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Abstract
Increasing obesity rates in the United States have fueled soaring healthcare
costs and exacerbated recent fiscal and economic challenges. This phenomena,
however, is not unique to the U.S. and many countries, including low and middleincome countries, are seeing increasing numbers of people who are obese or
overweight. Finding ways for societies to achieve the benefits of economic growth
without suffering concurrent epidemics of obesity and related diseases represents a
central challenge to sustainable development. For countries where this epidemic
has already taken hold, new policy thinking is needed to mitigate this burden.
Meanwhile, emerging nations must define new pathways for development that
bypass or minimize these pitfalls. Proactive public policies, innovations in
healthcare delivery, and refashioning the lifestyles adopted with growth represent
potential avenues through which countries can navigate this issue.
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While prospects for American economic growth appear thin, the U.S. obesity
epidemic continues to grow. This trend has contributed to rapidly increasing
healthcare costs that are undermining other aspects of U.S. social and fiscal health.
Significantly, other rich countries are also experiencing this simultaneous escalation
of obesity and health care spending, while emerging nations are already seeing rises
in the proportion of their populations that are obese or overweight in the early stages
of development. Finding ways for countries to attain higher levels of growth while
preventing, mitigating, and managing concomitant increases in obesity is a central
challenge to sustainable development in the 21st century.

1. Obesity and Healthcare Costs in the United States
One in three Americans is obese and an additional 34% are considered
overweight.1 2 The prevalence of obesity is increasing 3% each decade and a third of
Americans younger than 19 are already obese or overweight.3 4 Consequently,
conditions such as diabetes and cardiovascular disease now affect over 26 million
people in the U.S.5
The American obesity epidemic has colluded with a host of factors –
expensive new technologies,6 an aging population,7 costly end-of-life care,8 9 lack of
competitive price pressures in the healthcare industry,10 and inefficient delivery
systems11 12 – to fuel skyrocketing healthcare costs which now constitute 18% of
GDP, up from 7% in 1970.13 14 15 The rise in obesity in particular is responsible for
almost a third of this increase.16 U.S. healthcare spending is now nearly twice the 9%
of GDP spent in other OECD countries and continues to increase 6% per year,
outpacing 2 to 3% projected economic growth.17 18
1

Obesity is defined as body mass index (BMI) greater than 30 kg/m2. Overweight is BMI between 25 and 30 kg/m2.
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This has ominous fiscal implications at a time of growing concern over U.S.
indebtedness. The healthcare cost crisis also undermines future growth and
employment prospects by placing an ever-growing financial burden on companies to
insure their workers and on average households to pay more in premiums and copays.19 20 The crisis even hurts public education – another area of concern with farreaching effects for American competitiveness and job creation – as funds allocated
for supporting schools are instead being diverted to cover the rising costs of teacher
health benefits.21

1.1 Roots of the Epidemic
What has brought on the American obesity epidemic? Three overlapping
factors have driven this phenomenon. First, rising U.S. incomes over the past 50
years have led to increased demand for meat-heavy, higher-calorie diets and resulted
in a structural change in food supply from more balanced home-cooked meals to
fattier sweetened foodstuffs. For example, in just 15 years between 1985 and 2000,
Americans consumed 12% more calories with about 90% of this increase coming in
the form of added fats, sugars, and grains, all of which can contribute to obesity and
related diseases.22 This trend in eating habits led to the ubiquitous availability of such
less healthy foods, as epitomized by the fast food industry.23 Thus, even as real
incomes have dwindled in recent years, poorer households are increasingly
dependent on less healthy foods because they tend to be cheaper and more
accessible.24 25 A recent Harvard study, for instance, calculated that eating healthy
costs an additional $550 per person per year, or over $2,000 for a family of four,
while another study showed that income neighborhoods have access to 30% fewer
supermarkets than areas with the highest incomes.26 27 Both the costliness and rarity
of healthy foods thus encourage low-income families to adopt unhealthy, obesityrisking diets.
In addition to demanding heavier diets, Americans in the last half of the
century have adopted an increasingly sedentary lifestyle with greater time spent in
front of the TV.28 As an example, about 40% of children walked or biked to school
19
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in 1969; by 2001, this number was down to 13%.29 Another study reported that only
about a quarter of American adults reach the recommended levels of physical
activity.30
Third, the U.S. workplace has mirrored this shift to a less active way of life as
the American economy has transitioned to more sedentary knowledge, service, and
technology-based jobs with fewer people engaged in manufacturing, agriculture, and
other physically active sectors.31 The proportion of people working in low-activity
“office” jobs increased from 23% in 1950 to 41% by 2000, while those in highactivity physical labor-oriented jobs declined from 30% to 22% over the same
timeframe. 32

2. Obesity around the World
Why does the U.S. obesity and healthcare cost crisis matter for the rest of the
world? The fiscal implications and consequences for the competitiveness of the
world’s largest economy have obvious repercussions for the evolving geopolitical
landscape. More pointedly, the U.S. obesity epidemic is not wholly unique. The same
factors kindling the U.S. crisis have, in part due to the globalization of American fast
food culture, led to rising rates of obesity throughout the world.
In half of OECD countries, 50% of people are overweight and roughly one
in five is obese.33 In Europe, 20% are obese and a quarter of children are already
overweight or obese.34 35 Japan and South Korea are notable exceptions with obesity
rates of only 4%; however, about 25% of people in these countries are overweight
with rising levels of obesity particularly among middle-aged citizens.36 37 38 These
developed countries have also seen healthcare spending simultaneously increase from
an average of 7% of GDP in 1995 to 9.5% in 2009, though still far below U.S.
levels.39 Greater overall spending in U.S. is driven primarily by higher prices for
similar services caused by its private, largely fee-for-service system. Nonetheless,
despite greater incentives and opportunities for cost control in the publicly-governed
systems of other OECD countries, healthcare spending in these nations is also rising
steeply at about 4% a year.40
29
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Even emerging societies like Brazil, China, and the upper classes of poorer
countries like Nigeria are experiencing greater numbers of people who are
overweight, as they contend with widespread malnutrition and poverty-related
diseases.41 In Brazil, rapid growth and the popularization of commercialized foods
has led to a jump in the proportion of overweight people from 20% in 1990 to now
almost 50%; approximately 15% are obese.42 This will only become worse as fast
food companies plan for further expansion in the growing Brazilian market.43
Similarly, in 2010, Yum Brands, which operates several fast food chains including
KFC and Pizza Hut, earned more profit in China, where 25% of people are
overweight, than in the U.S.44

3. The Policy Challenge
Have we created a new stage in the developmental trajectory of human
societies where growth eventually spurs fundamental transitions in food supply and
lifestyle that, in turn, lead to epidemic obesity? With globalization positioning
American culture as the desired ideal, is it inevitable that other countries evolving
from agriculture-based subsistence to industrial, knowledge, or service-based
economies will also fall into this pattern? Can societies attain the benefits of
modernity without facing the ills of these structural shifts in food supply, lifestyle,
and labor?
If the overweight society is a new stop on the development pathway, then
the new policy frontier for developed countries is to craft strategies to tame obesity
and the toll it takes on population and, in the American case, fiscal health. For
emerging nations, the challenge will be to define a new vision of development where
the fruits of growth can be garnered without these unintended side effects.
If this is, indeed, a new frontier, then the U.S. stands closest to the brink, if
not partially in the abyss. America’s ability to find a way to manage obesity will, in
part, dictate its capacity to control healthcare costs and, by extension, influence its
economic outlook. The Affordable Care Act – known more commonly as
‘Obamacare’ – includes several provisions to tackle obesity, such as access to
preventive screening, controversial incentive-based ‘wellness’ programs, and grants
for community-based innovations.45 Their ability to actually curb obesity will be
watched closely. If the U.S. cannot create a new cultural model that balances the
upsides of development with healthier lifestyles, the hegemony American culture has
enjoyed over the past half century may be put into question as up-and-coming
societies will look elsewhere for healthier, more effective models to follow.
Emerging countries, including China, are uniquely positioned to fill this void. With
rapid growth and nascent obesity that is neither entrenched nor full blown, these
41
42
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nations have the resources and growing presence, especially in their regions, to
define a new model of developed culture that can be a competitive alternative to the
American way. Furthermore, the leadership of these countries – and China’s
autocracy in particular – are not mired in the type of partisan political gridlock that
paralyzes the U.S.’s ability to take action, something that has hampered the American
response to the healthcare crisis thus far.
These advantages notwithstanding, emerging nations are already
overwhelmed with the formidable task of navigating their societies through
accelerating and dynamic change. Countries like China, India, and Brazil have the
added challenge of creating healthcare systems that must meet the divergent needs of
both rural and urban communities and, simultaneously, wealthy and poor
populations. Finding the space to step back and consider a path that avoids the
downsides of overly industrialized food supplies and sedentary lifestyles is a distant
priority in the face of such immediate needs.
The worldwide trend towards obesity is taking place against a backdrop of
rising global food prices, persistent hunger among the poorest sixth of the world,
and concerns over the future sufficiency of the human food supply as climate
change, population growth, and fuel demands threaten stores.46 Ideally, an integrated
framework for international food coordination could guide strategies to reduce
obesity, ensure adequate global food production, and harmonize allocation so that
imbalances of over/underconsumption are reduced and basic nutrition is guaranteed
for all. Of these complex, if not utopic propositions, reducing obesity is currently the
most doable.
At the national level, countries can address the obesity conundrum through three
broad areas of strategic action:

3.1 Behavior Change Policies
Ad campaigns, nutrition labels, and traditional public health messaging have
not been enough to produce the behavior changes needed to rein in obesity.
Draconian measures to mandate exercise or restrict food choice would be anathema
to personal liberty as well as wildly unpopular and likely ineffective (think U.S.
Prohibition of the 1930s or the drug war of the current day). However, policies that
‘nudge’ desired behaviors can play a crucial role and have worked in the instance of
reducing cigarette use in New York City through a ban on outdoor smoking. The
state of Arizona previously considered a monthly ‘tax’ of $50 for all obese persons to
compel lifestyle changes.47
While such measures may be ethically questionable, tax breaks for gym
memberships or taxes on unhealthy foods to subsidize more nutritious alternatives
could address some of the structural factors causing people to be overweight.
Indeed, several European countries including France, Finland, and Hungary have
46
47
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talked about or implemented taxes on salty and sugary foods.48 Adjustments to
public transportation systems can also promote more physical activity. Local
governments should create integrated strategies to address obesity in their
community and development plans. In Louisville, for example, where more than
60% of adults are obese or overweight, the city has redesigned public spaces to be
more conducive to biking and walking while linking education campaigns for
healthier eating to initiatives that make fresh produce more accessible.49 While it is
still early to see the results of these efforts, similar approaches are being trialed in
other parts of the country with evaluations forthcoming.50

3.2 Reimagining Health Care Delivery
In the U.S. in particular, reforms to address the healthcare cost crisis (and, by
extension, the obesity epidemic) are already being discussed. This includes paying
healthcare providers for keeping their patients healthy, rather than simply
reimbursing them for tests and procedures or managing certain conditions, so as to
incentivize doctors to encourage healthier lifestyles.
Further health reforms in the U.S. should also rethink the traditional
healthcare model in two important ways. First, the concept of healthcare coverage
needs to expand to include lifestyle elements like food and exercise and not solely
medications and procedures. For example, an elderly patient for whom I have cared
for the last three years was just discharged from the hospital for the sixth time this
year. If she eats too much salt, she retains extra fluid that then fills into her lungs
making it hard for her to breathe. She does not always know what foods are high in
salt and unknowingly eats the wrong things. Alongside better education, she would
probably benefit from having meals prepared for her, something that is not currently
covered by health insurance although would save money compared to what is spent
on her recurrent hospital stays (which are roughly $8,000 a pop).51
Second, the current healthcare model in most developed countries is based
on large centralized hospitals and isolated office practices with limited presence in
the community. Community-based models using outreach and community health
workers have revolutionized care in poor countries where social and economic
factors strongly influence vulnerability to disease and efficacy of treatment. Many of
the accomplishments in scaling up treatment for AIDS in these countries were
facilitated by community health workers visiting patients at the household level to
provide social support.52 Similarly, the paradigm in developed countries needs to
incorporate community-focused ‘wrap-around’ approaches that target the
socioeconomic determinants that underlie behavior and the management of chronic
48
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conditions like diabetes. More continuous engagement between healthcare providers
and patients, as opposed to episodic visits, can help resolve issues before they
become bigger problems and proactively address social needs that may undermine
treatment. Iora Health, a start-up company modeling innovations in primary care,
attaches ‘personal health coaches’ to each patient to coordinate on care and
troubleshoot issues in between office visits.53
The general healthcare crisis in the U.S. urges more wholesale reconsideration of
the strategies used to deliver care. Many private sector innovations have been
achieved not by novel technologies but rather in rethinking familiar systems and
strategies.54 Addressing obesity may benefit from scientific discoveries like diet pills,
but we need innovations in how we deliver what already has proven impact. Indeed,
medical research has long confirmed that certain medications minimize future
complications in people who have suffered heart attacks.55 However, one study
suggests that only half of post-heart attack patients are actually on the appropriate
regimen.56

3.3 Redefining the Lifestyles of Developed Societies
Most broadly, countries need to delineate a new way to develop without
adopting such deleterious shifts in food supply and lifestyle. This will be easier for
nations who continue to maintain lively manufacturing and agriculture sectors, but
even these industries are taking on new technologies that limit physical activity.
Perhaps the greatest victories can be gained through a healthier food supply.
South Korea has achieved notable developmental success over the past three
decades. While taking on many beneficial habits of industrialized societies, South
Korea has made a deliberate and concerted effort to maintain its traditional
vegetable-centric diet. This has enabled it to have unexpectedly low consumption of
fat and one of the lowest rates of obesity among developed nations. South Korea has
done this primarily through policies and public education emphasizing the
importance of retaining traditional foods.57 While many countries can learn from the
South Korean experience, it will be important for nations, particularly those whose
traditional diet is not as healthy as South Korea’s, to consciously and strategically
prevent a shift in food supply as they develop. For some countries, this may also
include supply-side policies such as agriculture subsidies to incentivize production of
more nutritious foods.
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The rest of the world may have some time before they must reckon with this
crisis. For the U.S., however, the time for action is already here and, despite the buzz
of declining American significance, the world is to take notes.
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