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In the 21st century we often hear the word “stigma” 

used in the popular culture, the news, and in our 

everyday lives. But do we really know what the word 

means? Merriam-Webster defines the word “stigma” 

as: a) a scar left by a hot iron; b) a mark of shame or 

discredit; and c) an identifying mark or characteristic 

(specifically: a specific diagnostic sign of a disease).1 

The root of the word comes from the Latin word 

stigmat and the Greek word steizin, which both refer to 

a brand that was used to mark a slave or a person as 

inferior. Looking back at the barbaric origin of this 

word can show us how powerful stigmatizing a person 

can be. In today’s world, a stigma no longer represents 

a physical brand/scar on the body, but rather a mark 

you can’t actually see. We often assign a stigma to a 

socioeconomic, ethnic, or religious group, but the 

word can be used to describe any perception of 

homogeneity within a group of people. In healthcare, 

we pride ourselves on recognizing stigmas, stereotypes, 

or judgments, and on holding them in abeyance. Sadly, 

we are not always successful in controlling our biases 

and, in turn, stigmatize individuals into specific groups, 

regardless of their ICD-10 diagnoses. 

T H E  W E I G H T  S T I G M A  

One of the most powerful stigmas in healthcare is the 

weight stigma. Weight has become an important issue 

in the United States (US).  A 2015 report from the 

Centers for Disease Control (CDC) states that 70.7% 

of adults are either overweight or obese.2  The effect 

these numbers have on healthcare is an estimated 

annual medical cost of $147 billion from obesity alone.3 

This trend particularly affects physical therapists; more 

than 80% believe that weight management is part of 

their scope of practice.4 In a study by Setchell et al,4 

96% of physical therapists demonstrated some element 

of implicit weight stigma when looking at a case study 

with an overweight patient or one with an obese Body 

Mass Index (BMI). Overweight or obese patients in 

post-physical therapy interviews have recounted 

negative or stigmatizing experiences more frequently 

than positive interactions.5 Some common themes 

from these interviews include: feeling not good/active 

enough for a physical therapy environment; 

expecting  physical therapists to have negative attitudes 

toward overweight bodies; experiencing an educative 

rather than empathetic/collaborative approach to their 

treatment; and feeling uncomfortable exposing body 

parts either visually or to touch during a physical 

therapy session.5 These themes are ones that we as 

physical therapists rarely think about during routine 

treatment sessions and may lead to poorer 

rehabilitative and psychological outcomes.6,7 I was 

guilty of many of these stigmatizing behaviors before 

an experience with one of my patients exposed me to 
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this ugly reality earlier this year. 

A  P E R S O N A L  C A S E  S T U D Y  

As I reviewed the chart for an upcoming patient, I 

immediately started to draw a picture of her in my 

head. With words in the medical record like “obese,” 

“DM type 2,” “peripheral neuropathy,” “sedentary 

lifestyle,” and “non-compliant with home exercise 

program,” I was already classifying this patient as lazy. 

In addition to labeling her lazy, I began to wonder if 

she had brought this upon herself and if I could do 

anything to change a lazy attitude. These preconceived 

notions prevented me from having a positive attitude 

toward the patient before I had even met her. Over the 

first few sessions we worked on her balance, addressed 

her endurance, and developed a strengthening plan in 

order to enable her to tolerate more activity. I thought 

I was doing the best I could in equipping her with the 

tools to make a positive change in her own life. 

A week or so later I was notified by another therapist 

in my clinic that this patient had filed a complaint with 

her regarding my performance. I was told that I seemed 

disinterested, apathetic, and did not demonstrate 

patient-centered care when working with her. This 

news was an absolute shock to my system. As a new 

physical therapist fresh out of school, I knew that my 

inexperience was a weakness, but considered my 

interpersonal skills a strength. This accusation felt like 

a shot to my credibility as a physical therapist, 

questioned my level of empathy, and left me very 

confused. A conversation with my mentor was 

scheduled in order to talk about this particular patient 

case; during it, I received an unbiased, outside opinion 

on the matter. I described my specific interactions with 

this patient to my mentor, subconsciously slipping 

words into the conversation like “lazy,” “non-

compliant,” and “her own doing.” My mentor pointed 

out my use of judgmental vocabulary and asked me 

why I had assumed this patient was lazy. I racked my 

brain for an explanation but could not find one other 

than the fact that I had associated those words with her 

obesity and sedentary lifestyle. 

I left the conversation with my mentor feeling 

disgusted and ashamed of the way I had treated this 

patient. I realized that I had put a label on this patient 

and judged her before I had a chance to truly get to 

know her and explore what may be preventing her 

from leading a more active lifestyle. As someone who 

suffers from mental illness, was a former substance 

abuser, and comes from a middle-eastern family, I 

know how hurtful social stigmas can be. I have always 

prided myself on treating every person equally, and it 

hurt to know I had judged and labeled someone 

unfairly. Through many enlightening discussions with 

my mentor and many hours of introspection, I made a 

plan to try to rectify the situation at hand. 

The next time the patient came to see me, I started the 

session with an apology for my abhorrent behavior and 

lack of patient-centered care. Using motivational 

interviewing, the patient and I began to explore what 

had led to her sedentary lifestyle and many of her 

ongoing health impairments. As we dug deeper into 

her past, she revealed that she had been laid off from 

her job five years ago. She was extremely passionate 

about her line of work and the sudden loss of vocation 

and daily purpose had sent her into a deep depression. 

She explained to me that she was in such a deep state 

of depression that she had not realized her activity level 

had decreased so significantly. Within the first year she 

had gained a substantial amount of weight, and her 

depression hindered her from taking action. Before 

long, everything had spiraled out of control and she felt 

as though her health had deteriorated to a point of no 

return. This conversation proved to be very 
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enlightening for myself and the patient. We devised a 

plan to gradually increase her activity level, work on 

balance exercises to combat peripheral neuropathy, 

perform selective strengthening exercises to reduce her 

orthopedic pain, and increase her confidence in her 

ability to maintain a home exercise program. The end 

result was a positive relationship with the patient, a 

renewal of patient-centered care, and a better 

understanding on my part of what feelings may lie 

beneath the surface of many patients. 

This experience left me feeling encouraged about my 

progress toward better understanding and 

communicating with overweight/obese individuals, 

but very concerned for other healthcare professionals 

who may be making the same mistakes. I had implicitly 

stigmatized this patient based on her weight, and have 

undoubtedly done so with numerous patients in the 

past. Through conversations with many of my 

colleagues in the physical therapy world, I have found 

that this problem is not unique to myself. Regardless 

of gender, age, experience, or practice setting, I’ve 

observed many physical therapists exhibiting the same 

implicit weight stigma of which I was so guilty. 

SUGGESTED STEPS TO OVERCOMING 

WEIGHT STIGMA 

Many physical therapists I’ve spoken to have expressed 

that they don’t know how to tackle this tough issue and 

feel lost with this type of complex patient interaction. 

Through review of the literature on stigma and my own 

experiences,4-7 I can offer a few suggestions. 

1. I believe physical therapists should reflect on their 

own attitudes toward their patients who are 

overweight or obese. This introspection may help 

identify and prevent future stereotyping of all 

patients, regardless of diagnosis or presentation. 

2. We should shift away from an 

educational/command type of language that may 

be perceived by the patient as talking down to 

them. We should also stay away from conveying 

the idea that weight loss is as simple as “calories in 

equals calories out.” We need to acknowledge that 

weight is a complex issue involving physical, 

emotional, and psychological components of a 

patient’s health. 

3. We should shift our thinking toward fostering a 

more collaborative atmosphere between 

overweight patient and physical therapist. That 

shift could help reduce the patient’s perception of 

judgment on our part, and lead to better outcomes. 

We have a long way to go, but I believe as our 

knowledge of this issue evolves we can continue to 

improve upon our goal of pure patient-centered care. 
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