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® Ask my permission to discuss topics around overweight and obseity

® Respect my choices, even if you do not agree with them

® Do not assume all my symptoms are caused by my weight or obesity

® Explore my decisions sensitively, or delay discussions to another time, if |
do not wish to talk about any issue you have raised

2. Support me

® Talk to me in a sensitive, person centred, developmentally appropriate,
and non-judgemental way

® |dentify and explore the terms | would prefer you to use

® Focus on improvement in my health and wellbeing rather than simply
talking about weight and obesity

® Stay positive, supportive, and solution based

® Take into account my thoughts, views and cultural, religious or spiritual
beliefs during our conversations

® Be mindful of factors that apply to me that prevent or restrict weight loss
(such as some medicines or comorbid conditions)

® Ensure my notes are up to date so other healthcare professionals know my
views, what we have covered, and agreed before, and why

3. Know about my life

® Think about family history and weight related complications

® Be aware of my weight history (and for children and young people, growth
history), and previous experiences of related problems (such as eating
disorders)

® Take into account my experiences of weight stigma, bullying, and adverse
experiences

® Think about my family and personal context: daily life, ethnicity, culture,
money worries, special needs and disabilities, mental health factors, and
stage in life

® Be aware of my current medicine use and medical history

® Find out if | am ready and able to engage with change. If not, how can you
help me?

® Talk about how my friends and family can help (this is especially important
for children and young people)

4. Help me when we talk

® Use non-stigmatising language and images

® Ensure anything you give me to read or watch is suitable and tailored to
my particular needs, such as Easy Read literature

® Ensure conversations and communications are appropriate for my age,
maturity, and level of understanding. For children and young people make
sure information is accurate for age (eg, BMI centile)

® Give me time to understand and process the information | hae been given

® Ask me if | have any questions, and make it clear you are happy for me to
ask them either now or later on

5. Understand how I feel

® Think about whether it is appropriate or important to discuss weight or
obesity, or take measurements right now

® Think about the impact on my body image or self esteem of taking
measurements or the way they are done

® Understand my weight may have been raised many times before

® Understand that | might be affected by an eating disorder at any weight,
and | might be vulnerable to disordered eating

® Be aware of your fellings, sensitivities, and bias about weight and obesity







What you need to know
· When talking to people about their weight, consider the wider determinants and the context of overweight and obesity
· Consider the differences when interpreting body mass index (BMI) for children and young people and those from Black, Asian, and minority ethnic family backgrounds
· Waist to height ratio is a useful additional measure to BMI in predicting health risk associated with central adiposity
· If a referral is declined, consider offering further opportunities for referral or re-referral in the future
In England, 1 in 4 adults,1 and almost 1 in 4 children by the time they are 11 years old,2 are living with obesity (based on body mass index (BMI) measurements and classification). Furthermore, about two thirds of adults in England are estimated to be living with obesity or overweight, with an upward trend since 2015-16. For children living in the most deprived areas, prevalence of obesity is about twice as high compared with those living in the least deprived areas.2
In January 2025, NICE published its guideline to support people living with overweight and obesity, updating its previous guideline published in 2022.3 The full guideline includes evidence based recommendations relevant for those working across primary, secondary, and tertiary care on the prevention and management of overweight, obesity, and central adiposity in children, young people, and adults. This update has not considered medicines for obesity management as this has been addressed by NICE technology appraisal guidance.
In this article, we summarise the key changes made to the guideline, and have selected recommendations with particular impact for those working in primary care. The NICE Quality Standard based on this guideline has also been updated in August 2025.4
Recommendations
NICE recommendations are based on systematic reviews of best available evidence and explicit consideration of cost effectiveness. When minimal evidence is available, recommendations are based on the guideline committee’s experience and opinion of what constitutes good practice. Evidence levels for the recommendations are given in italic in square brackets.

GRADE Working Group grades of evidence
· High certainty-We are very confident that the true effect lies close to that of the estimate of the effect
· Moderate certainty—We are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different
· Low certainty—Our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the effect
· Very low certainty—We have very little confidence in the effect estimate: the true effect is likely to be substantially different from the estimate of effect
Principles of care
Living with overweight and obesity can be complex, multifaceted, and can interact with many areas of a person's life. Based on the members’ experience, the guideline committee agreed a non-exhaustive list of factors related to the wider determinants, such as socio-economic factors, the food environment, built environment, and social and cultural influences, and the context of overweight and obesity that healthcare professionals need to take into account when offering care. Many of these factors relate to health inequalities that may limit a person's ability to address overweight or obesity and that are outside their control.
The evidence review included accounts of negative experiences from people living with overweight and obesity in which healthcare providers did not take these factors into account. It is therefore important to keep the context of the person's health, social circumstances, and their openness to engage with change at the forefront when making a professional judgment. People living with overweight and obesity described experiences in which healthcare professionals talked about their weight in an insensitive manner, making them feel wary and defensive when weight was brought up in subsequent discussions. Healthcare professionals should respect a person's choice not to discuss their weight. It can also be helpful to let the person know that if this should change in the future the offer of support remains open.
Use non-stigmatising language and images, for example those provided by The World Obesity Image Bank,5 to promote a positive discussion. Stigma associated with obesity can negatively affect people’s mental and physical health. Images used to accompany online or print materials commonly depict people living with obesity from unflattering angles,

often inactive or consuming unhealthy food, which demonstrates a lack of understanding and can appear to be shaming individuals. Figure i outlines broad principles of care that health professionals
are recommended to take into account when discussing overweight and obesity.
Fig 1 | Principles of care as recommended by people living with overweight and obesity
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· Before or during any discussions, think about the wider determinants and the context of overweight and obesity. These include:
· General health and current comorbidities
· Weight related comorbidities, including family history of weight related comorbidities
. Weight history and previous experiences of managing overweight or obesity
· Experiences of weight stigma
- Impact of bullying and adverse childhood experiences
_ Practicality of addressing weight and readiness to engage with change
. Developmental stage (for children and young people)
. Ethnicity
- Language
. Socioeconomic status and financial constraints
. Personal and family circumstances, including living arrangements and major life events
. Recent pregnancy
- How any medicines the person is taking may affect their weight or appetite
- Current or previous experiences of eating disorders or disordered eating
. Psychosocial considerations (for example, depression, anxiety, or sense of self esteem or self perception)
_ Physical disabilities
. Neurodevelopmental conditions and special educational needs and disabilities (SEND).
· Encourage families or carers to take the main responsibility for behavioural changes in children and young people, especially children under 12 years. Take into account the age and maturity of the child or young person, and their preferences and those of their families or carers.
· If there is concern that obesity or weight or weight related comorbidities pose a significant threat to the child or young person's health and wellbeing:
. Refer to emotional health and wellbeing support and services
. Refer to specialist management for any other comorbidities.
Use clinical judgment to decide when it is necessary to intervene as part of the duty of care to the child or young person.
[Based on very low to low certainty quantitative evidence and moderate to high confidence qualitative evidence in children and young people, low to moderate certainty quantitative evidence and moderate to high confidence qualitative evidence in adults, and the experience and opinion of the guideline committee (GC)]
Considerations for adults
Evidence on diagnostic overshadowing (that is, attributing symptoms to weight rather than a potential comorbid condition that could be unrelated) showed that, when people presented with a health problem such as hip pain, they often felt that the current presentation was neglected in favour of discussions about weight. Lay members on the committee confirmed that this was a common experience.
Eight qualitative studies, including four from the UK, used semi-structured interviews and focus groups in 134 health professionals and patients to address opportunistic identification of health presentations in adults living with obesity and overweight in primary care. Opportunistic identification could include registration with a general practice, consultation for related conditions (such as type 2 diabetes and cardiovascular disease), and other routine health checks. These data indicated that people living with overweight and obesity felt it was important for healthcare professionals to prioritise addressing the presenting condition before initiating discussions about weight. In response, the committee recommended that health and care professionals first focus on the condition at hand to avoid diagnostic overshadowing, and then use their professional judgement to determine whether it is appropriate to raise the topic of weight. Although the review did not include direct evidence relating to children and young people, the committee expressed concern that similar issues could arise in these groups. As a result, they agreed that the recommendation should apply across all age groups.
For patients with a BMI <35 (weight (kg)/(height (m)2), an updated recommendation is to measure central adiposity using waist-to-height ratio, alongside BMI, to assess for health risks, including type 2 diabetes and cardiovascular disease. In a previous update of the guideline, the committee recommended measuring BMI, in part because it is a useful and practical means of defining overweight and obesity, but it is not a direct measure of central adiposity and therefore needs to be interpreted with caution.
Waist-to-height ratio provides a more accurate assessment of central adiposity by comparing waist circumference to height, rather than relying on overall body weight. A review of evidence from 30 studies of prognostic accuracy and 21 studies of diagnostic accuracy studies, and the guideline committee’s experience, concluded that using waist-to-height ratio was a valuable addition to BMI to give a practical and accurate estimate of central adiposity in adults with a BMI <35.
· Avoid attributing all symptoms to overweight or obesity (diagnostic overshadowing). If the person is presenting with another health problem or condition (such as hip pain), address this problem or condition first before deciding whether it is appropriate to ask permission to discuss weight.
· Use BMI as a practical measure of overweight and obesity (see the NHS BMI calculator for adults6). Interpret it with caution because it is not a direct measure of central adiposity.
· In adults with BMI <35, measure and use their waist-to-height ratio as well as their BMI as a practical estimate of central adiposity and use these measurements to help to assess and predict health risks (for example, type 2 diabetes, hypertension, or cardiovascular disease).
· Direct people to resources that give advice on how to measure waist circumference and waist-to-height ratio, such as the video guide on the NHS obesity page.7
· Classify the degree of central adiposity based on waist-to-height ratio as follows:
- Healthy central adiposity: waist-to-height ratio 0.4 to 0.49, indicating no increased health risk

_ Increased central adiposity: waist-to-height ratio 0.5 to 0.59, indicating increased health risk
. High central adiposity: waist-to-height ratio 0.6 or more, indicating further increased health risk.
· When talking to a person about their waist-to-height ratio, explain that they should try and keep their waist to less than half their height (so a waist-to-height ratio of under 0.5).
[Based on very low to high certainty prognostic and diagnostic evidence, moderate to high confidence qualitative evidence, and the experience and opinion of the GC]
People from Black, Asian, and minority ethnic family backgrounds are prone to central adiposity and have an increased cardiometabolic health risk at lower BMI thresholds, as supported by an evidence review from 14 prognostic accuracy studies and 11 diagnostic accuracy studies demonstrating increased risk at a BMI of 25-29. Although NICE found no evidence on the thresholds for obesity classes 2 and 3 in people of these family backgrounds, the committee consensus was that it is generally good practice to reduce the BMI thresholds by about 2.5. This would mean that the threshold for obesity class 2 would be lowered to roughly BMI 32.5 and for class 3 to 37.5 in these populations.
· People with a South Asian, Chinese, other Asian, Middle Eastern, Black African, or African-Caribbean background are prone to central adiposity and their cardiometabolic risk occurs at lower BMI, so use lower BMI thresholds as a practical measure of overweight and obesity:
_ Overweight: BMI 23 to 27.4
. Obesity: BMI 27.5 or above.
· For people in these groups, obesity classes 2 and 3 are usually identified by reducing the thresholds by 2.5.
[Based on very low to high certainty prognostic and diagnostic evidence and experience and opinion of the GC]
Considerations for children and young people
The evidence review found that BMI z-score—also known as BMI standard deviation score, which reflects the extent to which a child’s BMI deviates from the average for their age and sex—was generally the most accurate measure for identifying health risks in children and young people, such as hypertension and type 2 diabetes. However, waist-to-height ratio was often equally accurate, and in some studies, proved to be more effective.
The evidence supporting the use of waist-to-height ratio as a practical measure of central adiposity to assess and predict health risks in children and young people is currently weaker than the evidence available for adults. However, drawing on their collective experience, the committee considered it a potentially useful indicator of future health risks in this population. As such, they recommended that waist-to-height ratio be used only as a supplementary measure alongside standard height and weight assessments. Its simplicity also makes it a practical option for families.
· Avoid attributing all symptoms to overweight or obesity (diagnostic overshadowing). If the child or young person is presenting with another health problem or condition (such as asthma) address this problem or condition first before deciding whether it is appropriate to ask permission to discuss weight.
· Use BMI as a practical estimate of overweight and obesity in children and young people, and ensure that charts used are:
. Appropriate for children and young people and
- Adjusted for age and sex.
• Classify the degree of overweight or obesity in children and young people using the following classifications:
. Overweight: BMI 91st centile+1.34 standard deviations (SDs)
- Clinical obesity: BMI 98th centile+2.05 SDs
. Severe obesity: BMI 99.6th centile+2.68 SDs.
Use clinical judgement when interpreting BMI below the 91st centile, especially the healthy weight category in BMI charts, because a child or young person in this category may nevertheless have central adiposity.
· Interpret BMI with caution because it is not a direct measure of central adiposity. Use the NHS BMI healthy weight calculator,8 Royal College of Paediatrics and Child Health UK-World Health Organisation (WHO) growth charts,9 and BMI charts10 to plot and classify BMI centile. The childhood and puberty close monitoring (CPCM) form11 can also be used for continued BMI monitoring in children aged 2 years and over, especially if puberty is either premature or delayed. Refer to special BMI growth charts for children and young people with Down’s syndrome12 if needed.
· Consider measuring a child or young person’s waist circumference and calculating waist-to-height ratio to predict health risks associated with central adiposity.
· Classify the degree of central adiposity based on waist-to-height ratio in children and young people as follows:
. Healthy central adiposity: waist-to-height ratio 0.4 to 0.49, indicating no increased health risk
_ Increased central adiposity: waist-to-height ratio 0.5 to 0.59, indicating increased health risk
. High central adiposity: waist-to-height ratio 0.6 or more, indicating further increased health risk.
· These classifications can be used for children and young people of both sexes and all ethnicities. The health risks associated with higher central adiposity levels include type 2 diabetes, hypertension, and cardiovascular disease.
· When talking to a child or young person, and their families and carers, explain that they should try and keep their waist to less than half their height (so a waist-to-height-ratio of under 0.5).
[Based on very low to high certainty prognostic and diagnostic evidence and experience and opinion of the GC]
Referral
In this update, there were no substantial changes in the referral recommendations which remain aligned with local pathways. It should be noted that, since the guideline publication, obesity pathways have started to be reconfigured, partly in response to the national rollout of tirzepatide.13
A range of evidence—including eight UK based randomised controlled trials and eight qualitative studies—explored the types of interventions adults prefer and how these can be tailored to meet individual needs. The findings suggest that the most effective

approaches are those that are culturally appropriate, responsive to specific demographic groups, and informed by individuals’ previous experiences with weight management interventions. The committee highlighted the importance of engaging people in discussions about realistic, personalised goals and emphasised the broader benefits of supporting sustainable, long term behaviour changes.
The evidence showed that children and young people—and their families or carers—were not always willing to accept referrals to overweight and obesity management interventions. The committee therefore emphasised the importance of explaining the health risks associated with a higher BMI using non-judgmental, sensitive language. The committee also stressed the need to consider the underlying drivers of overweight and obesity and to advocate for the child’s health in a way that is proportionate to the potential impact of their BMI. In the committee’s view, the greater the child’s BMI, the higher the associated health risks. It was therefore considered essential to communicate this clearly to families and carers to encourage engagement. Importantly, the committee highlighted that safeguarding a child’s health includes taking appropriate action to prevent avoidable harm—such as preventing and treating weight related conditions.
· Offer advice and discuss the possibility of referral to an overweight and obesity management service with the person, taking into account their individual needs and preferences.
· Address the drivers of overweight and obesity (for example, social context, mental health and wellbeing, and stigma) if possible. Refer as needed for assessment for any comorbidities, or to other services such as social care, physiotherapy, eating disorder services, or the NHS diabetes prevention programme.14
· Discuss and agree realistic, personalised health goals (and any other related goals such as clothes fitting better, taking part in active play with children or grandchildren, finding it easier to breathe when walking or climbing stairs, being able to tie shoelaces or fasten a standard length seatbelt). Include the importance and wider benefits of making sustainable, long term changes to dietary behaviours and increasing physical activity levels.
· During discussions with a child or young person living with overweight or obesity, and their family or carers:
· Explain the degree of overweight or obesity, and the health risks associated with a higher BMI
· Encourage them to engage with overweight and obesity management
· Advocate for the child's health proportionately to the degree of health risk.
[Based on moderate to low quality certainty quantitative evidence, moderate and high confidence qualitative evidence, and the experience and opinion of the GC]
Follow-up and long term support
A holistic approach is key to making sustainable changes, and people need information about extra sources of long term community or healthcare support.
The evidence—from six qualitative studies—showed that adults often find it stigmatising when they feel pressured to engage with overweight and obesity management, which can create barriers to participation. Therefore, healthcare professionals should acknowledge and respect an individual’s decision to decline a referral. To support informed choice, professionals should ensure that people are given clear, comprehensive information about the intervention being offered—including its aims, format, duration, and potential benefits—so they can make a decision that aligns with their needs and preferences. In follow-up appointments, further opportunities for referral or re-referral should be offered, recognising that overweight and obesity management is often a long term process.
· Give people information about more sources of long term community or healthcare support (for example, provided by social prescribers, health coaches, pharmacists, local support groups, online groups or networks, friends and family, Talking Therapies, free healthcare-endorsed apps, national campaigns, and local community groups such as walking or gardening groups). These can be used while waiting for and alongside an overweight and obesity management intervention. See NICE’s guideline on behaviour change: digital and mobile health interventions.15
· Give people the opportunity for a re-referral as needed, taking into account that overweight and obesity management is a long term process.
[Based on moderate to low quality certainty quantitative evidence, moderate and high confidence qualitative evidence, and the experience and opinion of the GC]
Implementation
Most of these recommendations regarding the general principles of care reflect current good practice. In some areas, particularly where services are underprovided, additional resources, such as staffing and funding, may be needed to bring services in line. For example, clinician assessment and administration time may be needed to accommodate increased assessments for any comorbidities, or referral to services such as social care, physiotherapy, eating disorder services, or other physical or mental health and wellbeing support.
While training is outside the remit of this update, there are various resources available that provide guidance on the steps healthcare professionals can take to discuss weight in a sensitive manner. This includes guidance produced by Obesity UK on language matters.16 There are also training courses produced by the Royal College of General Practitioners,17 which explore the effect of weight stigma in children and guidance from the European Association for the Study of Obesity on how to approach conversations about weight.18 Although some of these resources focus on adult population, they remain valuable tools for health and care professionals working in paediatric weight management.
The committee acknowledged that healthcare professionals may vary in their confidence when discussing weight and central adiposity, and that time constraints in clinical settings can limit opportunities for in-depth conversations. Therefore, extra training programmes may need to be developed to support professionals in understanding central adiposity and conducting waist measurements sensitively—particularly for individuals with specific conditions such as eating disorders. There may also be a modest cost increase associated with the additional staff time needed to teach people how to measure themselves and calculate waist-to-height ratio. However, these costs are unlikely to result in a significant resource impact and are expected to be offset by long-term health improvements, such as reduced risk of developing diabetes or cardiovascular disease.

Applying lower BMI thresholds for people from Black, Asian, and minority ethnic family backgrounds will expand eligibility for overweight and obesity services. This proactive approach aims to identify and support individuals at risk: earlier, which could help reduce overall levels of overweight and obesity. In turn, this may lower the long term costs of managing obesity related conditions across the NHS and wider systems, including social care.
Future research
The guideline committee made the following recommendations for future research based on gaps in the evidence they assessed:
· What approaches are effective and acceptable in identifying overweight, obesity, and central adiposity in children, young people, and adults from ethnic minority backgrounds?
· What are the most accurate and suitable measurements and boundary values to assess the health risk associated with overweight, obesity, and central adiposity in adults, children, and young people of different ethnicities, particularly those from ethnic minority backgrounds?
· What are the adverse effects of identifying children and young people as living with overweight or obesity, particularly the risk of disordered eating and eating disorders?
· What is the effectiveness of children and young people using waist-to-height ratio to measure their own central adiposity and what is the acceptability and what are the risks of this approach among this population?
Guidelines into practice
* How does your organisation integrate assessment and recommended measures of overweight, obesity, and central adiposity into clinical practice?
· What actions can your organisation take to reduce weight stigma and ensure that individuals living with overweight or obesity receive a holistic, person-centred assessment and care experience?
Further information on the guidance
This guidance was developed by the Guideline Development Team in accordance with NICE guideline methodology (www.nice.org.uk/media/de- fault/about/what-we-do/our-programmes/developing-nice-guidelines- the-manual.pdf). A guideline committee was established by the Guideline Development Team, which incorporated the following expertise: academics with an interest in weight management, diabetes consultant, surgeon, GP, paediatricians, consultant psychiatrist, psychologist, dietitian, health visitor, exercise therapist, public health practitioner, commissioner, service provider, and three lay members. The guideline is available at https://www.nice.org.uk/guidance/ng246.
The guideline committee identified relevant review questions and collected and appraised clinical and cost effectiveness evidence. Quality ratings of the evidence were based on GRADE methodology (www.gradeworkinggroup.org). These relate to the quality of the available evidence for assessed outcomes or themes rather than the quality of the study. The guideline committee agreed recommendations for clinical practice based on the available evidence or, when evidence was not found, based on their experience and opinion using informal consensus methods.
The draft of the guideline went through a rigorous reviewing process, in which stakeholder organisations were invited to comment; the guideline committee took all comments into consideration when producing the final version of the guideline. NICE will conduct regular reviews after publication of the guidance, to determine whether the evidence base has progressed sufficiently to alter the current guideline recommendations and require an update.
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