
WHAT YOUR PATIENT IS THINKING

Why there’s no point telling me to lose weight
Emma Lewis
This is one of a new monthly series in which patients and carers set the
learning outcomes for readers. For more information contact Rosamund
Snow, patient editor, rsnow@bmj.com

I am one of over 97% of people for whom dieting does not lead
to sustained weight loss.1-3

I’ve experienced health benefits from increased exercise, and
from switching to a wholemeal vegetarian diet. My blood
pressure’s normal, as are my fasting glucose and my lung
function—as far as I can tell, my health is great. But my body
mass index (BMI) has been above 30 my entire adult life.
When I worry that I might be unwell, I often try to avoid visiting
a general practitioner. Almost every consultation I’ve ever
had—about glandular fever, contraception, a sprained
ankle—has included a conversation about myweight; and that’s
inevitably the conversation that destroys any rapport or trust
that might have existed between me and my doctor.
Fighting “the obesity epidemic” is supposed to be about making
me—as a “severely obese” person—more healthy; but the impact
of obesity rhetoric on my life has been quite the opposite.
I’ve been out dancing in some slightly inadvisable shoes. On
the walk home, I step awkwardly in a gutter and hurt my ankle.
The next morning, the swelling is pretty severe, so I decide I
ought to get it checked out.
The doctor tells me that I should be exercising more. I say: I
know that increased circulation boosts healing, but as it currently
hurts to stand I’m not sure what it’s best to do for exercise. He
says: he’s not talking about healing up the ankle, he means, in
general.
He hasn’t asked me howmuch exercise I already do. He doesn’t
know that just last night I danced energetically for four hours
then walked several miles home. I assume that he tells all his
fat patients the same thing, without bothering to find out about
their individual situations. This doesn’t exactly fill me with trust
that I’m receiving responsible medical advice. I don’t visit this
practice again.
I have been fat mywhole life. So when healthcare professionals
ask me—in the middle of a consultation about something
completely unrelated—whether I know that myBMI is too high
and whether I’m engaged in any weight management, I’m
always a little surprised when they act like they might be the
first to have ever brought it up. As if I might have made it
through my 30 years without ever once noticing that I was fat
and that some people think that fat is bad.
It’s just a little reminder that my GP—like many other people
in the world—sees me as a fat person first, and an individual

second. It makes me feel like a problem to be
solved—something unpleasant that needs to be eliminated.
I recently took upweightlifting. I’m happier in myself now—my
stamina has increased, as has my strength; I can cycle up hills
that used to defeat me.
Unfortunately, building up enough muscle mass to squat a 100
kg barbell has tipped my BMI over from “obese” to “severely
obese.” I haven’t been back to a GP since, but I’m dreading it
more than ever.
When health professionals bring upmyweight in a consultation,
I don’t feel like they’re looking out for my health. All my health
markers are fine, I’m active and happy, and I’ve spent years
fighting against the low self esteem that came from an
adolescence spent believing that I’d never be attractive to
anyone, yet they still think that it’s important to tell me to do
something that I know to be impossible. They give me the
impression that my weight is the most important thing about
me—more important than, say, my penchant for body piercing
and platform shoes, both of which have caused me more
infection and injury than my adipose tissue has. They put me
right back to where I was when I was a binging-fasting teenager:
full of shame.
They tell me that my body type is a “risk factor” for all kinds
of diseases, and that statistically I’m more likely to be healthy
if I lose weight. I might query the science behind that
supposition—citing the “obesity paradox,” which indicates that
fat people have better survival rates than thin people for all sorts
of diseases,4-6 but I do accept that it’s orthodox medical opinion.
Even if I did want to change my body type to be less of a “risk
factor”—it’s not that easy. I’m already physically active well
beyond the recommendations of the chief medical officer,7 and
I don’t rate my chances of being one of those seemingly
mythical people who manage to maintain weight loss through
dietary intervention.1-3

My childhood contained so many diets, so many humiliations
in school PE (physical education). No attempts to makeme lose
weight have ever had any long term effects. All they did was
give me a constant sense of shame and of not being good
enough. This led to unhealthy eating habits that would have
been labelled “disordered” in someone with a lower BMI. It has
taken me years to unlearn those habits. And it’s only recently
that I’ve really discovered the joys of physical exertion, having
spent most of my life thinking of exercise as “that punishment
I get given for being fat”—impact based activities like running
are physically painful for someone with my body type.
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I’ve opted out of the weight loss game. If that makes me a
non-compliant patient, then so be it. I’m healthier and happier
than I was when I hated myself. I just wish that my healthcare
providers would work with me on that.

I have read and understood the BMJ Group policy on declaration of
interests and declare the following interests: None.
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Key messages

1. Focus on what the patient has come to see you about today. If you only do that, you’ve done a good job. Think twice before offering
unsolicited advice in the guise of “education,” particularly when your patient is consulting you about something unrelated. If your patients
hear the same potted advice during every appointment, it’ll soon lose its impact; and if you insist on bringing up a subject that they find
traumatic you could put them off seeking your advice in future.
2. It is appropriate to give diet or exercise advice when somebody asks you directly, but try to focus on the other benefits of eating well
and getting regular exercise, rather than treating weight loss as an end in itself.8 That way your patients won’t get discouraged from
healthy behaviours even when they do not result in permanent weight loss.
3. Fat people know that they are fat. You don’t need to tell us; society’s been doing that our whole lives. Many of us have been traumatised
by constant reminders about weight loss culture—about how shameful you seem to find our bodies.

CPD/CME questions

• This author directly questions the role of the healthcare professional with respect to conventional health promotion. What is your
reaction to that?

• How would you work with Emma if she walked into your surgery or clinic tomorrow?
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