that 

makes it possible to use an EBT card at a farmers’ market or matches SNAP benefits redeemed at a 

farmers’ market will reduce utility costs and prices.  The effect on demand for shopping at a farmers’ 

market, however, is diminished by the existing tastes and preferences of these individuals.  This is a 

category of people who lack food preparation capability and lack income.  When it comes to the tastes 

and preferences part of their demand function, they know how to make Hamburger Helper and order 

from the dollar menu.  They heat frozen pizzas and microwave Easy Mac and ramen noodles.  These 

shopping and cooking skills are very different from those of people in the second category discussed 

above.  These individuals are feeding their family things that they like to eat on a very tight budget, but 

this diet contributes to obesity and future health care costs and reduced wellbeing.  If they use 

supplements to their budget, like SNAP and food shelf items, to eat this same standard American diet, 

the problem has not been addressed.  Even adding price incentives to use SNAP at a farmers’ market will 

not address their problem, since they may not be interested in the products available there.  (Further, 

the reduced price may not be enough to overcome other barriers, discussed above, such as 

inconvenient market hours or product issues.)  Certainly, not all individuals with low income who lack 

food-preparation capability are the same.  Some might eagerly accept apples but be baffled by 

butternut squash.  There is a continuum of capability, depending on incremental gains of shopping and 

cooking skills, beliefs regarding self-efficacy and outcomes expectations, and self-regulatory skills. 

In order for such farmers’ market promotion policies to increase wellbeing and functioning of 

people without food-preparation capability, they must also help them first increase their food-

preparation capability.  Beliefs regarding self-efficacy develop in four primary ways (Bandura, 1997), 

each of which can be applied to the problem of poor eating habits:  First, mastery experiences provide 

practice at succeeding and overcoming obstacles, such as when a new vegetable recipe is enjoyable and 

gobbled up by children despite obstacles of unfamiliar preparation methods or children’s initial 
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reluctance to taste it.  Another example of a mastery experience would be when purchases and 

shopping experiences at a farmers’ market are enjoyable despite obstacles of inconvenient market 

location and initial perception that prices would be unreasonable.  Second, vicarious experiences 

provided by social models build self-efficacy as well.  This means seeing people similar to oneself exert 

the effort to overcome obstacles and succeed, such as when someone sees a friend who made a new 

vegetable recipe or shopped at a farmers’ market and learns skills and strategies from him.  A third way 

to develop these beliefs is through social persuasion, or verbal affirmation of capability to overcome 

obstacles and succeed, such as through a nutrition educator’s statements that someone has what it 

takes or through acknowledging their self-improvement as success in itself though they may still be shy 

of their goals.  A final contributor to self-efficacy beliefs are physical and emotional states.  Thus, health 

educators and professionals can help individuals by reducing stress reactions and altering negative 

emotions, such as by diminishing the tension of trying a new recipe by making it with a group.  

Policies that incorporate food-preparation learning opportunities into farmers’ markets will 

increase demand for market produce.  Markets themselves are attractive social learning sites, where 

customers can interact with each other and other vendors and educators at the market to build their 

skills and capabilities.  People can learn from each other how to quickly prepare economical, tasty, 

healthy meals with the kinds of foods sold in these markets.  This will improve their diet, which in turn 

will improve their biological functioning.  Their improved quality of life will grant them a sense of 

wellbeing and control, providing a feedback loop that keeps them motivated to continue learning food 

preparation skills and create more enjoyable and healthy meals.  Self-efficacy beliefs are undermined by 

struggles with obesity and the impaired functioning of the body caused by diseases like type II diabetes. 

As people master food preparation capability, they directly experience improvements in health 

functioning and, more importantly, they experience themselves exercising control over their lives.  
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Improving capability means making that new food-preparation capability part of regular, 

everyday life.  When everyday meals are more nutritious, health will improve.  To make this happen, the 

new habits need to be able to become routines that compete with old habits of consuming unhealthy 

foods, especially too much sugar.  The preparation time needs to be manageable.  Ideally, this time is an 

enjoyable hobby or family activity.  In addition, techniques addressing the challenges of low income 

must be learned, so that consumers have the skills to make very inexpensive food taste great through 

herbs and seasonings or preparation methods.  Social learning theory states that learning happens in 

social contexts through modeling and observation.  Models, whether live, verbal, or symbolic, provide 

information about new behaviors (Bandura, 1997).  In a live model, a person demonstrates the skill.  

This could be at a cooking class or at a person’s home as they cook with family or friends.  Verbal models 

consist of a person describing the skill in detail, giving enough instruction for the skill to be replicated.  

This could be at a farmers’ market, where a vendor, an educator, or another shopper could give 

someone tips about how to prepare something like raw beet salad or cabbage au gratin.  Finally, 

symbolic models include persons who teach over television and internet.  This includes cooking shows 

and cooking websites that give instruction in food preparation techniques and new recipes. 

Building self-efficacy beliefs through policies that create enjoyable learning opportunities will 

increase demand for farmers’ markets in a self-reinforcing way.  As a consumer gains belief in his or her 

ability to prepare an enjoyable and healthy meal, they will be more motivated to figure out meal costs 

and prepare budgets and menus based on ingredients that are available at farmers’ markets.    Also, a 

shopper experiencing enhanced control over his or her quality of life will find it worthwhile to overcome 

other obstacles such as transportation to the market.  

Section 3.3 CULINARY NUTRITION LEARNING OPPORTUNITIES 
Policies should create more opportunities for culinary nutrition learning, which will build self-

management skills.  Many programs across the country have helped get EBT technology at markets and 
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have promoted markets to SNAP customers through dollar-matching price incentives. What these 

projects and incentives have done is meaningful and useful, but it is likely incomplete.   New strategies 

from private and public entities interested in preventing obesity should target not only people with low 

incomes, but all people who lack food-preparation capability.  If programs like the dollar-matching 

incentives can be linked to nutrition education classes, people can receive both the income and the 

learning opportunities they may need.  For instance, one program in Winona, Minnesota, mentioned at 

the end of this section, has offered farmers’ market coupons good for 5 dollars of produce to food shelf 

and WIC clients who attended cooking classes. 

 People who receive SNAP benefits can be interested in gaining food-preparation competency.  

A survey of Washington SNAP recipients said “cooking demonstrations and recipes” were a reason they 

visited farmers’ markets (Briggs, 2010).  SNAP-Ed is an existing resource that could be used to provide 

such demonstrations and recipes.   If the Washington study is representative of SNAP recipients’ 

preferences, then it could “increase the appeal of shopping at farmers’ markets for SNAP recipients” if 

SNAP-Ed classes partnered with qualified markets (Briggs, 2010).  A study by the University of Kentucky 

asked, “If these products were offered at this market, and cooking and demonstrations were provided, 

how interested would you be in purchasing them?”  Compared to a control group’s interest level, people 

surveyed with the question including the phrase “cooking or preparation demonstrations were 

provided” were more interested than the control group in eggs and organic produce (Woods, 2010).  

This was a survey of market visitors, not only SNAP recipients, and it suggests farmers’ market eggs and 

organic produce are unfamiliar items.  From a cooking demonstration, one can learn whether the added 

costs of these products compared to supermarket eggs and conventional produce is worth it—by 

considering whether the food looks better and tastes better, and whether it seems to take the same 

amount of effort to prepare.  One can also learn how to prepare an unfamiliar produce item.  If the 

Kentucky study is representative of SNAP participants, they may be interested in demonstrations.  If 
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SNAP participants are unfamiliar with more foods, they may be interested in demonstrations of a 

broader range of products. 

If people receiving SNAP do not know how a diet low in fruits and vegetable will affect their 

health, they may have little motivation to eat fresh produce, which may be unfamiliar and seem to be 

less palatable and more complicated to prepare.  In the United States, processed foods high in sodium 

and solid fats and added sugars (SOFAS) are plentiful, convenient, and affordable.  To change habits, 

health knowledge about the risks of this type of diet is necessary.  However, this health knowledge by 

itself does not change behavior.  Fundamental nutrition knowledge is a foundation for healthy eating 

behaviors, but actually applying and adapting the knowledge is necessary for maintaining healthy eating 

behaviors over time.  “In other words, making vital nutrition information easily accessible is useless 

without also making it practical” (Condrasky and Hegler, 2010). 

People receiving SNAP must overcome additional impediments to adopting and maintaining 

new shopping and eating habits.  As mentioned above, beliefs regarding self-efficacy and outcome 

expectations can be developed through successful experiences changing shopping and eating behavior.  

It has been shown that receptivity to new foods and information can depend on presentation—people 

are more responsive based on who presents information (Just, 2009). “In terms of [willingness to try 

new foods and a propensity to like them], this suggests that who delivers the message and how satisfied 

they appear may have more of an impact than simple information about the virtues of healthful foods” 

(Just 2007).  Gaining capability is more than just acquiring health knowledge—it is better to gain skills in 

a social learning setting. 

Mothers, schools, and cookbooks were the top ways people reported learning to cook in the U.K. 

National Health and Lifestyles Study (Lang et al., 1999).  More highly educated people may be more 

likely to teach themselves additional cooking skills.  In Australia, a study found that cooking confidence 

was more strongly linked to education than to income (Winkler, 2008).  The study noted that post-
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secondary education rarely includes food preparation 

education.  However, education imparts “generic learning 

skills, which may facilitate the ability to learn to cook through 

self-directed informal learning” (Winkler, 2008, p. 191).  

Cooking education also facilitates the ability to learn by 

building self-efficacy and a sense of confidence. “Those who 

run cooking skills classes often state that the key outcome of 

the classes is the development of confidence and self-esteem 

among participants” (Lang et al., 1999, p. 12). 

A UK study called for “increased attention to supporting the development of cooking skills [for 

nutritious foods] and for preparing tasty, appetizing staple foods without the use of fat or fat-rich 

sauces” (Lang et al., 1999, p. 17).  It was noted that while higher social classes were more likely to learn 

from cookbooks, lower social classes were more reliant on the cooking education they received in high 

school.  All socioeconomic levels reported their number one way of learning to cook was from family, 

from their mothers.  This study was conducted before the number of cooking shows and reality 

programs spiked; television is another way people may learn how to cook (these are symbolic models in 

social learning theory).  Creating more cooking skills classes was identified as “a means of empowering 

communities” to cook from basic ingredients and to understand their eating choices (Lang et al., 1999, 

p. 38).  “Cooking classes or some practical element of ‘hands-on’ skills should feature in a  young 

person’s curriculum at some stage at school [and] health promotion specialists should include cooking 

skills” (Lang et al., 1999, p. 39). 

Condrasky and Hegler (2010) advocate for including both nutrition principles and culinary 

techniques in cooking classes: “Applying nutrition principles to food preparation transforms learning 

into a delicious, nutritious experience by allowing people to actually see, feel, and taste what nutrition is 
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education also facilitates the 
ability to learn by building self-
efficacy and a sense of 
confidence. 
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all about.”  In classes that teach nutrition principles alone, participants gain nutrition knowledge but do 

not necessarily change their eating habits (Lawrence, Thompson, and Margetts, 2000). Hands-on recipe 

preparation and tasting exercises may be much more effective than programs that offer nutrition 

education alone (Horodynski, Hoerr, and Coleman, 2004).  Cooking skills alone, without nutrition 

education, can still help create the confidence in cooking abilities that is associated with healthy eating 

habits (Lawrence, Thompson, and Margetts, 2000).  Education that contains both nutrition and culinary 

instruction is most effective.  This type of cooking education can give participants the power to choose 

the ingredients, technique, and portion size of their food, taking both personal preferences and 

nutrition principles into account.  Applying social learning theory, a formal education program like this 

would be a type of live model learning opportunity.  It can make up for what nutrition knowledge and 

culinary techniques were not modeled to participants from their family and friends.  Not only is the 

instructor the model, but also the peers in the class are models for each other. 

Many examples of hands-on nutrition education opportunities that incorporate cooking have 

been developed by the cooperative extension service.  The National Institute for Food and Agriculture 

(NIFA), formerly the Cooperative State Research, Education, and Extension Service (CSREES), is involved 

with two nutrition programs, the Expanded Food and Nutrition Education Program (EFNEP) and 

Supplemental Nutrition Assistance Program Education (SNAP-Ed), which aim to improve the wellbeing of 

low income persons.  These programs receive major funding through federal farm bill dollars and also a 

combination of state and local resources. Eating Right is Basic is an EFNEP curriculum for adults that 

teaches not only food preparation, but also money management, decision-making, and self-reliance 

(EFNEP, 2008). Cooking Up Fun! was developed by Cornell Cooperative Extension and is a hands-on food 

preparation program for youth that helps children develop the social assets and mastery they need to 

function as adults (Cooking, 2008).  Cooking with a Chef was developed by Clemson University and is a 

hands-on nutrition program that pairs a chef with a nutrition educator to teach participants knife skills 
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and basic cooking methods as well as facts about whole grains, fruits and vegetables, and using low-

sodium seasonings (Condrasky and Hegler, 2010).  A similar program that pairs chefs and educators is 

called Cooking Matters (formerly Operation Frontline) and is supported by Tyson Foods.   

In Minnesota, EFNEP, SNAP-Ed, and Cooking Matters are all part of University of Minnesota 

Extension.  Under the program name Simply Good Eating, SNAP-Ed and EFNEP funds support community 

nutrition educators (CNEs) located in most county offices throughout the state.  In Winona County, SGE 

partnered with Winona Volunteer Services (WVS), which houses a food shelf, to offer a unique learning 

opportunity.  Participants who attended SGE cooking classes in summer 2011 saw demonstrations of 

how to cook in-season farmers’ market produce and received not only recipes, but also 5 dollar 

incentive coupons for each semi-weekly cooking class they were able to attend.  This is unique and 

promising way to link a price incentive and a learning opportunity.  

In 2010, Winona Volunteer Services distributed 1800 vouchers worth 5 dollars each to WIC 

clients, with a 53 percent redemption rate (a value of 4770 dollars).  This was apart from attendance at a 

class.  When only 450 vouchers were distributed directly to WIC clients in 2011, 22 percent were 

redeemed (a value of 495 dollars).  In 2011, additional vouchers were available to WIC clients: the other 

vouchers were distributed to those who attended the Simply Good Eating classes.  WVS was anticipating 

that WIC mothers would receive information about the classes from their worker and be inclined to 

attend additional classes since they would get another 5 dollar coupon.  This expected outcome did not 

occur.  The classes were well-attended, but they were attended by food shelf clients.  In response to the 

high demand, in 2012, classes will take place beyond the summer months; they will start in June and run 

through November.  Food shelf clients attending a minimum of 4 classes receive an additional certificate 

for a Thanksgiving turkey.  This incentive may explain why food shelf clients attend. 
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Part Two: SNAP Customer  Survey (2011 Blue Cross and Blue Shield of 
Minnesota & MFMA EBT and Farmers’ Market Initiative) 

Beliefs regarding self-efficacy and outcome expectations can be developed through successful 

experiences changing shopping and eating behavior.  People receiving SNAP may have few experiences 

shopping at farmers’ markets, since most farmers’ markets did not have the technology to accept SNAP 

once the benefits were delivered via EBT card, a transition which took place between the 1990s and 

2004.  EBT is an Electronic Benefit Transfer card that works like a debit card; SNAP is distributed 

exclusively on EBT cards.  A Minnesota Farmers’ Market Association (MFMA) project to initiate the use 

of EBT at seven farmers’ markets in 2011 responded to this sociostructural impediment and made 

experiences shopping with EBT cards possible.  MFMA, which partnered with the Minnesota 

Department of Agriculture (MDA) to secure funds through the Specialty Crop Block Grant Program, 

managed by the United States Department of Agriculture’s Agriculture and Marketing Service 

(USDA/AMS), helped markets initiate the use of EBT.  In addition, the Blue Cross and Blue Shield of 

Minnesota (Blue Cross) Market Bucks program expanded to these seven new EBT-accepting farmers’ 

markets in 2011, providing a price incentive for EBT users, especially targeted at those who had never 

shopped at the markets before.  For each $1 of SNAP benefits redeemed at the market per market day, 

EBT customers received $1 in paper Market Bucks, up to $5 per day.  At these markets, SNAP benefits 

were redeemed using a Central POS system where people first visited an information booth to swipe 

their card and receive $1 wooden tokens for each $1 of SNAP benefits redeemed and up to $5 in 

matching Market Bucks.  The customer was able to use the tokens and Market Bucks to purchase SNAP-

eligible items from vendors at the market.  Just as in grocery stores, SNAP benefits can only be used to 

buy foods (produce, jam, baked goods, meat, eggs), excluding hot prepared foods meant to be eaten at 

the market.  Individual vendors accepted the tokens and Market Bucks, which they subsequently cashed 

in with the market manager for reimbursement.  Another important component of the initiative was a 

coordinated promotional campaign to let SNAP recipients know they could use EBT at participating 
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locations and that Market Bucks was available. Materials provided by Blue Cross included signage for 

market locations and informational brochures, flyers and postcards.  Materials were available in Spanish 

and Somali upon request. Market staff was encouraged to reach out to local organizations that were 

likely to serve SNAP recipients, such as WIC offices or social service agencies, and provide them with 

information about the initiative and materials they could share with their clients.  Some markets placed 

ads or had stories in local newspapers or on the radio. In theory, this program may reduce the effects of 

price as an impediment to consumption of fruits and vegetables by people on SNAP.  The MFMA and 

Blue Cross projects may also contribute to self-efficacy by addressing barriers such as the lack of EBT 

technology at markets and the barrier of price and perceived price.  

Methods  
Participants 

The survey was conducted by Blue Cross in cooperation with the Minnesota Farmers’ Market 

Association (MFMA).  Interviewers asked EBT card users at seven farmers’ markets in Minnesota to 

participate in the survey in August, September, and October 2011.  On days no interviewer was there to 

administer the survey, participants could also complete self-administered copies of the survey at the 

information booth with the EBT card reader.  Two markets were in the south-central Minnesota cities of 

Albert Lea (population 18,016) and Austin (population 24,718).  Two were in Twin Cities suburbs, 

Bloomington (population 82,893), and Richfield (population 35,228).  Three were in the northern 

Minnesota cities of Alexandria (population 11,070), Bemidji (population 13,431), and Duluth (population 

86, 265) (U.S. Census Bureau, 2010).  An eighth market, in the northern town of Staples (population 

2,998), was selected for the Market Bucks promotion but did not participate in EBT or Market Bucks at 

the market in 2011 due to staffing issues.  The seven markets had Blue Cross-sponsored Market Bucks 

promotions from August 2011 until the end of the season.  The markets began accepting EBT at varying 

dates earlier in June or July 2011, through MFMA-supported EBT card readers.  Survey participants all 
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received Market Bucks coupons with their EBT tokens, because the survey was conducted from August 

2011 until the end of the season. 

The survey had 57 participants.  The author interviewed 21 participants, Deonna Bouska of 

MFMA interviewed 8 participants, and 28 participants took the survey on a day no interviewer was 

present.  Most participants, 56 percent, were using EBT at a farmers market in Minnesota for the first 

time.  Of survey participants, 79 percent were white or European American, 10 percent were Hispanic, 

Latino, or Chicano, 7 percent were Black, African, or African-American, and 4 percent were American 

Indian or Native American (participants could check all that applied).  Most participants, 91 percent, 

spoke English at home; three participants or 5 percent spoke Spanish, and two participants or 4 percent 

spoke Russian.  Most participants, 87 percent, were female, and 13 percent were male.  Participants 

were from all age categories:  7 percent were 18-24, 32 percent were 25-34, 14 percent were 35-44, 14 

percent were 45-54, 21 percent were 55-64, and 11 percent were 65 or older.   

This survey provided information about EBT users who visited markets in the Minnesota cities of 

Albert Lea, Alexandria, Austin, Bemidji, Bloomington, Duluth, and Richfield in 2011. A limitation of this 

survey analysis is the small sample size (57 respondents).  Since much of the analysis concerned the 

weight status of participants, it is important to note that only 50 of these participants provided their 

weight and height so that self-reported BMI could be calculated.  The fact that BMI was self-reported is 

another limitation, although the obesity rate among survey respondents did seem to match the national 

average.  For questions that first-time EBT users were not asked, there was an even smaller sample size 

(22 respondents), and only 11 of that group were either overweight or obese, for the statistical 

comparisons with normal weight individuals.  Finally, this data analysis can not necessarily be 

generalized to apply to all EBT users, because of the sample selection bias inherent in the fact that only 

EBT users shopping at a farmers’ market were surveyed.  This survey does not provide information 



OBESITY PREVENTION STRATEGIES: EBT USERS, FARMERS’ MARKETS, AND CAPABILITY 54 

 
about the characteristics and opinions of EBT users who did not visit a farmers’ market in 2011 or why 

they did not visit.  

Materials 

Blue Cross developed a survey in 2010 as an outcome evaluation for the Market Bucks 

intervention in Minneapolis.  This survey was revised slightly for use at these seven markets in 2011.  At 

the request of MFMA and the author, the survey included a new question about where else participants 

purchased fruits and vegetables.  At the request of the author, the survey included new demographic 

questions about height and weight so body mass index (BMI) could be calculated. 

Procedure 

The author interviewed participants in Albert Lea on August 24, September 7, and October 15; in 

Austin on August 25, September 12, and October 10; in Richfield on August 26; and in Bloomington on 

August 27.  Deonna Bouska of MFMA visited the markets in Duluth on September 10 and Bemidji on 

September 13.   The interviewer read a script to each potential participant asking them to respond to 

the survey, and kept a log of how many people completed an EBT transaction at the market that day, 

how many completed the survey, and how many refused.  The interviewer also took notes about the 

typical wait time for an EBT transaction and other observations about the market, and included that 

page of notes with the completed surveys in an envelope sent to Blue Cross. 

In addition to survey data, the markets reported each credit, debit, and EBT card transaction to 

MFMA.  Markets reported partial card numbers, the transaction date, the transaction amount, the 

amount, and the network of the transaction (MasterCard, Visa, Discover, or EBT) to MFMA.  

Bloomington did not report this data.  Albert Lea’s first EBT transaction occurred on June 4.  The other 

markets began dispensing EBT tokens on June 9 (Austin), June 11 (Duluth and Richfield), June 23 

(Alexandria), and September 3 (Bemidji). 
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The survey demographic data collected included participant height in feet and inches and 

weight in pounds.  The procedure for calculating BMI was to divide the weight of the participant in 

pounds (the numerator) by the participant’s total height in inches, squared (the denominator), and 

multiply this quotient by a conversion factor of 703.   

𝐵𝑀𝐼 =
𝑤𝑒𝑖𝑔ℎ𝑡(𝑙𝑏𝑠. )
ℎ𝑒𝑖𝑔ℎ𝑡(𝑖𝑛)2

∗ 703 

For data analysis, three dummy variables were created.  The dummy variables Ow for 

overweight (equal to 1 if BMI greater than or equal to 25 but less than 30, 0 if not) and Ob for obese 

(equal to 1 if BMI greater than or equal to 30, 0 if not) corresponded to the definitions of these BMI 

categories.  A third variable Ow_Ob was a combination of those two, grouping together all participants 

who were either overweight or obese (equal to 1 if BMI greater than or equal to 25). 

Research questions answered by analysis of the survey data: 

a. What proportion of survey respondents are overweight or obese? 

b. From what source do survey respondents report they usually purchase fruits and vegetables? 

c. What proportion of survey respondents perceive the cost of produce at the farmers’ market to 

be higher, lower, or about the same as the store where they usually shop for food? 

d. What proportion of survey respondents perceive the quality of produce at the farmers’ market 

to be better, worse, or about the same as the store where they usually shop for food? 

e. What proportion of respondents report that they shop more often at the farmers’ market 

because they can use EBT? 

f. What proportion of respondents report that they eat more fruits and vegetables because they 

can use EBT? 

g. Do the experiences and perceptions of survey respondents demonstrated in items “b” through 

“f” differ by weight status (i.e., overweight or obese vs. normal weight)? 
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h. Do the experiences and perceptions of survey respondents demonstrated in items “a” and “b” 

differ by whether respondents have used EBT at a farmers’ market before? 

i. From what source do survey respondents report they heard that the farmers’ market accepted 

EBT cards? 

j. From what source do survey respondents report they heard that the farmers’ market accepts 

Market Bucks?  

k. From what source do survey respondents report they prefer to receive information about EBT at 

farmers’ markets in the future? 

Research questions answered by analysis of the credit, debit, and EBT transaction data: 

l. What proportion of EBT card users only made one EBT transaction at the market in 2011? 

Results 
Proportion of survey respondents overweight or obese 

64 percent of respondents were either overweight or obese.  28 percent of respondents were 

overweight.  36 percent of respondents were obese.   The average BMI was 28.46 (overweight).  The 

minimum BMI was 20 (underweight).  The 25th percentile BMI was 24.3 (healthy).  The median BMI was 

28.25 (overweight).  The 75th percentile BMI was 32.3 (obese).  The maximum BMI was 40.8 (morbidly 

obese).   The standard deviation for BMI was 5.4112.  There were 50 observations (50 survey responses 

to the height and weight questions).   

According to 2009-2010 CDC data, the United States obesity rate was 35.7 percent (NHANES).  In 

a one-sample t-test, the proportion of survey respondents who were obese (36 percent) was not 

statistically different than the United States population proportion (t =0.0437, p=0.9653).   The sample is 

representative of the national obesity rate. 

Differences in overweight/obesity by whether respondents have used EBT at a farmers’ market before 
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Compared to the overall rate of about 36 percent, there was a difference in obesity rates 

depending on whether respondents had used EBT at a farmers’ market before (see table). 

Table 1 Overweight and obesity and EBT use at farmers' markets 

 
 

Number of 
Customers 

Obese (BMI ≥ 30) 
 

Overweight or Obese (BMI ≥ 25) 

Number  Percent  Number Percent  
First-time customers 28 13 46.42 19 67.85 

 Repeat customers 22 5 22.72 13 59.09 
All customers 50 18 36.00 32 64.00 
 

      Respondents who had not used EBT at a farmers market before were more likely to be obese 

(46.42 percent) than respondents who had used EBT (22.72 percent).  The results were statistically 

significant (t=1.7516, p=.0431, 𝛼=.05).   

When comparing normal-weight respondents to the group of respondents that were either 

overweight or obese, there was less of a difference depending on whether respondents had used EBT at 

a farmers’ market before (see table). 

A higher proportion of survey respondents who had not used EBT before were overweight or 

obese (67.85 percent) than respondents who had used EBT (59.09 percent).  The results were not 

statistically significant (t=0.6307, p=0.2656, 𝛼=.05).  There is not enough evidence to show a difference 

in combined overweight-obesity rates between the groups. 

Proportion of EBT card users making only one EBT transaction at a farmers’ market in 2011 

From the six markets reporting transaction data, the average proportion of EBT card users 

making only one EBT transaction at the market in 2011 was 59 percent. 

The average proportion of EBT users making more than one transaction was 43 percent.   There 

were a total of 276 EBT users at these six markets.  In the survey (n=57), 56.15 percent of respondents 

had not used EBT at a farmers’ market before, and 43.85 percent of respondents had used EBT at a 

farmers’ market before.  Thus, the proportion of survey respondents making their first visit seems 
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similar to the overall proportion of EBT users who only came to the market once.  It cannot be known 

whether survey respondents returned again after the day they took the survey or if their first visit was 

their only visit. 

Table 2 Proportion of EBT users making only one transaction at farmers' markets surveyed 

 One-time EBT users Total EBT 
users 
 

Transactions 
Number Percent Average number 

per EBT user 
Total 
transactions 

Albert Lea 32 49% 65 2.23 145 
Alexandria 6 60% 10 1.9 19 
Austin 27 66% 41 1.75 72 
Bemidji* - - - - - 
Bloomington 27 54% 50 2.3 115 
Duluth 47 60% 78 1.89 148 
Richfield 19 59% 32 1.75 56 
Total 158 57% 276 2.0 555 
*Bemidji had a total of 137 transactions but did not report complete EBT transaction data. 

Reported usual sources of fruits and vegetables 

Grocery stores and supermarkets was the category receiving the most responses (they could 

select all that applied).   86.95 percent of all respondents reported buying fruits and vegetables at 

grocery stores and supermarkets, and 54.00 percent also said that was the place where they most often 

shopped for fruits and vegetables. 

No respondents reported drug stores, dollar stores, or general stores, or the discount food-

buying program Fare for All, as a source of fruits and vegetables in the last 12 months. 

Differences in usual sources of fruits and vegetables by weight status 

There was one difference based on weight status significant at the 0.05 level of significance.  

Normal weight respondents were more likely to shop for fruits and vegetables at grocery stores and 

supermarkets (t=1.95, p=0.03).  Overweight respondents were less likely to shop for fruits and 

vegetables at grocery stores and supermarkets, but the results were not significant (t=1.43, p=0.08).  
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Overweight respondents were also more likely to shop at discount stores and superstores such as Aldi, 

Target, and Walmart, but this was not significant either (t=1.5947, p=0.06). 

Table 3 Differences in usual sources of fruits and vegetables by weight status 

 All Respondents 
(n= 46) 

Normal Weight 
(n=16) 

Overweight (n=12) Obese 
(n=18) 

Number Percent Number Percent Number Percent Number Percent 

Convenience stores 10 21.73 3 18.75 3 25.00 4 22.22 
Discount  or 
Superstores (Aldi, 
Target, Walmart) 

28 
 

60.86 10 62.50 5 41.67 
(t=1.5947, 
p=0.0590) 

13 72.22 

Drug stores, Dollar 
stores, General 
stores 

0 0 0 0 0 0 0 0 

Grocery stores and 
Supermarkets 

40 86.95 16 100.00 
(t=1.95, 
p=0.0284) 

9 75.00 
(t=1.43, 
p=0.0797) 

15 83.33 

Fare for All 0 0 0 0 0 0 0 0 

Another Farmers 
Market 

4  8.69 1 10.00 2 16.67 1 5.55 

Farms/CSAs 3 6.52 2 12.50 0 0 1 8.33 
Food Co-ops 5 10.86 2 12.50 2 16.67 1 5.55 
 

Differences in usual sources of fruits and vegetables by EBT use 

There were two differences based on whether respondents had used EBT at a market earlier 

that summer significant at the 0.05 level of significance.  First-time EBT users were less likely to have 

shopped at another farmers’ market in the last year (t=-1.86, p=0.03).  Shoppers who visited the 

farmers’ market multiple times to redeem their EBT were more likely to have also been to another 

farmers’ market.  First-time EBT users were also less likely to have shopped at a food co-op in the last 

year (t=-2.86, p=0.00).  In addition, just above the 0.05 cutoff for significance, first-time EBT users were 

more likely to shop at discount stores and superstores such as Aldi, Target, and Walmart (t=1.65, 

p=0.0522). 

Table 4 Differences in usual source of fruits and vegetables by EBT use 

 All Respondents (n=52) Repeat EBT 
Customers (n=25) 

First-time EBT Customers (n=27) 
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Number Percent Number Percent Number Percent 

Convenience stores 10 
 

19.23 3 12.00 7 25.92 

Discount  or Superstores 
(Aldi, Target, Walmart) 

31 59.61 12 48.00  19 70.37 (t=1.65, 
p=.0522) 

Drug stores, Dollar 
stores, General stores 

0 0 0 0 0 0 
 

Grocery stores and 
Supermarkets 

45 86.53 22 88.00 23 85.18 

Fare for All 0 0 0 0 0 0 
Another Farmers Market 6 11.53 5 20.00  1  3.70 (t=-1.86, 

p=0.0341) 
Farms/CSAs 4 7.69 2 8.00 2 8.00 
Food Co-ops 6 11.53 6 24.00 0 0 (t=-2.86, p=0.0031) 
 

Perceptions about cost of produce 

Of repeat EBT customers who were asked this question, 14.29 percent of respondents perceived 

the cost of produce at the farmers’ market to be higher than the store where they usually shop for food 

and 19.05 perceived the cost to be about the same.  Most respondents, 66.67 percent, perceived the 

cost of produce at the farmers’ market to be lower than the store where they usually shop for food.  

Differences in perceptions about cost of produce by weight status  

There were no significant differences based on weight status.  

Table 5 Differences in perceptions about farmers’ market prices by weight status 

 Repeat EBT Customers 
 All 

Respondents 
(n=21) 

Normal 
Weight 
(n=9) 

Overweight 
(n=8) 

Obese 
(n=3) 

 Number Percent Number Percent Number Percent Number Percent 

higher (prices at the store 
where you usually shop are 
better) 

3 14.29 1 11.11 1 12.50 1 33.33 

about the same (prices at the 
store and this farmers market 
are about the same) 

4 19.05 1 11.11 3 37.50 0 0.00 

lower (prices at this farmers 
market are better) 

14 66.67 7 77.78 4 50.00 2 66.67 
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Perceptions about quality of produce  

 Of repeat EBT customers who were asked this question, zero respondents perceived the 

quality of produce at the farmers’ market to be worse than the store where they usually shop for food 

and 14.29 perceived the quality to be about the same.  Most respondents, 85.71 percent, perceived the 

quality of produce at the farmers’ market to be better than the store where they usually shop for food.   

Differences in perceptions about quality of produce by weight status  

Table 6 Differences in perceptions of farmers' market produce quality by weight status 

 Repeat EBT Customers 
 All 

Respondents 
(n=21) 

Normal Weight 
(n=9) 

Overweight 
(n=8) 

Obese 
(n=3) 

 Number Percent Number Percent Number Percent Numb
er 

Percent 

worse (quality at the store 
where you usually shop is 
better) 

0 0.00 0 0.00 0 0.00 0 0.00 

about the same (quality at 
the store and this farmers 
market are about the same) 

3 14.29 1 11.11 0 0.00 2 66.67 
(t=3.2477, 
p=0.0022) 

better (quality at this farmers 
market is better) 

18 85.71 8 88.89 8 1.00 
(t=1.5482, 
p=0.0694) 

1 33.33  

 

There was one difference based on weight status significant at the 0.05 percent level.  Obese 

participants were more likely to say quality was about the same (t=3.247, p=0.00).  Overweight 

participants were more likely to say quality at the farmers’ market was better than at the store where 

they usually shop for food, but this was not significant (t=1.548, p=0.07). 

Respondents reporting shopping more often at the farmers’ market because they can use EBT 

Question 10A asked whether participants shopped more often at the farmers’ market because 

they could use EBT at the market.  Question 10B asked whether they ate more fruit and vegetables 

because they could use EBT at the market.  For both questions, participants could strongly disagree (=1), 

somewhat disagree (=2), somewhat agree (=4), or strongly agree (=5).  The mean responses are given in 

the table below.    
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Of the 22 repeat EBT customers who were asked this question, 76 percent answered “strongly 

agree” when asked if they shopped more often at the farmers’ market because they could use EBT.  The 

mean response was 4.67 out of 5.   

Respondents reporting eating more fruits and vegetables because they can use EBT 

Likewise, 76 percent answered “strongly agree” when asked if they ate more fruits and 

vegetables because they were able to use EBT at the market.  The mean response was 4.40 out of 5. 

Differences in shopping more often at the farmers’ market by weight status 

There was a difference based on weight that was not quite significant. Overweight participants 

were less likely to say they shopped more often at the farmers’ market because they were able to use 

EBT there (t=-1.5706, p=0.06). 

Differences in eating more fruits and vegetables by weight status 

Similarly, overweight participants were also less likely to say they ate more fruits and vegetables 

because they could use EBT at the farmers’ market (t=-1.5034, p=0.08).  

Table 7 Mean responses (1=strongly disagree, 5=strongly agree) about changes in shopping more often at the farmers' 
market or eating more fruits and vegetables, by weight 

 n  Q10A—shopping more 
often at the farmers’ 
market 

Q10B—eating more 
fruits and vegetables 

Normal Weight  9  4.88  4.66 
Overweight (BMI>25) 8  4.25 (t=-1.5706, 

p=.0660)  
3.875 (t=-1.5034, 
p=.0742) 

Obese (BMI>30) 5  4.80 4.80 
All Respondents 22 4.67 4.40 
 

Reported sources of learning the farmers’ market accepted EBT cards 

The proportions of total respondents who learned about EBT and Market Bucks in various ways are 

given in the table below.  Respondents could select all that applied.  They also indicated the preferred 

method of finding out about future information regarding the use of EBT and Market Bucks at 
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Table 8 Reported sources of learning EBT and Market Bucks were accepted at the farmers' market 

 Learned About EBT Learned About Market 
Bucks 

Prefer 

 Number Percent Number Percent Number Percent 
Email N/A  N/A  5 10.00 
Mail N/A  N/A  8 16.00 
Social Media (Facebook, 
Twitter) 

N/A  N/A  3 6.00 

Newspaper 8 14.04 8 14.29 10 20.00 
Posters (including Bus Ads) 4 6.25 1 1.79 2 4.00 
Radio 5 7.81 1 1.79 5 10.00 
Website 2 3.13 0 0 0 0 
WIC or Government Office 8 12.50 4 7.14 7 14.00 
Word of Mouth 15 23.44 8 14.29 N/A  
Signs/People at Farmers’ 
Market 

20 31.25 30 53.57 6 12.00 

Other 2 3.13 4 7.14 4 8.00 
Total 64  56  50  
 

their market.  With regard to how they learned about EBT being accepted at the market, the following 

categories were indicated by fewer than 5 respondents: posters (including bus ads), radio, website and 

other.   The second-most popular response was word of mouth, such as from a friend or relative, with 

23.44 percent of respondents finding out about EBT at the market that way. There were no significant 

differences among different groups of respondents.  However, among the other more popular 

responses, there were some differences observed based on whether respondents had used EBT before 

or based on weight status.  Overall, 14.04 percent of respondents, and 16.32 percent of respondents for 

whom there is BMI data, found out about EBT through the newspaper or a newsletter.  In the group 

with an obese BMI, however, 0 found out about EBT card readers from the newspaper (t=2.3314, 

p=0.01).   Overall, 12.50 percent found out about EBT at the WIC, food stamp (SNAP), or government 

office.  In the group who had used EBT at a farmers’ market before the day they took the survey, only 4 

percent had found out about it at WIC or a food stamp or other government office.  Among first-time 
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EBT users, 22.58 percent had found out about being about to use their EBT card there at a WIC, food 

stamp, or government office (t=2.0111, p=0.02).  Overall, 31.25 percent said they learned about EBT 

from a person at the market or because they saw EBT card signage at the market.  This was the number 

one response.  It increased to 36.73 percent of respondents who provided BMI data.  Among healthy 

BMI respondents, only 16.66 percent found out about it at the market (t=-2.2931, p=0.01).  Among 

obese respondents, as many as 52.94 percent found out about EBT at the market (t=1.7327, p=0.04).   

Reported sources of learning that the farmers’ market accepted Market Bucks 

Similar trends were seen with regard to how participants found out about Market Bucks.  The 

following categories were indicated by fewer than 5 respondents: posters (including bus ads), radio, 

website, WIC or other government office, and other.   Overall, 14.29 percent of respondents, and 16.32 

percent of respondents for whom there is BMI data, found out about Market Bucks through the 

newspaper or a newsletter.  In the group with an obese BMI, however, 0 found out about Market Bucks 

from the newspaper (t=2.3314, p=0.01).   There were 14.29 percent of respondents finding out about 

Market Bucks at the market from a friend or relative, but there were no significant differences among 

different groups of respondents.  Overall, 53.57 percent said they learned about Market Bucks from 

persons or signs at the market.  This was the number one response.  It increased to 55.10 percent of 

respondents who provided BMI data.  Among healthy BMI respondents, only 38.88 percent found out 

about it at the market (t=-1.7579, p=0.04).  While it was not significant, among obese respondents, 

64.51 percent found out about Market Bucks at the market (t=1.5974, p=0.06).   

Discussion 
These surveys were conducted in August through October at farmers’ markets that began 

accepting EBT for the first time earlier in the summer of 2011.  The surveys were conducted 2 to 3 

months after EBT began to be accepted and participants were unlikely to have taken the survey more 

than once.  Thus, those who answered yes to the question about whether they had used EBT at a 
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farmers’ market before may have come to the farmers’ market either on their own, or because they had 

heard EBT was accepted, in the 2-3 months before the surveys were administered and before the 

Market Bucks incentive began (or they may have come after the initiative began, but not have taken the 

survey).   Market Bucks were not available or promoted until August.  Visiting the market earlier in the 

season can be used as a rough proxy for food preparation capability, as it would stand to reason that 

people with more capability to derive benefits from healthy foods using food preparation skills would be 

more likely to have attended a farmers’ market without knowing EBT was accepted there.  This is 

especially true because the selection of foods at the market can be less plentiful at some Minnesota 

markets in June and July.  It could also be that people with more food-preparation capability may also 

have more capability when it comes to learning new information in general. It may have required more 

capability to find out about the availability of EBT at the market before it was more heavily promoted 

later in the summer.  Having a healthy weight is another proxy for capability. 

While this study is not able to assign causality, statistically significant characteristics of 

respondents who had not used EBT at a market until August 2011 or later are consistent with the idea 

that this group had less food-preparation capability.  Respondents who had not used EBT at the market 

before were more likely to be obese (46.42 percent) than respondents who had (22.72 percent).  First-

time EBT users were less likely to have shopped at another farmers’ market in the last year and less 

likely to have shopped at a food co-op in the last year.  Shoppers who visited the farmers’ market 

multiple times to redeem their EBT were more likely to have also been to another farmers’ market.  

Shopping at farmers’ markets and co-ops can be interpreted as a sign of having the capability to cook 

with the fresh healthy foods available there.  Shoppers who visited the farmers’ market multiple times 

to redeem their EBT may be a group of people who would also visit a co-op, which usually has similar 

fresh, local foods in stock.  Among first-time EBT users, a significantly higher percentage had found out 

about being about to use their EBT card at the market through a WIC, food stamp, or government office, 
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compared to those who had used EBT at the market previously.  This suggests that encouragement from 

these trusted human services workers was an effective way to get people to the market for the first 

time.  People with less capability may be more likely to attend the farmers’ market with encouragement 

through promotion at a WIC, food stamp, or government office. 

The majority of survey respondents (56.15 percent) had not used EBT at the farmers’ market 

before.  This is consistent with EBT transaction data from the MFMA that shows 59.22 percent of EBT 

users were only one-time visitors to the market in 2011.  Among obese survey respondents, 72.22 

percent had not used EBT at the market before.  Obesity may be a sign of having less food preparation 

capability, because people who do have a sense of self-efficacy about their own culinary skills and know 

how to create healthful, delicious meals could be expected to have a lower weight and better wellbeing.  

Again by this same logic, people with less food preparation capability would be expected to visit the 

market less often because they derive less wellbeing from the foods they can procure there.  So, it 

makes sense that as a group, obese survey respondents were more likely to be first-time EBT users.  

Another statistic that may reflect that obese survey respondents had a different set of self-

management skills was that zero obese participants found out about being able to use EBT at the market 

through newspapers.  Using newspapers as resources to find information is a self-management skill.  

People with healthy BMIs may have more self-efficacy  to use channels of information to find out about 

EBT at the farmers’ market, such as newspapers.  Traditional media like newspaper and radio do not 

necessarily reach this demographic (In addition, only two survey respondents reported finding out about 

the EBT program at the market on a website or blog.).  Obese people were less likely to report finding 

out this information from these sources, although they were just as likely to have found out information 

through word of mouth.  Everyone was equally likely to hear about EBT and Market Bucks through word 

of mouth from a friend or relative.  About 14.28 percent of all respondents found out about Market 

Bucks from word-of-mouth.  Word-of-mouth appears to be effective at promoting Market Bucks.   
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Many found out about EBT and the Market Bucks incentive through WIC, food stamps, or 

government offices, but obese people were actually more likely than normal weight individuals to find 

out at the market.  Among survey respondents with a healthy BMI, 38.88 percent found out about 

Market Bucks once they were already at the market.  Among obese survey respondents, 52.94 percent 

found out about EBT at the market and 64.51 percent found out about Market Bucks at the market.  This 

suggests that consistently displaying prominent signage is an important way to promote EBT usage at 

farmers’ markets.  People with healthy BMIs may have more self-efficacy and more channels of 

information to find out about EBT at the farmers’ market besides the signs on-site, while obese people 

are less likely to know.  In this survey, there were 56 total respondents and 17 of them were obese, but 

more than half of the obese respondents learned about EBT at the market from market signage.  It is 

important to note that overweight or obese survey respondents were more likely to show up at the 

market not knowing about Market Bucks and to find out about it from a person or signs at the market. 

 Although all survey respondents were low-income SNAP recipients, obese survey respondents 

were less likely than normal weight respondents to report buying fruits and vegetables at grocery stores 

and supermarkets and more likely to report buying them at discount stores and superstores such as 

Walmart, Target, and Aldi.  In addition, obese participants were more likely to say the quality of fruits 

and vegetables at the farmers’ market was not better, but only about the same as, the place where they 

usually shop for fruits and vegetables.   Having beliefs that farmers’ market produce is better quality—

tastes better, is fresher, and more nutritious—may be a characteristic of people with more capability to 

prepare foods found at farmers’ markets.  Returning to the facts that the majority of survey respondents 

were making their first use of EBT at the farmers’ market, and the majority of EBT users only made one 

transaction at the market in 2011, it seems that many people who have low income, whether or not 

they have food preparation capability, were interested in checking out farmers’ markets.  It is 

encouraging that obese people were motivated to shop at least one time at the farmers’ market and 
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good signage and people at the market informed them about the EBT card and Market Bucks initiatives.  

Though many only came once, they may come more often in 2012 if the initiatives continue.  Changing 

where people shop could change what people buy, since farmers’ markets tend to have a reduced 

selection of processed foods compared to other places people buy groceries.  Shoppers who visit the 

farmers’ market multiple times to redeem their EBT there are likely the same group of people who 

would visit a co-op, which usually has similar fresh, local foods in stock.  Those who come for the first 

time are more likely than people who have come multiple times to have heard about EBT and Market 

Bucks from a government office.  While word of mouth and government offices seem to be effective 

ways of promoting the farmers’ market because people come once, people who visit once may not 

come back because they do not have the culinary skills to deal with these fresh fruits and vegetables.  

This underscores the importance of policies that provide education opportunities where people can 

learn such culinary skills and nutrition information. 

The MFMA EBT technology project and Blue Cross’ Market Bucks program should be affirmed as 

meaningful and essential steps to address the barriers of price and perception and utility cost of 

farmers’ market fresh fruits and vegetables.  The Blue Cross Market Bucks program, expanded to these 

seven new EBT-accepting farmers’ markets in 2011, provided a price incentive for EBT users.  For the 

first $5 of SNAP benefits redeemed at the market per market day, EBT customers received $5 in paper 

Market Bucks.  At these markets, SNAP benefits were redeemed using a Central POS system where 

people first visited an information booth to swipe their card and receive $1 wooden tokens and up to $5 

in matching Market Bucks.  Individual vendors accepted the tokens and Market Bucks, which they 

cashed in with the market manager.  This program reduced the effects of price as an impediment to 

consumption of fruits and vegetables by people on SNAP.  EBT technology exists at the markets now, 

and farmers’ markets are being promoted to SNAP customers.  These are good efforts, but they were 

not designed to address the problem of lack of food-preparation capability.  This is not a short-coming of 
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the Market Bucks program but an opportunity for future partnerships, programs, and policies.  There is 

a need to link opportunities for learning to policies towards farmers markets— the skills to shop for, 

cook, and eat fresh local fruits and vegetables are learned capabilities.   
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Appendix A: Glossary 
 
AMS—USDA Agriculture and Marketing Service 
 
Blue Cross—Blue Cross and Blue Shield of Minnesota 
 
CNE—U of M SGE Community Nutrition Educator 
 
CSREES—Cooperative State Research, Education, and Extension Service (now NIFA) 
 
EBT card—Electronic Benefit Transfer card  
 
FMPP—Farmers’ Market Promotion Program (managed by USDA/AMS) 
 
FNS—USDA Food and Nutrition Service 
 
MDA—Minnesota Department of Agriculture 
 
MFMA—Minnesota Farmers’ Market Association 
 
NIFA—National Institute of Food and Agriculture (formerly CSREES) 
 
SGE—U of M Extension Simply Good Eating program 
 
SOFAS—SOlid Fats and Added Sugars 
 
SNAP—Supplemental Nutrition Assistance Program, formerly food stamps (managed by USDA/FNS) 
 
USDA—United States Department of Agriculture 
 
WIC—Women, Infants, and Children 
 
WVS—Winona Volunteer Services 
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Appendix B: Photos 
 

 

2 Poster at Austin Area Farmers’ Market in June 2011 (New promotional materials arrived in August 2011). 

 

3 Ad at thrift store in Rochester in July 2011.  Rochester’s EBT and Market Bucks had other sponsors. 
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4 Austin Area Farmers’ Market scene in August 2011 

 

5 University of Minnesota Extension Simply Good Eating Farmers' Market Class at Winona Volunteer Services in August 2011 
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6 University of Minnesota Extension Simply Good Eating Farmers' Market Class at Winona Volunteer Services in August 2011 
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