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KEY POINTS

� Weight stigma is pervasive across all levels of society, including health care.

� Individuals who experience weight discrimination are at risk for serious health conse-
quences, both physical and psychological.

� There is a discrepancy between societal perceptions of individuals living with obesity and
the extensive research demonstrating that obesity is a chronic disease.

� Health care professionals should adopt a weight-inclusive approach when caring for pa-
tients with obesity.
BACKGROUND

Weight stigma, defined as misconceptions and stereotypes associated with higher
body weight,1 is pervasive across all levels of society, including health care. It mani-
fests at the individual and interpersonal levels, influences community and institutional
settings, and extends to cultural norms. Stigmatizing an individual based on their body
weight is a form of human discrimination, yet it continues to be a widely accepted
practice. Those who are a victim to weight stigma are at risk for serious health impli-
cations, including physical and psychological.1,2 Research shows that victims of
weight discrimination compared to their counterparts demonstrate high levels of
cortisol, inflammatory markers such as C-reactive protein, cardiometabolic risk, and
mortality. The mental health consequences for youth are dire when they undergo
weight-based teasing and bullying, as adolescents are more prone to social isolation,
anxiety, and depression. Similarly, among adults, victims of weight discrimination are
at increased risk for higher anxiety levels, depressive symptoms, social isolation, sub-
stance abuse, and disordered eating.2–4

It’s a paradox that weight stigma, as a social determinant of health, exacerbates the
worsening obesity pandemic, with each reinforcing the other. The persistence of
weight stigma not only deepens health disparities but also perpetuates societal mis-
conceptions. However, we may be at a turning point where change is possible.
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With the recent surge in pharmacologic treatments for obesity, particularly following
the Food and Drug Administration (FDA)’s approval of semaglutide in 2021 for the indi-
cation of obesity, discussions about obesity have become increasingly prominent.
This is a pivotal moment in history for reshaping societal perceptions of obesity and
potentially changing the prevailing narratives. Understanding the current climate of
weight stigma and exploring ways to eradicate it from all levels of society is essential.

DISCUSSION
Terminology

Before diving into the current state of weight stigma, it’s crucial to first define the key
terms that shape our understanding of this topic. Negative perceptions and social
devaluation of individuals with higher body weight is weight stigma. The downstream
effects of weight stigma include negative attitudes, stereotypes, and discrimination.
When an individual holds negative attitudes toward individuals with obesity, be it overt
or subconscious, this is explicit and implicit weight bias, respectively. Weight bias can
lead to weight discrimination, where individuals who hold these biases treat people
with higher body weight unfairly. Common societal weight-based stereotypes are
that individuals living with obesity lack willpower, are lazy, and non-adherent to med-
ical recommendations. Hence, they are perceived to be in control of their weight and
personally to blame for living at a higher body weight. For people with obesity who
agree with these societal stereotypes and participate in self-blame and shame, this
is a form of weight bias internalization.2

Current Controversies

There is a discrepancy between societal perceptions of individuals living with obesity
and the extensive research demonstrating that obesity is a chronic, complex disease
influenced by both controllable and uncontrollable factors. In the following paragraphs
are 3 commonly held misconceptions, followed by evidence that debunks each one.

Misconception #1: obesity is solely a matter of personal volition and is reversible by
eating less and moving more
It is a common societal narrative that obesity is within a person’s control1 and due to an
individual’s choice to overeat and be sedentary. However, this perception is rooted in
weight stigmatization. Obesity is multifactorial in origin, with a confluence of uncontrol-
lable and controllable variables. Every patient’s story is different. There are numerous
contributors to adult obesity, including genetics, social determinants of health, prena-
tal, perinatal, and postnatal health, trauma, smoking cessation, medication-induced
weight gain, inadequate sleep, endocrine disruptor chemicals, the environment,meno-
pause, pregnancy, and that is just to name a few. Similarly, pediatric obesity, which is
also a multifactorial medical disease, is influenced by genetic, prenatal, perinatal, and
postnatal development, early development, environmental factors, diet quality, inade-
quate physical activity, social determinants of health, andmore.5–7Weight stigma leads
to adverse health consequences through biopsychological distress, which has been
found to contribute to obesity as well.1 Lastly, when considering the rapid rise of the
obesity pandemic in the latter half of the twenty-first century, it would be overly
simplistic to attribute it solely to poor diet and sedentary behavior. A more comprehen-
sive view is necessary to fully understand the complexity of this issue.2

There are complex, biological underpinnings to obesity. On a cellular level, adipo-
cytes undergo oxidative stress, mitochondrial dysfunction, immune dysfunction,
chronic inflammation, and metabolic dysfunction that all contribute to the pathogen-
esis of obesity. This is where healthy adipocytes become dysfunctional adipocytes,
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and excessive energy storage occurs in the form of fat. Although the body’s homeo-
static mechanisms for maintaining weight within a narrow range around a specific set
point are highly effective, when these systems become dysregulated, they can signif-
icantly undermine an individual’s attempts to lose weight.8,9 Thus, reducing caloric
intake and increasing energy expenditure alone are often insufficient to overcome
the underlying biological forces diving weight gain. And arguments that obesity is
merely an energy imbalance ruled by the law of thermodynamics, is wrong, as this hy-
pothesis overlooks adipose as a dynamic tissue.10

Misconception #2: obesity is not a disease
The American Medical Association (AMA) and numerous other health organization
designated obesity a disease over a decade ago.11 The World Health Organization,
the US National Institutes of Health, and the US Food and Drug Association have
defined obesity as a disease.12 Assessing if obesity is a disease should be based on
objective data that assesses the medical and biologic origins of obesity and it is meets
the definition of a “disease.” To qualify as a disease, 3 criteriamust bemet according to
the AMA: the presence of outward signs or symptoms, the potential to causemorbidity
or mortality, and impaired function of a tissue or organ. In 2013, the AMA officially
defined obesity as a disease process. Obesity satisfies all 3 criteria, as it involves
increased adiposity, is associated with over 200 related medical conditions,13 reduces
lifespan, and results in impaired functionof adipose tissue. It is imperative that obesity is
recognized as a disease by all, especially health care systems, policy makers, and
payers who influence access to weight management care services.
Some argue that defining obesity as a disease is problematic because it may

discourage individuals from adopting healthy lifestyle behaviors.2 In contrast, similar
challenges are rarely posed regarding the classification of diabetes or hypertension
as diseases. This discrepancy suggests that the bias against recognizing obesity as
a disease is significant. It’s essential for health care professionals, patients, and the
broader community to reflect on this bias to address it effectively.

Misconception #3: anti-obesity medications and metabolic and bariatric surgery are
the easy way out
Adjunct treatments to lifestyle are sometimes viewed as the easy way out because it is
assumed that lifestyle modification is adequate to reverse obesity.14 Historically, this
bias held true for metabolic and bariatric surgery (MBS) that was viewed as a surgery
that simply led to mechanical restriction to prevent individuals from overeating. How-
ever, surgical interventions like MBS do much more than restriction and research
demonstrates that surgery leads to numerous metabolic changes. For example,
changes in gastrointestinal hormones, the gut microbiome, insulin sensitivity, gut-
nutrient signaling, and more. These complex metabolic alterations ultimately help to
overcome the body’s compensatory physiologic response to weight loss.15,16

Similarly, early data suggest that recent public interest in glucagon-like peptide-1
(GLP-1) receptor agonists had led to a growing societal stigmatization of individuals
taking anti-obesity medications.17

GLP-1 receptor agonists have been watered down to appear as solely drugs to
suppress appetite, with the assumption that individuals living with obesity cannot
control their appetite without the adjunct of a medication. However, these medica-
tions operate through a plethora of biological actions involving the gut-brain axis.
GLP-1 receptor agonists not only reduce appetite but also stimulate insulin secretion,
effect brain regions associated with reward and feeding behavior, slow gut transit,
and offer cardioprotective effects through direct and indirect physiologic effects on
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the cardiovascular system.18 The health promoting effects of GLP-1 receptor ago-
nists are the important part to focus on and can help to shift the focus on what is
means to lose weight with adjunct pharmacotherapy.
Individuals who experience discrimination in the form of weight bias are at risk for

serious health consequences, both physical and psychological.
COMPASSIONATE AND BIAS-FREE APPROACH TO PATIENT CARE FOR OBESITY
Broaching the Topic of Obesity and Weight Management

It is the responsibility of health care professionals (HCPs) to provide bias-free, pa-
tient-centered care to each and every patient, no matter their race, ethnicity, religion,
body shape and size, etc. When it comes to discussing obesity with patients, there is
no universally established methodology to introducing the topic of weight.19 Still, rec-
ommended strategies do exist. Evidence indicates that individuals with obesity who
experience weight bias and stigma have increased morbidity and mortality, regard-
less of their weight or BMI.4 Therefore it is helpful to use a framework when broaching
the topic of weight with patients with the goal of generating a mutually respectful
conversation.
Providers are encouraged to ask patients for permission to discuss their weight, as it

is not assumed that all patients with obesity are ready to have such discussions.
Notably, asking permission to have a discussion is designated as the first “A” in the
counseling framework, the 5 A’s, that has been adapted for obesity treatment. The
5 A’s framework was originally created to help guide providers on how to broach
the topic of smoking cessation with patients.19 Various organizations have created
concise communication strategy aids that are excellent references. For example,
the Strategies to Overcome and Prevent Obesity Alliance developed a toolkit, “Why
Weight? A Guide to Discussing Obesity & Health With Your Patients,” that is a recom-
mended resource to consider.20 Also, Obesity Canada developed a roadmap for man-
aging obesity in primary care that uses the 5 A’s framework.21

Gauging a patient’s readiness to discuss and consider weight management treat-
ment options is a fundamental aspect of history taking for a patient with obesity. It
is important for providers to recognize that not all patients living with obesity are pre-
pared to initiate obesity management. The Transtheoretical, or Stages of Change
Model, explains that patients fall into 1 of 5 stages of change at any point in time: pre-
contemplation, contemplation, preparation, action maintenance, and relapse.22

Assessing the patient’s stage can better customize the intensity of the interventions
agreed upon for the management plan through a patient-centered plan.

Use Person-First Language

As with any chronic condition, using person-first language is crucial when discussing
obesity with patients. The words HCPs choose sets the stage for a respectful conver-
sation, especially important when addressing a sensitive topic like weight.23,24 To
avoid stigma, opt for non-labeling language such as “patient with obesity” instead
of “obese patient” or “patient affected by obesity” instead of “patient is obese.”
HCPs can access excellent, free resources through the Obesity Action Coalition to
support these conversations.25

Respect Individual Language Preferences

Language sets the stage for a mutually respectful conversation between a patient and
HCP. A 2020 systematic review26 systematic review of 33 studies (23 quantitative, 10
qualitative) published from 1999 to 2019 that evaluated participants’ preferences for
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weight-related terminology examined people’s preferences for weight-related termi-
nology. Findings suggested that neutral terminology such as “weight” or “unhealthy
weight” is preferred and less preferred are terms such as “obese” and “fat.” Also,
the study found that language preferences varied by the participants’ gender, race/
ethnicity, and weight status. This underscores the significance of providing personal-
ized care for each patient and remembering to make the distinction between the per-
son and the disease when communicating to patients.26

Body mass index is a screening tool and not a diagnosis
If HCPs continue equate weight and body size with health, it perpetuates weight
stigma.1 Body mass index (BMI) has inherent limitations as it does not directly assess
body adiposity. While BMI serves as a screening tool, especially at the population
level, it is not a definitive diagnosis. In discussions about a patient’s health in relation
to obesity, incorporating other data points is critical as this provides a more evidence-
based and comprehensive understanding of the importance of addressing obesity,
rather than depending solely on BMI. A recent 2023 AMA policy statement recommen-
ded HCPs use BMI in conjunction with other valid measures of risk, for example, mea-
surement of body composition and metabolic outcomes.27,28

Promote overall health
Due to the societal norms of a weight-obsessed culture, many patients often come to
us with a specific target weight in mind, whether in pounds or kilograms. Helping an
individual address and treat obesity is not with the sole intention of changing the num-
ber on the scale. The discussion should be broadened beyond weight, acknowledge
social determinants of health, and empower individuals to make choices that support
their health outcomes, functionality, and quality of life.29 When the topic of weight is
something that a patient is particularly focused on, it is important to shift the conver-
sation to overall health promotion and discuss other data points that are reflective of
the individual’s health status, such as cardiometabolic parameters.

Deliver weight-inclusive care
A weight-inclusive approach promotes overall health and well-being while providing
non-stigmatizing care to patients. There is an emphasis on respect for body diversity,
with advocacy for body size acceptance and body positivity. In clinical practice,
emphasizing patients that the ultimate goal we are striving for is improved health
and not a particular number on the scale or particular body type.
This approach supports equal treatment and access to health care for all individ-

uals. At its core, the weight inclusive paradigm is a holistic, nonbiased approach to
all patients, regardless of body size. It is recommended to use a patient-centered
treatment plan with patients that is comprehensive, multipronged, and considers all
tools available in the toolbox indicated for that individual. At the same time, it will be
important not to swing into healthism, whereby those who are not healthy or those
who do not pursue health are stigmatized as being less-than. Preserving dignity
means accepting patient autonomy and choices.30
SUMMARY

Weight stigma is widespread across all levels of society, including health care. Mis-
conceptions persist that obesity is solely a personal choice, easily resolved through
lifestyle changes, and that using adjunct therapies is an “easy way out.” However,
research shows that obesity is a chronic disease with a complex pathophysiology
requiring a multidisciplinary, multifaceted approach to treatment. Therefore, health
Descargado para Daniela Zúñiga Agüero (danyzuag@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en marzo 13, 2025. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2025. Elsevier Inc. Todos los derechos reservados.



Velazquez14
care professionals should adopt a weight-inclusive approach when caring for patients
with obesity.

CLINICS CARE POINTS
� HCPs are encouraged to ask patients for permission to discuss obesity with their patient and
to be mindful of the importance of language, ensuring person-first language.

� Aweight-inclusive approach fosters overall health and well-being while delivering care that
is free from stigma and it is a standard HCPs should aim to uphold in their practice.

� It is essential for HCPs to engage in empathetic, respectful conversations with patients about
obesity and its treatments, ensuring these discussions are free from judgment and bias.
DISCLOSURES

Advisory Board Member: Weight Watchers, Intellihealth, Eli Lilly. Consultant: Novo
Nordisk. Research Support: NIH, United States, Grant—National Heart, Lung, and
Blood Institute, United States, (NCT0517662), UCLA Clinical and Translational Sci-
ence Institute Grant, United States,.

DECLARATION OF AI AND AI-ASSISTED TECHNOLOGIES IN THE WRITING PROCESS

During the preparation of this work, the author used Generative AI. After using this
tool/service, the author reviewed and edited the content as needed and takes full re-
sponsibility for the content of the publication.

ACKNOWLEDGMENTS

The author would like to thank Dr Seongwon Jeon’s contributions to this article.

REFERENCES

1. Nutter S, Eggerichs LA, Nagpal TS, et al. Changing the global obesity narrative to
recognize and reduce weight stigma: a position statement from the World
Obesity Federation. Obes Rev 2024;25(1):e13642.

2. Rubino F, Puhl RM, Cummings DE, et al. Joint international consensus statement
for ending stigma of obesity. Nat Med 2020;26(4):485–97.

3. Tomiyama AJ, Carr D, Granberg EM, et al. How and why weight stigma drives the
obesity ‘epidemic’ and harms health. BMC Med 2018;16(1):123.

4. Sutin AR, Stephan Y, Terracciano A. Weight discrimination and risk of mortality.
Psychol Sci 2015;26(11):1803–11.

5. Hampl SE, Hassink SG, Skinner AC, et al. Clinical practice guideline for the eval-
uation and treatment of children and adolescents with obesity. Pediatrics 2023;
151(2). https://doi.org/10.1542/peds.2022-060640.

6. Fitch A, Fox C, Bauerly K, et al. Prevention andmanagement of obesity for children
and adolescents. 2013. p. 94. Available at: https://jesse.tg/ngc-archive/summary/
10019 (Accessed August 2024).

7. Kumar S, Kelly AS. Review of childhood obesity: from epidemiology, etiology, and
comorbidities to clinical assessment and treatment. Mayo Clin Proc 2017;92(2):
251–65.
Descargado para Daniela Zúñiga Agüero (danyzuag@gmail.com) en National Library of Health and Social 
Security de ClinicalKey.es por Elsevier en marzo 13, 2025. Para uso personal exclusivamente. No se 
permiten otros usos sin autorización. Copyright ©2025. Elsevier Inc. Todos los derechos reservados.

http://refhub.elsevier.com/S0889-8529(24)00081-1/sref1
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref1
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref1
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref2
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref2
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref3
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref3
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref4
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref4
https://doi.org/10.1542/peds.2022-060640
https://jesse.tg/ngc-archive/summary/10019
https://jesse.tg/ngc-archive/summary/10019
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref7
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref7
http://refhub.elsevier.com/S0889-8529(24)00081-1/sref7


Weight Stigma 15
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