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learning objectives

After completing this chapter, the health and fitness 
professional will be able to:

 ⦁ Define the difference between overweight 
and obese.

 ⦁ Understand the reasons for the growth of obesity 
domestically and internationally.

 ⦁ Understand statistically how this epidemic affects 
the adult and youth populations. 

Introduction

Obesity remains one of the major preventable causes of 
morbidity and mortality in the United States. For more 
than a decade, it has been among other preventable 
conditions, such as poverty, smoking, and excess 
alcohol consumption, as a significant predictor of 
poor physical health (1).  Being overweight or obese 
has been linked to several negative health conditions, 
including coronary heart disease, hypertension, 
type 2 diabetes mellitus, dyslipidemia, a greater risk 
of certain cancers, and depression. Obesity not only 
affects an individual’s overall well-being and health, but 
it also has a direct impact on the cost of health care in 
the United States. Although it is difficult to quantify the 
exact financial burden that obesity places on a health 
care system, estimates reveal that medical spending 
on obesity in the United States may be approximately 

$147 billion per year by 2008, which would be up from 
$78.5 billion per year a decade earlier (2). With such a 
tremendous financial burden, the cost of obesity truly 
affects everyone. 

For the health and fitness professional, understanding 
how to successfully partner with an overweight or 
obese individual is imperative because approximately 
69.2% of U.S. adults are currently overweight or 
obese (3). The terms “overweight” and “obese” are 
generally used to describe the degree to which an 
individual holds excess adipose tissue. Body mass index 
(BMI), which is determined by dividing body weight 
in kilograms by height in meters squared, is a common 
method for categorizing individuals as normal weight, 
overweight, obese, or morbidly obese (Table 1).

Body Mass Index = Weight (kg) / Height (m2)

Although it is possible that a large amount of lean body 
mass can contribute to a BMI in the overweight range, 
in the general population, a person with a BMI in this 
range will most likely have a higher percentage of body 
fat than is recommended for good health. However, 
obesity is a condition in which there is an excessive 
amount of adipose tissue. A BMI equal to or greater 

ChapTer  1: The obesiTy epidemiC

the estimated total cost of obesity in the united 
States in 2008 was estimated at about $147 billion.
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than 30 kg/m2 is considered obese, and the condition 
is further classified as extreme or morbid obesity 
when BMI exceeds 40 kg/m2. Obesity is a complicated 
condition, and experts agree that it can be caused by 
several environmental, lifestyle, and genetic factors (4).   

How obesity rates Have Increased 
throughout the years

 ■ domestically

The prevalence of obesity among U.S. adults continues 
to be a challenge for health and fitness professionals. 
According to data from the National Health and 
Nutrition Examination Survey (NHANES) from 
2009-2010 based on measurements , nearly 70% of 
Americans are overweight or obese, and 35.9% of U.S. 
adults are in the obese category (3). 

Obesity is clearly a nationwide problem, and trends 
show that the prevalence has increased in adults at 
all income and education levels (5). Recent data also 

suggest that obesity prevalence differs by ethnicity, age, 
and sex (5). 

Estimates of obesity can be confusing because data 
comes from different sources, and some data are based 
on self-report, while others rely on measurements. For 
example, according to the Centers for Disease Control 
and Prevention, in 2009, only 26.7% of the respondents 
to the Behavioral Risk Factor Surveillance System 
(BRFSS) survey were classified as obese based on self-
reported data from a landline telephone survey (6). Also 
according to the 2009 BRFSS, when stratified by age, 
obesity prevalence ranged from approximately 20.3% 
for adults 18-29 years old to 31.1% for adults 50–59 
years old. When examined by race and sex, obesity 
prevalence remained the highest for non-Hispanic 
black women (41.9%), followed by non-Hispanic 
black men (30.9%). Education level also played a 
role, with higher levels of education associated with 
lower prevalence of obesity. The 26.7% prevalence of 
obesity among respondents in the 2009 BRFSS survey 
represents an increase from 25.6% in 2007, which 

Table 1.1 BMI, Waist Circumference, and Relative Risk of Disease

Relative Risk of Disease by Waist Circumference

Weight BMI Obesity Class
Men < 102 cm 
Women < 88 cm

Men > 102 cm 
Women > 88 cm

Underweight <18.5 – – –

Normal 18.5-24.9 – – –

Overweight 25-29.9 – Increased High

Obese 30-34.9 I High Very High

35-39.9 II Very High Very High

Extreme Obesity >40 III Extremely High Extremely High

*adapted from reference national Institutes of Health. clinical guidelines on the identification, evaluation, and 
treatment of overweight and obese adults. Bethesda, MD: national Institutes of Health; 1998.

BMI is widely used by researchers conducting epidemiological studies to determine levels of overweight 
and obese individuals. although BMI is both a useful and valid tool to screen the general population, 

its one weakness is that it fails to differentiate fat mass from lean body mass. using BMI, athletes with 
a large amount of muscle mass can mistakenly fall within the moderate- to high-risk categories.
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translates to approximately 2.4 million more obese 
adults in the United States (7). Also from BRFSS data, 
in 2005, the prevalence was 23.9%, and in 2000, the 
prevalence was 19.8% (6). For the first time in 2010, the 
prevalence of obesity among U.S. adults was greater 
than 20% in all states (Figure 1.1).  

 ■ internationally

The obesity epidemic is also a major concern 
worldwide. According to the World Health 
Organization (WHO), recent statistics indicate that 
approximately 1.4 billion adults 20 years and older are 
overweight, and of these individuals, approximately 
200 million men and 300 million women are obese. 
The statistics indicate that 40 million children younger 
than 5 years old were overweight in 2010. Being 
overweight or obese is currently the fifth-leading risk 
for all deaths globally, and this problem is no longer 
considered an issue exclusive to high-income countries. 

 ■ adult

Examining the obesity trend for the U.S. population 
starting at the age of 20, individuals 20-29 years old 
and older than 70 have the lowest prevalence of being 
obese. One caveat of current obesity trends is a decline 
in prevalence in older adults, particularly after the 
age of 70. A possible explanation for this occurrence 
may be explained by the early mortality of overweight 
and obese individuals, where this mortality may very 
well be due to obesity-related diseases, such as heart 
disease, type 2 diabetes mellitus, and certain cancers. 
Simply put, healthier people will live longer, and obese 
individuals are less likely to live past the age of 60 (8).

Simply put, healthier people will live 
longer, and obese individuals are less 

likely to live past the age of 60. 

Figure 1.1 Obesity Trends* Among U.S. Adults, 2010

20% - 24%

BMI ≥ 30 

25% - 29% ≥ 30%

*BMI ≥ 30, which is about 30 lb overweight for a 5-foot, 4-inch person

Source: Behavioral risk Factor Surveillance System, centers for Disease control and Prevention.
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The increase in obesity is also evident when viewed by 
gender. Overall, according to NHANES data, women 
have a slightly higher prevalence of obesity at 36.3% 
compared with men at 35.5% (3). These numbers are 
alarming because they represent an increasing trend. 
For women, this is up from 33.2% in 2003–2004. For 
men, in 1999–2000, 27.5% of men were obese. That 
number rose to 31.1% by 2003–2004, and it has not 
seen a plateau based on current data (9).  

 ■ youth

Overweight and obese adults often start out as 
overweight and obese adolescents. In fact, there has 
been an alarming increase in the number of children 
who are now classified as overweight or obese. Since 
the early 1960s, the number of children who are 
considered overweight has tripled, with the biggest 
jump observed in the 1980s (10). Although BMI is 
not the most ideal method for classifying overweight 
and obese children, it has been validated against 
body density and is considered a good estimate. For 
children, being classified as overweight is defined as a 
BMI for age and sex that is between the 85th and 95th 
percentile, and obese is defined as falling at or above the 
95th percentile based on the CDC BMI-for-age Growth 
Charts (11). In the United States, recent statistics 
from the National Health and Nutrition Examination 
Survey (NHANES) indicate that approximately 
17% of children and adolescents 2–19 years old are 
obese (9). Although the prevalence of childhood obesity 
has leveled out in recent years, it remains a concern 
not only due to the health problems experienced by 
obese children, but also because they tend to become 
obese adults (8). A recent study that examined the 
longitudinal trends in obesity from adolescence to 
individuals in their 30s found that 36.1% of the sample 
was obese in 2008, with approximately 90% of obese 
adolescents remaining obese into adulthood (12). 
These data represent a nationally diverse sample of 
males and females and strongly suggest that obesity 
among young people is persistent into adulthood. One 
possible reason for the growth in childhood obesity 
is fewer opportunities to be active on a daily basis. 

Approximately 40 years ago, 42% of U.S. elementary 
and secondary students walked or biked to or from 
school. By 2001, this percentage had declined to 
16.2% (13).

According to the current Youth Risk Behavior 
Surveillance for 2011, among high school students 
nationwide, 32.4% had watched television 3 or more 
hours per day on an average school day, and 31.1% 
used computers (not for school-related work) for at 
least 3 hours on an average school day, with 13.0% 
being obese and an additional 15.2% categorized as 
overweight (14). Also, during the 7 days before the 
survey, 4.8% of high school students had not eaten any 
fruits, 5.7% had not eaten any vegetables, and 27.8% had 
drunk soda pop (not including diet sodas) at least one 
time per day (14). Finally, only 49.5% reported being 
physically active at least 60 min for 5 days in the 7 days 
before the survey, and 13.8% did not engage in 60 min 
of physical activity on at least 1 day in the previous 
7 days (14).

reasons for this Growth

There may be some debate about the factors that have 
contributed to the dramatic increase in the prevalence 
of overweight and obese individuals, but there are 
several factors that cannot be disputed.

 ■ Technology and physical inactivity

Being obese or overweight is the result of storing 
energy that is consumed but not used in the body. 
Energy cannot be created or destroyed, but is simply 
transformed from one form to another. Therefore, 
the main cause of excess stored body fat is due to a 
discrepancy between energy consumed (food and 
drink) and energy expenditure (physical activity). 
There are countless factors that contribute to obesity, 
but one factor that is rarely disputed is physical 

In addition to the health problems experienced by 
obese children, they tend to become obese adults.



NASM Weight Loss speciaList 5

inactivity. It is not surprising that as obesity rates 
have increased dramatically through the years, the 
prevalence of physical inactivity also has increased. 
Although there is an increasing trend for physicians 
and other health care providers to recommend 
exercise to their patients, there is still work to do. 
Recent data suggest that only 1 in 3 patients is being 
advised to exercise (15). Recent statistics indicate 
that approximately one-fourth of U.S. adults do not 
engage in any leisure-time physical activity (16), and 
approximately 50.7% meet current physical activity 
guidelines (Figure 1.2).

As mentioned before, being overweight or obese is a 
result of several confounding factors. One of the main 
obstacles for a health and fitness professional is to 
teach a client how to overcome the conveniences that 
modern technology has afforded developed nations. 
During the past century, these conveniences include 

automobiles, machinery, computers, and other labor-
saving devices, which have contributed to a changed 
work force. Past labor-intensive jobs have become 
limited because machinery and computers can manage 
tasks that were once done by people. Additional 
modern luxuries are televisions and computers. Recent 
decades have seen an increase in time spent watching 
television, work and leisure computer usage, and 
electronic gaming. 

approximately 50% of u.S. adults are not active 
enough to enhance their health; 25% are not active 

during their leisure times. Inadequate physical 
activity is linked to lower income and education.  

u.S. Department of Health and Human Services, centers for 
Disease control and Prevention, Physical Activity and Good Nutrition: 

Essential Elements to Prevent Chronic Diseases and Obesity, 2008.

Figure 1.2 Prevalence of Recommended Physical Activity, 2010

During the past month, did you participate in any physical activities? 
Percentage of respondents reporting “No.”

Guam Virgin Islands Puerto Rico

Physically Active

≤ 20.3%

20.4% - 22.5%

22.6% - 25.1%

25.2% - 27.8%

≥ 27.9% 

Source: united States Department of Health and Human Services and Behavioral risk Factor 
Surveillance System, centers for Disease control and Prevention.
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 ■ food accessibility and marketing

Not only is food marketed in an attractive fashion, but 
it is highly accessible. From low-fat options to high-fat, 
calorie-dense foods, food is very available in the United 
States, and it is becoming more available worldwide. 
People are eating out more often, and as they eat out, 
portion sizes have increased through the years and 
remain abundant. In addition to portion sizes, fast and 
convenient foods are relatively low in cost, heavily 
promoted, and taste good. Although such foods are fast 
and convenient, they also tend to be high in fat, sugar, 
and calories. Choosing many foods from these areas 
may contribute to an excessive calorie intake. Some 
foods are marketed as healthy, low-fat, or fat-free, but 
they may contain more calories than the fat-containing 
food they are designed to replace. These factors give 
health and fitness professionals a predictable and 
inevitable consequence to deal with—an overweight 
and obese society that is riddled with disease. 

 ■ societal contribution

Unfortunately, society has contributed (and continues 
to contribute) to the high levels of obesity in a variety 
of ways. As previously mentioned, social norms have 
shifted to where labor-saving devices are popular, 
and their use is expected. Food and drink, along 
with sedentary leisure activities, are promoted as 
acceptable and preferred modes of leisuretime activity. 
Socioeconomic status (SES) may have an effect on 
whether people can access and afford healthy food 

choices rather than inexpensive high-fat and high-
calorie food choices, and education level may represent 
exposure to healthy choices. These lifestyle categories 
also may prevent someone from being able to join a 
fitness facility, or someone may lack transportation to 
a community center. This lack of access is important 
because people with low SES may not feel safe to get 
regular exercise in their neighborhoods. On many 
varying levels, society contributes to a vicious circle 
of inactivity, overeating, and obesity. For some, a 
sedentary choice dominates; for others, a sedentary life 
is no choice at all. 

 ■ Cultural factors

Although cultural factors that may contribute to 
obesity are not well understood, statistics do place 
non-Hispanic black and Mexican-American adults, 
at a higher risk of being obese than other groups. 
The prevalence of obesity for non-Hispanic black 
individuals is 49.6% and 39.6% for Mexican-Americans, 
compared with 34.9% for white, non-Hispanic 
adults (3). Further, obesity prevalence differs between 
regions in the United States. The highest prevalence 
is in the South and Midwest, with 28.4% and 28.2%, 
respectively (6). The West and Northeast are at 24.4% 
and 24.3%, respectively. One can speculate that both 
physical activity levels and food choices have an 
influence on obesity rates because the Southeast is 
commonly associated with high-calorie, fried foods.

Summary

The obesity epidemic has grown at an alarming rate 
among adults and children, both domestically and 
worldwide. With no end in sight, it is imperative that 
health and fitness professionals learn how to assist 
overweight and obese individuals with a multifaceted 
approach. This includes understanding the scope of 
the problem, factors that contribute to this epidemic, 
medical and physical challenges that are coupled 
with obesity, and how to communicate the correct 
information to clients. This problem does not have a 
generic solution, and care must be taken to tailor each 

Statistical research from 2005 performed by the 
centers for Disease control and Prevention (cDc) 
showed that 1 in 3 u.S. adults ate fruit two or more 

times a day, and 1 in 4 ate vegetables three  
or more times a day. 

although we may have more food options, many of 
them more convenient and less costly, the statistics 
represent that we are still making poor food choices.
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program to the individual and make adjustments along 
the way. When an overweight person loses weight, the 
effects are often immeasurable, including a reduction 
in needed health care, increased job productivity, and 
an overall improvement in daily living. The health and 
fitness professional has the unique opportunity to truly 
change a person’s life when helping someone reach a 
healthy weight.
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