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A lthough obesity remains a disease without effec
tive long-term treatment, family physicians must 

become more aware of the significant morbidity and 
mortality of obesity as underscored by a recent Na
tional Institutes of Health (NIH) Consensus Confer
ence on the Health Implications of Obesity. Terming 
obesity a killer disease, conference chairman, Dr. 
Jules Hirsch of Rockefeller University may have 
overstated the case against obesity. He did, however, 
succeed in bringing media attention to the important 
findings of the conference.

The definition of obesity as “ an excess storage of 
energy in the form of fat” 1 unfortunately does not help 
the practicing physician in identifying those patients 
with a significant health problem from excess adipose 
tissue. Because the direct measurement of body fat is 
impractical in the office, and such methods of estimat
ing body fat as skin-fold measurements are not stan
dardized, physicians must rely on height-weight charts 
to quantify obesity. The 1959 and 1983 Metropolitan 
Life Insurance Height-Weight Tables are well- 
recognized and readily available standards of height 
and weight associated with the lowest mortality using 
actuarial data. The consensus panel could not agree on 
which of the two tables should be recommended.

Since body fat is a continuous variable within the 
population, all quantitative definitions of obesity must 
be arbitrary. The NIH panelists agreed that an in
crease in body weight of 20 percent or more above 
desirable body weight (Table 1) constitutes an estab
lished health risk. For an estimated 34 million Ameri
can adults who are at least 20 percent overweight, 
treatment of obesity is strongly advised. Weight re
duction may be important for many people with even 
lesser degrees of obesity in the presence of diabetes, 
hypertension, heart disease, or other associated risk 
factors.
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The NIH consensus panel concluded: “ The evi
dence is now overwhelming that obesity, defined as 
excessive storage of energy in the form of fat, has 
adverse effect on health and longevity.” 1 The health 
risks of obesity fall into three general categories: (1) 
cardiovascular disease risk factors, (2) coronary artery 
disease, and (3) cancer.

The two National Health and Nutrition Examination 
Surveys (NHANES I and II)2,3 found a strong associa
tion between the prevalence of excess weight and car
diovascular disease risk factors:

1. Hypertension was 2.9 times higher for the over
weight than for the nonoverweight population.

2. Hypercholesterolemia in the young overweight 
population was 2.1 times that of the nonoverweight 
population.

3. Diabetes~was 2.9 times greater in those who are 
overweight.

Although some individual cohort studies do not link 
obesity to the incidence of coronary artery disease, the 
eight cohort studies of the US Pooling Project found a 
positive relationship between obesity and the risk of 
coronary artery disease.4 The Framingham study, a 
large general population-based study, recently dis
closed an increasing risk of coronary artery disease 
with increasing levels of obesity, independent of the 
other standard risk factors (age, cholesterol, systolic 
blood pressure, cigarettes, left ventricular hyper
trophy, and glucose intolerance).5

The American Cancer Society study of over 1 mil
lion men and women clearly demonstrated the asso
ciation of obesity with some forms of cancer.6 Obese 
men, regardless of smoking habits, had a higher mor
tality from cancer of the colon, rectum, and prostate. 
Obese women had a higher mortality from cancer of 
the gallbladder, biliary passages, breast (postmeno
pausal), uterus, and ovaries.

Convincing evidence that obesity adversely affects 
longevity has been demonstrated in four large insur
ance studies, the Framingham 30-year follow-up 
study, the American Cancer Society study, and other 
smaller cohort studies. The greater the degree of obe
sity, the higher the mortality ratio. Because obesity is 
associated with a greater increase in mortality ratio in

®  1986 Appleton-Century-Crofts

the JOURNAL OF FAMILY PRACTICE, VOL. 22, NO. 5: 461-462, 1986 461



OBESITY

TABLE 1. HEALTH IMPLICATIONS OF OBESITY 
NATIONAL INSTITUTES OF HEALTH CONSENSUS 
CONFERENCE FEBRUARY 11-13, 1985

Significant Obesity*
Height Women (lb) Men (lb)

4 ft 10 in 138
4 ft 11 in 140
5 ft 0 in 143
5 ft 1 in 146
5 ft 2 in 150 163
5 ft 3 in 154 166
5 ft 4 in 157 168
5 ft 5 in 161 171
5 ft 6 in 164 174
5 ft 7 in 168 178
5 ft 8 in 172 181
5 ft 9 in 175 185
5 ft 10 in 179 192
5 ft 11 in 182 192
6 ft 0 in 186 196
6 ft 1 in 200
6 ft 2 in 205
6 ft 3 in 209
6 ft 4 in 215

*  Defined as 120 percent of the midpoint of desirable weight range 
for medium frame from 1983 Metropolitan Life Insurance tables

people aged under 50 years, particular attention should 
be directed to younger people. Some experts, such as 
Andres et al,7 feel that weight standards should be age 
dependent with lower standards for young adults and 
higher recommended weights for older adults.

Physicians, especially those in primary care, must 
become aware that obesity is not a cosmetically unap
pealing state of being, but rather a disease with signifi
cant health implications. The tendency of family phy
sicians to ignore obesity as a significant health problem 
was demonstrated in a 1982 survey of four states.8 In 
this outpatient tally of over 110,000 patient 
encounters, physicians were asked to code all diag

noses (primary and secondary) made for each en
counter. Obesity ranked at a surprisingly low (43rd) 
place behind such diagnoses as earwax (10), warts 
(21), pneumonia (25), and congestive heart failure (29), 
Clearly the family physician must take a more active 
role in the prevention of obesity, the education of pa
tients in the health risks of obesity, the motivation of 
patients in making permanent changes in eating behav
ior and exercise patterns, and the development of ef
fective treatment for this important and largely un- 
treatable disease.
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