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Summary
Background The detrimental effects of weight stigma are a growing concern as a contributor to negative physical and
mental health outcomes, disparities in care, and healthcare avoidance. Research exploring the impact of weight-
neutral healthcare is limited but suggests weight-neutral interventions are associated with positive psychological
and behavioral outcomes. Little is known about patients’ lived experiences receiving weight-neutral healthcare.

Methods We conducted semi-structured interviews between Feb 5, 2019 and Feb 25, 2020 with 21 women (90% non-
Hispanic white, mean age 49 ± 14.8 years) who had type 2 diabetes or prediabetes and high body weight (mean body
mass index 43.8 ± 8.4, range: 30.2–63.9) and previously attended a specialized treatment program for binge eating
disorder. We recruited individuals with type 2 diabetes or prediabetes who completed of >2 weeks of a specialized
binge eating disorder treatment program with the ability to participate in an English-spoken interview and did not
have cognitive impairment or severe psychopathology that would limit recall or engagement in the interview.
Interviews were analysed using thematic analysis and Nvivo software. The main outcome we studied was patients’
lived experience in healthcare settings and in a weight-neutral eating disorder treatment program.

Findings Participants reported experiencing weight stigma in healthcare encounters and believed this decreased the
quality of care they received. While participants frequently attempted to lose weight, they experienced embarrass-
ment, internalized a sense of failure, and felt blamed for their weight and health conditions. In describing experi-
ences within a weight-neutral paradigm, participants reported that helpful elements included consistency in the
eating pattern (emphasizing adequate, varied, and nourishing intake), sufficient and specific education, and
comprehensive support. Reported impacts included decreased binge episodes, experiencing less shame, and
increased resiliency following treatment. Some participants experienced the weight-neutral treatment
recommendations and the absence of the pursuit of weight loss as challenging.

Interpretation Weight-neutral treatment may improve psychological and behavioral outcomes regarding binge eating,
and longitudinal, quantitative research is warranted. These findings are useful to decrease weight stigma in provider–
patient interactions.
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Introduction
Weight stigma encompasses a range of discriminatory
acts and stereotypes based on a person’s body weight or
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size. The detrimental impact of experiencing weight
stigma on mental and physical health outcomes has
emerged as an area of concern1,2 and a better
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Research in context

Evidence before this study
The detrimental effects of weight bias and weight stigma are
a growing concern as a contributor to negative physical and
mental health outcomes and health disparities. Research
exploring the impact of weight-neutral healthcare
frameworks as a strategy to mitigate the negative effects of
weight stigma is currently limited but evolving. We searched
PubMed for articles before 2019 when enrollment in the
present study began, using the terms "binge eating disorder"
OR "binge" AND "type 2 diabetes"; 92 publications were
identified of which 44 were not relevant. We included 38
articles that provided or reviewed epidemiological research
and 10 that reported on treatment strategies (specifically,
weight-loss interventions or medications, although one
publication advocated for interdisciplinary treatment); none
discussed weight-neutral approaches. An updated PubMed
search (adding “weight-neutral” to the original search terms)
on December 2, 2022 yielded no results.

Added value of this study
The findings from our qualitative research contribute to the
understanding of the experiences of weight stigma and the

perceived impact of weight-neutral care among a population
of women receiving treatment for binge eating disorder.
These women reported experiencing weight bias in medical
settings and perceived providers had limited understanding of
the complexities of their weight-loss efforts, though self-
advocacy regarding weight discussions was effective.
Healthcare avoidance also manifested in a reluctance to
discuss or disclose binge eating behaviors. In the setting of
this specialized binge eating disorder treatment program,
weight-neutral care facilitated skill-building that improved
physical and/or mental health, though some participants
verbalized the challenges of the contrasting weight-neutral
and weight-focused approaches.

Implications of all the available evidence
More research is needed to better understand what
contributed to these participants’ ability to self-advocate and
strategies to promote and support the development of self-
advocacy skills. Quantitative longitudinal research measuring
and evaluating physical, psychological, and nutritional
outcomes over time after receiving weight-neutral health care
is a next, much-needed step.
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understanding of the occurrence and sequalae of weight
stigma is needed. Underlying weight stigma is weight
bias, which includes negative attitudes, beliefs, and
judgements about individuals stemming from their
high weight status.1,3–5

Weight stigma has been associated with elevated
markers of oxidative stress,6 inflammation,7 and car-
diometabolic disease.8–11 Specifically, perceived weight
discrimination has been associated with 1⋅3 higher odds
of type 2 diabetes,11 a chronic condition resulting in
impaired insulin sensitivity andhigh bloodglucose levels.
Individuals with higher BMI were more likely to report
weight discrimination,11 and individualswho experienced
weight discrimination were more likely to become or stay
at BMI >30.9 Experts in public health, obesity, and eating
disorders identify weight stigma as a social justice
issue12,13 and a contributor to health disparities.14,15

Of particular concern is the extent to which
weight stigma is experienced in healthcare settings.
Research provides evidence that where healthcare
providers hold negative attitudes regarding people
with high body weight, the quality of clinical care is
adversely affected,16,17 which can result in healthcare
avoidance.18 People with type 2 diabetes described
experiences of stigma from health professionals that
included being judged and shamed for their weight
and diabetes-management efforts that fell below
provider expectations19 and perceived that providers
did not understand the difficulties in managing
diabetes.20
The effects of experiencing weight stigma are partic-
ularly salient when considering the healthcare-seeking
behaviors and treatment experiences of individuals with
eating disorders who live in larger bodies. Weight stigma
is associated with eating disorder symptoms such as
binge eating.21,22 Binge eating disorder (BED) is charac-
terized by recurrent binge eating episodes in which an
objectively large amount of food is consumed in a
discrete period, accompanied by hallmark feelings of loss
of control, distress, guilt, and shame in the absence of
compensatory (calorie-purging) behaviors.23 BED is the
most common of all eating disorder diagnoses; in the
U.S., lifetime prevalence is ∼2–3% among both men and
women24 and occurs with the same or higher prevalence
among people of color.25,26

Use of a weight-neutral framework, which focuses on
supporting health-related behavior change rather than
weight loss per se, has gained attention as a means of
reducing peoples’ experiences of weight stigma. Empirical
evaluation of the efficacy of weight-neutral interventions is
ongoing. To date, the literature is limited but evolving and
includes small studies of limited scientific rigor. A 2018
systematic review reported health interventions based on a
weight-neutral model were associated with positive psy-
chological, physical activity and eating behavior outcomes,
whereas conclusions about cardiovascular and body image
outcomes were less consistent.27 A 2020 meta-analysis
found weight-neutral approaches were not significantly
different from weight-loss methods regarding physical
(e.g., BMI, blood pressure, and HbA1c) and psychological
www.thelancet.com Vol 56 February, 2023
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(e.g., disordered eating behaviors, self-esteem, depression,
quality of life) health outcomes.28

Little is known about patients’ lived experiences in
weight-neutral treatment settings. This qualitative study
explored patient experiences with and perceived impact
of weight-loss-focused and weight-neutral healthcare
experiences among a sample of women with type 2
diabetes/prediabetes who also had BED.
Methods
Participant recruitment
We invited former adult patients of a BED treatment
program delivered as an intensive outpatient program
(IOP) to participate in one-on-one interviews. Inclusion
criteria included completion of >2 weeks of program and
discharging at least six months prior to enrolling in the
study, and diagnosis with both BED and type 2 diabetes
or prediabetes. Exclusion criteria were cognitive impair-
ment or severe psychopathology limiting the ability to
recall treatment program experiences or participate in an
interview. Potential participants were identified by
screening 319 medical records from admissions to the
Intensive Outpatient Program between Jan 01, 2015
through Apr 30, 2019; recruitment letters were mailed to
eligible individuals inviting them to participate in a single
study visit. Study procedures were approved by the Bos-
ton University Institutional Review Board.
Setting
All participants were past patients of a single specialty
centre that offered a specialized intensive outpatient
BED treatment program at its multiple, in-person clinic
locations in Massachusetts. A summary of the compo-
nents comprising the BED treatment protocol’s weight-
neutral approach is presented in Fig. 1. While some
BED treatment programs include a component of
weight-loss or weight-management,29–31 the program we
recruited from provided weight-neutral treatment.
Data collection & analysis
We used purposive sampling to conduct in-depth in-
terviews to obtain patient-level qualitative data about
participants’ perceptions in primary care practice where
weight loss is a conventional cornerstone of diabetes care
and in the setting of a weight-neutral BED treatment
program. Individuals who enrolled in the study attended
a 60-min in-person visit at the treatment centre. They
were informed of the rationale and objectives of the study
and provided informed consent prior to participating.
They were compensated ($50 gift card) for their partici-
pation. Interviews were conducted by members of the
research team (MGS and PAQ) who were not members
of the participants’ past treatment team.
www.thelancet.com Vol 56 February, 2023
The semi-structured interview guide included ques-
tions specifically about lived experiences at the inter-
section of diabetes and BED, experiences with binge
eating, and experiences receiving primary or specialist
healthcare services.32 De-identified interview transcripts
were coded and analysed by a multidisciplinary research
team (MGS, MDR, KLEC, PAQ) using thematic anal-
ysis.33 This team approach ensured investigator trian-
gulation and supported the internal validity of the data.34

Following this analysis, marked transcripts were entered
into NVivo software35 to organize and facilitate the
grouping of themes. We applied the Standards for
Reporting Qualitative Research (SRQR) checklist to
support methodological rigor in reporting our find-
ings.36 The data presented here focus on participants’
perceptions of usual primary care healthcare versus
weight-neutral healthcare regarding body weight and
weight stigma; findings specific to participants’ experi-
ences with managing co-occurring type 2 diabetes and
BED have been previously published.37
Role of the funding source
The funder of the study had no role in study design, data
collection, data analysis, data interpretation, or writing
of the report. All authors (MGS, MDR, KLEC, and PAQ)
had access to the full de-identified dataset and had final
responsibility for the decision to submit for publication.
Results
Twenty-one women participated in interviews; participant
characteristics are presented in Table 1. Of the 319 in-
dividuals screened, 62 were eligible to participate (56
women and 6 men (1 transgender man)), of which 31 did
not respond, and 10 declined (due to distance/moving
away or being too busy or not interested in participating).
The experiences and impact of weight stigma in the
primary care setting and of weight-neutral care in the
BED treatment setting are summarized in Fig. 2.

Primary themes articulated by study participants
included the following: (1) focus on weight and weight
loss in medical appointments and providers’ limited
understanding of the complexities; (2) weight stigma
affecting access to and quality of medical care; (3)
weight-neutral care facilitated skill-building that
improved physical and/or mental health; (4) differences
between and challenges of weight-neutral care and
weight-focused care.
Theme 1: focus on weight and weight loss in
medical appointments and providers’ limited
understanding of the complexities
Participants reported weight stigma in interactions with
healthcare providers, which they described as impacting
the quality of care they received. The recommendation
3
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Clinical Environment and Program Protocols 
- Weights were obtained on a weekly basis for most clients as part of the clinic-wide 
standardized protocol. This information was primarily used as one data point in 
clinicians’ ongoing holistic assessments regarding individuals’ responses to treatment 
as well as for insurance-coverage purposes; it was not used to guide treatment goals 
or meal plan changes. Weights were not measured for participants who requested to 
opt out of this component of program.  
- The clinic environment was designed to accommodate a range of body sizes 
allowing people in larger bodies to be comfortable, with private spaces dedicated to 
patient interactions, adequate physical space, and appropriately sized chairs and 
equipment, including blood pressure cuffs for taking vital signs. 
- The program treatment team communicated and collaborated with clients’ outpatient 
providers, including primary care physicians and diabetes specialists (when 
applicable). The outpatient medical team remained the primary providers for diabetes 
management. 
 
Therapeutic Support 
- Three-hour program sessions led by clinic staff (social workers, dietitians, or mental 
health counselors) were held three days per week and included a shared meal plus 
educational and processing groups (e.g., addressing body image).  
- Participants met with their licensed therapist on a weekly basis for one-on-one 
counseling sessions. These sessions included psychoeducation and applied standard 
therapeutic strategies including cognitive behavioral therapy to develop coping skills 
and address binge eating behaviors. Individual sessions included discussions of 
weight and emotions associated with weight loss, including participants’ histories with 
weight and weight-loss efforts and ongoing discussions when clients felt conflicted, 
challenged, or sad about the drive to lose weight (whether internalized or externally 
motivated) or the program’s weight-neutral presentation that may differ from their or 
their healthcare providers weight-loss focused approach. 
- Physical activity was incorporated into the weekly schedule. For example, chair yoga 
was offered in program, and walking and other forms of lifestyle activity were 
encouraged. 
 
Nutrition 
- Meal plans were planned to be weight-neutral and nutritionally adequate rather than 
creating a caloric deficit. The primary goal of nutrition intervention was to provide a 
structured eating pattern designed to interrupt and decrease binge eating behaviors 
while supporting proper nutritional status. 
- Participants had individual sessions with a registered dietitian nutritionist upon 
admission, then every-other-week for program duration. The dietitian set weight-
stabilization goals, rather than prescribed weight loss, to achieve the primary 
objective of reducing binge episodes, severity, and sequelae. Dietitians receive 
education regarding medical nutrition therapy for diabetes management, but most 
dietitians in this treatment centre were not diabetes specialists. Program dietitians 
integrated diabetes-focused education and adjusted meal plans on an individualized 
basis.  
- The dietitian ran a weekly group nutrition education and processing session.

Fig. 1: A description of the weight-neutral aspects of the clinical environment, program protocols, therapeutic support, and nutrition in-
terventions provided in the binge eating disorder treatment program.
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to pursue weight loss from medical providers was nearly
universal, as was participants’ efforts at losing weight.
Women described frustration with medical providers’
emphasis on weight loss during visits and overly
simplistic recommendations that underappreciated the
bio-psycho-social complexities of weight. Participants
expressed feeling that their efforts and experiences of
past or current weight-loss attempts went unseen and
unacknowledged:

"It’s approached in a very cut-and-dry way, like ‘well you
need to lose weight, cut calories, cut food, exercise
more,’ without an understanding of how complex that is
and all of the other pieces that go along with it, as if it’s
just a simple formula."

– Participant 1, Age 40

"It’s kind of insulting. Because they [providers] assume
that I’m this weight because I want to be, not because I
try everything I possibly can to not be this weight."

– Participant 10, Age 57

Participants reported feeling blamed or shamed in
response to provider comments or interactions. Some
participants described not only feeling judged for their
body weight or difficulties with weight-loss attempts, but
a lack of weight loss often was interpreted as non-
www.thelancet.com Vol 56 February, 2023
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n (%)

Participant age, in years

18-39 5 (24)

40-59 11 (53)

≥60 5 (24)

Participant race

White 19 (90)

Black or African American 1 (5)

Multiple race identities indicated 1 (5)

Body Mass Index

30.0–39.9 7 (33)

40.0–49.9 10 (48)

50.0+ 4 (19)

Education

Completed high school 1 (5)

Some college or technical school 6 (29)

College degree 11 (52)

Graduate degree 3 (14)

Employment status (multiple selections possible)

Employed, full-time 10 (48)

Employed, part-time 5 (24)

Disabled, employed part-time 1 (5)

Disabled, not able to work 4 (19)

Student 3 (14)

Frequency of binge eating episodes (at time of interview)

<1x/month 5 (24)

1–2x/month 2 (10)

1x/week 4 (19)

2–3x/week 3 (14)

4–6x/week 2 (10)

1x/day 3 (14)

>1x/day 2 (10)

Insurance coverage

Group plan (through employer or union) 13 (62)

Individual private plan (member pays premium) 3 (14)

Medicaid 4 (19)

Medicare 1 (5)

Chronic health conditions/diagnoses

Hypertension 9 (43)

Hyperlipidemia 4 (19)

Hypothyroid 4 (19)

Type 2 diabetes 11 (52)

Prediabetes or impaired glucose tolerance 10 (48)

Sleep apnea 4 (19)

Osteoarthritis 2 (10)

Polycystic ovarian syndrome 4 (19)

Congestive heart failure 2 (10)

Non-alcoholic fatty liver disease 1 (5)

Table 1: Participant characteristics (n = 21 women).
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compliance. As a result of these experiences, self-blame
and self-loathing were amplified, and there was a
decreased alliance in the patient–provider relationship:

"Most of my experience with doctors was about, ‘you
have to get in control, you have to have willpower, you
www.thelancet.com Vol 56 February, 2023
have to do this, do that.’ So, it was very guilt-ridden …

My doctor was horrible. She was so mean. … All she
used to say to me was ‘well, you are in the line for a
heart attack and a stroke; you’re right there standing in
line.’ I remember her precisely saying that to me. And
just with a very, you know, ‘you are a failure.’"

– Participant 18, Age 63

"I felt that when I was doing well, she [my doctor] was
really supportive, … when I stopped taking care of myself,
her attitude was very condescending, and I was wasting
her time. She didn’t say that, but that was how she very
clearly made me feel with the words that she used. And I
carry enough guilt and self-loathing and hate that some-
one else doesn’t need to do that. And it’s unfortunate
that she didn’t get my struggle, didn’t have time for
my struggle, was too busy with people who were really
trying, and I get that; but I just want to go guilt-free, that
someone won’t instill the guilt because I already feel guilty
enough."

– Participant 11, Age 56

Importantly, some participants described reacting to
providers’ unhelpful comments by advocating for
themselves and specifically asking for weight to be less
of a focus of discussions. Notably, participants reported
that they were the ones to take initiative to reduce the
focus on weight as the primary, or sometimes sole,
health-related intervention, and the results were often
positive and effective:

"[My provider] did talk to me about weight, weight loss,
and I’ve found that talk not helpful … And I just stewed
about it. And then I went in to see her the next year for
my follow-up, and I kind of had to psych myself up. I said
to her like, ‘you know, last time you said this thing…’ and
she was wonderful about it. She was like, ‘oh, ok great.’
And she said to me like, ‘next time, don’t wait a year to
tell me.’ And she was absolutely right!” … It [self-
advocacy] was hard, but it was good! And she was great."

– Participant 3, Age 52

"When I went in to this first doctor, she initially com-
mented on my weight and said, ‘this is a big issue.’ And I
touched her arm, and I said, ‘I understand, I want you to
know I have binge eating disorder, I’m working on it, but
putting me on a diet is not the right way to do it.’ Like, I
could advocate for myself. And now I love her, I love her."

– Participant 21, Age 50
Theme 2: weight stigma affected access to and
quality of medical care
Participants reported their experience of having a high
body weight as a barrier to accessing care. In particular,
participants described feeling dismissed or invalidated
in healthcare settings because of their weight. For
example, two participants reported instances where
5
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Perceptions of weight stigma in primary care medical settings 
Experiences Impact 

• Medical providers focused on 
weight during appointments 

•  Weight-loss recommendations 
were perceived as simplistic, 
lacking nuance, individualization, 
and an understanding of past 
attempts 

•  Weight bias limited the availability 
and quality of health care 

•  Participants (patients) needed to 
self-advocate to reduce the focus 
on weight 

•  Participants internalized weight 
stigma and blame 

•  Participants reported healthcare 
avoidance and reluctance to 
disclose or discuss eating behaviors 
including binge eating 

•  Participants verbalized feelings of 
hopelessness and paralysis 

•  Participants perceived that weight-
focused conversations displaced 
other health-related topics 

•  Self-advocacy improved the patient-
provider relationship and supported 
a more empowered patient role 

 
Perceptions of weight-neutral healthcare delivered in an eating disorder 
treatment setting  
Experiences Impact 

•  Shift in therapeutic and 
educational focus away from 
changes in weight to center on 
capacity-building for holistic self-
care and skill-building 

•  Autonomy was built into 
collaborative decision-making and 
goal setting 

•  Participants were encouraged to 
eat/nourish and experienced less 
rigidity around food (shifting from 
dieting rules to food choices) 

 

•  Reduced binges 
•  Resiliency to interrupt/rebound from 

binges that did occur 
•  Acquisition of new skills and mindset 
•  Openness between patients and 

providers with reduced feelings of 
shame 

•  Increased body acceptance  
•  Shift in mindset and self-care 

behaviors consequent to education 
and skills development 

•  Improved self-efficacy with meals 
•  Participants’ disappointment with 

body weight’s response  
•  Slow buy-in for weight-neutral 

strategies because of a sustained 
internalization of weight loss as a 
priority 

•  Emotional reactions to not trying to 
lose weight and the contrast with 
past weight-loss efforts (a continued, 
internalized goal) 

 

Fig. 2: Summary of themes categorizing participants’ perceptions of experiences with and impact of weight-focused and weight-neutral care.
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physicians declined to accept them as new patients,
showing evidence of weight bias:

"It was the first time the doctor met me, and she was
like, ‘You’re overweight; I don’t want any more over-
weight [patients].’ She was just horrible. And she left the
room, and I burst into tears."

– Participant 21, Age 50

"He’s supposed to be this great weight-loss doctor, and
he sort of said, ‘thanks but no thanks’ … And he basi-
cally said he couldn’t help me because I had too much of
an emotional attachment to food. And I remember
sitting in the car crying saying, ‘Oh my God, even the
‘fat-doctor’ rejected me.’"

– Participant 11, Age 56
Participants also reported barriers to receiving the
individualized healthcare they needed, particularly to
address binge eating symptoms, feeling as though
there weren’t treatment options for their specific be-
haviors or symptoms. Some described being viewed
as “not sick enough” to warrant an evaluation,
referral, or treatment of sufficient duration for binge
eating due, in part, to having a higher body weight.
Both weight bias and a poor understanding of the
spectrum of eating disorder diagnoses was evidenced
here:

"Binge eating people are an afterthought. There are just
not really services for me. That’s just how it is."

– Participant 19, Age 22
www.thelancet.com Vol 56 February, 2023
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"I’ve looked around [for treatment options] and there’s
just nothing. It’s either the inpatient [treatment] for like
anorexia or something; there’s nothing for severe binge
eating disorder."

– Participant 7, Age 37

"You hit a point where your insurance is like ‘well, we’re
not going to pay anymore for you.’ But then I was like…
I’m not ready to transition out [of BED treatment]."

– Participant 1, Age 40

Participants described how experiencing weight
stigma in medical settings resulted in perceptions of
getting lower quality care and exacerbated healthcare
avoidance. As a result of weight-stigma experiences,
participants reported internalizing stigma and self-
blame. Weight stigma occurred within the healthcare
system, but it is also apparent that the pervasive influ-
ence of weight stigma is evident in a broader societal
context. Participants described blaming themselves for
health outcomes (e.g., developing type 2 diabetes) and
wanting to avoid appointments with healthcare pro-
viders because of perceived “failure” at weight loss, fear
of facing the doctor’s anger at their “lack of willpower,”
or being treated as non-compliant with medical
directives:

"You can’t brow beat people into good health. You know,
how many times do you hear someone say ‘Ugh, I’ve got
my physical coming up, I’m going to cancel it because I
didn’t lose weight’? It’s that fear, it’s that judgment …
And it doesn’t work, it only makes us feel worse, and so
we’re in a spiral. A spin. And so, we’ll just avoid you [the
healthcare provider] because we don’t want to face your
wrath."

– Participant 18, Age 63

"The binge eating stuff has always been, I don’t know,
fraught with shame, guilt, I shouldn’t be doing this, and
it’s my own fault that I have problems. I would say, you
know, punishment is too strong, but ‘I did this to
myself’ is kind of the character of it. So, you know, that
shame, and there was also a sense of kind of like
hopelessness or paralysis."

– Participant 3, Age 52

In addition to the possibility of missed appoint-
ments, healthcare avoidance was characterized by the
extent to which participants limited sharing details of
their weight- and eating-related experiences or concerns
with providers. In this sample of women with binge
eating disorder, most were reluctant to disclose binge
episodes. This occurred both because they didn’t want to
acknowledge the binge eating to themselves, or they
feared disclosing the episodes to providers:

"To be honest I wasn’t bringing that [binge behaviors] up
to my doctor either. I was not; nor to the nutritionist, I
was not talking about it … So, there would be many times
www.thelancet.com Vol 56 February, 2023
when I did not have a good food log for her [the nutri-
tionist] because I was refusing to write down how much I
was eating, and it was fear. I just didn’t want to face it."

– Participant 16, Age 63

"It’s embarrassing. And they [the physician] have already
told me to lose weight, and if I tell them I’m binge eating,
they’re going to be very disappointed in me."

– Participant 10, Age 57
Theme 3: weight-neutral care facilitated skill-
building that improved physical and/or mental
health
In discussing their experiences of the weight-neutral
program in the BED treatment setting, participants
identified both helpful and challenging elements of
their experiences. Among the benefits perceived from
receiving weight-neutral care were improvements in
physical health (e.g., reduced binge eating and improved
self-efficacy around food choices) and mental health
(e.g., reduced shame):

"It’s good, and I don’t feel any guilt. There was no re-
striction, so there was no need to binge."

– Participant 10, Age 57

"I was like ‘I’m going to try the meal plan, I’m going to
listen to what they’re saying, talk through my issues, I’m
going to learn how this happened and kind of correct for
myself, and the bingeing started to go down. And I’d
never thought that would happen, but it did."

– Participant 17, Age 22

Participants described having more self-efficacy in
meal planning and autonomy over food decisions. They
reported that nutrition education and the therapeutic
focus of the BED treatment program, which normalized
the daily structure of nutritionally balanced meal pat-
terns, helped reduce binge behaviors. In their experi-
ence, they had greater success managing their eating
concerns when they stopped restricting calories and
stopped “dieting.” In this program, patients were
empowered to be more flexible in their food choices and
educated to build up the nutritional quality of their diet,
achieved by inclusion of a diverse variety of foods:

"It is more about, I’ll use the word consistency again …

it was less about ‘I need to change everything.’ … I think
it really helped me relax a little bit around ‘I don’t need
to be perfect in my patterns to address this.’ So, that’s a
relief. That took pressure off."

– Participant 3, Age 52

"It wasn’t about counting calories, it was just about, like,
trying to have a balanced meal. That’s when it [binge
eating] really, it stopped when I stopped trying to lose
weight."

– Participant 6, Age 44
7
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Participants reported that the weight-neutral treat-
ment program helped them learn new concepts and skills
that impacted attitudes and behaviors, causing a positive
shift in mindset and sustainable self-care abilities:

"Having the coping mechanisms, like learning, you know,
understanding why; why I eat like that, or why people eat
like that. And having the education around nutrition that I
hadn’t really had before. I learned a lot from that."

– Participant 7, Age 37

"For me now, what I’m trying to work on is the fact that
I can eat kind of what I want and eat it in moderation,
but I can also workout, and it’s not a diet plan."

– Participant 20, Age 19

Finally, participants reported how the experience of
weight-neutral treatment resulted in reduced feelings of
shame and an increased sense of self-acceptance:

"I’m much more gentle with myself and with other
people about weight and shape. I’ve learned that … my
quality as a human being isn’t determined by my
appearance."

– Participant 16, Age 63

"[Treatment] helped me forgive myself. It helped me to
see myself not as a failure but as just a person with a
challenge."

– Participant 18, Age 63

Notably, several participants continued to experience
binge episodes, particularly when experiencing stress,
even though binge frequency was reduced. Further, if or
when a binge episode occurred following treatment, par-
ticipants reported that they’d gained skills in interrupting
the binge pattern and became adept at engaging in
recovery-oriented coping mechanisms, demonstrating
increased resilience and not spiraling into all-or-nothing
thinking. They acknowledged that perfection was neither
the goal nor the outcome of binge eating treatment but
observed an improvement in both behaviors and mindset:

"I won’t say that it [binge eating] reduced 100%, but it
reduced. But when I did binge, I was able to rebound
faster and say ‘okay, this is just – let it go.’ More resil-
ience, less beating yourself up and giving yourself all
that negative self-talk … Certainly education did improve
it [binge eating], and like I said, I still fail at times, but I
rebound better. … It definitely improved my mindset
around it [binge eating] and my desire to continue to be
healthy and not focus as much on being a failure."

– Participant 18, Age 63

"I sort of kept up with the snacks a little more reli-
giously; I didn’t think I deserved snacks, but then I
learned that I did. Also, the distracting, doing some-
thing else, putting off the binge. Because sometimes if
you get the urge to binge and you put it off, it goes away.
So, I did that a few times but that was a little bit harder
especially if I hadn’t eaten enough earlier that day. So, I
think the first step was the eating regularly and then
after that, if I still felt like bingeing which was very rare."

– Participant 17, Age 22
Theme 4: differences between and challenges of
weight-neutral care and weight-focused care
Experiences in the weight-neutral program were noted
as standing in contrast to the diet recommendations
participants had received in healthcare settings that
emphasized weight loss, or when putting themselves on
restrictive fad diets in the past. Participants also re-
ported the shift from a weight-loss focus to a weight-
neutral approach was an adjustment that was emotion-
ally jarring at times:

"The first big hurdle I had to get over was the fact that I
was allowed to eat, that I was supposed to eat, and that
all the ideas I had about myself and my self-worth
around weight and everything, because I literally had
so much self-hatred (I still kind of do) and all of it was
kind of surrounding the fact that I put ‘I’m overweight’
as my first identity sort of over everything else."

– Participant 17, Age 22

"It was a shock because I don’t know if I thought it [BED
treatment] was going to be a weight loss program, like I
was so used to that, so it was different. … Like I said, [the
weight-neutral dietitian] was the first nutritionist I ever
worked with who wasn’t just like ‘okay, let’s look at food
labels’ or ‘let’s do this…’ she talked about principles of
nutrition. And it was much more relevant, so that was
really helpful."

– Participant 6, Age 61

In the context of BED treatment, progress was
framed as reduced frequency in binge eating episodes,
but some participants voiced concerns and frustrations
because they had difficulty not explicitly pursuing
weight loss. Participants described this as a sometimes-
challenging experience and many talked about main-
taining the ongoing goal of trying to lose weight. Here
too, medical-care experiences interacted with broader
societal influences that conflate weight with health and
pervasive messages from diet culture. The experience of
weight-neutral care contrasted with past experiences of
weight-loss-focused messages and beliefs that partici-
pants held onto:

"It’s just hard because I want to lose weight now, and I
want to count calories. And you know, the common
consensus is you’ve got to count calories, and I under-
stand. When I tried to do that, it didn’t work, but I need
to eat less calories."

– Participant 19, Age 22
www.thelancet.com Vol 56 February, 2023
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"It’s just like well, why can’t I just be one of those
bigger, pretty, plus-sized girls, you know? Then I try to
be like, should I embrace that? Or should I just kinda try
to lose the weight and be healthy? And whatever size I
am that’s healthy is what I should embrace. It’s just like
this huge internal conflict."

– Participant 15, Age 32

Even among participants who appreciated the
weight-neutral approach of the treatment program,
some voiced disappointment and maintained negative
self-perceptions when weight loss didn’t occur over the
course of treatment:

“I see that [following a weight-neutral approach] as me
giving up and being a failure at losing weight. But, at
that trade-off, like I said to you, I don’t have the crazi-
ness in my head about like, what am I eating and when
am I eating and how much am I eating. Like, I don’t
have all that stuff in my head, which is good, but I’m
also not losing weight, and I feel like I should be losing
weight.”

– Participant 6, Age 44

"[Treatment] wasn’t so much about losing weight, but
just getting healthier and having a better relationship
with food and making better choices and feeling good
about those choices. But, yeah, when I get on the scale,
I’m like ‘oh my God, I have to lose pounds,’ you know?"

– Participant 8, Age 59
Discussion
In this qualitative study, we explored perceptions of
weight stigma in healthcare settings as well as experi-
ences and impacts of a weight-neutral binge eating
disorder treatment program. Participants reported
experiencing weight stigma in their previous healthcare
encounters and felt this decreased the quality of care
they received. While participants frequently attempted
to lose weight, they experienced embarrassment, inter-
nalized a sense of failure, and felt blamed for their
weight and health conditions. In describing their expe-
riences attending a BED treatment program providing
care within a weight-neutral paradigm, participants
described helpful elements that included consistency in
the eating pattern (emphasizing adequate, varied, and
nourishing intake), education, and support. Conse-
quently, participants experienced a decrease in binge
episodes, less shame, fewer negative self-perceptions,
and more resiliency. At the same time, however, some
participants experienced the weight-neutral treatment
recommendations and the absence of the pursuit of
weight loss as challenging and stressful.

These findings align with previous findings that the
quality of care received during a medical appointment
was compromised by perceived weight stigma, and that
www.thelancet.com Vol 56 February, 2023
experiencing weight bias by a doctor was associated with
less communication and collaboration.38 People with
type 2 diabetes described the need for collaborative,
person-centered care, quality advice, and appropriate
multidisciplinary support39 to help them pursue
healthcare goals. To be more holistic, medical treatment
needs more than a simple prescription for weight loss
for persons with type 2 diabetes or other car-
diometabolic conditions.40

Notably, participants in this study who were able to
self-advocate for decreasing the focus on weight in visits
with physicians reported that their providers’ respon-
siveness to their advocacy improved the patient–
provider relationship. More research is needed to
better understand what contributed to these partici-
pants’ ability to self-advocate and how to promote and
support the development of self-advocacy skills.
Healthcare providers who capitalize on opportunities to
explore or incorporate weight-neutral care may be able
to facilitate patients’ efforts at self-advocacy. Strategies
may include establishing a safe healthcare environment
built on trust, acceptance, and mutual respect, initiating
conversations with compassion, and encouraging pa-
tients’ inquiry and active participation in identifying
healthcare priorities.

Participants also described improvements in physical
health, including patients’ reported improvements in
diabetes self-care behaviors, which is an illustration of
how health outcomes and health behaviors can be
improved even if weight loss does not occur. Another
example of shifting healthcare conversations could
include reframing conversations about weight and diet,
and interrupting the conflation of weight with health
status to focus discussions on other aspects of health,
such as mental health, behavioral patterns, and collab-
orative goal setting. This is particularly relevant to
contemporary clinical practice since the assumption that
advising individuals to lose weight is effective and
harmless has been called into question.41

This research contributes important, novel findings
about experiences with, and perceived impact of,
healthcare delivered in a weight-neutral treatment
setting. Among the most notable findings is the extent
to which participants described the experience that the
weight-neutral approach and non-restrictive eating plan
prescribed by the BED treatment protocol enhanced
self-efficacy, flexibility, and freedom around food and
feeding decisions. It should be noted that framing
treatment “success” in terms of reduced binge eating
rather than defined by weight loss was challenging or
disappointing for some individuals. It is important for
providers practicing within a weight-neutral framework
to be cognizant of this potential disappointment and to
understand how individual views regarding the need to
lose weight are deeply bound by cultural and societal
factors. As such, a weight-neutral approach in eating
disorders care can only go so far to change these societal
9
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norms or the extent to which they are internalized. This
change requires extensive public health efforts,14 but
providers should not overlook the importance of vali-
dating for their patients the personal gains achieved by
weight-neutral care that benefit physical and mental
health. Too often, praise for wellness indicators that are
independent of weight loss is not forthcoming yet can
be tremendously meaningful and impactful to clients on
a weight-neutral journey. Providers who acknowledge
improved self-care, more balanced eating patterns,
reduced binge frequency or intensity, improved psycho-
social wellbeing, and healthier biomarker profiles can
help clients shift their mindset from disappointment to
a sense of self-efficacy about their accomplishments.
The impact of these interactions requires research,
which may lead to patient empowerment. Furthermore,
individual reactions of fear, resistance to decreasing the
emphasis on caloric restriction, and a lingering goal of
weight loss may persist for some individuals who need
to be heard and supported using a patient-centered,
collaborative therapeutic approach.

That many participants identified the nutritional
guidance and delivery of nutrition education in the
weight-neutral setting as helpful to their healthcare
experience points to the need to ensure that patients are
provided with access to sufficiently complex, evidence-
based education and advice. This is particularly impor-
tant with the tremendous amount of dietary advice that
exists on social media that is not scientifically supported.
However, as participants noted, identifying appropriate
providers or specialists, and gaining access to healthcare
that was sufficiently covered by insurance was a barrier
to receiving weight-neutral binge eating disorder treat-
ment. There is the potential for exacerbating inequities
if access and coverage of care are not addressed. Pro-
viders can be proactive in implementing conversations
for screening and referral to other members of the
healthcare team, including registered dietitian nutri-
tionists and mental health providers, to enact compre-
hensive case-management. Further, reimbursement and
duration of weight-neutral care (in this study, BED
treatment) should depend on symptoms or pathology,
not on weight status or weight change.

In this treatment setting, many participants did
report the impact of weight-neutral care was indeed a
reduction in binge eating behaviors during and after the
program. However, their experiences also depicted a
non-linear pattern in the recovery process. Several re-
ported a recurrence of binge eating episodes, to varying
degrees of intensity and persistence. For longstanding
BED where binge onset occurs in adolescence or young
adulthood, as represented in our middle-aged, adult
population,37 it is unrealistic to expect that one treatment
episode will extinguish binge eating altogether. This
reality reinforces the need for adequate, sustained sup-
port for BED treatment and nutrition therapy in both
inpatient programs and outpatient settings.
The enduring conflation of weight status with health
status manifested in participants’ feeling conflicted at
times about weight-neutral treatment and prompted
some to consider returning to the pursuit of weight loss.
Although some researchers42 endorse a weight-centric
approach to managing diabetes for “many” patients,
we note that it is not necessarily endorsed or appropriate
for “all” patients. Our findings demonstrated that for
patients with an eating disorder, specifically long-
standing binge eating disorder characteristic of our
study sample but typically under-represented if not
excluded from weight-loss research, a weight-centric
approach is not necessarily the best primary treatment
strategy even in the context of type 2 diabetes. In fact,
our research showed that an overemphasis on weight
loss can actually backfire and have unintended conse-
quences including decreased diabetes self-management
and self-care, weight cycling, weight regain, and wors-
ening of physical and mental health for some in-
dividuals. We also need to consider that health
constitutes not only physical health, but mental health
as well. For example, our participants have a significant
mental illness that puts their physical health, diabetes-
related health, emotional health, personal safety, and
ability to function in their daily lives at risk. For these
individuals, the first line of treatment appears not to
be weight loss; rather psychological treatment should be
offered as the first-line treatment approach for BED.43

This directive is backed by Grade A evidence from
randomized controlled trials (RCTs) of high internal
validity and low risk of bias and is appropriate even in
the pursuit of desired diabetes-related outcomes. The
goals of treatment for these individuals are to reduce or
extinguish the binge eating behavior, normalize eating
patterns, correct malnutrition, and achieve optimal dia-
betes management consistent with the goals set forth by
the American Diabetes Association.44 In these partici-
pants’ experiences, receiving BED treatment reduced
binge frequency and subsequently improved diabetes
outcomes.37; however, more quantitative, longitudinal
research is needed to evaluate the effect of this weight-
neutral treatment on long-term diabetes outcomes. As
reported here and previously,32,37 these goals can be
achieved in the absence of an explicit focus on weight
loss. Thus, our participants’ challenges both during and
after receiving weight-neutral care highlight the way
broader societal attitudes and beliefs about weight
interact with their experiences in medical settings and
can sustain or worsen the impact of weight stigma.
Participants’ internalization of weight stigma reflected a
sense of individual responsibility, but it is also necessary
to consider and intervene upon societal and systemic
factors.44

There are several limitations to recognize in this
research, including that our exploration of experiences
in weight-neutral treatment are limited to a relatively
homogenous sample (mostly white women with high
www.thelancet.com Vol 56 February, 2023
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weight and prediabetes or type 2 diabetes) who received
care in a specialized treatment centre. This limits the
generalizability of our findings. The possibility of se-
lection bias exists, particularly in that those who are not
able to access BED treatment may have different expe-
riences of healthcare and society, and men and ethnic
minorities are less likely to seek treatment for BED.45

Additional research is needed to include the perspec-
tives of more diverse gender, racial, and ethnic
identities, and individuals from less advantaged socio-
economic backgrounds. Of note, in addition to ensuring
the researcher conducting the interview did not have
prior research or clinical relationships with participants,
KLEC and PAQ, who are affiliated with the treatment
centre, do not provide patient care services. Research is
also needed regarding healthcare providers’ perceptions
of weight bias, weight stigma, and experiences with
weight-neutral clinical practices. Nonetheless, despite
these limitations, this qualitative study is one of the first
studies to provide insight into patients’ perceptions of
weight-neutral treatment in comparison to usual weight-
biased treatment and thus has important implications
for clinical care.
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