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The World Obesity Federation defines obesity as a “chronic relapsing disease process.”1 As public
health scholars with expertise in political science and policy framing, we abstain from evaluating the
biomedical logic underpinning this current definition. We can comment, however, on the way this
framing impacts political will for meaningful collective action. We argue that the currently dominant
obesity is a disease requiring individual treatment framing undermines public and political support
for tackling the epidemic’s root causes. First, we contend that the media-saturated debate centering
medical treatments such as expensive glucagon-like peptide-1 (GLP-1) receptor agonists reinforces
food, pharmaceutical, and wellness industry communication strategies emphasizing obesity as a
problem requiring medical treatment, rather than prevention. Second, this framing focuses on
individuals rather than the food environments individuals find themselves in, which are shaped by
government-set laws and financial incentives for the food industry. These 2 framings undermine
public and political support for addressing the upstream drivers of the obesity epidemic—sugar and
cheap commodity subsidies (asymmetrical pricing mechanisms favoring unhealthy food), food
swamps (access), and palatability arms races (the ratcheting effect of ultraprocessed foods).2 Just as
the medical and public health communities were successful in turning back the tobacco epidemic
not by focusing on smoking cessation efforts but through taxation, reducing access, and other
smoke-free policies, we argue that to achieve equitable and long-lasting health gains vs the obesity
epidemic, we must follow suit.

Focusing on downstream health care treatment over prevention in policy discussions creates a
crowd-out effect sidelining prevention, which is well-documented in policy discourse studies,3-6

with 1 study concluding that promoting treatment sucks the oxygen out of the “fiscal and policy
space for the practice of population level prevention work.”5 Attending to individuals rather than
government policies is documented to undermine support for important government policies such
as unhealthy food and beverage taxes promoted by the World Health Organization’s recent launch of
the evidence-based 3 by 35 Initiative. Zhou and Niederdeppe7 found that “Narratives describing an
identified individual’s struggle with obesity…generate less support for obesity prevention policies
than depersonalized narratives” and “personalized stories make people less likely to…support
governmental actions.”7 Yale researchers report results from 2 experiments consistently
demonstrating that “regardless of how the cause of childhood obesity was framed, when a news
report identified an individual obese child, participants were less likely to support prevention policies
than when the report described the problem in more general terms.”8 Hence, although it is often
argued that combining the individual and government frames may be effective, studies have found
otherwise—that we cannot do both.9

The Obesity Society, the European Association for the Study of Obesity, the American Medical
Association, as well as other medical societies have issued position statements declaring it unjust to
link obesity to willpower because obesity should be seen as a chronic disease. In these statements,
medical societies consistently argue that we do need to both prevent and treat obesity. From a
treatment point of view, this is understandable. But while the medical community has the power to
improve treatment, prevention requires concentrated political will to change our food environment.
Broadcasting a “we need to do both” message, it turns out, is a counterproductive communications
strategy for addressing the obesity epidemic. Studies message-testing obesity narratives find that
public support for government action is highest when obesity is framed as the result of food industry
manipulation and addresses toxic food environments.4,8 This trend of eroded public support for
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political action has been reported with people exposed to individualized framing around a wide range
of issues including diabetes, road injuries, and global warming.4

Consider a parallel with tobacco. The debate about tobacco-related harms in most countries
focuses squarely on root causes: the misconduct of the tobacco industry and their influence on
government policy. Meanwhile, the medical community quietly works to improve tobacco cessation.
When pulmonologists are asked by media or policy entities to comment about tobacco-related
harms, they tend to stress causes of the epidemic and public health policies, before returning to their
medical practice to treat individuals harmed by the tobacco industry with dignity and without
fanfare. We think the field of obesity medicine would better serve their patients by adopting a similar
communication strategy.

For communication strategies to effectively build support for addressing upstream drivers of
the obesity epidemic, the actionable common denominator consists of highlighting increasing
obesity incidence rates, rather than reducing obesity to a personal medical problem. While we
acknowledge that public and media discourse often expect clinicians to comment on treatment
efficacy and emergent therapies, in an ideal world, the medical community would move discussions
about GLP-1 drugs targeting causes of individual cases in-house, while using its credibility and
authority publicly to amplify much needed political discussions about the root causes of increasing
obesity incidence.2,3 This messaging should include concrete policy proposals targeting unhealthy
food environments shifting the debate toward the structural causes of the obesity epidemic, such as
World Health Organization–recommended sugar taxes and other policies that would effectively
reverse the rise in ultraprocessed food production, marketing, and consumption10 and, importantly,
the corporate power that has so far prevented governments from enacting these policies.2

Reframing obesity as the result of government policy (and lack thereof) shaped by industry
influence will logically meet great resistance because it reorients policymakers to address unhealthy
food environments lobbied for by multinational food companies,2 while undermining the business
model of the food, pharmaceutical, and wellness industries financially benefitting from the obesity
epidemic. The good news is that policy issues can be reframed, even when beliefs and interests are
entrenched.3 And there is no better window of opportunity to reframe obesity as the political
problem that it is than now.
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