
The Myth of Healthy Obesity

In this issue, Kramer and colleagues’ meta-analysis pro-
vides strong evidence that “healthy obesity” is a myth (1).

This evidence fuels the debate about the existence of a
subset of obese persons who are unlikely to have long-term,
negative health effects and should not be targeted for treat-
ment (2). The review identified 8 studies that included a
total of 61 386 persons followed long enough to investigate
the associations of body mass index (BMI) and metabolic
status with total mortality and cardiovascular events.

Not surprisingly, the evidence showed that metaboli-
cally healthy nonobese persons (the reference group) had
the lowest risk for these outcomes and that being metabol-
ically unhealthy, regardless of BMI, increased risk. The
most interesting finding was that the metabolically healthy
obese group was also at increased risk. However, this risk
was observed only in studies with more than 10 years of
follow-up. Metabolically healthy overweight persons had a
risk similar to that of the reference group.

Kramer and colleagues conclude that being metaboli-
cally unhealthy at any weight confers health risks and that
normal weight does not indicate cardiometabolic health.
These findings cast doubt on the existence of metabolically
healthy obesity. The authors speculate that persons who are
metabolically healthy but obese probably have subclinical
levels of risk factors that worsen over time. If so, the ques-
tion is whether this change in risk is an inevitable conse-
quence of obesity or is due to subsequent weight gain or
behaviors. For obese persons to be truly healthy, must they
have and maintain a healthy lifestyle?

Also of interest is that the metabolically unhealthy
overweight group had an increased risk for total mortality
and cardiovascular events over time, whereas the metabol-
ically healthy overweight group did not. Controversy exists
over the effect of overweight on total mortality, with some
reports suggesting that overweight may be protective (3). It
is essential to consider metabolic risk factors when exam-
ining the effect of overweight on mortality.

The meta-analysis has limitations. Most studies had
inadequate information on participants’ health behaviors,
did not present data about weight gain, focused only on
total mortality and cardiovascular events, and did not in-
clude older participants. By uncovering the limitations of
the current evidence, this review will hopefully stimulate
research to more thoroughly understand the interactions
among weight status, metabolic status, and health out-
comes. The results are consistent with the notion that obe-
sity is a disease. In light of these findings, we consider
common misperceptions about obesity.

First, the review casts doubt that any obese persons
have no long-term risk for cardiometabolic disease. Obesity
affects almost all aspects of human function and physiol-
ogy. Although Kramer and colleagues focused on total
mortality and cardiovascular events, obesity also increases

risk for type 2 diabetes, kidney disease, and some types of
cancer (4). It is linked to orthopedic problems, reproduc-
tive problems, depression, asthma, sleep apnea, renal dis-
ease, back pain, skin infections, and cognitive decline (4).
Obesity produces social stigma and overall reduced quality
of life (5). It would be a mistake to label obese persons as
healthy on the basis of only the presence or absence of risk
factors for cardiometabolic disease.

A second common misperception is that we cannot
afford to treat everyone with obesity, so we have to prior-
itize those with cardiometabolic risk. However, doing so
would deny treatment to those who may later develop car-
diometabolic disease. Although many health care providers
argue that avoiding diabetes and cardiovascular disease is
the most important reason to tackle obesity, many patients
would probably prioritize other outcomes. We believe that
there are many good reasons to lose weight. If we assume
that we cannot afford to treat all obesity, denying treat-
ment on the basis of cardiometabolic risk will be extremely
difficult to justify.

A third misperception is that effective treatment for
obesity is unavailable. Although we lack a simple algorithm
or medication to eradicate this condition, clinically signif-
icant weight loss can be achieved with behavioral treat-
ment, pharmacologic agents, and bariatric surgery (6).
However, treatment of obesity brings real challenges.

Obesity is not cured even when the excessive body fat
is successfully reduced. Patient adherence and long-term
sustainability are just as challenging in treatment of obesity
as they are in long-term treatment of any disease. Losing
weight and maintaining a reduced body weight are differ-
ent physiologic processes and therefore require different
treatment strategies for maximum success (7). Just as in
treatment of other chronic conditions, treatment of obesity
needs to be evaluated and adjusted over time to maximize
success. Health care providers may not have eagerly
stepped up to tackle obesity partly because many practicing
physicians today have had no formal training in treating
this condition and do not feel confident that they have the
tools, skills, and time needed to be successful.

A fourth misperception is that weight loss and reduc-
ing cardiometabolic risk are the highest-priority goals in
obesity treatment. Yet, is a person who has lost enough
weight to achieve normal metabolic measures but who has
sleep problems, orthopedic issues, or difficulty managing
stress really “healthy”? Perhaps we need a more compre-
hensive measurement of well-being to measure success. For
example, decades of work from Blair and associates (8) has
consistently shown that cardiorespiratory fitness is a very
strong predictor of total and cardiovascular mortality inde-
pendent of BMI. We must develop a means of assessing
success in obesity treatment that considers overall well-

Annals of Internal Medicine Editorial

© 2013 American College of Physicians 789

Downloaded From: http://annals.org/ by a Suny Health Sciences Ctr User  on 04/13/2015



being and includes but is not limited to BMI and decreas-
ing metabolic risk.

Fifth, some believe that overweight is not as much of a
priority for intervention as obesity. As Kramer and col-
leagues found (1), metabolically unhealthy overweight per-
sons have increased risk for cardiovascular events and total
mortality and are candidates for obesity treatment. Meta-
bolically healthy overweight persons are at risk for gaining
more weight and becoming obese. The priority for them
might involve prevention of weight gain. This is an impor-
tant distinction because, although large behavioral changes
are needed to produce and maintain weight loss, preven-
tion of weight gain can be accomplished with much
smaller, and perhaps more feasible, behavior changes (9).

Obesity is taking a toll on the health and well-being of
Americans. Accepting that no level of obesity is healthy is
an important step toward deciding how best to use our
resources and our political will to develop and implement
strategies to combat the obesity epidemic.
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