
Rethink Obesity:  
A media guide on how 
to report on obesity
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BMI classification in adults8 

Classification Underweight Healthy 
weight 
range

Overweight Obese, 
class I

Obese, 
class II

Obese, 
class III

BMI range <18.5 18.5-24.9 25.0-29.9 30.0-
34.9

35.0 and 
<39.9

≥40.0

BMI=the weight in kilograms divided by the square of the height in in meters (kg/m2)

 
Overweight: a BMI greater than or equal to 25 kg/m2 

Obesity: a BMI greater than or equal to 30 kg/m2

How is obesity diagnosed? 
The classification of obesity is having a body mass index (BMI) of 30kg/m2 or more.8 BMI provides 
the most useful population-level measure of overweight and obesity as it is the same for both sexes 
and for all ages of adults. Whilst it is very useful in defining obesity and categorising the degree of 
obesity, in the very young and very old, and in the fit and muscular it may not correspond to the 
exact degree of excess fat.9 There are also substantial ethnic differences in overweight and obese 
at the same BMI. For example, Maori and Pacific Islanders are commonly assigned higher cut-offs 
for normal/overweight/obese, and southern Asians lower cut-offs.8 Due to the limitation of BMI, 
waist circumference in non-pregnant adults is sometimes advocated as preferable to BMI, because 
men with a waist circumference measurement of ≥102 cm and women ≥88cm have a high risk of 
developing complications associated with obesity but even this is not without reservations.10 
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The science of obesity 
Drivers of obesity

Genetics:

Obesity has a substantial genetic component.11 It is clear that obesity often 
tracks in families, even if the family members do not live together.12,13,14 Family 
studies and twin studies estimate that obesity is strongly driven by genetics, 
mainly due to epigenetics.15

Epigenetics: 

This refers to modifications to DNA that turn genes “on” and “off”. These 
modifications do not change the DNA sequence, but instead, affect how the 
cells “read” genes. These modifications can occur as a result of external factors 
in the environment. For example, whilst a child is in utero (in the mother’s 
womb) external factors such as nutrition and smoking can have major impacts 
on the developing foetus which result in epigenetic change. In terms of 
obesity, this means that during pregnancy, and the first two-three years after 
birth, epigenetic modifications may occur.16

Lifestyle: 

Two key drivers for obesity are increased intake of energy (kilojoules) and 
decreased energy expenditure.17 Therefore, weight maintenance is predicated 
on energy consumed equalling energy expended. 

Globally there has been an increased intake of energy-dense foods as well 
as a decrease in physical activity due to the increasingly sedentary nature 
of many forms of work, changing modes of transportation, and increasing 
urbanisation.17

Changes in dietary and physical activity patterns are often the result of 
environmental and societal changes and lack of supportive policies in sectors 
such as health, agriculture, transport, urban planning, environment, food 
processing, distribution, marketing and education.17
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Multiple weight management options are needed to help people with obesity to lose weight, keep 
the lost weight off and improve their health.8

Managing obesity

Weight loss in people with obesity can induce changes in appetite hormones that increase hunger 
levels for at least three years.20 In addition there is also a persistent reduction in energy expenditure, 
making weight loss maintenance challenging.20,21

LOWERING BODY WEIGHT BY

5-10%
such as a reduction in type 2 diabetes and cardiovascular risk factors, 
even if the person still remains in the overweight or obese range.18,19 

IMPROVES 
OBESITY-
RELATED 
COMORBIDITIES,

MAINTAIN WEIGHT LOSS

Healthy and nutritiously balanced eating as well as physical
activity must be part of any weight loss intervention,

BUT SUCH A WEIGHT LOSS PLAN IS

NOT ALWAYS SUFFICIENT TO
8



9



10



11

Snapshot of obesity 
in Australia

overweight overweight

obese obese

35%

2012 2025

41%
28% 34%

According to the Australian Bureau of Statistics 
(2012), 63% of adults are now overweight or 
obese, with 28% classified as obese.7

Projections suggest that by 2025, the prevalence 
of overweight and obesity will increase to more 
than 75%, with 34% obese.22

In 2008, the annual cost of obesity in Australia was estimated:23

$58.2 BILLION

TOTAL LOSS OF WELLBEING COST

$49.9 BILLION
TOTAL FINANCIAL COST

$8.3 BILLION

TOTAL COMBINED COST OF OBESITY
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Common myths about 
overweight and obesity

Myth: 

Myth: 

Myth: 

Fact:

Fact:

Fact:

Overweight and obesity is simply 
due to eating too much and not 

exercising enough.

Obesity is just a lifestyle issue and an 
individual responsibility. 

Small reductions in body weight 
have no benefit – you have to 
make huge differences to see 

results. 

Obesity is a complex condition influenced by multiple 
factors including genetic, physiological, metabolic, 
social, environmental and psychological.1

Professional associations around the world have 
recognised obesity as a health challenge requiring a 
“chronic disease management model.”2,3,4

Lowering body weight by 5-10% improves obesity-
related comorbidities even if the person still remains 
in the overweight or obese range of BMI.19,24,25,26 
There is even a benefit of physical activity improving 
the cardio-metabolic risk profile in people with 
obesity, independent of weight change.27
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Myth: 

Myth: 

Myth: 

Fact:

Fact:

Fact:

People who are overweight or obese 
do not know what to do to lose 

excess weight.

People who are overweight or obese 
have no self-control.

Diet and exercise will fix obesity.

Many people who are overweight or obese have 
spent a great deal of time learning how to eat well 
and exercise to help control their weight - but doing 
this in the long term is extremely difficult. They 
know exactly what to do, but doing it is problematic 
for various reasons.28

Weight loss in people with obesity can cause changes 
in appetite hormones that increase hunger levels for 
at least three years.20

Healthy eating and physical activity must be part 
of any weight loss intervention, but is not always 
sufficient to maintain weight loss. Therefore, 
multiple weight management options are needed to 
help people with obesity to lose excess weight and 
improve their health.8
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Reporting and portrayal  
of obesity 
The mission of Obesity Australia is to drive change in the public perceptions of obesity, its prevalence 
and its treatment. The media is key to changing public perceptions.  The following information has 
been developed to support media professionals in reporting on obesity in an accurate and balanced 
way in an effort to reduce pejorative portrayals of persons with obesity in media reporting. 

Obesity stigma 
Individuals with obesity are highly stigmatised and face multiple forms of prejudice and discrimination 
because of their weight.29 Weight bias translates into inequities in employment settings, health-care 
facilities, and educational institutions, often due to widespread negative stereotypes that overweight 
and obese persons are lazy, unmotivated, lacking in self-discipline, less competent, noncompliant, 
and sloppy.30 These stereotypes and weight bias can negatively impact on the psychological well-
being of people who are overweight or obese and may increase the propensity to low self-esteem, 
poor body image and depression.31

Obesity stigma in the media 
Unfortunately, individuals affected by excess weight, as in overweight or obesity, are often portrayed 
negatively and disparagingly in the media and reports about the causes and solutions to obesity are 
often framed in ways that reinforce stigma.32,33,34,35 These portrayals perpetuate damaging weight-
based stereotypes and contribute to the pervasive bias and discrimination that individuals affected 
by this disease experience in everyday life.
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Comparison of portrayals in news and health report on obesity33 

0 10 20 30 40 50 60

‘Headless’

Shown from side or rear

Only abdomen or
lower body shown

No clothes or bare midriff

Inappropriate fitting clothes

Shown eating or drinking

Engaged in
sedentary activity

59%
6%

40%
20%

52%
0%

12%
4%

Overweight/obese (N=287)

Non-overweight (N=119)

6%
0%

8%
3%

5%
3%

Negative Characteristics

0 10 20 30 40 50 60

Wearing professional
clothing

Exercising

Portrayed as expert
or advocate

Portrayed as health carer

Positive Characteristics

50%
11%

20%
6%

33%
1%

22%
4%
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Helpful ways to present 
information 

Avoid Instead

Portrayals of individuals affected by 
excess weight or obesity merely for 
the purpose of humour or ridicule. 
(e.g. use of comical music overlayed 
with videos of people with obesity)  

Weight-based stereotypes (e.g. 
individuals affected by obesity are 
“lazy” or “lacking in willpower”) 

 
Placing an unnecessary or distorted 
emphasis on body weight. 
Descriptions of a person’s body 
weight should not imply negative 
assumptions about his or her 
character, intelligence, abilities, or 
lifestyle habits.

Using potentially negative adjectives 
or adverbs when describing people 
who are affected by excess weight 
or obesity, as well as language 
that implies moral judgments or 
character flaws of this population.

Present individuals affected by excess 
weight or obesity in a diverse manner, 
including both women and men, of all 
ages, of different appearances and ethnic 
backgrounds, of different opinions and 
interests, and in a variety of roles. 

Portray individuals affected by excess 
weight or obesity as persons who have 
professions, expertise, authority, and 
skills in a range of activities and settings. 

Use Body Mass Index (BMI) descriptors 
where possible. Or, if interviewing 
someone (and their weight is relevant 
to the story) ask the individual what 
term(s) he/she prefers to be used when 
describing his/her body weight.

 
Interview local experts to determine 
how the story fits within the current 
local public health guidelines8 to ensure 
a more consistent portrayal of what we 
should be doing for health and weight 
management and avoid confusion/
contradicting reports. 
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Language guidelines 
Incorporate People-First Language for obesity, the policy of putting individuals before the disability 
or disease, when describing individuals affected by obesity. Labelling an individual by their disease 
dehumanises the individual. For example, the media do not refer to “cancerous people” but rather 
“people with cancer.” Similarly it is best to refer to “people with obesity” rather than “obese 
people” when reporting. 

“Obese people” “People with obesity” 

“Those that suffer from obesity” “Those who are affected by obesity”

“The woman was obese” “The woman was affected by obesity” 

“There are many obese and overweight 
people”

“There are many people affected by obesity”

“Weight problem,” “fat,” “severely obese,” “Weight” or “Excess weight”

“People who are severely or morbidly  obese”  “People with a BMI in the obese range” or 
“People in obese class I,II or III” 

“Obesity is a lifestyle issue” “Obesity is a complex and multifactorial 
disease/ chronic condition” 

“Diet and exercise are crucial to weight loss” “Healthy eating and physical activity play an 
important role in weight loss”

PreferredProblematic
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Image guidelines 
News photographs and videos tend to portray individuals with obesity as headless (i.e. only from the 
shoulders down), from unflattering angles (i.e. only abdomens or lower bodies shown), and engaging 
in stereotypical behaviours (i.e. eating unhealthy foods or engaging in sedentary behaviour). 
These images degrade and dehumanise individuals with obesity, while spreading assumptions and 
oversimplifying the complexity of obesity. 

 
Examples of negative imagery that should be avoided include the following:

Photographs or videos that place unnecessary emphasis on excess weight or that 
isolate an individual’s body parts (e.g. abdomens or buttocks). This includes pictures 
of individuals affected by obesity from the neck down (or with their face blocked) 
for anonymity. 

Images that depict individuals affected by obesity engaging in stereotypical 
behaviours (e.g., eating junk food, engaging in sedentary behaviour).

Photographs or videos that depict individuals affected by obesity in revealing 
clothing or looking dishevelled in their appearance. 

Instead, select appropriate photographs, videos, and images that portray individuals affected by 
obesity in the following manner:

Engaging in diverse activities, roles, careers, and lifestyle behaviours. 

Portrayed in appropriate-fitting clothing and a well-kept appearance. 

Depicted in a neutral manner, free of additional characteristics that might otherwise 
perpetuate weight-based stereotypes (e.g. eating healthy foods, engaging in 
physical activity).
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1. Does the image imply or reinforce negative stereotypes? 

2. Does the image portray an individual affected by obesity in  
    a respectful manner? Is the individual’s dignity maintained? 

3. What are the alternatives? Can another photo or image  
    convey the same message and eliminate possible bias? 

4. What is the news value of the particular image? 

5. Who might be offended, and why? 

6. Is there any missing information from the photograph? 

7. What are the possible consequences of publishing the image?

When selecting an image, video, or photograph of an individual 

affected by obesity, consider the following questions: 
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Promote help seeking 
Add help-seeking information to stories about obesity, especially when discussing topics such as 
risk factors, comorbidities, prevalence or associated health costs. 

If the story is online, link directly to online support or information options.

Match the helpline or service to the story e.g. regarding age, gender, audience location (local, 
national).

APPROPRIATE
& ALIGNED
LANGUAGE

Put people before the 
disease/condition - always say ‘people 
with obesity’ rather than ‘obese people’

APPROPRIATE 
VISUAL 
IMAGES

True representations of people with 
obesity as ‘people’ and not ‘objects’ 
defined by the disease

CORRECT
MESSAGING

Recognise obesity as a 
disease/chronic condition, 
and not an aesthetic issue

HELP AND
SUPPORT

Encourage people with obesity in 
engaging in discussions with their 
Health Care Providers

CLINICAL
ACCURACY

Refer to people’s BMI, rather than 
stating ‘severely’ or ‘morbidly’ obese
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Information resources 
Story sources and contacts for obesity organisations which can provide comment or further 
information for stories on obesity are available below: 

Obesity Australia: 

The mission of Obesity Australia is to drive change in the public perceptions of obesity, its prevention 
and its treatment. Obesity Australia is served by a Board who have demonstrated leadership in their 
field – public affairs, politics, health, public policy.

      info@obesityaustralia.org          @ObesityAus 

mailto:info@obesityaustralia.org
https://twitter.com/ObesityAus
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Useful contacts 
Add your local or other useful contacts here: 
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