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KEY POINTS

� Health-care providers express weight-based stigma toward patients with obesity, who in
turn perceive negative judgements, disrespectful communication, and lack of compassion
from health-care providers.

� Weight stigma in health-care encounters is associated with lower patient motivation and
adherence, poorer provider–patient communication, reduced quality of care, and health-
care avoidance.

� Multifaceted approaches are needed to reduce stigma-related barriers in patient care.
INTRODUCTION

Weight stigma refers to societal devaluation of people because of their body weight or
body size. In North America and many Western societies, individuals with higher
weight (eg, obesity) are negatively stereotyped and face prejudice and unfair treat-
ment across many societal settings.1,2 High rates of obesity have not tempered soci-
etal weight bias; in fact, although societal attitudes toward other commonly
stigmatized groups have improved over time, there has been little improvement in
weight stigma.3 As many as 40% of adults with obesity report experiencing weight
stigma and/or discrimination4; prevalence rates increase with body mass index
(BMI), and among adults engaged in weight management over half report experi-
encing weight stigma.5 At the root of this stigma are beliefs that people with obesity
are personally to blame for their weight, lazy, unmotivated, lacking willpower and
self-discipline, and noncompliant with treatment.6,7 A common setting in which weight
stigma has been consistently documented is health care.6,7 Researchers have studied
weight stigma in the health-care setting from the perspectives of both providers and
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patients; this evidence highlights a complex and prevalent problem that is harmful to
patient health and creates barriers for effective patient care.

HEALTH CONSEQUENCES OF WEIGHT STIGMA

Weight stigma incurs a range of negative consequences for health and well-being.
When people are negatively stereotyped, shamed, stigmatized, or treated unfairly
because of their weight, these experiences increase the risk of both psychological
distress and adverse physical health outcomes. Meta-analytic evidence and system-
atic reviews published in the last 5 years collectively illustrate the deleterious conse-
quences of weight stigma, including depressive symptoms, anxiety, low self-esteem,
poor body image, suicidality, substance use, disordered eating behaviors, increased
food consumption, unhealthy weight control behaviors, reduced physical activity,
increased physiological stress, weight gain, and increased risk of mortality.8–15 Evi-
dence of the health harms of weight stigma has led to increasing recognition of weight
stigma as a public health issue,16 and underscores the need for health-care profes-
sionals to be aware of this problem, help reduce the adverse effects of weight stigma
on patient health, and support patients who face this stigma.

CURRENT EVIDENCE OF WEIGHT STIGMA IN HEALTH CARE
Provider Attitudes

For several decades, researchers have documented weight-biased attitudes and ste-
reotypes among health-care professionals toward patients with obesity.6,17 A recent
meta-analysis highlights the presence of weight bias expressed by medical profes-
sionals across a range of specialty areas, including doctors, primary care physicians,
nurses, dietitians, mental health professionals, occupational therapists, and exercise
physiologists.17 Provider attitudes about patients with obesity often mirror weight-
based stereotypes documented in the general population (eg, attributions of laziness,
low motivation, lack of willpower, individual responsibility), and evidence has found
that doctors express implicit and explicit weight bias at similar levels to the general
population.18 Moreover, weight bias is present among medical students early in their
training,19 and even among professionals who specialize in obesity.20,21 Although
most research to date has emerged from the United States, weight-biased attitudes
have also been documented among health-care providers in countries such as Can-
ada,22 Australia,23 Germany,24 France,25 Poland,26 the United Kingdom,27 and the
Netherlands.28

Negative provider attitudes about patients with obesity may be overtly expressed in
the health-care setting. A recent survey of medical professionals found that almost of
half (48%) had witnessed stigmatizing communication or behaviors by medical staff
toward patients with obesity, including offensive comments, making fun of someone’s
appearance, and facial expressions of disgust or smirks.26 This aligns with reports of
medical trainees’ observations that patients with obesity are a target of derogatory hu-
mor and negative attitudes by health-care providers (65%) and instructors (40%).29

Other research has documented associations between higher patient BMI and lower
physician respect for the patient.30

Patient Perspectives

Evidence indicates that patients with obesity are aware of biased attitudes from
health-care providers. Several studies suggest that adults with obesity view doctors
to be one of the most common interpersonal sources of weight stigma in their lives,
with approximately one-half to two-thirds reporting that they have been stigmatized
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about their weight from a doctor.31–33 For patients, each increase in their BMI category
is associated with approximately a 2-fold increased likelihood of perceived stigma in
primary care, and a patient’s history of weight stigma experiences in health care (but
not their BMI) is associated with lower perceptions of physician empathy.34 Patient re-
ports of weight stigma from providers commonly include perceived negative judg-
ments about their weight, disrespectful and/or insulting comments, and lack of
compassion and understanding.35–37 In line with evidence documenting provider
weight biases, research documenting patient perspectives of these health-care expe-
riences is multinational.31 As 2 recent examples, a 2020 national Polish study of pa-
tients with obesity found that more than 80% reported experiencing weight stigma
from medical professionals,38 and a 2022 Israeli health-care study reported that
59% of patients with obesity reported frequent disrespectful experiences from pro-
viders, and 58% reported insensitive and insulting comments from providers.37

Patient perceptions of weight stigma by medical professionals have been studied
across diverse patient care settings, such as primary care, maternity care, and obesity
care.39–41 A 2019 systematic review of qualitative studies examining patient perspec-
tives of clinical encounters about obesity identified consistent themes of weight
stigma, including patient reports of health-care providers giving banal weight loss
advice, assuming that patients were eating unhealthily and/or not trying to lose weight,
attributing patient symptoms to weight without a proper history or examination, and
negatively judging patients.39 A 2020 scoping review of research examining commu-
nication practices of health-care professionals with pregnant women who have
obesity showed consistent patient perceptions of weight stigma from providers.40

Collectively, this evidence consistently points to the presence of stigmatizing
health-care encounters in the lived experiences of patients with obesity.
STIGMA-INDUCED BARRIERS TO PATIENT CARE

The presence of weight stigma in the health-care setting has concerning implications
for patient care and obesity treatment. Increasing evidence indicates that weight
stigma can create barriers to effective care, ranging from poor patient–provider
communication and reduced quality of care to poorer patient treatment outcomes
and health-care avoidance (Table 1).

Provider Communication and Counseling

Weight stigma may interfere with effective provider–patient communication in several
ways. The words that providers use to refer to their patients’ weight can be perceived
by patients as shaming or stigmatizing. A recent systematic review highlights diverse
patient preferences regarding the terminology that providers use to describe their
weight but also points to dislike of words such as “fat” or “obese.”42 Thus, the lan-
guage that providers use to communicate about weight with patients can unintention-
ally contribute to stigmatizing patient experiences. Beyond language, observational
studies have found that physicians demonstrate less emotional rapport (such as
empathic statements, reassurance, and partnership) in primary care visits with pa-
tients with higher BMI (overweight or obesity) compared with patients with lower
weight.43 Similarly, research in prenatal care suggests that providers engage in less
rapport building with women of higher BMI compared with lower BMI.44 Another study
has demonstrated less patient-centered communication from providers in health-care
encounters with men who have obesity compared with men with lower weight.45

Emerging evidence also points to racial disparities in quality of provider communica-
tion with patients of higher weight, with Black/African American adults with obesity



Table 1
Stigma-induced barriers to patient care and potential remedies

Stigma-Induced Barriers to Patient Care

Provider Communication and Counseling Patient Care and Outcomes

� Stigmatizing, insensitive, or blaming
language

� Negative weight-based attitudes and
stereotypes

� Attributing causes of obesity to personal
choices/control

� Weight-based terminology that patients
dislike

� Lack of patient-centered communication
� Inadequate rapport building and lack of

empathy
� Attributing presenting problems to weight

without considering other explanations
� Emphasis on weight or weight loss as only

goal

� Patients feel judged and blamed for their
weight

� Patients have lower trust in providers
� Poorer provider-patient communication
� Reduced quality of patient care
� Inadequate medical equipment to

accommodate patients of diverse body
sizes

� Poorer patient adherence and treatment
outcomes

� Increased clinical attrition
� Patient avoidance and delay of care

Strategies to Reduce Weight Stigma in Health Care

� Education about the complex etiology of obesity and body weight regulation
� Education about weight bias and its harmful consequences on patient health and wellbeing
� Training to increase providers’ self-awareness of personal biases about body weight
� Training to improve supportive, respectful, and patient-centered communication about

weight-related health
� Inclusion of weight stigma in medical school curricula and continuing medical education
� Implementation of standards to ensure comprehensive teaching on obesity and nutrition in

medical school
� Implementation of multi-faceted stigma-reduction interventions targeting healthcare

providers
� Development of methods for certifying knowledge of weight stigma and stigma-free skills

and practices
� Requirements of sufficient infrastructure for effective obesity care in medical facilities
� Efforts to ensure that broader health communication and narratives are free of stigma, bias,

and blame
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less likely than Whites to report that their providers spend enough time with them or
explain things well.46 Within pediatric are, pediatric providers express concerns about
compliance in parents who have a child with obesity; parents report being aware of
these judgments and in turn report feeling nervous or uncomfortable in provider
interactions.47

Provider communication influenced by weight stigma can affect the ways that pro-
viders counsel patients about their weight-related health. For example, when treating
patients with higher weight, providers may be more likely to attribute medical com-
plaints to weight while potentially overlooking other explanations for the patient’s pre-
senting problems.48,49 Recent experimental evidence has documented differential
treatment and decision-making of higher-weight patients by health professionals,
who have a tendency to focus on the patient’s weight even when the patient is not
seeking treatment of their weight.50 In prenatal care, evidence has found that pro-
viders engage in less lifestyle counseling with women with high BMI (eg, asking fewer
lifestyle questions and offering less lifestyle information) compared with women with
lower weight.44 It may be that provider communication is influenced by their
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perceptions of normative attitudes about obesity in the health-care setting. For
example, among medical students, those who perceived negative attitudes about pa-
tients with obesity to be normative in medical school demonstrated poorer patient-
centered behaviors and less attentiveness, responsiveness, respectfulness, and inter-
activity when engaging in a patient care scenario with a standardized patient with
obesity.51 Collectively, this evidence suggests that patient body weight affects the
quality of communication between providers and patients.

Patient Care and Outcomes

Weight stigma can negatively affect patient health outcomes and quality of care.7

Studies have demonstrated that health-care providers spend less time in appoint-
ments with patients who have higher weight compared with lower weight,52 and ex-
press less willingness to treat patients with higher weight.41 Perceived weight
stigma during medical visits is associated with lower patient motivation and compli-
ance,53 including reduced adherence to medications, cancer screenings, health
behavior recommendations, and self-care.54–57 The relationship between perceived
weight stigma and lower patient adherence may be mediated by lower patient trust
in providers and less perceived provider empathy.55 Quality of care can be further
compromised by the lack of sufficient medical equipment that is appropriately sized
for patients with larger bodies.37

Weight-related patient outcomes and care can be affected by weight stigma in
health care. In a study of 600 adults with overweight or obesity, 21% thought that their
primary care provider had negatively judged them about their weight, and in turn had
lower trust in their provider.36 Further, patients who perceived weight-based judgment
from providers were less likely achieve 10% or greater weight loss compared with
those who did not perceive judgement from providers about their weight.58 Among pa-
tients with obesity engaged in medical weight loss, emerging evidence indicates that
clinical attrition is significantly higher for patients with greater levels of internalized
weight bias.59 Weight stigma may also have negative implications for patients under-
going bariatric surgery.60,61 For example, perceived weight stigma from health-care
providers is associated with less postsurgery dietary adherence among bariatric sur-
gery patients.54 Qualitative evidence has found that postsurgery patients report
receiving little communication or support from their doctors, and that weight stigma
is a barrier to seeking needed mental health care following bariatric surgery.62,63

HealthCare Utilization and Avoidance

People are more likely to avoid or delay care if they anticipate experiencing weight
stigma in a health-care encounter.64 Women with obesity who report delaying preven-
tive care attribute barriers of disrespectful treatment in health care, embarrassment of
being weighed, negative provider attitudes, unsolicited advice to lose weight, and
inadequately sized medical equipment that is too small for their bodies.65 Decisions
to avoid future care may also stem from the language that providers use to talk about
patient weight. For example, one study found that approximately 20% of adults would
avoid future medical appointments or seek a new doctor if they thought their provider
had used stigmatizing language about their weight.66 Recent evidence from primary
care patients suggests that the relationship between patient BMI and delaying needed
care or attempting to switch primary care doctors is mediated by stigma experienced
in health care and lower patient-centered communication.67 Patient BMI was also
associated with lower perceived respect from providers, which in turn mediated the
association between patients’ reported health-care experiences and utilization.67
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Among adults engaged in weight management, recent multinational evidence
points to the role of internalized weight bias in health-care avoidance. Across 6
Western countries (Australia, Canada, France, Germany, United Kingdom, and
United States), adults with higher internalized weight bias reported more health-
care avoidance, as well as a lower frequency of obtaining routine medical
checkups, and worse quality of health care; these patterns persisted across all
countries after accounting for BMI, demographics, and experiences of weight
stigma.31 Evidence examining potential processes underlying links between weight
status and health-care avoidance in women has found that this relationship can be
explained by weight stigma (experienced and internalized), body-related shame
and guilt, and health-care stress.68 In particular, body-related shame in women
was associated with health-care stress, which in turn contributed to health-care
avoidance.68
POTENTIAL REMEDIES TO REDUCE WEIGHT STIGMA IN HEALTH CARE

Societal weight stigma is difficult to change.3 To date, most stigma reduction inter-
ventions targeting medical trainees and health-care professionals have demon-
strated pessimistic findings. A 2016 review of published interventions (primarily
focused on students training in professional medical and health disciplines) showed
little improvements in weight bias.69 Studies used a variety of stigma-reduction stra-
tegies, ranging from educational reading materials, lectures, and films about weight
bias and the complex etiology of obesity to self-reflection activities and interactions
with patients with obesity. Although some studies reported improvements in partic-
ipants’ knowledge about obesity and its complex etiology, participants’ attitudes
and levels of bias remained largely unchanged.69 Methodological limitations of
this literature (including small sample sizes, lack of control groups or long-term
follow-up) underscore the need for more empirical attention to stigma-reduction
strategies.
Some recent research has pointed to several avenues for stigma-reduction inmedical

students that show potential promise. Several studies have targeted training of medical
students with structured educational interventions that involve clinical encounters with
standardized patients with higher body weight. In one study, students read articles
about communication and stigma before a clinical encounter with a standardized pa-
tient with obesity and completed self-reflections both before and afterwards. Findings
showed short-term decreases in negative stereotyping, and long-term (1 year) improve-
ments in empathy and confidence in counseling toward patients with obesity.70 Another
study demonstrated that direct faculty observation of medical students during a stan-
dardized patient encounter for obesity predicted improvement in students’ quality of
patient-centered care, using both student self-reported ratings and ratings of indepen-
dent observers.71 Most recently, a longitudinal study with 3576 medical students found
that having favorable contact with patients with higher weight during medical school
training was associated with improved attitudes after 4 years of medical school.72 Addi-
tionally, positive contact experiences with higher -weight patients duringmedical school
partially offset the effects of their negative baseline attitudes.72

Nevertheless, this research literature remains scattered, and the absence of defin-
itive approaches that can effectively reduce weight stigma in health care reiterates the
importance of increased studies in this area. Efforts should prioritize testing multifac-
eted approaches and strategies to address this complex problem, including efforts to
increase self-awareness and empathy, understanding the complex causes of obesity,
respectful communication, role modeling from influential peers or leaders, and
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sensitivity training. It will be important for these efforts to target both continuing edu-
cation for established providers engaged in clinical practice and education and
training of medical students. Recent evidence indicates that current United States
medical schools are not adequately training medical students in obesity management
or prioritizing obesity in medical education curriculum.73 Given that education on
weight stigma is much more likely to appear in obesity-related curriculum than other
content areas, these findings highlight the importance of improving medical school
curriculum on obesity and weight stigma.
Optimistically, there has been growing recognition and calls for efforts to address

weight stigma by and within the medical community. In 2020, an international
consensus statement supported by 1001 medical and scientific organizations world-
wide called for the elimination of weight stigma, including prioritizing efforts to address
weight stigma in the medical community.74 Recommendations included implementing
standards to ensure comprehensive teaching about obesity into standard medical
school curricula; developing methods for certifying knowledge of weight stigma, its
harmful effects, and stigma-free skills and practices; and requiring appropriate infra-
structure for effective obesity care in medical facilities. The statement also called for
broad efforts to ensure that societal messages and narratives of obesity are free
from stigma.74 Similarly, a joint consensus statement of medical professionals from
the United Kingdom emphasized the importance of addressing language in efforts
to reduce weight stigma in health care, calling for initiatives that increase awareness
and usage of appropriate, nonstigmatizing language to promote supportive and
collaborative provider–patient communication.75 These statements have emerged
alongside recent calls to action that evidence-based, patient-centered, compas-
sionate care be accessible to all individuals seeking treatment of obesity, and that
health professionals respect patient decisions about their body weight regardless of
whether or not weight loss is an intended goal.76 It will be critical to include people
affected by obesity in these efforts, whose knowledge, experiences, and perspectives
can inform and guide stigma-reduction initiatives and strategies to remove bias-
related barriers to care. Research examining stigma-reduction priorities according
to perspectives of women with obesity suggests that efforts should go farther than ed-
ucation about weight stigma and sensitivity training for health-care providers and
medical students to also ensure that intervention and treatment programs provide ser-
vices that support patients and help them cope with weight stigma and its harmful ef-
fects on their lives.77
SUMMARY

Weight stigma is prevalent and has negative consequences for health and well-being.
This problem is present in health care, with stigmatizing attitudes toward patients with
obesity expressed by medical professionals across diverse specialties and patient
care settings. Weight stigma creates barriers to effective care, including poor
patient–provider communication, reduced quality of care, and health-care avoidance.
Although stigma reduction interventions in health care have demonstrated pessimistic
findings, there have been increasing international calls for actions to address weight
stigma in the medical community. Multifaceted approaches to reduce weight stigma
will be necessary and should include self-awareness and empathy, respectful
communication, role modeling, sensitivity training, and knowledge of obesity etiology.
Engaging people with obesity in stigma reduction efforts is critical to ensure that their
experiences and perspectives inform strategies to effectively remove bias-related bar-
riers to patient care.
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CLINICS CARE POINTS
� Recognize that weight stigma is prevalent and contributes to increased psychological distress
and poor physical health for individuals with high body weight.

� Acknowledge the complex etiology of obesity and avoid attributing patients’ body weight
to personal choices or individual responsibility.

� Increase self-awareness of weight-based assumptions and stereotypes, and look for examples
that challenge these stereotypes.

� Use patient-centered approaches like motivational interviewing to support patients in
making healthy behavior changes, and engage them collaboritvely in determining goals
and addressing barriers.

� Take steps to eliminate weight stigma in provider-patient interactions through increased
rapport-building, supportive counseling, and patient-centered communication.

� Acknowledge that patients’ previous experiences of stigma with providers may lead patients
to anticipate weight stigma in health care and delay or avoid care.

� When communicating with patients about weight-related health, use respectful and
sensitive language. Ask patients for their preferred term(s) to describe their weight and
use their preferred terms in your communication.

� Pratice compassionate care with patients of all body sizes, and respect patient decisions
about their body weight regardless of whether or not weight loss is an intended goal.

� Create a welcoming and non-stigmatizing clinic environment for patients of diverse body
sizes; ensure that medical equipment, scales, patient gowns, and seating options can
accommodate patients with larger body sizes.
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