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Purpose	
Weight stigma has become widespread within health care and disproportionately affects women,
who are under greater appearance-based scrutiny than men. It is also well established that ruralbased individuals with low incomes suffer greater health disparities compared with urban, higher-income
counterparts, yet studies examining recommendations for nonstigmatizing health care among higherweight women from low-income rural settings are lacking. This study examined the experiences and
recommendations of higher-weight, low-income, rural women, with the aim of improving health care for
similar populations.
Methods	In-depth, semi-structured interviews were conducted in a rural region of the Midwestern United States
to explore participants’ recommendations for redressing stigma within health care. All participants
(n=25) self-identified as higher-weight, low-income, rural women.
Results 	All participants experienced or were aware of weight stigma within health care. Themes identified
from responses were understanding patients and their situations, offering options and supplemental
information, communicating effectively, taking time, and having a positive attitude. Patient
recommendations focused on correcting physician biases, rapport-building, and providing holistic care.
Conclusions	The findings suggest that weight stigma is prevalent within health care provided to low-income women
in rural U.S. Midwest and that there are specific communication and training approaches that may
reduce the prevalence of weight stigma in health care. (J Patient Cent Res Rev. 2021;8:20-30.)
Keywords	
weight stigma; weight bias; rural; health care; low income; disparities

Weight Stigma

Weight stigma, or weight bias, refers to negative attitudes
and beliefs based on a person’s weight or size, which often
present as stereotyping, prejudice, and rejection.1 Weightbased discrimination is highly prevalent; for women, it
occurs at rates roughly equivalent to racial discrimination.2
When women do not meet societal expectations of
appearance, they become subject to weight stigma and
marginalization.3 Women are more likely to internalize
their experiences of weight stigma than men.4
Within health care, a weight-normative approach is
dominant. Health care providers (HCPs) focus on
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weight measurement (especially body mass index
[BMI]) as a primary health indicator and weight loss as
the mechanism to “restore” health.5 Indeed, physicians
may treat weight as a “master status” overriding other
potential explanations for patients’ symptoms, preventing
physicians from performing additional diagnostic tests
or prescribing certain treatments beyond recommending
weight loss.5-8
Previous research has found that HCPs endorse many
stereotypes about higher-weight patients,7,9 assuming
higher weight to be unhealthy and indicative of negative
personal characteristics such as laziness and lack of
discipline.3,7,9,10 Such stereotypes discount more complex
and nuanced findings.11 In a study by Hebl and Xu,12
physicians reported spending less time with higher-weight
patients than with lower-weight patients, reported more
negative appraisals of patients as their weight increased,
and reported being more likely to view appointments
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with higher-weight patients as a waste of time. Women
of higher weight may therefore systematically avoid
situations, like health care settings, where their weight is
seen as problematic.13
Indeed, research shows that BMI is positively correlated
with delaying or avoiding care.14 Mensinger and
colleagues15 found that, among women, experiencing
weight stigma was associated with increased body-related
shame, which was associated with higher stress around
accessing health care and, subsequently, with health care
avoidance. The expectation of poor treatment may cause
stress and avoidance of care; women may fear that HCPs
hold negative biases and will scold them because of
their weight.7,14 This paper responds to a call for greater
qualitative research on patients’ stigma experiences,
greater inclusion of higher-weight patients’ insights into
care preferences, and the need for an intersectional lens in
addressing stigma.4,16
Significance of the Population: Rurality and Low
Income

Diverse populations coping with multiple disadvantages
are underexplored in weight stigma research.4 People
living in rural areas with lower incomes face increased
barriers accessing and receiving health care.17 For rural
individuals with physical disabilities in particular, lack
of public transportation and specialized services present
major barriers to accessing care.18
Rural women experience greater poverty and
marginalization compared to rural men, which contributes
to women’s lower health status.19 Rural residents report
a higher ratio of out-of-pocket health care expenditures
compared to their urban counterparts,20 and they are more
likely to spend more than 10% of their annual income
on health care.20 Unfortunately, a simplistic weightcentric approach to health may not consider how social,
cultural, and material factors, such as rurality and income,
contribute to the health and lifestyle of patients.3,5
The geographic components of navigating larger body
sizes is an overlooked component of weight stigma
research.21 While focusing on metropolitan Arizona, for
example, Schuster and colleagues found that larger size
among women affected neighborhood engagement.22
However, American rural and urban preoperative weight
loss surgery patients did not differ in their (frequently
high) ratings of internalized weight bias, which was
associated with depressive symptoms preoperatively and
reduced weight loss after surgery.23 Likewise, among
students in nursing, social work, and education at a
university in the U.S. Northeast, location of residence
(suburban, urban, or rural) did not affect weight-based
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attitudes.24 Nonetheless, rurality remains an important
component to consider when addressing weight issues.
Rural places have developed a pejorative “backward,”
“obesogenic” reputation.25 Studies into rural culture have
revealed distinctions relevant to health and embodiment,
including the reliance on independence and religion,
a focus on capacity to work and not burdening others,
a fear of stigma and disclosure, and a distrust in health
care.26-30 Therefore, rurality may materially and socially
shape individuals’ health care experiences, behaviors,
and social treatment.
Furthermore, the relationship between weight stigma and
income or educational attainment is understudied, and
available research does not provide consistent evidence.31
American women may feel less financially satisfied
than men with their medical care, perhaps due to lower
income.32 While research has tended to focus on how being
at a lower income may precede weight gain, importantly,
through discriminatory processes, being at a higher
weight may affect income (particularly for women) in the
United States.33 Higher-weight women consistently earn
less than lower-weight women,34 whereas higher-weight
men eventually make equivalent earnings compared to
lower-weight men. Education and marriage prospects,
both linked to women’s socioeconomic status, also may
be affected by weight status among women.34
The insights of higher-weight individuals should be
incorporated into weight-based research.16 Weight
stigma negatively affects health and can even lead
to indicators associated with early death such as
elevated blood pressure and heart disease.35 Published
recommendations note that HCPs are often not trained on
weight management in school36 and that physicians often
feel like they lack knowledge, confidence, and skills to
properly manage higher-weight patients.37 Even mental
health providers rarely receive training on how to talk
and work with higher-weight individuals.38 Past reports
have called for HCPs to receive more training to reduce
stigma and communicate sensitively,35,36,39 noting a need
to obtain higher-weight patients’ insight into preferred
communication.35
Intersectionality

An intersectional approach recognizes that individuals
may be members of numerous disadvantaged groups,
resulting in a multiplicative effect on the disadvantages
they encounter.40,41 Experiencing multiple disadvantages
can increase the likelihood of experiencing discrimination
and worse health outcomes compared to singly
disadvantaged individuals or those from privileged
social groups.42 One American intersectional weight
study found that lower-income participants reported
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higher levels of weight stigma, with participants’
responses to weight stigma, such as internalization
and coping strategies, differing along the lines of race
and gender.4 Failure to consider intersectionality can
produce a distorted image of participants’ attempts to
navigate health care.
Recommendations from diverse, multiply disadvantaged
higher-weight patients themselves are needed. The
purpose of this study was to use an intersectional approach
to present recommendations for improving health care
from an exploratory study among rural women of low
income and higher weight.

METHODS

Design

Methods used for this work have been reported41 and
are briefly summarized herein. The study was designed
with an interpretative phenomenological approach,43
which allows researchers to develop an interpretation of
participants’ lived experiences and meanings of events.
The research project was approved by the Central
Michigan University’s institutional review board.
Data Collection

In-depth, face-to-face, semi-structured interviews were
conducted from September 2017 to January 2018.
The interviews focused on 3 main topics: 1) the ways
weight stigma did or did not manifest in this sample and
the effects of those experiences; 2) recommendations
for improved health care and programming; and 3)
beliefs about intergenerational body size. Given the
abundance of data, these topics formed the basis for
distinct analyses. Interview questions pertaining to
participant recommendations are summarized in Table
1. The interviewer took detailed field notes during the
interview process focusing on interaction, emotional and
visual cues, and the interview setting.44 Interviews took
place in a public location of participants’ choosing and
were professionally transcribed verbatim. Interviews
lasted an average of 46 minutes (range: 20–84 minutes).
Participants were provided a $50 honorarium for their
participation in the study.
Participants were 25 self-identified women, over 18
years of age, who had ever had a BMI of 30 or higher,
could speak and understand English, were living in rural
Michigan as defined by the U.S. Census Bureau urban-rural
classification system,45 and had incomes less than twice
the poverty guidelines set forth by the U.S. Department
of Health and Human Services or qualified for an incomebased social assistance program. Participants were
recruited through snowball sampling with community
groups and organizations serving low-income families
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Table 1. Interview Guide (Participant Recommendations)
Interview questions

Probes

How do you think health
care providers treat
people of higher weights?

In what ways do you think
health care providers have
treated you positively or
negatively? How do you think
those experiences are related
(or not related) to your size?

How do you think
experiences of being
judged (or not judged)
for size affect (or not
affect) people’s health?
Lifestyles? Willingness to
see health care providers?

How do you think experiences
of being judged (or not
judged) for size has affected
(or not affected) your health?
Lifestyle? Willingness to see
health care providers?

What do you recommend
for improving women’s
health?

(eg, community centers, college campuses, food pantries,
clinics), as well as through listservs and flyers. Participant
characteristics are summarized in Table 2. Pseudonyms
were assigned to those quoted, with one exception who
indicated a specific preference.
Analysis

Analysis followed interpretative phenomenological
approach procedures.43 Initial interview transcripts were
repeatedly re-read, and annotations were made identifying
recurring terms and concepts (hand-coding). A codebook
was constructed of these meaning units. The codebook
and interviews were uploaded into NVivo 11 software.
Interviews were then coded line by line. The codebook
was updated with new relevant codes as interviews
proceeded and was also informed by previous literature
in weight stigma. As analysis proceeded, similar codes
were collapsed into broad, repeating patterns (themes).
Three coders initially analyzed interviews for themes
pertaining to participants’ experiences of treatment as
higher-weight, rural, low-income women and the effects
of such treatment, as reported previously.41 Following
this initial analysis, the first author followed the
established procedures, looking specifically at health
care recommendations made by participants — as this
was an area explicitly and discretely explored by the
interviewer and preliminary analysis produced themes
independent of participants’ experiences with weight
stigma and its effects.

RESULTS

Findings

Participants’ recommendations for health care can be
captured by two themes: holistic care and build rapport.
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Table 2. Study Participant (n=24) Demographics*
Characteristics

n (%)

Gender
Female

24 (100)

Age group
20–25 years
26–35 years
36–45 years
46–55 years
56–65 years
66–75 years
76+ years

3 (12.5)
8 (33.3)
3 (12.5)
2 (8.3)
4 (16.7)
2 (8.3)
2 (8.3)

Employment status
Retired
S
 emi-retired/Working part-time in labor
force
Working full-time in labor force
Not working in labor force
Education
Primary school
Some secondary school
Completed secondary school
S
 ome/Completed trade/technical school
or college
Some university
C
 ompleted university degree/Some
graduate education

6 (25)
4 (16.7)
3 (12.5)
11 (45.8)
2 (8.3)
2 (8.3)
5 (20.8)
5 (20.8)
5 (20.8)
5 (20.8)

Race/Ethnicity
Black
White
Other

2 (8.3)
20 (83.3)
2 (8.3)

Self-rated health
Good to very good
Fair to poor

13 (54.2)
11 (45.8)

*Demographic data were unavailable for one participant.

These themes and their related subthemes are described
hereinafter. Illustrative quotes by participants are
presented in Table 3.
Holistic Care

Understand the Patient and Their Situation. Participants
described the importance of HCPs getting to know patients
personally and attempting to understand their experiences
as members of a disadvantaged group, stressing the
importance of identifying and considering social factors
preventing these women from seeking or receiving
adequate care. Sophia urged HCPs to acknowledge that
many women adopt a caretaker role in which their health
and safety are taken care of only after that of others,
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stating: “Start paying attention. Women don’t take care of
themselves. They’re taking care of families.”
Many participants also emphasized the importance of
patient-specific care, expressing the desire that HCPs
consider their values and circumstances and provide
specialized treatments for their individual health needs.
Naomi suggested that getting to know patients more
personally could help HCPs improve their understanding
of patients’ health care needs: “But I think that, you know,
if you interact with somebody and see how they are as a
human being and then provide your services to cater to
the specific health needs and specific mental needs of that
patient, they might be, it, it might work out a lot better.”
Participants explained that patient-specific care should
involve HCPs considering their patient’s medical and
social history, what has and has not worked for them in the
past, how comorbid health conditions affect one another,
and how these factors could impact the effectiveness
of potential treatments physically, psychologically, or
operating within another dimension of health.
Offer Options and Supplemental Information. Many
participants felt that their HCPs overly focused on
weight and weight loss, without giving enough options
or specific recommendations to treat their health issues
nor adequate information to make an informed decision.
Rather, they received vague references to healthy eating
and exercise. Participants felt they had limited options —
either seeking alternative care, trying to treat themselves,
or engaging in ongoing cycles of weight loss or dieting.
Additionally, some participants noted HCPs dispense
information and recommendations that do not take into
account patients’ individual social needs, such as income,
leaving them unable to follow through with recommended
care. Feedback from Kit captured this feeling: “I’ve had
my thyroids checked, they've done everything possible.
It’s just, again, the health profession … I mean, you’re
poor, you just can’t afford it. … If there was a program
that I could get into, I would definitely try.”
To address these issues, Joelle suggested that HCPs better
educate patients: “[Give us] packets of information on,
like, this is what you should eat, this is how you make
these meals, this is where you should go to shop, this
is your local grocery store near you, this is what they
provide, in depth."
Likewise, Naomi recommended what she believed could
be an effective, income-sensitive treatment method:
“Instead of having to pay for a gym, offer free gym
memberships to women who are obese, through the
doctor’s offices or, you know, through insurance.”
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Table 3. Quotes That Capture Major Recommendations
Theme

Quote(s)

Understanding patients and
their situations

“Learn about your problems, your feelings, how you feel. I think if somebody would sit down
and take time to talk to you instead of having you come into the doctor's office and just push
you out in 15 minutes, the doctors and health professionals are not taking time to understand
how people in general feel.” (Tamara)
“They need to listen better and understand before they go assuming that it's because you're
obese or it's because you're diabetic, or it's because, you know, you just are being lazy or,
just, whatever they think.” (Patricia)

Offer options and
supplemental information

“My doctor did take a lot of steps before even handing out those kinds of things. He did a lot
of different testing, and a lot of different nutrition doctors, and talking and different things. …
They were trying to be very personable about it and ask me what my comfort is … and what
we could do to make me feel better about it and how we could do different steps without
having to go down a medical road or if I felt I needed to go down a medical road after so long
of trying the other way.” (Pam)
“... there isn't too many, a lot of, doctors that'll, like, do a study and take you as an individual
and say, ‘Okay, let's test this, this, this; let's try this, this,’ you know?” (Bette)
“Having a doctor back you up and realize, ‘Okay, this health condition does this, this one
does this. Yes, change your meds and make things better.’ … And, that I've had the good
experience because this doctor, he keeps me going.” (Sandra)

Communicate effectively

“I think it's all in how it's presented. It's how the health worker clicks with ... how they work
and how they click with each other. … But it's all in how it's presented … because if a person
is being fed information … and it's being, like, rammed down my throat, it doesn't work. But if
... the same information is presented in a way that I know I have to, but it's not being forced
upon me, then it works.” (Stacy)
“Well, they word things where I can understand 'em … which is great. … They … look back
through your charts, they check and see what was wrong the last time.” (Sophia)

Take your time

“… that kind of a friend-to-friend kind of thing, it would be very, very effective. But, doctors
and nurse practitioners usually are limited to about 10 minutes with each person.” (Lucy)

Have a positive attitude

“They'd probably have to get rid of … the negative view on people that are overweight.” (Taylor)
“I feel like in … health care settings … people automatically assume that you are unhealthy
when they look at you … it’s more judgment. I feel like … if a doctor’s telling you what you need
to do … it’s more judgment than them telling someone who is healthier … what they need to be
doing.” (Lacy)

However, some participants expressed frustration
with such recommendations in the context of their
rural communities, which often lacked grocery stores
and fitness facilities. Participants explained that the
cost of driving or taking public transit to the nearest
grocery store (which was often many miles away) was
prohibitive, leaving them reliant on local options, such
as dollar stores, which did not offer fresh food. For other
participants without consistent access to vehicles, transit
trips to the nearest grocery store could take up to a full
day, an amount of time they simply could not afford to
spare. Indeed, limited time, often due to employment
and/or familial constraints, appears to be an important
dimension to the barriers that low-income rural women
face, particularly for those working multiple jobs to make
ends meet. Rogue explained: “[Diet and exercise] helps
somewhat … when you have time for it. You gotta go to
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work and do your job. And you come home, take care of
your family and stuff, and you’re tired.”
Ultimately, participants were frustrated by the
seeming futility of HCPs’ recommended weight-loss
treatments. If HCPs continue suggesting diet and
exercise, participants recommended that they provide
more directive, in-depth, and practical information
that acknowledge the interplay of lifestyle factors with
physical health and the limitations associated with a
rural, low-income context.
Build Rapport

Participants highlighted poor rapport as a roadblock
to accessing satisfactory care, with lack of effective
communication, lack of time, and poor attitude as primary
contributors.

Original Research

Communicate Effectively. Participants wanted their HCPs
to communicate information about health conditions and
treatments in ways that they could understand and that
gave them a sense of agency. Lucy illuminated this when
she recalled a positive experience with her HCP that was
counter to other participants’ experiences: “We would just
talk about everything that happened and what I thought
was going to, and then she would, you know, prescribe
the tests, or she would … bring up things that I should be
looking up and doing.”
Lucy explained that having her HCP prioritize listening
to her concerns and offering detailed explanations
comforted her and allowed her to focus on improving
her health. Many participants touched on this concept,
expressing similar positive benefits of such an approach
or indicating preference for it.
Take Your Time. Some participants attributed the lack
of effective communication to time restrictions during
consultations with HCPs. Pam described how time
pressure can make patients feel their HCPs are not
adequately listening to or caring for them: “[HCPs]
need to space out those appointments and make them
a little longer so they’re not, ‘Okay … so here’s your
medicine, here’s your prescription, whatever, goodbye.’”
Participants felt they could not adequately communicate
health issues or connect with their HCPs, affecting
patient-provider rapport-building and the overall quality
of care received.
Have a Positive Attitude. Finally, many women cited
HCPs’ attitudes toward patients of higher weight as a
substantial barrier to good rapport. Some participants had
particularly negative experiences that they characterized
as “almost traumatic,” where HCPs described their
bodies as burdensome to others. These experiences could
have a pronounced impact on patients’ perceptions of
health care and willingness to seek care in the future
due to fear or frustration with being belittled or insulted.
Kit summarized: “When it comes to doctors and stuff, I
just think that they need to treat people better, no matter
which way you look at it.”
Despite the generally negative experiences of participants,
some spoke of predominantly positive experiences where
they felt little to no stigma or discrimination. This held
true for participants even when their HCPs continued
to mention weight, as long as weight was not being
“pushed.” Most of these experiences were characterized
by HCPs having an open, cooperative, and nonjudgmental
approach while displaying genuine interest in the
patient’s experiences and health. Stacy expressed this:
“He [her HCP] didn’t make me feel like I was stupid or …
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worthless or less than dirt, you know? ... 'That happened,
you’re overweight … what are we going to do about it?'
Not, 'What are you going to do about it?' 'What are we
going to do about it?'”
Likewise, Lucy contrasted negative and positive
experiences with different HCPs: “I’ve had doctors say
to me, well, you’re obese. Well, I have a mirror, I’m sure
I know I am. … But, I’ve had others say, okay, this is
temporary, we’ll be able to … get some of the weight off
you. That being the case … I have to listen to the ones
that say, we’ll be able to do this.”
Lucy’s example highlights the impact that HCP attitudes
can have on patients’ feelings and willingness to continue
care. By framing patients’ situations and treatment options
in a positive light, HCPs may help patients develop
confidence in their HCP’s ability to administer adequate
care and in their personal ability to improve their health
with continuing care.

DISCUSSION

This study examined the health care experiences of
25 Midwestern American higher-weight women from
low-income, rural backgrounds and presents their
recommendations for improvement. Results revealed that
participants experienced high levels of weight stigma
and unsatisfactory patient-provider relationships and
expressed a desire for a more holistic approach to health
care. Participants recommended that HCPs 1) understand
patients and their situations, 2) provide options and
supplemental information, 3) communicate effectively, 4)
take time, and 5) have a positive attitude. Although these
recommendations capture the unique experiences of women
at the intersection of multiple disadvantaged groups, many
of their recommendations align with previous findings
regarding patient complaints about health care (Table 4).
A recent review found patient complaints largely centered
on the quality and safety of care, institutional issues,
timing and access, communication, humaneness/caring,
and patient rights — with 29.1% of all patient complaints
focusing on the patient-provider relationship.46
Batsis and colleagues found that among higher-weight,
higher-socioeconomic status, older-adult, rural Americans
there was a particularly negative association with the term
“obesity.”47 Similar to participants in the present study, these
patients reported experiences of stigmatization and shame.
Physicians likewise expressed difficulties in documenting
patients’ weight sensitively and were resistant to labeling
“obesity” a disease. However, patients did express concern
about health and fitness. Therefore, what may be most
effective for this population is to focus more on immediate,
patient-identified wellness concerns rather than weight or
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Table 4. Summary of Recommendations From Participants and Related Literature
Themes

Description

Understanding patients and
their situations

• Attempt to understand patients’ experience as low-income, rural women of higher weight by
inquiring about their lives
• Consider patients’ psychological and social circumstances as they relate to their physical
health when assessing patients by considering psychosocial, internalized stigmas and
structural stressors they may encounter
• Tailor treatments and recommendations to the individual needs of each patient

Offer options and
supplemental information

• Provide treatment options alternative to diet and exercise and ask patients about
preexisting routines
• If diet and exercise recommendations are to be made, ensure they are specific and
informative
• Provide affordable and accessible treatment options — such as considering where patients
can exercise/access affordable produce locally
• Incorporate interdisciplinary teams with social workers, psychologists, dieticians, and
exercise physiologists to address patients’ multifaceted and highly specific concerns and
contexts
• Advocate for greater access to poverty reduction, mental health, and food security initiatives

Communicate effectively

• Speak in a manner that patients can understand (avoid medical jargon)
• Provide patients with direct, in-depth, and informative information regarding their health and
available treatment options
• Advocate for a greater focus on communication, weight stigma, and the social determinants
of health in medical education

Take your time

• Ensure consultations are long enough to collect a thorough patient history and to address
all concerns patients may have
• Advocate for greater health care accessibility and alterations to standard funding models to
incentivize longer standard appointment visits

Have a positive attitude

• Avoid endorsing common anti-fat biases (eg, laziness, poor diet and exercise, nonadherence)
• Provide open, empathetic, and nonjudgmental care
• Consider each patient’s individual starting point and celebrate small victories

“obesity,” per se. This also may help alleviate some of the
frustration experienced by physicians in managing higherweight patients.37 Seeking to ameliorate the effects of
stigma may be especially pertinent for patients living on
a reduced income, as they may encounter socioeconomic
barriers in accessing alternative HCPs.
Participants’ emphasis on positive communication,
acknowledgment and resource provision as important
barriers aligns with some reports of HCP perspectives.
Australian primary care physicians discussed multiple
barriers that effect their patients’ diet and exercise
options.37 Dieticians in Canada similarly expressed
that patients, particularly rural patients and lowincome patients, may encounter access issues with
respect to health care and healthy lifestyles.48 These
dieticians highlighted the importance of consistency in
messaging among HCPs and stressing small, positive
achievements. Koball and colleagues’ mixed-method
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study on American patients who recently saw an internal
medical provider noted that the majority of patients of all
weights appreciate specific advice and recommendations
concerning managing weight through lifestyle changes
(diet and exercise).49 However, patients with a higher
BMI desired more sensitivity when discussing the topic
(as opposed to complete avoidance of weight as a topic
or very direct speech about weight). Importantly, the
barriers mentioned by participants in the present study
and those mentioned by HCPs in previous research extend
beyond individual patient encounters to the redressing of
structural inequities.48
There is often an underlying assumption that individuals
have access to discretionary time and affordable food
and that the only barriers that individuals encounter are
easily overcome on an individual, and even internal,
level.50 Higher income also may have a protective effect
on the mental health effects of experiencing weight
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discrimination among women.51 Therefore, being
cognizant of the particular vulnerability of lower-income,
higher-weight women to weight stigma and reductionist
assumptions of lifestyle “choices” may be essential in
offering sensitive care.
Participants were further frustrated by the vague,
overstated, and often futile recommendation of
improving diet and exercise. Similar to other studies,
participants stated that if diet and exercise were a
concern, their preference was for specific plans, goals,
and recommendations.52,53 Although participants
described positive components of rural life, such as
growing one’s own food, they also described issues with
transportation, food access, and employment — echoing
other studies.17,54 Information transmitted to individuals
that fails to account for disadvantaging circumstances
is unlikely to prove valuable, discounts individuals’
experiential knowledge, and can reinforce the view that
the disadvantaged are merely ignorant.55-57 Health advice
must be contextualized within participants’ broader life
experiences and challenges.
While better patient-provider communication is associated
with improved health outcomes,58 quality patientprovider communication appeared to be lacking for
many participants. Some described experiences in which
their HCP did not appear knowledgeable or comfortable
discussing issues surrounding weight or did not speak in
a way that the participant understood. Other participants
felt that their HCPs spent too much time on weight and
expressed frustration with receiving vague, patronizing
recommendations about weight management based on
inaccurate assumptions concerning the participants’
lifestyles and social circumstances. These findings
correspond with studies done from the HCPs’ standpoint,
which indicate HCPs do not receive enough training on
weight management and communication.36 Koball and
colleagues noted that patients want their HCPs to be
straightforward and honest in their conversations about
their weight;49 however, women with high BMI wanted
HCPs to be sensitive about the topic and called for HCPs
to be more aware of their life circumstances. Overall,
previous research on women’s experiences in health
care indicates that weight is not something that should
be ignored and that women are aware of their bodies.
However, acknowledging that weight is only part of the
whole health of a person, and not the defining quality,
can move health care to a more satisfying and patientcentered model.
These findings are strongly juxtaposed to studies that
have measured HCPs’ comfort with discussing weight
with patients, noting that many HCPs do not feel like
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they have the knowledge, time, or confidence to have
these discussions.36,37 Thus, one barrier to quality patientprovider communication could be time, as patientprovider consultations are often restricted to short
durations, a limitation that particularly affects the multiply
disadvantaged.59 More time for the consultation may have
allowed for HCPs to learn about participants’ contexts
and concerns, rather than relying on assumptions that
may reflect weight stigma.41,60 Indeed, participants in the
present study expressed a desire for longer consultations
and stronger relationships with their HCPs to develop
more effective health plans that take their circumstances
into account.
Finally, the most commonly cited barrier to effective
communication and access to safe and satisfactory
care was poor HCP attitudes toward patients of higher
weights. Almost all participants reported experiencing
some form of weight stigma or discrimination while
seeking care. Common examples within the current
study include participants’ feelings that HCPs believe
that higher-weight patients are lazy, lack willpower,
have poor diet and exercise regimens, and that all
higher-weight patients’ health conditions are due to
weight. Participants suggested that HCPs increase their
effort to treat patients respectfully and that getting to
know patients personally and exploring potential causes
of illness independent from weight could improve the
quality of care received.
Unfortunately, no specific strategy for reducing weight
stigma among health care professionals has been shown
to be consistently effective.61 One challenge in reducing
weight stigma is that it is often implicit — HCPs may not
even be aware they hold these attitudes.62 Furthermore,
as members of society, HCPs are inundated with weightstigmatizing messages in multiple venues.61 Weight
stigma intervention research focusing on developing
skills and competencies among HCPs, with long-term
follow-up, should be prioritized.61 The similarity of our
findings to other studies suggests that higher weight may
indeed operate as a “master status” and come to dominate
an HCP’s view of a patient and that patient’s experience
in the health care encounter.5-8 As such, adopting a
weight-inclusive approach, which aims to improve
patients’ health independent from weight loss, may be
one promising strategy for addressing these participants’
recommendations.5 If weight inclusivity is practiced
more broadly and incorporated into medical training,
it may ultimately shift the normative assumption that
higher-weight individuals are necessarily unhealthy and
irresponsible, which feeds into their negative experiences
in the health care system and stigmatization.60 More
weight-inclusive policies, shifting focus from weight
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to holistic well-being, recognizing patients’ unique
circumstances, and giving space for higher-weight
people to guide policies can improve health care without
contributing to stigmatization.5,35
Limitations

The study sample was intentionally homogenous and
took as its focus a very particular population; however,
further research should be undertaken on the experiences
of higher-weight, rural, and low-income men, and
weight stigma research should expand in terms of
diversity of samples and incorporation of intersecting
forms of marginalization.4 For example, in addition to
the intended sample characteristics, the present sample
was mostly White and quite well educated. More
research should be conducted with racialized persons
on experiences of weight stigma and those with lower
educational attainment. Rapport may have been affected
by the interviewer's slim body size and differential
socioeconomic status; however, field notes generally
suggest study rapport was established with participants
wanting to provide helpful data to a student. The study
design and small sample size precludes generalization
but allows for a more in-depth analysis. Furthermore,
the congruence of the findings to other studies suggests
themes may be transferable to other populations.

CONCLUSIONS

This study identifies barriers faced by low-income, ruralresiding women when accessing health care and suggests
potential improvements in care delivery. Participants
recommended more holistic care and improved patientprovider relationships, with an emphasis on patientcentered communication and poor HCP attitudes. To ensure
patients receive holistic care, participants suggested that
HCPs take time to understand patients and their situation
more intimately. This includes identifying patients’ goals
and preferences regarding treatment and understanding
how patients’ income and rural status may influence
their ability to access and follow through with care plans.
Participants also recommended that HCPs tailor treatments
to the specific needs of patients, including considering
alternative treatments to diet and exercise and providing
more in-depth information to patients.
Future research should explore how implicit and
explicit weight stigma can be reduced within health
care. As this study focused solely on female-identifying
participants, and the sample was largely well-educated
and White, weight stigma research on male-identifying
participants, those encountering racial bias, and those
with lower education is encouraged.
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Patient-Friendly Recap
• Women are disproportionately stigmatized
based on their weight or appearance, and health
disparities are often found in rural, low-income
patient populations.
• The authors interviewed women from rural, lowincome backgrounds who self-identified as having
higher weight about their experiences with health
care providers.
• Patient recommendations for providers focused on
correcting physician biases, building better rapport,
and providing holistic care.
• Findings may inform future communication and
training approaches aimed at eliminating weight
stigma in health care.
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