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Purpose: Many studies show that discriminatory practices are common in healthcare
institutions, also in the form of medical staff’s inappropriate behaviour. Weight stigma
may not only become a source of unpleasant experience for the patients but also cause
them to withdraw from the treatment, which may further exacerbate their condition.
Patients and Methods: In a nationwide study, we asked 184 medical professionals, about
their experiences and opinions on the discrimination of patients with obesity. The study was
conducted in 2020, with the use of CAWI method, based on an original survey created for
this study.
Results: Most of the medical professionals (68.5%) estimated that the problem of worse
attitudes towards patients suffering from obesity is a common phenomenon. About 48.4%
witnessed medical staff’s discriminatory behaviours. The most frequent forms of inappropri
ate behaviours pertained to interpersonal relations – mocking the appearance (96.6%), looks
of disgust and repulsion (96.2%), lack of reaction to offensive remarks (92.0%) or scaring
a patient with the necessity to lose weight (57.7%). The participants of the study pointed to
limited access to dedicated medical equipment (62.4%) as a discriminatory systemic
limitation.
Conclusion: Discrimination of patients with obesity is a social issue, which also occurs
within the health care system. Limited access to medical resources, gaps in knowledge of
obesity and an insufficient level of soft skills in health care professionals are the key
deficiencies, which hinder effective treatment.
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Numerous studies show that obesity is one of the key factors connected with the
occurrence of prejudice and stigmatization.1 Although the knowledge of discrimi
nation’s negative impact on the health of patients with obesity is well
documented,2,3 weight stigma is a phenomenon, which still occurs commonly in
healthcare centres.2,4–7 Reports indicate that patients with obesity report a lower
quality of healthcare than patients with normal BMI.8 Many symptoms are auto
matically associated with obesity, which is why the scope of diagnostic tests they
undergo is limited.9 It was observed that an increase in BMI is connected with fear
of being judged by health care professionals and leads to avoiding consultations.10
Patients who suffer from obesity spend less time in doctors’ offices.9 Health care
professionals’ prejudices, which are rooted in social stereotypes, additionally cause
a decrease in patients’ active engagement in health care.11 Especially, as these
inappropriate attitudes were also observed in specialists who treat obesity.12
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We are also aware that health care professionals’ edu
cation, which refers to understanding the perspective of
the difficulties the patients face leads to a decrease in the
prejudices’ scale.11 Besides engagement and empathy,
a proper way of communicating is a significant element,
which may significantly mitigate the stigma of obesity and
be an effective support of the treatment.13 Building parti
cular therapeutic solutions adjusted to the abilities and
preferences of the patients not only increases the effective
ness but also eliminates negative attitudes to medical
interventions.11 It was also indicated that the strategies
based on health care professionals extending their knowl
edge with the aspects connected with the disease and the
patients’ emotional needs are effective.14,15
To get a better idea of the scale of discriminatory
behaviours in Poland, and understand the character of
these phenomena, we asked health professionals about
their experiences in the relations and attitudes towards
patients who suffer from obesity. Our previous research
referred to the analysis of the experiences of patients with
obesity in contact with medical staff.4 Our assumption was
that a comparison of the patients’ and health care profes
sionals’ perspectives may contribute to a better identifica
tion of the areas, which need interventions and the
development of solutions could result in increasing the
quality of health services in the aspect of providing care
to patients with obesity.

Patients and Methods
Study Design
The aim of the nationwide study was to analyse the attitudes
and experiences of the employees of medical institutions in
their contacts with patients who suffer from obesity. We
directed the questions to professionally active doctors,
nurses, midwives, physiotherapists, paramedics and other
health professionals who have direct contact with patients.
We were interested in the level of knowledge connected
with obesity, medical staff’s opinions on the patients’ situa
tions in medical institutions and the indicators of the rela
tions between the patients and the medical staff. This article
presents partial results of the study on selected aspects of
the situation and the relations and it takes into account the
issue of social discrimination.

Setting
The quantitative data were gathered with the use of the
Computer-Assisted Web Interview (CAWI) method. The
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field stage lasted from January to September 2020. The
original e-survey prepared by the authors specifically for
this study was a research tool. After it was digitalised, it
was published on a dedicated website for sociological
studies. Due to the pandemic, the information about the
study was provided to the medical professionals through
the websites and social media accounts of professional
self-governing organisations. The study was held under
the patronage of the Commissioner for Patient’s Rights
and received the support of the Team Against
Discrimination of Patients with Obesity at the office of
the Commissioner for Patient’s Rights.
The questionnaire consisted of 24 questions: closedended, semi-open and open-ended ones as well as 10
questions, which referred to the social, demographic and
professional variables. Anonymity among the respondents
was ensured. They could withdraw from the study at any
point. We also made sure the data collected were safe. No
sensitive data were collected during the study.

Participants
In the inclusive study, random sampling of respondents
was applied. The inclusion criteria referred to: education
preparing for a medical profession and licence to practice
the profession of physician, nurse, midwife, physiothera
pist or paramedic and professional activity at the moment
of participating in the study, as well as voluntary consent
to participate in it. The statements of 184 medical profes
sionals were taken into account in the final analysis.
From the analysis of the distribution of density, we
found gender, age and residence over-representation typi
cal of studies conducted with the CAWI technique. The
study took into account sociodemographic variables: gen
der, age, residence, as well as professional ones: profes
sion, work experience, title or degree. To calculate the
BMIs, we asked the respondents about their weight and
height. More than half of them (61%) were within the
healthy weight range. Two individuals got results, which
were below the recommended values (BMI > 18.50) and
38% above the optimum (BMI > 24.99). Table 1 contains
data referring to the sociodemographic and professional
variables.

Statistical Methods
The data underwent a collective statistical analysis with
the use of the IBM SPSS v.26 software. Pearson’s Chisquared test was used to analyse the correlations between
discontinuous variables and the statistic heterogeneity of
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Table 1 Characteristics of the Respondents (N = 185)
Categories

% (n)
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Gender

Categories

% (n)

Work experience

Woman

65.7 (121)

Up to 5 years

47.3 (87)

Man

34.3 (63)

From 6 to 10 years

9.8 (18)

From 11 to 20 years

14.1 (26)

Age
18–29 years

42.4 (78)

From 21 to 30 years

13.6 (25)

30–45 years

30.4 (56)

From 31 to 40 years

12.5 (23)

46–60 years

23.4 (43)

Over 41 years

2.7 (5)

Over 61 years

3.8 (7)

Residence

Profession
Nurse

14.7 (27)

City over 100k

55.4 (102)

Midwife

6.0 (11)

City between 20k and 100k

20.1 (37)

Physiotherapist

19 (35)

City over 20k

8.7 (16)

Paramedic

3.3 (6)

Village

15.8 (29)

Physician

52.2 (96)

Other

4.9 (9)

Main workplace
Public polyclinic

14.4 (32)

Title or degree

Private polyclinic

5.4 (10)

Technician

3.8 (7)

Public hospital

50.5 (93)

Bachelor

38.6 (71)

Private hospital

1.1 (2)

Master Degree/Physician

45.7 (84)

Public clinic

2.2 (4)

Doctor of Philosophy

8.7 (16)

Private Clinic

1.1 (2)

Post-doctoral degree

2.7 (5)

Private practice

8.7 (16)

Professor

0.5 (1)

Other

13.6 (25)

the groups. Due to the large sample, in the analysis, the
categories, which referred to the age (up to 29 years old as
well as 30 years old and more), professional experience
(up to 5 years as well as 6 years and more) and workplaces
(hospitals as well as primary and outpatient health care)
were collapsed after the data collection. The difference for
p < 0.05 was assumed to be statistically significant.

a common phenomenon, which occurs as a part of the

Results
Obesity Disease as a Source of Social
Discrimination

below 29 years old (80.2%) compared to people ≥30 years

As many as 68.5% of the respondents admitted that the
discrimination of patients who suffer from obesity is
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healthcare system’s functioning. 30% of the participants
regarded the problem as marginal – almost non-existent,
1% thought there was no such problem at all. Women
evaluated the discrimination of patients with obesity as
a common phenomenon more frequently than men. It
was stated by 75.2% of women and 55.6% of men (statis
tics: chi ^ 2 = 7.412; df = 1; p = 0.006). Respondents
old (59.4%; statistics: chi ^ 2 = 9.476; df = 1; p = 0.002)
and health professionals with the smallest work experience
(77.0%) compared to people who had worked for ≥6 years
(60.8%; statistics: chi ^ 2 = 5.567; df = 1; p = 0.018).
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Table 2 Forms of Inappropriate Behaviour Towards Patients
with Obesity (n = 89)*
Forms of Behaviour

Yes

No
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% (n)
Disgruntled grimace

88.8 (79)

11.2 (10)

Unpleasant, judgmental comments

89.9 (80)

11.1 (9)

Gestures showing disapproval

57.3 (51)

42.7 (38)

Expression of surprise

66.3 (59)

33.7 (30)

Ironic smirks

80.9 (72)

19.1 (17)

Raised voice

40.4 (36)

59.6 (53)

Disdainful remarks

65.2 (58)

34.8 (31)

Mocking

43.8 (39)

56.2 (50)

Insulting/Name-calling

27 (24)

73 (65)

Refusal to perform a test or another

19.1 (17)

80.9 (72)

68.5 (61)

31.5 (28)

medical service
Complaining about a larger amount of
responsibilities connected with taking
care of a patient with obesity
Notes: *The question was aimed at the respondents who stated they had wit
nessed medical staff’s inappropriate behaviour in contact with patients with obesity.

Discussion
Situation of Patients with Obesity in
Medical Institutions
To evaluate the situation of the patients, we asked the
health professionals about their experience when it came
to participation or observation of medical staff’s inap
propriate behaviour towards patients with obesity.
Exactly 48.4% revealed (n = 89) that they had witnessed
such situations. They were asked to indicate a form of the
inappropriate behaviour. The respondents said that most
often they had been witnesses to unpleasant judgemental
comments, a grimace of disgust or ironic smirks (Table 2).

Medical Staff’s Perception of Patients with
Obesity
The respondents were asked to indicate examples of beha
viours, which could, in their opinion, serve as examples of
discrimination in patients with obesity (Table 2). Most of
the respondents indicated the following behaviours as
unfair: making fun of a patient’s appearance (96.6%),
looking at the patient with repulsion and disgust (96.2%)
and lack of reaction to offensive remarks from other peo
ple (92.0%). Over half of the respondents pointed to
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scaring a patient that him or her losing weight was the
condition of starting treatment (57.7%). Health profes
sionals also pointed to the lack of proper equipment for
diagnosing, treating and taking care of patients with obe
sity (62.4%) as a discriminatory systemic limitation. This
kind of limitation was indicated the most often (70.8%) by
doctors (Chi^2 = 4.396; df = 1; p = 0.036).
We asked health professionals to describe feelings they
experienced in the situation of contact with patients with
obesity. Among the ones declared the most often there were:
compassion (45.7%), desire to help (41.8%) and sense of
helplessness (21.7%). The desire to help was declared by the
employees of medical institutions with work experience ≤5
years (49.4%) compared to those with work experience ≥6
years (35.1%; statistics: Chi^2 = 3.894; df = 1; p = 0.048).
Hospital employees (34.7%) declared feeling the desire to
help less often, compared to the primary care staff (49.4%;
statistics: Chi^2 = 4.081; df = 1; p = 0.043). Additionally,
hospital staff (28.4%) felt helpless in the relations with
patients with obesity twice as often as the employees of
clinics, polyclinics or doctor’s private offices (14.6%; statis
tics: Chi^2 = 5.154; df = 1; p = 0.023).
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In the nationwide studies on the experience of patients
who suffer from obesity in contact with medical staff, as
many as 82.6% of the patients declared that they had
personally experienced discrimination from medical
staff.4 When we asked health professionals to evaluate
the incidence of discriminatory behaviours in their envir
onments, as many as 68.5% of the respondents confirmed
the patients’ stance. The fact that stigmatization’s occur
rence was reported more often by women could be justi
fied with their higher susceptibility to bias and
stigmatization resulting from obesity.1 We have also
noticed a correlation between shorter work experience
and a higher level of sensitivity to stigmatization. The
results we have received in this field diverge from the
results of other researchers. There are reports, which indi
cate that the level of stigmatizing behaviours drops as the
health professionals’ age increases.16,17 Almost half of our
respondents (48.4%) revealed that they had personally
witnessed discriminatory behaviours of medical staff
towards patients with obesity. This is an alarming discov
ery, especially as its scale is revealed by many other
reports as well.18,19 What is more, Schwartz et al empha
size the fact that even obesity and overweight treatment
experts represent attitudes that stigmatize their patients.12
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Wanting to analyse the sources and indicators of dis
criminatory behaviours, we asked health professionals
about their personal experience in this respect. The most
frequent answers we get can be classified as referring to
the interpersonal, therapeutic, and systemic spheres.
While evaluating verbal communication, medical profes
sionals identified the most frequently witnessed expres
sions of stigmatisation they had encountered: offensive
comments, making fun of someone’s appearance and
health care staff being passive in the face of verbal
abuse aimed at the patients. When it came to non-verbal
behaviours, facial expressions of disgust or repulsion and
ironic smirks were the most frequent expressions of dis
approval. As many examples of studies show, discrimina
tion in the interpersonal sphere is one of the most frequent
forms patients with obesity encounter.8,20,21 What is
more, patients notice the stigma. In the studies which
analysed their experiences, they confirmed the forms of
discrimination as the most frequently presented by med
ical staff.4 In the light of the well-documented analyses of
the effects of bias and stigmatization on patients with
obesity, such attitudes of health professionals should be
deemed iatrogenic. So should the inappropriate beha
viours, which occur on the therapeutic level, such as
conditioning the start of treatment on the reduction of
a patient’s weight.
The last sphere our respondents paid attention to refers
to systemic discrimination connected with the lack of
proper medical equipment for diagnostics, therapy and
care of patients with obesity. As many as 62.4% of the
health professionals who participated in the study see

limitations of this kind in their work. And most often,
the problem was noticed by doctors. Deficiencies in basic
medical equipments (like bariatric scales, dedicated blood
pressure monitors or bariatric beds) may not only,
obviously, be the expression of inequality in the access
to medical services. It seems that this may also be indir
ectly connected with the medical staff’s feeling of help
lessness (21.7%) in spite of wanting to help (41.8%). The
problem is definitely complex. The feeling of helplessness
and ineffectiveness of medical activities undertaken is an
experience revealed by health professionals in many
reports.12 Our study has revealed a correlation between
this internal experience and the workplace. It most often
accompanied those who worked in hospitals, which prob
ably resulted from the kind of medical care provided by
them. During a hospitalization, it is relatively short. As
a result, the change in quality of life after a medical inter
vention comes later and the visible results of medical help
are not witnessed directly by doctors or nurses who work
in hospitals.
The structure of factors that contribute to discrimina
tion of patients with obesity is complex and multidimen
sional (Table 3). Creating mechanisms that allow to
eliminate the undesirable discriminative behaviours of
medical staff requires, above all urgent changes in train
ing. Educational programmes dedicated to health profes
sionals do not provide sufficient knowledge of the subject
of obesity.23 Deficiencies in knowledge when it comes to
obesity treatment are one of the major causes of the
negative perception of overweight patients.6 Gaps in edu
cation during the basic training for medical professions

Table 3 Limitations Which Contribute to the Discrimination of Patients with Obesity
Limitations Which Induce Discrimination
Interpersonal

Sense of lack of self-effectiveness in health professionals6,22
Negative and stereotypical attitude towards a patient, deficiencies in the abilities to manage one’s own emotions7,12,16–18
Low level of empathy in medical staff25
Tiredness from taking care of patients with obesity18,26

Educational

Gaps in education preparing for medical professions18,22,23
Insufficient knowledge concerning obesity in health professionals19,22,27
Lack of access to information (eg, handbooks on obesity treatment)16
Lack of knowledge of guidelines in medical procedures6

Systemic

Shortage of dedicated medical equipment26
Lack of guidelines (eg, nationwide ones)
Little time for a patient6,16,26
Low salaries of medical staff6
Medical staff’s workload18,27
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cause a domino effect, which translates into inappropriate
behaviours of medical staff and deepening of the systemic
inequalities in the access to health services for people with
obesity. Having taken into account the social context in
which our study was conducted, we must point out that
there is a deficiency of access to national guidelines, which
would define standards on supporting patients who suffer
from obesity in Poland.
With reference to the research perspective we adopted, it
is worth noting the limitations of the presented study. The
significant overrepresentation of women and people from
large cities is typical of studies completed with the CAWI
technique. This results in the impossibility to achieve repre
sentativeness or draw general conclusions in inclusive group
studies.24 Being aware of these limitations, we decided to use
the chosen technique because it provides the possibility of
complete anonymity and allows to eliminate the presence of
a researcher when the questionnaire is being filled in. We
expected that this would give us more openness on the part of
the respondents, which is so significant in surveys of attitudes
and opinions that may be considered difficult or embarras
sing. Thanks to this, the applied technique could contribute to
raising the effectiveness of the study by resulting in answers
with a higher level of accuracy. The relatively small group of
health professionals who decided to participate in the study
remains a problem.

Conclusion
The examples of medical staff’s discriminatory attitudes
towards patients with obesity noted in the study may,
primarily, result from ineffective education during the
preparation for medical professions. These deficiencies
are connected with a low level of knowledge concerning
obesity management. The low level of soft skills is also an
important element of inappropriate behaviours. Though
medical staff want to help its patients, it often scares and
insults them, which is caused by underdeveloped commu
nication skills. Negative communication does not modify
patients’ behaviour the right way. On the contrary, it
becomes iatrogenic.
Limited access to medical resources, which either
enable or, at least, facilitate diagnostic and therapeutic
processes, also constitutes a barrier to an adequate delivery
of healthcare.
Equipment shortages may lead to a sense of helpless
ness among health professionals treating patients affected
by obesity. Development of a holistic educational pro
gramme for obesity treatment would improve the quality
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of patient care significantly. National guidelines should
also define principles of communication and supporting
of the patient. Such recommendations would be
a significant element of support for medical professionals.
Guidelines should also define the principles of access to
medical equipment, so that equal access to healthcare is
guaranteed for all patients.
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