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ABSTRACT: As the rate of obesity-related diseases rise, physicians are spending more time in 
their practices working to motivate patients to lose weight. Historically, to change the lifestyle 
behaviors of patients, physicians have detailed the consequences of excess weight gain and offered 
predictions of obesity-related complications and early demise. Although this motivational technique 
has been widely used in medicine, this “tough love” educational approach can have unintended 
consequences and be ineffective or even harmful in some patients. Behavioral change models 
and the positive psychology literature provide tools and methods to assist providers in the care of 
patients living with or at risk of weight-related morbidity and mortality. These techniques motivate 
patients without unintentionally disempowering them or their families.
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WHAT IS FAT SHAMING?

Recently, a patient said, “I went to the cardiologist, but all he 
did was fat shame me.” The initial reaction was to bristle. The 
cardiologist, of all medical specialists, had legitimate reasons to 
address the patient’s weight status.  The patient had a body mass 
index (BMI) of 38 (kg/m2). with past medical history significant 
for diabetes mellitus type 2 and obstructive sleep apnea. But 
this patient was not done with her account. She further related 
that after she left the cardiologist’s office, because of feeling 
fat shamed, she ate most of a pumpkin pie. Clearly, weight loss 
would have a beneficial effect on her health conditions. So what 
caused this patient to have a negative response to weight loss 
counseling?  

The next day, the author came across an article in a popular 
women’s fitness magazine in which a patient complained about 
being fat shamed by all but one of her doctors.1 As a result, the 
patient stopped seeing the physicians who told her to lose weight 
and only continued seeing the one who did not bring it up.1 Her 
BMI was 35 (kg/m2).1  This behavior was truly perplexing and had 
a paradoxical effect. The physicians who counseled the patient 
in weight loss had her best interests in mind and were providing 
evidence-based information, so why did she stop seeing them?
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A quick Internet search revealed additional articles with similar 
themes in prominent magazines in the last few months.2,3 Was 
the medical community truly fat shaming or were these patients’ 
reactions the result of societal stigmas? We began to wonder 
whether we had ever harmed a patient by providing evidence-
based weight loss counseling? If doctors and patients have a 
shared goal, namely, optimal health and vitality, then what is 
the disconnect on this issue? More importantly, how can we, the 
medical community, fix it?  

WEIGHT LOSS PROMOTION AND LIFESTYLE 

CHANGES MOTIVATION

Until recently in medical training and practice, physicians 
attempted to motivate patients by discussing the progression 
of disease resulting from lack of behavior change. To motivate 
patients to change their lifestyle behaviors, providers detailed the 
consequences of excess weight, including predictions of severe 
complications and early demise. Even though the description of 
factual consequences as a weight loss counseling approach can 
induce fear and shame in some individuals, the application of “tough 
love” was considered acceptable if done for the right reasons.  

However, these techniques are not always effective and can be 
detrimental as suggested at the American Psychology Association 
(APA) conference.4 At the 125th Annual Convention of the APA, 
Joan Chrisler asserted that fat shaming or sizism “is stressful 
and can cause patients to delay health care encounters or avoid 
interacting with providers.”4  After receiving weight loss advice, 
patients may delay seeking healthcare or avoid necessary 
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return visits when they feel judgment, rejection, or shame.  
Despite the best of intentions, the medical community may not 
be consistently inspiring patients to make lifestyle changes, so 
healthcare providers should consider using strategies that avoid 
the unintended consequences of weight loss counseling. 

FACTORS INFLUENCING BODY MASS INDEX 

There is an association between elevated BMI and health-
related problems. Diseases related to weight gain include but are 
not limited to hypertension, diabetes mellitus, coronary artery 
disease, stroke, osteoarthritis, sleep apnea, gall bladder disease, 
hyperlipidemia, and fatty liver disease.5,6 

Multiple factors contribute to elevated BMI. For instance, food 
intake and physical activity can have a profound effect on weight 
and BMI. External physical environment also plays a significant 
role in predisposing people to obesity because of lack of access 
to parks, sidewalks, and supermarkets with healthy food.7  Other 
factors that increase obesity are lack of resources to join a gym, 
oversized serving portions, and food advertising that encourages 
increased caloric consumption and normalizes overeating.7-10  
Furthermore, larger food portions habituate large caloric intake, 
and the direct consumer advertising of high sugar, high saturated 
fat foods increase awareness and temptation for these food 
that can adversely affect overall wellbeing and health. From the 
physician’s viewpoint, societal pressures from food advertising 
that recommends unhealthy, sugary foods create a difficult battle 
when encouraging patients to follow healthy behaviors. This 
viewpoint is supported by the literature, which suggests that food, 
activity, environment, genetics, environmental stress, emotional 
factors, and poor sleep contribute to weight-related disease.10-12  
It is important to clarify with patients the limitation of using BMI 
to assess for healthy weight status. To get more comprehensive 
evaluation, physician can also follow waist circumference and 
body fat percentage. 

While genetics, stress, emotions, and poor sleep quality can 
increase risk of obesity, research also suggests that race and 
social class are important contributing variables.13 For example, 
families may reside in an area without safe areas with parks or 
sidewalks, making physical activity difficult. Low socioeconomic 
status may make joining a gym or purchasing affordable healthy 
food unattainable. Poor access to affordable healthy food may 
lead to patients feeling incapable of eating for optimal health.  
Taken altogether, multiple and complex factors contribute to an 
individual’s interactions with environment, body weight, and BMI. 

PROVIDER STRATEGIES  

Barriers can arise when dealing with obesity in the clinic. For 
instance, patients with unsuccessful attempts at losing or 
maintaining weight may develop mistrust of doctors and have 
poor adherence.13 Additionally, unintended stigmatization by 
physicians may result in increased patient shame of weight status, 
thus reducing the quality of care. As a result, discussing diet, 
exercise, and weight with patients can seem like walking through 
a minefield. However, studies show that education and training 

in compassionate speech, slow incremental changes, a wellness 
approach, and motivational interviewing may help healthcare 
providers to provide the highest quality care for these patients.14,15 
Because of social stigmas and personal self-esteem issues 
associated with weight status, physicians need to develop skills 
that compassionately encourage better health in these patients.  
Specifically, physicians can use holistic, osteopathic wellness 
strategies to help patients achieve optimal health without feeling 
shame (Table 1).

Use Wellness and Prevention as Targeted Outcomes 

Healthcare providers can reduce the focus on body weight or 
BMI as an endpoint and concentrate instead on screening for 
and preventing the diseases related to obesity. In this manner, 
the provider can present a wellness philosophy for all patients, 
regardless of weight, with a weight-inclusive approach that 
views health and wellness as multifaceted.  From an osteopathic 
perspective, physicians can see the health in patients. Physicians 
could also inform patients about the metabolically healthy obesity.  
In one study, 30% of individuals with an overweight or obese BMI 
were determined to be metabolically healthy after completing 
cardiovascular factor evaluation.16 The distinguishing feature 
in these patients was regular physical exercise.16 This finding 
suggests that exercise may mitigate the cardiovascular risk factors 
associated with BMI elevation. Furthermore, the study found that 
30% of normal weight individuals were metabolically unhealthy.16 
In this context, an individual’s BMI becomes a poor predictor of 
cardiovascular health. Thus, a high percentage of people with 
normal or low BMI are at risk of cardiovascular events. In fact, in 
a large prospective cohort study of Korean adults, a metabolically 
unhealthy risk profile contributed more to risk of death from 
cardiovascular disease and all causes than BMI alone.17 

The use of a weight-inclusive approach to lifestyle medicine 
emphasizes the importance of wellbeing to all patients regardless 
of their weight. This positive focus on wellness may reduce 
discouraging conversations about weight or weight loss and 
increase the likelihood of behavior change and maintenance.  

Optimal health, vitality, wellness, and prevention are more important  
goals than body size

Complete a full diagnostic workup regardless of weight

Avoid blame, shame, or guilt

Make office visits nonthreatening and comfortable

Use sensitivity in your word choices

Assess and address self-stigmatization like weight-bias internalization

Use the readiness assessment technique of the motivational  
interviewing paradigm

Offer patients an incentive agreement 

Inform yourself and patients about treatment options and resources

TABLE 1:
Strategies for Preventing Patient Perception  

or Interpretation of Fat Shaming
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WHAT IS FAT SHAMING?

Recently, a patient said, “I went to the cardiologist, but all he 
did was fat shame me.” The initial reaction was to bristle. The 
cardiologist, of all medical specialists, had legitimate reasons to 
address the patient’s weight status.  The patient had a body mass 
index (BMI) of 38 (kg/m2). with past medical history significant 
for diabetes mellitus type 2 and obstructive sleep apnea. But 
this patient was not done with her account. She further related 
that after she left the cardiologist’s office, because of feeling 
fat shamed, she ate most of a pumpkin pie. Clearly, weight loss 
would have a beneficial effect on her health conditions. So what 
caused this patient to have a negative response to weight loss 
counseling?  

The next day, the author came across an article in a popular 
women’s fitness magazine in which a patient complained about 
being fat shamed by all but one of her doctors.1 As a result, the 
patient stopped seeing the physicians who told her to lose weight 
and only continued seeing the one who did not bring it up.1 Her 
BMI was 35 (kg/m2).1  This behavior was truly perplexing and had 
a paradoxical effect. The physicians who counseled the patient 
in weight loss had her best interests in mind and were providing 
evidence-based information, so why did she stop seeing them?
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A quick Internet search revealed additional articles with similar 
themes in prominent magazines in the last few months.2,3 Was 
the medical community truly fat shaming or were these patients’ 
reactions the result of societal stigmas? We began to wonder 
whether we had ever harmed a patient by providing evidence-
based weight loss counseling? If doctors and patients have a 
shared goal, namely, optimal health and vitality, then what is 
the disconnect on this issue? More importantly, how can we, the 
medical community, fix it?  

WEIGHT LOSS PROMOTION AND LIFESTYLE 

CHANGES MOTIVATION

Until recently in medical training and practice, physicians 
attempted to motivate patients by discussing the progression 
of disease resulting from lack of behavior change. To motivate 
patients to change their lifestyle behaviors, providers detailed the 
consequences of excess weight, including predictions of severe 
complications and early demise. Even though the description of 
factual consequences as a weight loss counseling approach can 
induce fear and shame in some individuals, the application of “tough 
love” was considered acceptable if done for the right reasons.  

However, these techniques are not always effective and can be 
detrimental as suggested at the American Psychology Association 
(APA) conference.4 At the 125th Annual Convention of the APA, 
Joan Chrisler asserted that fat shaming or sizism “is stressful 
and can cause patients to delay health care encounters or avoid 
interacting with providers.”4  After receiving weight loss advice, 
patients may delay seeking healthcare or avoid necessary 
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return visits when they feel judgment, rejection, or shame.  
Despite the best of intentions, the medical community may not 
be consistently inspiring patients to make lifestyle changes, so 
healthcare providers should consider using strategies that avoid 
the unintended consequences of weight loss counseling. 

FACTORS INFLUENCING BODY MASS INDEX 

There is an association between elevated BMI and health-
related problems. Diseases related to weight gain include but are 
not limited to hypertension, diabetes mellitus, coronary artery 
disease, stroke, osteoarthritis, sleep apnea, gall bladder disease, 
hyperlipidemia, and fatty liver disease.5,6 

Multiple factors contribute to elevated BMI. For instance, food 
intake and physical activity can have a profound effect on weight 
and BMI. External physical environment also plays a significant 
role in predisposing people to obesity because of lack of access 
to parks, sidewalks, and supermarkets with healthy food.7  Other 
factors that increase obesity are lack of resources to join a gym, 
oversized serving portions, and food advertising that encourages 
increased caloric consumption and normalizes overeating.7-10  
Furthermore, larger food portions habituate large caloric intake, 
and the direct consumer advertising of high sugar, high saturated 
fat foods increase awareness and temptation for these food 
that can adversely affect overall wellbeing and health. From the 
physician’s viewpoint, societal pressures from food advertising 
that recommends unhealthy, sugary foods create a difficult battle 
when encouraging patients to follow healthy behaviors. This 
viewpoint is supported by the literature, which suggests that food, 
activity, environment, genetics, environmental stress, emotional 
factors, and poor sleep contribute to weight-related disease.10-12  
It is important to clarify with patients the limitation of using BMI 
to assess for healthy weight status. To get more comprehensive 
evaluation, physician can also follow waist circumference and 
body fat percentage. 

While genetics, stress, emotions, and poor sleep quality can 
increase risk of obesity, research also suggests that race and 
social class are important contributing variables.13 For example, 
families may reside in an area without safe areas with parks or 
sidewalks, making physical activity difficult. Low socioeconomic 
status may make joining a gym or purchasing affordable healthy 
food unattainable. Poor access to affordable healthy food may 
lead to patients feeling incapable of eating for optimal health.  
Taken altogether, multiple and complex factors contribute to an 
individual’s interactions with environment, body weight, and BMI. 

PROVIDER STRATEGIES  

Barriers can arise when dealing with obesity in the clinic. For 
instance, patients with unsuccessful attempts at losing or 
maintaining weight may develop mistrust of doctors and have 
poor adherence.13 Additionally, unintended stigmatization by 
physicians may result in increased patient shame of weight status, 
thus reducing the quality of care. As a result, discussing diet, 
exercise, and weight with patients can seem like walking through 
a minefield. However, studies show that education and training 

in compassionate speech, slow incremental changes, a wellness 
approach, and motivational interviewing may help healthcare 
providers to provide the highest quality care for these patients.14,15 
Because of social stigmas and personal self-esteem issues 
associated with weight status, physicians need to develop skills 
that compassionately encourage better health in these patients.  
Specifically, physicians can use holistic, osteopathic wellness 
strategies to help patients achieve optimal health without feeling 
shame (Table 1).

Use Wellness and Prevention as Targeted Outcomes 

Healthcare providers can reduce the focus on body weight or 
BMI as an endpoint and concentrate instead on screening for 
and preventing the diseases related to obesity. In this manner, 
the provider can present a wellness philosophy for all patients, 
regardless of weight, with a weight-inclusive approach that 
views health and wellness as multifaceted.  From an osteopathic 
perspective, physicians can see the health in patients. Physicians 
could also inform patients about the metabolically healthy obesity.  
In one study, 30% of individuals with an overweight or obese BMI 
were determined to be metabolically healthy after completing 
cardiovascular factor evaluation.16 The distinguishing feature 
in these patients was regular physical exercise.16 This finding 
suggests that exercise may mitigate the cardiovascular risk factors 
associated with BMI elevation. Furthermore, the study found that 
30% of normal weight individuals were metabolically unhealthy.16 
In this context, an individual’s BMI becomes a poor predictor of 
cardiovascular health. Thus, a high percentage of people with 
normal or low BMI are at risk of cardiovascular events. In fact, in 
a large prospective cohort study of Korean adults, a metabolically 
unhealthy risk profile contributed more to risk of death from 
cardiovascular disease and all causes than BMI alone.17 

The use of a weight-inclusive approach to lifestyle medicine 
emphasizes the importance of wellbeing to all patients regardless 
of their weight. This positive focus on wellness may reduce 
discouraging conversations about weight or weight loss and 
increase the likelihood of behavior change and maintenance.  

Optimal health, vitality, wellness, and prevention are more important  
goals than body size

Complete a full diagnostic workup regardless of weight

Avoid blame, shame, or guilt

Make office visits nonthreatening and comfortable

Use sensitivity in your word choices

Assess and address self-stigmatization like weight-bias internalization

Use the readiness assessment technique of the motivational  
interviewing paradigm

Offer patients an incentive agreement 

Inform yourself and patients about treatment options and resources

TABLE 1:
Strategies for Preventing Patient Perception  

or Interpretation of Fat Shaming
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For instance, physicians could promote wellness behaviors that 
improve health by encouraging patients to focus on the multitude 
of health benefits of better nutrition, exercise, meditation, and 
mindfulness rather than focusing exclusively on weight loss.  

To address prevention, physicians can assess and determine the 
patient’s expectations, knowledge, and preconceptions. Once 
patients are aware of risks associated with certain behaviors, they 
can be informed about the impact of a healthy lifestyle to treat 
and prevent disease.  Families of patients should also be educated 
about how reducing risk factors is a healthier goal than the number 
on the scale. Further, lifestyle activities can be determined with 
consideration of patient preferences within the context of what 
the physician deems most appropriate. Ultimately, healthcare 
providers need to work together with patients utilizing shared 
decision-making to set incremental lifestyle behavior changes and 
achievable goals toward the common purpose of optimal health 
and vitality.

Perform Consistent Diagnostic Evaluations 

Obese patients can face obstacles when seeking medical care, 
such as being told that obesity is the cause of their concerns and 
weight loss is the only treatment. In the absence of a complete 
investigation, important considerations in the patient could be 
missed. For example, if a patient with an elevated BMI is complaining 
of knee pain, some physicians might attribute the condition to 
weight alone and fail to obtain x-rays. The patient might also be 
informed that weight loss is the only treatment for the knee pain. 
However, it is unfair and negligent to attribute a patient’s pain to 
weight status without a proper workup, making obesity a diagnosis 
of exclusion. Patient evaluation should include the appropriate 
investigation even when elevated BMI, in theory, could possibly be 
the cause of the signs and symptoms.10 

Avoid Assigning Blame 

The world around us challenges our ability to maintain a healthy 
weight. As mentioned previously, multiple factors can contribute 
to obesity.18 Given these constant challenges, physicians can 
avoid assigning blame by acknowledging the difficulty of lifestyle 
changes and by not perpetuating the incorrect stereotype that 
obesity results from a lack of personal willpower. Physicians can 
also acknowledge and validate those patients who have tried 
to lose weight repeatedly and feel a sense of failure because of 
their lack of ability to lose weight. Furthermore, the process of 
behavior changes and health determinants can be used as the 
outcome goal rather than weight loss. Educating patients to set 
achievable short-term goals that emphasize small weight losses 
can improve compliance and sustainability. To encourage health 
improvements, physicians should validate patient worth outside 
of weight and body size. 

Provide a Comfortable and Nonthreatening Office 

To make office visits more comfortable, the office and waiting 
room suite should accommodate patients of all body habitus.  
For instance, armless chairs in the waiting room would be more 
comfortable for larger patients, and a range of gown sizes and 
medical equipment would be suitable for patients of varying sizes.  

Although we do not advocate skipping the weight measurement 
at office visits, patients can be offered the option to not view their 
weight at every visit. This practice takes the focus off weight and 
instead emphasizes physical health and emotional wellness. In 
patients with weight-related anxiety, decreasing the emphasis on 
weight by not allowing them to see their weight or BMI during the 
visit can help them focus on optimal health and decrease anxiety.

Choose Words Carefully 

A favorite question to open a discussion on weight management 
is to ask the patient, “How do you feel about your weight?” By 
using a kind word choice or tone, physicians may make a patient 
more open to discussing weight-related issues. One study showed 
a preference for the terms weight, BMI, weight problem, excess 
weight, unhealthy body weight, and unhealthy BMI and a distaste 
for the terms obesity, heaviness, large size, excess fat, and fatness 
(Table 2).14 By using open-ended questions and seeing failures as a 
normal part of the personal development process, physicians can 
empower patients to persevere when conditions are not ideal.  

As physicians, we should strive to be aware of our biases and 
overcome our preconceptions, effectively build rapport, and avoid 
having patients paradoxically terminate the provider relationship.
When healthcare providers have obesity-related biases, patients 
may be perceived as lazy or unmotivated. In one study, the 
authors found that “More than 40% of physicians had a negative 
reaction towards obese patients, only 56% felt qualified to treat 
obesity, and 46% felt successful in this realm.”19 In spite of our 
preconceptions, when words are chosen carefully, they can 
contribute to a more productive alliance with the patient.

Address Weight-Bias Internalization 

External weight-based stigmatization is pervasive, but weight-
bias internalization (WBI), self-directed fat shaming, and self-
deprecation can also lead to self-harm and a poor cardiometabolic 
profile.15 In one study, individuals who self-stigmatized had an 
amplified cardiometabolic risk profile score when compared with 
individuals with obesity who did not have WBI.15  In addition, WBI 
has been associated with increased risk of eating disorders.15  
Patients should be taught to not judge themselves and to de-
emphasize failures. When WBI is noted in patients, physicians 
should encourage self-forgiveness and moving forward with the 
next task or goal.  
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Using this strategy, patients can be encouraged to adopt a 
proactive philosophy instead of reactive behavioral changes 
by anticipating failures and relapses as part of the weight loss 
process. Hence, patients should focus on proactive planning 
rather than depend on willpower alone. For instance, patients 
can be taught how to use meal planning and proactive eating 
when unplanned food is present. They should also be taught 
that WBI is a harmful response to weight gain and can have dire 
consequences. With proper identification, physicians can address 
and mitigate this maladaptive behavior quickly.  

Utilize Motivational Interviewing Techniques 

Another strategy to help patients with obesity and overweight 
status achieve better health is to consistently use the readiness 
assessment component of the motivational interviewing 
paradigm. Motivational interviewing uses guided questions that 
allow patients to verbalize their preferences for change.  Instead 
of the usual direct instructions from physicians, patients are 
able to decide the best methods to motivate change and avoid 
ambivalence.20 Because these communication strategies are 
patient-centered, patients seem more comfortable and less 
threatened by them. In contrast to simply informing patients 
of the consequences of weight gain, research suggests using 
motivational interviewing techniques for weight loss can have 
positive results.21 In a systematic review,21 more than a third of 
studies found participants using motivational interviewing for 
weight loss lost significantly more weight than controls. Other 
outcomes related to weight, such as physical activity, food 
intake, and metabolic measurements, also improved when 
participants using motivational interviewing were compared 
with controls.21 About half of the reviewed studies indicated that 
motivational interviewing helped participants lose 5% of their 
initial weight.21 Although more research is necessary to identify 
effective motivational interviewing strategies and approaches for 
weight loss, this technique can be used successfully by physicians  
(Table 3).22

Another benefit of the use of motivational interviewing for weight 
loss is that it can be performed in the primary care clinic without 
having to refer to a weight loss specialist.  Indeed, various members 
of the healthcare team can conduct the interview, giving the 
physician more time to focus on specific health concerns.  Because 
motivational interviewing is an accessible and versatile technique, 
it may have benefits beyond the predicted loss of weight. For 
instance, this technique may be useful for effecting changes that 
help patients forego more invasive treatments, such as surgery. 
More physicians should use the interviewing techniques of 
motivational interviewing to improve health outcomes and patient 
adherence. 

Offer Patients an Incentive Agreement  

Patient empowerment and shared decision-making can help 
patients take accountability and pride in their compliance and 
self-care.  As an example of an incentive agreement, the physician 
could agree to do a trial of decreasing or stopping a patient’s 
medication for hypertension or lipids if the patient lost a specified 
amount of weight. Because many patients prefer to avoid 

medications for a plethora of reasons, this kind of incentive can 
be a powerful motivator.23  Further, incentive agreements position 
the physician and patient as allies working toward achievement  
of a common goal.

Educate Yourself on Options and Resources  

Finally, physicians should educate themselves on weight loss 
diets, weight loss medications, and bariatric surgery options so 
they are comfortable discussing these options with patients.  
Physicians should investigate the community resources that are 
available locally. With that knowledge, they can educate patients 
on available support and resources.  For instance, some patients 
are not aware of the resources available to them, such as seeing 
a dietitian to help with weight loss concerns. Healthcare providers 
do not have unlimited time or knowledge, so referring complex 
issues, such as obesity, to other healthcare professionals may 
be best for the patient. Further, interprofessional collaborations 
may be very beneficial for the busy physician and the patient with 
multifaceted needs.

Another option is to discuss weight loss treatment options with 
the patient. Many patients are not aware of the newer weight 
loss medications that have better safety profiles than earlier 

PATIENT PREFERRED TERMS

Weight

BMI

Weight problems

Excess weight

Unhealthy body weight

Unhealthy BMI

TABLE 2:

Terms/Verbage

PERCEIVED SHAMING TERMS

Obesity

Heaviness

Large size

Excess fat

Fatness

MOTIVATIONAL QUESTIONS

How important is your health to you?

How have you been doing with taking care of yourself?

Have you been treating yourself well?

What are the biggest barriers to taking care of yourself?

What does self-care mean to you?

What self-care activities would you like to do?

On a scale from 1-10, how motivated do you feel to improve  
your health and vitality?

How much of you is not wanting to change?

What was your life like before you gained weight?

What are your hopes for the future if you are able to become healthier?

What kinds of small healthy changes do you think you could  
make this week?

REFLECTIVE LISTENING

You are thinking about losing weight but you are not sure if you  
are ready to take action right now. Would you be willing to talk about  
this again at our next visit?

It sounds as if you are concerned about your weight and that you  
would like to start making some changes in your lifestyle.

It is up to you to decide if and when you are ready to make lifestyle 
changes. I am here to support you.

It can be hard to initiate changes in your life. I want to thank you  
for talking with me about this today.

It is great that you feel good about your decision to make some lifestyle 
changes; you are taking important steps to improve your health.

TABLE 3:
Sample Motivational Interviewing Questions for Patients  
with Abnormal Weight
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For instance, physicians could promote wellness behaviors that 
improve health by encouraging patients to focus on the multitude 
of health benefits of better nutrition, exercise, meditation, and 
mindfulness rather than focusing exclusively on weight loss.  

To address prevention, physicians can assess and determine the 
patient’s expectations, knowledge, and preconceptions. Once 
patients are aware of risks associated with certain behaviors, they 
can be informed about the impact of a healthy lifestyle to treat 
and prevent disease.  Families of patients should also be educated 
about how reducing risk factors is a healthier goal than the number 
on the scale. Further, lifestyle activities can be determined with 
consideration of patient preferences within the context of what 
the physician deems most appropriate. Ultimately, healthcare 
providers need to work together with patients utilizing shared 
decision-making to set incremental lifestyle behavior changes and 
achievable goals toward the common purpose of optimal health 
and vitality.

Perform Consistent Diagnostic Evaluations 

Obese patients can face obstacles when seeking medical care, 
such as being told that obesity is the cause of their concerns and 
weight loss is the only treatment. In the absence of a complete 
investigation, important considerations in the patient could be 
missed. For example, if a patient with an elevated BMI is complaining 
of knee pain, some physicians might attribute the condition to 
weight alone and fail to obtain x-rays. The patient might also be 
informed that weight loss is the only treatment for the knee pain. 
However, it is unfair and negligent to attribute a patient’s pain to 
weight status without a proper workup, making obesity a diagnosis 
of exclusion. Patient evaluation should include the appropriate 
investigation even when elevated BMI, in theory, could possibly be 
the cause of the signs and symptoms.10 

Avoid Assigning Blame 

The world around us challenges our ability to maintain a healthy 
weight. As mentioned previously, multiple factors can contribute 
to obesity.18 Given these constant challenges, physicians can 
avoid assigning blame by acknowledging the difficulty of lifestyle 
changes and by not perpetuating the incorrect stereotype that 
obesity results from a lack of personal willpower. Physicians can 
also acknowledge and validate those patients who have tried 
to lose weight repeatedly and feel a sense of failure because of 
their lack of ability to lose weight. Furthermore, the process of 
behavior changes and health determinants can be used as the 
outcome goal rather than weight loss. Educating patients to set 
achievable short-term goals that emphasize small weight losses 
can improve compliance and sustainability. To encourage health 
improvements, physicians should validate patient worth outside 
of weight and body size. 

Provide a Comfortable and Nonthreatening Office 

To make office visits more comfortable, the office and waiting 
room suite should accommodate patients of all body habitus.  
For instance, armless chairs in the waiting room would be more 
comfortable for larger patients, and a range of gown sizes and 
medical equipment would be suitable for patients of varying sizes.  

Although we do not advocate skipping the weight measurement 
at office visits, patients can be offered the option to not view their 
weight at every visit. This practice takes the focus off weight and 
instead emphasizes physical health and emotional wellness. In 
patients with weight-related anxiety, decreasing the emphasis on 
weight by not allowing them to see their weight or BMI during the 
visit can help them focus on optimal health and decrease anxiety.

Choose Words Carefully 

A favorite question to open a discussion on weight management 
is to ask the patient, “How do you feel about your weight?” By 
using a kind word choice or tone, physicians may make a patient 
more open to discussing weight-related issues. One study showed 
a preference for the terms weight, BMI, weight problem, excess 
weight, unhealthy body weight, and unhealthy BMI and a distaste 
for the terms obesity, heaviness, large size, excess fat, and fatness 
(Table 2).14 By using open-ended questions and seeing failures as a 
normal part of the personal development process, physicians can 
empower patients to persevere when conditions are not ideal.  

As physicians, we should strive to be aware of our biases and 
overcome our preconceptions, effectively build rapport, and avoid 
having patients paradoxically terminate the provider relationship.
When healthcare providers have obesity-related biases, patients 
may be perceived as lazy or unmotivated. In one study, the 
authors found that “More than 40% of physicians had a negative 
reaction towards obese patients, only 56% felt qualified to treat 
obesity, and 46% felt successful in this realm.”19 In spite of our 
preconceptions, when words are chosen carefully, they can 
contribute to a more productive alliance with the patient.

Address Weight-Bias Internalization 

External weight-based stigmatization is pervasive, but weight-
bias internalization (WBI), self-directed fat shaming, and self-
deprecation can also lead to self-harm and a poor cardiometabolic 
profile.15 In one study, individuals who self-stigmatized had an 
amplified cardiometabolic risk profile score when compared with 
individuals with obesity who did not have WBI.15  In addition, WBI 
has been associated with increased risk of eating disorders.15  
Patients should be taught to not judge themselves and to de-
emphasize failures. When WBI is noted in patients, physicians 
should encourage self-forgiveness and moving forward with the 
next task or goal.  
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Using this strategy, patients can be encouraged to adopt a 
proactive philosophy instead of reactive behavioral changes 
by anticipating failures and relapses as part of the weight loss 
process. Hence, patients should focus on proactive planning 
rather than depend on willpower alone. For instance, patients 
can be taught how to use meal planning and proactive eating 
when unplanned food is present. They should also be taught 
that WBI is a harmful response to weight gain and can have dire 
consequences. With proper identification, physicians can address 
and mitigate this maladaptive behavior quickly.  

Utilize Motivational Interviewing Techniques 

Another strategy to help patients with obesity and overweight 
status achieve better health is to consistently use the readiness 
assessment component of the motivational interviewing 
paradigm. Motivational interviewing uses guided questions that 
allow patients to verbalize their preferences for change.  Instead 
of the usual direct instructions from physicians, patients are 
able to decide the best methods to motivate change and avoid 
ambivalence.20 Because these communication strategies are 
patient-centered, patients seem more comfortable and less 
threatened by them. In contrast to simply informing patients 
of the consequences of weight gain, research suggests using 
motivational interviewing techniques for weight loss can have 
positive results.21 In a systematic review,21 more than a third of 
studies found participants using motivational interviewing for 
weight loss lost significantly more weight than controls. Other 
outcomes related to weight, such as physical activity, food 
intake, and metabolic measurements, also improved when 
participants using motivational interviewing were compared 
with controls.21 About half of the reviewed studies indicated that 
motivational interviewing helped participants lose 5% of their 
initial weight.21 Although more research is necessary to identify 
effective motivational interviewing strategies and approaches for 
weight loss, this technique can be used successfully by physicians  
(Table 3).22

Another benefit of the use of motivational interviewing for weight 
loss is that it can be performed in the primary care clinic without 
having to refer to a weight loss specialist.  Indeed, various members 
of the healthcare team can conduct the interview, giving the 
physician more time to focus on specific health concerns.  Because 
motivational interviewing is an accessible and versatile technique, 
it may have benefits beyond the predicted loss of weight. For 
instance, this technique may be useful for effecting changes that 
help patients forego more invasive treatments, such as surgery. 
More physicians should use the interviewing techniques of 
motivational interviewing to improve health outcomes and patient 
adherence. 

Offer Patients an Incentive Agreement  

Patient empowerment and shared decision-making can help 
patients take accountability and pride in their compliance and 
self-care.  As an example of an incentive agreement, the physician 
could agree to do a trial of decreasing or stopping a patient’s 
medication for hypertension or lipids if the patient lost a specified 
amount of weight. Because many patients prefer to avoid 

medications for a plethora of reasons, this kind of incentive can 
be a powerful motivator.23  Further, incentive agreements position 
the physician and patient as allies working toward achievement  
of a common goal.

Educate Yourself on Options and Resources  

Finally, physicians should educate themselves on weight loss 
diets, weight loss medications, and bariatric surgery options so 
they are comfortable discussing these options with patients.  
Physicians should investigate the community resources that are 
available locally. With that knowledge, they can educate patients 
on available support and resources.  For instance, some patients 
are not aware of the resources available to them, such as seeing 
a dietitian to help with weight loss concerns. Healthcare providers 
do not have unlimited time or knowledge, so referring complex 
issues, such as obesity, to other healthcare professionals may 
be best for the patient. Further, interprofessional collaborations 
may be very beneficial for the busy physician and the patient with 
multifaceted needs.

Another option is to discuss weight loss treatment options with 
the patient. Many patients are not aware of the newer weight 
loss medications that have better safety profiles than earlier 

PATIENT PREFERRED TERMS

Weight

BMI

Weight problems

Excess weight

Unhealthy body weight

Unhealthy BMI

TABLE 2:

Terms/Verbage

PERCEIVED SHAMING TERMS

Obesity

Heaviness

Large size

Excess fat

Fatness

MOTIVATIONAL QUESTIONS

How important is your health to you?

How have you been doing with taking care of yourself?

Have you been treating yourself well?

What are the biggest barriers to taking care of yourself?

What does self-care mean to you?

What self-care activities would you like to do?

On a scale from 1-10, how motivated do you feel to improve  
your health and vitality?

How much of you is not wanting to change?

What was your life like before you gained weight?

What are your hopes for the future if you are able to become healthier?

What kinds of small healthy changes do you think you could  
make this week?

REFLECTIVE LISTENING

You are thinking about losing weight but you are not sure if you  
are ready to take action right now. Would you be willing to talk about  
this again at our next visit?

It sounds as if you are concerned about your weight and that you  
would like to start making some changes in your lifestyle.

It is up to you to decide if and when you are ready to make lifestyle 
changes. I am here to support you.

It can be hard to initiate changes in your life. I want to thank you  
for talking with me about this today.

It is great that you feel good about your decision to make some lifestyle 
changes; you are taking important steps to improve your health.

TABLE 3:
Sample Motivational Interviewing Questions for Patients  
with Abnormal Weight
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medications used for weight management.24 Making patients 
aware of the newer medications may make them more 
willing to discuss weight loss because of the accessibility of 
novel options.  Diet is a frequently discussed treatment, and 
most diets will lead to weight loss. It is important to choose 
one that fits the patient’s needs and preferences and results 
in sustainable weight loss in the long term. Weight Watchers 
is the longest existing successful support and nutrition-based 
weight loss program,25 and it has affordable online options.  

Another way to help patients is to develop a self-care plan 
using the wellness wheel and the eight dimensions of 
wellness developed by the Substance Abuse and Mental 
Health Services Administration.26 Explain to patients  the 
importance and meaning of healthy lifestyle from a wellness 
perspective in the eight dimensions including emotional, 
environmental, financial, intellectual, occupational, physical, 
social and spiritual. Patient education regarding healthy 
lifestyle should include the comprehensive perspective 
towards nutrition, physical movement, mindfulness with a 
self-care focus. Self-care seems to be a growing reform in the 
healthcare community. Therefore, physicians should empower 
patients to take the lead in their care, set incremental goals, 
maintain a positive attitude, and encourage them to identify 
social and community support systems. In this manner, self-
compassion assessment and training may be useful tools to 
support this empowerment and provide stories of hope and 
inspiration.26 Communication in an open, shared decision-
making paradigm can encourage patients to prioritize self-
care, develop perseverance, and maintain resilience during 
the challenging task of weight loss to achieve optimal health 
and vitality.

CONCLUSION  

There are many ways we can help our patients lose weight 
and achieve better health without adding shame. Using the 
strategies described above, healthcare providers should be 
able to effectively communicate their concerns to patients 
without the patients feeling bullied, threatened, or shamed.  
Hopefully in the future, patients will believe that when their 
physician discusses weight with them it is because the 
physician cares about their health. The physician is not fat 
shaming them; the physician is just doing her job.
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medications used for weight management.24 Making patients 
aware of the newer medications may make them more 
willing to discuss weight loss because of the accessibility of 
novel options.  Diet is a frequently discussed treatment, and 
most diets will lead to weight loss. It is important to choose 
one that fits the patient’s needs and preferences and results 
in sustainable weight loss in the long term. Weight Watchers 
is the longest existing successful support and nutrition-based 
weight loss program,25 and it has affordable online options.  

Another way to help patients is to develop a self-care plan 
using the wellness wheel and the eight dimensions of 
wellness developed by the Substance Abuse and Mental 
Health Services Administration.26 Explain to patients  the 
importance and meaning of healthy lifestyle from a wellness 
perspective in the eight dimensions including emotional, 
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social and spiritual. Patient education regarding healthy 
lifestyle should include the comprehensive perspective 
towards nutrition, physical movement, mindfulness with a 
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support this empowerment and provide stories of hope and 
inspiration.26 Communication in an open, shared decision-
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care, develop perseverance, and maintain resilience during 
the challenging task of weight loss to achieve optimal health 
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CONCLUSION  

There are many ways we can help our patients lose weight 
and achieve better health without adding shame. Using the 
strategies described above, healthcare providers should be 
able to effectively communicate their concerns to patients 
without the patients feeling bullied, threatened, or shamed.  
Hopefully in the future, patients will believe that when their 
physician discusses weight with them it is because the 
physician cares about their health. The physician is not fat 
shaming them; the physician is just doing her job.
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