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The Obesity Crisis 

 

 
In less than 25 years, from 1980 to 2004, the prevalence of obesity in the U.S. doubled in adults 

and overweight status in children tripled. The standard for weight assessment is the body mass 

index or BMI, defined as the weight in kilograms divided by the square of the entire body 

surface area or kg/m
2
.  The National Health and Nutrition Examination Survey (NHANES) 

estimates that 67% of U.S. adults and 18% of children are overweight or obese.
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The increased effect on morbidity and mortality is dramatic and has snuck up on us. There are 

subtle and little noticed changes such as the need for larger and sturdier hospital beds and special 

mechanical aids for lifting and moving large patients in hospitals, nursing homes and 

ambulances.  

 

The indirect increased cost of obesity to the health care system in the U.S. has been modestly 

estimated at $117 billion per year, and health care costs related directly to obesity have 

accounted for 25% of health expenditures from 1987 to 2001.  

 

But the impact on poor health risk itself shows up in the form of chronic, debilitating illnesses 

such as diabetes, coronary artery disease and stroke. There are also multiple indirect 

dysfunctions such as obstructive sleep apnea, osteoarthritis, gall bladder disease, menstrual and 

pregnancy disorders as well as increased risk of cancer of the colon, breast, gall bladder and 

uterus.  

 

A key unresolved issue dogs most biopsychosocial research, including obesity research: is the 

problem caused by genetics or the environment; nature or nurture? Although much familial 

research shows heritability in 30 – 70% of cases, studies of twins have found stronger linkage to 

the overweightness of the parent whether adoptive or biological. Recent studies have also shown 

that obese people tend to have friends who are obese and even obese neighbors.
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Other postulated causes involve neurobiological mechanisms in the brain “pleasure centers,” 

related to dopamine which invokes addiction and dependence models. Another postulate 

involves homeostasis, the survival instinct, and overstimulation of the stress system.  

 

A general decline in physical activity relative to a ready supply of high calorie food, especially 

“fast food,” as well as food high in content of taste-enhancers, including fat, sugar, and salt, is 

seen as a culprit. Finally, there is a bidirectional relationship between mental illness, especially 

mood disorders, and obesity.
3
 Obese patients have a higher rate of serious mental problems and 

mental illness provides a higher risk for overweight and obesity, than for normal weight controls. 

And the metabolic syndrome, a complex of central obesity, high blood pressure, insulin 

resistance, and disturbed fat metabolism is a small but significant side effect of many psychiatric 

medications, particularly, many of the antipsychotics, but also mood stabilizers and 

antidepressants.
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Intervention: 

The 5A’s, delineated in an earlier JNLA issue which focused on teen drug intervention, is a 

perfectly suited framework for the problem of obesity.  

 

Ask: 

 Review weight history 

 Identify any connections between medications and weight changes  

 Inquire after risk factors involving sedentary lifestyle and any incipient medical 

conditions involving diabetes and cardiovascular disease 

 

Advise and Educate: 

 Initiating a weight loss regimen will enhance mood, self-esteem and body image  

 Increasing physical activity will help to lower weight along with growing awareness of 

improved health status 

 Review all medications, including over-the-counter pills, with an eye toward those that 

affect metabolism 

 Especially focus on psychiatric medications with known weight gain for possible shift to 

weight-neutral agents 

 

Assess: 

 Motivation for change evaluation regarding eating habits and sedentary lifestyle 

 Discussion of barriers to change and agree to realistic attainable goals in stages 

 

 

Assist: 

 Provide resources for nutritional education as well as diet and exercise coaching (lifestyle 

modification) 

 Helpful information can be obtained on the Internet at www.cdc.gov and www.ahrq.gov 

and many other reputable websites 
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 Initiate or refer for behavioral intervention and support in a group or individually 

 Involve family, community and self-help supports 

 For a BMI > 30, an FDA-approved weight-loss agent should be considered (sibutramine, 

phentermine, or orlistat) 

 For a BMI > 40, consider bariatric surgery (gastric bypass, adjustable banding, gastric 

stapling and gastroplasty)
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Arrange: 

 Arrange follow-up appointments at least monthly for the first three months to monitor 

follow-through and progress 

 Arrange to review treatment goals and adjust them upwards or downwards as is 

appropriate 

 Lavish abundant praise for the success of small steps 

 

Summary: 
NIH guidelines for obesity treatment include pharmacologic agents, behavioral approaches and 

when all else fails, some form of gastric surgery. The behavioral strategies include increasing 

physical activity and decreasing caloric intake. Cognitive behavioral therapy, group therapy and 

Overeaters Anonymous are some of the approaches to reinforce and support the necessary 

lifestyle changes. The research evidence for acupuncture, acupressure, over-the-counter dietary 

supplements, homeopathy and hypnotherapy has not demonstrated sufficient effectiveness to 

warrant any strong recommendation.  

 

The purpose of this article is to call attention to the fairly sudden explosion of overweight and 

obesity among American adults and children. It also offers a basic framework for understanding 

some of the leading theoretical causes as well as NIH-recommended appropriate interventions.  
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