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Third Rail

Weight stigma an unacceptable burden
Pervasive bias robs patients of appropriate, compassionate care 

Stephanie Hart MD CCFP

A few weeks ago, an obese patient needed a breast 
magnetic resonance imaging (MRI) scan. It started 
with a too-small gown and no access to anything 

larger, continued with MRI coils that would not fit any-
one with breasts larger than a C cup, and ended with 
an entire waiting room exposed to an unsolicited strip 
show—and the patient was humiliated.

That patient was me: a family doctor who has worked 
in southern Alberta for almost 2 decades, and a morti-
fied obese woman forced to bare and bruise herself for 
lack of size-inclusive options.

Being a doctor is always complicated. We simulta-
neously understand why certain systems exist and how 
difficult it is to change things, and we know how things 
should go, if the system were to work as it was meant. 
Those things—the way it should work and the way it 
actually does—are often worlds apart.

The same is often true when it comes to obesity, 
unfortunately. The way things should work, the way  
we want them to work, is not the way they do work. We 
want obesity to be treatable. Transient. Manageable.  
We want to be experts, advocates, guides. But obesity is 
more complex than we want to admit, and although I do 
not believe anyone goes into medicine with the intent to 
harm, we sometimes do just that. 

Weight stigma is common and takes many forms: sub-
tle or blatant, systemic or individual. But as my MRI dem-
onstrates, medical stigma against the obese is pervasive.1 
Systemically, it is in the sizes of gowns ordered for a hospi-
tal, the types of chairs in waiting rooms, the weight limits 
of operating room tables and computed tomography scan-
ners, and the absence of bariatric lifts and other mobility 
aids. But stigma is also in us—when we dismiss symptoms 
in the emergency department or doctor’s office, or when 
we include a lecture on diet with every Pap test. It is the 
fear and disgust in a surgeon’s eyes when a patient like 
me needs a procedure. It is ubiquitous, and our current 
weight paradigm is making it worse every day.2

Losing the war on obesity
Recent articles in many medical journals (including this 
one) document rising rates of obesity across the coun-
try and the world. And they are not wrong: obesity is 
becoming more common, and our average BMI is ris-
ing.3 We have been waging a war on obesity since the 
1990s—and we are losing. Our interventions do not 
work, are not accessible, or are impractical for most of 
the people who need them. They are not practical for 

society, either; the medications used to treat obesity are 
unaffordable for most people.4 We are not prepared as 
a society for half of the population to need surgery or 
medication with side effects, complications, and costs. 

Our current weight paradigm supports a narrative of 
people living in large bodies as being a problem. They, 
personally, are defective. There is a quote from Dr Lindo 
Bacon, a physiologist, researcher, and author, that reads 
“you cannot wage war on obesity without waging war on 
the people who live in those obese bodies.” I can con-
firm this is true. I feel it every time I go to the doctor. 
Every time I open a journal to read another study about 
the cost of obesity or the newest weight-loss drug. Every 
time I see an ad for weight-loss programs that are doctor-
approved. Every time a news story calls people like me an 
epidemic, as though we are diseases rather than people. If 
you are fat and you do not lose weight, you are made to 
feel like a failure, with all the shame, distress, and health 
care avoidance that comes with having failed.

Labeling obese people as sick
Much of this discussion comes down to whether obesity 
is a chronic disease. The medical paradigm says it is; 
the establishment claims that acknowledging obesity as 
a disease allows us to allocate research dollars, inves-
tigate treatments, and attempt to improve lives. But it 
also turns my body into a problem to be solved. Having 
obesity listed as a disease necessarily labels all fat peo-
ple as sick and supports the fat shaming we see in the 
media. Follow any fat celebrity on Instagram and you 
will find health trolling, where people say horrific, fat-
shaming things and excuse themselves with platitudes, 
such as, “I was just worried about her health.” This also 
happens in health care.

Obesity is included in the problem list in our elec-
tronic medical record system. In some provinces, the 
government will pay physicians only if we address it 
annually. We are meant to ask about weight in the same 
way we routinely check in on diabetes or heart failure. 
That means every fat person, whether presenting with 
an ingrown toenail, a sexually transmitted infection, or 
lung cancer, gets a lecture on their weight. It makes 
it easy for doctors to ignore or dismiss symptoms that 
might be serious in favour of giving weight-loss advice. 
If obese people are sick, we do not have to build MRIs 
and operating rooms with them in mind—because they 
are not normal and that is their own fault. This does not 
have to be conscious to exist as a bias.
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Personally, I have had serious medical conditions 
missed or misdiagnosed because a clinician was more 
focused on my weight than on my health. I have faced sur-
gical delays with negative outcomes. In the intensive care 
unit after sepsis had caused dangerous weight loss, I was 
encouraged to “keep it up.” And I am just one example.

Seeing obesity as a risk factor
I see obesity as a risk factor. Obesity, like many things, is 
correlated without clear causation for lots of conditions: 
it is a sign that makes us suspect an underlying pre-
disposition. If we think of it this way, we can continue 
to research obesity. We can treat it when treatment is 
indicated. And we can do this without pathologizing the 
person themselves. We can advocate for better health, 
with exercise and diet advice for everyone, throwing out 
scales and shame in favour of good lives and good med-
ical care at any size.     

Dr Stephanie Hart is a family physician in Okotoks, Alta, with a practice dedicated to 
sexual health.
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