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Adult obesity and
overweight 

Rachel Scantlebury and Alison Moody

● This chapter presents measured height, weight, and waist circumference in
participants aged 16 and over in 2014. The main focus is on overweight and obesity,
including central (abdominal) obesity. The chapter also presents associations between
obesity and hypertension, mental health and longstanding illness.

● BMI thresholds for diabetes risk which are specific to different ethnic groups are also
shown, combining data from 2012-2014.

● Mean BMI for both men and women was 27.2 kg/m2, in the overweight range. 

● Similar proportions of men and women were obese (24% of men and 27% of women)
but men were more likely to be overweight than women (41% of men and 31% of
women). These figures have stayed broadly similar in recent years.

● The proportions of morbidly obese men and women (BMI 40kg/m2 or higher) are
continuing to increase. In 2014, 2% of men and 4% of women were morbidly obese. 

● The prevalence of obesity for men and women increased with age, and then
decreased in the oldest age groups. Obesity ranged from 9% of men aged 16-24 to a
peak of 35% of men aged 55-64, and the equivalent range for women was from 13%
aged 16-24 to 35% aged 64-75. The proportion who were overweight also increased
with age.

● For women, but not men, obesity varied with socio-economic indicators, with those in
the lowest income households or the most deprived areas most likely to be obese.
31% of women in the lowest income households and 33% of women in the most
deprived areas were obese, compared with 20% of women in the highest income
households and 22% of women in the least deprived areas. 

● More women than men had a high or very high waist circumference, indicating central
obesity (66% of women and 54% of men). The difference was particularly marked for
the prevalence of a very high waist circumference (45% of women and 32% of men).
The proportion with a high or very high waist circumference generally increased with
age.

● Waist circumference showed a similar relationship with socio-economic indicators as
obesity did: those in lower income households or living in more deprived areas were
the most likely to have a very high waist circumference. This was most marked for
women (51% of women in the lowest income households and 33% of women in the
highest income households; 53% of women in the most deprived areas and 39% of
women in the least deprived areas).

● Obesity and central obesity were both associated with other health conditions,
increasing the risk of hypertension, longstanding illness and mental ill health. For
example, obese adults had about twice the prevalence of hypertension compared with
adults who were neither obese nor overweight (42% of obese men and 37% of obese
women, compared with 22% of men and 18% of women of normal weight). 

9
Summary
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● Combining obesity and waist circumference, in line with NICE (National Institute of
Health and Care Excellence) recommendations, showed that 34% of men and 43% of
women were at high or very high risk of obesity-related chronic disease. 

● Diabetes risk was calculated by applying alternative BMI thresholds for minority ethnic
groups to reflect the differential risk of diabetes between these groups. Black and
Asian men and women were at greatest risk of diabetes, despite Asian men having the
lowest mean BMI. 83% of Black men and 77% of Asian men were at either increased
or high risk of developing diabetes, compared with 68% of all men. Similarly, 87% of
Black women and 68% of Asian women were at increased or high risk, compared with
59% of all women.
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9.1 Introduction

9.1.1 Contents of the chapter

The main focus of this chapter is overweight and obesity for adults aged 16 and over, as
measured by body mass index (BMI), and central (abdominal) obesity, indicated by a very
high waist circumference. Height and weight measurements were taken during the
interviewer visit and were used to calculate BMI;1 waist measurements were taken during
the nurse visit. BMI and central obesity categories are also combined to give an overall
category for risk of developing obesity-related diseases including cardiovascular disease
and diabetes. Trends in overweight and obesity prevalence since 1993 are also presented.

This chapter examines associations between overweight, obesity and central obesity with
other health conditions, namely hypertension, longstanding illness, and mental health. This
complements previous reports which contained a focus on diabetes (2013),2 and general
health (2012).3 In addition, for the first time in the HSE series, this chapter presents BMI data
by ethnic group using additional BMI thresholds as recommended by the World Health
Organization. These reflect the risk of obesity-related diabetes that occurs at lower BMI
thresholds in some ethnic groups. 

9.1.2 Overweight and obesity as health issues

Overweight and obesity are defined as abnormal or excessive fat accumulation that may
impair health.4 Being overweight or obese is associated with an increased risk of a number
of common diseases and causes of death, including diabetes, cardiovascular disease and
some cancers.5,6 Obesity is estimated to be the fourth largest risk factor contributing to
deaths in England (after hypertension, smoking, and high cholesterol) according to the NHS
Atlas of Risk.7 For individuals classified as obese, the risk of poor health increases sharply
with increasing BMI.8

Trend data from the Health Survey for England (HSE) has shown obesity rising from 13% of
men and 16% of women in 1993 to 24% of men and women in 2006, since when the rise
has slowed. Central obesity, defined as a very high waist circumference (see section 9.2.2
below), has also risen markedly, from 20% of men and 26% of women in 1993 to 34% and
44% respectively in 2013.9

HSE results also show that morbid obesity (the most severe category of obesity) has more
than doubled since 1993, and reached 2% of men and 4% of women in 2013, with no sign
of a reduction in the rate of increase after 2006.9 This reflects similar trends in hospital
admissions with a primary diagnosis of obesity, which increased from just over 1,000 in
2000/2001 to a peak of nearly 12,000 in 2011/12, reducing in the last two years to around
9,300 per year in 2013/14. In 2013/14, female admissions accounted for more than double
the number of male admissions.10 It is possible that part of this rise may be due to
diagnostic/definitional changes or changes in management that result in a higher likelihood
of admission.11 Those admitted with a primary diagnosis of obesity are likely to be extreme
cases, the ‘tip of the iceberg’; at a population level, the majority of harm is done to those
with less extreme obesity, of whom there are many more. Admissions with a primary or
secondary diagnosis of obesity (i.e. attending hospital for another problem, for which
obesity was relevant) have also risen more than ten-fold in the same period, from 29,000 in
2000/2001 to over 360,000 in 2013/2014.12 These admissions have increased year-on-year,
with no apparent slowing of the rise. 

To address the issue of obesity, a number of government policies and initiatives are in place,
aimed at individuals, the NHS, local authorities and food manufacturers and retailers. The
Change4Life public information campaign aims to improve diet and activity levels of
parents and children.13 The Public Health Responsibility Deal involves voluntary
participation from food manufacturers and retailers in a number of areas including calorie
reduction and improving food labelling systems.14 The Living Well for Longer policy
document aims to encourage local authorities and clinical commissioning groups (CCGs) to



follow the lead of Public Health England in acting on obesity.15 In particular, local authorities
are being encouraged to use their powers to curb fast-food outlets16 and to promote
exercise and active travel.17

9.2 Methods and definitions

9.2.1 Methods

Full details of the protocols for carrying out all the measurements are contained in Volume 2
of this report, Methods and documentation, Appendix B;18 they are summarised briefly here.
Height and weight were measured during the interviewer visit, while waist and hip
circumferences were measured during the nurse visit.19 The interviewer also asked
participants about self-reported weight and height and their own perception of their weight
and weight management. The questions can be found in the Individual Questionnaire in
Volume 2 of this report, Methods and Documentation, Appendix A. These data are not
presented in this chapter but self-reported results from HSE 2012 have been reported
previously.3

Height

Height was measured using a portable stadiometer with a sliding head plate, a base plate
and connecting rods marked with a measuring scale. Participants were asked to remove
their shoes. One measurement was taken, with the participant stretching to the maximum
height and the head positioned in the Frankfort plane.20 The reading was recorded to the
nearest millimetre. Participants who were unable to stand or were unsteady on their feet
were not measured.

Weight

New Class III Seca scales were introduced for HSE 2011, and have been used since then.
These meet a higher specification than previous (Class IV) scales, and measure up to a
maximum of 200kg, compared with the maximum of 130kg in the earlier models. 

For the weight measurement, participants were asked to remove their shoes and any bulky
clothing or heavy items in pockets etc. A single measurement was recorded to the nearest
100g. Participants who were pregnant, unable to stand, or unsteady on their feet were not
weighed. Participants who weighed more than 200kg were asked for their estimated weight
because the scales are inaccurate above this level. The estimated weight from the one
individual affected, where the interviewer estimated that they were over 200kg, although
when asked, their estimated weight was below 200kg, was included in the analyses.

In the analysis of height and weight, data were excluded for those who were considered by
the interviewer to have unreliable measurements, for example those who were too stooped
or wearing excessive clothing.

Waist circumference

BMI does not distinguish between mass due to body fat and mass due to muscular
physique. It also does not take account of the distribution of fat. It has therefore been
suggested that waist circumference, waist to hip ratio (WHR) or waist to height ratio may be
useful supplements to BMI to identify central (abdominal) obesity, which increases the
health risk from being overweight.21,22 More recently waist circumference has been
identified as the most useful of these three measures of central obesity in determining
health risk.23,24

The waist was defined as the midpoint between the lower rib and the upper margin of the
iliac crest (hip bone). The measurement was taken twice, using the same tape (waist and hip
measurements were alternated), and was recorded to the nearest millimetre. Where the two
waist measurements differed by more than 3cm, a third measurement was taken. The mean
of the two valid measurements (the two out of the three measurements that were the closest
to each other, if there were three measurements) was used in the analysis.
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Participants were excluded from waist measurements if they reported that they were
pregnant, had a colostomy or ileostomy, or were unable to stand. All those with
measurements considered unreliable by the nurse, for example due to excessive clothing or
movement, were also excluded from the analysis.

Response to measurements

Response rates to measurements are shown in Table 9.1. 89% of men and 88% of women
provided valid height and weight measurements. Among those who received a nurse visit,
waist measurements were obtained from 97% of men and 96% of women. Response rates
for all three objective measures, but particularly for height, were lower among those aged
85 and over. Table 9.1

Age-standardisation

Age-standardised data are presented in this chapter for most analyses. Age-
standardisation allows comparisons between groups after adjusting for the effects of any
differences in their age distributions. 

For regions, both observed and age-standardised data are provided. Those wishing to
ascertain the actual levels of overweight and obesity in each region should use the
observed data, while those making comparisons between regions should use the age-
standardised data. The comments on region in this chapter are based on age-standardised
results.

9.2.2 Definitions

Body mass index (BMI)

In order to define overweight or obesity, a measurement is required that allows for
differences in weight due to height. A widely accepted measure of weight for height is the
body mass index (BMI), defined as weight in kilograms divided by the height in metres
squared (kg/m2).25 This has been used as a measure of obesity in the HSE series. Adult
participants were classified into the following BMI groups according to the World Health
Organization (WHO) BMI classification (Table 9A).26

BMI categories of overweight and obese have frequently been combined to show the
proportion who are either overweight or obese. As in previous years’ reports, a subset of the
obese category has also been defined, namely those with morbid obesity (BMI 40kg/m2 or
more), who are at highest risk of morbidity and mortality.27

Combined assessment of health risk from BMI and waist circumference

In November 2014, NICE published guidance on the identification, assessment and
management of overweight and obesity in children, young people and adults, which
partially updated its 2006 guidance. The guidance included a recommendation for health
professionals to ‘think about using waist circumference, in addition to BMI, in people with a
BMI less than 35kg/m2’. The recommendation is to base the assessment of health risks
associated with being overweight or obese on BMI and waist circumference, as in Table 9B
below.21 This is because some people, despite having a BMI of less than 35 kg/m2, may
have a higher risk of disease due to having a more ‘central’ fat distribution as identified by a
high or very high waist circumference.22,28,29 For those with a BMI of 35kg/m2 or more, waist
circumference has little added predictive power of disease risk, and these individuals are
also unlikely to have a low waist circumference.22
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Table 9A

BMI (kg/m2) Description

Less than 18.5 Underweight

18.5 to less than 25 Normal

25 to less than 30 Overweight

30 or more Obese

40 or more Morbidly obese 



The combined measures shown in Table 9.10 are based on adults with valid measurements
for all three of height, weight and waist circumference. The data may therefore vary slightly
from those presented in Table 9.2 for mean BMI and BMI categories, which are based on
the larger number of adult participants with valid height and weight measurements.

In reports before 2013, waist circumference was categorised as ‘raised’, indicative of
central obesity, and ‘not raised’. The ‘raised’ category used the same thresholds as ‘very
high’ in Table 9B. Given the high prevalence of central obesity, this chapter presents the
prevalence of normal and high waist circumference as two separate categories, rather than
combining them as ‘not raised’. The ‘low’ category is referred to as ‘desirable’ throughout
the chapter, to avoid any suggestion that this is lower than recommended or associated
with being underweight.

Ethnic-specific diabetes risk category

A WHO review in 2004 concluded that increased risk of chronic diseases occurred at lower
BMI levels in Asians than White Europeans.30 The majority of the evidence was related to
diabetes, with increased risk at lower BMI cut-off points for Asian adults (including South
Asian and Chinese adults). NICE guidance published in 2013 concluded that people from
Black, Asian and other minority ethnic groups are at an equivalent risk of diabetes, other
health conditions or mortality at lower BMI levels than the White European population.31 The
WHO recommends using lower BMI thresholds to indicate increased risk of type 2 diabetes
and to trigger public health action in adult Asian populations, as shown in Table 9C. NICE
has made similar recommendations but also extended these lower thresholds for action
points to include Black as well as Asian adults. These ethnic-specific BMI thresholds are
used in the classification of diabetes risk in Table 9.11. The WHO also recommends that

countries should publish prevalence of BMI categories at the following thresholds, to allow
for flexibility of use and international comparisons: 18.5, 23, 25, 27.5, 30, 32.5, 35, 37.5, and
40kg/m2. These are therefore also shown in Table 9.11.32 Data from 2012 to 2014 were
combined to produce estimates of the number of people from each ethnic group at
acceptable, increased or high risk of diabetes.

Hypertension

During the nurse visit, blood pressure was measured three times, following the standard
protocol (see Volume 2, Methods and documentation, Appendix B). The mean of the
second and third readings was used to determine the presence of hypertension, in
conjunction with whether or not the participant was currently taking medication to control
blood pressure (Table 9D).
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Table 9B

BMI classification Waist circumference 

Low High Very high

Normal weight (18.5 to less than 25kg/m2) No increased risk No increased risk Increased risk

Overweight (25 to less than 30kg/m2) No increased risk Increased risk High risk

Obesity I (30 to less than 35kg/m2) Increased risk High risk Very high risk

Obesity II (35 to less than 40kg/m2) Very high risk Very high risk Very high risk

Obesity III (40kg/m2 or more) Very high risk Very high risk Very high risk

Source: NICE guidelines21,22

Table 9C

Description

Underweight Less than 18.5kg/m2 Less than 18.5kg/m2

Increasing but acceptable risk 18.5 to less than 25g/m2 18.5 to less than 23kg/m2

Increased risk 25 to less than 30kg/m2 23 to less than 27.5kg/m2

(equivalent to overweight)

High risk 30kg/m2 or higher 27.5kg/m2 or higher
(equivalent to obese)

WHO recommendation for
White European
populations, also applied
to Mixed and Other adults

WHO recommendation for
Asian populations, also
applied by NICE to Black
adults



Longstanding illness

Longstanding illness is defined as any physical or mental health conditions or illnesses
lasting or expected to last 12 months or more. A limiting longstanding illness is one that
reduces an individual’s ability to carry out day-to-day activities.

Mental health

The 12-item General Health Questionnaire (GHQ-12) is a widely used and validated
measure of mental health. It was originally intended for use in general practice settings as a
screening instrument for general, non-psychotic psychiatric morbidity. The questionnaire
uses a Likert scale, and scoring is applied to give a maximum score of 12. A score of 4 or
more is referred to as a ‘high GHQ-12 score’, indicating probable psychological disturbance
or mental ill health.33

9.3 Height and weight

Mean height was 175.6cm for men and 161.8cm for women. For both sexes, height was
lower in older age groups from around the age of 65. Mean weight was 84.0kg for men and
71.1kg for women. For both sexes there was an increase in weight up to middle age, and
then a decrease in older age. The initial increase was larger for men (13.5kg difference
between ages 16-24 and 55-64) than for women (9.5kg between the same age groups). 

Table 9.2

9.4 Prevalence of obesity, overweight and high waist
circumference

9.4.1 Mean BMI, obesity and overweight, by age and sex

Mean BMI was the same for men and women, at 27.2 kg/m2. Mean BMI was lowest among
younger adults, increasing through middle age, and reducing slightly among older adults 65
and over. Only those in the youngest age group had a mean BMI within the desirable range;
all groups aged 25 and over had a mean BMI within the overweight range. 

Similar proportions of men and women were obese (24% of men and 27% of women) but
men were more likely to be overweight than women (41% of men and 31% of women). 

Like mean BMI, the prevalence of obesity increased with age, and then decreased in the
oldest age groups, as shown in Figure 9A. The proportion who were overweight also
increased with age. Figure 9A, Table 9.2

9.4.2. Waist circumference, by age and sex

A desirable waist circumference is lower for women than for men, and accordingly, mean
waist circumference was higher among men (96.3cm) than women (87.7cm). Mean waist
circumference increased with age, with a slightly steeper increase among men. 

More women than men had a high or very high waist circumference (66% of women and
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Table 9D

Hypertension category Descriptiona

Normotensive untreated SBP below 140mmHg and DBP below 90mmHg, not currently taking 
medicines specifically prescribed to treat high blood pressure 

Hypertensive controlled SBP below 140mmHg and DBP below 90mmHg, currently taking 
medicines specifically prescribed to treat their high blood pressure

Hypertensive uncontrolled SBP at least 140mmHg and/or DBP at least 90mmHg, currently taking 
medicines specifically prescribed to treat their high blood pressure

Hypertensive untreated SBP at least 140mmHg and/or DBP at least 90mmHg, not currently taking 
medicines specifically prescribed to treat their high blood pressure

aSBP: systolic blood pressure; DBP: diastolic blood pressure



54% of men). As with other measures of obesity, the proportion with high or very high waist
circumference generally increased with age (Figure 9B). Figure 9B, Table 9.6

9.4.3 Prevalence of obesity, overweight and high waist circumference by region

Obesity prevalence as measured by BMI varied by region, with different patterns of regional
variation for men and women (Figure 9C). Central obesity (high or very high waist
circumference) did not vary significantly by region. Figure 9C, Tables 9.3, 9.7

9.4.4 Prevalence of obesity, overweight and high waist circumference by income
and deprivation

Obesity and overweight

The HSE uses the measure of equivalised household income, which takes into account the
number of adults and dependent children in the household as well as overall household
income.34 Households are divided into quintiles (fifths) based on this measure. Among
women, there were clear relationships between BMI and household income: mean BMI
increased as income decreased, obesity was associated with lower income, and the
proportion who were either overweight or obese also increased as income decreased, as
shown in Figure 9D. These relationships between income and BMI were not seen among
men. 
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Obesity and overweight, by age and sex
Base: Aged 16 and over with valid height and weight measurements
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High and very high waist circumference, by age and sex
Base: Aged 16 and over with valid waist measurement
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There were similar associations between BMI and area deprivation, as measured by the
Index of Multiple Deprivation (IMD).35 Among women, mean BMI rose in each successive
quintile of deprivation, as did levels of obesity (Figure 9E). There were no such patterns for
men. Figures 9D, 9E, Tables 9.4, 9.5

High waist circumference

The associations between waist circumference and income and area deprivation followed a
similar pattern to those for obesity. As income decreased, mean waist circumference
increased, particularly for women. The proportion with a very high waist circumference also
increased with decreasing income, again most notably among women. Both men and
women living in more deprived areas had higher mean waist circumference although the
increase was steeper for women. Similarly, as Figure 9F shows, the proportion of people
with very high waist circumference increased with deprivation, again particularly for women. 

Figure 9F, Tables 9.8, 9.9
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Prevalence of obesity (age-standardised), by region and sex
Base: Aged 16 and over with valid height and weight measurements
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9.5 Health risk category with obesity, overweight and waist
circumference

Participants with both BMI and waist measurements were assigned a health risk category,
taking these two measures into account as described in Section 9.2.2. More than half the
participants (51% of men and 56% of women) were at increased, high or very high risk of
chronic disease. Women were more likely than men to be in the high or very high risk
categories (43% and 34% respectively). This includes 9% of women and 6% of men who
were in the Obese II and Obese III categories, with BMI of 35kg/m2 or more, and were
therefore at very high risk. Figure 9G shows that the proportion of people in these risk
categories generally increased with age. 

Almost all the men who were either underweight or with a normal BMI had a desirable waist
circumference, and were therefore at no increased risk. However, among the men who were
overweight (BMI 25 to less than 30kg/m2, the most common weight category for men) a
majority had either a high or very high waist circumference, putting them into the increased
or high risk groups. 
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Obesity and overweight, by Index of Multiple Deprivation and sex
Base: Aged 16 and over with valid height and weight measurements
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High and very high waist circumference, by Index of Multiple Deprivation and sex
Base: Aged 16 and over with valid waist measurement
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2% of women were at increased risk of chronic disease due to their very high waist
circumference, despite having a BMI within the normal range. Almost all women in the
Obese I group (BMI of 30 to less than 35kg/m2) had a very high waist circumference, putting
them at very high risk of chronic disease. Overall 26% of women were in one of the Obese
categories (I to III); this included 25% of all women whose waist circumference combined
with their BMI put them at very high risk. Figure 9G, Table 9.10

9.6 BMI and diabetes risk category by ethnic group

In this section, three years of HSE data have been combined to give robust base sizes for
each group. The ‘other’ category has been omitted from the discussion due to its small size
and the fact that it is likely to include a number of diverse groups.

Mean BMI varied by ethnic group, with men and women showing different patterns of
variation. Among men, White men had the highest mean BMI (27.4 kg/m2) and Asian men
had the lowest (26.0 kg/m2). Among women, Black women had the highest mean BMI (29.5
kg/m2) and White women had the lowest (25.6 kg/m2). For each ethnic group, mean BMI
was in the overweight category. 

In this section, the risk of diabetes was derived from BMI and ethnicity, as described in
section 9.2.2. It differs from the calculation of chronic disease risk (including diabetes) in
section 9.5 which combines BMI and waist circumference to derive risk categories for
chronic disease for all ethnic groups. Results here are therefore not directly comparable
with those in section 9.5. For participants not in Black or Asian groups, those who were
overweight had increased risk of diabetes and those who were obese (any category) had a
high risk of diabetes. For those in Black or Asian groups, these risks were present at BMI
levels 2.5kg/m2 lower than in other ethnic groups. The proportions with increased and high
risk of diabetes reported here reflect ethnic-specific definitions.

The proportion of adults at increased or high risk of diabetes varied by ethnicity, as shown in
Figure 9H. Black men and women were most at risk of diabetes, followed by Asian men and
women. 83% of Black men and 77% of Asian men were at either increased or high risk of
developing diabetes, compared with 68% of all men. Similarly, 87% of Black women, and
68% of Asian women were at increased or high risk, compared with 59% of all women. In
Black, Asian and Mixed groups, women were more likely than men to be at high risk. In
each ethnic group, men were more likely than women to be at increased risk of diabetes;
41-45% of men, compared with 27-32% of women. Figure 9H, Table 9.11
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9.7 Trends in obesity and overweight

Figure 9I shows trends in obesity and in overweight including obesity from 1993 to 2014,
using three year moving averages to smooth out any unusually high or low values in
individual years. 

Rates of obesity and overweight were similar in 2014 to recent years. Obesity prevalence
increased steeply between 1993 and around 2000, and there was a slower rate of increase
after that. Prevalence of obesity has generally fluctuated between 24% and 26% from
around 2006 to 2014. 

Morbid obesity has also increased between 1993 and 2014, with almost 2% of men and
almost 4% of women morbidly obese in 2014, from fewer than 0.5% of men and just over
1% of women in 1993 (see HSE 2014 trend tables for details).36 Figure 9I, Table 9.12
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9.8 Health status by obesity, overweight and waist circumference

9.8.1 Hypertension

Hypertension prevalence increased with increasing BMI from 22% of men with normal BMI
to 42% of obese men, and from 18% of women with normal BMI to 37% of obese women.
This association with BMI was seen in all three categories of hypertension (controlled,
uncontrolled and untreated, as defined in Section 9.2.2). 

For both sexes, increasing waist circumference was also associated with increasing
likelihood of having hypertension, as shown in Figure 9J. Figure 9J, Tables 9.13, 9.14

9.8.2 Longstanding illness

Men and women who were obese were more likely than those of normal BMI to have a
limiting longstanding illness. Non-limiting longstanding illness was associated with obesity
in men and overweight and obesity in women (Figure 9K). There was a similar pattern for
men and women with a high or very high waist circumference. Figure 9K, Tables 9.15, 9.16
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9.8.3 Mental health

Figure 9L shows the proportion of those with a ‘high’ GHQ-12 score of 4 or more. This high
score, indicating probable psychological disturbance or mental ill health, was more
common among those who were obese than among those who were overweight or normal
weight. Mental ill health did not appear to show the same association with waist
circumference. Figure 9L, Tables 9.17, 9.18

9.9 Discussion

This chapter shows that, in 2014, most men and women were overweight or obese, with
little change in either measure since around 2006. Across all ages, mean BMI for men and
women was 27.2 kg/m2. This represents an excess weight of 6.9kg for a man of average
height and 5.6kg for a woman of average height.

Overweight and obesity and their associated risks of ill health are not equally distributed
across all population groups in England, making this an issue of health inequalities.
Particular groups most at risk of being overweight or obese include those on lower incomes
or living in areas with greater deprivation, particularly women. There is also regional
variation.

In addition, this chapter identifies groups at particular risk of chronic disease using BMI in
combination with either waist circumference or ethnic group. NICE recommends that health
professionals use BMI together with waist circumference to identify individuals likely to be
at greater risk of developing chronic diseases including cardiovascular disease, diabetes
and some cancers.22 Using this approach, 2% of women were at increased risk of chronic
disease due to their very high waist circumference, despite having a BMI within the normal
range. 

NICE recommends that the level of intervention to be discussed with patients should be
based on their BMI classification, waist circumference and the presence of co-morbidities,
as shown in Table 9E.

As described in section 9.2.2, WHO and NICE suggest that lower BMI thresholds should be
used to identify individuals from Asian and Black ethnic groups who may be at increased
risk of diabetes.28,29 Applying lower thresholds to these ethnic groups, Black and Asian men
and women were found to be at greatest risk of diabetes, despite Asian men having the
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lowest mean BMI. 83% of Black men and 87% of Black women were at either increased or
high risk of diabetes, compared with 68% for the whole male population and 59% for the
whole female population.

In November 2014, NICE updated its guidance on the identification, assessment and
management of overweight and obesity.21 In March 2015 they produced guidance for health
practitioners and the public on maintaining a healthy weight and preventing excess weight
gain.37 NICE recommends that health professionals should be aware of the increased risk
for people from Black and Asian ethnic groups, ensure that members of these groups are
aware of this increased risk, and use existing local information networks to disseminate this
information.29 Similar recommendations about raising awareness of risks are re-iterated in
their general obesity recommendations.21 Although many of the government policies and
initiatives currently in place, such as Change4Life, are universal rather than targeted at a
section of the population, it is important that resources and activities within these initiatives
are accessible and appropriate for use by all ethnic and cultural groups, as well as by those
on low incomes and in all areas of the country to avoid widening obesity-related health
inequalities.
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