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The high and rising rate of obesity in 
this country is a well-recognized public 
health problem. Last year 25.1 percent of 

American adults were obese, up from 16.8 percent 
just ten years prior.1 The rise in obesity within 
Virginia mirrors that of the nation. Virginia’s 
obesity rate also stood at 25.1 percent, up from 
15.9 percent in 1996. The continued rise is par-
ticularly disheartening in light of all the research 
and the many public health programs aimed at 
reducing obesity. Although observers have pro-
posed numerous theories attempting to explain 
the trend, researchers have yet to single out its 
principal causes. In the meantime, local, state, 
and national governments and private foundations 
have invested in a variety of programs based on 
these theories. Despite their efforts, obesity rates 
continue to rise. Better evaluation of programs 
and increased scientific research into the causes of 
obesity are essential to developing more effective 
public policies.

The Problem
An obese individual is typically defined as a 

person with an estimated body mass index (BMI) 

1 Centers for Disease Control and Prevention (CDC). 
Behavioral Risk Factor Surveillance System (BRFSS). 
Atlanta, Georgia: U.S. Department of Health and 
Human Services, 2006. Adults are individuals 18 years 
or older.

of 30 or higher. An overweight person is one with 
a BMI between 25 and 29.9. 

The formula used to calculate BMI is:

A BMI calculator is available at:  
http://www.nhlbisupport.com/bmi

Two limitations of the BMI are that it may 
overestimate body fat of muscular or athletic indi-
viduals and may underestimate body fat of older 
individuals and those who have lost muscle mass.

Over the past decade, the percentage of obese 
individuals in Virginia rose sharply, while the per-
centage of overweight individuals changed little 
(Figure 1). The same trends occurred nationally.  
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Source: Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance System. Includes adults 18 years or older.

Figure 1.  Obese, Overweight and Normal/Under Rates 
for Virginia
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When overweight and obesity rates are viewed 
in conjunction, the trends indicate that more 
individuals are moving from the overweight to 
the obesity range and fewer people are remain-
ing within a healthy weight range. 

The rate of overweight children is also 
rising at an alarming rate. According to the 
Centers for Disease Control and Prevention 
(CDC), nationally between the late 1970s and 
2003-04, the percentage of overweight children 
aged 2-11 more than doubled and the rate more 
than tripled for children aged 12-19 (Table 1). 
Table 1. National Percentage of Children Overweight

Age 1976-80 2003-04

2-5 years 5.0 13.9 

6-11 years 6.5 18.8 

12-19 years 5.0 17.4 
Source: Centers for Disease Control and Prevention, National 
Health and Nutrition Examination Survey.

Within Virginia, there is a wide variation 
in combined overweight/obesity rates across the 
state (Figure 2). (Separate rates for overweight 

and obesity are not available.) Among the 
state’s eight regions, the Eastern and Southside 
regions have the highest combined rate of over-
weight and obese adults—at 61 percent.2 The 
Northern, Southwest, Valley, and West Central 
regions have the lowest rates. Furthermore, the 
variation does not appear to be distributed along 
rural/urban or income lines. The Valley region 
has the third lowest population density, while 
Northern and Hampton Roads have the highest 
density. Yet, combined overweight and obesity 
rates are among the lowest in the Northern and 
Valley regions, with Hampton Roads rank-
ing slightly above the state average. Similarly, 
the Southside and Southwest regions have the  
2 Regions based on Virginia Performs categories, 
http://www.vaperforms.virginia.gov/keyFacts.php. 
(10/29/07)

lowest levels of income in the state, but they 
diverge in obesity and overweight rates.

Although there is no clear regional pattern 
in Virginia, more can be learned by looking at 
national population sub-groups (Table 2). 
Table 2. National Obesity Percentage for Adults  
20-74 Years Old by Subgroup

Sub-group 1976-1980 2001-2004

Race/ethnicity and gender

Both sexes 15.1 32.1

White only, male 12.4 31.0

White only, female 15.4 31.5

African American,  
   male 16.5 31.2

African American, 
   female 31.0 51.6

Hispanic male 15.7 30.5

Hispanic female 26.6 40.3

Percent of poverty level:

Below 100% 29.2 34.9

100% to 199% 26.6 34.6

200% or more 21.4 30.6
Source: Centers for Disease Control and Prevention,  National 
Health and Nutrition Examination Survey. Rates are age-
adjusted.

African American females had the highest rate 
of obesity in 2001-04 at 51.6 percent, followed 
by Hispanic females at 40.3 percent nation-
ally. Although these rates show a significant 
rise above 1976-80 figures, even in the earlier 
years these two groups had relatively higher 
rates of obesity. In terms of income, the data 
also reveal that there is a greater prevalence of 
obesity among individuals near or below the pov-
erty line. Among individuals below the poverty 
line, 34.9 percent are obese, which is above the 
national average of 32.1 percent, according to one 
survey.3 Individuals just above the poverty line 
also had a higher than averagerate of obesity at 
34.6 percent. The rate fell to 30.6 percent, below 
the national average, for persons with an income 
of 200 percent of the poverty line or greater.

Personal Choice or Public Health Epidemic?
Before addressing policy options it is worth 

considering whether government intervention is 

3 The National Health and Nutrition Examination 
Survey (NHANES) estimates an even higher rate of 
obesity—32.1 percent in 1999-2000 for adults age 20-
70. The NHANES is considered more reliable than 
BRFSS because it uses measurements taken by health 
professionals rather than self-reported. CDC, http://
www.cdc.gov/nchs/about/major/nhanes/datatblelink.
htm. (11/1/07)
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Figure 2.  Overweight and Obesity Rates by Virginia 
Region, 2004

Source: Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance Survey. Includes adults 18 years or 
older.
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appropriate. The choice of what to eat and how 
much to exercise is usually considered a personal 
one. The personal choice view has influenced 
public policy. State government officials working 
with chronic disease have cited the difficulty in 
fighting perceptions that obesity is an individual 
choice as a major obstacle to the creation of 
effective policies. Advocates of personal choice 
and industry lobbyists have encouraged 24 states 
to pass laws limiting the ability of individuals to 
sue restaurants, manufacturers, and marketers 
for contributing to unhealthy eating. 

The problem with viewing obesity purely 
as a personal choice rather than a public health 
issue is that obesity imposes large costs on soci-
ety. Being obese increases one’s risk of a variety 
of diseases, including diabetes, hypertension, 
heart disease, stroke, and some forms of cancer. 
These diseases result in large medical costs and 
lost worker productivity. The CDC estimated 
that obesity-related medical costs in Virginia 
in 2003 were $1.6 billion, with Medicare or 
Medicaid paying 42 percent.4 

Furthermore, personal choices are heavily 
influenced by cultural norms, lack of informa-
tion, low education, or unhealthy physical and 
social environments. Focusing exclusively on 
personal choice also ignores some evidence that 
tastes evolved during prehistoric hunter-gath-
erer days may predispose us toward obesity in 
the modern era of relative caloric superabun-
dance. These factors may bias people away from 
good choices. In situations where individual 
choices have a cost to society, it is not uncom-
mon for governments to step in and influence 
those choices, as is the case with laws requiring 
motorcycle helmets, high “sin taxes” on ciga-
rettes and alcohol, and public health campaigns 
to discourage smoking. 

Even given that government should inter-
vene in promoting healthy choices, some 
researchers have questioned whether the goal 
should be reducing BMI. Glenn Gaesser, a 
University of Virginia professor of exercise 
physiology, advocates for the government to 
focus exclusively on healthy eating and exercise 
rather than weight loss. He argues that not only 
is evidence lacking that government can suc-
cessfully induce people to lose weight, but there 
is evidence that weight loss should not be the 
central focus in improving health. Although 
studies have consistently found that obesity is 
correlated with higher health risks and higher 
mortality rates, it is important to note that 

4 Governor’s Health Reform Commission, Roadmap 
for Virginia’s Health, Sept. 2007.

the same results do not hold for overweight  
individuals. A recent CDC study finds that, 
unlike obese individuals, overweight persons 
actually have lower mortality rates than those with  
normal weight.5 On the other hand, the over-
weight rate has been relatively constant while 
the obesity rate has risen over the past decade 
(Figure 1). This trend is consistent with the 
hypothesis that being overweight may serve as 
a transitory step on the road to obesity. More 
research is needed to understand the risks for 
being classified as overweight or obese. 

Causes of Obesity
Assuming that the achievement of weight 

loss and promotion of healthy eating is a valid 
government goal, the first step is to understand 
the causes of obesity. Although there is no 
shortage of theories, scientific evidence is far 
less clear than many people realize. A tradi-
tional culprit blamed for obesity is fat intake. 
Yet, Gary Taubes, a science journalist, argues 
vigorously that federal efforts to lower fat intake 
during the past thirty years were not based on 
solid science.6 After decades of work, research-
ers have yet to identify a conclusive link between 
high-fat diets and obesity.7 Not only was there a 
lack of evidence to support the health benefits of 
fat-intake reduction, but federal efforts had the 
unintended, negative consequence of encourag-
ing people to substitute carbohydrates for fat. 
While policy makers may have intended that 
individuals replace fats with healthier fruits and 
vegetables, the food industry had little to gain 
from marketing generic foods such as broc-
coli or carrots. Rather, Taubes argues that the 
industry responded by marketing proprietary 
carbohydrates in the form of fast food, soda, 
and snacks. 

More recently, conventional wisdom has 
centered on eating more fruits and vegetables 
and increasing physical activity. These recom-
mendations, likewise, have not been strictly 
5 K.M. Flegal, B.I. Graubard, D.F. Williamson, M.H. 
Gail, “Cause-Specific Excess Deaths Associated With 
Underweight, Overweight, and Obesity”, JAMA 
298(17) (2007): 2028-37. The study found that mor-
tality from non-cancer, non-cardiovascular disease 
causes decreased, while mortality from other causes 
did not increase.
6 Gary Taubes, “The Soft Science of Dietary Fat”, 
Science, 2001; see also Gary Taubes, “Good Calories, 
Bad Calories : Challenging the Conventional Wisdom 
on Diet, Weight Control, and Disease” (2007) dis-
cussed in The New York Times, “Diet and Fat: A 
Severe Case of Mistaken Consensus”, Oct. 9, 2007.
7 L. Lissner and B.L. Heitmann, “Dietary Fat and 
Obesity: Evidence from Epidemiology”, Eur. J. Clin. 
Nutr. 49(2) (1995): 79-90.
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proven to reduce obesity, although medical sci-
ence advocates them as part of a healthy life-
style. According to a CDC report, no study 
has directly linked eating more fruits and veg-
etables with weight loss.8 A number of studies 
have also failed to confirm that exercise alone 
reduces obesity, particularly among women.9 
Finally, the Cochrane Collaboration, a nonprofit  
organization dedicated to evaluation of the 
effects of healthcare interventions, found that 
combined nutrition and exercise programs  
for adolescents typically did not affect the BMI 
of participants.10 

Many hypotheses for the rise in obesity have 
been proposed: proliferation of easy-to-prepare 
foods, demographic changes, declining smoking 
rates, longer work hours and more commuting, 
lack of opportunities for outdoor recreation, 
lack of access to healthy foods, changes in use of  
air conditioners and heaters, viruses, biological 
factors, and cultural norms. But researchers 
have yet to find a clear and definitive link to the  
obesity epidemic.

Furthermore, new research is coming out 
that suggests the story may be even more com-
plicated than many of the current hypotheses 
suggest. Several recent studies suggest that hours 
of sleep influence the suite of hormones that con-
trol appetite, at least among young children, and 
that this may affect obesity rates.11 Alternatively, 
a common observation is that obesity rates are 
higher for individuals with low levels of education 
or income and for nonwhites. This correlation, 
however, is subject to multiple interpretations: 1) 
low socio-economic status (SES) may contribute 
to obesity since foods with low nutritional value 
are often perceived to be less expensive; 2) obe-
sity may reduce an individual’s earnings on the 
labor market due to increased sick days or dis-
crimination; or 3) a third factor may contribute 
to both low SES and high obesity. Christopher 
8 CDC, “Can eating fruits and vegetables help people 
to manage their weight?”, Research to Practice Series, 
No. 1, www.cdc.gov/nccdphp/dnpa/nutrition/health_
professionals/practice/index. (11/1/07)
9 J.E. Donnelly and B.K. Smith, “Is exercise effective 
for weight loss with ad libitum diet? Energy balance, 
composition and gender differences”, Exerc. Sport Sci. 
Rev. 33 (2005): 169-174.
10 C.D. Summer, E. Waters, L.D. Edmonds, S. Kelly, 
T. Brown and K.J. Campbell, “Interventions for pre-
venting obesity in children”, Cochrane Database of 
Systematic Review 2005, Issue 3, Art. No.: CD001871. 
DOI: 10.1002/14651858.CD001871.pub2. (1/1/07)
11 M. Sekine, T. Yamagami, K. Handa, T. Saito, S. 
Nanri, K. Kawaminami, N. Tokui, K. Yoshida and S. 
Kagamimori, “A dose-response relationship between 
short sleeping hours and childhood obesity: results of 
the Toyama Birth Cohort Study” Child: Care, Health 
and Development 28 (2), (2002): 163–170.

Ruhm finds that low SES in childhood is  
associated with higher obesity rates in 
adulthood.12 He finds, however, that approxi-
mately half of the SES-obesity correlation 
cannot be explained by an individual’s educa-
tional attainment or race/ethnicity, nor can it 
be explained by differences in family income, 
marital status, number of children, smoking, 
drinking, exercise, and job related physical 
demands. In other words, while low childhood 
SES and race/ethnicity may play an important 
role in making an individual susceptible to adult  
obesity, we still do not have a solid understand-
ing about why.

Designing Public Policy
In the face of ambiguous scientific findings, 

policy proposals to address obesity should be 
explicitly justified on the best available evidence 
and they should be designed to facilitate evalua-
tion of their effectiveness. This intentional policy 
process is needed in order to replace decisions 
based on conventional wisdom with decisions 
based on outcomes and cost effectiveness. 

Virginia’s state government is tackling 
obesity though a number of programs. They 
include: 1) The Commonwealth’s Healthy 
Approach and Mobilization Plan for Inactivity, 
Obesity and Nutrition (CHAMPION), which 
Virginia’s Department of Health began in 2005 
and is designed to provide localities with infor-
mation on public policies aimed at reducing  
obesity.13 2) Virginia’s “5 A Day for Better 
Health Program,” which is funded by the 
National Cancer Institute and uses the media to 
encourage greater consumption of fruits and veg-
etables.14 3) The Healthy Virginians Initiative 
run by the Secretary of Health and Human 
Resourses is a network of state employee volun-
teers to encourage employees to participate in 
healthy activities. 4) The Governor’s Nutrition 
and Physical Activity Scorecard which encour-
ages public schools to identify health and 
physical activity practices and to fill out a score-
card assessing how well the school promotes a 
healthy lifestyle.15 

Local communities and organizations within 
Virginia are also getting involved. For example, 
12 Christopher J. Ruhm, Why are Disadvantaged Adults 
More Likely to be Obese?, 2007, summary avail-
able at http://www.voxeu.org/index.php?q=node/528. 
(11/11/07)
13 CHAMPION, www.vahealth.org/wic/champion.
htm. (11/1/07)
14 www.vahealth.org. (11/1/07)
15 Virginia Department of Education, Scorecard for 
the Governor’s Nutrition and Physical Activity Award, 
www.virginia.gov/doe/login.html. (11/1/07)
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Charlottesville’s Community Childhood Task 
Force encourages youths to focus on physi-
cal activity and healthy eating.16 Universities 
are playing a role on both a practical and an 
academic level. The University of Virginia’s 
(U.Va.) Medical Center instituted a program to 
color-code food sold in cafeterias and vending 
machines based on calories, fat, and sodium.17 
Researchers at U.Va.’s Improving Control with 
Activity and Nutrition (ICAN) program are 
examining cost-effective methods to man-
age obesity and diabetes through lower-cost 
dietary and exercise interventions. Virginia 
Commonwealth University’s (VCU) ten-week 
walking program in 2004 provided pedometers 
to participants to both encourage a healthy life-
style for students and employees and to provide 
researchers with useful data. VCU’s Institute 
for Women’s Health hosts public seminars on 
methods to treat obesity.18 

Outside Virginia, some localities are try-
ing more innovative approaches both to reduce 
obesity and improve health, such as New York 
City’s ban on trans-fats restaurants and the city’s 
attempt to require restaurants to post calories.19 

Unfortunately, many programs have been 
based more on conventional wisdom than on 
science and have not evaluated results. Virginia’s 
CHAMPION program, for example, formed 
its strategic plan based on comments gathered 
at community meetings in which individu-
als expressed their beliefs about the causes of 
the obesity epidemic. CHAMPION program 
staff now, however, are studying the outcomes 
of established programs in order to provide 
the best available information and guidance  

16 Since 1999, this program has operated a free clinic, 
piloted a family health and fitness camp, and developed 
an activity resource guide all for overweight chil-
dren, among other undertakings. Childhood Obesity 
Task Force, http://www.childhoodobesitytaskforce.org. 
(11/1/07)
17 On-line interview with Arthur Garson Jr., M.D., 
Dean of the University of Virginia School of Medicine, 
available at http://www.cvillepublicmedia.org/stories/
signalsforhealth.mp3. (11/1/07)
18 For example, the Institute recently held a lec-
ture on Obesity: Nature of Nurture, http://www.
womenshealth.vcu.edu. (11/1/07); Additional infor-
mation on state-based programs is available at CDC’s 
site for Overweight and Obesity at http://www.cdc.
gov/nccdphp/dnpa/obesity/state_programs/index.htm. 
(11/18/07)
19 The New York Times, “New York Bans Most Trans 
Fats in Restaurants”, Dec. 6, 2006; New York City 
also tried to require restaurants to post calories, but 
that regulation was overturned by a district court. 
The New York Times “Judge Throws Out New York 
Rule Requiring Restaurants to Post Calories”, Sept. 
12, 2007.

to communities. New York City’s ban of  
trans-fats does follow scientifically-supported 
recommendations not to consume trans-fats, but 
evidence is emerging that the effort to reduce 
trans-fats throughout the country is encouraging 
food companies to switch to interesterified fat. 
Little is known, however, about the long-term 
health effect of this type of fat.20 Arkansas intro-
duced a policy to monitor the BMI of all school 
children, but some reports suggest this approach 
may harm self-esteem.21 

Furthermore, many current programs are 
not designed to obtain the data needed for evalu-
ation. The CDC’s Task Force on Community 
Preventative Services, for example, found insuf-
ficient evidence to determine whether combined 
nutrition and physical activity interventions in 
school settings were effective.22 Under the “5 A 
Day for Better Health Program” the evaluation 
consists of the presenter reporting on the recep-
tiveness of the audience, without an assessment 
of the health outcome of participants.23 The 
Secretary of Health and Human Resourses col-
lects data from its on-line weight loss program, 
but the reliability of employee self-reporting 
is questionable. The Governor’s Nutrition and 
Physical Activity Scorecard gives guidance on 
activities, but it does not track outcomes among 
the students. Alternatively, U.Va.’s color-coding 
program gathered data through surveys and sales 
records both before and after implementation in 
order to measure its effectiveness.

Focusing on scientific evidence and evalu-
ation about obesity-reduction programs will 
allow us to discard unproductive policies and 
replicate effective ones. For example, the 
Charlottesville School District is evaluating 
U.Va.’s color-coded meal program with an eye 
toward implementing it in schools. Programs 
explicitly designed to include careful data  

20 The Wall Street Journal, “Out with the Trans Fats, In 
With a Whole Lot of Others”, Nov. 6, 2007.
21 Associated Press, Arkansas’ Obesity Report Cards 
Get Failing Grade, Feb. 5, 2007. Available at http: 
www.msnbc.msn.com/id/16994609. (11/27/07)
22 D. Katz, M. O’Connell, M. Yeh, H. Nawaz, V. 
Njike, L. Anderson, S. Cory and W. Dietz, “Public 
Health Strategies for Preventing and Controlling 
Overweight and Obesity in School and Worksite 
Settings: A Report on Recommendations of the Task 
Force on Community Preventive Services”, Oct. 2005, 
54(RR10): 1-12. Available at www.cdc.gov/MMWR/
preview/mmwrhtml/rr5410a1.htm. (11/1/07)
23 One of the questions is “Method used to evaluate 
activity” and the options include: none, survey, focus 
groups, informal questions, informal counts/sales data, 
media reports/news clips. An additional space is pro-
vided to report key findings. www.vahealth.org/5aday/
Publications.htm. (11/1/07)
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collection and analysis cost more. But given the 
size of the problem, the costs of intervention, 
and the sensitive nature of policies designed to 
affect personal choices concerning eating and 
exercise, it is essential that we conduct careful 
assessments if we want to find cost-effective 
solutions to the obesity epidemic.

Summary 
The persistence of increases in obesity 

rates in the face of considerable public attention 
suggests a public effort yet to find its footing 
in sound scientific analysis and careful policy 
evaluation. Many current efforts appear inef-
fective. Since we do not yet clearly understand 
the causes of the epidemic, it is hard to justify 
many of the currently popular policy proposals 
to stem the tide. Crash programs on complex 
socio-economic problems may delay our abil-
ity to find affordable and effective solutions.  
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A balanced program of continued scientific inquiry 
into the causes of obesity, along with policy initia-
tives based on the best available evidence and 
designed for evaluation of outcomes, will give us 
the greatest chance of ultimate success.  
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