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Obesity Stigma: Important Considerations for Public Health
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Stigma and discrimination toward obese persons are pervasive and pose
numerous consequences for their psychological and physical health. Despite
decades of science documenting weight stigma, its public health implications
are widely ignored. Instead, obese persons are blamed for their weight, with
common perceptions that weight stigmatization is justifiable and may motivate
individuals to adopt healthier behaviors. We examine evidence to address these
assumptions and discuss their public health implications. On the basis of current
findings, we propose that weight stigma is not a beneficial public health tool for
reducing obesity. Rather, stigmatization of obese individuals threatens health,
generates health disparities, and interferes with effective obesity intervention
efforts. These findings highlight weight stigma as both a social justice issue and
a priority for public health. (Am J Public Health. 2010;100:1019–1028. doi:10.
2105/AJPH.2009.159491)

Negative attitudes toward obese persons are
pervasive in North American society. Numerous studies have documented harmful weightbased stereotypes that overweight and obese
individuals are lazy, weak-willed, unsuccessful,
unintelligent, lack self-discipline, have poor
willpower, and are noncompliant with weightloss treatment.1–3 These stereotypes give way to
stigma, prejudice, and discrimination against
obese persons in multiple domains of living,
including the workplace, health care facilities,
educational institutions, the mass media, and
even in close interpersonal relationships.1–3 Perhaps because weight stigma remains a socially
acceptable form of bias, negative attitudes and
stereotypes toward obese persons have been
frequently reported by employers, coworkers,
teachers, physicians, nurses, medical students,
dietitians, psychologists, peers, friends, family
members,1–4 and even among children aged as
young as 3 years.5
Recent estimates suggest that the prevalence
of weight discrimination has increased by
66% over the past decade,6 and is now comparable to prevalence rates of racial discrimination in America.7 Despite several decades of
literature documenting weight stigma as a compelling social problem,1,2,8,9 this form of stigma is
rarely challenged in North American society
and its public health implications have been
primarily ignored. Instead, prevailing societal
attributions place blame on obese individuals for

their excess weight, with common perceptions
that weight stigmatization is justifiable (and
perhaps necessary) because obese individuals are
personally responsible for their weight,10 and
that stigma might even serve as a useful tool to
motivate obese persons to adopt healthier lifestyle behaviors.11–13
We have examined existing evidence to
address these assumptions about weight stigma
and discuss their public health implications.
Documentation of the stigma of obesity has
been extensively reviewed elsewhere,1,2,4 thus,
our aim was to highlight relevant evidence from
this body of work to examine public health
implications of weight stigma, an issue that has
received little attention in the obesity field.
We obtained articles cited in this paper
through comprehensive literature searches in
computerized medical and social science databases, including PubMed, PsycINFO, and
SCOPUS. Search terms were limited to various
keyword combinations pertaining specifically
to body weight and stigma descriptors to
identify studies examining the relationship
between weight stigma and public health, and
emotional and physical health consequences of
obesity stigma. (For examples of descriptor
search terms, please refer to Puhl and Heuer.2)
We also conducted manual searches for specific
authors and journals that have published relevant research on these topics. In addition, we
retrieved references from a recent

June 2010, Vol 100, No. 6 | American Journal of Public Health

comprehensive systematic review of peerreviewed research studies documenting bias and
stigma toward obese individuals that we recently
published.2 The vast majority (87%) of studies
we included were published in the past decade,
with the exception of several studies published
earlier that are cited when relevant to the
historical context of the discussion or to provide
7 examples of landmark studies.
On the basis of the current evidence, we
conclude that weight stigma is not a beneficial
public health tool for reducing obesity or
improving health. Rather, stigmatization of
obese individuals poses serious risks to their
psychological and physical health, generates
health disparities, and interferes with implementation of effective obesity prevention efforts. This evidence highlights the importance
of addressing weight stigma as both a social
justice issue and a priority in public health
interventions to address obesity.

DISEASE STIGMA AND PUBLIC
HEALTH
In the field of public health, stigma is
a known enemy. Throughout history, stigma
has imposed suffering on groups vulnerable to
disease and impaired efforts to thwart the
progression of those diseases. Disease stigma
occurs when groups are blamed for their
illnesses because they are viewed as immoral,
unclean, or lazy.14 For example, in 19th century
America, Irish immigrants were commonly believed to be responsible for epidemic diseases
because they were ‘‘filthy and unmindful of
public hygiene.’’14(p4) As large numbers of Irishborn immigrants died of cholera and other
diseases, many viewed their deaths as acts of
retribution upon the ‘‘sinful and spiritually
unworthy.’’14(p36) When African Americans were
dying from tuberculosis at the beginning of the
20th century, rather than investing in prevention
or treatment of tuberculosis, many cities’ authorities issued warnings to its White citizens
against commingling with or hiring African
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Americans.15 Even the stigmatization of
injection drug users and individuals with
gonorrhea has been denounced as a barrier to
testing and treatment.16,17 These examples have
resulted in a broad understanding of the implications of stigma for public health. According to
Herek et al.,
Historical examples abound of stigma interfering
with collective responses to diseases ranging
from cholera to syphilis. In all of these cases, the
social construction of illness incorporated moral
judgments about the circumstances in which it
was contracted as well as preexisting hostility
toward the groups perceived to be most affected
by it.18(p538)

In the case of HIV/AIDS, the detrimental
role of stigma has become so clear that national
and international health agendas explicitly
identify stigma and discrimination as major
barriers to effectively addressing the epidemic.
As early as the mid-1980s, just a few years after
the disease was initially identified, discrimination against those at risk for HIV/AIDS was
identified as counterproductive,19 and early
public health policies included protections for
patients’ privacy and confidentiality.20 As it
became more evident that stigma and discrimination were among the root causes of vulnerability to HIV/AIDS, the United Nations General
Assembly Special Session on HIV/AIDS adopted
the Declaration of Commitment in 2001, which
pledged signatory states to ‘‘develop strategies to
combat stigma and social exclusion connected
with the epidemic.’’21(p9) Subsequently, stigma
and discrimination were chosen as the theme for
the 2002–2003 World AIDS Campaign.22 In
2007, the Joint United Nations Programme on
HIV/AIDS issued the report, Reducing HIV
Stigma and Discrimination: A Critical Part of
National AIDS Programmes, which provides
strategies for centralizing the reduction of
stigma and discrimination within national responses to the disease. Recommendations from
the report include providing funding and programming activities for multifaceted national
approaches to the reduction of HIV stigma and
discrimination.23
Thus, within current public health ideology
there is clear recognition of the critical obstacles created by disease stigma. Bayer notes:
In the closing decades of the 20th century,
a broadly shared view took hold that the stigmatization of those who were already vulnerable
provided the context within which diseases

spread, exacerbating morbidity and mortality. . . .
In this view, it was the responsibility of public
health officials to counteract stigma if they were
to fulfill their mission to protect the communal
health.24(p252)

In sharp contrast, the stigma of obesity has
not been addressed as a legitimate concern that
requires the attention of those working to
combat obesity, and is rarely discussed in the
context of public health.25,26 In fact, weight
stigma has been suggested by some as a method
for obesity control.11–13 The lack of attention to
weight stigma has persisted despite nearly 5
decades of scientific research documenting
weight stigma and its consequences for obese
individuals.1,2 Its absence was noted in the 1960s
when stigma research was first emerging. In
1968, Cahnman published the article entitled
‘‘The Stigma of Obesity,’’ in which he wrote:
Obesity is hardly ever mentioned in the writings
of sociologists, and not at all in the literature on
social deviance. This omission is amazing. . . .
Clearly, in our kind of society, with its stress on
affluence and upward mobility, being overweight
is considered to be detrimental to health,
a blemish to appearance, and a social
disgrace.27(p283)

This omission remains almost 50 years later.
Even as obesity rates have risen dramatically,
weight stigma is rarely, if ever, afforded the
same recognition or intervention as other
disease stigmas.
Although there is significant consensus that
stigma undermines public health, this principle
has not been applied to the obesity epidemic.
Common societal assumptions about obesity,
including the notion that obese individuals are
to blame for their weight, contribute to the
disregard of weight stigma and its impact on
emotional and physical health. An examination
of these assumptions in light of current scientific evidence reveals that obesity stigma creates significant barriers in efforts to address
obesity and deserves recognition in the public
health agenda.

COUNTERING ASSUMPTIONS THAT
PERPETUATE WEIGHT STIGMA
Social constructions of body weight are ingrained in the way that our society perceives
and reacts to obesity.10,28 According to Herek,
the social meaning of disease involves assigning
responsibility and blame, so that those afflicted
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with disease become regarded as either victims
or perpetrators.18 Society regularly regards
obese persons not as innocent victims, but as
architects of their own ill health, personally
responsible for their weight problems because
of laziness and overeating.29–31 These common
assumptions provide the foundation for weight
stigma, a prejudice that is often dismissed as
acceptable and necessary. Not only is weight
stigma viewed as a beneficial incentive for weight
loss, but it is also assumed that the condition of
obesity is under personal control,10,28,32,33 implying that the social influence of weight stigma
will be sufficient to produce change.
Although these assumptions about obesity
and weight stigma are prevalent in our national
mindset, considerable scientific evidence has
emerged to challenge them. To optimize obesity prevention and intervention efforts, these
assumptions must be addressed within the
sphere of public health, with recognition of the
harmful impact of weight stigma on quality of
life and the need to eliminate stigma from
current and future public health approaches to
the obesity epidemic. We present scientific
evidence relevant to these societal assumptions.

Weighty Misperceptions
Societal attributions about the causes of
obesity contribute significantly to expressions
of weight stigma. Experimental research in
psychology consistently demonstrates that
obese persons are stigmatized because their
weight is perceived to be caused by factors
within personal control (e.g., overeating and
lack of exercise).9,34–37 More than 2 decades
ago Weiner et al. first assessed the relationship
between perceptions of personal responsibility
and stigmatizing conditions, and found that
conditions rated low on personal responsibility
(such as Alzheimer’s disease) were rated high on
liking and elicited pity and intentions to help
from others.28 However, individuals with stigmatizing conditions rated high on personal responsibility (e.g., obesity and drug addiction)
were disliked, evoked little pity and high anger,
and received low ratings of helping tendencies.28
Research findings since that time have followed suit. In a study examining attitudes
toward 66 different diseases and health conditions (including obesity), the attributed degree of personal responsibility for the disease
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predicted social distance and rejection by
participants.38 Experimental research additionally shows that providing individuals with information emphasizing personal responsibility
for obesity increases negative stereotypes toward
obese persons, whereas information highlighting
the complex etiology of obesity (such as biological and genetic contributors) improves attitudes
and reduces stereotypes.39
The view that obesity is a matter of personal
responsibility is the prevailing message in the
media.29–31,40,41 News coverage of the personal
causes and solutions to obesity significantly outnumber other societal attributions of responsibility.29 Entertainment media also communicate
anti-fat messages and reinforce perceptions that
body weight is within personal control.42–44 The
current societal message is that both the cause
and the solution for obesity reside within the
individual. Thus, the pervasiveness of the ‘‘personal responsibility’’ message plays a key role in
stigmatization, and serves to justify stigma as an
acceptable societal response.45–47
However, this prevailing message does not
accurately reflect the science. Many significant
contributors to obesity are beyond the control
of individuals. In addition to the important role
of genetic and biological factors regulating
body weight,48–50 multiple social and economic
influences have significantly altered the environment to promote and reinforce obesity.51 As
Seng Lee notes,
We have created a biology–environment mismatch, as the human weight regulation is unable
to evolve fast enough to keep pace with the
environmental change.50(p45)

Advancements in workplace technology and
reduction of manual labor have resulted in
decreased energy expenditure. The built environment has decreased opportunities for
healthy lifestyle behaviors through factors such
as urban design, land use, public transportation
availability,52,53density and location of food
stores and restaurants,54 and neighborhood
barriers such as safety and walkability.53,55,56
Significant changes have taken place in the
food environment with increased accessibility
of inexpensive foods. Prices of calorie-dense
foods and beverages have decreased considerably in contrast to increasing prices of fresh
fruits, vegetables, fish, and dairy items,51 contributing to increased consumption of unhealthy

foods, especially as the portion sizes of these
items have grown considerably larger.57 Significant marketing and advertising of unhealthy,
energy-dense foods by the food industry contribute to excessive food consumption in important ways,58,59 especially for children, who are
heavily targeted.60,61
These complex societal and environmental
conditions that have created obesity necessitate
that we move beyond the narrow focus that
targets the individual as both the culprit and
the solution for obesity. Public health efforts
must address the multiple forces contributing
to the development and maintenance of obesity
and recognize that individual behaviors are
powerfully shaped by the obesogenic environment. As Cohen concludes, ‘‘a more accurate
conceptualization of the obesity epidemic is
that people are responding to the forces in their
environment, rather than lacking in willpower
and self-control.’’62(pS141) There is increasing
consensus that environmental change is essential
to the solution of obesity.62–64
There is also considerable scientific consensus about the challenge of significant long-term
weight loss.65 A systematic review of 80 randomized clinical trials of weight-loss interventions with at least 1 year of follow-up (including
interventions of diet, diet and exercise, exercise,
meal replacements, very-low-calorie diets, and
weight-loss medications) found the mean
weight loss across studies to be 5% to 9% at 6
months, with a subsequent plateau across most
interventions.66 These findings parallel a recent
meta-analysis of 46 randomized controlled trials
that revealed a maximum net treatment effect
of approximately 6% of body weight lost at
1-year follow-up.67 Many other recent scientific
reviews of multiple weight-loss trials and programs produced, on average, no more than
10% weight loss at 1- or 2-year follow-up.68–71
As a result of these and other consistent
findings demonstrating modest results of most
weight-loss interventions, there is recognition
in the scientific community that existing dietary
programs and medications can produce no
more than an average of 10% weight loss.72
This evidence has prompted agreement among
a number of expert panels and scientific groups
(including the Institute of Medicine, World
Health Organization, Preventive Task Force,
Canadian Task Force of Preventive Health Care,
and National Heart, Lung, and Blood Institute)
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that health care providers should counsel patients to set a goal of 10% reduction in total body
weight rather than struggle to attain ideal body
weight.73 For obese individuals who want to lose
substantial body weight to improve their health
(as opposed to individuals who want to obtain
modest weight loss for aesthetic reasons), a 10%
weight loss means that many obese persons will
remain obese and continue to be vulnerable to
weight stigma.
The high rate of weight regain following
weight loss is equally concerning. Most weight
losses are not maintained and individuals
regain weight after completing treatment.67,70
Patients who have lost weight through lifestyle
modification typically regain 30% to 35% of
their lost weight during the year following
treatment, and regain most (if not all) of their lost
weight within 5 years.65,68,74–76 The consistent
findings in this area indicate that preventing
weight regain is extremely challenging.77 As
a result, experts in the obesity field have concluded that weight regain occurs in practically all
dietary and behavioral interventions,65 and
other researchers have asserted that
Dieters who manage to sustain a weight loss are
the rare exception, rather than the rule. Dieters
who gain back more weight than they lost may
very well be the norm, rather than an unlucky
minority.70(p230)

Despite weight regain, individuals can experience important improvements in health with
modest weight loss of approximately 10%,75,78
including reductions in obesity-related health
complications such as type 2 diabetes and
hypertension68 and improvements in cardiovascular risk.77 However, even if modest weight loss
improves some health indices, it is unlikely to
significantly alter appearance or translate to
a nonobese body mass index (BMI; weight in
kilograms divided by height in meters squared)
for most people, and is doubtful to be sufficient to
reduce weight stigma and discrimination.
It is also important to note increasing research documenting a considerable percentage
of overweight and obese persons who are
metabolically healthy and nonoverweight individuals who exhibit metabolic and cardiovascular risk factors.79 Although excess weight
can incur significant implications for disease risk,
variation in health indices observed in people
with similar body mass indicates caution in
generalizations made about body size and
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health behaviors, which can further contribute
to stigma and misleading stereotypes. For those
individuals without metabolic risk factors, losing
weight may not be important for improving
health. The recognition that there are obese
individuals who are metabolically healthy and
nonoverweight individuals who are metabolically obese challenges weight-based stereotypes
and reinforces the heterogeneous nature of
obesity.80,81
Because weight-based stereotypes and prejudice so often emerge from attributions that
obesity is caused and maintained by personal
characteristics such as laziness or lack of
willpower,10,47 there is a clear need for increased
public awareness and education about the complex etiology of obesity and the significant
obstacles present in efforts to achieve sustainable
weight loss. The prevailing societal and media
messages that reinforce blame on obese persons
need to be replaced with messages that obesity is
a chronic disease with a complex etiology, and
a lifelong condition for most obese persons.73

An Unlikely Motivator for Weight Loss
In his recent writings about the counterproductive nature of stigma on health, Burris
asks ‘‘Where is the evidence that inculcating
a sense of spoiled identity is a good way to get
people to adopt healthier behaviors?’’ 82(p475)
Indeed, despite the shame and prejudice induced
by weight stigma, there is a perception that
stigmatizing obese individuals may instill motivation to engage in healthier eating and exercise
behaviors. The idea that stigma may be a useful
tool of social control to discourage unhealthy
behaviors and improve the health of stigmatized
individuals has been debated, with some theorizing that individuals will act to change their
behaviors to avoid being out of step with social
norms and the resulting stigmatization.83
However, several lines of evidence fail to
demonstrate this relationship with obesity.
First, if weight stigma promoted healthier lifestyle behaviors and weight loss, then the
documentation of increased weight stigmatization over the past several decades84 should be
accompanied by a reduction in obesity rates,
rather than the alarming increase.85 A recent
study examining a nationally representative
sample of more than 2000 Americans found that
as obesity rates have continued to climb, weight
discrimination has also increased by 66% over

the past 10 years, even after control for a range of
variables including BMI.6 Not only are there
more obese people, but there are more obese
people reporting discrimination on the basis of
their weight.
Second, a number of studies have consistently
demonstrated that experiencing weight stigma
increases the likelihood of engaging in unhealthy
eating behaviors and lower levels of physical
activity, both of which exacerbate obesity and
weight gain. Among youths, several studies have
demonstrated that overweight children who
experience weight-based teasing are more likely
to engage in binge-eating and unhealthy weight
control behaviors compared with overweight
peers who are not teased, even after control for
variables such as BMI and socioeconomic status.86,87 Prospective studies demonstrate that
weight-based teasing in youths predicts binge
eating and extreme weight-control practices 5
years later, after control for variables including
age, race, and socioeconomic status.88 Other
research has consistently documented a positive
association between weight-based victimization
and eating disorder symptoms and bulimia.89–92
Weight-based victimization among overweight
youths has been linked to lower levels of physical
activity, negative attitudes about sports, and
lower participation in physical activity among
overweight students.93–95
Among overweight and obese adults, similar
findings have emerged. In both clinical and
nonclinical samples, adults who experience
weight-based stigmatization engage in more
frequent binge eating,96–99 are at increased risk
for maladaptive eating patterns and eating disorder symptoms,90,100,101 and are more likely to
have a diagnosis of binge eating disorder.99
Some research has found that psychological
distress may mediate the association between
stigma and binge eating, where experiences of
stigma increase vulnerability to poor psychological functioning, which in turn increases risk of
binge eating behaviors.97
Coping responses in reaction to weight
stigma may also lead to unhealthy eating
behaviors. In a study of more than 2400
overweight and obese women who belonged to
a weight loss support organization, 79%
reported coping with weight stigma on multiple
occasions by eating more food, and 75%
reported coping by refusing to diet.102 Similar
research demonstrated that overweight and
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obese women who internalized negative weight
stigma reported more frequent binge eating and
refusal to diet compared with overweight or
obese adults who did not internalize stigma.103
Research also shows that adults who experience
weight stigma are more likely to avoid exercise,
even after control for BMI and body dissatisfaction.104
Few studies have addressed the relationship
between stigmatizing experiences and actual
weight loss. In a study of more than 1000
overweight and obese women participating in
a weight-loss support organization, it was
found that stigma and internalization of weightbased stereotypes did not predict adoption of
weight-loss strategies.103 Another study demonstrated that weight stigmatization was associated with greater caloric intake, higher program
attrition, lower energy expenditure, less exercise,
and less weight loss in a sample of treatmentseeking overweight and obese adults who participated in a behavioral weight loss program.105
In contrast, one study found that higher initial
BMI, more stigmatizing experiences, lower body
dissatisfaction, and greater fear of fat were
associated with weight loss among adults participating in the Trevose Behavior Modification
Program.106 However, the authors cautioned
against interpretation and generalizability of
these results, as the obesity treatment model in
this study required participants to lose a prescribed amount of weight each month or face
dismissal from the program. The atypical sample
and concurrent assessment of variables raise
uncertainty about these findings.
Rather than using stigma as an incentive to
lose weight, it may be that supporting individuals with adaptive ways to cope with weight
stigma can facilitate weight loss outcomes. A
recent randomized treatment study found that,
compared with wait-list controls, a brief 1-day
intervention that taught patients acceptancebased strategies to cope with obesity-related
stigma resulted in greater improvements in
body mass, quality of life, perceived weightrelated stigma, and psychological distress at
3-month follow-up.107 Thus, a model that can
reduce the distress associated with stigma while
simultaneously empowering weight control efforts provides a new treatment approach that
seems worthwhile to pursue.
Although more work is needed to examine
the impact of weight stigma on weight loss
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outcomes, the available evidence challenges
the assumption that weight stigma is a useful
tool for changing health behaviors. Instead,
research shows that weight stigmatization reinforces unhealthy lifestyle behaviors that
contribute to obesity, and is an unlikely method
of inducing successful weight loss.

A Threat to Psychological and Physical
Health
In addition to reinforcing unhealthy behaviors, weight stigma poses a significant threat to
psychological and physical health. An accumulation of evidence demonstrates that weight
stigma invokes psychological stress and
emerging research suggests that this stress
leads to poor physical health outcomes for
obese individuals. Among both clinical and
nonclinical samples of obese adults, weight
stigmatization has been documented as a significant risk factor for depression,90,99,108–111 low
self-esteem,96,112 and body dissatisfaction.113–115
These findings persist despite control for variables
including age, gender, obesity onset, and
BMI,108,110 indicating that, rather that being associated with excess body weight in itself, negative
psychological outcomes are linked with experiences of weight-based stigmatization. In addition,
a recent study examining a nationally representative sample of more than 9000 obese adults
found that perceived weight discrimination was
significantly associated with a current diagnosis of
mood and anxiety disorders and mental health
services use after control for sociodemographic
characteristics and perceived stress.116
Meunnig117 argued that the high degree of
psychological stress experienced by obese persons as a result of weight stigma contributes to
the pathophysiology associated with obesity, and
that many of the adverse biochemical changes
that are associated with adiposity can also be
caused by the psychological stress that accompanies the experience of frequent weight-based
discrimination. Social disadvantages may specifically affect obesity through chronic stress, anxiety, and negative mood, which are associated
with abdominal obesity, and may increase risk
for obesity by activating particular physiological
mechanisms that can increase appetite and blunt
the satiety system, increasing fat retention and
food intake.118
The belief that stigma-induced stress both
exacerbates and triggers disease is frequently

discussed in literature on the health effects of
racial prejudice and discrimination. Research
has demonstrated that African Americans who
perceive racial discrimination or mistreatment
have an increased risk of coronary events,119
breast cancer,120 coronary artery calcification,121
vascular reactivity, and elevated blood pressure,122–124 and higher substance use.125 These
outcomes persist even when possible confounding variables—including sociodemographics, typical cardiovascular risk factors, and BMI—are
controlled.121,124 Similar findings have emerged
among Asian Americans and Chinese Americans,
demonstrating that racial discrimination is associated with numerous chronic conditions such as
heart disease, pain, and respiratory illness, even
after related sociodemographic factors are controlled.126,127 These findings have led researchers to conclude that racism may act as
a psychosocial stressor that elevates cardiovascular responses and in turn impairs health.122
Some evidence points directly to links between perceived racial discrimination and
obesity-related outcomes, including weight
gain and metabolic abnormalities.118,128 Hunte
and Williams found that perceived chronic
discrimination was related to excess body fat
accumulation. Irish, Jewish, Polish, and Italian
Whites who perceived chronic discrimination
were 2 to 6 times more likely to have a high-risk
waist circumference than White individuals of
the same ethnic descent who did not perceive
chronic discrimination.129 Other research has
found that individuals who internalize stigma
may be especially vulnerable to abdominal
obesity and glucose intolerance.128
There are distinctions between prejudices
based on race and weight (see Puhl and Latner
for discussion4), but these findings have important implications for the impact of weight stigma
on health outcomes for obese individuals. Current evidence suggests that weight-based stigma
and discrimination increase vulnerability to psychological distress that may contribute to poor
physical health. Given the increased risk of
adverse outcomes already present with obesity,
the additional negative impact of weight stigmatization on health is concerning. As Link and
Phelan concluded:
[T]he stress associated with stigma can be particularly difficult for those with disease-associated stigma. Not only are they at risk to develop
other stress-related illnesses, but the clinical
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course of the stigmatized illness itself may be
worsened and other outcomes affected, such as
the ability to work or lead a normal social
life.130(p529)

Continued research in this area will help to
clarify the relationship between weight stigma–
induced stress and health.

A Threat to Quality Health Care
An accumulation of research has found that
health care settings are a significant source of
weight stigma,2 which undermines obese patients’ opportunity to receive effective medical
care. Both self-report and experimental research
demonstrate negative stereotypes and attitudes
toward obese patients by a range of health care
providers and fitness professionals, including
views that obese patients are lazy, lacking in selfdiscipline, dishonest, unintelligent, annoying, and
noncompliant with treatment.1,2 There is also
research indicating that providers spend less time
in appointments and provide less health education with obese patients compared with thinner
patients.131,132 In response, obese individuals
frequently report experiences of weight bias in
health care.102,133,134 Obese patients also indicate
that they feel disrespected by providers, perceive
that they will not be taken seriously because of
their weight, report that their weight is blamed
for all of their medical problems, and are reluctant to address their weight concerns with
providers.133–135 All of these findings point to
substandard health care experiences for obese
individuals.
Health care utilization is also compromised
by weight stigma. A number of studies demonstrate that obese persons are less likely to
undergo age-appropriate preventive cancer
screenings.136–139 Lower rates of preventive
health care exist even after control for factors
typically associated with reduced health care use,
such as less education, lower income, lack of
health insurance, and greater illness burden.140
Recent research indicates that weight stigma may
be a specific contributor to these findings.2 Amy
et al. surveyed 498 overweight and obese
women (with health insurance and high access to
health care) about their perceived barriers to
routine gynecological cancer screenings.135 For
women at the highest levels of obesity, 68%
reported that they delayed seeking health care
because of their weight, and 83% reported that
their weight was a barrier to getting appropriate
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health care. When asked about specific reasons
for delay of care, women reported disrespectful
treatment and negative attitudes from providers,
embarrassment about being weighed, receiving
unsolicited advice to lose weight, and also
reported that gowns, examination tables, and
other medical equipment were too small to be
functional for their body size. The percentage of
women reporting these barriers increased with
BMI.135
As obese individuals are at a high risk for
weight-related comorbidities, quality health
care is essential. Acknowledging the detrimental effects of weight stigma in health care is
essential for a better understanding of the
cumulative impacts of weight stigma on public
health.

Impaired Obesity Intervention Efforts
The stigmatized nature of a disease greatly
influences public health efforts to prevent or
treat that disease, which is widely evidenced by
the social history of HIV/AIDS and other
stigmatized illnesses.24 Although the social constructions of obesity are far less recognized, they
play a central role in defining policy responses to
the epidemic. Governments historically fail to
respond appropriately to diseases that primarily
afflict socially undesirable groups.15 Obesity is
dismissed as a personal failing; thus, it is not
addressed ‘‘on par’’ with nonstigmatized medical
conditions. Rather than working on a comprehensive plan to address the obesity epidemic,
policymakers have mainly focused efforts on
education of those afflicted.15 Pomeranz writes:
Discrimination manifests in illness and disease
that society and governments do not adequately
address due to the very discrimination causing
the harm. On the contrary, society and the
government tend to blame the victims and enact
and interpret legislation based on the theory that
the people are not taking appropriate responsibility for their own health. Obese individuals
internally suffer from weight bias but also suffer
because society blames them for their illness and
thus relinquishes responsibility of addressing the
underlying causes of their obesity.15(pS93)

The emphasis on nutrition education in the
US approach to obesity reflects assumptions
that rates of obesity have risen because Americans lack sufficient knowledge of the personal
behaviors that lead to weight gain. For example, the US Department of Health and
Human Services launched its ‘‘Small Steps’’

campaign in 2004, funded at $1.5 million
annually, with the primary objective to increase
awareness among ‘‘unhealthy’’ Americans.141
The campaign consists of a series of radio and
television public service messages that ‘‘use
humor to inspire overweight adults to incorporate ‘Small Steps’ into their hectic lives.’’ The
campaign’s Web site also features a ‘‘Health Tip
of the Day,’’ such as Small Step #92: ‘‘Walk
instead of sitting around.’’ Critics have complained that the Small Steps campaign is ineffective and sidesteps the real causes of obesity.142
The stigmatization of obesity is also apparent
when federal institutions’ actions and policies
regarding obesity are compared with those of
other diseases.143 For example, the National
Institutes of Health projected 2009 budgets for
cancer, HIV/AIDS, and digestive diseases are
$5.6 billion, $2.9 billion, and $1.2 billion, respectively. At the same time, the budget for
obesity, which poses numerous health risks and
affects significantly more Americans, pales at
$658 million.144 Downey notes that, historically,
government responses to public health challenges
(such as tuberculosis, influenza, polio, smoking,
and HIV/AIDS) have included large-scale coordinated efforts that contain strategies to combat
stigma and discrimination. The federal government’s response to obesity, however, has failed to
meet this historical standard for addressing diseases that threaten the health and lives of a major
proportion of Americans across every age, gender, racial, and socioeconomic group.143
It is also significant to note that federal and
state legislative initiatives related to obesity
have largely avoided addressing the societal
and environmental causes of the disease.
Governments have spent significant time

considering legislation to protect the food and
restaurant industry from potential civil injury
claims compared with time spent developing
obesity prevention policies.143 In arguing in
favor of the ‘‘Personal Responsibility in Food
Consumption Act,’’ one Congressman stated,
‘‘This bill is about self-responsibility. If you eat
too much, you get fat. It is your fault. Don’t try to
blame somebody else.’’15,145 In 2008, a Mississippi State House Bill was proposed to prohibit
restaurants from serving food to any person who
is obese.15 Such a deliberate attempt at overt
discrimination underscores the prevalence of
weight stigma, even among key decision makers.
Optimistically, recent efforts have attempted
to address the environmental and structural
contributors to obesity (e.g., through policies
aimed at improving school food, enacting menu
labeling legislation, taxing sodas, and improving healthy food access). However, larger-scale
efforts are needed. To address obesity commensurate to its impact, a coordinated and
well-funded response is critical.

CRITICAL IMPLICATIONS FOR
PUBLIC HEALTH
With the current body of evidence, it is
apparent that, as with other stigmas, weight
stigma has negative implications for public
health. Weight stigma threatens the psychological and physical health of obese individuals,
impedes the implementation of effective efforts
to prevent obesity, and exacerbates health
disparities. Figure 1 summarizes individual and
public health consequences of weight stigma
that may ultimately worsen life outcomes for
obese persons.

FIGURE 1—Individual and public health consequences of weight stigma.
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By limiting the national response for obesity
to education about individual choices regarding nutrition and physical activity, important
societal and environmental causes of obesity
are overlooked, the economic and social disparities that contribute to obesity are ignored,
and weight stigma and discrimination are
equally disregarded. Indeed, public health policy can either protect those afflicted with
a disease from discrimination, or can promote
unfair treatment and disparities. Unfortunately,
the US government has not addressed weight
stigma and discrimination in formal legislation,
leaving millions of obese people to suffer
unfair treatment because of their weight.
These social consequences may intensify the
health disparities already faced by obese
Americans. Because obesity is especially prevalent among poor or minority groups who live
in disadvantaged areas,146 obese individuals
often already belong to marginalized groups and
experience multiple stigmatized statuses. Consequently, the stigmatization of obese individuals is
inextricably linked to social inequalities.
For the public health community to address
the widespread health and social disparities
faced by obese people, we must move past the
victim-blaming approach and instead advocate
a comprehensive obesity prevention strategy
that includes efforts to reduce weight-based
stigma and discrimination. We offer 3 recommendations to achieve this goal.
First, it is essential for weight stigma to be
addressed in obesity interventions, and for antistigma messages to be incorporated into obesity prevention campaigns. For example, interventions should focus on health as both the
primary motivator and desired outcome for
behavior change, rather than messages that
emphasize achieving an ideal weight, which
may perpetuate obesity stereotypes and chastise obese individuals. Unhealthy eating behaviors, such as fast food and soda consumption, can be discouraged for all people,
regardless of their body size. It may be especially important to incorporate anti-stigma
messages in interventions for youths, because
of the vulnerability of obese children to the
negative emotional and physical health consequences of weight-based victimization.4 A
2005 report issued by the Institute of Medicine
acknowledged the importance of considering
weight-based stigmatization in obesity

interventions for youths and recommended
shifting the focus of prevention efforts to emphasize behaviors that promote health rather
than appearance.147 Similarly, the Society for
Nutrition Education also recommends that
school-based obesity prevention programs include promotion of weight tolerance and school
policies prohibit weight-based teasing and victimization.148 MacLean et al. asserted a range of
stigma-specific recommendations for public
health interventions for obesity, including evaluation of the social impact of existing interventions on stigma, providing stigma-reduction
training for health care professionals, screening
public health communication messages for
stigmatizing content, seeking perspectives from
obese persons in efforts to identify solutions
to stigmatizing programs, and ensuring consistent implementation of nonstigmatizing
messages.25
Second, obesity prevention efforts need to
expand beyond educational campaigns focused
on individual behaviors toward larger-scale,
coordinated policies that initiate social
changes to help reverse the societal and environmental conditions that create obesity in
the first place. Adler and Stewart proposed
a ‘‘behavioral justice’’ approach to address
obesity, which highlights the need to provide
sufficient resources in the environment that
enable individuals to engage in health-promoting behaviors.26 They posited that individuals should only be held responsible for
engaging in healthy behaviors if they have full
access to conditions that enable those behaviors.
That is, unless people have adequate resources
(e.g., access to affordable, healthy foods) to
resist the obesogenic environment, it is too
difficult (and unjust) to expect individual actions
to be successful. Thus, although this approach
does not ignore personal responsibility, the
emphasis is shifted from personal blame to an
issue of social justice. Efforts to create environmental changes that support responsible behaviors will serve to improve health and reduce
health disparities for all Americans, regardless of
their weight. Acknowledging the complex etiology of obesity will also help reduce weight stigma
and its negative consequences. As more local and
national resources are allocated toward obesity
prevention, it is important to ensure that resources are used productively and that weight
stigma does not undermine new efforts.
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Third, efforts to improve the health of obese
individuals will be facilitated by legislation to
prohibit weight-based discrimination. Currently, no federal legislation exists to protect
obese individuals from discrimination on the
basis of weight. Michigan is the only state that
prohibits employment discrimination on the
basis of weight, and the District of Columbia
and the California cities of San Francisco and
Santa Cruz are the only other areas to include
body size in human rights ordinances.2 Thus,
as weight discrimination increases, overweight
and obese individuals have no means to seek
legal redress for wrongful discrimination. This
lack of protection for obese individuals allows
discrimination in employment, education,
and health care to persist, contributing to health
disparities, morbidity, and mortality. Meaningful
legal remedies are clearly needed to protect
against weight discrimination, both at a state and
federal level. The accumulation of science documenting the negative consequences of weight
stigma and discrimination provides ample justification for legal action. Public health professionals can play an important role in supporting
necessary protections for obese individuals.
The stigmatization of obesity is pervasive,
damaging, and threatens core public health
values. Rates of overweight and obesity are as
high as 76% for some groups in the United
States.149 By ignoring weight stigma, the public
health community ignores substantial suffering
of many Americans. To effectively address the
obesity epidemic and improve public health, it is
essential to challenge common societal assumptions that perpetuate weight stigma, and prioritize
discussions of weight stigma in the national
discourse on obesity. j
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