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Overweight and obese individuals are
at increased risk of life-threatening
illnesses such as diabetes, high blood
pressure, heart disease and cancer. If
current trends continue, nearly every
working adult will struggle with weight.

Though the statistics are staggering,
there are solutions. Mayo Clinic Health
Management Resources works with orga-
nizations to target obesity and help peo-
ple adopt healthier lifestyles that result
in lower health risks.

We can motivate your population with
easy-to-use online health risk assess-
ments and healthy weight programs
that are personally tailored to individual
needs; encourage them with broad-
based health messages in print; and
even reach out to your people with
one-on-one telephonic lifestyle coaching.

We put the full Mayo Clinic experience
behind the development of all our health
management solutions, to empower your
people to live healthier ... and empower
you to take control of health care costs.

Call us today to find out how we can help you battle the obesity epidemic. MAYO CLINIC

(800) 430-9699 or visit our Web site at www.MayoClinicHMR.com Health Management Resources
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At A Glance

’ | Vhis is the second Special Issue of Health & Pro-
ductivity Management, devoted to a single
topic that could not be timelier for employers

or for the health of the population in general — obesi-

ty. And to examine the multiple dimensions of this
risk factor that may lie at the nub of a complex of seri-
ous metabolic and cardiovascular health problems,

IHPM is very pleased to have the world-leading repu-

tation and expertise of Mayo Clinic and its own

Health Management Resources team taking the lead.

Obesity was just beginning to make it onto the
employer healthcare radar screen when we reported
the findings from our HPM survey two years ago in a regular quarterly issue of this

magazine (Vol. 1, No. 3). Since then, it has risen rapidly higher in corporate conscious-
ness — making this Special Issue the essence of timeliness!

Co-editor for this issue is Dr. Philip Hagen, a regular columnist in this magazine
who serves as both Vice-Chair of the Mayo Clinic Division of Preventive and Occupa-
tional Medicine and Medical Director of Mayo Clinic Health Management Resources.
Phil starts things off with a searching look at the new threat posed to our national
health — as well as to corporate healthcare budgets — by the “epidemic” of obesity.

Dr. Michael Jensen notes that diet and inactivity are poised to become the leading
preventable cause of death, and that obesity and its related health risks constituting
“metabolic syndrome” require us to focus on the different effects of fat on health.

Dr. Donald Hensrud contributes two important pieces: the first reminds us that
influences on body weight start with genetics, which, in turn, are influenced in the long
run by environmental factors — i.e., body weight was stable for millennia — until very
recently — because physical activity was a way of life. His second piece explodes diet
myths and “quick fixes” to point out that weight control begins in the brain and
requires a long-term commitment to healthful living — helped for some by appropriate
medications and even surgery, but not replaced by them.

Dr. Matthew Clark emphasizes the need to break down barriers to dealing with
obesity — such as treating depression, setting behavioral change goals and monitoring
progress toward reaching them, and providing organizational support — all to enable
weight loss and prevent weight regain. Lu Ann Heinen, a guest contributor from the
National Business Group on Health, provides some “big picture” perspective on the
estimated overall cost of obesity to American business, and offers a specific tool devel-
oped to help employers calculate the likely cost to themselves.

Dr. Philip Hagen returns to look at the organizational/cultural support needed to
help employees make the lifestyle changes needed to reduce obesity in the working
population — where small changes for large numbers of people can have a big impact on
overall health and medical costs.

And Dr. Brooks Edwards concludes this Special Issue with an encouraging look at how
advances in information technology in the form of on-line behavioral change programs
(such as at General Mills) can be tailored to individual needs and readiness, and track
progress — using technologies like Remote Patient Monitoring and Instant Messages.

We thank Mayo for making possible this invaluable educational tool to help
employers better understand and deal with the newest and one of the most difficult
health issues they face. This publication is just the first step in what we intend to be a
growing collaboration with Mayo to include on-site health management initiatives that
also will measure impacts on workplace productivity.

JW%MMA

Sean Sullivan
President & CEO
Institute for Health and Productivity Management

Health & Productivity Management: Special Report/Obesity 1



OBESITY BRIEF Increased

physical activity
can compensate

Relationship of Body Mass Index and Physical o T (T

Activity to Health Care Costs Among Employees adverse effects of
obesity

Adjusted Annual Paid Health
Care Costs by Physical Activity

Key Findings
and BMI Weight Categories y 9

*Obese physically active individuals
averaged $436-5498 less than

obese sedentary employees (p<.01).
$4,000 - B PAO/wk BPA1-2/wk OPA3+wk y employees (p<.01)
= *Obese individuals appeared to
S
$3,006* i iti i
© 3,000 - 2 a3 $2.508 ber.me{flt most from additional physical
S $2:48%) 326 $2,570 activity in terms of reduced health
e 32318 52,193 " 82,346 care costs.
= 2,089
£ $2,000 - : . e
= +Savings associated with increased
5 physical activity by sedentary obese
E $1,000 - populations were estimated at 1.5%
5 ’ of total health care costs
50 *Normal and overweight employees
18.5-24.9 25299 30 showed less nppact on costs from
additional physical activity
Body Mass Index (BMI)
*Sedentary obese health care costs (BMI =30) significantly *Wellness programs should promote
greater than those for moderately active and very active moderate physical activity (at least

obese, p<.01. Trends for normal weight (BMI 18.5-24.9)
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1-2 times/week) among sedentary
statistically different. obese populations and facilitate the
maintenance of this behavior.

This study examined the relationship between physical activity and health care costs by different weight groups

(normal weight, overweight and obese). The study sample consisted of 23,490 manufacturing employees, average

age 46.1 years and 78.5% male who completed at least one Health Risk Appraisal during 1996 to 1997. Employees

with primary diseases (heart problems, cancer, diabetes, past stroke or chronic bronchitis/emphysema) and those
determined to be underweight (BMI<18.5) were excluded.

Health care costs included medical and pharmaceutical paid amounts incurred during two full years 1996 to 1997.
Generalized linear models were used to compare annual health care costs across physical activity levels (0, 1-2 or
3+ times/week) and weight groups defined according to National Health, Lung and Blood Institutes BMI criteria

(normal weight, 18-5~24.9; overweight, 25~29.9; obese, 230) adjusting for age, gender, chronic diseases (allergy,

arthritis or back pain) and overall health status (low or high risk).

Results indicated that physically moderately active (1 to 2 times/week) and very active (3+ times/week) employees

had approximately $250 less paid health care costs annually compared with sedentary employees (0 times/week)
across all weight categories. The difference was approximately $436-$498 in the obese subpopulation.

Reference:
Wang F, McDonald T, Champagne L, Edington D. Relationship of Body Mass Index and Physical Activity to Health Care Costs

Among Employees. Journal of Occupational and Environmental Medicine. 2004; 46(5):428-436.
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RELATIONSHIP OF BODY MASS INDEX AND
PHYSICAL ACTIVITY TO HEALTHCARE COSTS

AMONG EMPLOYEES

Healthcare costs for the sedentary obese (Body
Mass Index 230) are significantly greater than
those for moderately active and very active obese
people. Increased physical activity can compensate
for some of the adverse effects of obesity, including
reducing heathcare costs.

OBESITY: THE NEW THREAT TO

AMERICAN HEALTH

Obesity’s growing impact on our health and the
resulting demands on employee assistance pro-
grams require all sectors of society to take action in
halting the decades-long rise in unhealthy weight —
and eventually reversing this trend.

WHAT SCIENCE CONTRIBUTES

TO THE OBESITY BATTLE

As Mayo researchers focus on how fat stores and
releases energy, and how fat is related to arthritis
and sleep apnea, they're facing a challenge in
understanding what impact hormones produced
by fat have on the health problems resulting from

obesity.

GENETICS, GENOMES AND GLOBAL TRENDS:
WHAT'S SIZING UP AMERICA?

Thousands of years ago, our ancestors’ very exis-
tence depended on eating whenever possible and
expending energy only when necessary. We're still
hard-wired the same way, but today’s high-calorie

diets and sedentary lifestyles are putting health at
risk.

NO MAGIC PILL: ‘DIET’ MENTALITY DOESN'T
WORK, LIFESTYLE CHANGES DO

In the struggle with obesity, fad diets don’t work.
Healthy eating and exercise do. The Mayo Clinic
Healthy Weight Pyramid focuses on the calorie
content and healthfulness of foods — plus a daily
dose of physical activity — to maintain optimal

weight and health.

21

25

28

BREAKING DOWN BARRIERS TO

WEIGHT-LOSS SUCCESS

Proven behavioral strategies dramatically increase
chances of successful weight loss, especially in
these hectic times as stress and possibly depression
become barriers to reaching and retaining a

healthy weight.

THE BIG PICTURE: US EMPLOYERS COMBAT
WEIGHT-RELATED HEALTH COSTS

Whether you choose to be involved or not, as an
employer you are already caught up in the war
against obesity. Increased health benefit costs from
overweight employees are straining the system
when, in fact, some of their medical issues are pre-
ventable and associated medical costs avoidable.

ORGANIZATIONAL SOLUTIONS TO OBESITY
From a business perspective, obesity is expensive.
Forward-looking businesses and organizations are
taking action, as small but sustained health changes
in large groups can have a substantial impact on
health and productivity.

LOOKING AHEAD: TECHNOLOGY SOLUTIONS
FOR HEALTHIER LIFESTYLES

Online weight-loss programs offer personalized
advice that allows overweight or obese employees
to adopt healthier behaviors. A case in point —
General Mills used a multi-modal approach,
including Mayo Clinic’s online Healthy Weight
behavior change program, to help overweight

workers modify their lifestyles.
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Our healthcare delivery system has a tendency to view those who enter it through the lens of

specific clinical diagnoses and to treat them accordingly — i.e., seek to improve the

conditions diagnosed by improving the clinical markers associated with them.

ake type 2 diabetes — a condition that

nearly everyone agrees is becoming an

epidemic in the United States, with
prevalence rates increasing rapidly even among
children. There are agreed-on clinical measures
by which to determine success in managing dia-
betes — the most common being hemoglobin
A1C and blood sugar levels (although clinicians
also pay attention to blood pressure and lipid
levels as part of what is coming to be known as
“metabolic syndrome”).

In a project undertaken in partnership with
a leading healthcare system, for example, the
Institute for Health and Productivity Manage-
ment (IHPM) is linking measures of AIC as a
primary indicator of how well individuals’ dia-
betes is being managed, with self-reported mea-
sures of the impact their diabetes is having on
their ability to work.

But something very important is missing
from the healthcare system’s otherwise excellent
medical claims database, which exemplifies the
problem of clinical “tunnel vision” in managing
all prevalent chronic medical conditions — they
have no data on diabetics’ BMI (Body Mass Index — a mea-
sure combining height with weight to determine a “healthy”
weight range).

This is an important omission because BMI is now being
seen as a critical measure itself of what we could call “diabetic
risk,” or a predisposition to develop type 2 diabetes. BMI is a
measure of healthy vs. unhealthy weight — the higher the
BMI, the unhealthier the weight.

Paralleling the epidemic of diabetes in the US — and inex-
tricably linked with it — is another “epidemic” now getting
even greater attention — obesity.

Because obesity — or being more than just a little over-
weight — has not been a clinical diagnosis, physicians have

not paid adequate attention to its marker — BMI — as a clini-
cal measure of health (i.e., the absence of disease). Yet, physi-
cians know that once “overweight” becomes mildly obese —
or especially if mildly obese becomes severely obese — the
individual is “pre-diabetic” or at increased risk for type 2 dia-
betes and on the way to serious trouble, because diabetes is a
chronic disease with serious consequences if not carefully
managed. And the unfortunate part of this story is that it
doesn’t have to be told at all; there are few better examples —
no pun intended — of an ounce of prevention being worth a
pound of cure!

The chain of “health management” — as distinguished
from “disease management” — must begin with the first link,

By Philip Hagen, MD, Medical Director, Mayo Clinic Health Management Resources

Sean Sullivan, JD, Cofounder & CEO, Institute for Health and Productivity Management
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and for diabetes and other elements of “metabolic” health
that link is healthy weight and the prevention of obesity. Its
links to many other chronic conditions than just diabetes —
heart disease, osteoarthritis, depression — are leading some
researchers to rank it just behind smoking as a health-risk
factor. And now that the federal government has just desig-
nated obesity a “disease,” it will start appearing on more clin-
ical radar screens, as well.

To tackle this pervasive health-risk factor with its many
ramifications for the functionality of the workforce, IHPM is
very pleased to have an associate with impeccable credentials
— Mayo Clinic.

Dr. Phil Hagen and the team from Mayo who put togeth-
er the content of this Special Issue of Health & Productivity
Management have worked with us to produce a work of true,
and new, value in the field of health and disease management
— on the most important population health issue for employ-
ers and the nation at large.

Phil is a regular contributor to the magazine, where his
columns have set the stage for this Special Issue — which he
now will introduce:

In this special issue, my colleagues and I at Mayo Clinic
along with the National Business Group on Health will
review the magnitude of the obesity problem, with a special
emphasis on what this epidemic means for employers.

Dr. Michael Jensen and Dr. Donald Hensrud, two physi-
cian obesity specialists and researchers, then review the sci-
ence of obesity from its cellular and genetic origins, to its
societal causes — and what physicians and patients can do to
treat it.

Because many of the causes of obesity have to do with
health choices, we have asked a Mayo Behavioral Medicine
specialist and researcher, Dr. Matthew Clark, to outline win-
ning strategies for people to use in dealing with the obesity
problem — including deciding whether it is the right time to
try. Because of my own experiences as a Preventive and
Occupational Medicine specialist, I have tackled the popula-
tion approach to weight loss — namely, dealing with it at an
organizational level because of its effects on absenteeism,
presenteeism and productivity.

LuAnn Heinen and the National Business Group on
Health Institute on Obesity have been working for a number
of years to identify the hidden costs of obesity to business
and in her article she outlines what they have discovered.

Finally, we've asked Dr. Brooks Edwards, a Mayo Cardi-
ologist, researcher in the area of congestive heart failure and
heart transplant, and leading medical editor for our online
health information and tools, to look to the future of weight
management — especially how the Internet may play a role.

Fortunately, we know that small changes in large seg-

ments of the population can effect great gains for the country
as a whole. Science, medicine, business, government and
society have the necessary tools and motivation to deal with
the staggering problem of obesity.

But it will take a concerted, well-planned, years-long
campaign using all available avenues of communication,
education, activation and involvement of all sectors of society
to halt our collective — decades-long — rise in BMI and
eventually reverse the trend.

Dr. Philip Hagen is Vice Chair, Mayo Clinic
Division of Preventive and Occupational
Medicine, and Medical Director, Mayo Clinic
Health Management Resources. Dr. Hagen
also is an assistant professor in Internal Medi-
cine, Mayo Clinic College of Medicine, and is
board-certified in internal medicine and preventive medicine.

Dr. Hagen attended Mayo School of Graduate Medical Educa-
tion, where he received his MD degree in 1983. He completed his
residency and fellowship training ar Mayo Clinic, Rochester, in
internal and preventive medicine in 1986 and 1988 respectively,
and was appointed to the Mayo Clinic staff in 1988. For more
than a decade, Dr. Hagen has been involved in the production of
books, newsletters and computer-based health information and the
development of Mayo Clinic’s electronic medical record software.
Dr. Hagen became the medical director for Mayo Clinic Health
Management Resources because of his interest in helping people
make lifestyle changes through health education.

Sean Sullivan is co-founder, President and
CEO of the Institute for Health and Produc-
tivity Management. The Institute works with
all the major stakeholders in health care — pur-
chasers, providers, and health plans — to create
greater value for employers as measured by
improved employee health and performance in the workplace.

M. Sullivan previously was President and CEO of The National
Business Coalition on Health for five years. During that time, the

National Coalition’s membership grew to more than 100 employ-
er coalitions in 40 states representing 8,000 employers and became
the leader of the employer-driven movement toward a value-based
health care system.

He previously spent 10 years as a Washington-based policy analyst,
as a fellow at the American Enterprise Institute and as Executive
Vice President of New Directions for Policy. He is the author of
articles and monographs on health policy and health care market
trends, and has testified on these subjects before Congress and state
legislatures.

He holds degrees in economics from Harvard, and law from
Stanford.
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What

In my work in obesity research and
with patients over the past 20 years,
it has become evident that we are
losing ground in the battle to pre-
vent the health consequences of obe-
sity. A study by the Centers for Dis-

ease Control and Prevention

(CDC) raises this warning flag.

ecent CDC statistics show poor diet and
Rinactivity are poised to become the lead-

ing preventable cause of death among
Americans — causing an estimated 400,000
deaths in 2000. The study estimates that 64 per-
cent of all Americans are overweight, including
more than 30 percent who are considered obese.

Obesity is defined as a medical condition in
which the patient has an abnormally high pro-
portion of body fat, as estimated by body mass
index (BMI). BMI is a calculation in which
weight in kilograms is divided by height in
meters squared. A BMI between 18.5 to 25 is
considered normal, 25 to 30 is gauged as over-
weight. A person with a BMI of 30 or higher is
considered obese. Nearly 36 percent of the adults
age 20 or older have a BMI of 30 or higher.

The cause of obesity is simple. The imbalance of caloric
intake with energy used during the day leads to weight gain
because the body stores the calories it doesn’t use. These
calories become fat.

A variety of factors can lead to obesity. Each individual
carries different risks based on activity level, age, sex and
genetic makeup. There is not a “fat” gene per se, but if one
or both of an individual’s parents are obese, the chances of
being overweight increase by 25 percent to 30 percent. The
genes may affect the amount of body fat a person’s body
stores and where that fat is distributed, but the genetic
makeup doesn’t guarantee obesity.

Obesity-Related Health Risks

With obesity come a number of potential health risks. Obe-
sity is linked to very high rates of chronic illnesses. A per-
son with obesity is at higher risk of developing:

* High blood pressure

* Diabetes

* Abnormal blood fats

¢ Coronary artery disease

* Stroke

* Osteoarthritis

o Sleep apnea

* Some types of cancer

By Michael Jensen, MD, Department of Endocrinology, Mayo Clinic, Professor of Medicine, Mayo Clinic College of Medicine
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Studies of a group of 10,000 people across the United
States illustrate the impact of this higher risk of developing
these illnesses. Data from RAND Health’s Healthcare for
Communities study reveals obese persons have an increase in
chronic conditions of 67 per-
cent (specifically diabetes,
hypertension, asthma, heart
disease, and cancer). Along
with this comes the expected
increase in healthcare costs:
obese people have approxi-
mately 36 percent higher
health care expenses than
the general baseline popula-
tion and 77 percent greater
expenses for medications.

Although almost everyone with a BMI in the obese
range has elevated health risks, the level of risk and type
of risk vary from person to person. Research reveals that
how much fat you have is not as important as where you
store it.

Excess fat in the abdominal region (that is out of pro-
portion to total body fat) is a predictor of health complica-
tions and morbidity. It’s associated with an increased risk
of type 2 diabetes, dyslipidemia, hypertension and cardio-
vascular disease. The shape of one’s body also has received a
great deal of attention from the scientific community. Peo-
ple whose body shapes could be described as apple-shaped
store fat around the waist and upper abdominal area and

chest, where internal organs such as the liver and intestines

Helping your people
understand the impact of

their health, and offering

support to take control

of their lifestyles, can be a
good first step.

are located. Abdominal fat can be in two compartments
that we describe as visceral (intra-abdominal) and subcuta-
neous.

The results of a large number of studies suggest that fat
in the abdominal area is the most strongly correlated with
the risk factors mentioned above. In particular, research is
finding that subcutaneous fat cells in the abdominal region
have a greater impact on a person’s blood sugar levels and
lipid levels, a precursor of diabetes. This appears to have to
do with abnormalities of the function of these fat cells
which have differing levels of proteins that help with fat
metabolism. This is why apple-shaped bodies often have a
higher risk of diabetes, heart disease, stroke, high blood
pressure and gallbladder disease.

Pear-shaped people store fat below the waistline and do
not have as high a risk of developing the health problems
that apple-shaped people do. Pear-
shaped people usually lose fat in
the upper body, so their overall
shape doesn’t change much when
they lose weight.

their IifeS'I'YIe Choices on Downward Health Spiral

Unfortunately, with obesity there

is a cumulative effect in which

high fat levels can trigger several
disorders in the body — this is
called metabolic syndrome.

Metabolic syndrome includes
the combination of several of
these disorders:

e High visceral fat mass: central
fat, primarily at the waist;

* Resistance to insulin: inability of
insulin-sensitive tissues (muscle,
fat, liver) to respond to insulin;

* Hypertension: high blood pressure;

e Abnormal vascular behavior: blood vessels don’t dilate
normally, leading to high blood pressure;

e Thrombotic risk: risk of blood clot that could cause
stroke;

* Hyperglycemia: diabetes;

* Dyslipidemia (high blood sugar): one or more abnormal
blood fat (cholesterol and triglyceride) levels — high levels
of fats (lipids) or low levels of high-density lipoprotein
(HDL) cholesterol are associated with the buildup of
plaques in arteries (atherosclerosis).

The risk for heart attack, stroke and diabetes goes up
greatly when a patient has three or more factors. Metabolic

Health & Productivity Management: Special Report/Obesity 7
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The good news is that metabolic syndrome is reversible. The

key is treating the underlying cause of the syndrome — insulin

resistance — through weight loss and increased exercise.

syndrome is becoming more prevalent, especially in US
adults age 40 and older. According to findings from the
third National Health and Nutrition Examination Survey,
as many as one in four American adults and 40 percent of
adults age 40 or older have metabolic syndrome, an increase
of 61 percent over the last decade.

Rescue Measures

The good news is that metabolic syndrome is reversible.
The key is treating the underlying cause of the syndrome,
insulin resistance. This is accomplished through weight loss
and increased exercise, which is what I recommend. Help-
ing your people understand the impact of their lifestyle
choices on their health, and offering support to take control
of their lifestyles can be a good first step.

If a patient has a medical complication related to meta-
bolic syndrome, then we treat that medical complication
accordingly. There are behavioral therapies and medications
that can specifically help people lose weight, and losing
weight remains the best treatment for metabolic syndrome.

At Mayo Clinic, we are working to understand in greater
detail how obesity causes health problems — with a focus on
developing more effective treatments of diseases such as
diabetes and hypertension in people who are unable to
reverse their obesity. As we continue our research into fat
and obesity, researchers are focused on these three areas:
1) the fuel effects of fat, 2) the mechanical effects of far,
and 3) the hormone effects of fat. With the fuel effects, we
understand much of how fat stores and releases energy. We
also understand much of the mechanical effects of fat, such
as its relation to arthritis and sleep apnea. We are trying to
understand more about the impact of the hormone pro-
duced by fat on the health problems we see from obesity,
but have a long way to go in this area.

As someone who’s had a research interest in this area for
more than two decades, it’s reassuring to see a greater focus
on obesity. Mayo is expanding the group and research
opportunities in areas related to obesity study. Other
researchers elsewhere are looking at ways to modify envi-
ronmental factors at work, at home and in the community
so we can be more active in our daily lives.

Identifying your population’s risk for obesity-related ill-

8 Health & Productivity Management: Special Report/Obesity

nesses such as metabolic syndrome and coming up with a
plan to reduce or reverse risk factors will improve not only
the health of your population, it will improve the economic
health of your company.

Michael D. Jensen, M.D., is a Professor
of Medicine in the Mayo Clinic College
of Medicine, Rochester, MN. He is a con-
sultant in the Division of Endocrinology,
Diabetes ¢ Metabolism. His clinical
interests are primarily focused on obesity
and diabetes mellitus. His NIH funded research involves
the study of obesity, body far distribution, and fatty
acidfenergy metabolism. More specifically, bis research
interests are in the effects of obesity and how body fat and
body-fat distribution influence health. He has recently
received a MERIT award from NIH to continue his stud-
ies in this area. Dr. Jensen’s studies are also contributing to
the understanding of how new fat cells develop in humans.
His laboratory stimulated the renewed interest in non-
exercise activity as an important physiologic regulator of
weight, beginning with a publication in the prestigious
Journal Science.

Dr. Jensen has published more than 100 original
research articles, together with over 30 invited papers and
book chapters. He also has served as a member of the NIH
Nutrition Study Section and the Integrative Physiology of
Obesity and Diabetes Study Section. He is the
Chair/Director of the Obesity Treatment Clinic at Mayo
Clinic in Rochester, M.
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ver the past two to

three decades, there

has been a marked
increase in overweight and obe-
sity in the United States and
around the world. The factors
that have contributed to this
unprecedented rise in body
weight are complex and incom-
pletely understood.

However, it is clear that
individual, social and environ-
mental components are all
involved. For organizations
that want to combat this epi-
demic and help employees
effectively manage weight, the
first step is understanding what
we know about these factors.

Influences on body weight
start with genetics. Studies
looking at twins and adopted
children have demonstrated there is a genetic component
influencing body weight. It’s difficult to quantify the exact
contribution of genetics, but estimates indicate 25 percent or
more of the variability in body weight is a result of genetic
factors.

However, body weight was generally stable for thousands
of years throughout human history undil very recently. Our
genes don’t change quickly — and certainly not as quick as
the recent increase in the prevalence of obesity. Therefore,
environmental factors have been the major influence driving
the relatively recent increase in obesity. Or at least the inter-
action of environmental changes on top of permissive genetic
factors.

Each of us is genetically hard-wired from our cave-
dwelling days, when hunting and gathering was a way of life.
Our brain tells us we need to eat and decrease our activity
because thousands of years ago our very survival depended
on it.

Throughout most of human history, diet was quite differ-
ent from today and included whole, “real” food instead of
processed, refined, fast foods. Vegetables, fruits, nuts, and

lean meat when available, com-
prised a large part of the diet.
High-calorie foods were tough
to come by, which may explain
why we have developed crav-
ings for them — they had a sur-
vival advantage when people
could get them.

Similarly, physical activity
was a way of life, not an
optional activity at a fitness
center. People had to burn
calories to find food. There
were no supermarkets, just
wide-open country to pick
plants and hunt down fish and
animals. Getting enough phys-
ical activity was not hard. In
fact, in that environment per-
forming less physical activity
and conserving energy
increased the odds of survival.
So, while activity was a necessary part of life, doing less of it
was beneficial.

Today, we're still wired with the same internal messages
to eat more and do less, but in this “obesigenic” environ-
ment, it’s our undoing. Calories are everywhere. We don’t
have to hunt down and kill a wildebeest for dinner. Unfortu-
nately, our brain hasn’t gotten the message yet and doesn’t
know when to stop. Our primitive drives to eat and conserve
energy are our downfall today, when calories are plentiful

and being a couch potato is easier than ever.

Diet and Activity Trends Impacting Body Weight
The shape of America is getting larger, so much so that in
response the world is changing around us. Yankee Stadium,
for example, tore out its seats and replaced them with larger,
wider seating to reflect the size of fans. Restaurants are
expanding their menus and chairs to accommodate growing
diners with serving-portion sizes up to eight times as large as
standard serving sizes just a few short decades ago.

Even the shape of the American dinner plate is more than

two inches larger than it was years ago. Oversized caskets

Health & Productivity Management: Special Report/Obesity 9



HEALTH & PRODUCTIVITY

now hold up to 1,000 pounds, and the IRS says doctor-
ordered weight loss may become tax-deductible because
being overweight is a disease.

Obesity is considered a disease, but it is also a reflection
of our lifestyle. We eat (and drink) everywhere these days.
Busy working people are eating on the run (often making
unhealthy choices in the company vending machines) as they
eat on their laps, in front of laptops, at their desks and on
their dashboards. Cup holders in new cars are deeper to
accommodate the biggie-size soft drink cups. More often

ombarded with weight-loss advertising, the
bewildered consumer, desperately seeking a

quick fix to weight loss, spends billions of dollars

needlessly on fad diets and worthless pills that

don't provide a long-term solution and that erode

their confidence to make healthy changes. A study

commissioned by the Federal Trade Commission

found that at least 40 percent of all weight-loss

advertising in the U.S. was deceptive. As organi-

zations look to provide credible weight loss solu-

tions and education for their people, the FCC sug-

gests consumers watch out for these often false

claims:

® Rapid weight loss: Losing more than 1-2 pounds
per week is not only unrealistic for the long
term, it can be harmful to your health.

® No diet or exercise required: There is no docu-
mented evidence that longterm weight loss can
be achieved without either restricting caloric
intake, adding more activity, or both.

® Long-term weight-loss claims such as “take it off
and keep it off.” Proof should be required in the
form of published studies.

® Doctor-approved: This catchphrase is often
meaningless or untrue.

® Natural and safe: Question what is meant by
“natural.” Some products could contain harmful
ingredients, such as ephedra.

® Before-and-after photos: These dramatic photos
are the exception, not the rule.
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than ever, dinner comes in red or green boxes from the freez-
er — processed, frozen and filled with calories.

Calories now sneak into our diet in a number of ways.
We're eating away from home more than ever and challeng-
ing our stomachs with larger portions. Food is everywhere,
snacks are ubiquitous, and convenience is our undoing.
Surprisingly, fat intake has slightly decreased in the United
States over the past 40 years. But the same can’t be said for
processed and refined food, especially sugar — each of us is
eating over 30 pounds more per year compared with just a
couple of decades ago. Soft drinks have become the fluid of
choice for many people, and energy-dense fast foods the
“oversustenance” of life.

A good place to get clues to fight the battle of the bulge
may be these factors that have been demonstrated in the
medical literature to be associated with increased calorie
intake or body weight: eating away from home, larger por-
tion size, and increased intake of high energy-dense fast
foods, soft drinks, sugar and other refined products.

We're spending more time at work than years ago and for
most of us this means less activity. At work, Americans are
sitting more and moving less. Our jobs have become more
sedentary, aided by computers and other technologic innova-
tions. We've ergonomically modified the American work-
place, so we sit all day and only move our fingers and
mouths.

This is a double whammy — the increased hours spent in a
sedentary job leave fewer hours to be active after work. And
at the same time, we've engineered activity out of our daily
lives with remote controls to switch TV channels, power-
assisted doors, self-propelled lawn mowers, hands-free vacu-
um cleaners, toilets that flush themselves, and we don’t even
have to walk away from the pump to pay for gas anymore.

Americans are spending less leisure time being physically
active, and are instead choosing more passive hobbies such as
surfing the net, watching movies and TV. The migration to
the suburbs has created a “get in the car” mentality. Some
suburban neighborhoods don’t even have sidewalks b