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ABSTRACT
People living with obesity (PLWO) frequently experience weight stigma (WS) in healthcare settings, leading to disparities in 
treatment. Although research shows that healthcare professionals (HCPs) often hold stigmatising views, this issue remains un-
derexplored in Brazil. The objective of this study is to examine WS and beliefs about obesity amongst Brazilian HCPs. Five 
hundred seven Brazilian HCPs completed a survey assessing sociodemographic data, beliefs about obesity and the Fat Phobia 
Scale-Short Form (FPS-SF) for assessing WS. Linear regression models analysed the association between these variables. HCPs 
who are men (p = 0.007) and physicians (p < 0.001) had significantly higher WS. Participants who attributed overeating to phys-
iological dysfunction (p = 0.004) or the food environment (p = 0.020) reported significantly lower WS compared to those who 
attributed it to emotional eating. Those who attributed weight loss difficulty to genetic or metabolic factors (p < 0.001) had signif-
icantly lower WS compared to those that reported lack of motivation or self-discipline. People who reported a belief that there are 
factors beyond patients' control (p = 0.001), inadequate care by HCP (p = 0.018) or biological mechanisms (p = 0.007) that prevent 
weight loss reported significantly lower WS compared to HCPs who believe it's the result of a lack of motivation/self-discipline. 
In conclusion, higher levels of WS were observed in HCPs who are men, physicians and HCPs who attribute the causes and man-
agement of obesity to personal responsibility. These findings emphasise the need for interventions to address WS in HCPs and 
to improve care for PLWO.

1   |   Introduction

Clinical obesity is a chronic disease characterised by excessive or 
abnormal fat accumulation that poses health risks, and it is as-
sociated with multiple causes, including environmental, genetic 
and health-related behaviours [1–3]. Alongside rising obesity 
rates, weight-related stigma has also become a pressing concern. 
In 2020, the Consensus Statement for Ending Stigma of Obesity 
was published with recommendations to eliminate weight bias. 
In the Consensus Statement, weight stigma (WS) was defined 

as the social devaluation and defamation of people living with 
obesity (PLWO), resulting in negative attitudes, stereotypes, 
discrimination and prejudice [4]. The framing of obesity as a 
disease requires careful consideration, as excessive emphasis 
on individual responsibility can reinforce weight bias and po-
tentially encourage unhealthy weight-loss behaviours. This per-
spective may reflect underlying weight bias and stigma [3].

Weight stigma is perpetuated across multiple societal domains, 
including research, healthcare, media and public policies [5]. 
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PLWO are frequently portrayed using harmful stereotypes, la-
belled as lazy, undisciplined or lacking intelligence. Such nar-
ratives contribute to the misconception that weight is solely a 
matter of personal control, disregarding the complexity in-
volved [6].

Research on WS indicates that stigmatising attitudes are strongly 
shaped by beliefs about individual responsibility embedded in 
broader social ideologies, leading to moralised judgements when 
culturally devalued attributes, such as fatness, are perceived as 
controllable. According to attribution-value models of prejudice, 
negative affect towards social groups arises when individuals 
are perceived as responsible for attributes that are culturally de-
valued. In addition, WS is associated with not only attributions 
of controllability to individuals with obesity, but also with neg-
ative societal perceptions of obesity [7]. Complementarily, the 
Health Stigma and Discrimination Framework conceptualises 
stigma as a multilevel process operating across individual, in-
terpersonal, organisational and policy contexts, encompassing 
its drivers and facilitators, stigma marking, manifestations and 
outcomes [8]. From a social-cognitive perspective, internalisa-
tion of stigma occurs when individuals become aware of socie-
tal stereotypes and apply these beliefs to themselves, a process 
that, in the context of body weight, results in self-blame, shame 
and adverse psychological and behavioural outcomes [9, 10]. 
Together, these perspectives highlight how repeated exposure 

to stigmatising narratives can transform external stigma into in-
ternalised beliefs that shape both self-perception and behaviour.

It should therefore come as no surprise that evidence highlights 
that PLWO often experience teasing, social exclusion and dis-
crimination in various settings. These experiences contribute to 
poorer socioeconomic conditions, negatively affect physical and 
mental health [11], and limit access to healthcare, education, ca-
reer opportunities and social relationships, further marginalis-
ing PLWO [6].

Healthcare professionals (HCPs) are important in promoting eq-
uitable and patient-centred care, however, implicit and explicit 
stigma can undermine healthcare quality. Research has high-
lighted that HCPs are not immune from WS, associating obe-
sity with patient non-compliance. Weight stigma may contribute 
to a lower quality of care provided to PLWO, which may lead 
to the development of and/or non-identification and diagnosis 
of associated disease (e.g., cancers), as well as exacerbation in-
equalities associated with obesity [11–13]. Studies reveal that 
WS significantly influences medical decision-making, leading 
to compromised care. Weight stigma in HCPs affects medical 
consultations, diagnostic procedures and patient interactions, 
manifesting as blame, judgement, reduced eye contact, less 
patient-centred communication, reduced time spent on patient 
care, decreased confidence in patients' ability to adhere to treat-
ment, incomplete physical examinations and an overemphasis 
on weight as the primary health concern [4, 12–17].

These negative attitudes not only diminish trust and adherence 
to treatment but also contribute to poorer physical and mental 
health outcomes, including depression, anxiety, stress, disor-
dered eating, substance abuse, low self-esteem, social isolation 
and poor quality of life [12, 13]. Weight stigma in healthcare set-
tings acts as a stressor, triggering physiological and behavioural 
responses such as avoidance of physical activity and unhealthy 
eating behaviour, further increasing the risk of chronic diseases. 
Structural barriers, such as inadequately sized medical equip-
ment and limited insurance coverage for obesity treatments, ex-
acerbate these challenges [4, 15–17].

Beyond the inaccurate beliefs and WS in HCPs reported in 
previous research, data also highlight emotions expressed 
by HCPs towards PLWO. Alberga et  al. [18] found that fam-
ily physicians expressed negative feelings about providing 
care to PLWO. Nearly a quarter felt uncomfortable with the 
idea of friendship with PLWO, half believed they strain the 
public healthcare system, and a third reported frustration 
when treating PLWO; more than a quarter viewed PLWO as 
non-compliant with treatment, and the others admitted feel-
ing disgusted by PLWO [18]. In another study, Sobczak and 
Leoniuk [19] reported that HCPs witness various forms of 
WS in healthcare settings. Women and younger HCPs were 
more likely to recognise its prevalence, reporting that weight 
discrimination is a common issue within the medical sys-
tem. Many have witnessed inappropriate behaviours, includ-
ing judgmental comments, disgusted expressions and ironic 
smirks. They also identified systemic barriers, such as the lack 
of proper medical equipment, as discrimination. Less experi-
enced professionals are more likely to recognise these issues 
than those with longer careers [19]. These findings highlight 

Key Points

•	 What is already known about this subject.
○	 Weight stigma (WS) in healthcare settings has 

been widely documented, with studies indicating 
that healthcare professionals (HCPs) often hold 
stigmatising attitudes towards people living with 
obesity (PLWO).

○	 These biases can negatively impact quality of care 
and health outcomes.

○	 However, most research examining WS has been 
conducted in North America and Europe, with 
limited evidence from Brazil.

○	 Given the growing awareness of WS in health-
care, understanding how these biases manifest in 
Brazil given the high prevalence of obesity is cru-
cial to addressing disparities in obesity care.

•	 What this study adds.
○	 This study is the first to examine WS related to 

obesity-related beliefs and sociodemographic in-
formation amongst Brazilian HCPs.

○	 This study provides insights regarding WS in 
Brazilian HCPs, and how it varies by sociodemo-
graphic data such as gender, age and weight sta-
tus, as well as professional information and beliefs 
about obesity.

○	 Our findings reveal that HCPs who are men and 
physicians exhibit higher levels of WS.

○	 Additionally, those who provide care for PLWO 
report lower WS.

○	 Moreover, attributing obesity to individual blame 
is associated with higher WS.
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the importance of addressing structural problems, such as dis-
criminatory systems and policies, to ensure fair and equitable 
treatment for PLWO.

Research indicates that physicians tend to exhibit higher WS 
than other HCPs. A 2013 study in the United Kingdom (UK) 
found that medical and nutrition trainees displayed more WS 
than nursing trainees. Furthermore, individuals with a higher 
self-reported body mass index (BMI) and those who recognised 
obesity as not solely under individual control reported lower 
WS [20]. Similarly, in a study of Polish HCPs, Baska et al. [21] 
found that physicians demonstrated higher levels of WS and re-
ported greater discomfort and impatience when interacting with 
PLWO, whereas dietitians showed greater empathy [21].

A multinational study published in 2020 evaluated WS and 
biassed beliefs about obesity amongst HCPs from 77 coun-
tries across the world and the general population from the 
UK, Australia, New Zealand and the United States of America 
(USA). Findings indicated that whilst HCPs exhibited slightly 
lower WS than the general population, both groups held stigma-
tised beliefs associating obesity with health-related behaviours 
and personal responsibility. Furthermore, participants who at-
tributed individual causes to obesity had higher WS [22]. This 
finding is consistently reported, where the widespread belief 
is that obesity is the result of a lack of willpower and an issue 
of personal responsibility, and where all individuals can either 
prevent or manage their weight solely through health-related be-
haviours [11, 22].

A recent review of WS in Latin America, Asia, the Middle 
East and Africa highlighted the scarcity of data from these 
regions [23]. In Latin America, only 45 studies were identi-
fied, primarily from Brazil, and conducted between 2013 and 
2020. They addressed several important topics related to WS; 
however, there were few that examined WS in healthcare and 
social contexts [23]. Of the few that have been conducted, re-
search in Brazil has explored the experiences of dietitians liv-
ing with obesity in the workplace, revealing that participants 
faced stigma and distress in both professional settings and 
broader social interactions [24], as well as public perceptions 
and stereotypes about their competence, indicating that dieti-
tians with obesity were perceived as warm but less competent 
[25]. Other research investigated women's experiences with 
body image and discrimination in a non-prescriptive, multi-
disciplinary intervention [26], as well as efforts to adapt scales 
related to WS [27].

There are a growing number of educational initiatives aimed at 
reducing WS in the international literature; however, outcomes 
remain inconsistent, with interventions often characterised 
by methodological limitations and formats that insufficiently 
capture the complexity of real-world healthcare settings. 
Accordingly, there has been increasing advocacy for educa-
tional strategies that operate across multiple levels and incor-
porate the social, cultural and subjective dimensions of obesity 
[28, 29]. Within this context, educational strategies have in-
creasingly drawn on psychological frameworks to address WS, 
including attribution-value theory and beliefs about controlla-
bility, which help explain how emphasising personal responsi-
bility reinforces stigmatising attitudes [30, 31]. Interventions 

have also incorporated empathy-evoking and dramatisation-
based approaches, such as patient narratives and experiential 
exercises, to challenge implicit biases and foster perspective-
taking. In addition, weight-inclusive approaches that shift the 
focus from weight control to health, well-being, and respectful 
care have been proposed, often combined with mixed educa-
tional techniques integrating didactic content, reflective prac-
tise and experiential learning. Together, these strategies aim 
to move beyond purely informational models and address the 
underlying beliefs and emotional processes that sustain WS 
amongst HCPs [30].

In Brazil, formative experiences grounded in this perspective 
have shown promise in fostering broader understandings of 
obesity, encouraging critical reflection on professional practises 
and incorporating the voices and lived experiences of PLWO 
[29, 32]. However, evidence regarding the outcomes and impacts 
of such interventions in the Brazilian context remains limited, 
underscoring the need to sustain and expand these efforts and to 
systematically evaluate their medium- and long-term repercus-
sions. The paucity of research examining WS in Latin and South 
America was also highlighted in a 2024 call [33], where WS in 
healthcare and its impact on practise was highlighted as a cause 
for concern that required investigation.

There is a significant lack of data on WS in Brazil amongst HCPs 
and health contexts. This gap underscores the importance of 
investigating this issue in Brazil, contributing to the broader 
understanding of WS in Latin American countries and other 
low- and middle-income regions, which remain underrepre-
sented in the literature compared to studies from the USA and 
Europe. In line with the World Obesity Federation's recommen-
dation to expand WS research globally, particularly in different 
economical contexts and languages, this study intends to ad-
dress part of this critical gap [34].

Thus, this study aimed to examine (1) obesity-related beliefs and 
WS, specifically evaluating fat phobia in Brazilian HCPs, and 
(2) WS by profession, sociodemographic data and obesity beliefs.

Based on previous studies of WS in HCPs, this study hypoth-
esised that HCPs who are men, younger HCPs, physicians, 
and those who do not directly provide care for PLWO are more 
likely to report higher WS than women, older HCPs, other pro-
fessions and HCPs who directly care for PLWO respectively. 
Additionally, it is expected that HCPs who attribute obesity 
primarily to individual responsibility will report higher WS 
compared to those who do not attribute obesity primarily to in-
dividual responsibility.

2   |   Methods

This study used a cross-sectional, online survey design to recruit 
Brazilian HCPs. Invitations were sent to potential participants 
to take part in the study between March 2022 and January 2024. 
Participants were recruited via email, and advertisements were 
posted on social media. Various health and educational institu-
tions disseminated the invitations to their HCPs, whilst the re-
searchers also shared and promoted the survey on social media. 
Potential participants received information about the study, and 
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7 of 14Clinical Obesity, 2026

those who agreed to participate provided digital informed con-
sent before completing the survey online, which was hosted on 
the REDCap platform.

The sample size was defined by convenience. A snowball 
sampling method was employed, and participants were en-
couraged to refer the study to others. Inclusion criteria were 
being an adult and self-identifying as a Brazilian healthcare 
professional. Participants who were under 18 years old or who 
reported professions not related to healthcare were excluded. 
Initially, 739 persons identified as ‘healthcare professionals’ 
agreed to participate in the study. However, data from 18 
participants were excluded as they listed their professions as 

veterinary medicine (n = 8), animal science (n = 1), telecom-
munications (n = 1), tantric therapy (n = 1) and biology (n = 5). 
Additionally, data from 113 participants were excluded for 
leaving all the survey data blank; 97 answered only the demo-
graphic questions without completing the other instruments, 
five provided only region and age, and one responded only 
the region. Two participants did not report their age but were 
retained in the sample as they were considered adults based 
on their sociodemographic data. Thus, the final sample com-
prised 507 HCPs (Table 1).

A pilot test was conducted at the beginning of the study with 
volunteer HCPs to assess the data collection process and time, 

FIGURE 1    |    Description of the beliefs about obesity from the ASK questionnaire in Brazilian HCPs. Graphs (A–E) each refer to a single question 
with four to six response options. In contrast, graphs (F) and (G) represent subcategories of the questions, where participants selected ‘yes’.
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8 of 14 Clinical Obesity, 2026

which took approximately 30 min on average. The response du-
ration after the start of data collection was not evaluated in this 
study. No incentives were offered for participation, which was 
voluntary.

2.1   |   Outcomes and Variables

Participants' characteristics were collected through questions 
about age, gender, sexual orientation, skin colour, marital status, 

TABLE 2    |    Linear regression results of factors related to fat phobia scores.

Outcome Effects B (95% CI) pa

Stigma Gender: Women −0.28 (−0.45; −0.11) 0.001

Provide care for PLWO: Yes −0.19 (−0.32; −0.05) 0.006

Profession (reference category: Physician/Doctor) < 0.001

Dietitian −0.53 (−0.75; −0.32) < 0.001

Psychologist −0.29 (−0.54; −0.04) 0.022

Nursing professional −0.23 (−0.49; 0.02) 0.073

Complementary HCPs −0.01 (−0.25; 0.23) 0.927

Other −0.35 (−0.57; −0.13) 0.002

Weight status (reference category: BMI < 25 kg/m2) 0.452

Overweight (BMI between 25 and < 30 kg/m2) −0.07 (−0.23; 0.08) 0.355

Obesity (BMI > 30 kg/m2) 0.03 (−0.013; 0.019) 0.737

Age group (reference category: aged < 25 years) 0.674

25–34 years 0.13 (−0.07; 0.33) 0.213

35–44 years 0.10 (−0.11; 0.31) 0.351

45–54 years 0.18 (−0.07; 0.43) 0.159

> 55 years 0.14 (−0.12; 0.40) 0.303

Stigmab Q2: Cause of overeating (reference category: Emotional/comfort eating) 0.019

Food environment −0.21 (−0.40; −0.02) 0.030

Food addiction 0.03 (−0.33; 0.38) 0.878

Malfunction physiological mechanisms −0.25 (−0.42; −0.09) 0.002

Other −0.04 (−0.48; 0.40) 0.858

Stigmac Q3: Individual commitment prevents obesity: No −0.25 (−0.40; −0.10) 0.001

Stigmac Q4: Individual commitment cures obesity: No −0.31 (−0.46; −0.16) < 0.001

Stigmac Q6: Difficulty to lose weight (reference category: Individual 
lack of motivation/self-discipline sedentary lifestyle)

< 0.001

Not modifiable (genetic and/or metabolism) −0.38 (−0.56; −0.21) < 0.001

Overabundance of products promoting weight gain −0.05 (−0.23; 0.12) 0.541

Other −0.20 (−0.41; 0.01) 0.059

Stigmad Q7: Treatment most effective for severe obesity (reference 
category: Lifestyle interventions [diet, exercise])

0.021

Medications 0.10 (−0.23; 0.42) 0.554

Psychological support and behavioural modifications −0.09 (−0.25; 0.07) 0.265

Surgery 0.19 (−0.01; 0.38) 0.064

Q7 (reference category: Surgery)e 0.021

Psychological support and behavioural modifications −0.28 (−0.45; −0.10) 0.002

(Continues)
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9 of 14Clinical Obesity, 2026

highest educational degree, profession, whether they provide 
care for PLWO or not, monthly income and self-reported height 
and weight. BMI was calculated from self-reported height and 
weight to classify weight status. Additionally, three questions 
assessed weight changes and weight loss in the past 3 months, 
and concerns about body weight (‘Have you experienced any 
weight change in the past 3 months?’; ‘In the past year, have you 
received or are you currently receiving professional treatment 
for overweight or obesity?’ and ‘Which of the following state-
ments best describes you today?’).

The professions were originally presented in 19 categories: gen-
eral practitioners and family physicians (primary care), obesity 
specialists, metabolic bariatric surgeons, endocrinologists, inter-
nal medicine physicians, psychologists, psychiatrists, dietitians, 
other HCPs, commissioners, public health specialists, healthcare 
managers/administrators, occupational therapists, speech ther-
apists, physiotherapists, physical education professionals, nurs-
ing technicians, nursing assistants and a final category labelled 
‘other’ to write a different option. Due to the low number of re-
spondents in some categories, the professions were later grouped 
to allow for more effective statistical analysis. The grouped cat-
egories included: physicians, psychologists, dietitians, nursing 
professionals, complementary HCPs who work directly with 
patients (such as physiotherapists, occupational therapists, 
pharmacists, speech therapists and physical education profes-
sionals), and the ‘other’ category combining respondents who 
selected ‘other’ as well as administrative professionals.

To assess biassed beliefs about obesity, the Attitudes, Stigma and 
Knowledge (ASK) on Obesity survey was used that consists of 
questions developed by O'Keeffe and colleagues [22] through 
a collaborative consensus, exploring perceptions of obesity, at-
titudes towards obesity and knowledge of related therapies for 
obesity. These questions were translated to Brazilian Portuguese, 
and each item was described based on response frequencies. We 

focused the main analysis only on the seven questions address-
ing personal responsibility for obesity, as these are interpersonal 
WS representations (questions 2, 3, 4, 6, 7, 12 and 13; e.g., ‘What 
makes it difficult for people to lose weight?’). The other ques-
tions are about diabetes, metabolic surgery, referring patients 
for metabolic bariatric surgery, funding for obesity research and 
perceptions of weight stigma.

Weight stigma was measured using the Fat Phobia Scale (FPS)—
Short Form (FPS-SF) [35] adapted for the Brazilian population 
[27]. The FPS-SF presents 14 pairs of opposite adjectives de-
scribing PLWO (e.g., ‘lazy-industrious’, ‘no will power—has will 
power’, ‘attractive -unattractive’). Responses are recorded on a 
five-point Likert type scale (1–5). After reversed when necessary 
(items; 1, 2, 8, 9, 11, 13 and 14), the total score is obtained by add-
ing the scores for all items and dividing this by 14 (the number of 
items). The cultural adaptation of the scale followed established 
guidelines and included forward translation by two independent 
translators, synthesis, expert committee review composed of 
three specialists in the field of obesity and/or WS, pilot study 
with 20 people from the target population and back-translation. 
Equivalence across semantic, idiomatic, cultural and conceptual 
dimensions was evaluated, and the back-translated version was 
approved by the original authors. Full methodological details of 
the adaptation and validation process are available in the origi-
nal publication describing these procedures [27].

However, although the FPS-SF was originally adapted for use in 
Brazil with 14 items, factor analyses conducted with our sample 
indicated that a one-factor and 11-item model showed a more 
favourable internal structure. Item 10 showed low factor load-
ings in both exploratory factor analysis (EFA) and confirmatory 
factor analysis (CFA) (< 0.30), whilst items 13 and 14, despite 
moderate loadings in the first factor, also loaded onto a second 
factor, evidencing that both behaved differently from the rest of 
the items (Table S1). Internal consistency coefficients were high 

Outcome Effects B (95% CI) pa

Stigmaf Q12: Cause for not losing significant weight whilst participating 
in a lifestyle intervention programme (reference category: Poor 

compliance due to lack of motivation/self-discipline)

0.002

Poor compliance beyond patient's control −0.40 (−0.62; −0.19) < 0.001

Inadequate aspects by care providers −0.32 (−0.57; −0.07) 0.011

Biological mechanisms of obesity −0.39 (−0.64; −0.15) 0.002

Stigmac Q13: Cause for regaining weight after losing from a lifestyle programme 
(reference category: Individual's diet and lifestyle choices)

< 0.001

Factors beyond patient's control −0.50 (−0.70; −0.30) < 0.001

Inadequate aspects by care providers −0.41 (−0.61; −0.20) < 0.001

Relapse/progression of the disease −0.36 (−0.59; −0.14) 0.001

Note: The detailed means and SDs are provided in Table S3.
Abbreviations: BMI = Body Mass Index; CI = confidence interval; HCPs = Healthcare professionals; PLWO = people living with obesity.
aIn italics: test for the overall effect of categorical predictors with more than two categories.
bAdjusted for all demographics (gender, assists, profession, weight status and age group); category ‘gluttony’ excluded because of extremely low endorsement (n = 5).
cAdjusted for profession.
dAdjusted for gender, care provision for PLWO and profession.
eGiven that the overall effect was statistically significant, an additional pair-wise comparison was conducted, with surgery as the reference category.
fAdjusted for gender, care provision for PLWO, profession and weight status.

TABLE 2    |    (Continued)
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10 of 14 Clinical Obesity, 2026

for both potential versions (α = 0.87 with 14 items; α = 0.86 with 
11 items), supporting the use of the shorter version, where all 
items contributed to the internal consistency reliability of the 
total score. Therefore, we opted to use the 11-item version in our 
analyses.

2.2   |   Statistical Analysis

Analyses were performed with the SPSS23.0 and Stata18.0 pro-
grammes. Descriptive analyses and frequency distributions 
were conducted to characterise the sample and the frequency 
responses about obesity beliefs. Multiple linear regression analy-
sis was performed to examine the association between WS based 
on FPS-SF scores as criterion and several predictors, including 
sociodemographic variables, factors related to weight status and 
body weight and the ASK questions about obesity. Each of the 
models was adjusted by the potential confounding variables (de-
mographic characteristics). For the regression models related 
to the seven ASK questions and the three questions related to 
weight changes, weight loss in the past 3 months, and concerns 
about body weight, covariates were included when the differ-
ence between parameter estimates of adjusted model and the 
crude model was greater than 10% [36]. Reference categories for 
categorical predictors were selected based on those identified in 
the literature as the most weight-stigmatising. The significance 
level was set at p < 0.05.

2.3   |   Ethics Statement

Approval for the study was obtained from the University 
Institutional Review Board (IRB; no. 51927421.1.0000.5498). All 
participants provided online informed consent before data col-
lection. Respondents were informed about the voluntary nature 
of their participation and the measures taken to ensure the con-
fidentiality and anonymity of their data. They were also notified 
of their right to decline to answer any questions or withdraw 
from the survey at any point.

3   |   Results

HCPs predominantly endorsed individual and behavioural ex-
planations for obesity, such as emotional eating, lack of moti-
vation, and unhealthy  lifestyle behaviours. Psychological and 
behavioural interventions were viewed as the most effective 
treatments for severe obesity. Although some recognised sys-
temic barriers to weight management, many still believed that 
obesity is fully preventable and curable through health-related 
behaviours changes (Figure 1).

The means and standard deviations of the FPS-SF according 
to sociodemographic variables and the seven ASK questions 
are presented in the Supporting Information (see Table S2). In 
regression analysis, significantly higher WS scores were asso-
ciated with being a man, not providing care to PLWO, and being 
a physician compared to dietitians, psychologists and other 
HCPs professions. No significant differences were found be-
tween physicians and nursing professionals or complementary 
HCPs, nor were there age-related differences (Table 2, first part). 

Additionally, HCPs who were aware of being overweight and 
planning to lose weight in the next month or who were currently 
enrolled in a weight loss plan had significantly higher WS scores 
compared to those who were not concerned about their weight 
(Table S3).

Regarding ASK questions, significantly lower WS scores were 
reported by those attributing overeating to the food environment 
or physiological malfunction, compared to emotional/comfort 
eating. In contrast, significantly higher WS scores were associ-
ated with believing that a healthy behaviour can prevent or cure 
obesity. Attributing difficulty in losing weight to modifiable 
factors (e.g., lack of motivation/self-discipline) was also signifi-
cantly associated with higher WS scores than citing genetics and 
metabolism. Those who considered surgery as the most effective 
treatment for severe obesity exhibited significantly higher WS 
scores than those who reported psychological or behavioural ap-
proaches. Similarly, attributing failure to lose weight or weight 
regain to individual lack of motivation/self-discipline was sig-
nificantly associated with higher WS scores than attributing it 
to factors beyond the patient's control in both cases, to biologi-
cal mechanisms for failure to lose weight, to disease relapse for 
weight regain or to inadequate care by an HCP in both cases 
(Table 2, second to eighth part). Similar patterns were observed 
using the full 14-item FPS scores (Table S4).

4   |   Discussion

The findings of this study provide important insights into 
obesity-related beliefs and WS amongst Brazilian HCPs. Overall, 
HCPs mainly attributed both the causes and the management of 
obesity to personal responsibility. Nevertheless, many believed 
that obesity is fully preventable and curable through changes 
in health-related behaviours, despite acknowledging some sys-
temic barriers. Moreover, the results highlight high levels of 
WS, particularly amongst certain sociodemographic and profes-
sional groups, including men, physicians and HCPs who do not 
provide care to PLWO. Higher WS was also identified amongst 
HCPs who perceived themselves as having overweight and 
amongst those planning or actively engaged in weight-loss ef-
forts. In addition, biassed beliefs about the causes, prevention 
and treatment of obesity were associated with higher WS levels.

Findings using the FPS-SF to assess WS have been observed in 
other countries, including the multinational study of 1567 HCPs 
from 77 countries on which this study is based [22]. That study 
reported a FPS-SF of 3.4; a German study with 49 dietitians re-
ported 3.35 [37]; an Australian study with 201 dietitians, 3.37 
[38]; a study with general practitioners, 3.7 [39]; and one with 
285 certified physical therapists and 115 students, 3.6 [40]. These 
scores, along with ours, reflect high levels of fat phobia amongst 
HCPs, raising concerns about healthcare quality for PLWO.

Although most participants were predominantly younger and 
were classified as living with overweight or obesity, WS levels 
did not significantly differ across age or weight status categories. 
However, confirming the hypothesis, men showed higher WS 
than women, and those not providing care for PLWO were more 
fatphobic. These findings are consistent with studies showing 
that women appear more attentive to weight stigma [19], express 

 17588111, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cob.70074 by E

va Penelo - C
onsorci D

e Serveis U
niversitaris D

e C
atalunya , W

iley O
nline L

ibrary on [19/03/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense
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less WS than men [18, 22, 39], and perceive more discrimina-
tion against PLWO and report more positive interactions with 
them [21]. Moreover, analysis revealed variations amongst 
different medical professions, with physicians exhibiting the 
highest WS compared to dietitians, psychologists and others. 
Moreover, providing care to PLWO is associated with lower WS. 
And some studies also suggest higher BMI is linked to lower WS, 
whilst those with lower BMI agree more with stigmatising atti-
tudes [18].

Physicians tend to show more discomfort and negative atti-
tudes towards PLWO [20, 21]. This mirrors findings from the 
USA, where medical doctors scored high on implicit and ex-
plicit WS, particularly men. WS levels also varied by weight 
status, with higher WS amongst individuals without obesity 
[41]. Similarly, UK trainees with higher BMI had modestly 
lower WS [20].

We also found that HCPs concerned about their own weight and 
either planning to lose weight or currently in a weight loss pro-
gramme reported higher WS. From a psychological perspective, 
this association may be understood in light of processes such 
as self-stigma [42, 43] and body moralization [30]. Although 
internalised WS and thinness ideal were not directly assessed 
in this study, these processes may help explain the observed 
interpersonal manifestations of stigma, whereby societal ide-
als of thinness and personal responsibility are internalised and 
subsequently reinforced [7]. Professionals who are themselves 
striving to lose weight may be more likely to endorse moralised 
beliefs about weight loss, effort and self-control, which can be 
projected onto others in clinical contexts [30]. This interpreta-
tion highlights the clinical relevance of the finding, as it sug-
gests that personal weight-related experiences and internalised 
beliefs amongst healthcare professionals may shape their atti-
tudes towards patients, reinforcing stigmatising care practises.

From a theoretical perspective, our findings as a whole are con-
sistent with the attribution-value model [7] and stigma inter-
nalisation model [9, 10], which highlight how beliefs centred on 
individual responsibility and controllability contribute to the 
emergence and maintenance of WS. When body weight is framed 
as a personally controllable and morally valued attribute, stigma-
tising attitudes are more likely to be endorsed and, in some cases, 
internalised. Complementarily, multilevel frameworks conceptu-
alise WS as a process shaped by broader social and institutional 
contexts [8], reinforcing its implications for healthcare practise.

These findings are important, as characterising the profile of 
HCPs who are more likely to display WS towards PLWO is an ur-
gent need, allowing for more targeted approaches and interven-
tion strategies. It is already known that women tend to be more 
attentive to such issues; therefore, it is worth directing training 
initiatives from undergraduate education onward, as well as 
continuing education strategies that emphasise men profession-
als and medical fields, especially in physicians. Additionally, 
fostering closer engagement of HCPs in the care of PLWO may 
help reduce WS, since greater contact is associated with lower 
WS levels.

This study also found that Brazilian HCPs in our sample en-
dorsed several biassed beliefs about obesity showing that they 

reinforce an emphasis on individual responsibility. WS was 
significantly higher amongst those who believed overeating 
stems from emotional eating, food addiction or other personal 
causes, compared to those citing food environment or physiolog-
ical malfunction. Similar findings in a prior study [22] suggest 
that emphasising emotional or comfort eating may contribute 
to increased individual blame and reinforce negative stereo-
types surrounding obesity. It is important to highlight obesity's 
multifactorial nature, including genetic, environmental, psy-
chological, nutritional and metabolic factors, that affect bodily 
responses and the regulation, distribution and function of adi-
pose tissue. In particular, the role of the food environment, like 
the easy access to highly energy-dense products, is a key factor 
associated with obesity [3, 6].

Many HCPs believed obesity is entirely preventable and curable 
through health-related behaviours changes, a pattern also seen 
with Type 2 diabetes. Regressions models showed that HCPs 
holding this belief exhibited higher WS scores. Both conditions 
are often stigmatised, with individuals blamed for their health 
issues [44]. Whilst percentages differ, both this and a previously 
study [22] show that most HCPs emphasise individual health-
related behaviours as causal.

Most HCPs considered changes in health-related behaviours, 
such as psychological and behavioural interventions, along 
with diet and exercise, as the best treatment for severe obesity. 
Although these approaches support general health, seeing them 
as sufficient reinforces the idea that obesity is a matter of per-
sonal effort [3, 6]. Other countries reported lower endorsement 
of health-related behavioral interventions as the main treatment 
and showed surgery as the best option [22].

Despite the availability of effective options like medications 
and metabolic bariatric surgery, severe clinical obesity remains 
undertreated. Metabolic bariatric surgery is recommended for 
patients with BMI ≥ 35 kg/m [2], regardless of comorbidities, 
yet many patients only receive advice on health-related be-
haviours [45].

Interestingly, in this study HCPs who viewed surgery as the 
best treatment exhibited higher WS than those favouring be-
havioural/psychological approaches. This may reflect Brazil's 
ongoing debates, where surgery is often viewed as an aesthetic 
procedure rather than a medical necessity, shaped by media 
portrayals and the weight-normative discourse [46, 47]. This 
framing reinforces the idea of fatness as a disease and surgery as 
an individual-centred intervention focused on weight loss and 
a form of “body correction” rather than being a medical recom-
mendation for individuals with severe obesity, explaining its as-
sociation with higher WS.

This reflects a broader paradox: despite severe obesity im-
pairments, patients often lack access to adequate care un-
less comorbidities are present, reinforcing systemic barriers 
to obesity care [3]. Holmes et  al. [48] reported low referral 
rates for surgery, minimal provider discussion, limited di-
etitian referrals and few pharmacological prescriptions. 
Controversially, specialist physicians were less likely than pri-
mary care providers to guide proper treatment. Barriers such 
as time constraints, referral difficulties, lack of confidence in 
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making recommendations, alongside WS, likely contribute to 
inadequate care [48].

Most participants believed that difficulties in losing or main-
taining weight result from external factors or inadequate care by 
HCPs. However, HCPs with higher WS attributed these issues to 
a lack of motivation or self-discipline. This oversimplified ‘eat 
less, move more’ mindset disregards obesity's complexity, weak-
ening public health responses. Recognising obesity as a mul-
tifaceted disease is crucial to developing stigma-free care and 
policies [6].

This study has limitations. First, it is not representative because 
participants were mainly young, white, heterosexual women, 
with high income levels, from southeastern Brazil and these 
states are amongst the most populous in Brazil, accounting for 
a significant portion of the country's total population [49] and 
although efforts were made to recruit HCPs from diverse pro-
fessional and demographic backgrounds, the sample is not rep-
resentative of the wider HCP population. Second, data collection 
was prolonged to reach geographically diverse professionals, 
but the high number of dietitians may relate to the researchers' 
networks. Third, as a cross-sectional study, causality cannot be 
determined. Fourth, social desirability bias may have led to un-
derreporting of stigmatising beliefs.

Nevertheless, the study has several strengths, offering novel 
insights from a broad sample of Brazilian HCPs. It is the first 
to examine beliefs and WS attitudes amongst this population, 
which is a group underrepresented in literature, and provides 
valuable evidence given the national obesity burden and anec-
dotal reports of WS in healthcare.

Finally, this study provides empirical evidence that Brazilian 
HCPs are not immune to WS attitudes. The majority of Brazilian 
HCPs in this study reported a belief that obesity can be entirely 
prevented and treated through a commitment to a healthy be-
haviour, emphasising a focus on individual responsibility. This 
is not aligned to current evidence that demonstrates the mul-
tifactorial complexity of obesity, where factors outside, and 
partially outside of a person's control, are evidenced to also 
impact weight status and contribute to obesity. This empha-
sis, combined with a biassed understanding of its causes and 
effective interventions, may contribute to the marginalisation 
of PLWO and may compromise the quality of care provided. 
Educational initiatives and healthcare policies must address 
WS, fostering a broader, evidence-based understanding of this 
condition. Strategies to mitigate the impact of these beliefs may 
include training programmes for HCPs, science-based clinical 
guidelines, and patient-centred approaches, ensuring fair, effec-
tive and non-discriminatory care. In this regard, interventions 
grounded in psychological theory may be particularly valuable, 
as they target attributional beliefs, perceived controllability and 
emotionally rooted assumptions that underlie stigmatising atti-
tudes. Educational efforts that combine cognitive components 
with empathy-based, experiential, weight-inclusive approaches, 
fostering self-awareness of WS and promoting a bias-free cul-
ture, appear better suited to address the complexity of WS in 
healthcare settings, especially when implemented through mul-
tifaceted and sustained training initiatives [28, 30, 31].

Furthermore, the findings emphasise the need for continuous 
monitoring of fat phobia and WS levels amongst HCPs. This 
ongoing assessment would enable the development of more ef-
fective strategies to mitigate these biases in clinical practise in 
Brazilian contexts. There is an urgent need for targeted inter-
ventions, including educational programmes and institutional 
policies, to dismantle WS in healthcare settings and promote 
equitable, patient-centred healthcare of equal quality for all 
individuals, as already proposed in Brazilian studies [29, 32], 
future research should explore long-term interventions and 
assess their impact on reducing weight bias and improving pa-
tient care. Based on this information, several key recommenda-
tions can be proposed to address WS in HCPs practises (Box 1).
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BOX 1    |    Key recommendations to address WS amongst HCPs.

•	 Integrate WS education into undergraduate and contin-
uing training programmes, emphasising the deconstruc-
tion of individual blame and the multifactorial nature of 
obesity.

•	 Ground educational and training initiatives in psycho-
logical frameworks (e.g., attribution theory, controllabil-
ity beliefs, empathy-based and experiential approaches 
and weight-inclusive care) to address the underlying be-
liefs and emotional processes that sustain WS amongst 
HCPs.

•	 Provide targeted training for male professionals, physi-
cians and those in medical fields with limited exposure 
to patients with obesity.

•	 Promote direct and meaningful contact between under-
graduate students, HCPs and PLWO, as such engage-
ment is linked to lower stigma levels.

•	 Perpetuate a person-centred approach to care that 
moves beyond simplistic ‘eat less, move more’ messages, 
focusing instead on comprehensive, compassionate and 
individualised healthcare.

•	 Broaden understanding of obesity's determinants, in-
cluding biological, psychological, social and environ-
mental factors.

•	 Support continuous monitoring and research on WS 
amongst HCPs to guide effective educational and policy 
actions.

•	 Implement institutional policies that ensure 
discrimination-free environments and promote respect-
ful, empathetic and equitable care.

•	 Encourage public policies, universities and healthcare 
institutions to address individual blame and promote a 
broader and systemic understanding of obesity.
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