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T he fat body has long been a site of 
medical surveillance, and this has 
not changed during the COVID-19 

pandemic. Early research focused on link-
ing fatness with more severe disease out-
comes,1 yet many have questioned the 
strength of this association, including 
within the pages of this journal.2,3

F a t  c o m m u n i t i e s ,  s u c h  a s  t h e 
National Association to Advance Fat 
Acceptance (NAAFA), have contested 
society’s stubborn generalizations that 
associate fatness with disease and poor 
health outcomes, and push back against 
the assumption that fat people have lit-
tle regard for themselves or their own 
well-being. They argue that thinking 
about obesity as a disease or medical 
risk (such as for severe COVID-19) con-
tributes to stigma because it positions 
larger bodies as drains on an already-
taxed health care system.

The NAAFA mobilizes the term “fat” in 
its fight against weight discrimination 
and fatphobia in all aspects of life, 
including in employment, health care 
and education. Similarly, as social scien-
tists, we use the term “fat” rather than 
the deeply problematic medical term, 
“obesity,” which causes harm to people 
under the guise of benign objectivity. 
Categories can shape how individuals 
view themselves, as philosopher Ian 
Hacking has argued; they reinforce judg-
ments about people who do not conform 
to a norm. Thus, “obesity” is not merely a 
statistical category, but is rather an eval-
uation about what constitutes an ideal 
weight. To “fatten” a category, Mollow 
and McRuer explain, “means examining it 
through the lenses of fat studies and the 
fat justice movement.”4

Scholars of fat studies understand fat-
ness as a way of thinking about bodily 
diversity.5 This literature maintains that fat-
ness should be uncoupled from pathology, 
as such framings attach fatness to a sense 

of moral weakness and failed citizenship, 
and can fuel stigma in various settings, 
even health care.6 Such an uncoupling is 
increasingly supported by medical and 
population health research, which suggests 
that people who are labelled obese are not 
necessarily unhealthy.7

Larger bodies have been associated 
with heightened health risks, chief among 
them rising rates of chronic illnesses such 
as diabetes, cardiovascular disease, hyper-
tension, mental illness and some cancers.8 
Early in the pandemic, research identified 
a link between larger- bodied patients and 
higher mortality rates from COVID-19, as 
well as more severe COVID-19 that 
required mechanical ventilation.9 As the 
authors of a recent meta-analysis on obe-
sity and COVID-19 have cautioned, how-
ever, body weight may not be an indepen-
dent predictor of poor health outcomes.10 
Such findings are echoed by the recently 

developed Canadian Adult Obesity Clinical 
Practice Guidelines, which acknowledge 
the complex relation between weight and 
health, and link a person’s overall health 
and well-being to health markers such as 
blood pressure and sugar levels, which can 
be normal in larger-bodied people.7 Thus, 
a fat person might be at risk of a particular 
health condition, but the move to think 
about a person whose body mass index 
categorizes them as obese, or worse, 
“morbidly obese,” as generally unhealthy 
does little to promote the health of the 
person sitting in the doctor’s office.

Scholars of fat studies also point to the 
ways in which obesity is racialized, as 
higher levels of obesity are often associated 
with already marginalized communities. 
This is particularly important for the medi-
cal profession, given that physicians and 
other allied health professionals have 
recently engaged in efforts to challenge the 
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Pretty Fat by Allyson Mitchell (2006).
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structural racism in health care experi-
enced by Black, Indigenous and People of 
Colour (BIPOC) communities in Canada.11 
The struggle for social justice is incomplete 
without serious attention to how fear, 
hatred and discrimination occur at the 
nexus of different identities, including 
among people labelled as obese. Fat stud-
ies scholars and activists have pointed to 
how the conflation of obesity with racial-
ized and colonized communities is part of a 
long tradition of marking marginalized pop-
ulations as diseased, and of associating 
pathology with Indigenous, Brown, Asian 
and Black bodies.12 As such, the surveil-
lance and regulation of fat bodies must be 
understood in the context of colonialism 
and state regulation of Indigenous, Black 
and racialized communities. It is essential 
to think carefully and urgently about how 
“obese” bodies are treated as “risky” in this 
political moment, and to ensure that con-
versations about fatness are read with an 
appreciation for the realities of structural 
racism and the history13 of insufficient care 
for members of BIPOC communities.

How should physicians approach larger 
bodies in clinical settings? Physicians and 
health professionals should “fatten” their 
understanding of the complex factors asso-
ciated with weight, and rethink some of the 
assumptions undergirding the association 
between weight and health by engaging 
with critical fat studies scholarship, as well 
as with fat activist perspectives, such as 
those advanced by the NAAFA. People who 
identify as fat should be understood as 
authoritative sources of knowledge, not 
passive recipients of occasional public or 
professional pity or sympathy. Physicians 
wield substantial power in the health care 
system — we are asking that doctors con-
front the possibility that how they interact 
with patients whose bodies are larger than 
the statistically ideal weight can harm their 
patient’s psychological and emotional well-
being, as well as their physical health, if 
these interactions discourage them from 
seeking health care in the future. As a 
prominent blogger who writes under the 
name “your fat friend” explains: “Perhaps 

the largest factor that kept me out of doc-
tors’ offices for eight long years was the 
relentless drumbeat of conversations 
about weight loss. Those conversations 
overwhelmingly ignored any history of eat-
ing disorders, food insecurity, and trauma. 
Often, health care providers skipped 
straight to a lecture without even asking 
about my current diet or activity levels. It 
felt like someone had pressed play on a 
recording, and I just had to wait it out.”14

There are, however, no neat checklists 
for physicians who want to do better. Con-
fronting fat stigma requires more than a 
list of do’s and don’ts. It behooves those in 
the medical profession to resist suggesting 
that there are only a few bad apples, and 
that most doctors and other health care 
professionals treat their fat patients 
respectfully. Living in a culture that is con-
sumed by feel-good narratives of weight 
loss and recovery means that few of us are 
immune to a series of embedded assump-
tions about fatness. And yet, like members 
of other marginalized communities, fat 
people deserve compassionate, compe-
tent care that is based on careful under-
standings of bodily difference and that 
respects their human rights.
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