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1 | INTRODUCTION
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Summary

Weight stigma research is largely focused on quantifiable outcomes with inadequate
representation of the perspectives of those that are affected by it. This study offers a
comprehensive systematic review and synthesis of weight stigma experienced in health-
care settings, from the perspective of patients living with obesity. A total of 1340 studies
was screened, of which 32 were included in the final synthesis. Thematic synthesis gen-
erated three overarching analytical themes: (1) verbal and non-verbal communication of
stigma, (2) weight stigma impacts the provision of care, and (3) weight stigma and sys-
temic barriers to healthcare. The first theme relates to the communication of weight
stigma perceived by patients within patient-provider interactions. The second theme
describes the patients' perceptions of how weight stigma impacts upon care provision.
The third theme highlighted the perceived systemic barriers faced by patients when
negotiating the healthcare system. Patient suggestions to reduce weight stigma in
healthcare settings are also presented. Weight stigma experienced within interpersonal
interactions migrates to the provision of care, mediates gaining equitable access to ser-
vices, and perpetuates a poor systemic infrastructure to support the needs of patients
with obesity. A non-collaborative approach to practice and treatment renders patients

feeling they have no control over their own healthcare requirements.
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by those living with obesity is a stronger predictor of poor health out-
comes than BMI.3%

Obesity is a chronic relapsing disease typified by the accumulation of
excess adiposity,! which is associated with acute health burdens
including cardiovascular disease, type 2 diabetes mellitus, hyperten-
sion, and premature mortality.? According to the World Health
Organization, the risk of comorbidities associated with obesity (body
mass index [BMI] = 30 kg/m?) increases with BMI. However, research
has shown that the widespread stigma and discrimination experienced

Weight bias and weight stigma are interrelated concepts, but
there are differences between the two. Weight bias is described as
having negative beliefs and attitudes toward people living with over-
weight and obesity.” It is theoretically understood as originating from
false and negative attributions around the causality and controllability
of weight.> Weight stigma is instigated by weight bias, facilitated by
societal norms and manifested through actions that can be
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exclusionary and discriminatory resulting in the devaluation and mar-
ginalization of people living with obesity.®

Weight stigma is prevalent across healthcare settings’” where it
has been consistently shown to contribute to poor physical health
outcomes and the maintenance of obesity via physiological® cognitive,
emotional, and behavioral pathways.®>? In addition to physical ill
health, weight stigma is associated with poor psychosocial out-
comes®® and an increased risk of depression, anxiety, and suicidality.!!
A scoping review on the effects of weight bias experienced by
patients in primary healthcare settings found that enacted weight
stigma influenced patients' expectation of differential healthcare
treatment,*? which negatively impacted upon healthcare utilization,
ultimately contributing to poor health outcomes. Further research has
highlighted that perceived weight stigma experienced in healthcare
settings is a barrier to both the prescription and uptake of alternative
interventions to lifestyle interventions such as medications and meta-
bolic surgery.*®

Weight stigma research has largely been focused on quantifiable

outcomes”1415

with inadequate representation of the perspectives of
those that are most affected by it.® This can lead to a misrepresenta-
tion of the phenomenon under review. Qualitative studies that cap-
ture the experience of weight stigma from the patient perspective can
increase awareness of how stigma presents within patient-provider
interactions and ultimately inspire change in healthcare provision. Pre-
vious reviews conducted from the patient perspective have primarily
concentrated on the views and experiences of weight management”
as well as the outcomes of bariatric surgery.*® More recently, a review
has reported on the lived experiences of people living with obesity,
discussing concerns regarding the health risks associated with obesity
and patient aspirations for future obesity treatment.’” To the best of
our knowledge, this will be the first review to systematically search
for and synthesize weight stigma experienced in primary, secondary,
and tertiary healthcare settings, explicitty from the patient
perspective.

The aim of this review was to explore weight stigma experienced
across healthcare settings, from the perspective of the patient with obe-
sity to gain a deep and broad understanding of the barriers to treatment
that arise in this cohort. A further objective of the current review was to
collect the patients' suggestions on how to minimize weight stigma in
healthcare settings to inform best practice and future intervention

design.*

2 | METHODS

The review protocol was registered on the PROSPERO International
prospective register of systematic reviews on September 12, 2021
(CRD42021273286). The reporting of this qualitative evidence syn-
thesis was guided by the ENTREQ checklist?® and PRISMA guide-
lines.2* A comprehensive overview of the methodology can be found

in the peer-reviewed protocol.?2

21 | Information sources and search strategy

The search strategy was developed in collaboration with an information
specialist (RD). The search terms were refined using a combination of
MeSH terms, free-text terms, and methodological filters to capture the
constructs under review (Table 1). Electronic searches were conducted
in five databases: PubMed, MEDLINE, Psycinfo, CINAHL, Embase, and
Scopus. To facilitate a comprehensive search, gray literature searches
were preformed (PsycExtra and Google Scholar). Forward and back-
ward citation chaining and hand searches of the reference lists of the
included studies were also conducted. Where eligible studies were not
easily accessible, key authors were contacted to obtain the full-text
papers. Studies that were not retrieved within the pre-defined 2-week

deadline were omitted from the synthesis.

2.2 | CEligibility criteria

Inclusion and exclusion criteria were defined using the PICoS tool?
(Table 2). Studies that collected and reported primary qualitative data
exploring the perceptions and experiences of enacted weight stigma
across primary, secondary, and tertiary healthcare settings from the
perspective of the patient living with obesity (BMI > 30 kg/m?) were
eligible for inclusion. Mixed method studies were included where
qualitative data were collected and the qualitative findings were
reported separately to the quantitative results. There were no geo-
graphical restrictions placed on searches; however, eligible studies
were required to identify the level of care provision to satisfy the
inclusion criteria. Studies that did not identify the level of care provi-
sion were excluded from the synthesis. All studies retrieved in English
and published after May 2011 were considered for inclusion in the
review. Further information related to the coverage dates can be

found in the protocol.?2

2.3 | Study screening methods

Database search results (1848) were imported into Endnote X20
where duplicates were retrieved and removed. The remaining 1340
studies were exported into the Rayyan data screening tool where title
and abstract screening was conducted by two independent reviewers
(LR and RC). Any disagreements in judgment were resolved through

TABLE 1 PubMed search string (searched November 23-
November 26, 2021; June 30, 2022).

((((((((weight stigma) OR (weight prejudice)) OR (weight-based
discrimination)) OR (fat shame*)) OR (fat shaming)) OR (obese*
stigma)) OR (obesity* stigma)) OR (anti-fat)) AND ((((((((interview)
OR (“interview as topic™)) OR (experience*)) OR (experiences)) OR
(personal narrative)) OR (biography*)) OR (“biographies as topic™))
OR (narrative*)) OR (narration*)) OR (qualitative))
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discussion with a third reviewer (CH). Ninety full text articles were
screened by two independent reviewers (LR and RC) in accordance
with the eligibility criteria (Table 2). Any disagreements in judgment
were resolved through discussion with a third reviewer (CH). Eligible
studies identified through forward and backward citation searches
were screened by one reviewer (LR). A second independent reviewer
(RC) screened a random 20%, and any disagreements were discussed

until consensus was achieved.

2.4 | Data extraction and quality appraisal

Data extraction was performed by two independent reviewers
(LR and RC) using a modified data extraction form in Microsoft Excel.
The following data were recorded: citation, geographical location,
study setting, participant characteristics, recruitment strategy, data
collection method, data analysis approach, themes identified in the
study, data extracts related to the themes, author interpretations of
the themes, recommendations made by the author(s), recommenda-
tions made by the patient(s), and limitations of the study. The method-
ological quality of the included studies was assessed using the Critical

Appraisal Skills Programme (CASP) checklist.?* The appraisal was

TABLE 2 Inclusion and exclusion criteria for studies defined using
modified PICoS.

PICoS Inclusion criteria Exclusion criteria
Population Patients living with Patients that do not live
obesity (BMI = 30 kg/ with obesity
m?) Adolescents and
Adults (18 years of age children will not be
or older) included (<18 years
of age).
Phenomenon Patients' perceptions The experiences of
of interest and experiences of enacted weight-based
weight-based stigma stigma from a person
enacted by healthcare living with obesity
professionals outside of primary,
secondary, and
tertiary healthcare
settings
Context Primary, secondary, and Non-clinical settings
tertiary healthcare
settings. All
geographical locations
Study type Primary qualitative Studies that employ

research. Mixed
methods studies will
be considered for
review where the
data has been
collected and
analyzed using
qualitative methods
and the findings are
reported separately
to the quantitative
results.

quantitative methods
only

Studies published prior
to May 2011

Studies not published in
English

_Wl LEYJL”S

conducted by two independent reviewers, and disagreements were

resolved through discussion with a third member of the review team.

2.5 | Analysis and synthesis

A qualitative inductive approach following the steps outlined by
Thomas and Harden?® was used to collate and synthesize the data
from the included studies. This method of analysis is useful for inte-
grating the findings of multiple qualitative studies while retaining the
integrity of the original study findings. In line with the Thomas and
Harden approach, primary qualitative data and author interpretations
were extracted from the included studies and imported into Nvivo
20 software for qualitative analysis. The process initiated with the
line-by-line coding of the included data into free codes to facilitate
the translation of concepts across the included studies. The next stage
of analysis involved the organizing and grouping of the free codes into
descriptive themes. In the final step, the descriptive themes were ana-
lyzed in light of the review question to generate new interpretations
and the development of analytical themes that accounted for patterns
that became evident across the included studies. The analysis was
completed by one independent reviewer (LR) in consultation with the
review team at each step of the analysis. This was an iterative process
that produced the results presented below.

2.6 | Reflexivity

Reflexivity is an essential aspect of qualitative research that involves
acknowledging how the author(s) personal stance and beliefs related
to the phenomenon being explored may influence the design of the
study, data gathering, data analysis, and the interpretation of the find-
ings.2 The review team is composed of authors with backgrounds in
patient advocacy (SB), medicine (MC), information science (RD), com-
puter science (OC), and four psychologists (LR, RC, CH, and JW), two
of whom have subject-area expertise (LR and CH) and expertise in
qualitative research (CH). The incorporation of different perspectives
on the review team was sought to enhance reflexivity by cultivating a
practice of constant comparison during the analytic process to ensure
that the interpretations of only one author were not privileged in the
reporting of the findings. Team members considered their positional-
ity and beliefs related to the phenomenon under review. The lead
author (LR) documented any preconceptions that arose in a reflexive
journal and in collaboration with the review team, critically reflected

on and accounted for them at each stage of the analysis.

3 | RESULTS
3.1 | Study characteristics and quality appraisal

A total of 1340 titles and abstracts were screened for eligibility for

inclusion in the synthesis. Of these, 90 full-text articles were
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Records identified through
database searching
(n=1836)

Additional records identified through
other sources
(n=10)

FIGURE 1 PRISMA flow chart of
included studies.

Records after duplicates removed
(n=1340)

Records screened
(n=1340)

Y

Records excluded
(n=1250)

l

Full-text articles assessed for

Full-text articles excluded, with reasons

A4

Studies included in qualitative
synthesis
(n=32)

screened, of which 37 were deemed eligible for inclusion in the
review. A three-step sampling framework?” composed of three

eligibility » (n=53)
(n=90) e Does not discuss weight stigma in
healthcare settings (n=35)
e  Mixed methods with unclear
information on qualitative studies ( n
=7)
e  Published prior to May 2011 (h = 4)
* Wrong population ( n = 3)
. N e Not primary qualitative research ( n
Application of purposive =2)
sampling framework ] e Paper was inaccessible (n=1)
(n=37) Quantitative study (n=1)

Articles excluded, with reasons
(n=5)

Study scored below 2 on scale for
richness ofdata{n=3)
Study did not distinguish the level of
care(n=1)
Study did not meet the scope of the
review objectives (n = 5)

New Zealand (3),

countries: Australia (3),

Canada (5), Denmark (2), Ireland (1),
Norway (1), Spain (1), Sweden (2),

key sampling criteria specific to the review objectives (Supporting
Information S1) was generated and applied to the identified 37 eligible
studies. All of the studies originally included, but not sampled, and the
reason for their exclusion can be found in Table 2 in Supporting Infor-
mation S1. After applying the sampling framework, 32 studies that
met the review inclusion criteria (Table 1) were included in the syn-
thesis (Figure 1). These studies explored the subjective experiences of
weight stigma of 1384 adults in studies conducted across primary
(10), secondary (14), and tertiary (10) healthcare settings.

Of the 29 studies that reported gender, 3% (32/1104) of the par-
ticipants identified as male. Studies were included from a range of

United Kingdom (3), and the United States (11). Table 3 summarizes
the characteristics of the included studies. Overall, the included stud-
ies were found to be of good quality (mean CASP score 9/10;
Table 3). Quality scores ranged from 7.5 to 10 (Table 1 in Supporting
Information S2). Two studies did not report ethical approval?®2®;
16 studies did not discuss researcher reflexivity; one study scored 7.5
due to ambiguity in the reporting of the study aims, no clear state-
ment of findings, no ethics reported, and no discussion of reflexivity.*®
A sensitivity analysis determined that the study findings contributed
meaningful primary data to the synthesis; thus, the study was not

excluded.
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3.2 | AQualitative evidence synthesis results

Three inter-connected overarching analytical themes were identified:
(1) verbal and non-verbal communication of stigma, (2) weight stigma
impacts the provision of care, and (3) weight stigma and systemic bar-
riers to healthcare. The first theme relates to the verbal and non-
verbal communication of weight stigma perceived by patients with
obesity within patient-provider interactions. The second theme
pointed to the patients' perceptions of how weight stigma impacts
the provision of care for obesity. The third theme highlighted the
perceived systemic barriers faced by patients with obesity trying to
negotiate the healthcare system. Patient suggestions to reduce
weight stigma in healthcare settings were also collected and are
reported below: “See me as a person first.” The GRADE CERQual
assessment?® was applied to the analytical themes and the support-
ing themes to evaluate confidence in the review findings. Of the
eight findings, six were graded as high confidence, and two were
graded as moderate confidence; the results can be found in Support-
ing Information S3.

3.3 | Theme 1: Verbal and non-verbal
communication of weight stigma

Patients felt devalued through repeated negative interactions with

healthcare providers where the use of derogatory language?®~3>37-

56,59,60 29-37,39-55,57,59,60

and pejorative non-verbal behaviours were

perceived to convey weight stigma across primary, secondary, and ter-
tiary healthcare settings. The patient-provider relationship was the
primary source of conflict across the literature. Experiencing depreci-

ating Comments,29’35'37’56'59'60 29,31,32,36,39-

41,43,46,48,51,54,57

not being listened to,

and being “talked down t0u29732,34,35,39,41,45,46,48,50f

5357 were prevalent experiences for patients with obesity. Overall,
the patients in the included studies described feeling disempowered

when trying to negotiate their healthcare requirements.

3.3.1 | Disrespectful dialogue

The use of shaming and accusatory language©333°37:3941-

43,45,46,4849,51,52,54,55,57.60 \yas evident across healthcare settings in
the included studies. Patients with obesity described generally
experiencing negative interpersonal interactions with HCPs. These
interactions were characterized by verbal communication of stigmatiz-

29,32,35,37,41,42,46,48,49,51-55,57

ing assumptions related to the controlla-

bility and causality of obesity.

| thought maybe | was having some kind of neck prob-
lem because | worked in a factory. And so | said, “Well,
what is that?”. And he[GP] said, ... “That's fat. You just

love the pork, don't you?”>®

| basically got a lecture every time | went in. They
made judgements about what | ate, about how much |

_Wl LEYJL”S

exercised. They never asked me; they just said things
like “Don't drink soda,” which | don't, and “Don't eat

candy bars,” which | don't.®®

Some studies included participants who described having positive
interactions with HCPs primarily in tertiary healthcare settings where
patients were communicated to with respect and their presenting

concerns were listened to.*>>?

It was a totally different experience the first time |
came to [Tertiary care], | was listened to, the doctor
looked straight at me and | actually felt what | had to
say mattered.”?

Healthcare providers situating blame on the patients' weight as the
cause of any health concerns permeated patient-provider interac-
tions 30:33:35.37,.39.41-434546,48.49.51,525455,57.60 This finding was evident
in primary, secondary, and tertiary healthcare settings and was most

pronounced in maternity care settings (secondary care),30-36:40:46:48.54

My fourth pregnancy was twins and | lost one of the
babies and the consultant put everything that went

wrong down to my weight, even losing the baby.>?

3.3.2 | Non-verbal cues

A number of studies indicated that patients with obesity experience
weight stigma through judgmental encounters with HCPs. Weight
stigma was perceived through the non-verbal communication of

t 31,33,52,54,60 t 30,33,35,42,46-48,54
, )

disgus contemp and a demonstrated

unwillingness to touch patients 303133374648

Does he give you pap smears: G: No, uh-uh. He also
doesn't examine me ... And | think it has to do with my
weight ... I'm under the impression like he would prefer
not to ... touch me.*°

| feel my doctor is looking at the computer and making
faces. | sometimes want to say why are you making

that face? Just say what you have to say.’?

Microaggressions perceived as subtle slights experienced by
patients negatively impacted the patient-provider relationship.
Patients described interactions as lacking “warmth” and the rapport
necessary to cultivate a trusting relationship between patients and

providers 29,33,37,41,46,47,50,52,54,57,59,60

No-one is completely rude, it is much subtler than that,
it's the facial expressions when you walk into the room

first - no eye contact.>?

| still wanted to talk to [GP] about something else but
[GP] got up and walked to the door and stood there
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like it was time for me to leave. [GP] needed to listen
to me and reassure my fears.>”

Patients related that “scare tactics’30-323542:43:46:48,51,54,59

were
endorsed by HCPs, the impact of which are described as having a dev-
astating effect on the patients' psychological well-being®’~

31,33,35,37,41,42,44-52,54,55.59.60 and are reported as being a catalyst for

patients to engage in unhealthy behaviours 324244:51.52.54

Health care providers shock you when they use words
like “morbidly obese.” And | think they believe using
words like that will shock you into thinking, “Oh, | need
to lose weight,” and that's not what happens.>?

...because you cannot scare away a weight problem. It
is not a good method! It doesn't work! Unfortunately!
Or else we would have been very thin. (laughs) [...]I
have met doctors who lectured me and made me go
home and cry afterwards. It has never worked to
frighten someone to lose weight. It only adds to your
anxiety and worries and often has the opposite effect

somehow.3?

| get upset | comfort eat, and the thing is when you get
upset at appointments because they say about BMI,

you go and comfort eat.*?

3.4 | Theme 2: Weight stigma impacts the
provision of care

This theme represents the patients with obesity perceived loss of
agency in seeking treatment options and gaining equitable access to
suitable healthcare services. Patients reported that the provision of

care oscillated between the dismissal of non-weight-related con-

33,35-37,39,43,48,49,51,52,54,56,57

cerns in active presentations of ailment

30,35,40-44,46,48,51,59 associated

to the catastrophizing of potential risks
with higher weight in preventative care. Patients report procedures
being put upon them or being refused access to care based on poten-
tial risk in the absence of investigating the patients' unique presenta-
tion. A non-collaborative approach to care delivery rendered patients

35,47,49,52,54,60 sCared’30,32,35,42,48.59

feeling vulnerable, and feeling dis-

criminated against.3341:44:51.55

3.4.1 | Dismissed, referred, and refused

Patients in the included studies perceived that the delivery of poor
quality care was the manifestation of weight stigma in action. Patients
reportedly commonly experienced the dismissal of non-weight-related

33,35,36,39,43,48,49,51,52,54,56,57 |33,35,41,42,44,46,50,54 and
,

t 30,31,33-35,37,41,42,44,46,

concerns, referra

even refusal of care due to higher weigh
48,50,53,54,57

“You know, you go in there, | got a headache.” “It's
because you're fat.” “My toes hurt.” “It's because

you're fat.”>®

| had my 1 week post op appt. and he was again very
late, checking his texts while with me. And | have had a
couple of concerns post-surgery, heart palpitations and
pain under my ribs, and his coordinator said merely to
speak to your primary care physician and cardiologist if

you are concerned.50

It was initially, | was deemed as kind of high mainte-
nance at the start and did find it difficult to find a mid-
wife. When I'd phone around and they'd ask me the
simple questions and I'd say well I'm a bigger girl, “oh
well that's going to take a bit more attention so | don't

have the space for you now”>*

3.4.2 | Reduced to a metric

There was a distinct lack of person-centered care across the included
studies, wherein the patient felt invisible. Patients perceived that
HCPs  placed
health 303640414654 BM| was perceived to mediate access to inter-

emphasis on quantifiable indicators  of
ventions where, in some instances, decisions were being made with-
out the patients' consent or collaboration—effectively removing the
patients autonomy in choosing a care pathway.30-3340:46:48,54.60 Bageq
on BMI, potential risks were generalized and given precedence over
the exploration of individual history and the presentation of the

t 35,37,41,43,44,46,48,53,54

patien Procedures were either adminis-

tered®>405459 or refused®®3>484%:54 hased on the same—the patients

and the care they received were reduced to a metric.

The GP weighed me and measured my BMI without
even speaking to me about it. Then | am referred to a
special practice for fat pregnant women without my
consent. | really feel stigmatized. It is quite all right to
speak about smoking but why can they not address the
obesity as it is. | am much more upset now than if he
had told me up front. I'm going to confront him next

time | see him.*¢

| had had an IUD placed. And | wanted to have it out,
and [my doctor] refused. She said that at my weight, it
would be a disaster if | got pregnant. ... So it was proba-
bly a year of me going and saying | really want to take
this out.” And, her just saying “Absolutely not.” ... So |
called Planned Parenthood one day. | went there, to get
it out. And | was crying. | went into that appointment
thinking that | was going to have another doctor tell me
that | shouldn't do it and | must be crazy. ... And she
realized | was crying and she said “You know, are you
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okay?” And | said “Well, you know, I'm just, | want to
have a baby.” And | was lying down, and | figured “May-
be she can't tell that I'm four hundred pounds.” And she
came up by me, and she said “Of course you want to
have a baby. What's wrong?” And | said “Well, my doc-
tor wouldn't take this out.” She said “Okay. What am |
missing?” | said “What do you mean?” She said “Well,
what's your health, like, high blood pressure?” | said
“No.” “How's your blood sugar?” | said “Pristine.” ...
And she said “Do you smoke?” | said “No.” And she
was like, “Of course, you've got every right in the world
to want this.” And she was rubbing my arm and that

made me cry harder. And she took it out.*®

[My primary care office] prints out these reports and it
tells you your BMI on it. And it's like, how is that num-
ber even relevant to my health care and the reason for
my visit. That number, BMI, is almost like a standard-
ized test in high school or something, where the visit
just becomes all about this number.>®

3.5 | Theme 3: Weight stigma and systemic
barriers to healthcare

3.5.1 | Lack of consistency in the delivery of care
The majority of the studies reported a lack of consistency in the deliv-
ery of care where-in patients generally perceived there to be poor

30,32,37,38,43,44,50,55,57

allocation of services and equip-

ment29,32,35,45.47.57,58

available to meet the needs of patients with
obesity in primary and secondary healthcare settings. Tertiary care
settings were for the most part more acceptable to patients in
the sample.33°052 |nconsistencies in the care received at the tertiary
level were represented by poor follow up and a lack of support for
patients that underwent bariatric surgery.*>°%>¢ Patients described
feeling “abandoned”>° and found it difficult to attain good quality care
to support their recovery. Patients emphasized the need to strengthen

clinical pathways to and from tertiary healthcare settings.384350:56

| cannot find a doctor willing to take on my care for
this. | am near [location] and would like to know if
there are any doctors near me who can do this. My pri-
mary care practitioner does not feel comfortable as he
is not knowledgeable about this procedure. | have not
had any follow up labs related to this surgery since. |
recently found out | have severe iron deficient anaemia
that | am being treated with blood and iron infusions.
The haematologist who is treating me does not want/
or is not aware of the other things | need to be tested
for. From what I'm gathering most surgeons require
follow-up care and yearly labs and they check for a lot
more than what | have mentioned. | have tried to con-

tact a few bariatric surgeons near me but none are

—Wl LEY 11 of 15

willing to take on my after care. I'm really worried that
since | am so iron deficient that | may be deficient in

other things too.>°

| don't want any extra special treatment; it should just
be the case that if you are a patient you can access the

care you need.38

It would be great to receive the same kind of treatment
as a patient with cancer. Because they have someone
laying it out nicely, they get treatment plans, they
receive help. We are often met by “Ok, this is a routine
check-up and you can book another appointment later
when you'd like to come back.” There is never a treat-

ment plan whatsoever.3?

3.5.2 | Update the outdated advice

Patients reported that healthcare providers had the propensity to
deliver healthcare advice that oversimplified and minimized the com-
plexity of weight management for obesity.2? 3436:38:4647,49-55,57.59
HCPs were perceived to generalize “eat less, move more” modera-
tions in the absence of any specific advice tailored to the individual

needs of the patient or referral to services that could facilitate better
support 34,35,44,45,52,55

They don't tell you what diet to have, how to exercise,
how to lose the weight properly, or what foods to stay

away from. They just tell you to lose weight.>!

Now, for example, | have been operated on and | have
been controlling my diet since May ... but | have stag-
nated and there is no way to lose weight. And the last
time | went to the surgeon, he told me: “You have to
do more exercise or eat less.” Well, I'm going to drink
only water, because I'm eating only protein shakes and
there's no way, | don't know. The only thing they [the
doctors] tell you is “get on a diet.” They should get

involved a little bit more ...*%

Yeah so they've kinda, they're saying you can't birth at
[birth centre] and that your weight's a problem but
they're not offering you anything, they're not explain-
ing to you why and they're not offering you anything

to do about it.>*

3.6 |
first”

Patients suggestions: “See me as a person

The patients in the included studies perceived negative interpersonal
interactions within the patient-provider relationship as the greatest
source of experienced weight stigma across healthcare settings.
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Patients in 13 of the included studies identified a need to improve the
quality of patient-provider interactions as a mechanism to reduce
weight stigma across healthcare settings. Suggestions to facilitate this
change are for HCPs to demonstrate empathy.>2% HCPs should have

a non-judgmental approach to healthcare concerns,3>%>2

t,29'31'55

actively lis-
ten to the patien use respectful language,**°* build rapport,
and facilitate a collaborative®® approach to addressing health concerns
that are grounded in the individual needs of the patient.3>>? In addi-
tion, patients expressed the need for HCPs to be knowledgeable with
contemporary obesity medicine and best practice guidelines that do
not over simplify the complexity of obesity.3**35157 Patients suggest
that HCPs should be cognizant of potential environmental stressors

t 33,35,47,52,58
’

such as equipmen as it is important that healthcare set-

tings are adapted to accommodate higher weight.

| wish my doctor would see me as a person first, who
has feelings. Not just as fat. If only he would ask me
questions, try to understand how | got here. It's not just
black and white, it is way more complex than that.>?

I'm a human and | want someone to understand me
and listen to me. | want to communicate to him about
my concerns and him to treat me with respect and to
treat me like a person.®?

You need to, in a way, be able to see the whole picture
and be able to talk about it in a nice, non-judgmental
way, in a way... For me, it's about keeping focus on
what factors actually matter (...), to be able to refer to
specific studies and not just that which is precon-
ceived, that just because you are fat that all those fac-
tors will play a role, that one, in a way, must look at the
whole picture, so if one is otherwise healthy, being fat

might not necessarily be such a scary factor ....>%

There needs to be more education done, specifically
with doctors around how they talk to and interact with
people who might be overweight or obese ... and
really, you're pointing out the obvious, you're telling
me I'm fat, like, | don't know that. But | think there's
ways of doing it in a way that, like ...“Are you healthy?”
“Are you a healthy person?” “Do you smoke” ... they

didn't ever ask me if I smoked or drank.**

4 | DISCUSSION

4.1 | Statement of principal findings

The collective findings of this qualitative evidence synthesis describe
the pervasive experience of weight stigma across primary, secondary,
and tertiary healthcare settings for patients living with obesity. These

findings are broadly consistent with the quantitative literature

documenting the verbal and non-verbal behaviors indicative of weight
stigma conveyed to patients with obesity across healthcare settings.”?
The review goes beyond the current literature to illuminate nuances in
the patient experience and offers deeper insight into how weight stigma
is perceived to impact upon care delivery and treatment options.

BMI is perceived to bias HCPs attitudes toward treatment
options leading to healthcare decisions being made in the absence of
an investigation into the patients' history, their current lifestyle prac-
tices, weight loss efforts, and potential external factors that may influ-
ence weight or health outcomes. Patients reported that weight stigma
they experienced within interpersonal interactions with HCPs
migrated to the provision of care, mediated gaining equitable access
to services, and perpetuated an overall poor systemic infrastructure to
support the needs of patients with obesity. A non-collaborative
approach to practice and treatment results in patients feeling they

have no control over their own healthcare requirements.

4.2 | Weight stigma in clinical practice
Weight stigma translates into clinical practice when HCPs fail to
deliver compassionate, respectful, and tailored care to patients living
with obesity. Across the literature, patients were often subjected to
negative interpersonal interactions with healthcare providers charac-
terized by the communication of biased attitudes around the causality
and controllability of higher weight.2%:31:343639.4044.46:47.49-55
Patients described a lack of individualized care and the prescription of
overly simplistic lifestyle interventions being generalized as the treat-
ment for obesity 33344247:49.50.53 A reductionist approach to treat-
ment implies that weight management is under the patients volitional
control, which can deprioritize the healthcare concerns of patients
with obesity; this in turn negatively impacts on continuity of care.®"
%3 The shifting of the responsibility of weight loss on to the patient is
likely due to gaps in knowledge between contemporary obesity
research and current treatments prescribed in practice.®¢3

The implications of healthcare providers holding stigmatizing beliefs
are the apparent gatekeeping of access to evidence-based interventions
including multicomponent behavioral interventions®* and adjunctive
pharmacotherapy and surgery.’>¢> Additionally, weight stigma poses a
significant barrier to patients accessing services to support non-
weight-related concerns. As reported by the patients in the included
studies, HCPs had the propensity to oscillate between dismissing

33,35-37,39,43,48,49,51,52,54,56,57

patients non-weight-related concerns and

30.3540-44:4648.5159 associated with higher

magnifying the potential risks
BMI. BMI was perceived to influence the quality of care patients
received and mediated patients gaining equitable and timely access to
healthcare services for both weight-related and non-weight-related
health concerns. The denial of care from patients with obesity predicated
upon an over-reliance on quantitative indicators of health is both unethi-
cal and discriminatory.®® Conversely, referring patients with obesity to
services without consulting the patient fails to consider the individual
needs of the person, further alienating patients from engaging with

healthcare services.’
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The obesity clinical practice guidelines seek to address stigmatizing
medical treatment through the implementation of evidence-based prac-
tice guidelines that reflect advances in our understanding of the com-
plexity of the disease.®®~7° The guidelines recommend taking a person-
centered approach to the treatment of obesity, which initiates with
evidence-based discussions between patients and providers using the
5A's framework to guide the collaborative exploration of informed and

individualized treatment options for patients with obesity.”%”?

4.3 | Strengths and limitations

To our knowledge, this is the first comprehensive qualitative evidence
synthesis exploring weight stigma in healthcare settings explicitly from
the perspective of the patient living with obesity. To maintain rigor, the
quality of the included studies were critically evaluated using a stan-
dardized appraisal checklist (CASP). The majority of the included studies
was of high quality, albeit there was a notable absence of researcher
reflexivity in many studies that may have impacted on study research
design, data collection, analysis, and the interpretations of the findings
within those studies. To enhance the transparency of the review find-
ings, GRADE CER Qual was applied. The CER Qual evaluation indicated
high confidence in the findings with moderate confidence in verbal and
non-verbal communication of weight stigma and lack of consistency in the
delivery of care. Moderate confidence was indicated in both themes
because the findings were of partial relevance to primary care settings.
This corroborates previous research calling for further exploration of
the patient experience of weight stigma in this setting.?

The review is limited by the inclusion of fewer male participants
in the sampled studies. This is a common finding in weight stigma
research, thus highlighting a recurrent gap in our understanding of the
male experience of weight stigma across healthcare settings. Due to
time limitations, only articles that were written in English were
included in the synthesis. Therefore, the magnitude of weight stigma
experienced by patients living with obesity across healthcare settings
is likely underrepresented.

5 | CONCLUSION

Weight stigma continues to persist within interpersonal interactions
between patients and healthcare providers. This phenomenon insidi-
ously impacts upon patients gaining timely and equitable access to
required healthcare services. As suggested by the patients in the
included studies, to reduce weight stigma, emphasis must be placed on
improving the quality of patient-provider interactions across healthcare
settings. The core conditions of person-centered care include genuinely
conveying empathy and unconditional positive regard toward the
patient to build rapport and cultivate a collaborative approach to
addressing healthcare requirements grounded in the individual prefer-
ences of the patient.”®>7¢ To legitimately provide non-stigmatizing
person-centered care for obesity, it is essential that the quality of the

patient-provider relationship is founded upon those conditions.
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51 | Recommendations for reducing weight
stigma in clinical practice

The following recommendations are informed by the patients' sugges-
tions to reduce weight stigma collected from the included studies and
underpinned by widely accepted clinical practice guidelines®®7° to

improve the provision of care for overweight and obesity.

e Adopt a person-centered approach to weight-based communica-
tion inclusive of person first language. Convey empathy, uncondi-
tional positive regard, and maintain a genuine interest in
addressing the patients' presenting healthcare concerns.

e Promote a collaborative approach to treatment options that are
grounded in the individual needs and preferences of the patient. Do
not make lifestyle assumptions. Evaluate the history of the patient.

o Offer treatment options to patients that reflect contemporary
advances in obesity medicine. Do not oversimplify the complexity
of weight management for obesity.

e Foster an inclusive healthcare environment. Healthcare settings

should be adapted to accommodate for higher weight.
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