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Introduction
Obesity is a chronic and relapsing disease, with multiple 
complex factors involved in weight regulation, making 
weight loss and maintenance challenging [1]. While regu-
lar exercise and a balanced diet are important factors for 
maintaining health, research indicates limited effects on 
weight loss and long-term weight maintenance [2, 3, 4, 
5]. Additional treatments, such as pharmacotherapy and 
bariatric surgery, are often required, and they are well-
studied and evidence-based [6, 7, 8, 9].

Nonetheless, obesity itself and its treatment are highly 
stigmatized. The public’s perception of obesity and its 
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Abstract
Background Obesity is a chronic and complex disease influenced by various factors that hinder weight loss and 
maintenance. However, perceptions of obesity are often marked by stigma. This study assessed perceptions of 
obesity, weight stigma, health habits, and emotional eating in a representative sample of the Brazilian population.

Methods This cross-sectional study included a representative sample of 2560 Brazilian participants. Data were 
collected from structured online questionnaires covering demographic aspects, perceptions of obesity, stigma, health 
habits, and behaviors related to emotional eating.

Results The prevalence of obesity in the sample was 26%. However, 61% of these individuals did not receive a formal 
diagnosis. Although 76% of the participants considered obesity a disease, 65% believed that diet and exercise were 
sufficient treatments. Only 5% of the participants with obesity considered 10% weight loss beneficial for associated 
comorbidities. It was widely believed that normalizing body mass index (BMI) is necessary for positive health 
outcomes. Emotional eating behaviors were slightly more prevalent among individuals with obesity (25%) but were 
present across all BMI ranges.

Conclusions The findings of this investigation underscore the necessity for comprehensive education regarding 
obesity as a complex multifactorial condition. They emphasize the importance of promoting awareness of the 
benefits associated with modest weight reduction, improving the diagnosis and documentation of obesity in clinical 
settings, and implementing targeted interventions to address misconceptions concerning treatment modalities and 
the impact of emotional eating behaviors.
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management can impact how it is addressed and per-
ceived [10, 11, 12, 13, 14]. To address this, clear criteria 
for defining clinical obesity have been proposed [15]. 
Despite these efforts, stigma surrounding treatment 
methods, such as pharmacotherapy and surgery, along 
with pervasive weight bias, remain significant challenges. 
These factors can contribute to the low adoption of these 
treatments and poor long-term adherence.

Weight bias and discrimination directed at individuals 
with obesity can lead to the internalization of stigma, the 
adoption of emotional eating as a coping mechanism, a 
tendency to avoid physical activity, and an increased risk 
of developing various chronic health conditions [12, 16, 
17].

The public’s perceptions of obesity, the degree of weight 
stigma, and their impact on social and individual factors 
can vary in different cultures and populations. The vast 
majority of data come from high-income countries; data 
from lower- to middle-income countries from different 
regions of the world is, in this sense, imperative and rec-
ommended by the World Obesity Federation to enhance 
global research on the topic [13].

To date, no investigation has assessed the beliefs of a 
significant portion of the Brazilian population regard-
ing obesity, its treatment, and the stigma associated 
with it. To explore the cultural aspects of the population 
concerning obesity, health habits, eating behaviors, per-
ceptions of obesity, its management, and the associated 
stigma were evaluated among a sample of the Brazilian 
population.

The primary objective was to uncover discrepancies 
between the public’s perception of obesity and scientific 
evidence to provide information that could contribute 
to educational initiatives to reduce and prevent weight 
stigma and increase awareness. We hypothesized that 
there are significant discrepancies between public per-
ceptions of obesity and scientific evidence, as well as an 
association between emotional eating behaviors and the 
presence of overweight and obesity.

Methods
The “Perceptions of Obesity” study was designed as a 
cross-sectional investigation to assess obesity percep-
tions, weight stigma, health habits, and emotional eating 
among Brazilian Internet users aged 18 years or older. 
A tailored questionnaire was developed by medical spe-
cialists in the field of obesity and administered by the 
research institute Inteligência em Pesquisa e Consultoria 
Estratégica (IPEC).

A representative sampling technique was employed 
to ensure the inclusion of individuals from diverse ABC 
socioeconomic classes: class A (higher-income), class B 
(middle-income), and class C (lower-middle-income), 
with a proportional distribution across Brazil’s five 

geographic regions: north (109 interviews), northeast 
(341), southeast (996), south (370), and central-west 
(184). Participants were selected via online panels, where 
they provided demographic information that qualified 
them to receive study invitations via email, and com-
pleted the surveys through the provided links.

To address potential selection bias, the study applied 
the Random Iterative Method (RIM), ensuring that the 
final sample profile accurately reflected the target popu-
lation. Access to the questionnaire was controlled for key 
variables such as age, sex, geographic region, household 
income, municipality status (capital or non-capital cit-
ies), and, where applicable, obesity class. A sample size 
of 2650 was defined based on IPEC’s internal guidelines, 
ensuring a sufficient number of interviews for detailed 
analysis while considering an acceptable sampling error 
for the total sample, with a 95% confidence level and a 4% 
margin of error.

An initial screening question on self-reported weight 
and height was employed to ensure the proper classi-
fication of participants by body mass index (BMI). BMI 
was categorized as follows: Underweight: BMI < 18.5 kg/
m²; Eutrophy1: BMI 18.5 to 24.9 kg/m²; Overweight: BMI 
25 to 29.9 kg/m²; Class I Obesity: BMI 30 to 34.9 kg/m²; 
Class II Obesity: BMI 35 to 39.9  kg/m²; Class III Obe-
sity: BMI ≥ 40  kg/m² [18]. Self-reported measurements 
of weight and height have previously been investigated in 
the Brazilian population and validated as possible alter-
natives for determining weight status [19].

The questionnaire was developed by a medical spe-
cialist in the field of obesity and includes items adapted 
to Brazilian cultural standards from various validated 
instruments (see supplementary material) [4, 20]. These 
items explored topics related to obesity stigma and the 
role of healthcare professionals in managing obesity, life-
style changes, and eating behaviors. Dietary habits were 
assessed using an adapted version of the Food Frequency 
Questionnaire [21], and eating behaviors were evaluated 
using a Three-Factor Eating Questionnaire [22].

Descriptive statistical analysis was conducted utiliz-
ing Stata/BE 18.5 (StataCorp LLC, College Station, TX, 
USA). Survey results were reported as percentages to 
elucidate the most frequently selected responses and 
the degree of concordance with specific statements. 
Differences between groups were evaluated using chi-
squared tests (χ²), with statistical significance established 
at p < 0.05 (two-tailed test). Given the exploratory and 
descriptive nature of this study, no adjustments were 
made for multiple comparisons.

1 We adopted the term'eutrophy' rather than'normal weight' when describ-
ing individuals whose BMI fell within the reference range. This decision was 
made to avoid suggesting that other body sizes are abnormal or undesirable. 
Our choice reflected a commitment to using a neutral, non-stigmatizing 
language when addressing topics related to obesity and health.
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In accordance with Resolution No. 510/2016 of the 
Brazilian National Health Council, this public opinion 
research involving unidentified participants was exempt 
from review by the research ethics committee. All proce-
dures adhered to the ethical standards established by the 
Brazilian Association of Research Companies (ABEP), 
and complied with the international quality standards 
ISO 20.252 and ISO 9001.

Results
The study involved 2560 individuals ≥ 18 years old from 
social classes A to C. Participants’ ages ranged widely, 
with the most common age groups being 45 to 59 years 
(26%), 35 to 44 years (23%), and 25 to 34 years (23%). 
Gender distribution showed that 52% of the participants 
were female, 47% were male, and 1% identified as nonbi-
nary/transgender. The BMI distribution among the par-
ticipants was as follows: 4% obesity class III, 6% obesity 
class II, 16% obesity class I, 34% overweight, 37% eutro-
phy range according to BMI, and 3% underweight. 65% 
of the participants were from socioeconomic class C (low 
income). The educational levels of the participants var-
ied, with 50% having completed high school and 43% hav-
ing higher education. Table 1 provides a comprehensive 
overview of the study population’s social demographics.

Participants were first asked about the most impor-
tant actions to ensure their health (see supplementary 
Table 1): maintaining a balanced diet (44%), engaging in 

exercise (22%), and undergoing regular medical check-
ups (17%) were the most cited. Adequate sleep (6%) and 
smoking avoidance (5%) were also identified as signifi-
cant factors, but they had a lower degree of relevance. 
However, maintaining a healthy weight and limiting alco-
hol consumption were prioritized less, with only a small 
percentage mentioning them (< 5%).

This study showed that although people understand 
the importance of a balanced diet and regular exercise, 
they face environmental obstacles that affect their food 
and lifestyle choices. Findings revealed that a substan-
tial proportion of participants (69%) frequently choose 
“unhealthy” food options when experiencing an urge. 
This behavior was more common among individuals with 
obesity (74%), followed by those with overweight (66%) 
and eutrophy or underweight (67%), with a statistically 
significant difference among the three groups (p = 0.003). 
Moreover, approximately one-third of the participants do 
not consume adequate amounts of fruits and vegetables, 
and a considerable number prefer restaurants or delivery 
meals, as indicated by 31% of the respondents.

Furthermore, 45% of the participants reported being 
physically active, with 48% of those in the eutrophy or 
underweight category, 50% of those in the overweight 
range, and 36% of those with obesity engaging in regular 
physical activity. This difference was statistically signifi-
cant among the three groups (p < 0.001). Figure  1 eluci-
dates the participants’ habits.

Another stage of the survey aimed to gather partici-
pants’ insights on the intricacy and implications of obe-
sity (Table  2). Among the entire sample, 76% either 
totally or partially considered obesity, such as diabetes 
and hypertension, a disease. In contrast, a significant 
37% of participants believed that obesity is a psychiatric 
disorder, and more than one-quarter of the respondents 
perceived individuals with obesity as culpable for their 
weight status.

To address the adoption of the person-first language, 
participants were asked to suggest the most appropriate 
term to refer to someone with obesity (see supplemen-
tary Table 2). In considering participants with obesity 
and overweight status, respectively, 38% and 37% pre-
ferred the term “people with obesity,” and 24% and 29% 
chose “obesity sufferer/carrier”; finally, 18% and 15% indi-
cated that the term “obese person” would be the best fit.

When questioning medical care and comorbidities 
(see supplementary Table 3), 61% of individuals with 
BMI ≥ 30 kg/m² reported that they had never been diag-
nosed with obesity. The relationship between obesity and 
various health conditions was further substantiated, with 
higher self-reported rates of hypertension (30%), diabe-
tes/prediabetes (21%), and liver disease (14%) among 
those with obesity. Although these diseases were associ-
ated with excess adiposity, a substantial number of the 

Table 1 Demographic and socioeconomic characteristics of the 
participants
Age group
 18–24 16%
 25–34 23%
 35–44 23%
 45–59 26%
 ≥ 60 12%
Gender
 Female 52%
 Male 47%
 Nonbinary/transgender 1%
BMI category
 Obesity class III 4%
 Obesity class II 6%
 Obesity class I 16%
 Overweight 34%
 Eutrophy 37%
 Underweight 3%
Socioeconomic class
 A/B (high/medium income) 35%
 C (low income) 65%
Education level
 Elementary education 6%
 High school 50%
 Higher education 43%
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participants (26%) with obesity reported no diagnosis of 
associated conditions.

In treating obesity, only a small fraction of the partici-
pants believed that modest weight loss was sufficient to 
improve health conditions associated with obesity, such 
as hypertension and diabetes (see supplementary Table 
4). Specifically, only 1% believed that losing 5% of body 
weight would lead to significant health benefits for indi-
viduals with obesity. Meanwhile, 6% of the overall par-
ticipants (only 5% of those actually with obesity) thought 
that losing 10% of body weight was sufficient for substan-
tial improvements in comorbidities. Conversely, ∼ 66% 
of all participants and 69% of those with obesity held the 
view that attaining a BMI within the eutrophy range is 

essential for reducing obesity-related complications, such 
as stroke and myocardial infarction.

Participants were asked to share their views on the 
best treatments for obesity, including opinions on diet, 
exercise, and the use of antiobesity medications. Table 2 
indicates that a significant percentage of the respon-
dents, 65% of the total sample and 67% of those with 
obesity, believed that diet and exercise are sufficient for 
managing obesity, with differences observed according to 
BMI (p = 0.016). However, the proportion of individuals 
who considered a combination of lifestyle changes and 
antiobesity medications to be the best option for obe-
sity treatment decreased to 54% and 57%, respectively 
(p = 0.017).

Table 2 Participant responses: “In everyday life, people express their thoughts on specific topics. Regarding obesity, indicate whether 
you agree or disagree with the following statements:” the percentages shown indicate agreement with the statements

Eutrophy/underweight Overweight Obesity Total p value
To lose weight, it is enough to exercise and eat a healthy diet. 62% 68% 67% 65% 0.016
Losing weight requires a change in habits and sometimes treatment 
with medication as well.

79% 83% 84% 82% 0.013

The best way to treat obesity is by combining lifestyle changes with 
medication.

51% 56% 57% 54% 0.017

I know someone, or I have used weight loss medication without medical 
supervision.

45% 53% 60% 52% < 0.001

It is difficult for someone overweight to lose weight without the support 
of medication for obesity treatment.

33% 39% 38% 37% 0.018

Nowadays, it is possible to address obesity without medical supervision; 
there is a lot of information on the Internet.

29% 29% 36% 31% 0.007

Simply taking medication is enough to lose weight. 8% 8% 9% 8% 0.677
People with obesity are responsible for being overweight. 27% 27% 27% 27% 0.994
Obesity is a disease, just like diabetes and hypertension. 75% 76% 79% 76% 0.189
Obesity is considered a psychiatric disease. 34% 38% 39% 37% 0.051

Fig. 1 Responses indicating agreement or disagreement with the statements regarding daily health habits
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Furthermore, a significant proportion of individuals 
with obesity, which accounts for ∼ 36%, believed that 
they could effectively manage their condition without any 
medical guidance, opting for self-help resources, such 
as the Internet. 60% of these individuals revealed that 
they or someone they knew had previously used anti-
obesity medication without the supervision of a medical 
professional.

According to the survey, in relation to the primary 
cause of obesity (Fig. 2), sedentarism was pinpointed as 
a contributing factor in 28% of the responses. 15% of the 
participants attributed the condition to a lack of self-
control concerning food cravings. Genetic factors were 
noted as the cause for 11% of the respondents. Endocrine 
and metabolic factors were recognized by 8% of the par-
ticipants as playing a role in obesity. Furthermore, 6% of 

the respondents mentioned lack of self-discipline as a sig-
nificant factor. Less than 5% of the responses highlighted 
other factors contributing to obesity, such as medication 
use and stress.

Regarding eating habits, 15% of the respondents 
reported eating to cope with stress or negative emotions 
(Table  3). This behavior was prevalent across different 
body weight categories: 55% of individuals with eutro-
phy or underweight status, 59% of those with overweight 
status, and 67% of those with obesity reported having, at 
some point, consumed chocolate, pizza, or other treats 
during moments of distress or sadness (Fig. 1). The varia-
tion in prevalence among these three groups was found 
to be statistically significant (p < 0.001).

Among individuals with obesity (Table  3), 28% exhib-
ited picking and nibbling behavior, compared to 26% of 

Table 3 Participant responses: “regarding your eating habits, which of the following situations resonate with you?”
Eutrophy/underweight Overweight Obesity Total p value

I am always snacking between meals. 26% 26% 28% 27% 0.456
I often experience an uncontrollable craving for a specific type of food 
(sweets or snacks).

20% 24% 33% 24% < 0.001

I have a few meals, all with large quantities of food. 21% 18% 25% 21% 0.001
My first meal of the day is lunch. 17% 18% 21% 18% 0.039
I eat to relieve stress or negative feelings. 9% 13% 25% 15% < 0.001
I eat to celebrate or reward myself. 11% 14% 21% 14% < 0.001
I have most of my meals after 6 PM. 6% 9% 9% 8% 0.01
I wake up in the middle of the night and cannot go back to sleep until 
I eat.

2% 2% 4% 3% 0.035

Fig. 2 Participant responses: Main cause of obesity (first, second, and third places)
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those with overweight and 26% of those with eutrophy or 
underweight status, with no significant difference among 
the three groups (p = 0.456). In contrast, 33% of individu-
als with obesity, 24% of those with overweight, and 20% 
of those with eutrophy or underweight status reported 
experiencing an uncontrollable craving for specific 
foods, with a statistically significant difference among the 
groups (p < 0.001). Furthermore, a significant difference 
(p < 0.001) was observed among the three weight groups 
in using food as a coping strategy for stress or negative 
emotions. This behavior was reported by 25% of individ-
uals with obesity, 13% of those classified as overweight, 
and 9% of those categorized as eutrophic or underweight.

In terms of eating patterns, a statistically significant 
difference (p = 0.01) was observed among three weight 
groups regarding consumption of larger food portions 
after 6 PM. This behavior was reported by 9% of indi-
viduals with obesity, 9% of individuals with overweight, 
and 6% of those classified as eutrophic or underweight. 
Additionally, there was a significant difference (p = 0.035) 
among the groups concerning nocturnal eating hab-
its. Specifically, 4% of individuals with obesity, 2% of 
those with overweight, and 2% of those with eutrophy or 
underweight status reported waking up during the night 
and being unable to resume sleep without eating.

These findings indicate that while behaviors such as 
emotional eating and nighttime eating are statistically 
more prevalent among individuals with obesity, the dif-
ferences are not substantial across weight categories.

Furthermore, 78% of individuals with obesity, 68% of 
those with overweight, and 67% of those with eutrophy 
or underweight status reported experiencing emotional 
hunger at some point in their lives, with a statistically 
significant difference among the three groups (p < 0.001). 
The ability to recognize emotional hunger as it occurs 
varied significantly among the groups (p = 0.026), with 
37% of individuals with eutrophy or underweight status, 
32% of those with overweight, and 31% of those with 
obesity demonstrating this awareness. Additionally, a 
statistically significant difference was observed in the 
proportion of individuals who acknowledged their emo-
tional hunger during eating but were unable to control 
it (p < 0.001): 14% of those with obesity, 8% of those with 
overweight, and 5% of those with eutrophy or under-
weight status (Table 4).

Discussion
This study revealed a trend toward a greater prevalence 
of grades II and III obesity in 10% of the participants in 
Brazil, which differed from the previously reported 5.7% 
[23]. This suggested a potential increase in the number 
of severe obesity cases in the Brazilian population. How-
ever, this should be taken cautiously because this study 
was not performed to estimate the prevalence of obesity, 
potential selection bias exists, and all information was 
self-reported. Nonetheless, self-reported surveys gener-
ally underestimated obesity prevalence [24, 25].

When inquiring about foundational health practices to 
support well-being, a balanced diet and regular exercise 
were commonly highlighted by participants as essential. 
However, this study revealed variations in the application 
of these habits; a lower proportion of the participants 
with obesity (36%) reported engaging in regular physi-
cal activity than those within the eutrophy (48%) and 
overweight (50%) ranges ((p < 0.001). Although barri-
ers to exercise among patients with obesity have not 
been addressed, previous evidence in the literature indi-
cated that weight stigma is a trigger for avoidance and 
decreased motivation for exercise in patients with obesity 
[26]. Furthermore, an analysis of all participants’ dietary 
habits revealed a pattern of selecting less nutritious food 
options during moments of craving, a behavior evident in 
individuals from all BMI categories, but was more com-
mon among individuals with obesity.

In the Brazilian sample, 60% of the participants 
reported consuming chocolate, pizza, or other “treats” 
when feeling sad or down. This trend was also observed 
in other populations. Talbot et al. [27] and Skolmowska 
et al. [28] corroborated this notion by emphasizing that 
emotional eating is prevalent across various weight cate-
gories and can be triggered by negative emotions. Among 
the 24,968 participants in a study conducted in Norway 
in April 2020, after 6 weeks of interventions to address 
the initial wave of the coronavirus disease pandemic, 
where 50% were < 50 years old and 56% were female, with 
a mean BMI of 25  kg/m² (interquartile range: 23–28), 
54% reported engaging in emotional eating, with women 
showing a higher tendency. A notable correlation was 
observed between psychological distress and emotional 
eating, with an odds ratio of 4.2 [29].

Table 4 Participant responses: “considering emotional hunger, which is felt at moments of sadness, stress, etc., how would you 
describe it?”

Eutrophy/underweight Overweight Obesity Total p value
Has felt it and can recognize it right away as emotional hunger 37% 32% 31% 34% 0.026
Has felt it but only realized it after eating 13% 14% 21% 15% < 0.001
Has felt this but did not know it was emotional hunger 13% 13% 12% 13% 0.585
Has felt it but, even knowing it, could not control 5% 8% 14% 9% < 0.001
Never felt emotional hunger 33% 32% 22% 30% < 0.001
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In another study in Turkey involving 1626 adults, with 
a mean BMI of 24.4 ± 4.7 kg/m² and 11.6% with obesity, 
75.7% of the participants exhibited emotional eating 
tendencies to various extents. Specifically, individuals 
with obesity were more inclined toward emotional eat-
ing (43.5%) than those with eutrophy (33.5%) and under-
weight status (18.4%) [30].

In our study, 55% of participants with eutrophy/under-
weight status, 59% of those with overweight status, and 
67% of those with obesity consumed foods such as choc-
olate, pizza, or other ‘treats’ when experiencing emotion-
ally uncomfortable situations (p < 0.001). Additionally, 
25% of participants with obesity and 9% of those with 
eutrophy or underweight status reported eating to relieve 
stress or negative emotions (p < 0.001). These findings 
support that emotional eating is more common among 
individuals with obesity than among those with a eutro-
phy BMI.

This finding was supported by Bourdier et al. [31], 
who noted that individuals with obesity are more likely 
to choose hyperpalatable foods in emotional eating sce-
narios. This preference may contribute to weight gain 
and obesity, as suggested by Van Bloemendaal et al. [32], 
who found that people who engage in emotional eating 
exhibit modified brain reactions to food cues and are less 
responsive to the central effects of glucagon-like pep-
tide-1 receptor stimulation. However, emotional eating 
was also present in individuals with eutrophy, highlight-
ing that it is just one of several factors that could lead to 
weight gain and obesity. Although this observation did 
not establish a causal relationship, experiencing or inter-
nalizing weight stigma can adversely affect eating behav-
iors in individuals with overweight status and obesity 
[16]. Importantly, this self-recorded questionnaire may 
have highlighted internalized stigma, in which individu-
als with weight issues may believe that they cope badly 
with emotions.

Although HCPs agree that obesity is a disease [33], they 
rarely diagnose it in their offices. In this study, > 60% of 
individuals with obesity reported never having received 
a formal diagnosis. This lack of diagnosis may be related 
to the stigma associated with obesity in healthcare set-
tings, as some studies suggested that individuals with 
obesity, especially those with a higher internalized weight 
stigma, avoid medical care [34]. Despite the importance 
of addressing obesity, studies found significant gaps in 
the documentation of obesity in medical records and 
hospital discharge summaries. Hossain et al. [35] discov-
ered that only 1% of patients hospitalized with obesity 
or overweight status had their condition documented in 
their discharge summary, and only 13.2% of the medical 
records addressed the patient’s weight status. Okoro-
dudu et al. [36] noted that although BMI was recorded 

in electronic health records, 99% of the subjects did not 
receive a formal diagnosis of obesity.

The stigma surrounding obesity may contribute to 
delayed diagnoses. Research indicated that biases and 
stigma related to weight can affect the quality of care 
and outcomes for individuals with obesity, potentially 
leading to higher illness or death rates regardless of 
their weight or BMI [37]. This finding was supported by 
a study conducted by Hernandez-Boussard et al. [38], 
which found that individuals with obesity were less likely 
to receive cancer screening exams, guidance on smok-
ing, and injury prevention. Many HCPs may hold biases 
toward patients with obesity, resulting in the overlooking 
of medical problems unrelated to weight. Consequently, 
these individuals often face scenarios in which their non-
weight-related health issues are ignored or overempha-
sized based on their BMI [11].

One encouraging aspect is that > 70% of the par-
ticipants identified obesity as a disease, reflecting the 
enhanced social recognition of obesity as a health issue. 
However, this recognition is overshadowed by the stigma 
linking obesity to psychiatric disorders, a belief held by 
approximately one-third of those interviewed. In terms 
of the causes of obesity, participants primarily identi-
fied lifestyle and behavioral factors as the main culprits, 
such as a sedentary lifestyle and loss of appetite control. 
Despite the available scientific evidence [1, 39], a small 
proportion of the participants acknowledged a genetic 
component in the development of obesity, and a few 
attributed it to a lack of self-discipline, highlighting the 
continued presence of social stigma surrounding the 
condition. The stigma associated with misinformation 
extends to HCPs. The ACTION-IO study demonstrated 
that only 44% of HCPs agreed that genetics is a barrier to 
obesity treatment [33].

Based on this study, a substantial portion of individu-
als living with obesity or overweight status often have 
expectations not grounded in science when it comes 
to treatment, aiming to achieve a BMI that is deemed 
“normal”. This expectation is evident when only 1% of 
the participants believed that losing 5% of their body 
weight would significantly improve their health, whereas 
more than two-thirds of individuals with overweight 
status or obesity believed that they need to reach a BMI 
range that is considered “normal.” According to medical 
guidelines, weight reduction between 5% and 15% of the 
initial weight is sufficient to control obesity-related con-
ditions [40, 41]. In 2022, the Brazilian Association for 
the Study of Obesity and Metabolic Syndrome (ABESO) 
published a document that categorizes obesity treat-
ment based on weight loss by introducing the concepts 
of “controlled” and “reduced” obesity, proposing weight 
reduction values between 5% and 15%, according to the 
initial BMI [42]. This document is an evaluative tool 
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rather than a guideline [43], aiming to assess the clinical 
response to obesity treatment based on the maximum 
weight attained in life; however, this information is rarely 
asked. It is intended to facilitate personalized discus-
sions between HCPs and patients about treatment strate-
gies and is adaptable based on individual circumstances 
and the percentage of weight lost. This approach allows 
tailoring treatment plans to individual needs rather 
than imposing a one-size-fits-all solution. This disparity 
between evidence-based clinical guidelines and patient 
expectations underscores the need for a comprehensive 
educational approach to help patients understand obesity 
care.

Although scientific advancements have demonstrated 
the efficacy of treatments for obesity and the manage-
ment of obesity-related comorbidities, 65% of the par-
ticipants believed that only lifestyle modifications are 
necessary to tackle obesity. Previous evidence showed 
that lifestyle interventions have a limited impact on obe-
sity management [5, 44]. 54% of the participants, includ-
ing those with obesity, recognized the importance of 
incorporating pharmacological treatments in managing 
the condition. To combat the stigma associated with the 
pharmacological treatment of obesity, the ABESO and 
the Brazilian Society of Endocrinology and Metabolism 
recommended changing terminology [45]. Instead of 
using “weight loss drugs,” which suggests that such medi-
cations are for anyone looking to lose weight and are only 
useful during the active phase of weight loss, they suggest 
terms like “medications to treat obesity” or “antiobesity 
drugs.” These alternatives focus on treating the condi-
tion rather than solely on its symptoms, ensuring that the 
therapeutic approach is properly framed.

However, this perspective coexists with data show-
ing that ∼ 40% of individuals with obesity believed that 
treatment could be done without medical supervision, 
relying, for instance, on the Internet. This highlights the 
propensity of patients with obesity to view weight as their 
responsibility. For instance, in the ACTION-IO study, 
81% of the participants claimed that their condition 
was their sole responsibility [33]. Although 68% of the 
patients preferred their HCP to initiate a conversation 
about their weight, it took 6 years for the initial conversa-
tion to occur. 71% of HCPs believed their patients were 
uninterested in losing weight, whereas only 7% shared 
this thought.

The significance of this situation was highlighted by 
the fact that 60% of the participants with obesity had 
either personal experience or were aware of individuals 
who had used over-the-counter antiobesity medications 
without medical prescriptions. Between 2004 and 2013 
in the United States, an estimated 23,000 emergency 
department visits each year were linked to adverse events 
related to dietary supplements, mainly due to weight loss 

among young people, with the primary complaint being 
cardiovascular manifestations [46]. Along with the issue 
of self-medication, the scarcity of HCPs trained to man-
age obesity, combined with the problem of dispensing 
medications, such as orlistat, liraglutide, and semaglu-
tide, without a prescription in Brazil, may contribute to 
the continuation of this alarming trend [14, 45].

There is a lack of published research and data on how 
common self-medication with drugs for obesity is among 
different groups of people in different countries. Two 
studies investigated self-medication for weight loss. A 
study in Mexico found that 42.9% of the participants used 
herbal products for weight loss bought without medi-
cal prescriptions [47]. Women, those with less educa-
tion, and those in the middle socioeconomic class were 
more likely to self-medicate. Another study in Iran found 
that 12.87% of women with overweight status or obesity 
engaged in self-medication for weight loss, with younger 
women showing a higher tendency [48]. These results 
highlighted the worrying trend of individuals with obe-
sity self-treating their condition, suggesting a pressing 
need for interventions to regulate this behavior effec-
tively. This is particularly important in Brazil, where these 
rates are particularly high. Self-medication could also be 
a result of health professional stigma because individuals 
with obesity, fearing to be judged, may opt to avoid medi-
cal consultation [12, 45, 46].

To combat the stigma associated with obesity, the use 
of people-first language has been recommended in recent 
years [49, 50]. This study showed that most individuals 
agreed that the most appropriate term is “people with 
obesity.” This finding validated the preferred term to be 
used in Brazilian Portuguese to reduce stigma.

This study has some limitations. Although we aimed 
to include a diverse sample of Brazilian Internet users 
from different socioeconomic backgrounds, the sample 
may not fully capture all perspectives, particularly due 
to potential selection bias introduced by online recruit-
ment and varying levels of Internet access across Bra-
zil. Another limitation is the reliance on self-reported 
data for variables such as weight, height, and medical 
diagnoses, which may introduce measurement bias. 
Additionally, diagnosing emotional eating through a self-
administered questionnaire presents limitations, as the 
approach used was generic, allowing participants to sim-
ply agree or disagree with the statements presented.

Furthermore, most of the questionnaire was specifi-
cally designed for this study and has not been validated in 
other settings, which is particularly relevant for questions 
related to emotional eating. However, our intention was 
not to diagnose eating disorders, as this would require 
a more comprehensive assessment tool. Given that 
attention in online surveys tends to decline with longer 
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durations, our goal was to capture general perceptions 
rather than conduct a clinical evaluation.

Despite these limitations, to the best of the authors’ 
knowledge, this is the first study in Brazil to explore per-
ceptions of obesity, its treatment, and stigma in a repre-
sentative sample of the population.

Conclusions
In this study, diet and physical activity were regarded as 
the most critical factors for achieving better health, with 
a widely held belief that normalizing BMI is crucial for 
improving health. Despite this emphasis, a substantial 
number of individuals with obesity remain undiagnosed, 
and there is a widespread misconception that diet and 
exercise are the only factors to consider. Emotional eating 
is a prevalent behavior observed across all BMI catego-
ries but is more common among individuals with obesity. 
However, it remains unclear whether emotional eating 
is a contributing factor or a result of obesity, which adds 
to the complexity of understanding and addressing this 
issue.

Therefore, obesity management is complicated by 
multifaceted challenges, which include a lack of under-
standing of its causes, misaligned expectations regard-
ing treatment outcomes, stigma associated with seeking 
treatment, and skepticism toward HCPs who may not 
openly address the issue through diagnosis and also face 
credibility challenges when prescribing medication treat-
ments. These factors significantly increase the complex-
ity of effective management of obesity. Addressing these 
multifaceted challenges of obesity requires a comprehen-
sive strategy that includes dispelling myths through edu-
cation, providing empathetic support to combat stigma, 
and implementing personalized treatment plans that 
consider the complexity of the factors contributing to the 
causes and phenotypes of obesity.
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