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INTRODUCTION

Confused about health? Nearly everyone is these days. Despite extensive research utilizing some of the most sophisticated study methods available, many of the major health questions of our times still evoke memories of that famous Clairol ad: “Does she or doesn’t she?” Should you, or shouldn’t you, for example, take vitamin supplements, eat a low-fat diet, keep your weight at its college low, exercise vigorously three or more times a week? Can you protect your heart by eating fish, prevent cancer by eating vegetables, keep your bones strong by taking calcium?

There are also myriad debates about the benefits and risks of many medical procedures that are already in widespread use as well as those not yet widely adopted but often recommended by most experts and major health organizations. Should every woman 40 and over have an annual mammogram? Should every fetus be monitored electronically during labor and delivery? Is a mother who fails to nurse her baby compromising its development? Is hormone replacement at menopause safe and desirable, and for how long? Should men also consider supplementing their waning supply of testosterone as they age?

Then there are the many societal issues that can have a major impact on personal health. Can children be taught to eat better, exercise more and resist tobacco, drugs and alcohol, or are we doomed to raising one generation after another of Americans prone to chronic health problems precipitated by bad habits acquired during childhood and adolescence? Can the dismal rate of childhood immunizations be boosted, or will future generations be plagued by outbreaks of devastating yet preventable ills such as polio, whooping cough and measles? Can our youngsters’ brains be protected from the permanent damage that can be caused by overexposure to lead? Should every child have his or her cholesterol level tested, and if so, then what? What can we do to protect our aging society from chronic disease and disability so that many more than now do can truly enjoy their golden years? Should there be societal campaigns to enhance the nutrition, exercise habits and hormone balance of the elderly? Can our highways be improved to reduce the risk of accidents caused by sleepy drivers? Should helmet laws be extended to adults who ride bicycles? Can prescription practices be improved to protect elderly patients against inappropriate medications, toxic reactions and drug overdoses?

You will find within this book detailed discussions of these and scores of similar issues, discussions that reflect the latest in medical research and the considered opinions of the world’s best experts in the various areas. All are articles that were published originally in The New York Times since January 1993 and so represent the latest information and thinking about critical health issues. This book can help you to make wise choices about how to live your life healthfully, based on the best-available and most up-to-date medical evidence.

The discussions here can also give you the tools to evaluate future issues and disputes when new medical findings and advice are given a public airing. We are living in unprecedented times, when the world’s leading medical publications—from the New England Journal of Medicine and The Journal of the American Medical Association to the British journals Nature and The Lancet—compete for public attention and each week invite the news media to publicize scientific reports that they publish. As a result, you and I and millions of others who pay attention to medical news are continually being bombarded by findings that may be difficult to interpret and advice that seems to change every other week.

You can learn from the material included here how to integrate new findings into current dogma and make the best possible sense of new information as it comes along. You can learn how and when to act when confronted with a new finding: how to assess its validity, generalizability and applicability to your personal life. Should you give up drinking coffee when a widely publicized study from a prestigious medical institution links coffee drinking to an increase in pancreatic cancer? Or should you wait to see whether anyone else can confirm the finding? Should a small increase in the risk of developing breast cancer prompt a woman to abandon postmenopausal hormones? Should a scare about one vaccine prompt parents to question the safety and wisdom of all vaccines for children?

As you might guess by now, this is no ordinary health book that gives you pat answers about anything and everything that might ail you. There are plenty of those tomes, both good and bad, and this book makes no attempt to compete with them and provide information about every conceivable ailment. By their very nature, the various books published by one institution can be misleading because they usually reflect one voice, not the full spectrum of medical opinion. In medicine, there is not always one version of the truth. And new truths often grow from issues raised by iconoclasts who buck the tide of dogma and ask questions that force researchers back to the bench to look for firmer documentation. Sometimes they find it, other times not. And when they do not, medical advice must change accordingly.

Besides, most of the health books now on bookshelves quickly become outdated because medical science is in a constant state of flux and—as I have already noted—because many of the most pressing health matters facing this turn-of-the-century society do not have cut-and-dried answers. Medical science is continually evolving, changing and growing, and the advice that ensues must likewise be modified. The articles herein reflect those changes. Reliable advice must be based on good science, and good science means continuing research that utilizes ever more refined methods for arriving at the truth. Quackery remains the same year after year because it is based on wishful thinking, not solid research.

The story of beta-carotene is a case in point. It began with epidemiological observations that groups of people whose diets were rich in this nutrient, a precursor of vitamin A, also had lower-than-expected rates of various cancers, including the rate of lung cancer among smokers. Laboratory studies on test animals seemed to add weight to these observations, and together they prompted millions of people to start downing daily supplements of beta-carotene. But when very large, well-controlled studies were undertaken in which some participants were randomly assigned to take beta-carotene supplements and others got a look-alike placebo each day for years, the presumed protection offered by beta-carotene dissolved like a soap bubble. In fact, in two studies beta-carotene users developed more cancers than nonusers did. Forget beta-carotene supplements, at least for now, became the researchers’ clarion call. For you, it’s back to that old familiar standby: eat your fruits and vegetables. And for scientists it’s back to the drawing boards to determine whether beta-carotene itself is responsible for our initial observations, whether it must interact with scores of other carotenoids in foods in order to protect health, or whether it is merely an indicator nutrient that in itself is not exceptional but rather reflects the overall benefits of a diet rich in fruits and vegetables.

Medical science does not always progress in a straight line. Along the way there are many arguments among researchers as to what is appropriate advice to give the public and when it should be given. In this book you will find disputes about medical advice laid out like dirty laundry, with the advice outlined in some articles contradicted days, weeks or months later by articles suggesting something entirely different. This is the way science—good science—progresses. Sometimes scientists take two steps forward, only to have to take one step back when new findings indicate that a prior conclusion may have reached too far. And sometimes, as in the children’s game, “Mother, May I?” and with supplements of beta-carotene, the retreat must be back to the starting line when new research reveals a flaw in logic or method or an erroneous or too-hasty conclusion.

None of this means, however, that you should abandon all hope of adopting health-promoting living habits until science comes up with rock-solid conclusions. You should not use the debates in this book as an excuse to return to devil-may-care practices. It would not be wise, for example, to return to a high-fat diet while medical researchers grapple with defining the full benefits of a regimen low in fat or to resume an overindulgence in saturated animal fats while scientists go back and forth about the benefits of vegetable and fish oils. Nor would it be wise to abandon an exercise regime because some activities may expose you to the risk of injury. Far more people die in bed than on tennis courts and bike paths. A sprained ligament or sore muscle is far less serious than a heart attack.

None of us can afford to wait until every i is dotted and every t crossed before deciding how best to live our lives. Your choice must be made now, on the basis of the best information currently available. And within these pages, you should find just such information.

—JANE E. BRODY
   Personal Health
   columnist,
   The New York Times



SECTION ONE
GOOD HEALTH VERSUS BAD HABITS




Health Advice Is Easier to Give Than to Follow

American hospitals offer the most sophisticated medicine available. But in American homes, the best practice is far from standard. Their occupants eat too much fat and take too little exercise. And the trend is getting worse by the year. The share of the American population that is seriously overweight rose from a quarter of all adults in 1980 to more than a third a decade later.

It is not for lack of good advice that Americans follow these bad habits. Health experts are so used to being ignored that some of them try to water down their prescriptions to what they think a patient might be coaxed to swallow.

Even so, their advisees have mostly turned a deaf ear. Many Americans work so hard and frenetically that they simply don’t have time to exercise hard three times a week. Fast foods are as much a necessity as a convenience. What is the point of affluence if it doesn’t offer temptations?

It is all too easy to understand the better course but choose the worse, especially if a distant benefit must be weighed against an immediate pleasure. We are all such experts at the moral equivalent of discounted cash flow—valuing distant rewards at far less than the same goodies right now—that we can perform the calculations without a conscious thought. A slice of triple-layer chocolate fudge cake now sounds better than slicing the putative risk of heart trouble 10 years hence.

The articles that follow describe the impasse between Americans and their health advisers.

Why Bad Health Habits Drive Out the Good

Despite widely publicized advice about what to do, how to do it and why, most Americans—even those strongly convinced that they must do something about their bad habits—abandon health-promoting behaviors before they have had a chance to prove their worth. This is readily apparent from the lack of progress being made in reaching the Healthy People 2000 goals established by the surgeon general in 1990.

Between 1980 and 1991, Americans’ consumption of dietary fats dropped a mere 2 percentage points—from 36 percent to 34 percent of calories, still far from the goal of 30 percent set for the year 2000. Saturated fat intake is down from 13 percent to 12 percent of calories, but the goal is 10 percent. These declines may look like progress, but in reality there was little or no reduction in the consumption of health-damaging fats, because Americans increased their caloric intake.

At the same time, the percentage of Americans who engage in regular physical exercise has increased only slightly (from 22 percent in 1985 to 24 percent in 1991 for light to moderate activity, and from 16 percent to 17 percent for vigorous activity), and the share of totally sedentary Americans has not budged from its baseline of 24 percent in 1985.

And, of course, overweight, a consequence of consuming more calories but not using more, has risen dramatically. The number of adults who are overweight, defined as at least 20 percent more weight than is desirable for optimal health, rose from 26 percent in 1980 to 34 percent a decade later. In other words, in 1980 one out of three adults was—and now one in two is—overweight.

Even for smoking, where the progress has been greatest, the goal for 2000 is far from realization. While 29 percent of American adults were smokers in 1987 and the number has dropped to 25 percent, the goal is 15 percent.

Why, when nearly everyone knows what to do to live more healthfully, do so many Americans continue to have bad habits? And even when people do make changes with the very best intentions of maintaining them, why do so many backslide, regaining lost pounds, indulging once again in fatty foods, resuming smoking or abandoning exercise? Such questions are being addressed by an interdisciplinary network of health researchers convened by the John D. and Catherine T. MacArthur Foundation, based in Chicago. The researchers are beginning to understand why so many people continue to engage in health-damaging behaviors and how they can be encouraged to replace them with health-promoting ones.

SHORT-TERM SACRIFICES, LONG-TERM GOALS. “When people are faced with a short-term gain—the pleasure of smoking or eating a high-fat food, for example—it’s hard to suppress the desire for the sake of a long-term gain,” said Dr. Paul Rozin, a health psychologist at the University of Pennsylvania in Philadelphia and a member of the MacArthur group. “At a distance, the sacrifice may look like a minor price to pay, but when confronted with the reality, it seems much more costly.”

Dr. Donald A. Redelmeier of the University of Toronto said that people tend to act in proportion to their worries, and long-term threats, however large, are less worrisome than immediate dangers, however small. Thus, to help people change, the emphasis should be primarily on a habit’s current adverse effects and the immediate benefits of change. For smoking, the short-term rewards of stopping include increased stamina, greater resistance to respiratory infections, less phlegm and coughing and less odor from clothes and breath. For those who start exercising, immediate benefits may include less fatigue, greater energy, improved sleep, reduced stress and a loss of unwanted inches.

TOO MUCH INFORMATION. “People are besieged by information about what they should and should not be eating,” Dr. Rozin said. “If they did it all, it would cripple their lifestyle.” People are continually bombarded by new findings, but they have no sense of what is really important. “They don’t distinguish between a risk that might take one hour off life versus a risk that might cost them a year of life,” he said.

People also hear too much contradictory evidence, prompting many to decide, “I don’t believe any of it.” A more appropriate response is to wait to see how it all develops before taking any action, Dr. Rozin says.

CATEGORICAL THINKING. People tend to oversimplify, concluding that things are “safe” or “dangerous” regardless of quantity. Thus, in one study people rated a teaspoon of ice cream as having more calories than a pint of cottage cheese. When told that residues of a pesticide were much less likely to cause cancer than one raw mushroom a day, many decided they could no longer eat mushrooms.

Many people believe that one cannot consume too many vitamins, that trace amounts of sugar or salt make a food unhealthful or that eating even a small amount of animal fat is dangerous. If people adopted this all-or-nothing attitude across the board, Dr. Rozin said, “they would never drive or walk on the street again, activities that are more dangerous than most of the things we’re trying to modify in our diet.”

When placed in a rational perspective, healthful eating does not require supreme sacrifices or the permanent abandonment of a beloved food. Meaningful dietary changes can be made without losing the pleasure of eating.

MORALITY AND TASTE. People who are offended by meat or cigarettes find it much easier to be vegetarians or nonsmokers, Dr. Rozin said. Likewise, those who learn to enjoy exercise look forward to it and are far more likely to stick with it. “Our job now is to find ways to help people get their likes in line with what they should like, and vice versa,” he said.

TOO MANY CHOICES. “As the number of available options increases, paradoxically the status quo becomes increasingly attractive,” Dr. Redelmeier said. “When a person is given only one choice, it’s more tempting to go ahead and do it. If a physician gives a patient seven pieces of advice, chances are the patient will follow none of them. But if he’s given only one thing to do, he’s more likely to do it.” However, when a dieter is confronted by only one tempting dessert, chances are it will get eaten. But if instead the dieter reads through the entire dessert menu and finds several tempting choices, he or she is better able to resist them all, Dr. Redelmeier said.

[JEB, February 1995]

The Health Cost of Seven Bad Habits

As if he were a medieval artist depicting the depravity of the seven deadly sins, Dr. Lester Breslow, a California public health specialist, has created a solemn portrait of self-destruction. The weapons are seven unwholesome habits he first identified more than a quarter century ago.

By following the fates of nearly 7,000 adults living in California’s Alameda County over three decades, he proved that the more of these poor health habits people practiced in 1965, the greater their chances were of dying within 10 years.

And now his latest study shows that even fewer people than thought escape the ravages of their health “sins.” In a study conducted with his son Norman, a statistician at the University of Washington in Seattle, Dr. Breslow has shown that the unhealthy habits portend not only early death for many but chronic and costly disabilities for those who survive.

Two of the poor health practices, as Dr. Breslow calls them, obesity and physical inactivity, are reminiscent of the ancient sins of gluttony and sloth. The others include both the predictable—smoking and drinking too much alcohol—and the surprising—sleeping too much or too little, eating between meals and skipping breakfast. On the basis of studies he and others did in the 1960s, Dr. Breslow cited these seven things as likely to predict an early death.

His first Alameda County report revealed in 1972 that in combination these poor health practices could double a person’s chance of dying prematurely. Now, in his latest paper, published in a recent issue of the journal Preventive Medicine, Dr. Breslow reports that even when the practices do not lead to an early death, they increase the risk that a person will suffer one or more physical or medical limitations that can degrade the later years of life.

The Breslows’ study found that those Californians whose lives in 1965 were characterized by six or seven of the poor health practices were twice as likely to be disabled 10 or more years later as were their neighbors with no more than two of these habits.

Even without taking age or initial health status into account, among those with no poor health habits or just one, 12.2 percent were disabled, and for those with two or three poor health habits, 14.1 percent were disabled. In contrast, 18.7 percent of those with four or more poor health habits were disabled.

Dr. Jonathan Fielding, chairman of the board of the nonprofit California Wellness Foundation and chief health policy planner for Johnson & Johnson, said Dr. Breslow’s newest study was “critically important” at a time when the nation is trying to revamp its approach to health care.

“The results really say that how you live determines how long you will live without your state of health interfering with the things you want to do or forcing you to make changes in your life to accommodate your health problems,” he said in a telephone interview.

Dr. Breslow, a professor emeritus at the School of Public Health of the University of California at Los Angeles, is perhaps his own best advertisement for the merits of disease prevention. Noting that he has avoided all seven of the poor health practices for most of his life, the 78-year-old researcher, who retired in 1980, said he worked “only eight days a week.” He also swims, continues to eat sensibly and maintains a normal weight.

“With people of the United States now living typically into their 70s and 80s, the personal and social importance of maintaining health into the later years is mounting,” the Breslows wrote. “People are increasingly concerned about how to avoid disability during their longer lives.”

But are people concerned enough to make changes in the living habits that undermine their chances of continued good health? And can young people be enticed to lead “cleaner” lives when the wages of their health sins may not be exacted until decades later?

According to the latest survey of American health practices, the decades-long trend toward healthier living habits has taken a turn for the worse. In December 1992, Louis Harris & Associates polled 1,251 randomly selected adults in a survey by telephone conducted for Baxter International, a Michigan producer of health care products and services. The survey included many of the same questions the Harris poll takers have been asking every year for a decade.

The 1992 survey showed that compared with the findings in 1991 or, say, 1983, more Americans were overweight, and they were eating less carefully, exercising less and getting less sleep. In 1992, 66 percent of Americans were found to be overweight, up from 63 percent in 1991 and 58 percent in 1983. Only 33 percent said they exercised vigorously three or more times a week, down from 37 percent the year before. Fewer of those questioned were “trying hard” to eat less cholesterol, fat and sodium and to eat more fiber than in 1991.

And, as an indication that their lives had become more stressful, in 1992 only 50 percent of respondents said they got as much as seven to eight hours of sleep a night, down from 64 percent in 1983.

“These survey results represent disturbing trends in the nation’s health behaviors,” concluded Dr. James S. Todd, executive director of the American Medical Association, a traditionally conservative organization that has belatedly jumped on the preventive-medicine bandwagon.

But for some of the health practices Dr. Breslow has been studying, the survey findings were encouraging. Cigarette smoking, the nation’s single most damaging and costly habit in terms of health, was practiced by only 24 percent of adult Americans, and 70 percent of them said they wanted to quit. In the 1960s, when Dr. Breslow began the Alameda study, half of Americans smoked regularly.

The survey also found a rise in the number of people who said they drank alcohol either moderately or not at all and a decline in the number who said they consumed more than three drinks on any given day.

In questioning Alameda County residents about how much they slept or whether they ate breakfast or ate between meals, Dr. Breslow said he did not mean to suggest that sleeping too much or too little, snacking and skipping breakfast were deadly habits in themselves on a par with smoking or excessive drinking. Rather, he said, “I believe these poor health practices are indicative of a chaotic lifestyle” and that people who follow them are likely to pay inadequate attention to their overall well-being.

As the years passed, to the surprise of nearly all Dr. Breslow’s colleagues, the study showed that snackers, breakfast skippers and people who slept more or less than seven to eight hours a night were more likely to die prematurely or to suffer life-limiting disabilities.

“Regularity in one’s living habits seems to be important to health and longevity,” Dr. Breslow said. He also urged health care policy planners to recognize that “people do not choose their health habits in a vacuum; rather, they are strongly influenced by their social environment.”

“We have to address the environmental and social influences on people’s health practices, influences like cigarette advertising and the ease with which teenagers can buy cigarettes,” he said.

[JEB, May 1993]

Health Experts Advise Less Advice

Amid the deluge of health advice, health news, health tips and health warnings that swells ever larger each year, a number of public health experts and medical researchers are calling for a time-out. The public, they contend, should be told not just what the latest study says but also what it does not say, and how certain it is that the conclusion is correct.

The most recent debates illustrate the problem, these experts say. In February 1995, the Centers for Disease Control and Prevention issued a statement saying any exercise was good, even the most modest activity. Then in April 1995, a study by Harvard University researchers concluded that only people who exercised regularly and strenuously would live longer.

Advice about the relationship between diet and heart disease has also been held up to question. A recent study found no evidence that eating fish protects against heart disease, contradicting a widely held but poorly substantiated belief that fish contains some specifically heart-healthy component. And a recent review of studies on low-fat diets found no evidence to support the national goal of reducing dietary fat to 30 percent of calories as a way of reducing heart disease rates.

About a year ago, the purported link between antioxidant vitamins and cancers was questioned. A large study of smokers found that those who took vitamin E and beta-carotene had the same lung cancer rate as those who did not take the vitamins, and a second study found that vitamin C, vitamin E and beta-carotene offered no protection against precancerous growths on the colon.

The problem, said Dr. Jules Hirsch, an obesity researcher at Rockefeller University in New York, is that some researchers and officials have overstated the case for healthful habits, reasoning that the public wants advice. Many people, he said, want to hear that there is a magic set of foods that will protect them from heart disease or cancer or obesity, or that modest exercise will prolong their lives. “It’s such an attractive thing to be able to do something for yourself,” Dr. Hirsch said. But as advice proliferates, “it’s gotten all out of proportion to the facts of the matter.”

Dr. E. H. Ahrens, Jr., a professor emeritus at Rockefeller University, agreed and added that doctors themselves must share the blame. “Doctors want to recommend something,” he said. “So in the lack of anything very interesting to do, they advise people to change their diets. There is a sort of basic premise in medicine to do something good for people. If you have that feeling, and here’s a patient coming to you for help, you’ve got to say something: ‘Take a multivitamin, eat in moderation.’ If that physician thinks he’s going to get a happy relationship by recommending a low-fat, low-cholesterol diet, he’s going to do it.”

But much of the fervently repeated health advice “is ludicrous,” said Dr. Donald Louria, chairman of preventive medicine and community health at the New Jersey Medical School in Newark. With the proliferation of guidelines and advice, he said, “we are grotesquely overselling to the American people.” And he cautioned, “The danger of that is that they will not believe the stuff we have that’s documented.”

Dr. Suzanne Fletcher, a professor of ambulatory care and prevention at Harvard University Medical School in Boston, said that with much of the current knowledge about health and disease prevention, “We’re in a position of ‘Don’t just do something, stand there.’ And it’s hard to do that.”

But, she added, experts should exercise extreme caution, because “if you’re making recommendations for everyone, you have to be darn sure you’re not hurting people” in some way. “And I think we have to have a rather broad view of the word ‘hurt’ to include whether we are hurting people not only physically but also emotionally,” she said. “Are we creating a feeling among people that they’re not healthy or that they don’t have healthy behavior?”

These experts do not think that everything the American public has been told is questionable. Cholesterol levels are linked to heart disease risk, and indirect evidence strongly suggests that people with high cholesterol levels who reduce them, whether by very low-fat diets or drugs, do protect themselves from heart disease. Studies have proved that those who already have heart disease and lower their cholesterol levels with drugs reduce their risk of dying from heart attacks or strokes.

High blood pressure does predispose people to strokes and heart attacks, and people with high blood pressure should take drugs to reduce it. And what often sound like the most boring, prosaic recommendations—to wear seat belts when riding in an automobile, to wear a helmet when riding a bicycle or Rollerblading and to refrain from smoking cigarettes—are among the best-documented, most effective health advice for the greatest number of people.

The confusion comes in, said Dr. Walter C. Willett, a professor of epidemiology and nutrition at the Harvard School of Public Health, because often little distinction is made in public health advice between firmly grounded facts and wishful thinking. As a result, when studies come out contradicting conventional wisdom, many people throw up their hands, concluding that they cannot believe anything scientists say.

For example, Dr. Willett said, the recommendation to eat a 30-percent-fat diet to protect against heart disease is not based on facts. Research has not proved that there is an ideal amount of fat to be aimed for in the diet. This was apparent even in a pivotal study in the search for dietary advice, the Seven Countries Study, which was published in 1980.

The study correlated heart disease rates with dietary fat in different countries and found that heart disease rates tended to be lower in areas where less saturated fat was eaten. But, Dr. Willett noted, it also found that the lowest heart disease rate was in Crete, where the diet was 40 percent fat. It may depend on what kind of fat is eaten, Dr. Willett said, but much more research needs to be done on that question.

Dr. Willett said cancer prevention was another example “where we’ve given a lot of strong advice without good data to back it up.” He said that the link between high-fat diets and cancer was tenuous at best. Studies within populations have repeatedly failed to find a relationship between fat intake and cancer incidence. And comparisons of populations in different countries may neglect other factors contributing to low cancer rates.

For example, Dr. Willett said, in rural China, where the population eats little fat and has a low breast cancer rate, people also have limited amounts of food in general and the average age of menarche is 18. The later the onset of menstruation, the lower the cancer rate.

On the other hand, Dr. Willett said, there are so many studies indicating that fruits and vegetables are beneficial in protecting against cancer that “some of them are going to hold up.”

Yet, said Dr. Louria, even with the fruit-and-vegetable connection, many experts go too far, hypothesizing that they know what the ingredient is that protects against cancer.

“What everyone is doing now is saying that in essence we know what it is—vitamin E or carotene or vitamin C,” Dr. Louria said. But, he added: “In point of fact we have no idea whether that’s true. It might be other carotenoids or flavonoids or some other substance.”

Some public health experts said it might be better simply to tell the public where the uncertainties were, to emphasize the limits of studies that compare populations or that lack control groups and to say that if a hypothesis is unproven, then people will have to weigh the evidence themselves and decide what they want to do.

But that approach can backfire, as the National Cancer Institute learned in 1994, when it decided to withdraw its advice that women in their 40s have mammograms, telling them instead that they should look at the data and decide for themselves. The institute concluded that there was no evidence that women under 50 benefited from mammograms, but that younger women might choose, as individuals, to have the breast cancer screening test anyway.

That decision set off a firestorm of criticism from those who wanted the institute to take a firm stand. Some said the institute should have flatly told younger women not to have mammograms. Others, equally adamant, wanted the institute to stand by its previous recommendation that younger women have the tests.

The mammogram debacle “shows what risks you take trying to be honest,” said Dr. Barnett Kramer, associate director of the Community Oncology and Early Detection Program at the cancer institute. But he said he believed the institute had done the right thing. “It gets down to levels of evidence,” he said. “It gets down to where you’re willing to draw the line.”

Dr. Fletcher, who headed a panel that evaluated the mammogram evidence for the cancer institute, agreed that there was a danger in going against the tide and declining to give guidelines when the evidence was not there. But, she said: “I don’t see any way around that. I think we have to keep working to educate the public and tell them what we know and what we don’t know.”

The message Dr. Fletcher would like to see is that science is incremental. “People want to know about scientific advances, and I think we should tell them,” she said. “But we should communicate the level of our certainty.” The problem now, Dr. Fletcher said, is that “we tend to communicate more certainty than we have.

“And that’s when people become cynical,” she said.

[GK, May 1995]

Defying Advice, Americans Get Fatter

American adults may be more aware of the need to exercise and count calories than they once were, but more of them than ever are overweight.

The number of overweight adults, which had remained stable at about a fourth of the adult population from 1960 through 1980, suddenly jumped to a third of all adults between 1980 and 1991 and to one-half by 1996, according to a recent study by the National Center for Health Statistics in the Centers for Disease Control and Prevention.

For purposes of the study, obesity was defined as being 20 percent or more above a person’s desirable weight. That is about 25 pounds for an average 5-foot-4-inch woman and 30 pounds for an average 5-foot-10-inch man.

The increase in obesity rates continues despite a growing awareness that it has a negative effect on health and despite the continued growth of the diet industry, now estimated to have revenues of $40 billion to $50 billion a year.

Although the study confirms what experts have said they suspect, it is the first time the growth of the problem in the 1980s has been measured. The data on American weight patterns have been collected in several government surveys that began in 1960. The studies are designed to determine the relationship between diet and health and help the government run its food assistance programs.

The latest study found that the groups with the highest proportion of overweight people were black non-Hispanic women, at 49.5 percent, and Mexican-American women, at 47.9 percent. Those levels represent increases of 12.2 percent and 15.7 percent, respectively, compared with the 1980 rates. Although the percentage of white non-Hispanic women who were overweight was lower, 32.4 percent, obesity in that group increased at a much higher rate, 35.6 percent, from 1980 to 1991.

The study offers additional support to health and nutrition professionals, who argue that a national campaign to reduce obesity is essential to contain health care costs.

Dr. Philip R. Lee, assistant secretary of health in the Department of Health and Human Services, said: “The government is not doing enough. It is not focused. We don’t have a coherent across-the-board policy. We are in the process of developing one.”

“The problem with obesity is that once you have it, it is very difficult to treat. What you want to do is prevent it,” added Dr. F. Xavier Pi-Sunyer, a professor of medicine at Columbia University. Despite the relationship between obesity and chronic diseases of the heart and other organs, obesity is usually defined not as a disease, but as a condition that will yield to good old-fashioned willpower.

Neither the federal government, the insurance industry nor the medical profession devotes many resources to preventing obesity. But the food industry spends $36 billion a year on advertising designed to entice people to eat, the Agriculture Department says.

Federal expenditures for nutrition education are minuscule. For example, the government allots states $50,000 each for nutrition education in schools. The annual advertising budget for Kellogg’s Frosted Flakes is twice the budget for the National Cancer Institute’s entire “5 a Day” program, which promotes the consumption of fruits and vegetables.

Obesity costs the nation an estimated $68.8 billion in 1990, according to a study by Dr. Graham A. Colditz, an associate professor of medicine at Harvard Medical School. His study, which appeared in 1994 in PharmacoEconomics, an international journal devoted to evaluations of drug economics and quality, drew its estimates from the costs of medical problems that have been linked to obesity, including cancer, cardiovascular disease, adult-onset diabetes and gallbladder disease.

Few insurance companies or health maintenance organizations will reimburse the cost of medical or nutritional counseling to help patients lose weight. The health care bills being considered by Congress either do not include preventive-nutrition programs and reimbursement for nutrition counseling or make those services optional.

“There is no commitment to obesity as a public health problem,” said Dr. William Dietz, director of clinical nutrition at the New England Medical Center in Boston. “We’ve ignored it and blamed it on gluttony and sloth.” Experts agree that the root causes of obesity in this country—a sedentary lifestyle and an abundance of food—are very difficult to change. “It’s what I call the 3,700-calorie-a-day problem,” said Dr. Marion Nestle, chairwoman of the Department of Nutrition at New York University and managing editor of the 1988 Surgeon General’s Report on Nutrition and Health.

The Department of Agriculture reports that the American food supply produces 3,700 calories a day for every man, woman and child in this country. Women need only about half that number of calories, and men need about two-thirds of that. But people are constantly bombarded with advertisements that encourage them to eat far more than they need, Dr. Nestle said. “Advertising budgets for food that no one needs are astronomical. Compared to what is spent on nutrition education, it’s laughable.”

Health experts say the level of physical activity among Americans has decreased because people watch television and ride in automobiles instead of walking and because of the disappearance of physical education classes from school programs.

“TV-watching figures are shocking,” said Michael Jacobson, executive director of the Center for Science in the Public Interest, a nutrition advocacy group in Washington, D.C. “Adults watch between four and five hours a day; children watch three to four hours a day. Only 36 percent of elementary and secondary schools offer physical education classes.”

Dr. Dietz said television’s contribution to obesity was compounded because watching television is often accompanied by eating food, especially snacks that are high in calories and fat. “Just turn off the television, and almost anything you do will be less sedentary,” Dr. Dietz said. “And if you turn off the television, you are less likely to consume food.”

In the last few years, there has been a tendency to say that since diets do not work, people should give up dieting and should be allowed to attain their biologically natural weight. This attitude frustrates researchers in the field.

“We have got to stop saying that diets don’t work, that obesity doesn’t matter,” said Dr. George Blackburn, an associate professor at Harvard and director of the school’s Center for the Study of Nutritional Medicine at Deaconess Hospital in Boston.

“There is an antidieting movement out there,” said Dr. Pi-Sunyer. “But weight is not like body temperature; it keeps climbing. And there are so many mixed messages out there. People are confused.”

The experts agree that it will be difficult to change attitudes. Dr. Jacobson said that states should require schools to provide daily physical education classes and that any health overhaul should include communitywide strategies to promote health. He suggested that the Clinton administration sponsor an annual national “No-TV Week,” encouraging children and adults to exercise instead of watching television.

“In order for the Public Health Service to address the problems, they have to do more than just educate,” Dr. Nestle said. “They need to look at more structural changes: restrictions on children’s television advertising, major campaigns in schools, some of the same incentives that have been used to get people to stop smoking.”

[MB, July 1994, updated 1996]



SECTION TWO
WHY WEIGHT GAIN IS HEALTH’S LOSS




Extra Pounds Are Excess Pounds

As people mature, their bodies tend to fill out and edge toward stoutness. The lithe figures of youth yield to the portly and matronly. What could be a more natural process? Gaining extra pounds in middle age is even blessed by official tables of desirable weight.

Unfortunately, this indulgence is not supported by new findings on the relationship between health and weight. The official tables were based on surveys that included smokers, who often weigh less as well as having bad health, and the smokers’ presence masked the benefits of low weight. When smokers are excluded, as was done in the new studies, the message is clarified: for your individual best shot at longevity, don’t gain weight. Heart disease and even cancer are more likely to strike earlier at those who are overweight.

The risk is not enormous. For the relationship between extra weight and disease to show up at all, thousands of people must be enrolled in studies and followed over many years. The results of these large-scale studies have now started to flow in. As the articles in this chapter explain, the developing picture is clearly one that links excess body weight to shorter life span.

The data from the new studies allow statisticians to put numbers on the risk of extra weight. (The numbers are, of course, averages that apply to large groups of people; individuals will vary on either side of the average.)

Thus a large-scale study of nurses suggests that the best weight for a woman to be, throughout her life, is whatever she weighed at age 18. For every 2.2 pounds of weight she gains, the risk of suffering a heart attack rises by 3.1 percent.

Those numbers are not as scary as they may sound. A healthy middle-aged woman has little chance of having a heart attack. So a 3 percent increase in a very small risk is still a very small risk. It’s the direction of the numbers, not their absolute size, that people will probably wish to note.

If the message of the new health studies to the tubby is a little censorious, the word to the obese is quite different. New findings from the laboratory are at last starting to pick apart the delicate mechanism by which body weight is controlled. It turns out that the body’s fat cells release into the bloodstream a hormone known as “leptin,” which by its level in the blood signals the brain to stop gaining fat reserves.

In many people who are obese, the signaling mechanism is defective for genetic reasons. Perhaps because they produce a dud version of leptin or because their brain cells don’t respond properly to the leptin signal, their fat-controlling mechanism is fundamentally flawed. Far from being fat because of greed they don’t wish to curb, as others often assume, they are fat because of a genetic fiat they can no more control than the color of their eyes.

For people who are obese by an accident of genetics, the new findings hold a double source of hope: that scientists’ understanding the leptin system will lead to effective treatment and that society’s understanding of their condition will help dissolve the discrimination they often face.

At present scientists have merely gained the threshold of figuring out the body’s fat control system. It may well prove a subtle mechanism with many other components besides leptin, and much time and effort may be required to produce fixes for its defects. But when and if that happens, weight control will at last gain a scientific basis.

In Midlife, the Leanest Men Survive

Thin is not just in. For middle-aged men, at least, it is also the route to a longer life, according to a 27-year study of more than 19,000 graduates of Harvard University.

The findings, published in a recent issue of The Journal of the American Medical Association, strongly suggest that increases in so-called desirable weights for men, which have been made over the last three decades, are unjustified and are likely to result in higher death rates, especially from heart disease.

In contrast to previous large studies of the relationship between body weight and death rates, the new study showed no increased risk of death among the leanest men. Rather, these men had the lowest death rates, 40 percent lower than those of the heaviest men.

With respect to deaths from heart disease, the relationship to body weight was even stronger. The heaviest men, those 20 percent or more above the desirable weights published in 1983 by the Metropolitan Life Insurance Company, had death rates two and a half times as great as those for the leanest men.

The 1983 table listed “desirable” weights that were significantly higher than those in the 1959 Metropolitan Life table. In 1990, the U.S. Department of Agriculture published yet another table listing even higher weights as desirable. For example, for a man 5 feet 10 inches tall, the 1959 table recommended an upper weight limit of 172 pounds; in 1983, this rose to 179; and in the 1990 table it became 188 pounds. Yet, the new study showed, the lowest death rates for a man of that height were associated with weights under 157 pounds.

According to Dr. I-Min Lee, epidemiologist at the Harvard School of Public Health and Brigham and Women’s Hospital in Boston, the previous studies, which formed the basis for the higher weights recommended in recent tables, failed to take into account the effects on life expectancy of cigarette smoking and the possibility that some of the leanest men were thin because they were sick and would soon die.

In the study of the Harvard men, Dr. Lee and her colleagues were able to analyze data separately for men who had never smoked. Smokers as a group tend to be significantly thinner than nonsmokers and former smokers, but they are also more likely to die from many causes, including heart disease and cancer. Furthermore, the researchers excluded the deaths that occurred during the first five years of follow-up to reduce a possible bias that some men were thin because they were dying. When both these potential biases were accounted for, Dr. Lee said in a recent interview, the thinnest men had the lowest death rates.

“We found a direct relationship between weight and mortality, with the heavier men at all ages being more likely to die,” she explained. “So I believe the upward trend in desirable weights is not justified.”

Dr. Lee said further, “Men who are overweight and lose some weight will lower their risk somewhat, but to be at the lowest risk, they really have to be quite thin.”

She added that she could not predict which was worse for mortality, staying overweight or repeatedly losing or gaining weight, since an earlier study she did showed that weight cycling, or yo-yo dieting, was itself a hazard to health and life.

“The best thing is to lose the excess weight and keep it off, which is obviously easier said than done,” she remarked. But she cautioned smokers against using the excuse of a potential weight gain to justify continuing to smoke. She said: “Cigarette smoking is a much greater risk. Any weight you may gain with quitting doesn’t put you at the same risk as if you continued smoking.”

[JEB, December 1993]

Aging, Not Pregnancy, Piles the Pounds On

Conventional wisdom says that women gain weight with every baby they have and that their postpregnancy weight stubbornly remains, a silent reminder of the price they paid for having children.

But a new study has found that pregnancy’s effects are fairly modest and that most women gain large amounts of weight simply with the passage of years.

The study, by Dr. Delia E. Smith and colleagues at the School of Medicine of the University of Alabama at Birmingham, followed 2,788 women aged 18 to 30 for five years, recording how their weights changed, whether their waists grew larger in proportion to their hips and whether they had any pregnancies. The study was published in a recent issue of The Journal of the American Medical Association. The research is part of a larger study that now has seven years of data on men and women.

The researchers say the seven-year study of men, who were 18 to 30 when the research began, show that men also get much heavier as they age.

“It was surprising in the sense that it appears to be a well-established belief that what contributes to women’s overweight during young adulthood is pregnancy,” Dr. Smith said. With the new findings, she said, it is clear that pregnancy is only part of the explanation.

In the five-year study of women, pregnancy resulted in a seven-pound excess weight gain on average for black women and an extra four pounds for white women, but aging alone was responsible for an even larger weight gain. Black women in the study who had no pregnancies gained an average of 12.79 pounds and those who had a baby gained 19.40 pounds, Dr. Smith reported. White women who had no pregnancies gained an average of 5.95 pounds, and those who had pregnancies gained 9.92 pounds. Only the first pregnancy made a difference to the women’s excess weight gains.

Both white and black women who had babies ended up with larger waists in proportion to their hips—what is usually referred to as an apple, as opposed to pear, shape. That shape is associated with a greater risk of heart disease and diabetes. But, Dr. Smith said, it was not clear whether the women’s weight was redistributed or their abdominal muscle tone was poorer.

Dr. Smith said she and her colleagues searched for reasons the women who had babies got heavier. She said that she accounted for differences in exercise and even looked at whether the women who got pregnant stopped smoking, reasoning that a halt in smoking, rather than pregnancy, might have made them gain weight. But no other reason was found to account for the extra weight on the women who had had babies.

Dr. Smith also could not explain why only the first baby made women heavier. “One possibility is that it’s a threshold effect,” she said. The pregnancy effect, whatever causes it, might be like a switch that is thrown on once, with the first pregnancy, and then remains in that position afterward.

In the seven-year study of men and women, Dr. Smith and her colleagues found that black men gained more weight than white men but that men had just as much of a problem with growing heavier as women had. Black men gained an average of 17.6 pounds over seven years and white men gained 13 pounds, Dr. Smith said.

Dr. Adam Drewnowski, who directs the human nutrition program at the University of Michigan, said that metabolism did slow down every year, so if a person kept eating the same amount of food, pounds would accumulate. For example, he said, one national study showed that young girls just before puberty can eat from 1,800 to 2,000 calories a day, but by the time they reach 65, they can consume only 1,200 calories a day to maintain their weight.

But, Dr. Drewnowski said, the amount of weight gained by the participants in Dr. Smith’s study was remarkable, and the fact that pregnancy contributed only slightly to the overall weight gain helped demolish the long-standing conviction that pregnancy made women grow heavy and stay that way.

Dr. Drewnowski said the greatest strength of the study was that it followed women for years rather than asking them to recall their previous weights and the effect that pregnancy had on their weight. In such retrospective studies, he said, people may not accurately remember what they really weighed.

“You look at the past through rose-colored glasses,” Dr. Drewnowski said. “You say, ‘I was skinny then and look at me now.’ ” Studies like that may have led to an exaggerated impression of how much weight women permanently add to their bodies after a pregnancy, he said.

But the study also raises questions about why black women started out heavier and gained more weight during the study and more after pregnancy than white women, said Dr. Jules Hirsch, an obesity researcher at Rockefeller University in New York.

“That’s one of the $64,000 questions,” Dr. Smith said. Researchers have suggested that genetics plays a role, as do diet and exercise patterns and cultural standards of attractiveness. “My best bet is that it’s a combination of factors,” Dr. Smith said.

[GK, June 1994]


Putting on a Little Weight

Average weight gain in a five-year heart study of several hundred women, 18 to 30 years old at enrollment, adjusted for baseline weight, education, smoking status, physical fitness, baseline physical activity and change in activity.

[image: ]
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The Midlife Weight Gain Looks Less Acceptable

Women who gain 10 to 40 pounds in midlife, an amount considered acceptable and even desirable under current guidelines, have a seriously increased risk of suffering a heart attack, a new study has found.

In a 14-year study of nearly 116,000 women, researchers from the Harvard School of Public Health and Harvard Medical School found that weight gains of even 11 to 18 pounds in adult life resulted in a 25 percent greater chance of suffering or dying of a heart attack compared with that faced by women who gained less than 11 pounds after the age of 18. With each increment of weight, the study showed, the coronary risk rose—to a 60 percent increase for weight gains of 18 to 25 pounds, and to a 200 to 300 percent increase for weight gains above 25 pounds. The findings were published in The Journal of the American Medical Association.

Overall, there were 1,292 nonfatal or fatal heart attacks among the 115,818 women in the study. The rate for the leanest women with the lowest risk was 106 heart attacks per 100,000 woman-years. (One woman-year represents the experience of one woman over the course of one year.)

“The current guidelines are very misleading to women,” Dr. Walter C. Willett, the study’s principal investigator, said in an interview. “We found that excess weight accounted for nearly 40 percent of the heart disease experienced by the women we studied. And two-thirds of that risk was from weight gained after age eighteen. There’s no reason to think it’s good to gain weight at age thirty-five, as indicated by the guidelines.”

He and his coauthors stated, “The guidelines provide false reassurance to the large fraction of the population who are not defined as overweight, but who are at substantially increased risk of coronary heart disease.” The lowest risk was found among women whose weights were below, but not excessively below, the range of desirable weights in the current guidelines.

These guidelines, issued in 1990 by the U.S. Departments of Agriculture and Health and Human Services, established 130 to 167 pounds as an acceptable weight range for an adult 35 and older who is 5 feet 6 inches tall. The lower end of the weight range is suggested to apply to women and the higher-end weight to men. Adults from 19 to 34 are advised to weigh considerably less, 118 to 155 pounds.

The current range for women in midlife represents an increase from the 1985 guideline, which suggested that 118 to 150 pounds was an acceptable weight range for a 5-foot-6-inch-tall woman over 25 (for men of this height, the 1985 range was only slightly higher, 121 to 154 pounds). The 1985 guidelines, which were based on the 1959 Metropolitan Life Desirable Weight Table, did not suggest that it was desirable to gain more weight in midlife.

“The current guidelines strongly imply that it’s good to gain weight as women get older,” Dr. Willett said. “But we found that the lowest risk of developing coronary heart disease was in women who were underweight according to the current guidelines. They were lean and fit at age twenty and they remained so into midlife and beyond.”

The same is true for men, said Dr. William Castelli, director of the Framingham Heart Study. That study, which has followed thousands of residents of Framingham, Massachusetts, for more than 40 years, showed that significant weight gain after 25 was “a bad risk factor” for both men and women, Dr. Castelli said.

“In fact,” he added, “I think excess weight is the worst coronary risk factor for men and women because it leads to unfavorable changes in blood fats, blood pressure and blood sugar, all of which increase the risk of heart attack.” Dr. Willett noted that even at weights “generally not considered to represent overweight” there were bad effects on blood pressure, blood sugar and blood fats.

Dr. JoAnn Manson, codirector of women’s health at Brigham and Women’s Hospital in Boston and a coauthor of the new study, said, “If anything, weight gain in men is worse than it is for women because men tend to put on weight in the upper body, which is associated with high blood pressure, diabetes, coronary heart disease and stroke.” Women more commonly gain weight below the waist, which has less of an effect on coronary risk factors.

The government offices that advise Americans about diet are acutely aware of these matters. William Grigg, news director of the Public Health Service, said that when the fourth edition of “Dietary Guidelines for Americans” is published at the end of this year, “the new weight advice will reflect the concerns of Dr. Willett and others about the advisability of gaining weight with age.”

Dr. Castelli said, “It is folly to tell Americans it’s okay to weigh more when the people who meet the ideal weights in the old 1959 Metropolitan Life table do the best.” This table listed “desirable” weights for men and women by height and frame size based on actuarial data from the insurance company. The weights in the 1959 table are close to those recommended by the Public Health Service in the dietary guidelines published in 1985.

Both Dr. Castelli and Dr. Willett said they believed that the current weight guidelines were improperly developed. They pointed out that the data on which the guidelines were based failed to take into account the fact that there were many smokers among the thinnest people and that smokers have much higher death rates than nonsmokers. The data also failed to consider that many people lose weight when they have a fatal illness, they said, and these people should have been omitted from the study.

“When you control for smoking, you find that thinner people live the longest,” Dr. Castelli said. “Skinny smokers have nine times the death rate of skinny nonsmokers. Many smokers are reluctant to quit because they say they’ll gain weight, but if they did quit and got fat, they would still cut their death rate in half in the next thirty years.”

The findings by Dr. Willett and his colleagues were derived from their continuing Nurses’ Health Study, which in 1976 enrolled 121,700 women from 30 to 55 years old who were registered nurses. Of that group, 115,818 had no known coronary disease and were not pregnant at the time, and these are the women from whom the new findings were derived.

The women’s weights at the start of the study and the amount of weight they had gained since the age of 18 were directly linked to their chances of suffering a heart attack during the follow-up period. In making this association, the researchers first took into account other factors that were independent of weight but could influence the women’s coronary risk: age, smoking habits, menopausal status, the use of postmenopausal hormones and parental history of heart disease.

Dr. Willett said the nutrient composition of the women’s diets, notably the percentage of calories from fats, had little effect on their weights. “People may lose weight on a low-fat diet, then gain it back again by eating more carbohydrates,” he said. “Overeating is, of course, part of the problem of weight gain, but controlling overeating is almost always doomed in our food-focused society.”

The crucial factor in controlling weight gain, Dr. Willett maintains, is exercise, not dieting. “People who exercise regularly can maintain their weight,” he said, adding that very few of the nurses in the study had a regular exercise regimen.

“Women aged 20 to 50 are very busy with their families and careers and they don’t take optimal care of themselves,” he said. “They’re not carving out that twenty minutes a day for exercise.” He suggested instead that they build activity into their life’s routines like “riding a bike to work or pedaling a stationary bike while watching TV” and make modest adjustments in their diets.

He noted that among the nurses studied, 80 percent were lean at 18, so their excess weight in midlife was not predetermined by adolescent obesity. Overall, for every 2.2 pounds of weight the women gained after 18, their risk of suffering a heart attack rose by 3.1 percent. But for the relatively few women who lost weight after 18, there was no increase in coronary risk.

[JEB, February 1995]

Just How Perilous Can 25 Extra Pounds Be?

A recent report linking moderate overweight and modest weight gain to an increased risk of death in midlife threw millions of American women into a tizzy. Even those who have accepted their ample bodies or middle-age spread and who scoff at fashion-model thinness were alarmed to learn that those 25 pounds they had put on since high school or the extra weight they had carried all their lives might kill them.

While there is no debate about the risks to health and life associated with frank obesity, defined as weighing at least 30 percent more than is desirable for one’s height and frame, moderately overweight people have long assumed that their main concern was a cosmetic one. Now, it seems, they should be more worried about their health and life expectancy than about how they look.

On the basis of new findings from a 16-year study of 115,000 female nurses and similar findings from a continuing study of 19,000 men who graduated from Harvard, about 300,000 deaths a year in this country can be attributed to overweight. This projection, made by the study’s principal author, Dr. JoAnn E. Manson of Brigham and Women’s Hospital and Harvard Medical School in Boston, may even be a conservative one, since the women and men being studied are better educated, more affluent and presumably more health-aware than the average American, and are therefore likely to have lower death rates.

Furthermore, most of the women in the nurses’ study have yet to reach the age when heart disease, the health problem most powerfully influenced by overweight, emerges as the leading killer. At the time the data were analyzed, the women’s ages ranged from 46 to 71 and cancer was their main cause of death. Dr. Manson said she was astonished to discover that nearly one-third of the 2,586 deaths from cancer—especially cancers of the breast, colon and endometrium—could be attributed to overweight.

The new study examined two questions: the risks from gaining weight (22 pounds or more) after the age of 18 and the risks related to being heavier than the leanest women. Among women who had never smoked, those who weighed about 15 percent less than the average American woman of the same height were least likely to die during the study. For example, the average American woman is 5 feet 5 inches tall and weighs 150 to 160 pounds, which the new study suggests is about 30 pounds too many to maximize one’s chances of living to a healthy old age. Those who weighed less than 120 had the lowest death rates, but chances of an early death were 20 percent higher among those who weighed 120 to 150 pounds and 30 percent higher among those who weighed 150 to 160 pounds. In other words, even women of average weight and those mildly overweight have higher death rates than the leanest women.

Although previous studies have concluded that the leanest men and women have higher death risks than those slightly heavier, most of these studies did not separate former smokers from people who had never smoked and some did not take into account the possibility that an undiagnosed illness might have accounted for thinness in many of the people who died during the studies.

In the new study, which took account of those factors, at greater weights, the risks of “dying prematurely,” or sooner than the leanest women, jumped more dramatically—by 60 percent among those 5 feet 5 inches tall and weighing 161 to 175 pounds; by 110 percent among those weighing 176 to 195 pounds; and by 120 percent among those weighing more than 195 pounds.

Similar risks were found among women who gained weight as adults. Compared with those who gained less than 10 pounds after age 18, those who gained 22 to 40 pounds experienced a 70 percent increase in cardiovascular deaths and a 20 percent increase in cancer deaths. Those gaining more than 40 pounds were seven times as likely to die of heart disease during the study and 50 percent more likely to die of cancer.

What do such numbers mean to the millions of Americans whose college blazers no longer meet in the middle? First, it is helpful to realize that a woman’s risk of dying in midlife is not great. Heart disease is not a common occurrence among women under 65, so even a sevenfold increase in cardiac deaths for a woman in her 50s is still a low risk of dying. Of the 4,726 deaths that occurred among the nurses, only 881 were due to cardiovascular disease. Cancer, on the other hand, is the leading killer of middle-aged women—there were 2,586 cancer deaths during the study—so even a relatively small increase in risk can be meaningful. Keep in mind, too, that the study measured deaths, not incidence of disease; far more women are likely to have been afflicted with weight-related illnesses than to have died as a result.

Furthermore, a small increase in the risk of disease and death among the mildly overweight is likely to mean more to society at large than to each individual. A 20 percent increase in premature deaths, and an even greater increase in nonfatal illness, occurring among more than 100 million middle-aged adults adds up to a lot of lost years of productive life and some very big medical bills for society to absorb. But to slightly pudgy individuals, a 20 percent increase in an initially low risk may not seem like much.

First, do not panic. If you have put on a dozen or more pounds since high school but still weigh within a desirable range (less than the equivalent of 150 pounds for a 5-foot-5-inch woman or man), the increase in your risk of premature death is quite small and may not warrant any attention to the actual numbers on the scale as long as you adopt health-promoting living habits and do not smoke. Dr. Tim Byers, a preventive-medicine specialist at the University of Colorado School of Medicine in Denver, said: “I would worry less about body weight and more about behaviors like food choices and physical activity. If a person is eating a diet low in fat and rich in vegetables, fruits and whole grains, being moderately overweight is less likely to have adverse consequences.”

If, however, you are more than moderately overweight, even if you have not gained since age 18, your risk of an early death is substantially increased and
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