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The study was conducted to explore what it is like for individuals and family members to live
with obesity as a chronic illness. An interpretive phenomenological design was used to obtain
and analyze interviews of 13 obese individuals and 5 of their family members. A convenience
sample was used to recruit the subjects who participated in the audiotaped interviews. The
interviews used open-ended questions. Audiotapes were transcribed and analyzed for iden-
tifying the major themes within each transcript, and patterns of meaning across narratives.
The major themes and patterns were described through written essays and group discussions
about the transcripts. The participants revealed frequent experiences of stigmatization and
discrimination on the basis of their obesity. Those who are obese are reminded through their
everyday encounters with family members, peers, healthcare providers, and strangers, that
their being deviates from social norms, and that they are inferior to those who are not obese.
Obese subjects experience a pattern of denigration and condemnation that is so pervasive as
to constitute what Harvey has called civilized oppression. A discussion of the social construc-
tion of obesity and the elements of civilized oppression, as they are experienced by those
who are obese, offers new insights into interpersonal relationships that can provide a foun-
dation for more effective care of the obese population. Key words: discrimination, illness
construct, obesity, oppression, stigmatization

PURPOSE OF THE STUDY

With the dramatic decline in mortality from
infectious diseases in the 20th century, other
health problems have gained in significance.
Toward the end of the century, overweight
and obesity∗ came to be regarded as the most
preventable causes of morbidity and mortal-
ity, primarily because of their links to hyper-
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∗Although they are distinguished for diagnostic purposes,
the terms obesity and overweight will be used inter-
changeably throughout this article to refer to excess
weight. All subjects reported a BMI greater than 35.

tension, coronary artery disease and stroke,
and diabetes.1,2 Yet, obesity carries psycho-
logical and social consequences no less se-
rious than the physical consequences, and
Stunkard and Sorensen have called attitudes
toward obese individuals “the last socially ac-
ceptable form of prejudice.”3(p1037)

The Surgeon General’s Call To Action
To Prevent and Decrease Overweight and
Obesity states that one of the priorities
should be to “change the perception of over-
weight and obesity at all ages. The primary
concern should be one of health and not
appearance.”1(p33) However, for millions of
Americans, attitudes about obesity are so-
cially deep-seated and go far beyond issues
of health. While it is common to hear peo-
ple informally discuss their latest dieting strat-
egy and the degree of success they have had
in losing unwanted weight, it is unusual to
hear obese people discuss what it is like for
them to be overweight, and still more rare to
hear them describe their weight control fail-
ures. For this reason, as a first step toward
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improving clinical care, the authors con-
ducted a small hermeneutic phenomenolog-
ical study to learn what it is like for obese
individuals and their families to live with obe-
sity as a chronic condition. The study aims
at understanding what is meaningful and sig-
nificant about being obese, not at solving the
problem of obesity.4(p2)

METHODOLOGY

Interpretive phenomenology was selected
as the methodology to study how individu-
als and families live with chronic obesity, be-
cause this methodology is directed toward
“gaining a deeper understanding of the nature
or meaning of our everyday experiences.”4(p9)

Phenomenological research provides a way of
bringing to light how individuals and families
are aware or conscious of obesity in their life
world. Although theory development is not
an essential outcome of phenomenological re-
search, the methodology may lend itself to
theorizing by revealing the phenomena’s pre-
viously hidden meanings, essential structures,
and relationships. Phenomenology may also
prompt theorizing by calling us to reflectively
bridge these new insights with other touch-
stones we use in making sense of being hu-
man and living in the world.4(pp8–21)

Sample and data collection

A convenience sample of 7 subjects who
were personally known to the investigators
was recruited for the study; 6 additional sub-
jects were recruited through advertisements
posted in a public place in a large mid-western
medical center. In addition, 5 family mem-
bers identified by the obese subjects were
recruited for the study. The study received in-
stitutional review board approval, and all sub-
jects gave informed consent to participate af-
ter the purpose and procedures of the study
were explained to them.

All of the obese participants in the study
were women; men were found to be reluc-
tant to discuss their obesity for the study. Each
woman was well educated; only 2 women had

not attended college; the other subjects had
achieved an associate degree or higher, and
2 of them had doctoral degrees. The sample
included one African American woman and
one Hispanic woman; all other subjects were
Caucasian. The women ranged in age from
24 to 57 years. Each woman was employed,
and all were working in a healthcare setting.
These characteristics may have given the sub-
jects a greater awareness of the potential com-
plications of obesity and expected benefits of
weight loss than the general population. Four
of the family members interviewed were men:
3 husbands, and one father of the subjects.
The other family member was the mother of
one of the subjects. While the subjects were
not representative of the obese population
in terms of sex, education, or employment,
they were candid and articulate in discussing
their experiences and concerns about obesity
and were able to demonstrate practical under-
standing about a growing health problem.

After giving their informed consent, the
subjects participated in tape-recorded inter-
views, which used open-ended questions, and
lasted between 1 and 2 hours. A nondirec-
tive approach to interviewing was used so as
to elicit what was important to the partici-
pants about obesity. However, to help the par-
ticipants tell their stories, the researchers de-
veloped several general questions to initiate
their conversations, and to prompt the par-
ticipants’ discussion of their personal experi-
ences when they seemed to have exhausted
a particular line of thought. Typical inter-
view items were as follows: (1) Tell me about
when you first realized you were overweight.
(2) What kinds of things have you tried in
the past to lose weight, and how did they
work? (3) What do you think has caused you
to be overweight? (4) How has being over-
weight affected you? (5) What do you wish
other people knew or understood about your
weight problem? (6) Tell me about one of
your experiences with a doctor or nurse re-
lated to your weight. (7) What do you see in
the future for yourself? (8) How do you think
your life would be different if tomorrow you
awoke and were normal weight? The sample
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questions were reframed for the family mem-
bers, to assist them in talking about their rel-
ative’s obesity.

The audiotapes were transcribed verbatim,
with the names of all people (including the
participants), places, agencies, and institu-
tions replaced by pseudonyms. After recheck-
ing the transcripts’ accuracy against the tape
recordings, punctuation was corrected to im-
prove readability without changing meaning.
Original tape recordings and copies of the
transcripts are kept in a secure location and
are to be maintained by the principal inves-
tigator for 7 years beyond completion of the
study to provide an audit trail.

Data analysis

Copies of the transcripts were given to
each member of the research team to ana-
lyze. Analysis of the data was based on the
broad, fluid, nonlinear procedures identified
by Spiegelberg. These procedures were as fol-
lows: (1) phenomenological description, in-
volving intuiting, analyzing, and describing
the phenomena; (2) apprehending the gen-
eral essences or intuiting common patterns;
(3) apprehending essential relationships; (4)
observing modes of appearing; (5) suspend-
ing belief in the existence of the phenom-
ena; (6) watching the constitution of phenom-
ena in consciousness; and (7) interpreting the
meaning of the phenomena.5(pp259–298)

Phenomenological description began with
each member of the research team becom-
ing immersed in the phenomenon of living
with obesity by reading each transcript mul-
tiple times. The researchers noted elements
of the narratives—concerns, aspirations, ac-
tions, phrases, and feelings—that stood out
for them as they read and thought about the
stories the participants told, as well as the sec-
tions of the texts that fueled those impres-
sions. From these initial findings, they iden-
tified the essences, or common themes, that
recurred within the narrative, and began
grouping or classifying the themes within
the transcript, and identifying the relation-
ships between the elements. For each tran-

script, the team members wrote individual es-
says conveying their impressions of the narra-
tive and their identified themes, to be shared
with the group. Every 2 weeks, research team
members met to discuss the major themes,
and their relationships, revealed within indi-
vidual transcripts.

After all transcripts had been individually
analyzed, the researchers analyzed the tran-
scripts with the aim of identifying common
patterns (apprehending general essences)
across the collection of narratives. This phase
of analysis permitted the team members to
compare and contrast similar experiences
among the participants and to identify ways
in which their experiences were alike and
when they diverged. By exploring concrete
examples of the essences, the group refined
the themes and began to discern the ways in
which being obese shows up in the lives of
the participants by their encounters with oth-
ers and in everyday situations.

The group discussions facilitated phe-
nomenological reduction, or suspending be-
liefs about the phenomena. In analyzing the
data, it is imperative for the researchers to
bracket, or set aside, their prior beliefs, un-
derstandings, and assumptions about the phe-
nomena and concentrate on the lived experi-
ences presented by the participants “as fully
and purely as possible.”5(p691) Because obesity
has been recognized as a major health prob-
lem and is often the subject of public, social
commentary, the team members were often
challenged to confront their own prior un-
derstandings and biases about obesity. Com-
mon preconceptions, such as “obese people
need to lose weight,”“losing weight improves
health,” and “people can lose weight if they
want to,” arose in early group meetings. The
researchers found it useful to discuss their
between-meeting exposures to mass media
coverage of obesity, such as news reports on
the obesity epidemic, as well as personal con-
tacts influencing their awareness of obesity,
as when friends discussed the Atkins diet.
By openly contemplating these influences,
the team members were able to come to an
understanding of the social construction of
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obesity (described below) and how it shapes
their own opinions.

These discussions also helped the re-
searchers to then detach from their precon-
ceptions and shift their focus to what the par-
ticipants had to say about obesity, without
dwelling on whether the participants’ expe-
riences were true, exaggerated, or appropri-
ate. As the researchers identified important
themes or common elements of living with
obesity, they developed descriptions of the
structures and relationships of the themes,
how the themes show up in the lives of the
participants, and how their encounters with
others shade the participants’ understandings
of their own lives. For example, early writ-
ings and discussions revolved around themes
of control and its converse, lack of control,
power and powerlessness, and meanness or
rude behavior toward the participants. At-
tempts were made to explicate what was
meant by control or lack of control through
describing the mood or feelings of the par-
ticipant and exploring what control meant in
terms of control over whom or what, control
by whom, how control was wielded or for-
feited, and what the expected or real conse-
quences of exercising control were. Drawing
on specific examples to illustrate the control
or lack of control themes revealed multiple
aspects of the theme. These were attempts
by the participants to control themselves,
their eating and exercise behaviors, and their
weight; and attempts by others to control the
participants and their behaviors. Similarly, the
team used passages from the transcripts to ex-
plore episodes in which the participants de-
scribed other people doing or saying things
to them that were mean or hurtful. The re-
searchers focused on the relationship of the
other person to the participant, what was
hurtful in the situation, the participant’s re-
sponse, the consequences, including feelings
and emotions, and what the participant found
significant in the encounter.

By examining such themes as control or
lack of control, power and powerlessness,
and meanness, the researchers discerned
common patterns of situations in which the

obese person was taunted by others, usu-
ally people who were not overweight. Typi-
cally, the participant was in a position of less
perceived power than the person doing the
taunting, and the effect was to shame, hu-
miliate, diminish, coerce, or silence the per-
son who was overweight. As a result, the
participants revealed that they often become
aware or conscious of obesity when it shows
up in their everyday world through experi-
ences in which they are discriminated against,
ridiculed, or put down by others.

Finally, in attempting to better understand
what happened to the overweight partici-
pants in these encounters, team members
considered other contexts in which peo-
ple exercise unequal power, or members of
one group seem to be able to abuse others
with impunity. Only after the major themes
and patterns had been set forth, did the re-
searchers conduct an extensive review of the
literature. The researchers compared what
they learned from additional sources about
power, control, and abuse with what they un-
derstood of the themes and patterns found in
the transcripts. In reviewing the literature, at-
tention was paid to ways in which the tran-
scripts did, or did not, overlap the published
sources.

FINDINGS

In analyzing the interviews about living
with obesity, the researchers were not sur-
prised to find that the obese women were sub-
jected to stigmatization and discrimination.
However, in returning to the literature to un-
derstand the participants’ stories of stigma-
tization, powerlessness, and humiliation, the
authors were startled to find that the insidious
and pervasive pattern of casting present in the
narratives epitomize what Harvey has called
civilized oppression.6 In the discussion that
follows, the authors will describe the social
construction of illness and obesity and how
that social construction shapes the lived expe-
rience of those who are obese. The character-
istics of civilized oppression will be presented
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and related to the experiences of those who
were interviewed about what it is like for
them to be obese. Finally, implications for
nurses and other clinicians, who are often un-
witting sources of civilized oppression against
those who are obese, will be considered.

SOCIAL CONSTRUCTION OF ILLNESS
AND OBESITY

Individuals and groups within a society de-
fine the meaning of diseases and disorders.
The social construction of a disease is the ordi-
nary or conventional point of view about the
disorder, and is the amalgamation of perspec-
tives put forth by diverse and sometimes com-
peting groups with vested interests in the con-
dition. These divergent groups establish how
a disease is perceived and what it means to
the society as a whole.

Western societies share a common social
construction of obesity. Historically, being
overweight has been associated with gluttony
and sloth, which represent overindulgent be-
haviors. This connection between obesity and
2 of the 7 deadly sins equates obesity with sin-
fulness and connotes a lack of moral rectitude
by the obese person. Bovey contends that the
Protestant and Puritan work ethic, which val-
ued the virtues of self-denial and discipline,
consequently denounced opposing behaviors
as sinful and immoral. The author also main-
tains that early Christians equated food with
sensuality that nurtured the flesh.7 Therefore,
spiritual growth could be found in sacrificing
food and the flesh. Fasting is still practiced
by many religions as a path to purification
of the body and spirit. In contrast, obesity
represents the outward manifestation of self-
indulgence and spiritual imperfection, exem-
plifying the biblical admonition “the spirit
is willing but the flesh is weak” (Matthew
26:41).

Building on this religious foundation, other
groups have contributed to our prevailing
conception of obesity. In the United States,
the National Institutes of Health (NIH), the
United States Public Health Service (USPHS),

and the Centers for Disease Control and Pre-
vention (CDC), along with major organiza-
tions such as the American Heart Association
and the American Diabetes Association, and
healthcare providers are major contributors
to the social construction of obesity. These
agents have a significant influence on what
society thinks about obesity, and they stress
the relationship between obesity and the risk
of death and disability.1,2 These forces con-
tribute to our understanding of obesity as un-
natural, abnormal, and unhealthy. They rein-
force the social understanding of obesity as
a disease, but one that can be prevented or
corrected by personal effort. In this construc-
tion of obesity, those who are overweight bear
the blame for having the condition. This con-
struction of obesity is similar to the condem-
nation faced by people contracting sexually
transmitted diseases or lung cancer. However,
it is in contrast to the social construction of
other illnesses, such as pneumonia, arthritis,
appendicitis, breast cancer, cystic fibrosis, or
leukemia, in which having the condition is
considered largely beyond the control of the
affected individual.

Other parties also frame the meaning of
obesity. Drawing on the conceptualization of
obesity as unhealthy, undesirable, and person-
ally malleable, diet book publishers, diet food
producers, and pharmaceutical and insurance
companies stress the need to fight and abol-
ish obesity. Fashion designers and clothing
manufacturers, as well as advertising agen-
cies, promote an ideal, often emaciated, body
image. More recently, the airlines industry an-
nounced a vested interest in the meaning of
obesity, announcing obese passengers would
be charged for 2 seats.8

Perhaps most paradoxical is the contribu-
tion that obese individuals themselves make
to the common understanding of obesity.
From a social construction perspective, obe-
sity is a problem about losing weight. From lo-
cal healthcare providers to national advocacy
agencies, the challenge to the obese person is
to lose weight to improve health. Diet books,
programs, and supplements are aimed at help-
ing the obese person lose weight. That most
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obese individuals can—and do—lose weight
contributes to the perception of obesity as a
problem of individual voluntary control. The
frequency with which overweight people are
able to lose substantial amounts of weight re-
inforces the impression that individuals are
able to control their weight by caloric restric-
tion and exercise. Unfortunately, successful
and repeated weight loss through personal ef-
fort obscures the conceptualization of obe-
sity as a problem, not of losing weight but
of sustaining weight loss. The evidence that
only a small percentage of obese individu-
als can successfully lose weight and main-
tain the weight loss over several years has
been carefully documented,9–11 but is absent
from the broader social construction of this
condition.

The prevailing, culturally shared mean-
ing of obesity as a consequence of self-
gratification is the foundation for the
widespread prejudice against those who
are overweight. It is this commonly held
conceptualization of obesity that gives rise
to the civilized oppression faced by over-
weight people as part of their everyday lived
experience.

CIVILIZED OPPRESSION

Oppression generally refers to burdening
another person physically, mentally, or spir-
itually by abuse of power or authority. Har-
vey discussed that within Western societies,
subtle forms of civilized oppression exist, as
exemplified by racism, classism, and sexism.
Harvey claims that “oppression involves a
systematic and inappropriate control of peo-
ple by those with more power,”6(p37) and as-
serts that oppression “has at its heart sys-
tematic and morally inappropriate control
embedded in relationships that are morally
unacceptable.”6(p53) Not all forms of oppres-
sion are overt, or violent, or physically brutal.
Although they are not always as readily ap-
parent as other forms of abuse, the lifelong
effects of civilized oppression are nonethe-
less degrading and destructive to the recipi-

ent, in part, because they are not recognized
as morally wrong.

Characteristics of civilized oppression
come into play in the day-to-day relationships
and experiences of overweight individuals.
According to Harvey, key elements of these
oppressive relationships are that they (1)
are nonpeer, power-laden relationships, (2)
involve interactions that diminish and control
the recipient who has little recourse, (3) pose
cumulative acts of omission and commission
that distort the relationship(s), (4) cause
harm or disadvantage to the subject, (5)
may be without malicious intent, and (6)
are insidious and obscured in routine or
daily encounters.6 Harvey’s characterization
of civilized oppression provides a valuable
framework for understanding the lived
experiences of people who are obese.

Nonpeer, power-laden relationships

For civilized oppression to take place, a
nonpeer, power-laden relationship must ex-
ist. The individuals in the relationship are
mismatched on the basis of personal power
derived from such attributes as wealth, educa-
tion, attractiveness, and athleticism. The rela-
tionship may also be unequal based on orga-
nizational power or assigned power within an
organization. One individual in the relation-
ship may also hold more power on the ba-
sis of social prestige; this individual, such as
a judge, cleric, or elected official, is afforded
special rights, respect, or consideration on
the basis of a social position.6(p49) The per-
son who is overweight or obese is likely to
be in the subordinate power position as a re-
sult of his or her obesity. His or her personal
power is diminished by virtue of being less
attractive12–14 and less athletic. In addition,
those who are obese often have less educa-
tion and a lower income than do nonobese
people.12,15

In oppressive relationships, interactions
and attitudes tend to devalue, humiliate, or
denigrate the target individual.6 In describing
her experiences of being obese, Barbie told
of being devalued in a particularly memorable
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encounter with her physician:

I went to talk with her about a big ugly scar and
protruding hernia that I had after my gallbladder
surgery. She asked me why I was worried about it
since I wouldn’t be wearing a bikini anytime soon.
I thought that her comment was offensive and in-
appropriate, and I wanted to slap her across the
room, but I couldn’t argue with her.16(p27)

The nature of the unequal power in rela-
tionships makes it possible for the oppressor
to feel it is safe to “put down” the other per-
son. Obesity seems to be one of those factors
that subordinates an individual in a relation-
ship. Carol, an obese respiratory therapist,
told the interviewer of patients feeling safe in
calling attention to her weight. She stated,

Sometimes you get so aggravated because you
think, “These people are making fun of me.” I’ve
had patients say to me, “Well, they must pay pretty
good, because obviously you haven’t made a lot of
meals.”17(p6)

The patient assumed that Carol’s obesity is
the consequence of her overindulgence by
dining out. Ordinarily, healthcare personnel
are shielded from personal gibes because
they have the advantage of high levels of
education, and they have power over the care
the patient can expect to receive. However,
as this episode demonstrates, the patient-
clinician role has been distorted by the
clinician’s obesity, and Carol’s professional
prestige was not high enough to ward off the
patient’s ridicule.

The embedded cultural attitude that obe-
sity is a failure of willpower may be counter to
scientific evidence,18–22 but it continues to be
the prevailing social construction of obesity.
Because obese people are considered morally
“inferior,” it is socially acceptable to make
slighting comments without regard to their
feelings of embarrassment or humiliation.

Diminishing and controlling
the obese person

In Harvey’s understanding of civilized op-
pression, relationships are laden with inter-
actions that diminish, degrade, belittle, and
control the oppressed person.6 This was evi-

dent in the previous encounters described by
Barbie and Carol. When Barbie was ridiculed
by her physician about her scar, she was
placed in a position in which there was no log-
ical or appropriate response. She was silenced
and left powerless in the patient-physician
encounter. Similarly, Carol was the object of
ridicule by her patient, but had no imme-
diate recourse to exert her power or con-
trol in the situation. Two hours later, having
been the recipient of a stinging put down
by the patient, Carol would be involved in
resuscitating the patient, thinking, “Do you
understand you just insulted me and here I
am using the Ambu-bag to put life-giving oxy-
gen into your lungs and I really don’t want
to.”17(pp6–7) Carol has no acceptable way of
countering the callous remarks of her patient.
The oppressive comments not only demean
the individuals but also silence their protest.
From these types of incidents, obese indi-
viduals find they must “live in constrained
silence.”6(p59)

For the person who is obese, but who has
lost weight, the moral advantage his or her
weight loss should provide is often denied to
him or her. Even when patients do succeed
in meeting the recommendation to improve
their risk of other chronic illnesses by los-
ing 5% to 10% of their total body weight,1,2

they often remain overweight or obese. This
dilemma was revealed in the interview with
Deborah. She recalled that after she had “lost
about eighty pounds,” and “knew she looked
very nice,”she was still subjected to slighting
comments:

There would be people who would say, “You know,
you are so pretty, if all you’d lose is twenty pounds.”
I’d lost eighty pounds at one time . . . and I thought,
“If only you knew.” I was starving myself and I
needed to lose another twenty pounds.23(p3)

For Deborah, substantial weight loss did
not elevate her public worth. She was still
obese, and, thus, in an inferior position of
personal power. She remained the recipi-
ent of degrading comments that served as
effective put downs. The efforts she had
put into losing weight, and her substantial
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achievement, were irrelevant within the
larger social context.

In subtle ways, individuals who are obese
are often publicly reminded that they do not
“fit in.”Facilities in public places are designed
for slender people and do not accommodate
size diversity. When overweight people at-
tend public events, this can be both uncom-
fortable and humiliating, as Barbie recalled
when describing an event in which she at-
tended a professional football game. She said,

We were given tickets through work to a game, and
we were sitting in the lower level. My ass was too
big for the seats, so it was very difficult for me to fit
into the seats. During the game, it was very uncom-
fortable, so that was . . . very embarrassing.16(p19)

Since taxes are often used to build sporting
venues and civic arenas, the lack of attention
to the needs of overweight citizens in seat-
ing arrangements is not just a lack of consid-
eration, it wrests control away from many of
those who pay for these public assets.

With an increasing number of people be-
coming obese, the lack of accessible pub-
lic facilities will continue to surface as a
problem. The lack of comfortable, “obese
friendly” accommodations will increasingly
exclude this segment of the population from
full participation in normal social events and
activities.

Cumulative acts of omission
and commission

Civilized oppression involves cumulative
acts of coercion and control that distort inter-
personal relationships. Harvey contends that
relationships

. . . can be molded by a series of trivial acts, which
cumulatively distort the relationship in an anything
but trivial fashion. Nothing visibly dramatic may be
involved, and one has to appreciate the pattern of
the acts before the nature of the problem is clear.
Bystanders and even victims themselves often re-
alize the problem very late in the day in such cir-
cumstances . . . Realization is even harder to come
by when many of the contributory acts are acts
of omission—something . . . not uncommon in op-
pressive relationships.6(p34)

Furthermore, the subject may be trapped
in a web of distorted relationships affecting
multiple areas of the person’s life. Thus, the
person who is the recipient of these hurtful
acts of omission and commission experiences
them as the fabric of his or her everyday life.

For people who are obese, oppression re-
sults from being exposed to frequent expres-
sions of prejudice in multiple contexts of daily
life, often beginning in childhood. Crystal be-
came aware of her weight problem in the sec-
ond grade,

when one of the kids in my class called me fat. We
were playing four square . . . and one girl pushed
me aside and said, “Get out of here, fatso, you can’t
play.” . . . That’s when it hit me.24(p4)

Similarly, Barbie, now in her mid-thirties,
remembers the first time she realized she was
overweight, “I was probably between 7 and 8
years old. I was outside playing, and someone
said, ‘fat-ass, get off of me.’”16(p1) Carol has
memories of her mother telling her, “You’re
fat and you’re ugly, and your dad’s not going
to love you.”17(p8) Probably, as a result of her
memories of the ridicule she endured, Crystal
is especially sensitive to the relationship be-
tween her teenage son and overweight daugh-
ter. She stated,

It’s kind of hard for me to watch that, because she’s
been like me since day one . . . [My son] is just like
his dad, he’s a toothpick. So that’s a source of con-
tention with them. He calls her fat all the time, and
it just upsets me to no end.24(p10)

Unfortunately, taunting does not end in
childhood. Barbie’s husband Ted is embar-
rassed to remember how he chided her about
her weight. His disclosure indicates how
he perceives a lifelong distortion in their
relationship:

I told her—I made the mistake of telling her this—
it was a joke. When we were young, she was eigh-
teen and I was twenty six, I made the comment that
“If you get fat, I’ll divorce you.” It was a mistake.
She lives with that every day. I think that worried
her more than anything, that if she got heavy that
I would leave her.25(p2)

Public slights are common experiences
for those who are overweight. Carol stated,
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“Clerks don’t wait on you, they ignore
you,”17(p2) and she gave specific examples,
including an incident at a large department
store where she had gone to buy paint:

I stood there for forty-five minutes to an hour wait-
ing on the clerk to come back and wait on me and
mix the colors I had already chosen. And when he
did come back, he didn’t even speak to me. He just
done it and put it in the cart . . . I had talked to him
and he said, “I’ll be right back.”And I even flagged
down a couple of other clerks and they just [said]
“Well, we’ll let him know.” And he just came back
in his good old time, which was close to an hour
later.17(pp2–3)

As when the store clerk refused to speak to
Carol when he returned with her paint, and
did not return in a reasonable time, obese in-
dividuals are diminished by acts of omission
as well as acts of commission.

Perhaps in no area of life is the obese
person diminished by acts of omission more
than in dating practices. Overweight boys
and men may be turned down for dates be-
cause of their weight, and obese girls and
women are slighted by just not being asked.
Carol recalls that as an adolescent she felt
“very awkward, very backward, and very
self conscious”17(p9)—typical feelings among
teenagers. However, by the time she was a
sophomore, she was not dating and it was
not because she did not have boys who were
friends:

I was not dating, I was not being asked to dances
and boys were not calling me at home, although
I had a lot of guy friends. They were not calling
me in a romantic way. They were calling me and
saying, “You know such and such, did she say any-
thing about me?” Stuff like that. I was everybody’s
best friend, but nobody’s girlfriend.17(p9)

Barbie echoed Carol’s experiences. As a
teenager, she was overweight, but very active
in sports, and performed well in athletics. She
stated:

I was a tomboy growing up. I didn’t have a lot of
girlfriends, I had boyfriends. I did a lot of things
with them. I didn’t have dolls. Then all of a sudden
the guys looked different to me. You know, it’s hard
when they’re not looking back. Then you start to
understand and realize why.16(p2)

Dating is an integral form of social interac-
tion and the basis for important interpersonal
relationships. Appearance is a key ingredient
in initiating social contacts, and on the basis
of judgements about attractiveness, many of
those who are obese miss out on the oppor-
tunities for social engagement. Research has
shown that overweight individuals are more
likely to be viewed as unattractive than those
who are not obese.13,14 It should come as
no surprise, therefore, that overweight ado-
lescents and young adults have been found to
be more likely to have low self-esteem, have
smaller social networks, and lower rates of
marriage,15,26 than do people who are not
overweight.

No malicious intent

Civilized oppression occurs even when the
perpetrator does not mean to inflict harm;
well-intentioned acts can contribute to op-
pression, because they reinforce an unequal
relationship and are typically hurtful to the re-
cipient. Shannon, an obese woman with type
2 diabetes, described the taunting she faces
from her husband Bobby, who does not have
a weight problem and enjoys eating out.

. . . [W]e’ll go somewhere and eat out, and some-
times he orders dessert or something and he’ll say,
“You want a bite of that?” And he’ll pull his plate
away and say, “No, you aren’t suppose to have that!”
Sometimes that only makes you want it more, and
sometimes I just wanted a tiny bite to taste, and
sometimes he’ll let me have it and then he’ll say,
“No more!”27(p12)

Ironically, Bobby’s tempting of Shannon
with foods she should not eat is not malicious.
As he explained,

The thing of it is, I don’t like to go out and eat by
myself, so I gotta take my wife with me, too, but
sometimes I wanna put a black blind between us—
what I eat and what she eats—so she can’t see what
I’m eating. But I want her to be there.27(p13)

It is not Bobby’s intent to persecute his wife
with foods that contribute to obesity for her—
but not for him—and it is tragic that these
hurtful encounters arise out of his love for her
and his desire for her companionship.
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The healthcare community exhorts
the obese to “lighten up” through public
campaigns,28,29 and both family members
and strangers may harshly criticize and taunt
the obese person. Healthcare providers also
frequently criticize their overweight patients,
for as Shannon stated, “I’ve gained about
fifteen pounds since I went back to work
and I have an upcoming doctor appointment
and she’s not going to be thrilled to hear
that, but I’m trying to work on that. It’s just a
struggle.”27(p14)

Harm or disadvantage accrues

Another element of civilized oppression
is that harm or disadvantage accrues.6(p19)

These harms range in degree of severity and
visibility and include shame and humiliation,
economic disadvantages and sanctions, and
constraint, isolation, and alienation. For obese
individuals, oppression can also undermine
their health and healthcare.

Shame or humiliation is one of the chief
harms inflicted on the obese population. Of-
ten, the shame begins in childhood and con-
tinues throughout a lifetime. Even after los-
ing weight, the obese person is likely to
experience the shame of regaining the weight
that was lost through intense effort. The per-
son comes to view the weight recovery as a
personal failure, and the exigency to lose the
weight is unrelenting. Having tried a number
of weight control programs, Traci described
herself as unhappy with her current weight
and explained,

None of my clothes fit. I’m heavier than I’ve ever
been . . . I’m heavier by about ten pounds than
I have ever been . . . There’s not a day that I’m
not thinking about losing weight, or I’ve gotta
lose weight, or this doesn’t fit anymore, I’ve got
to get down. And it’s always gotta, gotta, gotta,
gotta.30(p12)

Barbie reported that in her latest dieting
efforts she had lost a lot of weight, but ac-
knowledged she was concerned because, “at
the moment I’ve put on 25 of the 95 pounds
that I’ve lost in a year. I’m on that cycle again,
that I need to stop now.”16(p15) Her husband

Ted, however, had a different perspective:

She is not forgiving of herself at all. She lost a dra-
matic amount of weight this last time, and she has
picked up fifteen pounds. She’s angry at herself for
that, I can tell. And she’s back working at getting it
back off—a lot harder.25(p4)

One of Deborah’s weight loss attempts left
her with enduring shame and humiliation. As
she began regaining weight, she began prac-
ticing bulemic behaviors, sometimes forcing
herself “to throw-up, up to three times in one
night.”23(p6) She started taking diet pills, and
although the pills helped her lose weight and
gave her the “stamina” to take care of her
other children when her son required surgery
for a brain tumor, they had disastrous results
when she brought him home:

Boy, I was thin, I’ll tell you . . . And when I came
home, I had probably not eaten for three days,
and I think that he was not eating well either. I
was supposed to be giving him a growth hormone
injection, and I was thinking, I won’t give it to
him tonight, ‘cause I feel too messed up. I won’t
give it to him tonight, I’ll give it to him tomorrow
night . . . Well this went on for several days . . . and
then he had a seizure. He had a seizure, and I
tried to mix the glucagon, I could barely mix the
glucagon. And I revived him from the seizure with
the glucagon, and I ran and got him something to
eat . . . I couldn’t take him to the emergency room,
because then they would take him away from me.
So I said, “God if you just help me get him through
this and get him stable, I will never take another
diet pill again, ever.” And I didn’t, I stopped right
that night.23(p7)

Economic harm and disadvantage accrues
to obese individuals in a myriad of ways.
A longitudinal study of young people aged
16 to 24 at the outset of the study showed
that both men and women who had been
overweight at the beginning of the study
completed fewer years of study, were less
likely to be married, and had lower house-
hold incomes than did those who were not
overweight. These findings were more pro-
nounced among women than among men.
Furthermore, these trends were greater than
those for many other chronic physical dis-
abilities, including asthma, musculoskeletal
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anomalies, and neurological and sensory
disorder.15 Employment opportunities and ad-
vancement are often denied to people who
are overweight.12,15,31,32 Interestingly, none
of our subjects thought that they had been dis-
criminated against, either in hiring or promo-
tion, perhaps because they were all well edu-
cated and had skills in high demand. However,
Carol reported,

There seems to be a general consensus until
coworkers . . . get to know me, that I am dumb,
lazy, dishonest, lying, because after talking to some
of them after they’ve gotten to know me, [they’ve]
actually told me that they never figured that “some-
body with your actual body weight could actu-
ally know what they were doing.” Because if you
were that smart you wouldn’t be that heavy or that
fat . . . I’ve definitely had to [fight for respect], mak-
ing it known, especially to the nursing staff, that
I do know what I am doing . . . It has been almost
two years, and it’s taken every bit of that time.
So you have to get past the first impressions, the
prejudice.17(p3)

Civilized oppression is also harmful be-
cause it “undermines a person’s confidence
about life,”6(p76) and engenders isolation and
alienation. Recipients of oppression develop
“self-doubt about one’s personal integrity,”
and may come to “despise their day-to-
day lives, perhaps even themselves.”6(pp76–77)

Carol was particularly clear about how the so-
cial isolation and self-alienation develops for
overweight children:

In kindergarten, I was really popular. That was be-
fore myself and the rest of the children realized
that being heavy . . . was a bad thing. During grade
school, not much of a problem . . . But by the time
I was ten, I was being trained by my mother and
my three very slender brothers, that this is not ac-
ceptable to be this way. So I started feeling differ-
ent, not only toward my family, but towards myself.
And looking back on it now, I saw that it started
affecting my peers. So that by the time I was in
the seventh grade, I was very introverted, very shy,
and stayed very much to myself. Didn’t have a lot
of friends . . . It didn’t seem to be a big deal until
the fifth grade. So by the time I was in the sev-
enth grade, I was very awkward, very backward,
and very self-conscious.17(p9)

Self-alienation was apparent in several of
the interviews, including among subjects
who did not develop their weight problem un-
til adulthood. Kelley, a 34-year-old mother of
3 children, who developed her weight prob-
lem following her first pregnancy, stated, “Oh,
I am just so tired of myself. [I] don’t need
to be this heavy; [I] need to get it off. And
the harder I am on myself, the more I go and
eat.”33(p6) Barbie revealed,

There’s been [times] when I’m happier being over-
weight and I’ve been more unhappy when I’m los-
ing weight. I almost have to get to a state of mad, or
determined, so I feel like I can do it; so that I can
do it, to overcome cravings or whatever it is that
forces me to eat what I . . . shouldn’t.16(p10)

To lose weight, she says, “Anger or pas-
sion is usually what gets me motivated . . . The
anger coming at myself for allowing myself
to get that way to begin with.”16(p4) Likewise,
Kisha, a 30-year-old Black woman, finds self-
directed anger over her weight a prime mo-
tivating factor in her efforts to control her
weight. “I just get real angry sometimes,” she
said, “. . . and it just gets so frustrating. It just
gets frustrating . . . I just get mad . . . I just get
mad, because why can’t I lose this weight?
Why is it so hard?”34(pp10–11)

Deanna exclaimed about being heavy, “I
hate it!”35(p16) She hates her current way of
being so much, she has consulted a surgeon
about a bariatric procedure, and says:

This really sounds terrible, I would just about . . . do
anything to be able to lose this weight . . . That’s
why I went to talk about that. I mean . . . to go
in and have your stomach partly removed and re-
attached, I mean there’s some desperate feelings
going on there.35(p16)

Deanna and thousands of other patients
are willing to “divorce” part of their bod-
ies if it will help them not be obese. Obese
individuals will risk the common compli-
cations of gastroplasty to lose weight be-
cause the prospect of vomiting, severe di-
arrhea, electrolyte imbalance, infection, and
reoperation36(pp986–987) is preferable to living
as a fat person in contemporary society. Di-
eting, surgery, and losing weight become
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additional forms of self-reproach and punish-
ment obese people impose on themselves for
“getting that way in the first place.” In their
efforts to conform to the expectation to be
slender, they become complicitous in their
oppression.

Often, obese individuals have been so op-
pressed that they are cut off from their un-
derstanding of their own bodies, their own
worth, their own feelings. Each of our sub-
jects voiced self-blame for their obesity. For
example, Deanna stated, “I have done what I
have done . . . The blame has to come on my
shoulders . . . When it comes down to it, it’s
me.”35(p21) Traci, a nurse who has been strug-
gling with her weight since college, is equally
straightforward, saying,

I think my real reason I haven’t lost weight over
the last few years is just lack of exercise. Diets have
come and gone, I’ve tried everything. I’ve done the
meat diet, the Slim-Fast diet, and I would lose four
or five pounds, and then it would come back. And
I just don’t stick with anything consistently.30(p4)

Without a second thought, obese people
passively agree with the major construction
of obesity as their own fault, because that
is how they have been inculcated socially.
They rarely publicly challenge the social con-
struction that weight is the result of per-
sonal weakness and that their obesity is the
product of self-gratification and moral failure.
They continue to hold to the notion that
if only they were more disciplined and self-
controlling they could overcome their weight
problem. Only rhetorically do they question
why achieving that level of self-discipline and
control proves so elusive, as when Kisha de-
scribed getting angry and frustrated at her-
self, and questioning, “Why can’t I lose this
weight? Why is it so hard?”34(pp10–11) For the
vast majority of people who are obese, this
question has no meaningful answer; to say it
is because they eat more calories than they
expend misses the heart of the problem: why
do they eat more and why are they so re-
sistant to exercise? However, there are scien-
tific answers for why their struggle is so hard
and why they so easily recover the weight

they do lose.18–21 Yet, none of our subjects
were aware of the known metabolic effects
of weight loss. The withholding of this in-
formation (an act of omission) from the peo-
ple who most desperately need it contributes
to the civilized oppression of those who are
obese.

A paradoxical harm that accrues through
civilized oppression is the recipient’s absorp-
tion of the social construction and negative
attitude toward others who are obese. People
who are overweight often develop the same
prejudices against obese individuals as the
general public. Barbie demonstrated amazing
insight when she revealed:

I can’t say that I don’t avoid fat people, as well,
which is pathetic. But as much as I don’t like to
be judged by it, I understand that our society does,
and I have been brought up in that society as
well. And I’ve been taught that fat isn’t healthy,
good . . . So I have to say that I pretty much have
the same opinions that a lot of people have about
fat people, even if I’m that way.16(p7)

Having been stigmatized and ostracized be-
cause of their weight, those who are obese
are likely to contribute to the oppression of
others for the same reasons because that is
how they have been socialized. They are con-
fronted with their own tendencies to stereo-
type others as unattractive, less worthy, and
inferior on the basis of weight.

Finally, overweight and obese patients are
also subjected to harm from a healthcare
environment that subjects them to civilized
oppression. The lack of sensitivity to their
weight problem was often cited among our
research subjects. Martine, a 30-year-old lab
technician, stated that when she sought help
for her weight problem, her physician told
her: “If you were my wife I wouldn’t let
you eat that much.”37(p1) When Deanna con-
sulted a surgeon about knee surgery, she was
frustrated by his cavalier attitude about her
weight:

And he says, “Before we operate, you need to
lose twenty pounds. You just need to lose twenty
pounds. That oughta be easy.”. . . How dare you
think that will be easy for me? . . . That’s not to say



AS334-06 October 27, 2004 1:4 Char Count= 0

Obesity and Civilized Oppression 313

I didn’t need to lose that twenty pounds, but it was
just the fact that he said, “That’ll be easy.”35(pp1–2)

Research has shown that healthcare provi-
ders, like others in society, describe over-
weight individuals as repulsive, disgusting,
weak, and lacking self-discipline.38 Preju-
dice against people who are overweight is
as prevalent among healthcare providers as
among the general public.31,39 It is note-
worthy that research has found that obese
women, who are at higher risk of breast
and endometrial cancer, undergo screening
for breast and cervical cancer less frequently
than do nonobese women.40–42 Obese pa-
tients may choose to forego early or preven-
tive healthcare so as to avoid oppressive en-
counters with clinicians.

The women described other health risks to
which their weight control efforts exposed
them. In high school, Barbie discovered
that taking speed helped her keep her
weight down.16(p3) Kisha, Kelly, and Deborah
used prescription appetite suppressa-
nts,34(p5),33(p2),23(p7) risking addiction. Debo-
rah’s use of these drugs made her “practically
psychotic” from lack of sleep,23(p7) and put
her son at risk as well, because of her inability
to properly care for him. Deanna is willing to
risk the acute and chronic complications of
gastroplasty to be slender.35(p16)

IMPLICATIONS FOR NURSES

Nursing’s tradition is steeped in the ideal
of providing care to all people in a manner
that respects their human dignity and indi-
vidual worth. Recognizing the ways in which
oppressive, denigrating, and demoralizing en-
counters find subtle expression in daily life
for obese patients is essential if nurses are
to extend that tradition to the care of obese
patients. Intangible components of victim-
ization and civilized oppression, such as de-
grading humor, publicly demeaning another
person, abusing interactive power, silencing
protest, and moral abandonment, are insidi-
ous because they are subliminal. This is es-
pecially relevant to healthcare providers car-

ing for obese patients, because, in civilized
oppression,

. . . it is harder to spot power at work, when it does
not involve outright physical force or use of the
law, and it is far harder to spot one’s own involve-
ment in such oppression, most especially when
the involvement is habitual, expected, and perhaps
completely unconscious.6(p96)

Nurses in all settings have an obligation to
recognize their personal attitudes about obe-
sity and obese patients. Each clinician needs
to develop self-awareness of the overt and
covert messages conveyed to obese patients
about their weight, their weight loss efforts,
and especially their weight control failures.
Enlisted in the war on obesity, nurses seek
to inspire and motivate diabetic, hyperten-
sive, and cardiac patients to lose weight, and
are frustrated when patients are “noncompli-
ant.” Rather than react to that frustration in
ways that diminish the patient’s moral stand-
ing, nurses need to focus on the frustration
the patient is likely to be experiencing. Few
overweight patients have not made previous
attempts to lose weight, and nurses need
to engage their patients in exploring what
they have tried in the past, how successful
they were, and how long they sustained their
success. Nurses also need to examine what
their obesity and their efforts to control their
weight have cost these patients in terms of
their self-esteem, their relationships with oth-
ers, and their outlook for a satisfying life. This
interaction, in and of itself, may not assure
the desired behavioral changes from their pa-
tients, but can assist nurses in gaining sensi-
tivity toward the unending struggle and suf-
fering these patients face.

In counseling patients of the need to lose
weight, nurses need to avoid creating un-
reasonable expectations, and need to appre-
ciate the success patients do achieve. Op-
timal weight loss is 5% to 10% of starting
weight. However, for many patients, even
this modest goal may not be achievable,
and what is needed is an appreciation for
the intense effort that every lost pound
represents.
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To combat the prevailing social construc-
tion of obesity as a moral failure, nurses must
actively seek a greater understanding of the
physiological processes that protect obese pa-
tients’ excess weight. At a time when nurses
are in the forefront of teaching patients about
the pathophysiology of diabetes, heart dis-
ease, cancer, human immunodeficiency virus
infection, and genetic disorders, it is unac-
ceptable for them to not also be teaching
patients about how adipose tissue develops

and how physiology is altered by caloric
restriction and weight loss. Nursing educa-
tors need to confront and challenge their
students’ attitudes about obesity and people
who are overweight, and model for them atti-
tudes of caring and compassion for obese pa-
tients. Encouraging patients to lose weight is
not enough; good nursing practice requires
nurses to be in the vanguard opposing the
stigmatization and oppression of those who
are obese.
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