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INTRODUCTION 

Obesity is a common global disease. In UAE 30% of 

children between 2-18 years are either overweight or 

obese.1 Weight bias refers to the negative attitudes toward 

obese children only because of their weight. It is widely 

prevalent in media, schools, families, peers, employment 

and even in health care settings. Weight bias has adverse 

physical, social and psychological effects that are 

preventable. Physicians like other people in the 

community can sometimes practice weight bias with their 

obese children consciously or unconsciously. Research 

shows that even healthcare professionals who specialize 

in the treatment of obesity hold negative attitudes.  

Beside the effects on the psychological, social, physical 

health, and quality of life of obese children weight bias in 

health care settings may have a negative impact on 

quality of healthcare provided for these patients. The 

more the weight of the patient, the more negative the 

attitudes and distancing behaviours of physicians.2,3 This 

research looks at weight bias among healthcare providers 

for children in UAE.  
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ABSTRACT 

 

Background: This research looks at weight bias among healthcare providers for children in UAE.  

Methods: This study was done through self-administered questionnaire. Our targets were health care providers for 

children working in both governmental and private hospitals in UAE. 198 participants were enrolled in the study after 

exclusion of invalid questionnaires. 

Results: While 15.4% of healthcare professions in our study acknowledged practice of weight bias during care of 

obese children, 52.5% denied and 32.1% are not sure about it. 149 participants (76%) believed that failure of obesity 

management in children is attributed to their weak willpower and poor commitment. Compared with normal children, 

overweight/obese children are considered less complaint by 59% of our participants, less active by 78.2%, less 

willpower by 59.5%, less confident by 73.2% and less intelligent by 17.7%. Finally, 10% of our participants consider 

treatment of overweight/obesity is a waste of time.  

Conclusions: This study shows significant weight bias among healthcare profession which can occur unintentionally. 

Weight bias among health care providers affects the quality of medical care of obese children. Education, training and 

increasing awareness of weight bias among health care providers in UAE is an initial and essential step to decrease 

the risk of weight bias which is a significant barrier in management of childhood obesity.  
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METHODS 

This cross sectional observational study was done 

through a self-administered questionnaire. The 

questionnaire was designed to cover various aspects of 

weight bias. A pilot study was done prior to distribution 

of the questionnaires. Our targets were health care 

providers for children working in both governmental and 

private hospitals in UAE. 198 participants were enrolled 

in the study after exclusion of invalid questionnaires. The 

health care professions voluntarily participated in this 

study and a consent form was provided. SPSS 21 

program was used for analysis of data and pie and bar 

charts were used to represent results of this study. The 

Ethics Committee waived requirements for an ethical 

approval procedure. 

RESULTS 

198 participants were enrolled in the study after exclusion 

of invalid questionnaires. 70 of participants (37%) were 

from Private hospitals while 63 (34%) from Government 

hospitals, 22(11%) from polyclinics, 12 (6%) from 

private clinics and the remaining were from PHCs and 

other health care settings. 

 

Figure 1: Acknowledging weight bias in professional 

environment. 

 

Figure 2: Failure of obesity management is due to 

“Lack of willpower” in obese individuals. 

104 of health care professions in our study (52.5%) 

denied any weight bias in their facility, 64 participants 

(32.1%) were not sure about it while only 30 individuals 

(15.4%) acknowledged practice of weight bias (Figure 1). 

149 participants (76%) believed that failure of obesity 

management in children is attributed to their weak 

willpower and poor commitment (Figure 2). 

Compared with normal children overweight/obese 

children are considered less complaint by 90(59%) of our 

participants, less active by 155(78.2%), less willpower by 

119(59.5%), less confident by 145(73.2%) and less 

intelligent by 35(17.7%) (Figure 3).  

 

Figure 3: Healthcare professionals’ perception of 

overweight/obese children in comparison to normal 

weight children. 

Although in only 8% of our participants believe that 

overweight or obesity negatively affect their respect 

toward children and in (4%) of them it leads to have 

negative attitude toward these children while discussing 

weight issues with their parents, most of them (96%) 

believed that obese children need emotional support 

(Psychological or motivational). Finally, 10% of our 

participants consider treatment of overweight/obesity is a 

waste of time. 

DISCUSSION 

This study shows that weight bias- which is negative 

attitudes toward obese children only because of their 

weight- is quite common among health care providers 

caring for children. 

It also shows that it can affect the quality of medical care 

offered to these children and their compliance to 

treatment. 

This is clear from the high percentage of pre-assumptions 

among health care providers regarding many characters 

of obese children like defects in activity (78.2%), will 

power (59.5%), Confidence (59%) and even intelligence 

(17.7%). These pre-assumptions are based on no logic 

reason except of being overweight or obese. 
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These pre-assumptions can clearly affect the management 

of these patients as most of the participants believe that 

failure of treatment is related to these patients’ assumed 

characters ignoring that childhood obesity is a complex 

disease caused by interactions of many biological, 

genetic, cultural and environmental factors that all needed 

to be tackled at the same time 4. 

These assumptions can even lead to some participants to 

believe that treatment of such patients is a waste of time 

as reported by 10% of our participants. 

These negative attitudes can also affect the respect and 

the relations between the health care providers and these 

obese children and their parents, this was acknowledged 

by 8% of our participants. With such attitudes, usually 

Less time is spent with the physician, with less 

intervention and less discussion with the parents.  

The blame attitude of weight bias that practiced by health 

care providers-as they believe that failure of treatment is 

usually attributed to the patients weak will power- will 

lead the patients to avoid follow up in such clinics with 

poor compliance for treatment or any other therapeutic 

measures. Many of the patients will become reluctant to 

seek medical care, cancel medical appointments, and may 

be more likely to delay important preventative healthcare 

services. 

Another important finding in this this study is that many 

of the health care providers are practicing weight bias 

unconsciously. This is clear from the discrepancy 

between the high percentages of the participants (average 

60-70%) who have negative attitude towards obese 

children compared with the low percentage (15%) who 

acknowledge that they may practice weight bias during 

their care of these children. Many of them are even not 

sure about the attitudes of weight bias (32%) 

Many other studies showed similar results. Negative 

attitudes about individuals with excess weight have been 

reported by physicians, nurses, dietitians, psychologists 

and medical students.5-8  

Some researches showed that even healthcare 

professionals who specialize in the treatment of obesity 

hold negative attitudes.9 In one study 2,449 overweight 

and obese women were surveyed for a list that include 22 

different individuals (e.g., family members, employers, 

doctors, educators, strangers) and asked how often they 

were sources of weight stigmatization. 52% reported 

doctors had stigmatized them on more than one 

occasion.10 

In other studies physicians viewed obese patients as: non-

compliant, lazy, lacking in self-control, weak-willed, 

dishonest, unsuccessful, unintelligent.11-15 

The importance of weight bias by health care providers 

does not arise only from its high prevalence but also from 

its important effects on our obese patients. Weight bias is 

known to have negative consequences for psychological, 

social, and physical health, as well as quality of life. This 

was shown in many studies.16 Psychological outcomes 

can include depression, anxiety, low self-esteem, Poor 

body image, and suicidal thoughts and behaviors.17 The 

social effects include social rejection by peers, poor 

quality of interpersonal relationships, and potential 

negative impact on academic outcomes.18-22 

Weight bias can also lead to binge-eating, avoidance of 

physical activity and unhealthy weight control practice 

which will affect the physical health of obese 

children.11,23,24  

CONCLUSION 

Weight bias is a negative attitude that practiced against 

obese children only because of their weight. Weight bias 

is usually unrecognized complication of obesity in 

children although it has adverse physical, social and 

psychological effects and can affect the quality of life of 

these children. Although weight bias is preventable it is 

widely prevalent in media, schools, families, peers, 

employment. Unfortunately, weight stigma also exists in 

healthcare settings.  

Physicians are common sources of stigma and research 

shows that even healthcare professionals who specialize 

in the treatment of obesity hold negative attitudes.  

Weight bias among health care providers affects the 

quality of medical care of obese children leading to poor 

compliance for treatment or any other therapeutic 

measures. Many of them will become reluctant to seek 

medical care, cancel medical appointments, and may be 

more likely to delay important preventative healthcare 

services.  

This study also shows that health care providers can and 

should play a critical role to reduce weight bias in health 

settings instead of promoting it. An initial and important 

step is that they should be aware of their own use of 

language, assumptions and attitudes about obese children. 

Also, they should understand the nature of obesity as a 

complex disease caused by many biological, social, 

cultural and environmental factors which will make them 

avoid the blame attitude and using an encourage one 

instead during their management.  

Health educations, increased awareness of weight bias 

and training health care providers on the skills of 

communications during dealing with obese children are 

recommended in UAE for any trial to prevent weight bias 

among health care providers. 
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