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Obesity continues to be a public health issue in the United States. Obesity is a major risk factor for other medical
conditions, such as cardiovascular disease, diabetes, musculoskeletal disorders, and some cancers. Healthcare
providers play a key role in assisting and providing support to patients who are obese or have obesity-related
health problems. They can educate patients who are trying to lose weight and maintain weight loss. However,
barriers exist in quality of care. For example, nurses and other healthcare providers may at times have negative
attitudes toward and beliefs about patients who are obese. Additionally, healthcare providers may rely on
family or self-report of a patient’s height and weight, and those estimates are often inaccurate. To improve the
care of patients struggling with weight, the clinical nurse leader (CNL), for example, can play an important role
in educating nurses regarding issues that affect the patient with obesity. The CNLs can provide educational
opportunities that potentially improve nursing attitudes. The nurse must first identify and understand any bias
against the obese patient he or she might have. The CNL can be at the forefront, removing barriers, creating
change, and ultimately improving the overall health of the obese patient.

Introduction

Obesity is defined as abnormal or excessive fat accu-
mulation that may impair health.1 In adults, obesity is

measured by calculating body mass index (BMI).1 The World
Health Organization (WHO) has defined overweight as a
BMI ‡ 25 kg/m2 and obesity as a BMI ‡ 30 kg/m2.1 Accord-
ing to the Centers for Disease Control (CDC), 33.8% of United
States adults are obese.2 Obesity is a major risk factor for other
medical conditions, such as cardiovascular disease (heart
disease and stroke), diabetes, musculoskeletal disorders
(especially osteoarthritis), and some cancers (endometrial,
breast, and colon).1 Additionally, patients who are obese have
significant increases in lifetime diagnosis of major depres-
sion and a 25% increase in likelihood of mood and anxiety
disorders.3

Excess weight places a burden on the patient and the
healthcare system. Obesity and morbid obesity (defined as a
BMI ‡ 40 kg/m2) are risk factors for increased hospital re-
source consumption, regardless of disease processes and
other characteristics such as sex, age, race, hospital admission
type, or length of hospital stay.4 Even more importantly, the
hospital charges among morbidly obese inpatients are much
greater than even among those who are obese. Because of high
levels of hospital resource consumption, the rapidly increas-
ing prevalence of obesity among inpatients is likely to be a

concern for hospital staff and hospital financial resources
given the comprehensive care necessary for these patients.4

In the United States, obese individuals are highly stigma-
tized in all professions.5,6 These stereotypes surprisingly exist
within the medical field. Studies show that healthcare pro-
viders have a negative bias toward obese patients.7–9 These
attitudes may create impaired patient interactions with pro-
viders. For example, 24% of nurses said that they are ‘‘re-
pulsed’’ by obese persons.5

Nurses can play a key role in assisting and providing
support to patients who are obese or have obesity-related
health problems.10 Furthermore, given his/her advanced
training, the clinical nurse leader (CNL) can play an impor-
tant role in educating fellow staff nurses in the hope of im-
proving patient care for the obese patient. Most importantly,
in order even to assist the patient in changing health be-
haviors, the nurse must first identify and understand any
bias against the obese patient he or she might have. This
paper therefore provides an overview of etiologies of obe-
sity, barriers to care of the obese patient that may be created
by attitudes or bias of nursing staff, and implications for the
nurse in a hospital setting when caring for the obese patient.
Finally, the role of the CNL in developing and implementing
educational programs for fellow nurses to improve the care
of hospitalized patients who are overweight or obese will be
highlighted.
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Understanding of Role of Multiple Etiologies
of Obesity

First, nurses should have a comprehensive understanding
of risk factors associated with weight gain. Obesity may be
related to such underlying factors as genetic defect, intake and
utilization of energy, socioeconomic status, behavioral risk
factors, and cultural and ethnic background.11 More than 300
different genes and gene markers have been identified that are
associated with obesity.12 Stunkard et al.13 conducted twin
studies and found that as much as 70% of the variance in
obesity could be attributed to genetic factors.

Environmental factors, such as sedentary lifestyles, play a
role in the etiology of obesity.12 According to the CDC, for
those aged 18 to 64 years, at least 2 hours and 30 minutes (150
minutes) of moderate-intensity aerobic activity every week
and muscle-strengthening activities on two or more days a
week are recommended.14 However, only approximately 15%
of American adults regularly engage in this modest amount of
activity required to obtain health benefits, while more than a
quarter of adults exhibit sedentary behavior.15 Numerous
different factors contribute to reducing physical activities and
increasing sedentary time.12

Another factor that contributes to obesity is that many
people consume large portions of energy-dense meals or
snacks.16 Despite knowledge of portion sizes, food portions
are consistently larger than federal standard portion size.17

Atkinson12 pointed out that there are several reasons for in-
creased food intake, specifically (1) the increased energy
content of fat, (2) greater palatability of high-fat foods, and (3)
generally lower chewing and swallowing time for high-fat
foods. In addition, increased fast-food sources and easy
availability influence increased food intake. According to a
survey by the American Institute of Cancer Research, Amer-
icans tend to ignore serving size and are unaware that the
portions they consume have increased in size.18

Atkinson12 concluded that the phenomenon of sudden
weight gain in adults is a response to environmental stressors
and leads to obesity. He pointed out that emotional stress,
central nervous system damage, surgical procedures, and
infectious diseases could be the sources of stress. This weight
gain is common in seasonal affective disorder (SAD) and is
associated with depression.12 Simon et al.3 conducted a survey
and concluded that obesity was associated with significant
increases in lifetime diagnosis of major depression, and a 25%
increase in likelihood of mood and anxiety disorders. In ad-
dition, low socioeconomic status is highly associated with
obesity; potentially one factor may be that food in inexpensive
forms may be higher in fat and less rich in nutrients.19

Barriers to Successful Management of Obesity

Nurses’ knowledge about obesity

Nurses themselves have experienced some barriers to
provide obesity education to patients. Nurses reported their
own ambivalence, patients’ denial, and inadequate time as
barriers to providing education to patients.20 Even more so,
the barrier of inadequate knowledge about risk and causal
factors of obesity may be at play. The majority of nurses in one
study reported a lack of sufficient knowledge about obesity,
as well as a lack of confidence regarding their role in edu-
cating patients about obesity. Nurses in this study also re-

ported a lack of information related to proper nutrition, lack
of support from the medical team, and uncertainty about how
to begin teaching about obesity as barriers.20 Additionally,
only one-third of nurses correctly stated how to calculate BMI.
Brown et al.21 found that most nurses did not perceive orga-
nizational support was in place for obesity management, and
only a few nurses conducted a clinical activity comprised of
assessment, lifestyle change support and referral, and one-to-
one consultation in obesity management. Hankey et al.22 also
stated that practice nurses felt unskilled when offering weight
management and dietary change advice. Given the amount of
information available on obesity and the health issues sur-
rounding it, the evidence surprisingly still points to lack of
knowledge and understanding by nurses about the needs of
obese patients.

Nurses’ attitudes/bias toward obese patients

Several studies have investigated nurses’ attitudes toward
adult overweight or obese patients. Brown23 reviewed nu-
merous empirical studies of nurses’ attitudes toward obese
patients. He reported that multiple studies have shown that
nurses have negative attitudes toward and beliefs about
obese people. Additionally, nurses’ attitudes toward obese
patients are formed by age, gender, experience, and the
weight/BMI of the nurse. Culbertson and Smolen24 found
that greater age and work experience were associated with
less negative attitudes toward the lifestyles and personalities
of obese persons. They also reported that nurses who had
weight problems expressed a less negative attitude toward
obese patients than nurses who did not have weight prob-
lems. Brown23 concluded that gender plays a role in bias, as
men had more positive attitudes. However, Morrison and
O’Connor25 found that women held more positive attitudes
toward obese patients. Budd et al.26 reviewed 15 studies
conducted between 1990 and 2007 and concluded that
healthcare providers’ attitudes toward overweight patients
are negative but, although still somewhat negative, have
improved over time.

In an earlier study, Hoppe and Ogden27 surveyed 586
practice nurses and found that they believed lifestyle factors
are the main cause of obesity and that obesity is preventable
and treatable. They also held a positive attitude toward the
health benefit of weight loss. They were confident of having
the necessary skills to give accurate advice, but they were not
confident in the outcome of giving weight-loss advice specific
to a patient. The authors also found that nurses with high BMI
provided more detailed advice to patients than nurses with
normal BMI. Culbertson and Smolen24 described attitudes of
registered nurse students and found that the majority felt
that obese adults chose food selections poorly, lacked self-
confidence, and could lose weight if they changed their eating
habits.

Some registered nurses reported that caring for obese pa-
tients is physically exhausting,24 and viewed obesity as pre-
ventable.27 Poon and Tarrant10 investigated undergraduate
student nurses’ and registered nurses’ attitudes toward obese
people and concluded that the majority of student nurses and
registered nurses perceived that obese people like food,
overeat, and are shapeless, unattractive, and slow. Zuzelo and
Seminara28 have also investigated registered nurses’ attitudes
toward obese patients and found that they were uncertain and
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not unified in their approach to encourage and address diet,
lifestyle changes, and self-care practices for obese patients.
Therefore, there is complexity in nurses’ attitudes and bias
toward obese patients.

The Nurse’s Role in Caring for Obese Patients
in the Hospital Setting

Challenges of caring for obese patients

When patients are overweight or obese and stay in the
hospital, the challenges of care arise regardless of the practice
setting.16 Physical size can complicate nursing interventions,
such as skin care, assessment, resuscitation measures, and
intravenous access. It can also cause respiratory challenges
and immobility.11,16 Nurses identify clinical concerns in a
timely manner and apply appropriate interventions to pre-
vent the preventable complications associated with hospital-
ization and overweight.

In addition, nurses have an increased likelihood of injury
themselves helping obese patients.29 The physical size can be
a challenge for nurses, and they need to understand the
challenges and appropriate interventions to protect them-
selves and prevent patient complications. Melin et al.30 poin-
ted out that obesity education has been neglected and
healthcare professionals poorly supported when dealing with
obese patients.

The Clinical Nurse Leader

The White Paper on the Education and Role of the Clinical
Nurse Leader31 stated that ‘‘the CNL is a leader in the
health care delivery system across all settings in which health
care is delivered, not just the acute care setting.’’ CNLs are
responsible for a cohort of patients and client care outcomes.
They apply evidence-based information to design, imple-
ment, and evaluate client plans of care.31 The CNLs also are
responsible for the clinical management of comprehensive
client care for both individuals and clinical cohorts.31 Sher-
man et al.32 noted that the CNLs make the acute care envi-
ronment safer for patients by improving discharge planning
efforts.

CNLs are prepared as nurse leaders to serve as a resource
for the clinical nursing team. They are responsible for the
coordination and planning of team activities and functions.
They supervise and evaluate personnel and the outcomes of
care.31 The CNL may educate healthcare personal about
current information, materials, and strategy for the nursing
team by serving as leaders and partners in the healthcare
system.31 According to Sherman et al.,32 CNLs are ‘‘seen as
role models who could motivate and challenge staff to use
an evidence-based approach to practice and encourage
professionalism.’’

Impact of CNL on Obesity Care

CNLs can play an integral role in developing and im-
plementing policies that will assist nurses in identifying and
tailoring interventions for the overweight and obese patient.
This should first include (1) assuring accurate measurement of
height, weight, and BMI; (2) understanding the multiple eti-
ologies of obesity; and (3) understanding how their own
personal attitude and bias about the obese patient may affect
care. In order for nurses to utilize tailored interventions, the

CNL must first educate them regarding obesity and current
evidence-based care of the obese patient.

CNL as an educator

Tornabeni et al.33 stated that CNLs would act as educa-
tors and ‘‘use appropriate teaching principles and strategies
as well as current information, materials, and technologies to
teach clients, groups, and other healthcare professionals.’’ As
Poon and Tarrant10 reported, both registered nurses and
student nurses have negative perceptions of obesity and are
unlikely to attribute positive characteristics to obese individ-
uals. Zuzelo and Seminara28 recommended that educators
should recognize and address bariatric nursing challenges,
safety concerns, information, and equipment to improve the
quality of care for obese patients. The CNL as educator,
therefore, can first investigate nurses’ attitudes and biases
when caring for obese patients and provide best-fit educa-
tional programs to address challenges the nurse may feel
when caring for the obese patient and ultimately improve
care. Additionally, the CNL can be a role model in this respect
for the student nurse, who is potentially following the lead
of the staff nurse when formulating his/her opinions of the
obese patient.

Miller et al.19 investigated a need for continuing education
for nurses about the problem of obesity. Nurses reported that
they do feel competent to provide professional weight-related
counseling, but do not pursue the topic, even though they
make the clinical judgment about which patient is obese or
overweight.19 CNLs can effectively enhance the professional
practice environment by developing educational opportuni-
ties, such as interdisciplinary rounding, and supporting the
staff nurses in the coordination of care planning. CNLs have
implemented new assessment tools, protocols, scheduling
grids, and monitoring tools to improve outcomes.31 Because
CNLs are prepared in graduate programs that combine
nursing clinical knowledge with leadership and management
skills, they are potentially able to influence care for obese
patients by modifying assessments and protocols. Examples
of programs the CNL can utilize to improve care of the patient
in the hospital setting have been documented in the literature.
Ogden et al.34 developed an intensive program to improve
nurses’ management of obesity. Those nurses who attended
an interactive seminar to educate them about obesity eti-
ologies and risk or bias, when questioned about their care in a
post-intervention survey, reported increased time with the
obese patient when presenting information and strategies for
a healthy lifestyle. The researchers concluded that nurses’
beliefs and behavior as well as the style of interactions could
be improved merely through an interactive seminar.34 CNLs,
therefore, given their educational background and expertise
can tailor programs such as this to the hospital setting they
work within in order to assist the nurse to understand his/her
own belief system and how it may potentially impact the care
of the obese patient.

The Healthy Eating and Activity Together (HEAT) Clinical
Practice Guideline (CPG) training session was conducted with
nurse practitioners during the National Association of Pe-
diatric Nurse Practitioners (NAPNAP) conference.35 The
HEAT CPG was developed by NAPNAP to identify and
prevent overweight in childhood. Gance-Cleveland et al.35

found that the nurse practitioners showed increased
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knowledge of assessment and identification of overweight
children and increased intention to improve their own be-
havior, such as counseling skills and use of behavior modifi-
cation. CNLs can establish professional goals and strategies to
assist nurses to be ready to consult with obese and overweight
patients.

Additionally, the CNL can then encourage the nurse, once
he/she understands his/her own attitudes, to be ready to
provide support and education for the obese patient. Sherman
et al.32 also conducted interviews and examined the use of
CNLs at the St. Lucie Medical Center (SLMC). These inter-
views indicated that CNLs have effectively enhanced the
professional practice environment by developing interdisci-
plinary rounding and supporting the staff nurses in the co-
ordination of care planning. Also, nurses improved their
explanations to patients after implementation of the CNL.
CNLs have been able to demonstrate authentic leadership and
mentor and guide nurses to develop critical thinking.

Conclusion

Nursing is clear about the role it plays regarding health
promotion education. When working with patients who are
obese, nurses are a resource for health education and pro-
motion. Additionally, if living a healthy lifestyle, they can be
role models for patients and families who struggle with
weight. In the hospital, obese patients may be admitted for
other diagnoses, but may be in need of health lifestyle edu-
cation. In order to provide counseling successfully about
physical activity, regular meals, and nutrition, the nurses first
need to assess their own biases toward the obese patient, as
well as have a foundational understanding of the multiple
etiologies that lead to weight gain. Additionally, nurses can
also integrate into teaching the psychosocial and cultural
dynamics that affect health behaviors leading to obesity.
Given this, nurses are no different from others in the health-
care field who struggle with judgment and negative views of
obesity. Nursing can lead the charge to face the major task of
improving attitudes of healthcare providers toward the obese
patient. The CNL can be at the forefront, removing barriers,
creating change, and ultimately improving the total health
of the obese patient.
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