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The impact of obesity stigma: An Irish Society for Nutrition and Metabolism report  

 

Objective 
 
This report highlights the problem and impact of obesity stigma and calls for education and 
action.   
 

The problem of obesity stigmatisation 
 
Obesity are increasingly common features of Irish, European and global populations.1,2,3,4 In 
Ireland, 25% of all adults are obese5. The majority of Irish adults are obese, or at risk of 
becoming obese. Extraordinarily, people with obesity find themselves stigmatised and looked 
down upon, as if their condition were exceptional or unusual.    
 
Individuals living with these conditions find themselves stigmatised by a variety of sources, in 
a multitude of situations and environments, and suffering a range of deleterious effects as a 
result.6,7,8 Research has shown that these individuals are discriminated against in education, 
in work, in social contexts and while accessing healthcare.6,7,9,10,11,12,13   
 
A recent Irish Society for Nutrition and Metabolism (IrSPEN) pilot study presented at the 2019 
IrSPEN conference has looked at the experience of obesity in Ireland. Stigma and 
discrimination are experienced in every environment and walk of life; shopping for clothes 
and public transport are particular flash-points.  
 

  
 
While obesity stigma pervades society, it is of particular importance in healthcare. If people 
living with obesity are to effectively address the health issues to which they are exposed, they 
need to work with their GPs and other healthcare providers to find a therapy that works for 
them. International research in recent years has highlighted the impact of obesity stigma in 
healthcare, both on the part of doctors and nurses,14,15 and on the part of the patients 
themselves.  
 

Why are individuals living with obesity stigmatised? The ‘your own fault’ fallacy 
 
Stigmatisation and discrimination on the basis of body shape largely reflects the widely-held 
perception that obesity is the result of a failure of self-control or will-power, and thus the fault 
of the individual.16,17,18,19,20 The perception is that these individuals would not have obesity if 
they did not choose to eat unhealthy food, avoid physical exercise, and adopt a lazy lifestyle. 
This leads to a moral judgement – that persons with obesity deserve the condition, which is 
of their own making, and do not deserve assistance or attention from the rest of society, in 
dealing with the results of their poor choices. This opinion is held by the people living with 
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obesity themselves – they believe, deep down, that their obesity is their own fault, that they 
know how to deal with it (by eating less, moving more) and that it is nobody’s responsibility 
but their own, to overcome their obesity. This view, coupled with social embarrassment, 
tends to stop them reaching out to their doctors for support in their struggle with obesity. 
 
Doctors, on the other hand, tend to interpret this reticence as a lack of motivation, and to 
see their patients as not particularly interested in losing weight or improving their 
health.21,22,23 Obesity is treated as an embarrassing ‘elephant in the room’, and doctors focus 
instead on treating the illnesses that emerge as complications of the obesity (diabetes, heart 
disease, depression, sleep apnoea, etc.).  
 
Irish society has not suddenly lost all self-control, but the Irish environment has changed 
dramatically in recent decades. Manual labour is less common, sedentary jobs are the norm, 
time spend commuting has risen, high-fat, heavily-processed foods are cheaper than fresh 
ingredients, walking and cycling to school are now the exceptions. We have tilted the playing 
field so that very few people at present go to bed hungry at night, but at the same time this 
has unmasked the disease of obesity which cannot be phenotypically be expressed during 
periods of undernutrition or starvation.   
 

Why this is manifestly unjust – many causes and factors of obesity  
 
The widely-held perception of obesity as the person’s ‘own fault’ and ‘own responsibility to 
fix’ is however not supported by the scientific evidence. While eating and moving are 
important parts of the story, they are by no means the only ones – and in many cases, eating 
less or moving more is not sufficient. The Irish Department of Health, the World Health 
Organisation and the broader scientific community all agree that obesity is a chronic disease 
in its own right. Obesity is not simply the end result of eating too much and moving too little. 
Obesity is a set of chronic diseases, which are caused by a wide range of factors, many of 
them beyond the control of the individual.  

• Genetics has a strong role in determining body shape and composition, with both 
families and ethnic groups which are manifestly different shapes from others. While 
not every member of such a group may exhibit obesity, the group as a whole is more 
(or less) susceptible to weight gain and adiposity. We do not stigmatise an individual 
for having small feet, or green eyes; stigmatising those who are genetically 
predisposed to obesity is equally unjust.24,25,26 

• Appetite is profoundly important; while the individual decides what and when to eat, 
the urge to eat and the sense of hunger and satiety are beyond conscious control, and 
are regulated by interactions between unconscious (sub-cortical) elements of the 
brain (notably the hypothalamus and the brain stem) and those parts of the body most 
involved in energy expenditure (muscle, for example) and energy intake (the gut). 
Disruption of the signalling between the gut and the brain is an important factor in 
obesity. We do not think less of individuals whose immune system is so faulty as to 
give them arthritis or psoriasis; no more should we look down upon those whose gut-
brain interactions are dysfunctional.27,28,29,30,31,32 

• Environmental factors are critical. Recent decades have seen an epidemic in obesity; 
simultaneously we have seen a shift from manual labour to sedentary jobs, from 
walking and cycling to car-based transport, from home-cooked meals of fresh 
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ingredients to low-cost, pre-prepared and highly-processed meals and meals prepared 
outside the home, and in many other environmental and social factors, all of which 
lead to a higher intake of energy, and a lower expenditure thereof. There has been no 
sudden, massive, loss of will-power or self-control in humanity; there has, however, 
been a sudden and massive change in how we live, how we work and how we 
eat.33,34,35,36,37,38,39,40  

• Sleep,41 stress42,43. and medications44,45 can also have important impacts on obesity.  
 
All of these factors apply just as much to losing weight, and maintaining weight loss, as they 
do to the initial accumulation of weight. Many people who lose weight through diet and 
exercise, put it back on again within a relatively short period of time. This is not evidence of 
poor self-control – the loss of the weight was a massive effort. Instead, this underlines that 
the genetic, neurological and environmental factors do not go away, but continue to 
encourage weight to return to a set point.Error! Bookmark not defined.,46,47 
 
It is of critical importance that the public, the healthcare community, society as a whole, and 
persons living with obesity in particular, become aware of the true nature and sources of 
obesity. It is essential that we stop stigmatising people living with obesity for diseases over 
which they have little or no control. After all, we do not look down upon people with chronic 
back pain, or arthritis – we recognise that these are chronic illnesses with genetic and 
environmental factors, and we treat them as such.  
 

Sources and impact of stigma 
 
Stigmatisation of obesity makes an already serious condition worse. Persons with obesity  
experience stigma from multiple sources, each of which exacerbates their ill-health, increases 
the risk of further  morbidities, and impacts on well-being and quality of life.  
 
The person himself/herself: In an environment where common knowledge and shared 
wisdom both (erroneously) identify obesity as the result of a character fault, poor self-control 
and failure to make the right choices, the patient himself is a major source of stigma. 
Convinced that ‘if I only tried a little harder…’, patients blame themselves for failure to lose 
weight or to maintain weight loss.48,49 This can lead to depression50,51,52,53,54 and poor self-
esteem.55,56 It can also lead to binge eating and further weight gain, with increased risk of 
obesity complications such as type 2 diabetes, sleep apnoea, and cardio-vascular 
disease.57,58,59,60,61,62,63,64,48,65 Further research indicates that the experience of stigma itself 
can contribute to biochemical changes that lead to obesity, and thus directly exacerbate the 
disease.66,67,7,68 People living with obesity need to learn about their disease – its causes, its 
management, the therapeutic options available, and what complications they are exposed to. 
Rather than stigmatising themselves, patients need to seek and accept support, and to work 
with their doctors to find a treatment solution that will work for them.  
 

The doctor: Research has shown that healthcare professionals themselves stigmatise patients 
with obesity, perceiving them as poor adherents to therapeutic strategies, lacking the 
willpower to help themselves, and overall as a poor investment of healthcare time and 
resources.6,7,12,13,69,70,71,72,73 This, again, reflects that doctors, too, share the ‘common 
knowledge’ that obesity is self-inflicted, and that patients would be substantially healthier, if 
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only they made the right choices and stuck with them. This perception leads to clinical 
appointments with patients with obesity being typically of shorter duration than average74,10 

with the patient receiving sub-optimal healthcare61,11,12,13 (notably, neglect of the obesity that 
is, itself, a critical health condition, but also less health education). Patients indicate that they 
felt disrespected by providers,61 were not taken seriously, and that all their health problems 
were blamed on their weight. Patients were thus discouraged from accessing healthcare, 
particularly routine healthcare such as preventive cancer screenings.13,75,76,77,78,79,80,Error! 

Bookmark not defined.,81.  
It is essential that doctors recognise obesity as a disease in its own right, and work with 
patients to find a therapeutic solution (possibly combining lifestyle changes, medication or 
even surgery), that helps the patient to become more healthy. This must include follow-up 
appointments, time spent working with the patient to find an approach that actually works 
for the patient, referrals to specialist clinicians, and all the other steps that patients can expect 
when diagnosed with any other chronic disease.  
 
The media: Stigmatisation and disrespect for individuals living with obesity is rife in 
mainstream and online media.82,83,84,85,86,7,87 Again, this is remarkable when one considers 
that a quarter of the (Irish) audiences for such media are themselves overweight. This serves 
to underline how deeply the self-stigmatisation of people living with obesity has been 
internalised. It is important that this perpetuation of stigma be addressed, so that patients 
with obesity are able to pursue therapies and strategies for greater health, without negative 
judgements from the media. Media need to become aware of the nature of obesity, its causes 
and effects, and the injustice that obesity stigma represents. 
 

A Call for Action: the need for education  
 
There is an urgent need for advocacy and education to address obesity stigma. The underlying 
scientific evidence of the complex nature and aetiology of obesity is clear. Extensive research 
has shown that lifestyle interventions have substantial long-term effect for only a small 
minority, and that will-power alone or even when coupled with education cannot overcome 
the obesity epidemic.  
 
People living with obesity make up the quarter of the Irish population. The time is ripe to 
educate the population as whole, because so much of the population is directly affected. The 
public needs to become aware that exercise and diet are not the whole story. Patients, 
parents, teachers, doctors, colleagues, school-friends, and everyone else need to be 
informed, and to understand, that obesity is not a mark of failure or lack of commitment, but 
a disease response to a genetic heritage, a metabolic illness, an unhealthy environment,  or 
combinations of these and other factors. 
 
People living with obesity need to learn, and to believe, that ‘it’s not your fault’ – that will-
power and self-control are not the sole arbiters of weight gain or weight loss, and that their 
doctors can help them to improve their health. Persons with obesity need to be encouraged 
to reach out to healthcare professions, to have appointments and conversations focused 
directly on obesity, and to pursue a medical approach to improving their health, as they would 
with other chronic illness such as hypertension or dyslipidaemia. 
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Doctors, nurses and other healthcare providers are already aware that obesity is a disease. 
However, the evidence is that they don’t treat it like one: obesity is rarely diagnosed, follow-
up appointments are not scheduled, referrals to medical specialists are unusual, and (in 
Ireland) there are no reimbursable drugs which can be prescribed. Healthcare providers need 
to internalise the scientific evidence of the obesity disease, its aetiology, risks and treatments, 
and to deploy this knowledge for the benefit of their patients.  
 
Ireland has had excellent success in recent years with public health messaging around (inter 
alia) breast cancer screening, prostate cancer, and dementia. Public knowledge, perceptions 
and willingness to talk about diseases that were previously unmentionable have changed 
dramatically for the better. Similar programmes are needed for obesity, so that body shape 
does not lead to stigma, patients are comfortable looking for medical help, doctors take the 
disease seriously and address it with the best therapies available, and the healthcare system 
invests in treatment today, to avoid complications of obesity and their associated high-cost 
tomorrow. 
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