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The purpose of this mixed methods study was to assess the relationship between body image and refusal to
be weighed by a healthcare provider among women in the United States, including examination of their
reasons for refusal. Between January 15 to February 1, 2021, an online mixed-methods cross-sectional
survey assessing body image and healthcare behaviors was administered to adult cis-gender women. Of the
384 respondents, 32.3 % reported refusing to be weighed by a healthcare provider. After controlling for SES,
race, age, and BMI in multivariate logistical regression, the odds of refusing to be weighed were 40 % lower
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Body appreciation for every unit increase in body image score (positive body appreciation). The most common reasons for
Healthcare refusing to be weighed were having a negative impact on emotions, self-esteem, or mental health (52.4 %).

Higher body appreciation decreased the odds of refusing to be weighed among women. Reasons for refusing
to be weighed ranged from shame and embarrassment to lack of provider trust, personal autonomy, and
concerns about discrimination. Identifying interventions and alternatives such as telehealth to provide
healthcare services that are weight-inclusive may mediate these negative experiences.

© 2023 Elsevier Ltd. All rights reserved.
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1. Introduction
A robust body of research also suggests that higher weight-re-

Stigma regarding body weight is common in healthcare settings
(Puhl & Brownell, 2006), and is related to the utilization and
avoidance of healthcare (Alberga et al., 2019). However, research
suggests that weight stigma is counterproductive, and is in fact a
“vicious cycle”, where weight stigma is related to subsequent weight
gain (Tomiyama, 2014, p. 8). Research suggests that one reason
women avoid healthcare, is to avoid being weighed (Amy et al.,
2006; Drury & Louis, 2002; Forhan et al., 2013). Recent conversations
have questioned whether weighing needs to be a standard practice
for all healthcare situations (e.g., Wong, 2022), and educational
campaigns regarding the right to refuse weighing have appeared on
social media networks, and throughout popular new sources.
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lated stigma is related to poorer body image (Meadows & Calogero,
2018). While the majority of research is focused on negative con-
structions of body image (e.g., body dissatisfaction), research has
also found that weight-related stigma is related to positive con-
structions of body image (e.g., Carels et al., 2013; O'Neill et al., 2022).
Body appreciation, which refers to “accepting, holding favorable
opinions toward, and respecting the body, while also rejecting
media-promoted appearance ideals as the only form of human
beauty” (Tylka & Wood-Barcalow, 2015, p. 53) is one measure of
positive body image. Like weight-related stigma, research suggests
that body appreciation is also related to healthcare utilization and
avoidance (Andrew et al., 2016; Cook et al., 2020). Given body ap-
preciation’s relationships with weight stigma and healthcare, and
the emerging popularity of refusing to be weighed at healthcare
visits, it is relevant to examine relationships between body appre-
ciation and women'’s refusal to be weighed.
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1.1. Literature review

1.1.1. Weight stigma and weighing in healthcare

Research over the last 50 years has documented negative per-
ceptions that physicians have towards patients with larger bodies
(e.g., Klein et al., 1982; Maddox et al., 1968; Puhl & Brownell, 2006;
Sabin et al., 2012), and similar perceptions are documented for other
medical personnel: for example, nurse practitioners (e.g., Alberga
et al., 2019), and nurses (e.g., Poon & Tarrant, 2009; Puhl et al., 2014).
Weight stigma is also not isolated to one specific type of healthcare.
Research suggests that weight stigma is found in a variety of
healthcare settings, including, for example, primary healthcare
(Alberga et al., 2019), eating disorder treatment (Puhl et al., 2014),
and obstetrical care (Incollingo Rodriguez et al., 2020).

Weight stigma in healthcare settings presents barriers to re-
ceiving quality healthcare and is related to avoidance of, and en-
gagement in, healthcare (Alberga et al., 2019). Barriers include
external weight stigma and bias from healthcare providers (Amy
et al., 2006; Drury & Louis, 2002; Lee & Pausé, 2016; Phelan et al.,
2015), internalized weight stigma and shame (Mensinger et al.,
2018; Phelan et al., 2015; Puhl et al,, 2021), and the absence of
healthcare equipment designed for people with larger body sizes
(Lee & Pausé, 2016; Phelan et al., 2015). Mensinger et al. (2018) ex-
amined a theory-driven model regarding avoidance of healthcare,
finding that internalized and experienced weight stigma were re-
lated to healthcare avoidance through body-related shame, body-
related guilt, and healthcare stress.

The healthcare practice of weighing is one potential source of
weight-related stigma in healthcare settings, and research suggests
that women avoid healthcare due to not wanting to be weighed
(Amy et al., 2006; Drury & Louis, 2002; Forhan et al., 2013). For
example, Amy et al. (2006) found that 35 % of their sample (N = 498)
reported they had delayed cancer-screening tests due to embar-
rassment about being weighed. Additionally, Drury and Louis (2002)
found that 13.4 % of their sample (N = 216) reported ever delaying or
avoiding healthcare due to not wanting to get weighed. Some re-
search suggests that women with larger body sizes may want to
avoid being weighed due to their belief that their healthcare pro-
vider may conflate their weight with their health (Ferrante et al.,
2016; Forhan et al., 2013), or due to the scale being located in a non-
private area (Forhan et al., 2013).

In stark opposition to these beliefs, is that weighing a patient is
“as routine as checking blood pressure” (Dollar et al., 2017, p. 1) in
healthcare settings in the United States. For example, the National
Coordinating Council for Medication Error Reporting and Prevention
(2018) recommends weighing “as soon as possible” for each ad-
mission and medical encounter. This “weight-centric emphasis”
(Tylka et al., 2014, p. 2) conflates weight with health, and may lead to
unnecessary medical tests/procedures and delays in necessary
treatment. Given research on the stigma imposed by weighing,
evidence is emerging that questions the benefits of weighing as a
standard healthcare practice (Dollar et al., 2017, p. 1). Importantly,
there are times that a patient’s weight is relevant to their diagnosis
and treatment (e.g., compute correct dosage of medication, to
monitor patient with congestive heart failure, monitor the growth of
neonate and infants); however, recent discourse suggests that
weighing may not be necessary for all medical encounters (e.g.,
Wong, 2022). In response to this, assertions regarding the right to
refuse weighing at a healthcare visit have been popularized by
mental health and body positive websites, social networks, and
publications (Fuller, 2018; Wheatman Hill, 2021), and even by
mainstream media outlets (Jacoby, 2022; Wong, 2022).

1.1.2. Body appreciation, weight stigma, and healthcare avoidance
Research by Cook et al. (2020) provides evidence of a relationship
between body appreciation and avoidance of healthcare to avoid
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being weighed. Their study of 499 women in the United States found
that higher body appreciation was associated with decreased odds
for avoiding medical visits to avoid being weighed, after controlling
for BMI and social determinants of health.

Research also suggests that body appreciation, and other mea-
sures of positive body image, may mitigate weight stigma (e.g.,
Alleva et al.,, 2021; O'Neill et al., 2022). For example, a study by
Alleva et al. (2021) found that a body functionality intervention re-
duced some of the effects of weight stigma in their sample of 98
women. Specifically, intervention participants were found to have
improved appearance satisfaction, functionality satisfaction, body
appreciation, and body complexity, compared to control group par-
ticipants. Additionally, O'Neill et al. (2022) found that body appre-
ciation mediated relationships between anti-fat microaggression
experiences (e.g., comments that suggest a person does not exercise
enough) and perceived physical and mental health for cisgender
women (N = 384).

1.2. Current study

The right to refuse weighing is congruent with a weight-inclusive
approach that emphasizes beneficence over malfeasance (Tylka et al.,
2014), upholds a person’s right to self-determination, and reflect a social
justice orientation towards combatting weight stigma in healthcare
settings. No research to date has assessed the prevalence of, and reasons
for refusing to be weighed, or the role that body image plays in this
decision. To address this gap in the literature, we conducted a mixed
methods study of cisgender women in the United States to assess the
relationship between body appreciation, as a measure of body image,
and refusal to be weighed by a healthcare provider, including ex-
amination of reasons for refusal or non-refusal.

2. Method
2.1. Participants

The final sample (N = 384) consisted of primarily White (n = 260,
67.7 %) cisgender women with over a quarter identifying their race as
Black (n = 99, 25.8 %). The mean age was 33.2 years with a range of
19-65 years (SD = 7.4 years). See Table 1 for additional participant
demographics and descriptive statistics.

2.2. Procedure

This study used a parallel mixed methods cross sectional survey
design. After obtaining IRB approval (project number 2040882; ap-
proved 11/20/2020), we obtained informed consent and collected data
via an online Qualtrics questionnaire with fixed responses and open-
ended questions on body image and healthcare access and behaviors
between January 15, 2021 and February 1, 2021. At the time of the
survey, participants had to be 18 years or older, living in the United
States, identifying as a cisgender woman, and with English as a first
language. We used a convenience sampling method through social
media (i.e, Facebook and Twitter). Recruitment ads read: “Wanted:
Women of all sizes for an online survey on body image, weight stigma,
and healthcare” and included images of racially-, ethnically-, and size-
diverse women. To minimize bot infiltration, we used reCAPTCHA. All
participants were compensated with a $5 gift card for their time. We
maintained anonymity by collecting email addresses for gift card dis-
tribution separately from the primary survey.

2.3. Measures
2.3.1. Body appreciation

Body appreciation was measured with the Body Appreciation
Scale-2 (BAS-2; Tylka & Wood-Barcalow, 2015). The BAS-2 is a 10-
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Table 1
Participant Demographics and Descriptive Analyses.
Characteristic n %
Race
White 255 66.4
Black 99 25.8
Other Person of Color 30 7.8
Is it OK to Refuse to be Weighed by a
Healthcare Provider
Yes 185 50.1
No 130 35.2
I am not sure 54 14.6
Ever Refused to be Weighed by a Medical
Provider
Yes 124 323
No 260 67.7
If Yes, How Often do you Refuse to be
Weighed...
Every time 13 10.5
Some of the time 69 55.6
Rarely 41 331
Never 1 0.8
Characteristic M (range) SD
Age 33.2 (19-65) 7.4
Body Appreciation Scale-2 Score 3.3 (1.30-5.00) 0.6
Financial Strain Index 8.4 (5-15) 2.8
Body Mass Index 28.4 (15.94-62.64) 7.6

item scale with 5 response options (1 =strongly disagree, 5 =strongly
agree). A sample item is “I take a positive attitude towards my body.”
The BAS-2 was estimated to have high reliability with the current
sample (Cronbach’s a = 0.86). The BAS-2 items were averaged to
calculate a mean score with a higher score indicating better body
image which is equated with higher body appreciation.

2.3.2. Ever refusing to be weighed

Ever refusing to be weighed by a healthcare provider was the
dependent variable of interest for the current study. This was mea-
sured with one item: “Have you ever refused to be weighed by a
healthcare provider?” (0 =no, 1 =yes).

2.3.3. Covariates

We statistically controlled for socioeconomic status, race, age,
and BMII. Socioeconomic status was measured by the Financial Strain
Index (FSI; Hamby et al., n.d.), a 5-item measure. The FSI was esti-
mated to have high reliability in the current sample (Cronbach’s
a = 0.83). The FSI items were summed to calculate a score, with
higher scores indicating higher financial strain. Race was collected
with one item, “Please indicate the racial and ethnic backgrounds
with which you identify. (Select all that apply.)” Response options
included: Hispanic/Latinx/Spanish origin; Caucasian/White/Eur-
opean American; Black/African American; Indigenous Peoples/
Alaska Native; Asian/Asian American; Native Hawaiian/Pacific Is-
lander; and not listed, please describe. Race was categorized (0 =
White, 1 =Black, 2 =Other Person of Color) for the current study due to
a lack of variance. Age was collected with the following item: “What
is your age (in years)?” and was treated as a continuous variable.
Body Mass Index (BMI) was calculated using self-reported height (in
inches) and weight (in pounds) and was also treated as a continuous
variable.

2.4. Quantitative analytic plan

Using IBM SPSS 27, we ran a series of analyses to test for statis-
tical assumptions, followed by descriptive statistics and a multi-
variate logistic regression. BMI and BAS Score were missing more
than 5 % (12.5 %, 7 % respectively) and based on significant t-tests,
the data were not missing at random. Thus, we imputed these two
variables using the Series Mean Replace Missing Values function in
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SPSS, which is recommended for data not missing at random above 5
% (Saunders et al., 2006). We used the imputed variables in the
analyses.

2.5. Qualitative-specific methods

Participants who responded that they had refused to be weighed
were asked the open-ended question, “Why do you choose to refuse
being weighed when you visit a healthcare provider?” All answers
were entered into an Excel spreadsheet and analyzed using content
analysis (Hsieh & Shannon, 2005) and thematic coding (Braun &
Clarke, 2006). First, all responses were read by author 3, inductive
codes were generated, and codes were entered into a coding dic-
tionary. The coding dictionary was revised during three subsequent
iterations through the data, during which codes were refined and
arranged into hierarchical meaningful categories. Then author 3 and
a research assistant independently coded all responses. Overall in-
terrater agreement was 0.96, with Cohen’s Kappa o0f.92, indicating
excellent interrater agreement, with individual variables ranging
from K = 0.65 (moderate agreement) to K = 1.0 (perfect agreement).
Following this, all variables were double coded by both coders and
discrepancies were resolved through discussion and consensus.

3. Results
3.1. Descriptives

The mean body appreciation score was 3.3 (SD = 0.6), which is
slightly lower than the mean score among a community sample of
women (M = 3.5, SD = 0.9; Tylka & Wood-Barcalow, 2015). Half of the
participants reported that they think it is okay to refuse to be
weighed by a healthcare provider (n = 185, 50.1 %) and almost a third
reported ever refusing to be weighed by a healthcare provider
(n = 124, 32.3 %). Of those, 10.5 % (n = 13) reported refusing to be
weighed every time, 55.6 % (n = 69) some of the time, and 33.1 %
(n = 41) reported rarely refusing to be weighed.

3.2. Multivariate regression

We compiled a multivariate logistic regression model of BAS-2,
FSI, race, age, and log-transformed BMI to predict the likelihood of
ever refusing to be weighed by a healthcare provider with details
provided in Table 2. The generated model was significantly different
from the constant-only model (X (6) = 31.67, p < .001). The model
correctly predicted 68.5 % of those who reported not ever refusing to
be weighed by a healthcare provider and 60.2 % of those who re-
ported ever refusing to be weighed by a healthcare provider, for an
overall classification rate of 65.8 %. An increase in body appreciation
score was associated (p = .052) with a decreased likelihood of ever
refusing to be weighed (OR =0.68, CI = 0.47-1.00). Among the cov-
ariates, only socioeconomic status was significantly related - higher
financial strain was related to an increased likelihood of ever re-
fusing to be weighed by a healthcare provider (OR = 1.24, CI =
1.13-1.36).

Table 2
0dds Ratios of Ever Refusing to be Weighed by a Healthcare Provider.
Characteristic B OR p value a
Body Appreciation Scale-2 Score -0.50 0.68 0.052 0.47-1.00
SES: Financial Strain Index 0.25 1.24 <0.001 1.13-1.36
Race
Black -0.18 1.07 0.790 0.64-1.81
Other Person of Color 0.46 114 0.768 0.48-2.68
Age -0.00 1.61 0.441 0.48-5.45
Body Mass Index 0.07 1.00 0.871 0.97-1.03

Note: White was the reference group for the race variable.



V.R. Winter, K. Trout, E. Harrop et al.
3.3. Qualitative

Qualitative results are summarized in Table 3. Over half (52.4 %)
of participants who declined to be weighed reported doing so due to
the negative impact on their emotions, mental health, and self-es-
teem. The most reported emotion evoked by weighing was shame
and embarrassment (25.4 %). Participants spoke of feeling “so em-
barrassed,” of weighing “hurt[ing] my self-esteem,” and contributing
to an “inferiority complex.” A subset of these participants (11.1 %)
specifically mentioned shame around their higher weight status,
citing being “too fat,” “obese,” “heavy,” or “feeling fat.” Participants
also reported feelings of fear (22.2 %) and avoidance (17.5 %), re-
porting that they were “scared to see” their weight, overcome by
feelings of worry, or avoiding weights due to a sense of self-pro-
tection. As an example, one participant responded, “I find being
weighed extremely triggering and I do not want to know the number
for fear of an eating disorder relapse.” Other participants reported
ambiguous “bad reactions” or senses of sadness: “It makes me feel
sad and sad.” In response to these negative feelings, one participant
described their refusal as, “an act of radical self-care.”

Nearly a third of participants (30.2 %) reported that they chose
not to be weighed out of a sense of personal autonomy (“It is your
right”), personal preference or dislike (20.6 %), or a sense of privacy
(6.3 %) regarding their weight. Participants endorsing privacy con-
cerns considered weight a sensitive issue and feared exposure: “I
don’t want to expose my weight” or “I don’t want anyone other than
myself to know my weight.” Others also expressed that beyond not
wanting others to know their weight, they also preferred not to
know their weight themselves, due to the negative impact such
knowledge had on their emotions. Some explicitly mentioned

Table 3
Themes regarding weight refusal (n = 63).
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declining weights so that their weight would not be entered into
their medical chart, which made it difficult for the patient to avoid
seeing their weight: “Even when I turn around on the scale and
request not to be informed, the number ends up in my record and
when I see it, I have a bad reaction.”

Over a quarter (28.6 %) of participants declining weighing did so
out of concern for their relationship with their provider. These
participants (28.6 %) reported a lack of trust in their providers and
explicit concern about providers laughing at them (9.5 %) behind
their backs. One patient recalled a negative interaction contributing
to this lack of trust, “They mentioned my weight in a way that hu-
miliated me.” Regarding lack of trust, participants also mentioned
that when they did not wish to be informed of their weights (e.g., in
the case of a backwards weight), they feared providers would mis-
takenly tell them: “I had a provider share my weight with me after
they said they would not so now I do not trust medical providers to
follow directions and honor my wishes. Refusing to be weighed
means they cannot tell me my weight since they wouldn’t know it.”

Nearly a quarter (23.8 %) of participants mentioned direct con-
cerns about weight discrimination: “I am worried about being dis-
criminated against.” Participants mentioned concerns about being
treated “badly” or “differently” if their providers knew their weight.
They also mentioned fears that providers would choose to focus on
their weight at the expense of their visit reason, “I want them to
focus on the issues I came to see them for, not my weight.” While
some cited past negative experiences of discrimination, many re-
ported anticipating stigma without citing specific past occurrences.
One participant explained their concern in this way, “Unless my
weight is needed for dosing a medication or a procedure, that
knowledge won’t support a provider in measuring my health, and it

Theme % Illustrative Quote
Negative impact on emotions, self-esteem, or 524 If I do get weighed and find out the number my mood changes and I am full of negative self- talk which
mental health affects everything I do that day.
® Shame, embarrassment 254 I am worried that the doctor laughed at my weight, which would make me very embarrassed.
® Fear 22.2 Afraid to face your weight.
® Avoidance of weight 175 The number causes my harm to my mental health than it is worth. If I were having a surgery or taking a
medication doses by weight I would for those purposes and ask to not see or hear the number.
® "Bad reaction” 6.3 Even when I turn around on the scale and request not to be informed, the number ends up in my record and

when I see it, | have a bad reaction.
And to some, it feels like a bold stance to take. But it is your right.

I don’t want anyone other than myself to know my weight, I feel very private about it.
Even when I turn around on the scale and request not to be informed, the number ends up in my record and

[ don’t want to expose my weight. I worry about being laughed at.

I am afraid that they will treat me badly after knowing my weight.

After they know my weight and height, they will laugh at me behind their backs.

I had a provider share my weight with me after they said they would not so now I do not trust medical
providers to follow directions and honor my wishes.

[ am worried about being discriminated against.

They mentioned my weight in a way that humiliated me.

History of eating disorder and I am adamant about weight liberated care.

I don’t think it has much to do with my health.

Because the last time I went it had nothing to do with my weight.

[ don’t believe that my weight dictates my health so unless they are like putting me to sleep for surgery my

Sometimes it would be upsetting for me to know the actual number, based on a history of dieting and eating
I have a history of disordered eating and obsessive calorie/points counting, weighing and measuring food
(weight watchers), etc. I don’t want to go back to that.

After chasing numbers and living with an and eating disorder for over 15 years (taken many shapes/
behaviors uses over the years) and then finally get diagnosed at 28 and being in various levels of treatment

I find being weighed extremely triggering and I do not want to know the number for fear of an eating

I am worried that they will be very embarrassed when they talk about my obesity.

Personal autonomy 30.2
® Preference or dislike 20.6 I don't like weighing myself.
® Sense of privacy 6.3
® Do not want weight in medical chart 32
when I see it, I have a bad reaction.
Concerns with provider relationship 28.6
® Lack of trust in medical providers 28.6
® Fear providers will laugh at me 9.5
® Providers do not honor my wishes 4.8
Concerns about discrimination 238 [ am worried about weight discrimination.
® Discrimination concern 19.0
® Past negative experience 32
® Social justice beliefs or actions 32
Beliefs about weight and health 19.0
® Weight irrelevant to visit reason 17.5
® Weight does not equal health 4.8
weight shouldn’t be a part of why I am there!
Eating disorder, disordered eating, dieting 9.5
concerns disorders.
® Eating disorder history 9.5
® Eating disorder recovery 4.8
including residential, I am in recovery.
® Trigger eating disorder relapse 4.8
disorder relapse.
Weight Status Identity 111
® [dentify as fat or overweight 7.9 [ think I'm too fat.
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will increase the likelihood of weight-based mistreatment.”
Importantly, some also referenced anti-oppression values as con-
tributing to their refusal (“I am adamant about weight-liberated
care”), and other referenced concerns about intersecting forms of
discrimination, such as weight and race: “I am worried that they will
laugh at my weight and skin tone.”

Nineteen percent of participants who refused weighing did so
while citing beliefs about the importance of weight to understanding
their health. Five percent of participants remarked that they did not
believe weight determined their health (“I don’t believe that my
weight dictates my health”), and 17.5 % reported that weight was
“irrelevant” or had “nothing to with” their visit reason (e.g., “aller-
gies,” “dermatologist,” “sleep”). Most participants citing this reason
also left allowances for weighing if it were to be needed for medi-
cation dosing, anesthesia, or other medical procedures in which
weight was a more relevant factor.

Finally, 10 % of participants refusing weighing reported lengthy
histories of eating disorders, which resulted in significant distress
associated with their weight and weighing procedures. While 4.8 %
identified as being in recovery, they also reported that weighing was
“extremely triggering” for their eating disorders: “I don't feel secure
in my recovery that day or am having a day of struggle with ED
thoughts, and I want to avoid unnecessary triggers.” Another parti-
cipant stated, “I have a history of disordered eating and obsessive
calorie/points counting, weighing and measuring food (weight
watchers), etc. I don’t want to go back to that.”

” o«

4. Discussion

Almost a third of our sample refused to be weighed by a
healthcare provider, and we found that body appreciation was
marginally significant to decrease the odds of refusing to be
weighed. We must start to seriously consider when it is medically
necessary to be weighed, because literature shows that patients are
delaying care because of the stigma of being weighed (Amy et al.,
2006; Drury & Louis, 2002; Forhan et al.,, 2013). Some medically
necessary reasons to be weighed could include calculating the ap-
propriate medication or anesthesia dosing, monitoring conditions
related to disordered eating, diagnosing and monitoring metabolic
disorders/syndrome. This research is particularly important as “re-
fusing to be weighed” is also becoming a more frequent topic among
mental health and body positive health stakeholders (Fuller, 2018;
Jacoby, 2022; Wheatman Hill, 2021). We need to urgently shift the
healthcare paradigm for weight-inclusive care to reduce the nega-
tive consequences to patients who experience weight stigma in their
healthcare environment while we simultaneously focus on reducing
the exposures during routine healthcare.

After controlling for socioeconomic status, race, age, and BMI, the
odds of refusing to be weighed are 32 % lower for every unit increase
in body appreciation score. In addition, we found that higher fi-
nancial strain was significantly related to higher odds of ever re-
fusing to be weighed (OR = 1.24, p < .001), and more consideration
should be given to patients with lower socioeconomic status who
already have greater barriers to accessing care (e.g. lower incomes,
lower insurance coverage, harder to take off work, concerns about
affordability). Our findings are consistent with the previous litera-
ture, where Cook and colleagues found that higher body apprecia-
tion was associated with decreased odds for ever avoiding the doctor
to avoid being weighed (Cook et al., 2020). Body appreciation has
also been found to negatively predict body-related shame (Avalos
et al.,, 2005), which is also consistent with our study findings as
“shame” was noted by 25.4 % participants in this study as a reason
for refusing to be weighed. Furthermore, body shame and dis-
satisfaction due to negative weight-related experiences decreases
body appreciation and may lead to physical signs of anxiety (such as
shaking, sweating, increased heart rate; Cash et al., 2004), and a
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variety of other negative health behaviors, such as excessive exercise
(Yager et al., 2017), unhealthy dieting (Slevec & Tiggemann, 2011),
and eating disorders (Hoek & van Hoeken, 2003; Stice & Shaw,
2002). Thus, body image is an important modifiable factor, and our
findings suggests: (1) healthcare delivery needs account for different
levels body appreciation that results in avoidance of stigmatizing
healthcare experiences (e.g., refusal to be weighed), and (2) develop
and test interventions focused on improving body image in health-
care settings which may help mediate stigma experienced by pa-
tients, and potentially refusal of other healthcare services that are
medically necessary and potentially life-saving (e.g. such as cancer
screening).

While we know that body appreciation can significantly improve
mental and physical health while mediating the negative effects of
weight-related experiences (also known as microaggressions), this
may be particularly beneficial for improving mental health outcomes
(O’Neill et al., 2022). Exercise interventions (Campbell & Hausenblas,
2009), body functionality-based approaches (Alleva et al., 2018), and
using 3D scanning technology and personalized avatars to train
participants to focus on ways they appreciate their bodies are evi-
dence-based strategies that have demonstrated improvements in
perceived body image and decreased anxiety in young women
(Ramseyer Winter et al., 2019). It may be particularly beneficial if
some of these strategies could be incorporated into routine health-
care and build trust between patients and their healthcare systems.
Additional research is needed to examine how body appreciation
interventions in the context of healthcare settings can improve
healthcare experiences, decrease refusal of medically necessary
services, and increase overall patient satisfaction and healthcare
utilization.

As we move toward identifying solutions and alternative services
to better collect meaningful patient health indices that are culturally
competent and weight inclusive, we need to understand how weight
is used in medical decision making by physicians. For what condi-
tions or procedures is weight a major factor that influences out-
comes, care protocols, and procedures? Once we comprehensively
understand the role of weight in healthcare avoidance, it is possible
that healthcare service protocols to weigh patients at the end of the
appointment if medically necessary could be beneficial. Healthcare
workforce training may also be needed to educate providers of the
consequences of weight stigma. In addition, it may be helpful to
consider the role of remote-patient monitoring or store-and-forward
modalities (e.g., email) with the use of telehealth technologies when
patients are avoiding care due to high healthcare stigma. In light of
the COVID pandemic, expanding the use of telehealth has been at the
forefront of the national healthcare agenda in the post-COVID era
(Trout et al., 2017). Telehealth may be useful to bridge the gap for
patients to avoid some stigmatizing experiences in healthcare as it
enables them to interact with their healthcare provider from the
privacy of their own home. More research is needed to determine if
telehealth technologies may minimize the stigma and “shame” re-
ported by patients by removing the face-to-face interactions and
mitigating fears of being weighed. Future research should identify
whether telehealth technologies can help reduce patient perceptions
of stigma and negative experiences regarding being weighed and
increase their comfort with this practice.

4.1. Limitations

The major limitation of this study is that the data are cross-
sectional in nature and do not establish causality. We modeled the
outcome of ever refusing to be weighed as binary, and we did not
explore how many participants would be amenable to being
weighed as long as they did not have to look at their weight on the
scales or told their weight by medical personnel. Future studies need
to determine if such strategies would be acceptable and induce less
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stigma for patients. We note that we found body appreciation to
have a relatively small effect size. Future studies should explore
other factors not accounted for this this study that influence refusal
to be weighed, such as self-stigma, provider weight bias, patient-
provider relationship, healthcare environment, healthcare organi-
zational factors (e.g. affiliated with an academic medical center, size,
participation in value-based purchasing models, etc.), among others.
Next, we did not collect information about healthcare utilization
patterns of participants included in the study or frequency of visits
in the past year. The use of mixed methods, however, put context to
the quantitative findings, thus reinforcing the conclusions and
highlighting future areas for interventional studies and the need to
determine when weighing patients is medically necessary. With our
study sample being primarily white, the study lacked power to
conduct subgroup analyses by race and the ability to detect differ-
ences between racial/ethnic groups. Future studies in this area
should prioritize increased sample diversity. Finally, the study was
conducted online, and may be more generalizable to those that have
access to digital technologies, such as smart phones, tablets, and
computers. Our findings, however, can inform larger evaluations in
clinical settings regarding reasons for refusal of healthcare services,
and longitudinal studies to evaluate the causal relationship between
weight stigma, body appreciation, and healthcare service avoidance.

4.2. Conclusion

Health equity has been at the forefront of the national public
health agenda, with increasing attention to the importance of pro-
viding weight-inclusive healthcare so that people of all body sizes
can achieve optimal health, especially in utilization of primary
healthcare services. We identified reasons for refusal of being
weighed and found that many women feel a range of negative
emotions from negative mental health to discrimination. We must
(1) understand specific patient experiences that violate trust in
providers, and (2) find alternative strategies to provide healthcare
services that are weight-inclusive to mediate these negative ex-
periences. Moving forward, it will be informative to evaluate the role
of telehealth in providing more weight-inclusive healthcare service
delivery by collecting meaningful and accurate clinical parameters
(such as blood pressure) outside of the healthcare setting where
patients otherwise experience increased anxiety from weight-re-
lated concerns and negative experiences highlighted in this research.
Building trust between patients and providers, either with telehealth
technologies or practice-based interventions, can facilitate a more
supportive and productive dialogue about providing personalized,
weight-inclusive healthcare tailored to patients.

Funding

This work was supported by an internal grant at the University of
Missouri.

CRediT authorship contribution statement

Virginia Ramseyer Winter: Conceptualization, Methodology,
Formal Quantitative Analysis, Data Curation, Writing-Original Draft,
Writing - Review and Editing, Funding Acquisition, Kate Trout:
Conceptualization, Writing-Original Draft, Erin Harrop: Formal
Qualitative Analysis, Writing-Original Draft, Elizabeth O’Neill:
Conceptualization, Methodology, Writing-Original Draft, Writing-
Review and Editing, Funding Acquisition, Rebecca Puhl: Writing -
Review and Editing, Gillian Bartlett-Esquilant: Writing - Review and
Editing.

46

Body Image 46 (2023) 41-47
Data availability
Data will be made available on request.
Declaration of Competing Interest
None.
Acknowledgements
None.

References

Alberga, A. S., Edache, I. Y., Forhan, M., & Russell-Mayhew, S. (2019). Weight bias
and health care utilization: A scoping review. Primary Health Care
Research &  Development, 20, Article e116. https://doi.org/10.1017/
$1463423619000227

Alleva, ]., Diedrichs, P., Halliwell, E., Martijn, C., & Stujifzand, B. (2018). A randomised-
controlled trial investigating potential underlying mechanisms of a functionality-
based approach to improving women’s body image. Body Image, 25, 85-96.
(https://www.sciencedirect.com/science/article/pii/S1740144517305016).

Alleva, J. M., Karos, K., Meadows, A., Waldén, M. 1, Stutterheim, S. E., Lissandrello, F., &
Atkinson, M. J. (2021). “What can her body do?” Reducing weight stigma by ap-
preciating another person’s body functionality. PloS One, 16(5), Article e0251507.
https://doi.org/10.1371/journal.pone.0251507

Amy, N., Aalborg, A., Lyons, P., & Keranen, L. (2006). Barriers to routine gynecological
cancer screening for White and African-American obese women. International
Journal of Obesity, 30, 147-155. https://doi.org/10.1038/s].ij0.0803105

Andrew, R, Tiggemann, M., & Clark, L. (2016). Positive body image and young wo-
men'’s health: Implications for sun protection, cancer screening, weight loss and
alcohol consumption behaviours. Journal of Health Psychology, 21(1), 28-39.
(https://www.ncbi.nlm.nih.gov/pubmed/24532796).

Avalos, L., Tylka, T. L., & Wood-Barcalow, N. (2005). The Body Appreciation Scale:
Development and psychometric evaluation. Body Image, 2, 285-297. https://doi.
org/10.1016/j.bodyim.2005.06.002

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative
Research in Psychology, 3(2), 77-101. https://doi.org/10.1191/1478088706qp0630a

Campbell, A., & Hausenblas, H. A. (2009). Effects of exercise interventions on body
image: A meta-analysis. Journal of Health Psychology, 14(6), 780-793. https://doi.
0rg/10.1177/1359105309338977

Carels, R. A., Burmeister, J., Oehlhof, M. W., Hinman, N., LeRoy, M., Bannon, E., &
Ashrafloun, L. (2013). Internalized weight bias: Ratings of the self, normal weight,
and obese individuals and psychological maladjustment. Journal of Behavioral
Medicine, 36(1), 86-94. https://doi.org/10.1007/s10865-012-9402-8

Cash, T., Theriault, J., Annis, J., & Milkewicz, N. (2004). Body image in an interpersonal
context: Adult attachment, fear of intimacy, and social anxiety. Journal of Social
and Clinical Psychology, 23(1), 89-103. https://doi.org/10.1521/jscp.23.1.89.26987

Cook, M., Ramseyer Winter, V., & O’Neill, E. A. (2020). Body appreciation and health
care avoidance: A brief report. Health and Social Work, 45(1), https://doi.org/10.
1093/hsw/hlz036

Dollar, E., Berman, M., & Adachi-Mejia, A. (2017). Do no harm: Moving beyond weight
loss to emphasize physical activity at every size. Preventing Chronic Disease, 14.
(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5420445/).

Drury, C. A. A, & Louis, M. (2002). Exploring the association between body weight,
stigma of obesity, and health care avoidance. Journal of the American Academy of
Nurse Practitioners, 14(12), 554-561. https://doi.org/10.1111/j.1745-7599.2002.
tb00089.x

Ferrante, ]. M., Seaman, K., Bator, A., Ohman-Strickland, P., Gundersen, D., Clemow, L.,
& Puhl, R. (2016). Impact of perceived weight stigma among underserved women
on doctor-patient relationships. Obesity Science & Practice, 2, 128-135. https://doi.
org/10.1002/0sp4.40

Forhan, M., Risdon, C., & Solomon, P. (2013). Contributors to patient engagement in
primary health care: perceptions of patients with obesity. Primary Health Care
Research &  Development, 14(4), 367-372. https://doi.org/10.1017/
$1463423612000643

Fuller, K. (2018). The Scale at the Doctor’s Office: The Decision Is Yours | Psychology
Today. Psychology Today. (https://www.psychologytoday.com/us/blog/happiness-
is-state-mind/201805/the-scale-the-doctor-s-office-the-decision-is-yours).

Hamby, S., Turner, H., Durham, D. F.-, Against, N. C., & 2011, undefined. (n.d.). Financial
strain index Weight stigma. Researchgate.Net. Retrieved July 17, 2022, from
https://[www.researchgate.net/profile/Sherry-Hamby/publication/280840058_
Financial_Strain_Index/links/55c8e8ea08aea2d9bdc92063/Financial-Strain-
Index.pdf.

Hoek, H. W., & van Hoeken, D. (2003). Review of the prevalence and incidence of
eating disorders. International Journal of Eating Disorders, Vol. 34(Issue 4),
383-396. https://doi.org/10.1002/eat.10222

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis.
Qualitative  Health  Research, 15(9), 1277-1288. https://doi.org/10.1177]
1049732305276687

Incollingo Rodriguez, A. C., Smieszek, S. M., Nippert, K. E., & Tomiyama, A. ]. (2020).
Pregnant and postpartum women'’s experiences of weight stigma in healthcare.


https://doi.org/10.1017/S1463423619000227
https://doi.org/10.1017/S1463423619000227
https://www.sciencedirect.com/science/article/pii/S1740144517305016
https://doi.org/10.1371/journal.pone.0251507
https://doi.org/10.1038/sj.ijo.0803105
https://www.ncbi.nlm.nih.gov/pubmed/24532796
https://doi.org/10.1016/j.bodyim.2005.06.002
https://doi.org/10.1016/j.bodyim.2005.06.002
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1177/1359105309338977
https://doi.org/10.1177/1359105309338977
https://doi.org/10.1007/s10865-012-9402-8
https://doi.org/10.1521/jscp.23.1.89.26987
https://doi.org/10.1093/hsw/hlz036
https://doi.org/10.1093/hsw/hlz036
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5420445/
https://doi.org/10.1111/j.1745-7599.2002.tb00089.x
https://doi.org/10.1111/j.1745-7599.2002.tb00089.x
https://doi.org/10.1002/osp4.40
https://doi.org/10.1002/osp4.40
https://doi.org/10.1017/S1463423612000643
https://doi.org/10.1017/S1463423612000643
https://www.psychologytoday.com/us/blog/happiness-is-state-mind/201805/the-scale-the-doctor-s-office-the-decision-is-yours
https://www.psychologytoday.com/us/blog/happiness-is-state-mind/201805/the-scale-the-doctor-s-office-the-decision-is-yours
https://www.researchgate.net/profile/Sherry-Hamby/publication/280840058_Financial_Strain_Index/links/55c8e8ea08aea2d9bdc92063/Financial-Strain-Index.pdf
https://www.researchgate.net/profile/Sherry-Hamby/publication/280840058_Financial_Strain_Index/links/55c8e8ea08aea2d9bdc92063/Financial-Strain-Index.pdf
https://www.researchgate.net/profile/Sherry-Hamby/publication/280840058_Financial_Strain_Index/links/55c8e8ea08aea2d9bdc92063/Financial-Strain-Index.pdf
https://doi.org/10.1002/eat.10222
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1177/1049732305276687

V.R. Winter, K. Trout, E. Harrop et al.

BMC Pregnancy and Childbirth, 20(1), 1-10. https://doi.org/10.1186/s12884-020-
03202-5

Jacoby, S. (2022). ‘Don’t weigh me’ cards help patients avoid triggers at the doctor’s
office. Today. (https://[www.today.com/health/mind-body/dont-weigh-me-cards-
help-patients-rcna11351).

Klein, D., Najman, J., Kohrman, A. F., & Munro, C. (1982). Patient characteristics that
elicit negative responses from family physicians. The Journal of Family Practice,
14(5), 881-888.

Lee, J. A, & Pausé, C. ]. (2016). Stigma in practice: Barriers to health for fat women.
Frontiers in Psychology, 7, 2063. https://doi.org/10.3389/fpsyg.2016.02063

Maddox, G. L., Back, K. W., & Liederman, V. R. (1968). Overweight as social deviance
and disability. Journal of Medical Education, 44, 214-220. https://doi.org/10.2307/
2948537

Meadows, A., & Calogero, R. M. (2018). Studies on weight stigma and body image in
higher-weight individuals. Body image, eating, and weight. Cham: Springer381-400.

Mensinger, J., Tylka, T., & Calamari, M. (2018). Mechanisms underlying weight status
and healthcare avoidance in women: A study of weight stigma, body-related
shame and guilt, and healthcare stress. Body Image, 25, 139-147. https://doi.org/
10.1016/j.bodyim.2018.03.001

National Coordinating Council for Medication Error Reporting and Prevention
(October 25, 2018). Recommendations to weight patients and document metric
weights to ensure accurate medication dosing. Accessed on February 9, 2023,
from: (https://www.nccmerp.org/recommendations-weigh-patients-and-
document-metric-weights-ensure-accurate-medication-dosing-adopted).

O'Neill, E., Trout, K., & Ramseyer Winter, V. (2022). Relationships between experien-
cing anti-fat microaggressions, body appreciation, and perceived physical and
mental health. Journal of Health Psychology. https://doi.org/10.1177/
13591053221103421

Phelan, S., Burgess, D., & Yeazel, M. (2015). Impact of weight bias and stigma on quality
of care and outcomes for patients with obesity. Obesity Reviews, 16(4), 319-326.
https://doi.org/10.1111/obr.12266

Poon, M. Y., & Tarrant, M. (2009). Obesity: Attitudes of undergraduate student nurses
and registered nurses. Journal of Clinical Nursing, 18(16), 2355-2365. https://doi.
org/10.1111/j.1365-2702.2008.02709.x

Puhl, R. M., & Brownell, K. D. (2006). Confronting and coping with weight stigma: An
investigation of overweight and obese adults. Obesity, 14(10), 1802-1815. https://
doi.org/10.1038/0by.2006.208

Puhl, R. M., Latner, J. D., King, K. M., & Luedicke, J. (2014). Weight bias among pro-
fessionals treating eating disorders: Attitudes about treatment and perceived
patient outcomes. International Journal of Eating Disorders, 47(1), 65-75. https://
doi.org/10.1002/eat.22186

Puhl, R. M., Lessard, L. M., Himmelstein, M. S., & Foster, G. D. (2021). The roles of
experienced and internalized weight stigma in healthcare experiences:

47

Body Image 46 (2023) 41-47

Perspectives of adults engaged in weight management across six countries. PLoS
ONE, 16. https://doi.org/10.1371/journal.pone.0251566

Ramseyer Winter, V., Landor, A. M., Teti, M., Morris, K., Schliep, E. M., Pevehouse-
Pfeiffer, D., & Pekarek, E. (2019). Is body appreciation a mechanism of depression
and anxiety? An investigation of the 3-Dimensional Body Appreciation Mapping
(3D-BAM) intervention. Mental Health and Prevention, 14. https://doi.org/10.1016/].
mph.2019.200158

Sabin, J. A., Marini, M., & Nosek, B. A. (2012). Implicit and explicit anti-fat bias among a
large sample of medical doctors by BMI, race/ethnicity and gender. PLoS ONE,
7(11), 1-7. https://doi.org/10.1371/journal.pone.0048448

Saunders, J. A., Morrow-Howell, N., Spitznagel, E., Doré, P, Proctor, E. K., & Pescarino,
R. (2006). Imputing missing data: A comparison of methods for social work re-
searchers. Social Work Research, 30(1), 19-31. https://doi.org/10.1093/swr/30.1.19

Slevec, J., & Tiggemann, M. (2011). Predictors of body dissatisfaction and disordered
eating in middle-aged women. Clinical Psychology Review, 31(4), 515-524. https://
doi.org/10.1016/j.cpr.2010.12.002

Stice, E., & Shaw, H. (2002). Role of body dissatisfaction in the onset and maintenance
of eating pathology: A synthesis of research findings. Journal of Psychosomatic
Research, 53(5), 985-993. https://doi.org/10.1016/50022-3999(02)00488-9

Tomiyama, A. J. (2014). Weight stigma is stressful. A review of evidence for the Cyclic
Obesity/Weight-Based Stigma model. Appetite, 82, 8-15. https://doi.org/10.1016/].
appet.2014.06.108

Trout, K. E., Rampa, S., Wilson, F. A., & Stimpson, J. P. (2017). Original research legal
mapping analysis of state telehealth reimbursement policies. Telemedicine and E-
Health, 23(10), 805-814. https://doi.org/10.1089/tmj.2017.0016

Tylka, T. L., Annunziato, R. A., Burgard, D., Danielsdéttir, S., Shuman, E., Davis, C., &
Calogero, R. M. (2014). The weight-inclusive versus weight-normative approach to
health: Evaluating the evidence for prioritizing well-being over weight loss.
Journal of Obesity. https://doi.org/10.1155/2014/983495

Tylka, T., & Wood-Barcalow, N. (2015). The Body Appreciation Scale-2: item refine-
ment and psychometric evaluation. Body Image, 12, 53-67. https://doi.org/10.
1016/j.bodyim.2014.09.006

Wheatman Hill, L. (2021). PSA: You Don’t Have To Be Weighed At a Doctor’s Office |
Well+Good.  Well+Good. (https://www.wellandgood.com/weighed-during-
doctors-visit/).

Wong., B. (January 19, 2022). PSA: You probably don’t need to be weighed at the
doctor’s office. Accessed on February 9, 2023, from: (https://www.huffpost.com/
entry/you-dont-need-to-get-weighed-at-the-doctors-office_l_
61e72664e4b05645a6ed73ce).

Yager, Z., Gray, T., Curry, C., & McLean, S. A. (2017). Body dissatisfaction, excessive
exercise, and weight change strategies used by first-year undergraduate students:
Comparing health and physical education and other education students. Journal of
Eating Disorders, 5(1), https://doi.org/10.1186/s40337-016-0133-z


https://doi.org/10.1186/s12884-020-03202-5
https://doi.org/10.1186/s12884-020-03202-5
https://www.today.com/health/mind-body/dont-weigh-me-cards-help-patients-rcna11351
https://www.today.com/health/mind-body/dont-weigh-me-cards-help-patients-rcna11351
http://refhub.elsevier.com/S1740-1445(23)00056-6/sbref21
http://refhub.elsevier.com/S1740-1445(23)00056-6/sbref21
http://refhub.elsevier.com/S1740-1445(23)00056-6/sbref21
https://doi.org/10.3389/fpsyg.2016.02063
https://doi.org/10.2307/2948537
https://doi.org/10.2307/2948537
http://refhub.elsevier.com/S1740-1445(23)00056-6/sbref24
http://refhub.elsevier.com/S1740-1445(23)00056-6/sbref24
https://doi.org/10.1016/j.bodyim.2018.03.001
https://doi.org/10.1016/j.bodyim.2018.03.001
https://www.nccmerp.org/recommendations-weigh-patients-and-document-metric-weights-ensure-accurate-medication-dosing-adopted
https://www.nccmerp.org/recommendations-weigh-patients-and-document-metric-weights-ensure-accurate-medication-dosing-adopted
https://doi.org/10.1177/13591053221103421
https://doi.org/10.1177/13591053221103421
https://doi.org/10.1111/obr.12266
https://doi.org/10.1111/j.1365-2702.2008.02709.x
https://doi.org/10.1111/j.1365-2702.2008.02709.x
https://doi.org/10.1038/oby.2006.208
https://doi.org/10.1038/oby.2006.208
https://doi.org/10.1002/eat.22186
https://doi.org/10.1002/eat.22186
https://doi.org/10.1371/journal.pone.0251566
https://doi.org/10.1016/j.mph.2019.200158
https://doi.org/10.1016/j.mph.2019.200158
https://doi.org/10.1371/journal.pone.0048448
https://doi.org/10.1093/swr/30.1.19
https://doi.org/10.1016/j.cpr.2010.12.002
https://doi.org/10.1016/j.cpr.2010.12.002
https://doi.org/10.1016/S0022-3999(02)00488-9
https://doi.org/10.1016/j.appet.2014.06.108
https://doi.org/10.1016/j.appet.2014.06.108
https://doi.org/10.1089/tmj.2017.0016
https://doi.org/10.1155/2014/983495
https://doi.org/10.1016/j.bodyim.2014.09.006
https://doi.org/10.1016/j.bodyim.2014.09.006
https://www.wellandgood.com/weighed-during-doctors-visit/
https://www.wellandgood.com/weighed-during-doctors-visit/
https://www.huffpost.com/entry/you-dont-need-to-get-weighed-at-the-doctors-office_l_61e72664e4b05645a6ed73ce
https://www.huffpost.com/entry/you-dont-need-to-get-weighed-at-the-doctors-office_l_61e72664e4b05645a6ed73ce
https://www.huffpost.com/entry/you-dont-need-to-get-weighed-at-the-doctors-office_l_61e72664e4b05645a6ed73ce
https://doi.org/10.1186/s40337-016-0133-z

	Women’s refusal to be weighed during healthcare visits: Links to body image
	1. Introduction
	1.1. Literature review
	1.1.1. Weight stigma and weighing in healthcare
	1.1.2. Body appreciation, weight stigma, and healthcare avoidance

	1.2. Current study

	2. Method
	2.1. Participants
	2.2. Procedure
	2.3. Measures
	2.3.1. Body appreciation
	2.3.2. Ever refusing to be weighed
	2.3.3. Covariates

	2.4. Quantitative analytic plan
	2.5. Qualitative-specific methods

	3. Results
	3.1. Descriptives
	3.2. Multivariate regression
	3.3. Qualitative

	4. Discussion
	4.1. Limitations
	4.2. Conclusion

	Funding
	CRediT authorship contribution statement
	Data availability
	Declaration of Competing Interest
	Acknowledgements
	References




