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Figure 1. Vermont Adults Reporting Chronic Conditions by Body Mass Index Category
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 *Current asthma is the only condition
reported which did not have a
statistically significant relationship
with BMI categories.

**Under healthy weight defined as body
mass index (BMI) < 19, Healthy weight
BMI 19-24, Overweight BMI 25-29.9,
Obese BMI 30-39.9, Class III obese
BMI >=40.
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Chronic Disease in Vermont:
Obesity

with class III obesity have twice the risk for all causes of
mortality compared to obese individuals.6

Vermont data substantiate the relationship between obe-
sity and chronic disease. The percentages of adult Vermont-
ers in each BMI category who reported ever being diagnosed
with diabetes, cardiovascular disease (including coronary
heart disease, stroke or myocardial infarction), or arthritis
are shown in Figure 1. Percentages for individuals reporting
current asthma or being “at risk for depression”7 are also
shown in Figure 1. In 2000, more Vermonters reported hav-
ing a disability8 if they were in the overweight (19%), obese
(26%) or class III obesity (37%) categories than if they were
in the healthy weight category (12%) (p<0.001).
Prevalence of Obesity

Six Healthy Vermonter 2010 goals relate to physical ac-
tivity, nutrition and obesity. The goals directly related to obe-
sity include 1) reducing the percentage of adults age 20 and
older who are obese from 17.6 percent in 2001 to 15 percent
by 2010, and 2) reducing the percentage of youth who are
obese or overweight from 10 percent of children in grades 8–
12 in 2001 to 5 percent by 2010.

Secular trends: From 1990 to 2001, the percentage of
Vermonters in the under healthy weight category declined by
33 percent, from 4.3 percent to 2.9 percent, and in the healthy
weight category by 19 percent, from 55.1 percent to 44.7

Obesity is a major cause of morbidity and mortality in
both men and women in the United States and Vermont.
Over the last several decades obesity has been increasing in
prevalence according to self-reported data from the Behav-
ioral Risk Factor Surveillance System (BRFSS)1 and the Na-
tional Health and Nutrition Examination Survey III.2

Data in this report reflect the characteristics and percent-
ages of adult Vermonters in each body mass index (BMI)
category and the relationship between selected chronic con-
ditions and BMI. Body mass index, defined as weight in
kilograms divided by squared height in meters, encompasses
the range of weight categories including under healthy
weight (BMI <19 kg/m2), healthy weight (BMI 19–24.9 kg/m2),
overweight (BMI 25–29.9 kg/m2), obese (BMI 30–39.9 kg/m2),
and class III obesity3 (BMI ≥ 40 kg/m2).
Consequences of Obesity

Men and women with BMIs above the healthy weight
range have an increased incidence of Type 2 diabetes, hyper-
tension, coronary heart disease and gallbladder disease.4 Post-
menopausal breast, endometrial, colon and kidney cancer,
osteoarthritis and infertility are also related to excess body fat.4

The lowest rates of all causes of mortality are found among
individuals with BMIs between 23.5 and 24.9 in men and
22.0 and 23.4 in women. Rates are highest among individu-
als with class III or extreme obesity (BMI ≥ 40).5 Individuals

Hypothermia, a core temperature less than 35oC (95oF),
occurs in individuals in all areas of the United States, but is
more common in the north. Whether the onset is acute or
chronic, the underlying problem is related to one or more of
these physiological processes: decreased heat production, in-
creased heat loss, or impaired thermoregulatory ability.
Degrees of Hypothermia

The signs and symptoms are progressive as core tempera-
ture falls and generally develop in approximately this order:

• mild (32-35oC/89.6-95oF): vigorous shivering, confu-
sion, altered judgment, and difficulty with coordination and
movement of fine muscles

• moderate (29-32oC/84.2-89.6oF): cessation of shivering,
depressed mental status, arrhythmias, bradycardia, respira-
tory depression, and hypotension

• severe (<29oC/84.2oF): very cold skin, rigidity of
muscles, unresponsiveness, apnea, pulselessness and ventricu-
lar fibrillation
Risk Factors for Hypothermia

Anyone exposed to excessive cold is at risk, but factors
associated with increased risk include:

• extremes of age, including the young and especially those
over 65 years

• medications that impair the ability to regulate tempera-
ture, such as benzodiazepines, neuroleptics, beta-blockers, and
alcohol

• various medical conditions
• environmental conditions: low ambient temperature,

homelessness, lack of clothing sufficient for the environment
Management

Wet clothing should be removed and replaced with warm,
dry clothing. In patients who are awake use hot water bottles
at the axillae, groin, and abdomen; warm bath or shower.

Treatment of the unconscious patient includes:
• airway management
• preventing significant motion because of the risk of caus-

ing ventricular fibrillation
• warmed humidified oxygen and intravenous fluids
• slow core rewarming, e.g., warmed blankets
• transport to a hospital

Prevention
• wear appropriate clothing for the environment
• avoid alcohol
• assure adequate heat in the home
• be aware of signs and symptoms

Hypothermia
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Vermont: Selected Reportable Diseases December 28,2002percent. The percentage of overweight adult Vermonters in-
creased 16 percent, from 29.9 percent to 34.7 percent, while
the percentage of obese Vermont men and women increased
55 percent, from 10.3 percent to 16.0 percent, during this
period. A dramatic rise in the percentage of adult Vermont-
ers with class III obesity was also seen with a 600 percent
increase, from 0.3 percent in 1990 to 2.1 percent in 2000.
The corresponding U.S. prevalence was 0.78 percent in 1990
to 2.2 percent in 2000.4

Characteristics of Vermonters over healthy weight: In
grades 8–12, more Vermont boys [14.1%; 95% confidence
interval (CI) =11.9–16.2] than girls [5.4%; 95% CI =4.0–
6.9] were overweight.9 For adult Vermonters, more men than
women were obese, but more women than men reported
extreme or class III obesity (See Figure 2).

For the period 1999–2000, the prevalence of obesity
(BMI ≥ 30) was highest among adult Vermonters with edu-
cation at the level of “some high school or less” (7.7%), adults
age 55–64 (22.5%), and lowest among those with incomes
over $75,000 (10.9%).1

Physical Activity: the key to a healthy weight:   The Na-
tional Institutes of Health states, “Physical activity should
be an integral part of weight loss and weight maintenance.
Initially, moderate levels of physical activity for 30–45 min-
utes, 3–5 days per week should be encouraged. All adults
should set a long-term goal to accumulate at least 30 min-
utes or more of moderate-intensity physical activity on most,
and preferably all, days of the week.”4 In 2000, the percent-
age of adult Vermonters reporting 30 minutes of physical
activity at least five times per week declined with increasing
body mass index (healthy weight = 29% [95%CI =26–31],
overweight = 24% [95%CI =22–27], obese = 16% [95%CI
=13–19], and class III obesity = 15% [95%CI =7–23]).1

A combination of increased physical activity and reduced
caloric intake produces greater weight loss than either alone.5

Individuals who engaged in physical activity expending
1,500–2,000 calories per week maintained 76–85 percent of

the weight loss at the end of two years.10 This level of physi-
cal activity is equivalent to approximately five hours per week
or 45 minutes a day, seven days a week.

Physician’s advice: In 2000, of adult Vermonters advised
to lose weight by a physician, 76 percent were trying to lose
weight. Twelve percent of overweight Vermonters, 33 per-
cent of obese Vermonters and 52 percent of individuals in the
class III obese category reported they were advised by their
physicians to lose weight.
Conclusion

According to the 2001 Vermont BRFSS, an estimated
151,490 adult Vermonters were overweight, 45,090 were
obese, and 2,502 were in the class III obesity category. Nearly
three-quarters of individuals who reported a physician’s rec-
ommendation to lose weight were attempting to do so. More
emphasis is needed in educating overweight and obese pa-
tients about the importance of physical activity and healthy
eating in managing their weight long term. For more infor-
mation on the identification, evaluation, and treatment of
overweight and obesity, go to http://www.nhlbi.nih.gov/guide-
lines/obesity/ob_home.htm.
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Figure 2. Adult Vermont Men and Women
by Body Mass Index (BMI) Category
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According to the Sexually Transmitted Diseases Treatment
Guidelines 2002 from the Centers from Disease Control and
Prevention [Morbidity and Mortality Weekly Report
2002;51(RR-6):33, available on the Internet at www.cdc.gov/
mmwr/preview/mmwrhtml/rr5106a1.htm], the recommended
treatment regimen for chlamydial genital infection in adoles-
cents and adults is: doxycycline 100 mg orally twice a day
for seven days OR azithromycin 1 gram orally in a single

dose. IF azithromycin is provided to the patient as a
Zithromax Z-pak®, the patient should be instructed to take
four (250 mg) capsules at one time as a single dose; the usual
Z-pak® dosing for respiratory infections (i.e., two [250 mg]
capsules on day one followed by one [250 mg] capsule on
days two–five) is NOT the proper dosage for chlamydial geni-
tal infections.

Notes: There is no five-year median for Hepatitis C (Acute).
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