
2012 vol. 36 no. 6 AUSTRALIAN AND NEW ZEALAND JOURNAL OF PUBLIC HEALTH 557
© 2012 The Authors. ANZJPH © 2012 Public Health Association of Australia

A socioeconomic patterning in the 

prevalence of obesity is observed 

in many developed nations. In 

general, when using education as an indicator 

of socioeconomic status (SES) an inverse 

relationship exists: higher educational 

attainment is associated with a lower 

prevalence of overweight and obesity.1,2 

Furthermore, weight gain over time is 

inversely associated with educational 

attainment.3 In Australia, it is estimated 

that the prevalence of obesity in adults will 

increase from 20% in 2005 to 34% in 2025.4 

Similar projections have been estimated in 

other countries including the US5 and UK.6 

Only two studies have attempted to predict 

the future prevalence of adult obesity by 

SES.6,7 Forecasts of obesity prevalence in 

both these UK-based studies were derived 

using point prevalence estimates from 

multiple cross-sectional surveys. However, 

future inequalities in obesity prevalence are 

determined by both inequalities in obesity 

prevalence and inequalities in future weight 

gain. Although these studies address the 

former, they do not account for the latter.

Cur rent  obesity trends and their 

management have the potential to drive 

increased social inequalities in health; 

however, the implications of this have been 

largely neglected. We have little understanding 

of the likely magnitude of future social 

inequalities in obesity, or of what will be 

required to reduce the disparities in obesity 

prevalence. Without this information, policy 

aimed at decreasing social inequalities in 

obesity and its sequelae will continue to be 

neglected. 

In these analyses, we estimate, for the first 

time, future inequalities in the prevalence 

of obesity in Australian adults according 

to educational attainment. We additionally 
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inequalities in weight change could be 
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trends in obesity have the potential to drive 
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Implications: Unless obesity prevention 

and management strategies focus 

specifically on narrowing social inequalities 

in obesity, inequalities in health are likely 

to widen. 
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estimate the effect of eliminating educational inequalities in weight 

change on the future inequalities of obesity prevalence. We do this 

using an incidence-based model, capturing transitions between 

BMI categories in a five-year follow-up of the Australian Diabetes, 

Obesity and Lifestyle (AusDiab) study between 2000 and 2005. 

Methods
AusDiab data set

AusDiab is a national, population-based survey of 11,247 

Australian adults aged ≥25 years at baseline (1999-2000) and has 

been described in detail previously.8 Briefly, the response rate to 

the baseline biomedical testing among those who completed a 

household survey was 55%.8 In 2004-05, all participants (n=11,247) 

were invited to a follow-up examination.9 

For these analyses, participants who did not return to follow-up 

(n=4,847) or who were missing values for height or weight in 2000 

or 2005, or missing data on educational attainment, were excluded 

(n=150). Due to small numbers of underweight participants (n=41), 

they were also excluded from the current analysis, leaving 10,994 

participants at baseline and 6,250 at follow-up. 

Mortality was determined by linkage to the National Death Index 

through to 1-6-2005. At both exams, measured height and weight 

were collected. BMI was categorised as normal weight (<24.9 kg/

m2), overweight (25.0-<30.0 kg/m2) and obese (≥30.0 kg/m2).10,11 

Educational attainment was ascertained by asking “Which of 

these describes the highest qualification you have received?” and 

categorised in the current study as secondary only (comprising 

those with a secondary school qualification), diploma (comprising 

nursing or teaching qualification, trade or other certificate, associate 

or undergraduate diploma), and degree (comprising bachelor degree, 

post-graduate diploma or masters degree/doctorate). The study was 

approved by ethics committees of the International Diabetes Institute 

and Monash University. All participants provided informed consent.

Overview of the projection model
The overall approach to modelling the projected prevalence of 

obesity by SES is an extension of a previously published obesity 

projection model developed for the Australian adult population.4 

In brief, an abridged life table model was constructed between 

ages 25 and 85+ years, with the modelled states of normal weight, 

overweight, obesity, and dead. For participants in the AusDiab study, 

the age-specific odds of transitioning between each of the modelled 

states between 2000 and 2005 were estimated for each education 

category using logistic regression. The coefficients from this analysis 

were used to calculate transition probabilities, which were entered 

into education-specific multi-state life tables developed to project the 

future prevalence of normal weight, overweight and obesity to 2025. 

Regression analyses 
Transitions between BMI categories between the years 2000-

2005 were modelled as binary variables. Logistic regression was 

used to estimate the odds of transitioning between BMI categories 

from baseline to follow-up according to educational attainment 

and five-year age category (or continuous age and age squared 

for mortality transitions). Pairwise interactions between education 

category and sex and age were tested for each transition, with no 

significant (p<0.05) interactions observed.

BMI transition probabilities
The future prevalence of normal weight, overweight and obesity 

was dependent on the age-specific probabilities of moving from one 

BMI category to another as observed in the AusDiab study between 

2000 and 2005.12 Five-year transition probabilities between adjacent 

BMI groups and mortality were estimated for each five-year age 

group and educational category using transition specific logistic 

regression (see below). A separate logistic regression analysis 

was used for each of the 10 transitions, each time comparing 

those making the transition of interest to all those not making the 

transition of interest from the starting category. In other words, all 

transitions probabilities from each baseline BMI category were 

estimated using the same group of participants. For example, all 

transition probabilities from overweight were estimated using all 

participants who were overweight at baseline. Separate logistic 

regression models were used to estimate each transition to normal 

weight, overweight, obese or dead at follow up with the remaining 

baseline overweight participants used as the comparator group each 

time. All transitions from each baseline BMI category summed to 

one. Very few people moved from normal weight to obese (one male, 

seven females) and obese to normal weight (one male, five females) 

over the five-year period, therefore only transitions to adjacent 

states were modelled. Age-specific probabilities for mortality 

were re-calibrated to reflect the mortality probabilities observed 

in the Australian population. This was done by apportioning the 

age-specific mortality probabilities from the Australian Bureau of 

Statistics13 across the three BMI categories to reflect the distribution 

of mortality by BMI category in AusDiab. A Lowess smoother was 

applied to all transition probabilities between ages 25 and 85 years.14 

Age and education specific BMI transition probabilities that were 

used for the life table projections are available on request. 

Life tables 
The transition-based multi-state life table model used in this study 

has been described previously.4 Briefly, abridged five-year period 

multi-state life-tables were constructed with four states (normal 

weight, overweight, obese and dead). The life table simulates the 

five-year progression of a cohort of 25-29-year-olds in 2000, exposed 

to the transition and mortality probabilities observed between 2000 

and 2005, throughout their future lifetime, until death. A series of 

linked life tables were used to simulate the progress of the entire 

adult population each five years between the 2000 and 2025. Separate 

life tables were created to represent each of the three educational 

categories. For each education category, the baseline multi-state 

life-table population, representing the age structure in Australia in 

2000 (according to the Australian Bureau of Statistics from national 

census data),15 was created by first apportioning the age-specific total 

population numbers for 2000 into the three educational categories 

using the proportion of individuals in each category in the AusDiab 
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Table 1: Study population characteristics at baseline (1999/2000) and 5-year follow-up (2005)a from the Australian 
Diabetes, Obesity and Lifestyle Study.

Secondary Diploma Degree Total
Baseline

n (%) 4 500 (41%) 4 642 (42%) 1 852 (17%) 10 994

Mean age at baseline, years (SD)b 54.7 (15.0) 50.8 (13.9) 46.1 (11.9) 51.6 (14.4)

Sex (% males)b 34% 53% 52% 45%

Ethnicity (%)b

 Australia

 UK/Northern Ireland

 Rest of world

78%

11%

11%

76%

11%

18%

71%

11%

18%

76%

11%

13%

Smokers (%)b 18% 16% 9% 16%

Diabetes status (% with diabetes)b 11% 8% 5% 8%

BMI categoryc

Normal weight (%)

Overweight (%)

Obese (%)

1 568 (35.8%)

1 763 (39.2%)

1 169 (25.98%)

1 734 (37.6%)

1 906 (41.1%)

1 002 (21.6%)

831 (44.9%)

739 (39.9%)

282 (15.23%)

4 133 (37.59%)

4 408 (40.1%)

2 453 (22.3%)

Follow-up
n (%) 2 327 (37%) 2 711 (43%) 1 212 (19%) 6 250

Mean age at baseline, years (SD) 55.4 (13.8) 52.2 (13.0) 47.5 (11.6) 52.6 (13.3)

Sex (% males) 34% 52% 53% 46%

Ethnicity (%) 

 Australia 

 UK/Northern Ireland

 Rest of world

79%

11%

10%

76%

13%

11%

72%

11%

17%

76%

12%

12%

Baseline number normal weight (%) 881 (35.0%) 1,067 (37.6%) 543 (43.9%) 2 491 (38.0%)

Baseline number overweight (%) 1 013 (40.3%) 1 166 (41.0%) 503 (40.7%) 2 682 (40.7%)

Baseline number obese (%) 618 (25.0%) 605 (21.3%) 190 (15.0%) 1 413 (21.4%)

Number of transitions of:

Normal weight to normal weight (%)

Normal weight to overweight (%)

Overweight to normal weight (%)

Overweight to overweight (%)

Overweight to obese (%)

Obese to overweight (%)

Obese to obese (%)

629 (71.4%)

184 (20.9%)

86 (7.8%)

657 (59.6%)

193 (17.5%)

59 (9.5%)

519 (84.0%)

764 (71.6)

249 (23.3%) 

65 (5.6%)

864 (74.1%)

186 (16.0%)

52 (8.6%)

531 (87.8%)

433 (79.7%)

98 (18.0%)

43 (8.6%)

384 (76.3%)

68 (13.5%)

14 (7.4%)

172 (90.5%)

1 826 (73.3%)

531 (21.3%)

194 (7.2%)

1905 (71.0%)

447 (16.7%)

125 (8.8%)

1222 (86.5%)

Mortality
Number of deaths in those:

Normal weight at baseline (%)

Overweight at baseline(%)

Obese at baseline (%)

68 (7.7%)

77 (7.0%)

40 (6.5%)

54 (5.1%)

51 (4.4%)

22 (3.6%)

12 (2.2%)

8 (1.6%)

4 (2.1%)

134 (5.4%)

136 (5.5%)

66 (4.7%)
a The figures presented are crude numbers, unweighted for the sampling strategy of AusDiab
b Refers to a significant difference across education groups, p<0.05
c Defined according to BMI (kg/m2) cut offs: <25 (normal weight), 25-<30 (overweight), ≥30 (obese) 

study at baseline. This was then combined with the survey-weighted 

age-specific and education-specific prevalence of normal weight, 

overweight and obesity observed in the relevant education category 

in the AusDiab cohort for each five-year age group. 

A new cohort of 25-29-year-olds entered the model every five 

years based on population projections between 2000 and 2025 

from the Australian Bureau of Statistics.15 It was assumed that the 

prevalence of normal weight, overweight and obesity at age 25-29 

years changed to the same extent as that of those aged 30-34 years. 

From these projection models, age-specific and total prevalence 

of normal weight, overweight and obesity were derived for each 

education category, for each five-year period between 2000 and 2025. 

Hypothetical scenario eliminating educational 
inequalities in transition probabilities 

To explore the potential for eliminating future socioeconomic 

inequalities in the prevalence of obesity, we analysed whether 

assigning the lowest educational category the transition probabilities 

of those with the highest level of education would enable them to 

reach the same prevalence of normal weight as the highest education 

level group. Change was initiated from 2005 and flow-on effects on 

future prevalence of normal weight, overweight and obesity were 

estimated to 2025.

Food and Nutrition Projected socioeconomic disparities of obesity
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Sensitivity analyses
The projections in this paper are based on several assumptions 

which were tested in a number of sensitivity analyses. We tested 
the effect of 1) assigning nurses and teachers into the degree 
education category; 2) not using Lowess smoothing; 3) using only 
the significant BMI transition coefficients in combination with total 
population, non-education specific transition probabilities for non-
significant transitions; and 4) adjusting for the potential confounders 
of smoking and alcohol.

We also tested the effect of the potential selection bias of the 
AusDiab cohort by imputing missing follow-up BMI data using 
multiple imputation. This process involved three distinct phases: 1) 
missing data were imputed 25 times; 2) multiple complete data sets 
were analysed using logistic regression in the same manner used 
for the complete case analysis; and 3) results from the imputed data 
sets were pooled according to Rubin’s rules.16,17 Covariates included 
in our imputation model included baseline BMI, age, education, 
systolic blood pressure, diastolic blood pressure, fasting plasma 
glucose, two-hour plasma glucose, triglycerides, language spoken 

at home, marital status, smoking status and vegetable consumption. 

Results
Study population

All study population characteristics examined were significantly 

different across education groups (Table 1). Baseline prevalence of 

normal weight was highest in those with degree-level education and 

lowest in those with secondary education only. The prevalence of 

obesity was greatest in those with secondary education. 

Odds of 5-year BMI gain
The five-year odds of remaining at normal weight was higher (OR 

1.45 [95% CI 1.09 –1.92]) and the transition from normal weight 

to overweight was lower (OR 0.68 [95% CI 0.52–0.91]) in those 

with degree-level education compared to those with secondary 

education (Table 2). No differences in normal-weight transitions 

were seen in the diploma education category when compared to the 

secondary-education category. Those with a diploma or a degree, 

once overweight, were more likely to stay overweight after five-years 

than were those with secondary education only (OR 1.51 [95% 

CI 1.22–1.84] and OR 1.61 [95% CI 1.24–2.09], respectively). 

Accordingly, those with a diploma or a degree were less likely to 

transition from overweight to obese (OR 0.72 [95% CI 0.58–0.91] 

and OR 0.52 [95% CI 0.38–0.70]; Table 2) compared to those with 

secondary education. 

Projected prevalence of normal weight, overweight 
and obesity

When projecting future trends in BMI groups, the prevalence of 

normal weight declined, overweight remained relatively stable or 

decreased slightly, and obesity increased in all three educational 

Table 2: Age-adjusted odds ratios for transitioning between BMI categories between 1999/2000 & 2005 according to 
education category in 6,250 AusDiab participants.

Secondary Diploma Degree
Ref OR (95% CI) OR (95% CI)

Normal weight – normal weighta

Normal weight – overweighta

Normal weight – dead

1

1

1

0.95 (0.76-1.19)

1.04 (0.83-1.30)

1.27 (0.84-1.92)

1.45 (1.09-1.92)*

0.68 (0.52-0.91)*

1.27 (0.84-1.92)

Overweight – normal weighta

Overweight – overweighta

Overweight – obesea

Overweight – dead

1

1

1

1

0.64 (0.45-0.90)*

1.51 (1.22-1.84)*

0.72 (0.58-0.91)*

0.89 (0.60-1.27)

1.04 (0.70-1.56)

1.61 (1.24-2.09)*

0.52 (0.38-0.70)*

0.65 (0.30-1.40)

Obese – overweighta

Obese – obesea

Obese – dead

1

1

1

0.87 (0.58-1.29)

1.15 (0.78-1.71)

0.91 (0.52-1.58)

0.69 (0.37-1.31)

1.44 (0.76-2.71)

0.70 (0.23-2.05)
*p<0.05
a Refers to the odds of making the transition given that the individual is alive at follow-up.

Table 3: Age-specific population prevalence of normal weight, overweight and obesity in 2000 and 2025. 
Prevalence (%)

BMI category Age group (years) Secondary Diploma Degree
2000 2025 2000 2025 2000 2025

Normal weight 25-44 44 23 49 22 53 35
45-64 32 21 33 19 39 32
65+ 41 23 35 18 35 30

Overweight 25-44 36 33 34 39 36 36
45-64 40 33 42 41 44 38
65+ 40 36 46 44 49 40

Obesity 25-44 20 44 17 39 12 30
45-64 28 46 25 40 17 31
65+ 19 41 19 37 16 30

Backholer et al. Article
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categories (Figure 1). The prevalence of normal weight, estimated 

at 47%, 41% and 39% in the year 2000, decreased to 33%, 20% 

and 22% in the year 2025 for degree, diploma and secondary level 

education categories respectively. All education categories started 

with a baseline prevalence of overweight at 39%, which did not 

change appreciably to 2025. The prevalence of obesity increased 

from 14%, 20% and 23% in the year 2000 to 30%, 39% and 44% 

in the year 2025 for degree, diploma, and secondary-level education 

categories respectively. The same patterns were observed in all age 

groups (Table 3).

The absolute difference in the prevalence of normal weight 

between degree-level and secondary education categories increased 

between 2000 and 2025 (Figure 1). At baseline, those with a degree 

had a prevalence of normal weight that was eight percentage 

points higher than in those with secondary education. By 2025 

this difference had increased to 11 percentage points. The relative 

difference in normal weight prevalence between educational groups 

also increased over time, from a 17% higher prevalence of normal 

weight in the highest education category compared to the lowest 

education category in 2000 to a 33% higher prevalence in 2025. 

The prevalence of obesity at baseline was nine percentage points 

lower in those with a degree compared to individuals with secondary 

education and by 2025 this had widened to 14 percentage points. The 

relative difference in obesity prevalence between educational groups 

decreased over time, from a 64% lower prevalence in the highest 

education category compared to the lowest education category in 

2000 to a 47% difference in 2025. 

Hypothetical scenario eliminating educational 
inequalities in transition probabilities 

When the secondary-educated group were exposed to the 

transition probabilities of those in the highest education category 

from 2005, the projected prevalence of obesity in 2025 in the 

secondary-educated group was reduced from 44% in the original 

analysis to 35% (Figure 1). Consequently, the inequalities in obesity 

prevalence narrowed from 14 percentage points with current trends 

to 6 percentage points. The inequalities in the prevalence of normal 

weight also converged from a difference of 11 percentage points in 

the original analysis to a difference of 4 percentage points.

Sensitivity analyses
Projections based on each of the alternative assumptions in 

sensitivity analyses resulted in no substantial differences to either 

the overall projections or the disparities seen between all education 

categories by 2025. 

Using the imputed data set, the projected 2025 prevalence of 

obesity and the predicted educational disparities were generally 

higher than when using the original dataset. The projected 

prevalence of obesity increased by 20 percentage points to 34% 

in the degree level, 27 percentage points to 47% in the diploma 

level and 31 percentage points to 54% in the secondary education 

categories between 2000 and 2025. 

Discussion
Projecting recently observed individual-level rates of weight 

change and mortality, we demonstrate that the prevalence of 

obesity in the lowest educational category of Australian adults is 

likely to increase from 23% in 2000 to 44% in 2025. This equates 

to a nine percentage point greater prevalence of obesity in the 

lowest education group compared to the highest educated group in 

2000 which increased to 14 percentage point difference in 2025.

These disparities are evident across all age groups and represent 

a compound effect of both current inequalities in prevalence and 

continued inequalities in the rate of weight gain. We further illustrate 

the potential effect of eliminating all current educational inequalities 

in weight change and mortality. If this were feasible, the projected 

difference in the prevalence of obesity by 2025 between the highest 

and lowest educated categories could be reduced by half, although 

still not equalised. 

Figure 1: Projected prevalence of normal weight, 
overweight and obesity according to educational 
attainment between 2000 and 2025 and the change in the 
projected prevalence for those in the lowest educated 
category if they experienced the transition probabilities 
of the highest educated category from 2005.

Note: Projections assume that incidence and mortality rates observed between 
2000-2005 are held constant for the life of the cohort. Data is derived from 
the Australian Diabetes, Obesity and Lifestyle study (2000-2005)
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This analysis predicts an increase in the absolute difference 

in the prevalence of both normal weight and obesity between 

educational categories. In contrast, it predicts an increase in the 

relative difference in the prevalence of normal weight between 

educational categories but a reduction in the relative difference 

in the prevalence of obesity. This apparent contradiction is a 

consequence of the higher baseline prevalence of obesity in the 

lowest education category and the mathematical ceilings by which 

such measures of inequality are bound.18 Regardless, the increase 

in the absolute difference in obesity prevalence over the projected 

years has important implications for wider inequalities in health.

Our projections are based on observed educational inequalities 

in the development of overweight and obesity within a national 

population based cohort (AusDiab) between the years 2000 and 

2005. Similar socioeconomic inequalities in weight gain have 

been observed in earlier studies from the USA,19,20 Finland21 and 

Australia.22 However, never before have these rates been combined 

with rates of mortality and weight change to predict future 

inequalities in obesity prevalence. The socioeconomic patterning 

in weight gain that we observe herein is also akin to the well known 

social gradient in many other risk factors.23 Nevertheless, obesity 

is one of the few risk factors that is increasing in prevalence,24,25 

and thus the implications for social inequalities in absolute terms 

is particularly important. 

Two other studies, both from the UK, have estimated future 

socioeconomic inequalities in obesity prevalence, with conflicting 

results. The first, the Foresight report,6 predicted that baseline 

disparities between five social classes would remain stable for men 

and women (with the exception of women from social class I) to 

2050. The second study projected the prevalence of obesity to 2012, 

also by sex and social class; however in this study social class was 

dichotomised into manual and non-manual occupations.7 An overall 

projected increase in the prevalence of obesity was noted, which was 

more pronounced in those from manual occupations. The reason for 

the discordance between the two studies despite the use of the same 

data is unclear. However, both studies are based on point prevalence 

estimates from multiple cross-sectional surveys, and do not reflect 

the effects of current socioeconomic inequalities in weight change.

One of the key strengths of our current model is that it is 

incidence-based, using the most recently available age-specific rates 

for transitioning between BMI categories. We are therefore able to 

capture the combined effect of inequalities in baseline prevalence, 

and continued inequalities in weight change. Other strengths 

include the short projected time frame (2005-2025); minimising the 

assumptions of the model, the use of measured height and weight, 

and accurate ascertainment of mortality.

The major limitation of our projections is the potential selection 

bias of the AusDiab study, with a 55% response rate at baseline, of 

whom 59% returned at follow-up. However, our overall estimate 

for the prevalence of obesity, overweight and normal weight in 

2010 (27%, 39%, and 34%) was similar to those observed in the 

most recent (2007/08) National Health Survey in which 25% of 

Australians over 18 years of age were obese, 37% overweight, 

and 37% normal weight.26 In addition, to address this limitation, 

we conducted multiple-imputation to estimate follow-up BMI 

for all individuals who did not return in 2005. Projecting BMI 

trends based on the imputed data-sets confirmed our result of 

increasing inequalities in the prevalence of obesity, albeit to a 

larger extent. This difference may reflect the fact that individuals 

who did not return to follow-up were both more likely to have 

lower educational attainment and to have higher BMI at baseline. 

Another potential limitation is that we did not stratify our results 

by sex. It is possible that inequalities in weight gain and thus, 

inequalities in the future population prevalence of obesity, differ 

for males and females. Although the interaction test between 

education and sex was not significant, it is possible that we did not 

have sufficient power to detect such an effect. A further limitation 

is that the observed educational inequalities relate to education 

levels attained since the 1950s. Rates of educational attainment 

have increased since then27 and it is possible that this change in 

demographic composition of the educational groups may lead to 

different future educational inequalities in weight gain. Moreover, 

it is possible that education within persons may also change over 

time; however, formal education is commonly completed in early 

adulthood and is considered a relatively stable indicator of SES.28 

It is also of note that by only including one indicator of SES it 

is unlikely that we have captured all aspects of individual SES. 

However we choose education as an indicator of SES as it has been 

found to be consistently associated with obesity and weight gain2,3 

and is a strong determinant of other SES indicators such as future 

employment and income.29 Finally, when interpreting results, it is 

important to consider that the estimated projections herein are based 

on the rate of weight change observed between 2000 and 2005, 

and do not reflect future potential changes in policy and practice. 

Additionally, it is possible that a proportion of the population may 

be protected from weight gain and thus will not follow the projected 

population body weight trajectory. 

Our projections are based on directly observed relationships 

between education and weight change, and are not adjusted for 

potential confounders such as smoking and alcohol. This was 

to capture all observed lifestyle and demographic behaviours 

potentially contributing to the progression of BMI into the future. 

Alternative analyses controlling for smoking and alcohol yielded 

similar results. 

There are a number of potential reasons for the increase in 

absolute socioeconomic differences in adult prevalence of obesity 

including differing environmental, social and cultural influences on 

lifestyle, and disparities in the uptake of health promotion and other 

public health interventions.30,31 The increasingly higher prevalence 

of obesity in those with lower education levels illustrated in our 

study is likely to lead to increases in socioeconomic inequalities 

in health outcomes including diabetes, cardiovascular disease and 

osteoarthritis. Reducing socioeconomic differences in obesity 

prevalence will be critical to reduce future inequalities in the burden 

of chronic disease. We demonstrate in our analysis that if individuals 

from the lowest education category could attain the biologically 

feasible transition probabilities observed in the highest educated 
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category, it would be possible to reduce disparities in obesity 

prevalence. However, prevention and treatment efforts need to 

include interventions specifically targeted towards lower SES groups 

if these inequalities are to be substantially reduced. 

In conclusion, our results illustrate that current trends in obesity 

have the potential to drive continued socioeconomic inequalities in 

obesity prevalence among Australian adults. The challenge will be 

to implement interventions that not only curb current body weight 

trends within the population as a whole, but also narrow differences 

in obesity prevalence between socioeconomic groups.
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