
Endocrine Practice 29 (2023) 417e427
Endocrine
PracticeTM

www.endocrinepractice.org
AACE Consensus Statement
American Association of Clinical Endocrinology Consensus Statement:
Addressing Stigma and Bias in the Diagnosis and Management of Patients
with Obesity/Adiposity-Based Chronic Disease and Assessing Bias and
Stigmatization as Determinants of Disease Severity
Karl Nadolsky, DO, FACE 1, Brandi Addison, DO, FACE 2,
Monica Agarwal, MD, MEHP, FACE 3, Jaime P. Almandoz, MD, MBA, FTOS 4,
Melanie D. Bird, PhD, MSAM 5, Michelle DeGeeter Chaplin, PharmD, BCACP, CDCES 6,
W. Timothy Garvey, MD, MACE 3, Theodore K. Kyle, RPh, MBA 7

1 Michigan State University College of Human Medicine, Grand Rapids, Michigan
2 South Texas Endocrinology and Metabolism Center, Corpus Christi, Texas
3 University of Alabama at Birmingham, Birmingham, Alabama
4 University of Texas Southwestern Medical Center, Dallas, Texas
5 American Association of Clinical Endocrinology, Jacksonville, Florida
6 Wingate University School of Pharmacy, Hendersonville, North Carolina
7 ConscienHealth, Pittsburgh, Pennsylvania
a r t i c l e i n f o

Article history:
Received 13 February 2023
Received in revised form
17 March 2023
Accepted 18 March 2023
Available online 4 May 2023

Key words:
adiposity-based chronic disease
BMI
obesity
stigma
weight bias
Abbreviations: AACE, American Association of Clini
social determinants of health; WC, waist circumferen
Address correspondence to the American Associatio
Email address: publications@aace.com.
Disclaimer: This document represents the official p

matter experts who participated on the task force uti
achieve consensus among the task force members. Co
patient and cannot replace the judgment of a clinician
presented guidance may not be appropriate in all situa
made in consideration of local resources and individu
AACE CONFIDENTIAL AND PROPRIETARY
This document is copyright 2023 by AACE. All rights
this document are allowed, in whole or in part, by any
the prior written consent of AACE or before publicati

https://doi.org/10.1016/j.eprac.2023.03.272
1530-891X/© 2023 AACE. Published by Elsevier Inc. A
a b s t r a c t

Objective: To focus on the intersection of perception, diagnosis, stigma, and weight bias in the
management of obesity and obtain consensus on actionable steps to improve care provided for
persons with obesity.
Methods: The American Association of Clinical Endocrinology (AACE) convened a consensus con-
ference of interdisciplinary health care professionals to discuss the interplay between the diagnosis
of obesity using adiposity-based chronic disease (ABCD) nomenclature and staging, weight stigma,
and internalized weight bias (IWB) with development of actionable guidance to aid clinicians in
mitigating IWB and stigma in that context.
Results: The following affirmed and emergent concepts were proposed: (1) obesity is ABCD, and
these terms can be used in differing ways to communicate; (2) classification categories of obesity
should have improved nomenclature across the spectrum of body mass index (BMI) using ethnic-
specific BMI ranges and waist circumference (WC); (3) staging the clinical severity of obesity based
on the presence and severity of ABCD complications may reduce weight-centric contribution to
weight stigma and IWB; (4) weight stigma and internalized bias are both drivers and complications
of ABCD and can impair quality of life, predispose to psychological disorders, and compromise the
effectiveness of therapeutic interventions; (5) the presence and of stigmatization and IWB should be
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Box 1
Key Definitionsa

➢ Weight bias ¼ negative ideologies as
body weight

➢ Weight stigma¼ thoughts and acts of
individuals due to their weight and size
bias

➢ Internalized weight bias ¼ when a pe
weight stereotypes (bias) to themse
self-devaluation

➢ Implicit weight bias ¼ unconscious b
who has obesity, beliefs or attitude
dividual’s awareness and control

➢ Explicit weight bias ¼ awareness of
behaving negatively toward a person w

a Adapted with permission from www.worldobes
Cummings DE, et al. Joint international consensus sta
obesity. Nature Medicine.2020;26(4):485-497. This a
Creative Commons CC BY.
assessed in all patients and be incorporated into the staging of ABCD severity; and (6) optimal care
will necessitate increased awareness and the development of educational and interventional tools
for health care professionals that address IWB and stigma.
Conclusions: The consensus panel has proposed an approach for integrating bias and stigmatization,
psychological health, and social determinants of health in a staging system for ABCD severity as an
aid to patient management. To effectively address stigma and IWB within a chronic care model for
patients with obesity, there is a need for health care systems that are prepared to provide evidence-
based, person-centered treatments; patients who understand that obesity is a chronic disease and
are empowered to seek care and participate in behavioral therapy; and societies that promote
policies and infrastructure for bias-free compassionate care, access to evidence-based interventions,
and disease prevention.

© 2023 AACE. Published by Elsevier Inc. All rights reserved.
Introduction

Obesity is a complex, multicausal, chronic disease with variable
clinical phenotypes defined by abnormal or excessive adiposity. Its
pathophysiology involves a state of enduring positive energy
imbalance due to complex neuroendocrine and behavioral dysre-
gulation of the body’s adipose “set point” and can impair physical
and mental health. In addition, the disease is associated with
pervasive stigma and bias, which in turn perpetuate the disease.1-5

Stigma and internalized weight bias (IWB) are caused by multi-
factorial biopsychosocial determinants that are intimately inter-
woven within the diagnosis of obesity and the risks for individuals
(Box 1).

In 2014, the American Association of Clinical Endocrinology
(AACE) published an “Advanced Framework for a New Diagnosis of
Obesity as a Chronic Disease”6 after a consensus conference
involving a broad array of professional organizations and other
stakeholders in society with a vested interest in obesity. The
multidisciplinary discussion gave rise to an emergent concept that
a new medically meaningful and actionable diagnosis of obesity
beyond body mass index (BMI) was needed that reflected the
impact of elevated or abnormally distributed adiposity on health.
This was followed by the “Comprehensive Clinical Practice
sociated with excess

discrimination toward
and a result of weight

rson applies negative
lves and engage in

ias toward a person
s outside of an in-

bias and intentionally
ho has obesity

ity.org; Rubino F, Puhl RM,
tement for ending stigma of
rticle is licensed under the
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Guidelines for the Medical Care of Patients with Obesity,” which
recommended 2 components in the diagnosis: (1) an anthropo-
metric component using BMI as a screening tool with subsequent
clinical confirmation of excess adiposity based on examination
along with waist circumference (WC) as an indicator of central
adiposity reflecting cardiometabolic risk, and (2) a clinical
component comprising the risk, presence, and severity of obesity
complications. This guideline advocated a complications-centric
approach to care inwhich intensity of therapy was based on disease
severity/staging and treatment goals were defined by sufficient
weight loss to prevent and ameliorate complications rather than
loss of a given amount of weight.7

In 2017, AACE followed up with a position statement for a new
diagnostic term for obesity, adiposity-based chronic disease
(ABCD), which explicitly identified the chronicity of the disease and
the underlying adiposity driving the pathophysiology and compli-
cations that confer morbidity and mortality.8 The European Asso-
ciation for the Study of Obesity followed suit in 2019 with their
position statement on ABCD as a diagnostic term in line with their
previous proposal to improve the International Classification of
Diseases diagnostic criteria beyond BMI classification. Their goal
was to emphasize the etiology, degree of adiposity, and severity of
health risks due to the physical forces of adipose mass and im-
mune-endocrine metabolic consequences of adiposopathy more
appropriately.9,10

The paradigm shiftdfrom a weight/BMI-centric obesity diag-
nosis in which the emphasis is purely on weight loss to clinically
based ABCD that aims to improve health through prevention and
treatment of complicationsdunderscores the fact to patients and
health care professionals that this is a chronic disease and not a
lifestyle choice. Clearly, this has the potential to reduce bias and
stigma and to promote access to evidence-based care. Conversely,
stigma and IWB can be perpetuated by the sole use of BMI as the
defining characteristic in the public forum and for diagnosis in
health care systems, which does not reflect the impact of excess
adiposity on health or a comprehensive understanding of disease
pathophysiology. In contrast, ABCD indicates what clinicians are
treating (adiposity-based¼ abnormalities in the mass, distribution,
and function of adipose tissue) andwhy they are treating it (chronic
disease associated with complications).

To directly address the global problem of bias and stigma, an
international multidisciplinary group of experts, which included
representation from a broad coalition of scientific organizations,
convened to develop a joint consensus statement for ending the
stigma of obesity. This collaboration produced several statements
and recommendations published in 2020.11 That same year, the
Canadian Obesity Clinical Practice Guideline provided evidence-
based recommendations to reduce weight bias in obesity man-
agement, practice, and policy by emphasizing that people with

http://www.worldobesity.org
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obesity face substantial bias and stigma contributing to morbidity/
mortality regardless of weight or BMI.12 To further its work in
addressing obesity stigma and weight bias, AACE convened a
consensus conference on obesity to focus on the intersection of
perception, diagnosis, stigma, and bias of obesity. To aid in
advancing health care professionals in the reduction of bias and
stigma in the context of obesity diagnosis, participants established
emergent concepts, which were used to develop a roadmap with
actionable, pragmatic clinical proposals to combat obesity stigma
and bias in clinical practice and beyond.

Synopsis of Affirmed and Emergent Concepts

Affirmed Concepts

� Obesity is a complex disease caused by multifaceted patho-
physiology associated with internalized weight bias and stigma.

� While obesity is not a lifestyle choice, lifestyle modifications are
the critical foundation of treating ABCD and its complications.
This requires alterations in diet and physical activity, education,
behavioral therapy, and supportive care from health care teams.

� A BMI-centric diagnosis of obesity is not appropriate, on its own,
for individual patient care and should be considered in the
context of a clinical examination plus further diagnostic evalu-
ation for complications as necessary for patient-centered care.

� A complication-centric staging of ABCD can provide personal-
ized interventions that match disease severity and the intensity
of therapy.
Emergent Concepts

� Classification categories of obesity should include improved
nomenclature across the spectrum of BMI using ethnic-specific
ranges for BMI and WC.

� Complication-centric staging of ABCD based upon the spectrum
of disease severity shifts the conceptualization of this disease
away from a weight-centric emphasis and has the potential to
reduce stigma and IWB.

� Weight stigma and IWB are both drivers and complications of
obesity/ABCD in a bidirectional manner; therefore, patients with
ABCD should be screened for IWB.

� As complications of ABCD, the presence of weight stigma and
IWB should be incorporated into the staging of disease severity.

� Weight stigma and IWB can lead to or exacerbate psychological
disorders such as depression, anxiety, and disordered eating;
patients with ABCD should be screened for these psychological
disorders.

� Focusing on a clinical response to obesity therapy that includes
both percent weight-loss goals and alleviation of obesity-related
complications rather than weight loss per se is consistent with
the medical model for treatment of a chronic disease and may
help reduce weight stigma and IWB.

Methodology

A consensus conference was convened by AACE in May 2022
that brought together thought leaders from multiple segments of
society, including representatives from professional and patient
advocacy organizations (see Acknowledgments). Participants dis-
cussed key aspects of the growing obesity epidemic including the
role of implicit and explicit bias, the interplay of biopsychosocial
factors, and the potential for the use of newer terminology and
classification systems to help reduce weight stigma and bias in the
health care setting. The goal of the conference was to achieve
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consensus from the group around 3 key areas: (1) perception and
diagnosis of obesity, (2) weight stigmatization and bias and impacts
on mental health, and (3) training gaps and needs for health care
professionals to address weight stigma and bias.

Before attending the conference, participants completed a sur-
vey asking them to respond in agreement or disagreement with 18
statements related to weight stigma, bias, and obesity staging/
classification. Respondents were asked whether they strongly
agreed, agreed, neither agreed nor disagreed, disagreed, or strongly
disagreed with the statements. Overall, 84 participants completed
the survey. Two-thirds of the respondents identified as AACE
members. Most respondents identified as endocrinologists (n ¼
59), and others identified as nonendocrinologist physicians (n¼ 10)
and primary care physicians (n ¼ 4). The remaining respondents
identified as advanced practice providers, pharmacists, and patient
representatives. There was diversity in geography, practice setting,
years in practice, and patient populations. The survey results were
presented at the conference to facilitate additional discussion and
to provide a foundation for this consensus statement.

A writing task force of AACE members was empaneled and
included practicing endocrinologists, obesity medicine specialists,
a pharmacist, and a patient representative. The task force reviewed
the current evidence, the survey results, and the discussions from
the consensus conference and developed a draft document. Con-
ference participants from external organizations were invited to
review the draft document and were asked to confirm consensus
with the presented concepts. The consensus statement was
reviewed by AACE’s Clinical Practice Guideline Oversight Com-
mittee and was approved by the Board in February 2023.
Weight Bias and Chronic Care for Obesity

A primary concept apparent from the consensus conference was
that the individual and societal costs of ABCD can only be amelio-
rated within the context of an effective chronic disease care model
(Fig. 1).1,7 Optimal outcomes for patients with ABCD necessitate
interactions between empowered informed patients who are acti-
vated to partner with the health care team and a prepared health
care systemwith professionals, procedures, and infrastructure that
provide full access to evidence-based care.

In addition, society must actively promote patient empower-
ment and realization of health care systems that deliver optimal
treatment and prevention of ABCD through their support of pol-
icies, education, research, and access to care. Weight bias and
stigmatization adversely disrupt an effective chronic care model at
all 3 levels of patient, health care system, and society.4-6,13 IWB
results in self-blame, low self-esteem, andmental health conditions
that thwart the ability of patients to become informed and
empowered to seek care, adhere to care, and act as health care
partners. Weight bias within health care systems and their
personnel results in unempathetic care and shaming of patients
and impedes the development of and access to effective care pro-
grams, with the notion that ABCD is a lifestyle choice and not a
chronic disease. Finally, explicit bias prevalent in society com-
pounds the shaming and stigmatization of patients and impedes
the development of policies and programs addressing the educa-
tion, research, environments, and health care access required to
support the chronic care model. It is incumbent upon society to
provide regulatory and legislative measures that ensure access of
patients to therapies of proven benefit. Therefore, weight bias
prevents the establishment of a chronic care model for ABCD that
must become operational as an integral component of the health
care system and embraced by the larger society if it is to benefit
patients and public health.



Fig. 1. Chronic care model of obesity. Weight bias has a broad-based effect to disrupt a chronic care model for adiposity-based chronic disease (ABCD). Weight bias impairs obesity
care and treatment outcomes by impeding multiple processes that must work in concert to produce optimal clinical outcomes. Weight bias reduces the ability of patients to be
empowered, informed, and activated to function as a health care team partner, renders the health care system ill-prepared to provide full access to evidence-based therapy and
empathetic care, and imperils the ability and inclination of society to support infrastructure and policies that ensure interactions between empowered activated patients. Adapted
from Garvey et al.7 Reprinted with permission from AACE.
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Biopsychosocial Model of BiasdClinical and Patient
Perspectives

Obesity is currently the most stigmatized chronic disease. At the
turn of the 20th century, people with obesity were considered a
spectacle and stigmatized. One hundred years later, people with
obesity still struggle with stigma and weight bias. Health risks of
obesity were noted centuries ago by Greek physician Hippocrates,
and corpulency was ranked a disease in the 1600s, yet obesity was
only recognized as a disease state by AACE in 201214 and subse-
quently by the American Medical Association in 201315da disease
that requires prevention and treatment efforts. The cultural ideal of
slimness and society fetishizing thinness has stigmatized people
with obesity for decades and disproportionately impacts women,
Black, Indigenous, and people of color, and gender-diverse in-
dividuals in the United States.16-18 Unfortunately, weight stigmati-
zation is pervasive and has increased over time.17,19

Weight bias is the result of negative ideologies related to
increased weight that lead to social rejection and devaluation
(stigma); it is directed at those who do not align with the social
ideals of body weight and shape. Weight stigma triggers unfavor-
able physiological and behavioral changes associated with poor
health.19 Weight bias and stigma are detrimental to health and are
related to higher morbidity and all-cause mortality.20 Furthermore,
weight bias and stigma exacerbate health disparities. People with
obesity are exposed to weight bias in the workplace, educational
and health care settings, social media, and interpersonal relation-
ships.21 Despite recognizing obesity as a disease, weight bias is
prevalent and pervasive in health care settings among health care
professionals, trainees, and students. Health care professionals
have shown explicit and implicit weight bias.22 Implicit bias is
automatic, unconscious, and represents introspectively unidenti-
fied or inaccurately identified traces of past experiences that
mediate negative attitudes, thoughts, and actions.23,24 In contrast,
explicit bias is a conscious mode exemplified by awareness and
420
negative behavior toward a person based on a specific character-
istic (eg, weight, race/ethnicity/gender identity). In one study, im-
plicit weight bias decreased but explicit weight bias increased
during medical school.25 In health care systems, implicit and
explicit biases held by clinicians create a vicious cycle inwhich care
is often delayed or denied, further contributing to the progression
and complications of obesity.26 Stigma and discrimination toward
patients with obesity are pervasive among both health care pro-
fessionals and society in general and pose consequences for the
psychological and physical health of patients.

People with obesity who experience weight stigma and
discrimination, including being negatively stereotyped, may inter-
nalize these negative societal stereotypes and attributes known as
IWB and self-derogate because of excess body weight. As shown in
Figure 2, IWB is associated with negative psychosocial conse-
quences and psychological distress.

There is a strong association between IWB and psychosocial
correlates such as disordered eating, depression, poor mental
health outcomes, and impaired quality of life.27 In one survey, 52%
of respondents with obesity strongly agreed with statements
related to IWB in their own lives, suggesting that a high proportion
of people with obesity are at risk for IWB when generalized to
larger populations.17 These respondents had lower levels of edu-
cation and income, highlighting the role of social determinants of
health in fostering IWB. IWB is associated with higher attrition
within the medical clinic setting and lower engagement with
obesity medicine specialists.28

Furthermore, there is a strong association between weight bias
and IWBwith poor psychological, behavioral, and medical sequelae
in patients who have received bariatric surgery.29 Thus, medical
and surgical interventions are potentially less effective in people
with IWB. Therefore, it is important to screen people with obesity
to identify IWB because mitigating IWBwould predictably improve
adherence to medical management of obesity and surgical out-
comes. Validated tools such as the Weight Self-Stigma



Fig. 2. Impact of internalized weight bias (IWB) in the care of persons with obesity. This infographic highlights the negative impacts of IWB and the importance of screening and
treating IWB to improve outcomes in persons with obesity.
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Questionnaire (WSSQ) and theWeight Bias Internalization Scale are
available for measuring IWB.21,30,31 Engel’s biopsychological model
of health and illness is a model that details the complex intercon-
nection between the biological, psychological, and social factors of
diseases and is highly applicable to obesity/ABCD (Fig. 3).32 The
interactions between the biological, psychological, and social fac-
tors play a significant role in the creating, driving, and sustaining
chronic diseases such as obesity/ABCD.33 This concept was strongly
supported by conference participants with more than 90% in
agreement that acknowledging this biopsychosocial model as
operative in obesity would increase awareness and acceptance of
IWB as a complication of obesity.

Weight Bias, Stigmatization, and AACE Guidelines for
Diagnosing/Treating ABCD

The 2016 AACE obesity treatment guideline was the first to
explicitly recommend a complications-specific approach to obesity
Fig. 3. Biopsychosocial model for obesity/adiposity-based chronic disease. Adapted from Eng
Science.
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management.7,34 This guideline recommended both anthropo-
metric (eg, BMI) and clinical (ie, presence and severity of compli-
cations) components to the diagnosis,6 a simple staging based on
the severity of ABCD complications, and the prevention or treat-
ment of complications as the goal of therapy rather than the loss of
a certain amount of weight.7

The classification of obesity has historically been based on
categories of BMI that were correlated with adiposity and
morbidity/mortality.35-43 Anthropometric assessment and classi-
fication is further refined by measuring the WC of individuals to
delineate adipose distribution, which correlate with car-
diometabolic risk due to visceral and ectopic fat.41,44-49 While
BMI can be used for obesity screening,7,50 it is not an optimal
diagnostic tool at the individual level because it does not
distinguish between fat and lean muscle nor does it reflect the
impact of BMI on health or presence of complications.51 In
addition, normative values of BMI may differ across racial and
ethnic groups, further limiting its utility. Conference participants
el.32 Reprinted with permission from the American Association for the Advancement of
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discussed these issues and determined that BMI should not be
used for the diagnosis of obesity. Despite broad agreement that
BMI is not appropriate for individual diagnosis of obesity by itself,
it is pervasively used by health care professionals and in public
dialogue and has been extensively studied in population research.
This was a key topic at the consensus conference, at which 64% of
survey respondents perceived BMI as intertwined with many
forms of bias contributing to, and maintained by, obesity
stigma.52 This is further conflated by BMI-based terms such as
overweight and morbid, which do not convey relevant informa-
tion and may create misinterpretation.

With respect to bias and clinical severity of ABCD, it is important
to consider 2 aspects of the “2016 AACE Guidelines for the Medical
Care of Patients with Obesity.” The first pertains to the staging
system that places patients into 3 categories designed to aid in
clinical decision-making regarding the mode and intensity of
therapy, namely, stage 0 (no complications), stage 1 (mild to
moderate complications), and stage 2 (severe complications). The
AACE guideline indicated that ABCD without current complications
(stage 0) requires secondary prevention with the goal of treatment
to reduce risk of emergence of future complications because of the
progressive nature of the disease.7 However, thoughts were prof-
fered at the consensus conference that using the term stage 0might
engender complacency toward treatment or suggest that excess
body fat does not constitute a disease, even if complications were
not immediately apparent, resulting in a potential delay in initi-
ating interventions for secondary prevention. In addition, in-
dividuals in this stage may be at increased risk for adiposity-based
malignancies and other types of cancer.53,54 Studies have shown
this risk is decreased with treatments resulting in weight reduc-
tion.55-57 Therefore, given the potential implications of the term
stage 0, consensus conference participants agreed that ABCD
without complications would preferably be termed stage 1, with
mild to moderate complications stage 2, and with severe compli-
cations stage 3. This reformulation in disease stage designation is
shown in Table 1.

The second consideration pertains to the adverse impact of bias
and stigmatization on quality of life in patients with ABCD and as
impediments to successful treatment.58 There was strong
consensus at the conference that assessment for bias and stigma-
tization and for mental health concerns should be performed for
patients with obesity (93% agreed/strongly agreed). The approach
taken in the 2016 AACE obesity guideline was to review evidence
regarding those complications that could be prevented or amelio-
rated with therapeutically sufficient weight loss in individual
Table 1
Incorporation of Bias and Stigmatization, Psychological Health, and Social Determinants

Previous Stagea Recommended Stage

0 1 No known cardiovascular, biomechanical, or other physic
reduced by weight loss.
AND/OR
Internalized weight bias and stigmatization, psychologica
not have adverse effects on quality of life or treatment b

1 2 One or more mild to moderate ABCD complications plus
AND/OR
Internalized weight bias and stigmatization, psychologica
on quality of life or could potentially impair the ABCD tr
individualized treatment plan.

2 3 At least one severe ABCD complication plus an increased
AND/OR
Internalized weight bias and stigmatization, psychologic
pronounced adverse effects on quality of life or may rend
remedy these issues must be enacted in the interest of p

ABCD ¼ adiposity-based chronic disease.
a Previous staging outlined in the 2016 AACE Comprehensive Practice Guidelines for M
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patients.7 The guideline did not offer complication-specific treat-
ment recommendations when there was insufficient evidence that
weight loss could improve particular outcomes. For example,
depression commonly affects patients with ABCD and can
compromise a treatment plan; however, the guideline offered no
recommendations for weight loss to address depression because of
a lack of evidence that depression is a weight losseresponsive
complication. This does not detract from the fact that depression,
anxiety, and other mental health conditions are complications of
ABCD. This also applies to IWB and stigmatization. While the
mitigation of IWB can enhance effectiveness of a weight-loss
treatment plan,59 there is little current evidence that weight loss
alone can reduce IWB. The observation that patients can experience
enhanced employment prospects after bariatric surgery could
indicate the implicit and explicit bias toward people with obesity
reduces the employment opportunities before weight loss60;
however, more research is needed.

At this point, IWB and stigmatization should be explicitly
recognized as complications of ABCD that can impair health and
quality of life and compromise treatment efficacy. These same
considerations apply to psychological disorders.61 While weight
loss might not in itself ameliorate bias and stigmatization or psy-
chological complications, these issues must be addressed in all
patients, become part of an individualized treatment plan, and
remedied in efforts to improve quality of life for patients and to
enhance the effectiveness of weight-loss therapies. In addition,
health care professionals will need to consider social determinants
of health (SDoH) in making lifestyle and treatment recommenda-
tions because SDoH may render certain interventions unattainable,
impractical, or unfeasible. Furthermore, the severity of bias and
stigmatization and psychological disorders as complications of
obesity, or for SDoH asmitigating circumstances affecting care, may
be operative independent of the severity of cardiometabolic or
biomechanical physical complications. Management of ABCD will
need to extend beyond weight-loss management using lifestyle,
medications, or metabolic/bariatric surgery to include a variety of
other modalities, both prescription and behavioral, that address
bias and stigmatization, behavioral health, and accommodate
SDoH. Based on the discussions at the consensus conference, Ta-
ble 1 shows a revised set of proposed criteria for staging ABCD that
for the first time incorporates bias and stigma as well as the psy-
chological overlay of the disease into the AACE staging system of
ABCD severity, together with the physical complications (ie, car-
diometabolic and biomechanical) that can be improved by
weight-loss therapy.
of Health in the Staging of ABCD Severity7

al complications of ABCD. Increased risk of complications (eg, cancer) that may be

l conditions, and social determinants of healthmay be operative to a degree that do
ut may require management in an individualized care plan.
an increased risk of other complications.

l conditions, or social determinants of health are present and have adverse effects
eatment plan. These issues should be considered in devising an effective

risk of other complications.

al conditions, or social determinants of health are present and are having
er weight-loss treatment plans ineffective or harmful. Intervention to address and
atient well-being and to ensure effectiveness of weight-loss treatment.

edical Care of Patients with Obesity.7
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Focusing on Clinical Outcomes to Mitigate Stigma/Bias in Obesity
Treatment

Weight stigma and IWB in people with ABCD can be both a
driving factor and a complication of the disease. In this consensus
statement, the task force proposes the inclusion of weight stigma
and IWB into the staging systemof ABCD severity. The assessment of
weight stigma and IWB is not a standard practice in many health
care settings, which include primary care and endocrinology offices.
In any disease state, the clinical response to interventions should be
categorized in a standardized manner. To facilitate this, weight
stigma and IWB should be assessed in people with ABCD to ensure
that these factors do not negatively impact patient engagement,
treatment efficacy, health outcomes, or quality of life. Validated
tools such as the Weight Bias Internalization Scale and the Weight
Self-Stigma Questionnaire are available.30,31 Tracking patient-re-
ported weight stigma and IWB can inform the health care team to
create a more individualized approach to treating ABCD. This is also
helpful for clinical monitoring of treatment efficacy and research.

The 5As tool is a motivational interviewing technique that was
originally designed for smoking cessation but is also used and rec-
ommended for treating other chronic conditions like obesity (Box
2).62 In the treatment of ABCD, the 5As technique has been shown to
increase behavioral change and patient motivation.63 By using
motivational interviewing tools that foster patient autonomy and
partnership, health care providers may improve the quality of their
patient interactions and therapeutic responses. For example, by
using the 5As tool, health care professionals can evaluate patients
for IWB and stigmatization when they Ask permission and Assess
health status and complications. When clinicians Advise and Agree
on treatment plans, there is an opportunity to set individualized
goals for treating ABCD and complications instead of empiric
weight-loss recommendations. When health care professionals
Assist in the continuous process of weight management, they
highlight that obesity is ABCD, while empowering patients with
knowledge and tools to achieve their individualized health and
weight goals.

Health care provider emphasis on “excess weight” may
contribute to weight stigma and IWB among people with ABCD
complications, like type 2 diabetes mellitus, because approximately
50% report experiencing weight bias in a health care setting.64

Previously, obesity/ABCD treatment success has been quantified by
reductions in body weight with a goal of �5% to 10% weight loss
proposed.65 Consensus conference participants thought this
emphasis on weight loss alone contributed to weight stigma and
IWB.53,54 The use of anthropometrics (such as percent weight loss,
Box 2
5A’s for Obesity/ABCDa

ASK if you can discuss weight and the health impact of ABCD

ASSESS health status and complications

ADVISE on treatment options based on the severity of ABCD

AGREE on treatment plan and weight-loss goals

ASSIST in the continuous process of weight management with
reassessment of goals and treatment options

a Adapted with permission from Vallis M, Piccinini-Vallis H, Sharma AM, Free-
dhoff Y. Clinical review: modified 5 As: minimal intervention for obesity counseling
in primary care. Can Fam Physician. Jan 2013;59(1):27-31.
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BMI classification category, body composition, and WC) should be
assessed and considered as surrogates for clinical benefit (in
essence, a biomarker).66 However, actual clinical improvements
such as remission of complications, improvements in patient-re-
ported outcomes, and reductions in weight stigma and IWB
constitute the actual goals of therapy. In other words, treating ABCD
to prevent or ameliorate complications is recognized as the primary
goal of therapy.67-69

To this end, clinicians can measure the success of therapies with
changes in ABCD-related cardiometabolic markers like hemoglobin
A1c, blood pressure,70 lipids,71 nonalcoholic fatty liver disease
fibrosis risk,72 and expected cardiovascular benefits and improve-
ment in mental health conditions.73-75 Similarly, clinical outcomes
can be assessed for adiposity-based cardiometabolic reproductive
disorders, such as polycystic ovary syndrome and functional male
secondary hypogonadism,76-81 in addition to biomechanical com-
plications of obesity that include obstructive sleep apnea, gastro-
esophageal reflux disease, urinary incontinence,82-84 and knee
osteoarthritis.85,86 It is important to note that current antiobesity
therapies (medications, devices, and surgeries) are capable of
achieving the >5% to 20% total body weight loss,66,87-90 which can
improve health by preventing or ameliorating a broad array of
ABCD complications.88

Consensus Recommendations

Weight stigma and IWB impair quality of life for patients with
ABCD and constitute complications of this disease. At the same
time, stigma and IWB exacerbate the severity of ABCD as a disease
and compromise the efficacy of ABCD treatment.

To address the impact of weight stigma and IWB, AACE puts
forth the following consensus recommendations:

� Patients with ABCD should be screened for the presence and
degree of stigmatization and IWB; the Weight Self-Stigma
Questionnaire and the Weight Bias Internalization Scale are
validated tools that can be used to assess stigmatization and
IWB.21,30,31

� As complications of ABCD, the presence and degree of weight
stigma and IWB should be incorporated into the staging of ABCD
severity.

� IWB and stigmatization can lead to or exacerbate psychological
disorders such as depression, anxiety, stress, and disordered
eating; patients with ABCD should be screened and treated for
these psychological issues. Mental health conditions and social
determinants of health should also be incorporated into the
staging of ABCD severity.

� Health care professionals and organizations should implement
policies and actions to reduce the impact of weight bias in pa-
tient care including, but not limited to, implicit bias training for
staff, obesity education of health care professionals to reduce
explicit bias, use of person-first policies and language in treat-
ment plans and health records, and adoption of the new pro-
posed ABCD nomenclature for classification and staging of
obesity along with clinical goals of therapy.

� Health care professionals and organizations should advocate for
improved access to evidence-based treatment modalities and
increased research into practice-based solutions to limit the
impact of IWB on management of ABCD.
Conclusion

Obesity is ABCD with adverse health complications, including
cardiometabolic, biomechanical, psychological, and oncologic
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disease risk. ABCD is also characterized by pervasive stigmatization
and weight bias, both internalized and externally directed, which
operate in a bidirectional manner to both exacerbate and compli-
cate the disease. The aim of this consensus statement is to provide
health care professionals with pragmatically actionable steps to
mitigate the harmful consequences of weight bias and stigma at the
intersection of diagnosis and management in a holistic bio-
psychosocial manner.

There was unanimous consensus that pervasive weight bias and
stigma confound, and are exacerbated by, diagnoses relying
exclusively on BMI and treatment goals that involve a sole
emphasis on weight loss. Modulating the clinical nomenclature is
recommended to minimize stigma and bias engendered by a BMI-
centric approach to diagnosis and care. Also proposed is an
approach for integrating weight bias and stigmatization, psycho-
logical disorders that can be exacerbated by bias, and SDoH into the
AACE staging paradigm for ABCD severity to guide decision-making
around individualized care plans. In addition, as shown in Figure 1,
the individual and societal costs of ABCD can only be ameliorated
within the context of an effective chronic disease care model, and
optimal outcomes require health care systems that are prepared to
partner with empowered and informed patients. These health care
systems should provide training, education, and resources so that
the health care professionals can provide patient-centered and
evidence-based care that is free of bias and stigmatization. Finally,
society, including payers and policymakers, should support pol-
icies, education, research, and access to care to limit bias and stigma
faced by individuals with obesity/ABCD.
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