


Obesity has gone prime time as an American health issue. 

It’s everywhere: in every neighborhood, every mall, every 

school and every workplace. 

Obesity is more than a cosmetic concern. It doesn’t just impact 
the way we look. It can change the course of our lives, and  
not for the better. It sets us on a fast track toward medical  
complications like heart disease, type 2 diabetes, high blood  
pressure and high cholesterol. 

However, there’s good news: Obesity can be stopped. And it doesn’t 
take high-tech treatments or cutting-edge medications. Really, the 
solution begins and ends with the daily decisions we make. 

The American Heart Association has developed this booklet  
to show how extensive the obesity problem — particularly in  
children — has become, why it is dangerous and how you can 
fight back.

How bad is it?

•  About one in three children and teens in the U.S. is 

overweight or obese.

•  Overweight kids have a 70–80 percent chance of staying 

overweight their entire lives. 

•  Obese and overweight adults now outnumber those at 

a healthy weight; nearly seven in 10 U.S. adults are 

overweight or obese. 

Today, about one in three American kids and teens is overweight 
or obese, nearly triple the rate in 1963.1 

With good reason, childhood obesity is now the No. 1 health 
concern among parents in the United States, topping drug abuse 
and smoking.2 Among children today, obesity is causing a broad 
range of health problems that previously weren’t seen until adulthood. 
These include high blood pressure, type 2 diabetes and elevated 
blood cholesterol levels. There are also psychological effects: Obese 
children are more prone to low self-esteem, negative body image 
and depression. 

Excess weight at young ages has been linked to higher and earlier 
death rates in adulthood.3 Perhaps one of the most sobering 
statements regarding the severity of the childhood obesity epidemic 
came from former Surgeon General Richard Carmona, who 
characterized the threat as follows: 

“Because of the increasing rates of obesity, unhealthy eating 

habits and physical inactivity, we may see the first generation 

that will be less healthy and have a shorter life expectancy than 

their parents.”4

Obesity has also risen dramatically in adults. Today over 144 million 
Americans, or 66 percent of adults age 20 and older, are overweight 
or obese (BMI at or above 25). That is nearly seven out of every 
10 adults. Additionally, 33 percent (over 71 million) of adults are 
classified as obese (BMI at or above 30).5 Obese Americans now 
outnumber overweight Americans, which means that individuals 
who are above a healthy weight are significantly, not slightly, above 
a healthy weight.6 Some experts project that by 2015, 75 percent 
of adults will be overweight, with 41 percent obese.7,8

An Epidemic of Excess
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What does it mean to be 
Obese or Overweight?
Overweight and obese are screening labels used for ranges of weight 
that are above what is generally considered healthy for a given height 
and may increase the risks for certain diseases or health problems. 
Overweight and obese are defined differently in children and adults 
because the amount of body fat changes with age. Also, BMI in 
children is age- and sex-specific because body fat differs based 
on growth rates and developmental differences in boys and girls. 

Definitions for Adults

For adults over age 20, overweight and obesity ranges are determined 
by using weight and height to calculate a number called the 
“body mass index” (BMI), which usually correlates with a person’s 
body fat.

For adults, BMI is calculated by dividing body weight in pounds 
by height in inches squared, then multiplying that number by 703.

BMI = (Weight in Pounds) ÷ {(Height in inches) x (Height in inches)} x 703

For adults over age 20, BMI values of:

• Less than 18.5 are considered underweight.

• 18.5 to less than 24.9 are considered normal weight.

• 25.0 to less than 29.9 are considered overweight. 

•  30.0 or greater are considered obese, or about 30 pounds or 
more overweight. 

• Extreme obesity is defined as a BMI of 40 or greater.

Definitions for Children

Age- and sex-specific growth charts are used to calculate BMI in 
children and teens (ages 2–20) using a child’s weight and height, 
then matching their BMI to the corresponding BMI-for-age percentile 
for their age and sex. The percentile shows how a child’s weight 
compares to that of other children of the same age and gender. 
For example, a BMI-for-age percentile of 65 means that the child’s 
weight is greater than that of 65 percent of other children of the 
same age and sex. 

Children and teens whose BMI-for-age is:

• In the 95th percentile or higher are considered obese.

•  Between the 85th and less than the 95th percentile are considered 
overweight.

•  Between the 5th and less than the 85th percentile are considered 
normal weight.

• Below the 5th percentile are considered underweight.

Take Action!

Find out if you or your children are at risk for certain health 

problems. Visit the Centers for Disease Control’s free  

online BMI calculators for adults and children at http://

www.cdc.gov/healthyweight/assessing/bmi/. Knowing 

your risk is the first step!

It’s important to remember that BMI is a tool. It may not always 
accurately describe weight classification for some individuals such 
as athletes, so a doctor or healthcare professional should make the 
final determination.
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There is no one cause of obesity. It can be influenced by 

lifestyle habits, environment and genetics. But, in the majority 

of cases, it boils down to a pretty simple equation: We are 

taking in more calories than we are burning.

Some common issues leading to this calorie imbalance include:

Portions Are Growing: Portion sizes have increased, especially 
when we eat away from home. “Value menu” items are all the rage. 
Although we consider these a bargain, they’re a bad deal when it 
comes to good health. 

Poor Nutrition: Our eating habits have led us to a kind of modern-
day “malnutrition.” Many of us fill up on “empty calories” or foods 
with no or minimal nutritional value. These choices are often high 
in fat, sodium, added sugars and calories but low in the nutrients 
we need to be healthy and strong. At the same time, we’re ignoring 
healthy options like fruits, vegetables, whole grains and fat-free or 
low-fat (1%) dairy products. 

Eating Out More: Unhealthy food and beverage choices can 
be found all around us, in places like fast-food restaurants and 
convenience stores. These options are ready-made and fit our 
on-the-go lifestyles. 

Moving Less: Almost one in four children do not participate in 
any free-time physical activity. Additionally, the average American 
child spends four to five hours in front of the TV, computer or video 
games every day.

Bigger Portions

So what does it all mean?

• Americans are eating more.

• Portions have grown dramatically.

• People eat more when served bigger portions. 

Portion Size Affects How Much People Consume 

Today, food-service establishments are offering us a lot more  
for our money than they used to. And we’re taking them up on 
it. For example, 20 years ago an average serving of fries was  
2.4 ounces. Today it’s 6.9 ounces. An average cheeseburger  
had 333 calories. Today it’s 590. To put these calorie increases  
into perspective, between 1971 and 2000 the average American 
adult consumed 250 to 300 more calories every day. That adds 
up to an additional 26 to 31 pounds in just one year. Kids are also 
getting more calories than they need. Adolescents today eat on 
average 8 percent more than 30 years ago.9

The simple fact is that we eat what’s in front of us. If larger portions 
are put on the plate, we eat more. This means we’re getting more 
calories, which leads to increased body weight.10, 11

Did you know a surplus of about 3,500 calories results in  

a one-pound weight gain? 110–165 calorie surplus daily 

can result in gaining 10+ pounds in a year. 

Take Action!

Taking in fewer calories by controlling portions is a critical 

step in managing weight. Learn the proper serving sizes 

and pay attention to the Nutrition Facts panel on foods.

Teach kids to focus on their own fullness rather than 

rewarding them for eating whatever is set before them —  

i.e., cleaning their plates. Studies show that kids who learn 

to listen to their bodies will eat less than those taught to 

clean their plates.12

Portion Size vs. Serving Size13 

Portion size is the amount of a single food item served in 

a single eating occasion, such as a meal or a snack. Many 

people confuse portion size with serving size, which is 

a standardized unit of measuring foods — for example, 

a cup or ounce — used in dietary guidance, such as the 

Dietary Guidelines for Americans. Portion size is the 

amount offered to a person in a restaurant, the amount 

offered in the packaging of prepared foods or the amount 

a person chooses to put on their plate. For example, bagels 

or muf�ns are often sold in sizes that constitute at least 

two servings, but consumers often eat the whole thing, 

thinking that they have eaten one serving. They don’t 

realize that they have selected a portion size that was more 

than one serving. 

Causes of Obesity
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Less Nutrition/Poor Choices

So what does it all mean?

•  Americans are eating more and more foods that are high in 

calories but don’t meet their nutritional needs.

•  A majority of Americans are not getting enough vitamins and 

nutrients through healthy foods, such as fat-free or low-fat 

dairy, whole grains, fruits and vegetables. 

•  French fries are the most common vegetable consumed  

by children. 

Americans aren’t just overeating. The foods they’re choosing 
often do not meet their nutritional needs. They are not getting 
the proper amount of fruits, vegetables and dairy products  
and are instead opting for “empty calorie” foods, i.e., foods 
high in calories but low in nutrients (vitamins, minerals, protein, 
carbohydrates, etc.). These empty-calorie foods are often high in 
saturated and trans fat, sodium and cholesterol. 

Fruits and Vegetables

Most Americans do not eat enough fruits and vegetables. According 
to a 2007 national study, three out of four American adults are  
not getting at least five servings of fruits and vegetables every day. 
(The daily recommendation is eight to nine servings, based on a 
2000 calorie diet!).14

Children are not getting enough fruits and vegetables either. Fewer 
than one in 10 high school students get the recommended  
amounts of fruits and vegetables daily.15

French fries are the most common source of vegetable consumed 
by children and make up one-fourth of children’s vegetable intake. 
Juice, which may lack important fiber found in whole fruits, accounts 
for 40 percent of children’s daily fruit intake.16

Take Action!

Eat fruits and vegetables at EVERY meal. Skip the fried 

veggies — frying adds fat and calories.

Whole Grains

The American Heart Association recommends that at least half of  
your grain intake come from whole-grain foods, which are high in 
fiber and other beneficial nutrients. Dietary fiber helps you feel fuller 
longer and reduces the total number of calories you eat because 
fiber slows digestion in your stomach. Whole-grain foods may reduce 
your LDL or “bad” cholesterol levels and has been associated with 
a decreased risk of developing cardiovascular disease.17

Ninety-three percent of Americans failed to meet the recommendation 
to consume 3 ounces per day of whole grains (based on a 
2,000-calorie diet).

Take Action!

Make sure to fit whole grains into your daily menu by keeping 

whole-grain foods (like bread, cereal, brown rice or whole-

wheat pasta) in your house because restaurant meals tend 

to be very low in whole grains.18 When you do eat out, 

ask if wheat alternatives are available.

Milk and Dairy 

Americans are not getting enough milk and dairy products, which 
are nutrient-rich and an essential part of a healthy diet. Consuming 
adequate amounts of dairy contributes to bone health, helps prevent 
osteoporosis and may lower the risk of high blood pressure and 
other cardiovascular risk factors by helping to control body weight 
and fat.19

In addition to not consuming enough dairy products overall, children 
may not be selecting low-fat (1%) or fat-free dairy products, resulting 
in higher calorie and fat intake. In a 2008 survey that asked middle 
school students what kind of milk they usually drank, the most 
common answers were whole milk (40%), chocolate milk (34%), 
and 2% milk (25.8%).20

Take Action!

Teach kids to pick nonfat (skim) or low-fat (1%) dairy 

products and keep them on hand in your fridge. 

Fats

The American Heart Association recommends keeping total fat 
intake to less than 35 percent of total calories (20 grams per day 
based on a 2,000-calorie diet) and limiting trans fat consumption 
to less than 1 percent (or about 2 grams based on a 2,000-calorie 
diet) and saturated fat consumption to less than 7 percent of total 
daily calories. 

Many Americans are consuming more than the recommended 
amounts of the “bad fats” (saturated and trans fats). 

Take Action!

The Nutrition Facts panel on food labels can help you 

make healthy food choices at the grocery store. Check 

the food label for trans fat content and the ingredient list 

for partially hydrogenated oils. Review both saturated fat 

and trans fat content on the Nutrition Facts panel to avoid 

substituting one unhealthful fat for another.

Many fried foods and baked goods are high in saturated fats 

and calories even if trans fat-free oils and fats are used. Use 

liquid vegetable oils instead of animal fats; choose foods that  

are steamed, broiled, baked, grilled or roasted; and ask  

restaurant servers about the oil used in food preparation 

and the nutrition information.
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Added Sugars 

In recent decades, Americans have increased their consumption 
of “added sugars,” which are found in carbonated soft drinks, fruit 
drinks, sports drinks and many processed foods. Added sugars 
are a common source of “empty calories” because they have little 
or no nutritional value but contribute additional calories to a food 
or beverage.

Sugar-sweetened beverages are a major contributor of added  
sugars to American diets. It is estimated that soft drink consumption 
alone currently accounts for one-third of added sugar intake in the 
United States.21 

Consumption of sweetened beverages has been linked to  
childhood obesity.22

Based on a 2000 calorie diet, the American Heart Association 
recommends limiting sugar-sweetened beverages to 36 ounces 
per week or less.

Take Action!

Limit the amount of beverages with added sugars your 

family drinks. Look for no-calorie alternatives to soda, 

such as water. 

Check food labels for added sugars in foods by scanning 

the ingredients list for sugar, syrups and sugar molecules 

ending in “ose,” to name a few. 

Breakfast

Breakfast really may be the most important meal of the day. Numerous 
studies have demonstrated that when both children and adults skip 
breakfast, the nutritional quality of their diets decreases.23

Sodium 

Most Americans consume more than double the amount of their daily 
recommended level of sodium (salt). The American Heart Association 
recommends adults eat less than 1,500 mg of sodium per day (and 
less for children under 14). A diet high in sodium increases the risk 
of having higher blood pressure, a major cause for heart disease 
and stroke.

Take Action!

The majority of sodium we consume comes from salt 

added to the food supply (not from salt we add at the 

table). Look for “low-sodium” or “sodium-free” items at 

the grocery store (and skip the salt shaker at the table too).

American Heart Association Dietary Recommendations 

The following table outlines the American Heart Association’s 
recommendations for a healthy, nutritious diet for children and adults:

For children 24 

For Adults (ages 18 and older) based on 2000-calorie goal 25

Age 1  
year

2–3 
years

4–8 
years

9–13 
years

14–18 
years

Calories 

   Female 900 1000 1200 1600 1800

   Male 900 1000 1400 1800 2200

Fat
30-40% 

kcal
30-35% 

kcal
25-35% 

kcal
25-35% 

kcal
25-35% 

kcal

Milk/dairy 2 cups 2 cups 2 cups 3 cups 3 cups

Lean meat/beans 

   Female 1.5 oz 2 oz 3 oz 5 oz 5 oz

   Male 1.5 oz 2 oz 4 oz 5 oz 6 oz

Fruits 

   Female 1 cup 1 cup 1.5 cups 1.5 cups 1.5 cups

   Male 1 cup 1 cup 1.5 cups 1.5 cups 2 cups

Vegetables

   Female 3/4 cup 1 cup 1 cup 2 cups 2.5 cups

   Male 3/4 cup 1 cup 1.5 cups 2.5 cups 3 cups

Grains*

   Female 2 oz 3 oz 4 oz 5 oz 6 oz

   Male 2 oz 3 oz 5 oz 6 oz 7 oz

Grains* 6 to 8 servings per day 

Vegetables 4 to 5 servings per day

Fruits 4 to 5 servings per day

Fat-free or low-fat milk and dairy 2 to 3 servings per day

Lean meats, poultry and fish less than 6 oz per day

Nuts, seeds and legumes 4 to 5 servings per week

Fats and oils 2 to 3 servings per day

Sweets and added sugars Limit added sugars and limit 
sugar-sweetened beverages to  
36 oz or less per week.

*At least half of the grains should be fiber-rich whole grains.
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Eating Out

So what’s the big deal?

• People eat out more than ever before.

•  When people eat out, they consume more calories than if 

they eat at home.

•  Away-from-home meals contain fewer fruits, vegetables 

and whole grains than foods prepared at home.

The more people eat out, particularly at fast-food restaurants, the 
more calories, fat and sodium they tend to consume. This is linked 
to higher BMIs both in children and adults.26

Eating more fast-food meals is linked to consuming more  
calories, more saturated fat, fewer fruits and vegetables and 
less milk.27–31 This is especially alarming if you consider how 
popular fast-food has become with kids. In the late 1970s  
American children ate 17 percent of their meals outside the home 
and fast food accounted for 2 percent of total energy intake. By the 
mid-to-late 1990s, 30 percent of meals were eaten outside the home 
and fast food contributed to 10 percent of overall energy intake.32

By making more informed dietary choices away from home, 
Americans could help reduce calorie consumption and the risk of 
obesity and its associated health problems.33 

Visit www.heart.org/nutrition for more nutrition tips  

for your family. 

Lack of Physical Activity

So what’s the big deal?

• Adults and children are not getting enough physical activity. 

•  Fitness and physical activity habits established in childhood 

are key indicators for health in adulthood. 

Physical activity brings lots of positive health benefits, including 
improved physical fitness, muscle endurance, aerobic (lung) capacity 
and mental health (including mood and cognitive function). It also 
helps prevent sudden heart attack, cardiovascular disease, stroke, 
some forms of cancer, type 2 diabetes and osteoporosis. Additionally, 
regular physical activity can reduce other risk factors like high blood 
pressure and cholesterol. 

Despite its many benefits, children and adults are not getting as much 
physical activity as they should. The American Heart Association 
recommends that children and adolescents (up to age 18) get at 
least 60 minutes of moderate to vigorous physical activity every 
day. All adults ages 18–65 should avoid inactivity and get at least 
150 minutes per week of moderate-intensity physical activity,  
which may be done with 30 minutes of moderate-intensity activity 
on five days of the week. There are additional guidelines for people  
age 65 and older, women who are pregnant and those ages  
50–64 with chronic conditions or physical functional limitations  
(e.g., arthritis) that affect movement ability or physical fitness.34

About one-third of students in grades 9–12 don’t get recommended 
levels of physical activity. Furthermore, research suggests that 
extracurricular physical activity levels consistently decrease from 
elementary to high school, especially in girls. Research also indicates 
that most adolescents do not participate in moderate physical 
activity five or more times per week, and these patterns persist 
into adulthood.35–37

As children age, their physical activity levels tend to decline.38, 39 
That’s why it’s important to establish good physical activity habits 
as early as possible. Kids who are physically fit are much less likely 
to be obese or have high blood pressure in their 20s and early 30s.40

Recent estimates suggest that more than 50 percent of U.S. adults 
do not get enough physical activity to provide health benefits and 
24 percent are not active at all in their leisure time. Physical activity 
decreases with age, and is less common among women than men 
and among those with lower incomes and less education.41

Take Action!

Get moving! Encourage activities that the entire family 

can do together. If you’re currently not active at all, start 

slowly and build up.

Overweight kids may be discouraged about getting 

physically active if they feel their skill level is not up 

to par with their peers, so encourage activities that 

they can excel at like strength or resistance training.

Technology’s Sedentary Seduction

So what’s the big deal?

• Screen time directly contributes to cardiovascular risk. 

•  Most children get more than the recommended limit of two 

hours of screen time per day.

•  Limiting daily screen time to two hours or less has positive 

health effects.

Americans are spending more free time than ever watching television, 
surfing online or playing video games. 

In addition to being sedentary while sitting on the sofa, people 
tend to eat while watching TV. Each one-hour increase in television 
viewing is associated with an additional 167 calories, often through 
foods commonly advertised on television.42

The American Heart Association and American Academy of Pediatrics 
recommend that children limit “screen time” (TV, video games  
and computer) to no more than two hours per day. The reality is 
that American kids are going well over this limit — and it is taking 
a toll on their health. 

Sticking with the recommended two-hour daily TV limit can have a 
positive effect on children’s health. One study of overweight children 
ages 4 to 7 found that limiting TV and computer time to less than 
two hours a day helped reduce caloric intake, sedentary behavior 
and body mass index over a two-year period.43

Take Action!

Limit screen time to 2 hours a day – for children and 

adults! Adults set the example for kids.

Don’t snack while watching TV. It’s easy to get caught 

up in the show and not realize how much you’re eating.

Take the TV and computer out of kids’ bedrooms. Children 

and teens who have a TV or computer in their bedroom 

watch about an hour and a half more TV per day than 

those who don’t, and they use the computer about 45 

minutes more per day.44
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Parents’ Perceptions and Roles

So what’s the big deal?

•  Parents are important role models for their children. If parents 

are unhealthy, children are likely to be unhealthy too.

•  Parents may not recognize when children have a 

weight problem. 

Parents are role models whose health attitudes and behaviors play 
a critical role in the development of their children. 

Parents can help overweight children manage their weight; however, 
they aren’t always aware when their children are at risk. In recent 
studies, parents have shown a high tendency to misperceive their 
children’s weight and failed to identify them as overweight. This has 
been especially likely if parents themselves are overweight. If parents 
do not recognize their child as obese or overweight, they are less 
likely to support them in achieving a healthy weight.45

Some parents of overweight children worry about labeling them or 
hurting their self-esteem. Nevertheless, parents play a critical role 
in the lifestyle habits of their children both through the habits they 
model and through the support and awareness they offer. 

Take Action!

Calculate the BMI for each member of your family to find 

out if you are at risk.

Sleep

So what’s the big deal?

• Children need at least nine hours of sleep per night.

•  Sleep plays an important role in the body’s ability to grow, 

repair and stay well. 

Recent research points to a connection between poor sleep habits 
and health problems, including obesity. Despite recommendations 
that children and teens get at least nine hours of sleep every night, 
only 31 percent of high school students get eight or more hours of 
sleep on an average school night.46 Although more research is needed 
to determine the exact connection between sleep and obesity, 
adequate sleep is beneficial to overall mental and physical health.

The Situation in Schools

Over recent decades the school environment has changed drastically. 
A generation ago schools fostered physical activity, but today many 
have been forced to deemphasize it to balance shrinking budgets 
and focus on standardized testing.

Physical Activity in Schools

A recent report revealed that physical education time has declined 
across many school districts since 2002.47 In some areas, school-
based physical activity programs have been completely eliminated.48

Only 3.8 percent of elementary schools, 7.9 percent of middle schools 
and 2.1 percent of high schools provide daily physical education 
or its equivalent for the entire school year. Twenty-two percent of 
schools do not require students to take any physical education at  
all. 49 Physical education is an integral part of developing the “whole” 
child in social settings and the learning environment.

Nutrition in Schools

Schools offer a wide variety of meal and snack food options, but 
not always healthy ones. In a 2007 study, 61 percent of competitive 
foods (foods sold outside of the School Meals program including in 
vending machines, a la carte items, school store/canteen items, etc.) 
offered in high schools were fried and high in fat. These calorie-dense, 
nutrition-poor foods accounted for 83 percent of all food sold.50 

Schools can be part of the solution, comprehensive nutrition 
education has proven to be effective in combating obesity, especially  
among low-income students.51 Additionally, improving nutrition 
standards of foods sold in schools can have a positive impact on 
students’ diets.

Early Childhood Programs

Child care settings are also important environments for forming good 
health habits around children’s health habits. Poor diet and physical 
inactivity at an early age increases the chance for developing serious 
health problems. Preschool children are consuming too many high 
calorie, sweetened beverages and foods with low in nutrients.52,53

A recent study of children in the Women, Infants and Children (WIC) 
Feeding Program found that on average, children spent more than 
twice as much time watching television and using computers than 
being physically active.54 

Quality school health programs have  

a proven return on investment

Despite economic pressure and a focus on test scores, it is possible 
and productive for schools to foster healthy lifestyle skills for students 
and staff. In fact, schools that do so often see improved test scores, 
fewer behavioral problems, increased financial benefits and happier 
and healthier students and staff. Studies have shown that normal-
weight children have higher scholastic achievement, less absenteeism 
and higher physical fitness levels than their obese counterparts.55,56

Healthcare Settings

So what’s the big deal?

•  Healthcare providers are not consistently diagnosing weight 

problems in children.

•  Healthcare providers may not feel equipped to talk about 

nutrition and physical activity with patients. 

Dealing with obesity at the earliest possible stage is optimal for a 
child’s long-term health. However, far too few doctors are adequately 
addressing the problem in their young patients. 

One recent estimate suggests that pediatricians accurately identified 
and diagnosed only 34 percent of overweight or obese children. 
Specifically, pediatricians correctly diagnosed 10 percent of 
overweight children, 54 percent of obese children and 76 percent 
of severely obese children.57

Take Action!

Make it a point to talk to your healthcare provider about 

your weight (or your child’s) at your next visit.
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Marketing Food to Kids

So what’s the big deal?

•  Advertising does affect consumer behavior — in adults 

and children.

•  A dramatic majority of ads targeted at children are for 

unhealthy products.

•  Almost no advertising dollars are spent marketing healthy 

products to children.

Advertising on television and other forms of electronic media has 
a massive influence on our lifestyle decisions, particularly young 
people. It impacts the food preferences, purchase requests and 
diets of many children and is associated with the increased rates 
of obesity in this age group.58

Young people see more than 40,000 advertisements per year on 
television alone, and half (50 percent) of all ad time on children’s 
television shows is for food.59 Children ages 8–12 see over 50 
hours of food advertising a year.

Research shows that exposure to food advertisements produces 
significant increases in calorie intake in all children and the  
increase is largest in obese children.60

The overarching conclusions are that, along with many other 
intersecting factors, food and beverage marketing does influence 
the diet of children and youth. Current food and beverage marketing 
practices for children do not promote healthy dietary habits. 

Take Action!

Turning off the TV is a great way to limit the number of 

advertisements your family sees.

Market healthy foods to your family. Companies spend 

almost no ad dollars on fruits and vegetables, so make 

a pitch for the healthier foods yourself!
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Overall Health Consequences

So what’s the big deal?

• Obesity negatively impacts every organ system in the body.

•  Obesity is now regarded as more damaging to the body than 

smoking or excessive drinking. 

• Obese children have the arteries of a 45-year-old person.

Obesity and overweight have a negative impact on almost every 
organ system in the body. In addition to taking a toll on the physical 
health of children, obesity influences children’s quality of life, impacting 
their physical, social and psychological functioning.61

There is a direct correlation between increases in body mass index 
(BMI) and increased risk for numerous other diseases and chronic 
conditions including diabetes, high blood pressure, asthma, liver 
problems, sleep apnea and some cancers.62

Heart and Cardiovascular Health Consequences

Being overweight or obese is a major preventable cause of heart 
disease. Obesity has recently overtaken smoking as the leading 
cause of premature heart attack.63

A recent study found that children ages 7 to 13 who are overweight 
are at an increased risk of developing heart disease beginning at 
age 25.64 Teens who are obese and who have high triglyceride levels 
have arteries similar to those of 45-year-olds.65

Type 2 diabetes, which was once referred to as “adult onset” diabetes, 
is largely preventable with proper diet and physical activity. Until 
recently, most newly diagnosed cases of diabetes in children were 
for Type 1, which is mainly genetic in origin. But today, as many  
as 45 percent of newly diagnosed diabetes cases in children are 
Type 2. At least 65 percent of people with diabetes die of some 
form of heart disease or stroke when the disease is left untreated.66

Social

Being overweight can have a negative impact on a child’s self esteem, 
behavior, friendships and academic performance.67–71

Financial Costs

So what does it all mean?

•  The more overweight an individual becomes, the more 

expensive they become to the healthcare system.

•  Obesity is more expensive to the healthcare system than 

smoking and problem drinking. 

•  9.1 percent of adult medical expenditures can be attributed 

to obesity. 

While obesity is a major health problem for children and adults, it is a 
major financial problem for our healthcare system. That’s why tackling 
obesity is the right thing to do, for our health and the bottom line. 

Obesity costs doubled in past decade: The cost of treating 
obesity-related illnesses nearly doubled in the past decade,  
from $78 billion in 1998 to $147 billion in 2008.72

Additionally, indirect costs associated with obesity include lower 
productivity, increased absenteeism and higher life and disability 
insurance premiums.73

Consequences of Obesity
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2008 State Obesity Rates

So what does it all mean?

•  Certain racial and ethnic groups are more at risk to be obese 

or overweight.

•  The prevalence of obesity is rising fastest among African-

American and Hispanic populations, making these groups 

especially at risk.

•  Low-income families have a greater prevalence of overweight 

in some populations.

•  The highest regional prevalence of obesity is consistently 

in the South. 

Throughout the United States, overweight and obesity have increased 
in people of all ethnic groups, all ages and both genders. This 
is not an isolated threat to health, nor one limited to a particular 
population group.

However, among some racial, ethnic and socioeconomic groups, 
and within certain geographic regions, the prevalence of obesity 
and many obesity-related risk factors is especially high.

While personal choices play a role in the rise of obesity, they alone 
are not responsible for the epidemic we face today. Many children 
grow up surrounded by unhealthy foods at home and in school. 
Others lack access to safe places where they can play and be active. 
Some low-income neighborhoods have many fast-food restaurants, 
but few stores or markets that sell nutritious foods. And many 
Americans with limited economic resources simply can’t afford  
to buy healthy foods, join health clubs or participate in organized 
sports or physical activity programs.

The obesity epidemic threatens everyone, but not everyone is equally 
at risk. For example, among children and adolescents, obesity is 
more common in African Americans and Hispanics and the numbers 
of overweight African-American and Hispanic children are growing 
faster than the number of overweight Caucasian children.74, 75

Geographic Disparities

The highest regional prevalence of obesity is consistently in the 
South. Since 1990 every state in the United States has seen an 
increase in the prevalence of obesity.76

Out of Balance: Disparities and Racial, 
Ethnic and Low-Income Groups

State % State % State % State %

Alabama 31.4 Illinois 26.4 Montana 23.9 Rhode Island 21.5

Alaska 26.1 Indiana 26.3 Nebraska 26.6 South Carolina 30.1

Arizona 24.8 Iowa 26.0 Nevada 25.0 South Dakota 27.5

Arkansas 28.7 Kansas 27.4 New Hampshire 24.0 Tennessee 30.6

California 23.7 Kentucky 29.8 New Jersey 22.9 Texas 28.3

Colorado 18.5 Louisiana 28.3 New Mexico 25.2 Utah 22.5

Connecticut 21.0 Maine 25.2 New York 24.4 Vermont 22.7

Delaware 27.0 Maryland 26.0 North Carolina 29.0 Virginia 25.0

Washington DC 21.8 Massachusetts 20.9 North Dakota 27.1 Washington 25.4

Florida 24.4 Michigan 28.9 Ohio 28.7 West Virginia 31.2

Georgia 27.3 Minnesota 24.3 Oklahoma 30.3 Wisconsin 25.4

Hawaii 22.6 Mississippi 32.8 Oregon 24.2 Wyoming 24.6

Idaho 24.5 Missouri 28.5 Pennsylvania 27.7
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Economic Disparities

Childhood obesity is having a greater impact on children from  
low-income families. The higher cost of fresh produce and other 
nutritious foods is cited as one barrier to healthy eating for poorer 
families. Also, as income increases, adults tend to eat healthier 
foods and exercise more frequently.77

Many poorer families have less access to health clubs, sports  
facilities or organized sports leagues for children.78 Also, the 
communities where they live tend to offer fewer opportunities to 
stay healthy such as access to a supermarket. 

Disparities in Access to Healthy Foods

People in some communities have limited opportunities to make 
healthy food choices. In general, poorer and non-white areas tended 
to have fewer fruit and vegetable markets, bakeries, specialty 
stores and natural food stores. Predominantly minority and racially  
mixed neighborhoods had half as many supermarkets as 
predominantly white neighborhoods.79

Access to supermarkets and other food stores is significant because 
a higher density of healthy food outlets is associated with a lower 
mean BMI, a lower prevalence of overweight adults, and a lower 
prevalence of obesity. 

Disparities in Physical Activity and Access to Facilities 
and a Look at the ‘Built’ Environment 

Children’s physical activity levels may be influenced — positively or 
negatively — by the environment in which they live.80, 81 Access to 
parks is a key environmental factor that may impact physical activity 
levels.82, 83 Children who live near parks and other green spaces are 
more physically active. 

Minority adolescents and those from families with lower 
socioeconomic status have less access to facilities for physical 
activity (parks, playgrounds, walking paths, etc.).84
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