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Should obesity be recognised as a disease
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Yes—John P H Wilding and Vicki Mooney
Excess accumulation of body fat (obesity) develops because of abnormal biological regulation of energy balance, has multiple complications, and should be considered a disease. The Oxford Dictionary defines disease as “a disorder of structure or function . . . especially one that produces specific symptoms . . . and is not simply a direct result of physical injury.”1 Obesity, in which excess body fat has accumulated to such an extent that health may be adversely affected, meets that definition, and the World Health Organization has considered it a disease since 1936.2
Obesity has rapidly increased in prevalence and now affects 29% of the population in England.3 Metabolic complications include type 2 diabetes, fatty liver disease, and hormone dependent cancers; mechanical complications of joint pain, arthritis, increased obstetric risk, and sleep apnoea are common, and obesity may adversely affect mental health, partly because of stigmatisation.3 Genetic and environmental factors contribute to its aetiology and influence the underlying biology of weight regulation, the sites of fat storage, and the risk of complications.4
Genetics
Studies in twins show that 40-70% of the variability in weight is inherited. More than 200 gene variations influence weight, and those that increase weight are more common in people with severe obesity5 and less likely to be found in people who are thin.6 Most of these genes, including those with variants that cause early onset obesity, are expressed in the brain and involved in appetite regulation.7 Fat distribution, which contributes to risk of metabolic complications, is influenced by genes mostly expressed in adipose tissue.8 Thus body weight, fat distribution, and risk of complications are strongly influenced by biology—it is not an individual’s fault if they develop obesity.
Environment
The recent rapid increase in obesity is not due to genetics but to an altered environment (food availability and cost, physical environment, and social factors). Strong links exist with social deprivation; some environments are more obesogenic than others, but again we should not blame individuals.9
Despite these facts, the prevalent view is that obesity is self inflicted and that it is entirely the individual’s responsibility to do something about it. Healthcare professionals seem ill informed on the complexity of obesity and what patients with obesity want. In a study of attitudes to obesity in 11 countries 71% of 2800 healthcare professionals thought that patients did not want to discuss their obesity, whereas only 7% of 14 500 people with obesity agreed.10
Recognising obesity as a chronic disease with severe complications rather than a lifestyle choice should help reduce the stigma and discrimination experienced by many people with obesity. Instead of discouraging them from seeking treatment it should give them permission to do so.
Does considering obesity a disease remove personal responsibility? Many other chronic diseases (for example, type 1 diabetes) require people to take personal action to manage their condition, and people who do so have better outcomes. The same should be considered for obesity. The stigmatisation of obesity leaves patients fearful of discussing their weight, and they turn to fad diets or non-prescription medication because they assume that their obesity is solely their responsibility. Unfortunately, patients delay discussing their obesity with their general practitioner by an average of six years10; this is perhaps because of the common misconception that “eat less and move more” will cure obesity and that this will be their prescription.
Some argue that obesity is a risk factor rather than a disease and that labelling a high proportion of the population as having a disease may overwhelm health services with demands for treatment. However, many other diseases (such as hypertension and type 2 diabetes) are also very common, and infectious diseases may affect high proportions of the population during epidemics, but this does not mean they are not diseases and do not require intervention.
Another problem is that a definition of obesity based on body mass index may lead to some apparently healthy people being considered to have the disease. However, most people with obesity will eventually develop complications.11 People with obesity but without complications (stage 0 obesity12) could be considered as not having disease. This more nuanced approach is already acknowledged in WHO’s definition. But unless we accept that obesity is a disease, ineffective approaches based on the fallacy that people with obesity just have to try harder will persist. 
No—Richard Pile
I once met a patient whose body mass index had clearly been above 30 for some time. He bounded into my room, opening with: “Good morning, doc. As you can see, I have been entirely successful in my pre-emptive strike against anorexia!” He did not consider himself to have a disease. However, the Royal College of Physicians (RCP) believes that obesity must be recognised as a chronic disease for the problem to be tackled successfully.13 In fact, adopting this approach could actually result in worse outcomes for individuals and society.
We can all agree that obesity is the endpoint of a multifactorial process, has an associated stigma, and is potentially catastrophic for individuals and society. The prevalence of obesity in the UK is expected to rise to 35% in England by 2030.14
The Oxford dictionary definition of disease1 as a disorder of structure or function is so vague that we can classify almost anything as a disease. The question is not whether we can, but whether we should, and to what end.
The medical tradition is to diagnose, legitimise, and write a guideline. The RCP believes that this is the missing piece in the jigsaw puzzle of tackling obesity effectively, recommending this approach without any supporting evidence. The recommendations imply that current NHS and public health strategies are doomed to failure without classifying obesity as a disease and present a vision of obese people hearing the announcement that obesity is a disease on the radio, getting up off the couch, and heading out of the door for a brisk walk. It suggests health professionals will slap themselves on the forehead in a eureka moment, shouting: “This changes everything.”
Not harmless
If labelling obesity as a disease was harmless then it wouldn’t really matter. But self determination is vital when it comes to individuals taking control of their lives and making the best decisions for themselves. Labelling obesity as a disease risks reducing autonomy, disempowering and robbing people of the intrinsic motivation that is such an important enabler of change. It encourages fatalism, promoting the fallacy that genetics are destiny. I don’t need to quote randomised controlled trials and systematic reviews here because I have seen it the mindset of patients every day for almost two decades in general practice. There is an important difference psychologically between having a risk factor that you have some responsibility for and control over and having a disease that someone else is responsible for treating.
Speaking of treatment, consider the motivation behind this campaigning. Making obesity a disease may not benefit patients, but it will benefit healthcare providers and the pharmaceutical industry when health insurance and clinical guidelines promote treatment with drugs and surgery. Is it really right to label over one quarter of our adult population as having a disease, in the same way that everyone older than 70 is now considered to have hypercholesterolaemia 
Social origins
While self determination is key in enabling change, we should acknowledge that the origins of obesity for most people are social, and so too is the solution. Education, support, and action should be provided through community champions in places offering healthcare, education, work, and others. If people meet, shop, cook, eat, and engage in activities together the end result will be improved wellbeing. Reducing obesity will be a consequential beneficial side effect.
Classifying obesity as a disease is neither essential nor beneficial. It’s much more complicated than that.
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