HIV and Weight Stigma: How Better Care Can Start
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A new Lancet HIV paper argues that lessons from the HIV response could help improve obesity care and reduce weight stigma. For people living with HIV, weight gain may have several causes, including treatment and wider social conditions. The challenge is to offer respectful, joined-up support without compromising effective HIV treatment.
Essential Takeaways
Stigma can obstruct care: Weight bias is linked with poorer mental health and people delaying or avoiding healthcare.
Weight change has multiple influences: Modern HIV medicines are associated with weight gain, but biology and social conditions also matter.
Treatment decisions come first: US guidance says effective viral suppression should remain the priority, rather than changing treatment solely to limit weight gain.
HIV services offer useful models: Flexible care, community leadership and longer medicine-dispensing intervals could help inform more integrated support.
Evidence gaps remain: More research is needed on weight-management treatments and how best to deliver care for people living with HIV.
HIV and weight stigma meet in the clinic
Weight is visible before a conversation begins. That can make a healthcare visit feel loaded, especially when assumptions about willpower replace a proper discussion of health.
The paper in The Lancet HIV says lessons from HIV activism could help shift weight stigma away from blame and towards care. Its proposed lessons include community leadership, measuring stigma, legal protections and linking treatment with wider support.
The Agency for Healthcare Research and Quality notes that weight bias in healthcare can show up in negative assumptions, stigmatising language and poor communication. Those experiences may leave people avoiding or delaying appointments, making respectful care more than a matter of bedside manner.
Why weight changes need a wider explanation
The picture is complicated for people living with HIV. The paper describes newer antiretroviral regimens, particularly integrase inhibitor-based treatment combined with tenofovir alafenamide, as being associated with greater weight gain than some older regimens.
But that association is not a simple explanation for every person’s weight change. A clinical review from the International AIDS Society USA describes a mix of possible influences, including treatment, recovery after starting therapy, genetics, food environments and social conditions.
The US National Institutes of Health guidance also stresses that mechanisms remain uncertain. It advises clinicians to discuss possible weight gain, particularly with women, while keeping effective viral suppression at the centre of treatment decisions.
Flexible HIV services could offer a starting point
HIV care has developed ways to adapt how people receive ongoing treatment. The World Health Organization describes differentiated service delivery, which can include less frequent clinic visits, several months of medicine at a time and community-based distribution.
That flexibility could offer useful lessons as health services consider how to bring weight-management support into HIV care. The lead paper contrasts HIV services with obesity care, which it describes as spread across multiple specialties rather than organised around one established clinical home.
The UNAIDS campaign on discrimination makes a related case for community participation, rights protections and healthcare without prejudice. These principles don’t make HIV stigma and weight stigma identical, but they offer a practical reminder: people affected by a health issue should have a meaningful voice in the services designed for them.
What weight-management care can include
A 2026 paper summary on LifeScience.net describes several approaches discussed for people living with HIV, including support with diet and physical activity, attention to protein intake, some medicines and bariatric surgery. It also cautions that evidence for several weight-loss medicines specifically in this population remains limited.
That uncertainty matters. The summary calls for more research on major health outcomes, changes in body composition and practical ways to deliver weight-management services. It also identifies sex-specific differences in treatment outcomes as an area for study.
In everyday care, the first step is a conversation that takes the whole person seriously. Weight alone shouldn’t dictate an HIV treatment change, and a supportive plan needs to respect the value of maintaining effective antiviral therapy.
The aim is care without blame
The paper’s central message is not that HIV and obesity are the same, but that stigma can shape whether people seek care and how they’re treated when they do. It argues for community-led advocacy, clinician awareness and better links between HIV services and weight support.
That’s a more useful starting point than asking people to carry the burden of stigma on their own. Better care means making room for evidence, individual needs and dignity at the same time.
A respectful conversation can be a practical first step towards more joined-up care.
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