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Obesity Trends™ Among U.S. Adults
1990, 1996, 2003
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Changes in the Prevalence of
Severe Obesity (BMI >40)
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Consequences of Adult Obesity

« Psychosocia « Medical
 Cardiovascular — Polycystic ovary disease
— Hyperlipidemia — Gall bladder disease
— Diabetes mellitus — Osteoarthritis
— Hypertension — Cancer
— Respiratory e Pregnancy and the postpartum
— Cardiac « Mortality

Erectile dysfunction



Causes of Death -

Leading Causes of Death™

Heart Disease
Cancer

Stroke

Chronic lower respiratory
disease

Unintentional Injuries
Diabetes

Pneumonia/influenza

Alzheimer’s disease

Kidney Disease

0 5 10 15 20 25 30 35
Percentage (of all deaths)

United States, 2000

Actual Causes of Death™

Tobacco
Poor diet/lack of exercise
Alcohol

Infectious agents

Pollutants/toxins

Firearms

Sexual behavior

Motor vehicles

lllicit drug use

0 5 10 15 20
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* National Center for Health Statistics. Mortality Report. Hyattsville, MD: US Department of Health and Human Services; 2002

T Adapted from McGinnis Foege, updated by Mokdad et. al.



Obesity Deaths in the U.S. Population
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Mortality Differences in the JAMA
Studies™®

Representativeness
Reduction in CVD mortality
Use of age-specific mortality

Not all nutrition and inactivity mortality Is accounted
for by obesity

Costs are generated by disease burden, not death

Neither study accounts for the potential impact of
childhood obesity

*Mokdad et al. JAMA 2004;291:1238.
Mokdad et al. JAMA 2005;293:293.
Flegal et al. JAMA 2005;293:1861.
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Nation’s Health Spending Slows, but It Still Hits a Record

By ROBERT PEAR

WASHINGTON, Jan. 10 — The tor-
rid pace of growth in national health
spending cooled a bit in 2003, but the

spending, at $1.7 trillion gpned 15

percent of the gross domestic prad-
uct for the first time, the government
said on Monday.

Total health spending rose 7.7 per-
cent in 2003, compared with an in-
crease of 9.3 percent the year before,
in part because of state cutbacks in
the Medicaid program and a slower

omist at the Department of Health
and Human Services, said that “at
least 34 states took measures to con-
trol Medicaid costs in 2003,” typical-
ly by tightening eligibility or restrict-
ing benefits.

Factors contributing to the slow-
down in the growth of drug spending
included a smaller increase in the
number of prescriptions; greater
use of low-cost generic drugs; higher
co-payments, which tend to discour-
age use of some drugs; and the con-
version of Claritin, the popular aller-

an pharmacies, estimated at $1.1 bil-
lion in 2003, were not counted in
health spending for the United
States. American sales of generic
drugs grew at twice the rate of
brand-name drug sales in 2003.
“When offered a choice, consumers
opt for a generic drug almost 90 per-
cent of the time in chain drug,
stores,” the report said.

President Bush, campaigning for
limits on malpractice lawsuits, said
last week that “we have the best
health care system in the world.”

our nation’

output to health care than other in-
dustrial countries do. Among the 30
members of the Organization for
Economic Cooperation and Develop-
ment, the countries with the next
largest shares, Switzerland and Ger-
many, spend less than 12 percent of
G.D.P. on health care.

Health spending continues to grow
in most industrial countries, with
rapid advances in medical technol-
ogy and aging populations, even
when economic growth is slow.

Paul B. Ginsburg, president of the

health costs, said those trends could
pose problems for the United States
because of the way it finances health
care,

“Health insurance premiums are
growing faster than what people
earn,” Mr. Ginsburg said. “Govern-
ment health care spending is grow-
ing faster than federal revenues,
crowding out other priorities.”

The report said that health spend-
ing in the United States averaged
$5,670 a person in 2003, up $353 from
2002,

Hospital care accounts for nearly
one-third of all health spending, and
slower growth in spending for hospi-

tal services was a significant factor

ing medical bills

THE WASHINGTON POST

his

are eating into
company’s

bottom line and
ultimately threatening the viability of most U.S. firms.
“Failing to address the health care crisis would be the |
worst kind of procrastination,” Wagoner said, “the kind
that places our children and our grandchildren at risk
and threatens the health and global competitiveness of

s economy.”

After spending several years on the health policy
sidelines, Wagoner is launching a mini media blitz, hop-
ing the competitiveness argument will be the one that fi-

See HEALTH, E2, Col. 1

billion, following an increase of 8.5
percent in the prior year.

Many states, wrestling with budg-
et problems, froze Medicaid pay-
ments to hospitals. Medicaid spend-
ing on hospitals grew 5.3 percent in
2003, about six percentage points less
than the year before,

Medicaid and Medicare alike
curbed spending for nursing home
care. Medicaid payments to nursing
homes grew just 1 percent in 2003, to
$51 billien, following an increase of
8.1 percent in 2002.

Likewise, the government said,
Medicare payments to nursing
homes “increased only 1.3 percent in

2003. following three vears of rapid




Overweight Prevalence by Race/Ethnicity for Adolescent Boys
Aged 12 - 19 Years
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Source: JAMA, Oct. 9, 2002, Vol. 288, No. 14:1731



Overweight Prevalence by Race/Ethnicity for Adolescent Girls
Aged 12 - 19 Years
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BMI and Distribution of Morbid Obesity

BMI @99%tile* > BMI 40** % > 99%tile

WEES

16y0 33.9 1.6% 8.1%

17yo 34.4 0.3% 6.4%

18yo 35.0 0.1% 3.6%

19yo 36.0 3.1% 3.5%
Females

16yo 39.1 1.6% 1.6%

17yo 40.8 2.3% 2.0%

18yo 42.9 1.7% 0.7%

19yo 45.4 3.3% 0.7%

*CDC growth charts ~ *NHANES 1999-2002



Consequences of Childhood
and Adolescent Obesity

Common Uncommon
« Growth  Hypertension
 Psychosocial  Sleep apnea
 Hyperlipidemia  Pseudotumor
 Hepatic steatosis « PCOD
 Abnormal glucose o Cholelithiasis
metabolism o Orthopedic

Persistence into adulthood
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Duration of Diabetes and Nephropathy (Pima Indians)

Cumulative Incidence

Nephropathy (%)
- . 35-44Y
' e Theduration of diabetes,
U rather than the age at
15 - diagnosis, is predictive of
10 4 nephropathy (Krakoff.
. Diabetes Care 2003;26:76)
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Impact of Childhood Overweight
(BMI > 95" percentile) on Adult Obesity (BMI > 30)

e 4.9 BMI unit difference In severity

* Onset < 8y more severely obese as adults
(BMI =41.7 vs 34.0)

» CVD risk factors reflect adult BMI

» 25% obese adults were overweight children

Freedman et al, Pediatrics 2001: 108: 712



Childhood BMI and Adult Mortality: 32 y Follow-up of
227,000 Norwegian Adolescents Measured in 1963-75
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Distribution of BMI among 17- to 19-year-olds

Norway (1963-75)
1% had a BMI > 30

US (1999-2002)
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Behavior Change Strategies

* Increase physical activity

 Reduce television viewing In
children and adolescents

« Promote breastfeeding
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Screen Media Exposure by Ethnicity
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Roberts DF, Foehr UG, Rideout V. (2005). Generation M: Media in the Lives of 8-18 Year-olds. A Kaiser Family
Foundation Study.



Prevalence of Obesity by Hours of TV per Day:

NHES Y outh Aged 12-17 in 1967-70
prevalence and NLSY Youth Aged 10-15 in 1990
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Effect of Reduced Inactivity or
Exercise on Obesity
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Strategies to Reduce Television Time

o Start early — rules, access
e Content trumps time

e Family values: family time and
schoolwork. Weekday time

e Television iIs a default behavior
» Use television to change behavior



In the days
before
television




Strategies to Reduce Television Time

o Start early — rules, access
e Content trumps time

e Family values: family time and
schoolwork. Weekday time

e Television iIs a default behavior
» Use television to change behavior



Promising Interventions

e |ncrease fruit and vegetable
consumption

» Reduce soft drink consumption
e Reduce portion size
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