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People living with obesity frequently experience 

weight bias, stigma and discrimination. This is due 

in part to the lack of understanding of obesity as 

a chronic disease characterized by adiposity that 

impairts health not just body size or high body 

mass index (BMI). The role that weight bias, stigma 

and discrimination play in health care has been well 

documented.1,2 Emerging data indicate that people 

with obesity may be at higher risk for developing 

more severe COVID-19 complications, requiring 

access to critical care.3–6 Based on existing weight 

bias and disaster management research, there are 

important implications for healthcare professionals to 

consider during the COVID-19 pandemic. 

Weight bias and obesity stigma in healthcare

It is well documented that some healthcare 

professionals may endorse weight bias and stigma 

about patients living with obesity.7,8 There is also strong 

evidence that patients with obesity perceive biased 

treatment in healthcare and that these perceptions 

may influence patient engagement in primary 

healthcare services.9 People with obesity have reported 

patronizing and disrespectful treatment from their 

primary care providers, as well as poor communication, 

and blaming most health issues on excess weight.1 

Existing evidence suggests that healthcare 

professionals may be spending inadequate time with 

patients with obesity.10,11 Patients who experience weight 

bias in healthcare settings may delay or forgo essential 

preventive care, for fear of receiving disrespectful 

treatment and negative attitudes from providers.12–14 

Stigma and discrimination are also seen as chronic 

stress conditions attributed to the additional stress that 

individuals from stigmatized groups are exposed to 

on a daily basis as a result of their position in society.15 

Chronic stress has a significant impact on mental 

health and discrimination-specific stressors should be 

considered in intervention approaches.16 

Providing safe and respectful care for people with 

obesity requires resources such as trained personnel, 

supplies and specialized equipment.17 These types 

of resources are lacking in healthcare systems 

under normal circumstances. In situations such 

as pandemics or emergency management, these 

resources may present additional challenges, such 

as the need for adequate transportation, critical 

care protocols and suitable equipment, such as 

Weight Bias,  
Obesity Stigma  
and COVID-19

1 • Weight Bias, Obesity Stigma and COVID-19

CALL TO ACTION



beds and chairs in critical care units for people 

living with obesity.18 Understanding the intersection 

between social determinants of health, vulnerability 

to infectious disease pandemics, obesity and stigma 

is essential for public health interventions.19 While 

research on the specific needs of people living with 

obesity is needed to inform public health pandemic 

responses, we can infer from previously published 

literature some potential implications for people with 

obesity in relation to COVID-19:

•  Persons living with obesity may avoid or delay 

accessing healthcare services when experiencing 

COVID-19 symptoms for fear of experiencing 

weight bias and stigma. This may have implications 

for the level of testing, treatment, and care that 

patients receive when presenting to hospitals with 

COVID-19 symptoms. For example, the severity 

of the coronavirus disease progression may have 

escalated much further requiring more acute and 

invasive interventions for people living with obesity.

•  Healthcare professionals may act upon biased  

beliefs and attitudes that may impact the care 

that people with obesity receive during the 

COVID-19 pandemic. For example, unconsciously, 

healthcare professionals may not spend adequate 

time with patients with COVID-19 who have 

obesity, which may result in less surveillance of 

patients with obesity. This could also, in extreme 

cases, lead to care being denied for people with 

obesity if resources are under strain. Furthermore, 

healthcare professionals may demonstrate explicit 

weight bias by using stigmatizing language or 

communicating in a judgemental manner with 

patients living with obesity. 

•  Healthcare settings may lack adequate protective 

equipment and other healthcare tools to 

accommodate staff and patients affected by 

obesity. This may result in higher risk of spreading 

of COVID-19 to persons living with obesity (both 

healthcare professionals and patients). 

What can healthcare providers, policy makers 
and researchers do in the midst of the 
COVID-19 pandemic:

1.  Healthcare providers should recognize that past 

experiences of weight bias may prevent people 

living with obesity from reaching out for help with 

COVID-19 symptoms. Delays in accessing care may 

have consequences for the severity of the disease 

and implications for critical care needs in people 

with obesity.20

2. Weight bias may negatively affect health 

professionals’ attitudes and behaviours toward 

individuals living with obesity. Healthcare 

providers should assess and reflect on their own 

attitudes and beliefs related to obesity.12,21–23 We 

recommend the Implicit Weight Bias Test (https://

implicit.harvard.edu/implicit/). 

3.  Healthcare providers should avoid using 

stigmatizing language24 and practices,1 recognize 

the complexity of obesity and promote health, dignity 

and respect, regardless of body weight or shape. 

4. Healthcare providers should avoid making 

assumptions about a person’s weight and their 

health behaviours.1,25 

5. Healthcare providers should ensure their clinical 

environment is accessible, safe and respectful to 

all patients regardless of their weight or size, and 

ensure they have properly sized equipment (e.g., 

blood pressure cuffs, protective equipment, chairs, 

beds) ready in clinical rooms.17

6. Public health officers who conduct surveillance on 

COVID-19 should also investigate the implications 

of obesity for COVID-19 disease morbidity and 

mortality. 

7. Public health researchers should investigate the 

impact of the COVID-19 pandemic on obesity 

prevalence and complications, as well as the 

impact of COVID-related health care system strain 

(e.g. deferring of non-urgent procedures) on 

obesity treatment.

8. Researchers should report findings beyond body 

mass index (BMI) when studying the surveillance 

of COVID-19 and obesity (e.g., pre-existing health 

conditions and/or disease states, quality of life, 

socioeconomic status, race, quality of care and 

timely access to care in hospital, etc.). 

9. Health services policy makers should work with 

scientists to ensure that COVID-19 responses 

reflect emerging evidence about obesity as a 

potential risk factor for COVID-19 complications 

and allocate resources to help healthcare 

professionals to support high-risk populations 

including people living with obesity. 

10. Considering that weight bias and stigma impact 

morbidity and mortality at the population level, 

governments should develop policies to prevent 

weight bias and stigma in healthcare settings.26,27
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Obesity Canada in collaboration with the Canadian 

Association for Bariatric Physicians and Surgeons have 

developed a new clinical practice guideline for the 

management of obesity in adults. The guideline has 

been accepted for publication in the Canadian Medical 
Association Journal and is currently in press. Some of 

the calls to action described in this statement have 

been generated from the key messages in the weight 

bias chapter of the new guideline.
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