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Widespread misconceptions about obesity 
Jean-Philippe Chaput PhD  Zachary M. Ferraro PhD  Denis Prud’homme MD MSc FRCPC  Arya M. Sharma MD PhD FRCPC 

Although obesity can be a serious health threat, 
we lack effective strategies to address this con-
dition on an individual and a societal level. 

Myths and misconceptions about obesity are perva-
sive in the media, popular culture, and scientifc litera-
ture. As recently discussed in the New England Journal 
of Medicine, the promulgation of unsupported beliefs 
might yield poorly informed clinical decisions, inac-
curate public health recommendations, and unproduc-
tive allocation of limited research resources.1 Using 
Internet searches of popular media and scientifc lit-
erature, we identifed 7 misconceptions about obesity 
that we believe warrant attention. The objective of this 
article is to challenge readers to rethink how we should 
approach obesity and its management. 

Misconceptions 
Obesity is primarily caused by a lack of physical 
activity or by unhealthy dietary habits. The positive 
energy balance underlying obesity is generally attrib-
uted to chronic excess energy intake or reduced physi-
cal activity. Unhealthy diet and physical inactivity are 
the “big 2” on which almost all preventive and therapeu-
tic programs for obesity are focused, thereby neglect-
ing other possible contributors to excess body weight. 
Although intuitively appealing, clear evidence (eg, 
individual-level epidemiologic data and randomized 
experiments) beyond ecological correlations is lacking 
for the big 2.2 Many other putative contributors to the 
increase in obesity (eg, insuffcient sleep, psychological 
stress, endocrine disruptors, medications, intrauterine 
and intergenerational effects, etc) have supportive evi-
dence that is as compelling as, if not more compelling 
than, the evidence for the big 2.3,4 These nontraditional 
or new determinants of obesity infuence energy input 
and output; overeating and reduced energy expenditure 
are perceived as “symptoms” and not as the root causes 
of the excess weight.5 On the treatment side, an accu-
mulating body of evidence shows that insuffcient sleep 
can impede weight loss and addressing sleep for weight 
management has recently been endorsed by the Canadian 
Obesity Network.6 Overall, accumulating evidence suggests 
that health practitioners and clinicians might need to con-
sider a broader range of infuential factors (eg, medications, 
lack of time, psychological stress, fatigue, chronic pain) to 

adequately identify and address the key factors responsi-
ble for the patient’s obesity, which is likely a clinical sign 
of chronic caloric “retention” (similar to edema being a 
clinical sign of fuid “retention”).5 This will enable health 
practitioners and clinicians to develop a personalized 
framework that addresses the root causes of patients’ 
weight gain. 

Physicians must move beyond the simplistic and gen-
erally ineffective recommendation to “eat less and move 
more” by investigating and addressing the determinants 
of increased energy intake, decreased metabolic rate, 
and reduced activity. 

Obese individuals are less active than their normal-
weight counterparts. It is very common to hear that 
obese people are lazy and should get off the couch. This 
discriminatory bias against those with excess weight 
is not only widespread among the lay public but also 
among health professionals, even those in regular con-
tact with patients with obesity.7 Yet, the most recent 
data from the Canadian Health Measures Survey, a study 
of a nationally representative sample that used acceler-
ometers to measure physical activity, suggest otherwise. 
Based on objective measures, only 7% of Canadian chil-
dren and youth8 and 15% of Canadian adults9 meet phys-
ical activity guidelines. When split by body mass index 
categories, obese girls average 11 159 steps per day, 
while normal-weight girls average 10 224 steps per day. 
Obese boys average fewer steps (10 256 steps per day) 
than their normal-weight counterparts (12 584 steps per 
day), but they have a larger body to carry. Translating 
this physical activity level into calories expended (kcal 
per day) would likely show that obese boys actually 
burn more calories on a daily basis.10 Similar fndings 
are observed for Canadian adults. Overall, the message 
is that there is a physical inactivity crisis in Canada— 
most people do not meet the recommended amount of 
physical activity required each day for health benefts— 
and every Canadian, regardless of body size, would ben-
eft from an increase in physical activity and a decrease 
in sitting time. 

Rather than focusing on burning calories, interven-
tions should aim at reducing sedentary activities and 
increasing physical activities to improve overall health 
and general well-being. 

Diets work in the long term. Approximately two-thirds 
of people who lose weight will regain it within 1 year, 
and almost all of them will regain it within 5 years.11 

Although dieting (ie, caloric restriction) to lose weight is 
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a diffcult task, the maintenance of lost weight requires 
the patient to deploy even greater efforts. Rather than 
a simple lack of willpower, the relapse of most indi-
viduals to their previous weight after otherwise suc-
cessful weight loss is largely driven by the coordinated 
actions of metabolic, neuroendocrine, autonomic, and 
behavioural changes that oppose the maintenance of 
reduced body weight.12 The few individuals successful 
at maintaining weight loss (at least 13.6 kg for at least 
1 year) generally have common behaviour and strate-
gies that include consuming low-energy, low-fat diets; 
engaging in high levels of physical activity; consistent 
self-monitoring of body weight and food intake; eating 
breakfast regularly; and demonstrating a high level of 
dietary restraint.13 It is highly unlikely that some of this 
behaviour can be emulated by most of the population 
with excess weight. There is also concern that unhealthy 
weight control methods (eg, fasting, meal skipping, lax-
atives, diuretics, stimulants) might ultimately lead to a 
larger weight regain and pose a risk to both mental and 
physical health.14,15 Thus, although sustained weight loss 
with diet alone can be possible for some individuals,16 

agreeing on realistic weight-loss expectations and sus-
tainable behavioural changes is critical to avoid disap-
pointment and nonadherence. 

Weight regain (relapse) should not be framed as fail-
ure but as an expected consequence of dealing with a 
chronic and complex condition like obesity. 

Weight loss does not have significant adverse 
effects. The strong biological response to weight loss 
(even the recommended 5% to 10% of baseline weight) 
involves comprehensive, persistent, and redundant adap-
tations in energy homeostasis that underlie the high 
recidivism rate of obesity treatment.12 The multiple sys-
tems regulating energy stores and opposing the mainte-
nance of a reduced body weight illustrate that fat stores 
are actively defended. Among the adverse effects of 
weight loss, it is well known that body fat loss increases 
the drive to eat, reduces energy expenditure to a greater 
extent than predicted, and increases the tendency toward 
hypoglycemia.17 Weight loss is also related to psychologi-
cal stress, increased risk of depressive symptoms, and 
increased levels of persistent organic pollutants that pro-
mote hormone disruption and metabolic complications, 
all of which are adaptations that substantially increase 
the risk of weight regain.17 In addition, there is consider-
able concern about the negative effect of “failed” weight-
loss attempts on self-esteem, body image, and mental 
health.18 Thus, clinicians should document and consider 
the powerful biological counter-regulatory responses and 
potential undesired effects of weight loss to maximize the 
success of their interventions. Obesity is a chronic condi-
tion and its management requires realistic and sustain-
able treatment strategies. 

Successful obesity management requires identifying 
and addressing the obesity drivers as well as the barriers 
to and potential complications of weight management. 
Family physicians should discuss the possible adverse 
effects of weight loss with their patients and actively look 
for these effects in patients trying to lose weight. 

Exercising is better than dieting to lose weight. There 
is now a consistent body of evidence showing that exer-
cise alone, despite a range of health benefts associated 
with regular exercise, results in rather modest weight loss 
(less than 2 kg on average).19,20 One of the explanations is 
that exercise is often accompanied by an increase in sed-
entary activities and appetite and a decrease in dietary 
restraint that counteract the increased energy expendi-
ture of exercise. However, increased exercise has been 
shown to reduce visceral adiposity (even with minimal 
changes in body weight).21 Individuals who include regu-
lar exercise and active living as part of a weight-loss pro-
gram are more likely to improve their overall health and 
keep the weight off.22 This latter fnding might be attrib-
utable to the effect of regular exercise on caloric intake 
rather than on caloric expenditure per se.23 

Exercise alone generally promotes modest weight 
loss; however, individuals who exercise regularly might 
improve their overall health independent of weight loss 
and are more likely to keep their weight off. 

Everyone can lose weight with enough willpower. It 
is common to hear that weight loss is a matter of will-
power and compliance with the weight-reducing pro-
gram. However, the magnitude of weight loss is very 
different among individuals with the same weight-loss 
intervention and prescription, and the same compliance 
to the program—one size does not ft all. Thus, for some 
people (especially those who have already lost some 
weight), simply putting more effort into a weight-loss 
program will not always result in additional weight loss 
given the different compensatory adaptations to weight 
loss.12 For example, the decrease in energy expenditure 
that occurs during weight loss is highly variable between 
people and might dampen efforts to lose additional body 
fat. Such compensatory mechanisms might sometimes 
fully counteract the 500 kcal per day decrease recom-
mended in most dietary interventions, making it very 
diffcult for such “poor responders” to lose weight.24 

Physicians should remember that obesity is not a 
choice and weight-loss success is different for every 
patient. Success can be defned as better quality of life, 
greater self-esteem, higher energy levels, improved 
overall health, or the prevention of further weight gain. 

A successful obesity management program is measured 
by the amount of weight lost. Given the importance of 
obesity as a public health problem, there is widespread 
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effort to encourage people with excess weight to attempt 
weight loss. However, a growing body of evidence sug-
gests that a focus on weight loss as an indicator of suc-
cess is not only ineffective at producing thinner, healthier 
bodies, but could also be damaging, contributing to food 
and body preoccupation, repeated cycles of weight loss 
and regain, reduced self-esteem, eating disorders, and 
social weight stigmatization and discrimination.25 There 
is also concern that “anti-fat” talk in public health cam-
paigns might further promote weight bias and discrimina-
tion.26 Therefore, it might be time to shift the focus away 
from body weight to health and wellness in public health 
interventions. Recently, the Canadian Obesity Network 
launched a tool called the 5As of Obesity Management 
(www.obesitynetwork.ca/5As) to guide primary care 
practitioners in obesity counseling and management.27 

Minimal intervention strategies such as the 5 As (ask, 
assess, advise, agree, and assist) can guide the process of 
counseling a patient about behaviour change and can be 
implemented in busy practice settings.28 

Obesity management should focus on promoting 
healthier behaviour rather than simply reducing num-
bers on the scale. The 5As of Obesity Management is a 
practical tool to improve the success of weight manage-
ment within primary care. 

Conclusion 
This article briefy addresses some misconceptions about 
obesity and attempts to promote novel ways of think-
ing in this feld of research and practice that appears 
highly prone to preconceived ideas, dogma, and biases. 
Simplistic notions based on “energy in and energy out” 
have proven largely ineffective both when dealing with 
individuals and with populations. This might be owing 
to the fact that current interventions do not take into 
account the complex biopsychological responses to 
defend body weight or the notion that only overcon-
sumption of food and physical inactivity are the root 
causes of obesity. 
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