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Preface

The epidemic of obesity is increasing at an alarmatg across the glopeith more
people categorised as ‘overweight’ or ‘obese’ than ever b&HO; 2016) Since sciety
regularly regardpeople who arebese agl) architects of their own ill health, and (2)
personally responsible for their weight problems due of laziness and ove(&atmg
Willis, 2007), veight biass impactingindividuals across a nuser oflife domains These
life domains include: discrimination in hiring practices, employment and compensation
(Averett & Korenman, 1996; Pingitar®ugoni, Tindale& Spring 1994; Roehling, 1999);
less access to education (Smith & Niemi, 2003); social discrimingiiegrett & Korenman,
1996; Cecll, et al., 2005; Crossrow, JeffeéyMcGuire, 2001); and weight bias in healthcare
and mentahealth care service deliveryitizGerald &Hurst 2017; Phelan, Burgess, Yeazel,
Hellerstedt, Griffin & van Ryn2015; Teachman & Brownell, 2001; Young & Powell 1985).
With a lack of cleategal protection against weight based discrimination, and a lack of
awareness with regatd thepossible difficultiesexperienced by overweight and obese
individuals it is of particular importance that mental health professioMitPs) are made
aware of, and understand the difficulties faced by persons who are ovdrweayderto
appropriately engage them in effective counselling practitede MHPs ae qualified
professiona, they are still unique individusivith their own set of unique life experiences
which result in differing perceptions of obesitgome of which they may not even be aware
of. Weight biasawareness is important as patients with mental health concerns are
particularly vulnerable, and MHPs explicit aodimplicit antifat attitudes may not only
perpetuate existing issues, but weight bias could in fact result in patients devek®ping

mental health issues.



This portfolio begins with an experimahpiece of research which aims to investigate
the extent of explicit and impliciweight bias or antiat attitudes in mental health
profesionals (MHPS), particularly toward their overweight and obese patients. Also
investigated is whether an empathy evoking intervention will reduce thedataattitudes.
The portfolio continues with the presentation of a case study working with a client who self
referred herself to therapy for anxiety, depression andtpgsnatic stressn the hopes of
disseminating the findings of the experimental study, the portfolio ends with a publishable
paperthat will be submitted to the Journal of Obesiiyie common theme tying the three
components of this portfolio together is weight bias. The thread efaraititudes toward
overweight or obese individuals, and the impact of such discriminatory weight behaviours is

woven throughout.

My journey fromcounselling psychology trainee to becoming a qualified Counselling
Psychologistbegan four years ago, and at the timeuld not fathom how much | still
needed to learn and experience, how | would get all the required work done and what it
would feel like to be finished. With the end now in sight, upon reflection, it is hard to believe
| did it and that this exciting journey is almost done. Four and half years ago | felt extremely
grateful to be given a chance by being selected for this course, and Wwhidoieen
challenging from the start it has also been the most rewarding and fulfilling endeavours |
have ever completed. The experiences | have had, the people | have met and the knowledge |
have gained is an absolute privilege. While there is too much to reemdhis thesis is a
snippetof the fusion of my learning and development in becoming a Counselling

Psychologist.



Prior to @mmencing my professiontahiningin London, | lived in South Africa
Different types of discrimination were a daily occurrence, and for years | felt powerless and
frustrated in attempts to makechange. Growing up, racial, weight and sexual discrimination
were strife, and upon completing my undergraduate degree | way tatglled ‘White
Female’, which was essentially the lowest tier in terms of interview and job selédtion
experience and qualifications were less important, with my race and gender shaping my
future. Witnessing various types of sometimes severe discrimination and being discriminated
against, has shaped me into a person who understands discriminatory attitudes and
behavioursand is intolerant to themwWhile many areas within the field of psychology have
interested me, what | have noticed throughout rawitng and clinical practice ihat my
passion in, and relationship toward discriminatory and stigmatising attitudes and behaviours
holds strong. With continued focus on understanding more about differential treatment to ‘the
other’, making a choice with regard to a research topic came relatively eedihe
beginning of my research, obesilated research seemed to be gaining more interest than
ever before. This would make sense with the rising rates of obesity across the globe. With
any minority grap however comes bias and discrimination, and whdld notice that this
area of research wasiining interest, there were various uncovered areas within the literature
needing further exploratiohtherefore felt my research topic would be novel, r@té\and an

interesting read for many.

The experimental research study considers weight bias within society, within various
healthcare settings, but then pagsticular attention tantifat attitudes withirmental
healthcare, and specifically counselling psychology. rEsearch element is the main focus
of this portfolio, with the literature review focussing on previous research findings and

related theories with regard to attitude formatiattr{bution Theory; Weiner, 1986) and
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attitude modification$ocial Consensus Theoi$herif & Sherif, 1967)The publishable

paper to be submitted tthe Journal of Obesitis a summarised version of this study’s
research methods, analysis, results and conclugitsiisg a psychodynamic approach to
therapy, he clinical case study highlights the effects of childhood weight bias, body shaming
and bullying and the impact of this onclient’s patterns of behaving and patterns of thinking
as an adultExplicit and implicit antifat attitudes and weight bias amongndonbased

MHPs toward their patients who are overweight and obéséhe common thread of focus,

and the importance of raising these MHP’s awareness to it.

Doctoral Research

This section of the portfolio consists of the experimental research study entitled,
“Weight Bias: Investigating the Impact of an Empatwoking Intervention in Reducing
Mental Health Professionals Arftat Attitudes. What began as curiosity into whether MHPs
are weight biased in gerad, developed into the sole focus of this studythV§ocietal obesity
rising at alarmingates and evidence of weight bias within numerous healthcare settings,
could MHPs also hold antat attitudes toward patients they would consider to be overweight
or obeseA quantitative approach was utilised, with statistical analysis of the data captured
using explicit and implicit attitude measures, before and aftexperimental intervention
Findings are suggestive of MHPs holding negative explicitfahattitudes towards their
patients who are overweight and ohepecifically with regardo participant age and
occupation. Apostintervention testing, the empatkyoking intervention was seen to have
made a significant impact, but not in the direction anticipated. In fact, theieapliifat
attitudes of participants in the experimental condition were seen tmb@gore negative.

This latter finding was unexpected as it was hypothesised that the erepaktigg
intervention would impact thexperimental group participahtanti-fat attitudes by becoming

11



more positive. While it could be speculated that the intervention video was not empathy
evoking enough, it also should be considered that perhaps the intervention video evoked
memories of negfive experiences with overweight or obese individuals, or perhaps the video
evoked negative emotions suchdasgust distaste, repulsion or revulsion rather than

empathy With many unaware of theaxplicit or implicit antifat attitudesand the extendf

this weight biasthe challenge becomes raisigareness through educatidinis argued that
weight bias training courses would aid in raising awareness among woikiRs, as well as
continuing to actively highlight (1) the various causes of obg&jythe challenges these
overweight and obese individuals face within society, and (3) the impact this weight bias has

on their mental and physical health.

Client Case Study

This section of the portfolio consists of a case study of clinical work walier@t who
selfreferred to longerm therapy as she was suffering with anxiety, depression and had been
experiencing occasional petsauma flashbackafter being rapedihe case study is a
summary of the key interactions between the client and myself overinair1l2 sessions
working within a psychodynamic frante therapyRooted in traditional psychoanalysis and
drawing from dject relations, ego psycholognd selpsychology this piece of work
illustrates the practice of Counselling Psychology within the context of private practice and
aims to highlight proficiency in using psychodynartherapy when working with the

aforementionegbsychological difficulties.

This client had come to therapy wanting togess and assimilate the rapewdver

further into our therapeutic relationship it became apparent that while this may have been her

12



reason to come to therapy, what she really wanted to address was her catgotbg self

hate, her fear in voicing and adhering to her boundaries, and understanding the social masks
used to cope within various interpersonal relationships. A psychodynamic approach to
therapy allowed for (1) the identification of the client’'s unconscpaierns of relating to

others, (2) the discovery of the client’s ‘false self’, (3) bringing to conscious awareness the
client’s defence mechanisms and (4) how the social mask created as a ‘hedlieerchild,

is used as aoping strategyinitiated during interpersonal interactions when feethnag

others argetting too close, or may potentially try to viol&ier personal boundaries.

This clinical case was chosen because without realising at first, this client was
suffering severely as an adult, fraghe weight bias, body shaming and weight discrimination
experienced while growing up. This client challenged me, continually attempted to push my
boundaries, all while giving me the opportunity to combine my research topic with
therapeutic practice. This case demonstrates how working collaboratively and flexibly, with
both client and therapist communicating transparently can result in therapeutic alliances
powerful enough to achieve and maintain chafgere is also emphasis on the reflective,
nonjudgemental and empathetic nature of counselling psychology, highlighting the
significance of respect and rapport. The work with this client highlightagpegcts of my
learning and development as a psychologist and my awareness and understanding of the

conplexities in coping with trauma as well as the shanid longterm affects weight bias.

Publishable Paper

This section of the portfolio consists of a summarised presentation of my research

study,with the aim of being published in the paeviewed OpenAccessJournal of Obesity

13



It has therefore been formatted according to the journal’s guidelines. | chose this journal
because it provides a multidisciplinary forum for basic and clinical research as well as
applied studies in areas such peaediatic obesity, nutrition, eating disorders, exercise,
human physiology, weight control and health risks associated with olfesiilycation of this
paper in this journal would mean that the findings would be read by practitioners from a
number of disciplinaryields. This would includdsychiatrists, Counselling, Clinical, Social
and Health Psychologists, Physicians, Physiotherapists, Dieticians, Bariatric Surgeons,
exercise and nutrition scientists and researclgrdocrinologists, othédK healthcare and
mental healthcare professionalsll of whom would have a shared interest in this area of
research. The aim of this paper would be to present the findings of this experimental research
studyto this population in order to raise awareness and further knowdedigenderstanding
regarding weight discriminatory attitudes and behaviours towards overweight or obese

patients.

| am proud to present this portfolio of work dedicated to an area of research which not
only highlights the need for more Ulbased weight bias studiegamining MHPs anfiiat
attitudes toward their overweight and obese patidntiswhich also considers the extent of
weight bias patients who are overweight and obese encounter wittons/arental
healthcare settings. This research investigates and raises awareness of the extdat of anti
attitudes among Londobased MHB, as well as the related practical implications and

behavioural outcomes.

14
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Abstract

Earlier esearch indicates that overweight and obese individuals face weighhbdias
discriminationin multiple domains, includingealthcare settings. Evidence suggests that
obe® people are faced with atfitit attitudes from healthcare providers, with common
perceptions that they are lazy, stupid, worthless, lacking irceetfol and willpower, non-
compliant with treatment, unsuccedsfindisciplined, unintelligerénd dishonest. There is
further evidece indicating that weight 8an healthcare settings leads to poor gyaif
care. While research has found weight bias to be present in various societal domains, namely,
educational and occupational settings, retail and healthcare, there has been limited
investigation into weight bias among mental health professionals (MHIR/Ss)study
therefore examineshe degree of explicit and implicit weight bias améfigPswho have,
or who are treating patients who are overweight and/or ptiesanpact of an empathy
evoking intervention, and the behavioural outcomes and peaatplications. Two
hypotheses and five sutypotheses were offered in line with previous research: 1)
participants would report negative explicit and implicit attitudes towards gh2sthe
experimental groupvould report reducedntifat attitudegpostintervention; and 3a)
overweight/obese participants would indicate-fattattitudes towards patients who are
overweight/obesdue to an absee of ‘ingroup’ bias; 3b) younggrarticipants would hold
more negative anfat attitudes towards their patits who are overweight/obeSe-e)
differences in antfat attitudes betweegthnicity, gender anaccupational approaches would

beevident.

125 Londonbased MHRB between the ages of-B9 yearsold volunteered to

participate Participantsvorking aseither Psychologists, Psychotherapists, CBT Therapists

16



Counsellorscompleted a demographics questionnaire, as well as the measunelcafand
implicit attitudes towards obesity. Study hypotlesere examined usirigultivariate
Analyses of \ariane@ (MANOVA) on the prentervention for each independent variable
(age, sex, ethnicity, BMI, occupation, working privately and working pattients who are
overweight/obege and on the discrepancy déthkfference between the pesind pre
intervention data) against the intervention groupMutivariate Analysis of Covariance
(MANCOVA) wasconducted on the discrepamtgta for each independent variable
(covariateswith intervention group as fixed fexr. Follow-up oneway ANOVAs were
employedto examne attitudes in relation to the demaqgac characteristics, with post hoc

tests or independent sampldests used tere there was significance.

Analysis on the overall pii@tervention data suggests that participa@serally held
negative explicit and implicit attitudes towards obesity. Differences based on sex, age
ethnicity, BMI, and occupation weexident howevelit was only age and occupation at-pre
intervention testing, and specdity “Young Adults’ and ‘Counsellors’, which were shown to
hold statistically significant negative explicit attitudes toward their overweight and/or obese
patients. Analysis on theverall postintervention data suggests that participants generally
maintained theinegative explicit and implicit attitudes towards obesitigh the intervention
video significantly affectinghe experimental group participanétitudes from preto post
intervention testing, however not in the direction anticipated. Thdardttitudesf those

within the experimental group were shown to become more negativanfgsention.

The study findings contribute to evidence that patients who are overweight and obese
seeking mental healthcare are discriminated against and are subjected to weight biases in
such settings. These findings provide insight for not just Counselling Psychglbgisiisr

17



all practitioners wrking within mental healthcasgho may be unaware of tlexistence of
anyexplicit and/or implicit weight biaseghe difficulty in modifying these biaseasnd the

implications of these attitudes the various therapeutic dynamics within tipeactice.

18



Chapter - INTRODUCTION

The following section begins with background information outlirtimgglobal and
national prevalence of obesity, the associated weight bias those categorised as overweight or
obese are exposed to, as well as the differences between explicit and implicit attitudes and the
scales used to measure both. Demograghiffierences in weight bias considdifferences
betweerethnicity/race, age, gender, and Body Mass Index (BMI), followed by a description
of antifat attitudes. Related theoretical underpinnings follow descriptions of botal
weight biasandthe vaious sources of weight bias. Weight bias in healthcare settings is
considered, followed by the relevance of weight bias research and the importance of raising
awareness of antat attitudeswithin mental healthcare settings and specifically, Counselling
Psychology. Various intervention efforts are highlighted, before the rationalénasmadfahis
study are presentetastly, descriptions of both the hypotheses andrgyimtheses of this

study are provided.

1.1 Background Information

The World HealtiOrganisation (WHO; 2016) statduat more than 1.9 billion adults
agedl18 years andbovewere clssified as overweight,itlh worldwide adult obesity soaring
from 105 million to641million from 1975 to 2014 (Ezzati, 201@}zzati (2016) adds that of
thes 641 million obese adults worldwide, obesity in men had more than tripled from 3.2% to
10.8%, and obesity in women had more than doubled from 6.4% to 184975 to
2014. According to the WHO (2014), 41 million children under the agi@®ivere
overweight or obese, with the number of worldwitkaths associated with being overweight
and obes outweighing deaths associated witlose classified as underweight. Death baing

health consequence of exsaslposity, obesity has emerged as a®es health concern
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(Gupta, Guha Ray & Saha, 200@pllins (2013) describes thenlied Kingdom (UK) as

facing a “public health time bomb”, with obesity rates “just about the worst in Eufpp8)
Existing data regarding levels of excess weight and obesity in the UK demonstrates a
consistent and substantial rise in the plewvee of obesity over the lasd 4ears (National
Obesity Forum, 2014)n 1975 the average Briton had a Body Mass In@#i( Cash,

Morrow, Hrabosky & Perry, 2004) of 23 and in 2014 the average person’s BMI had risen to
27 (Ezzati, 2016). This indicatésat over a period of four decades the average Briton has
transitioned from being categorised asrmal weight’ to ‘oerweight. In England alone,

there are currently approximately%3f adults, and 28% of children aged between 2 and 15
yearsthat are gerweight or obese (PublidealthEngland, 201} Jones Nielsest al (2013)
identified hospital admission rates for obesity hadreased more thdour-fold, and hospital
admissions where obesity was comorbidiad increased more than fit@dd among children
and young people in England from 202009. Once considered a problem only in high
income countries, the WHO (2016) highlights that obesity is now dramgiicathe rise in

low- and middleincome countries, especially in urban aréaf014, 7.7 million women and
6.8 million men in the UK were categorised as ‘obesdh government statistics estimating
that by 2025 approximately 20 of people in the UK wvilibe obesgeand that the UK will

have the highest proportion of obese men (38%) and women (38%) in Europe, (&Yt
Costing the National HealtheBsice (NHS) billions each yedfry (2015) states that the

expense of treating obesity in the dKuld bankrupt the health service.

Overweight and obesity are defined as an abnormal or excessive accumulation of
body fat (WHO, 2014) and the standard and most simple measure of-fegigbight used
is BMI (Cashet al, 2004). NHS Goices (2016) define BMIsathe ratio of one's weight

(kilograms/kg) divided by the square of their height (metres/m). Whilst BMI allows for
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natural variations in body shape, providing the most useful populatiehmeasure of
overweight and obesity, it should however be comela rough guide as it is not a perfect
system (WHO, 2014). Aghe adult BMI does not account fage and gender, or differentiate
between excess fat, muscle or bone, it may indicate that an indivsduadveight, but it

does not decipher whether that person is too fat (NHS Choices, 2016). The WHO (2000)
highlights that BMI does not correspond to the same degree of fatness in different individuals
(e.g, muscular adultsor athletes such as international rugby players in prime condition
would be classeds overweight or obese under this system even though their percentage of
body fat is unlikely to be above the recommended amoAdults with a BMlequal to or

less than 18.5 are classified as ‘underweightiealthy’ BMI is considered to be equal to or
greater than 18.5, while a BMI greater than or equal to 25 is classified as ‘overweight’ (NHS
Choices, 2016). Castt al (2004)state that BMI greater than or equal to 30 defines

someone as ‘obese’, while a BMI equal to or greater than 40 defines an individual as

‘morbidly obese'.

Our social environment continues to struggle with issues regatubdyg sizeand
places a heavy emphasis on dieting and the importance of being thin (Swami & Monk, 2012).
Chalker(2014) highlights thathefocus on obesityi.e. the dangers of obesity and promotion
of the thin ideal) has resulted in the establishment of a divide betweeasvammeight and
overweightindividuals, and it is this divide which emphasises how overweight or obese
individuals are seen amdesirald. Modern Westernuture relentlessly promotes thin
idealisation while disparaging obesity, and with exposure to media content that continually
idealiesthinness, the pressure society places on individuals to be thin is more extreme now
than in he past (Sheldon, 2010). Swaatial.(2008) suggest that the maliscrepant a

person’s body size is from the perceived societal ideal of phydicattivenesthe more
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likely they are to be stigmatisethis stigmatisation or eight bias refers to the negative
weightrelated attitudes and beliefs that are manifested by stereotypes, rejection and prejudice
towards overweight or obese individu@faihl, MossRacusin, Schwartz & Brownell, 2008)
While weight biashasbeen shown tdemonstrat@otentially larmful consequences for those
being stigmatised against (Puhl & Heu2009) it is also important to realise thaeight bias
consists of at least two cognitive processegplicit biasand explicit biasHofmann,

Gawronski, Gschwendner, 18&Schmitt, 2005). Botlprocesses are largely independent of
each otheand differ in that implicit weight bias is an unconscious preference for thin people
over fat people, whilexplicit weight bias is one’sonscious prefereng¢elofmann et al.,

2005) Plant and Devin€2009) noted, as opposed to explicit prejudices (e.g., believing that
men are unemotional), implicit bias occurs without conscious awareness and is frequently at

odds with one’s personal beliefs.

1.1.1 Explicit& Implicit attitude measures

Negative attitudes and stereotypes about overweight and obese paoplbeen
observed on both axplicit and implicit level (Teachman & Brownell, 2001; Wang,
Brownell & Wadden, 2004). Stereotypes are viedirned sets of associations between a trait
and a social group, and whilst they may not always be consciously endorsed, they influence
the processing of othatereotypes leading to unintended biases in decisaiing
(Chapman, Kaatz & Carnes, 2013). Biased attitudes existisgleudf conscious awaress
develop early in life from repeated reinforcement of societal stereotypes (Chapman et al.,
2013), and can be formed involuntarily, operate automatjdajtyass deliberate thought, and
influence one’s judgment in unintended ways (Devine, 1989). Despé evolution of a
person’s explicit beliefs, enduring implicit bias appears to significantly influence judgement

and behavioural interactions with individuals from stereotyped groups (Chapman et al
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2013). Sabin, Marini and Nosek (2012) found that ioiiplveight bias may predict
discriminatingbehaviair, even among individuals who have no intention to discriminate.
Whilst much weight las research has relied on explicitegtionnaire responses whassults
are usefl selfreports of attitudes can vellnerable to response bias, social desirability
concerns and other demand characterisBcb\artz, Chambliss, Brownell, Blair &

Billington, 2003). Measurement of explicit weight attitudes can be employed using
guestionnaires such as, the Attitadewad Obese Persons Scalee Beliefs about Obese
Persons Scal@TOP / BAOP: Allison Basile & Yuker 1991), or the FScale Bacon
Scheltema &Robinson, 2001 Rudman (2004) proposes that when evaluating weight bias
measuringone’simplicit attitudeswill prove superior to measuring one’s explicit attita@des

this negates the demand characteristics and response hiagegd therefore make sense

for researchers to assdsxth a participant'smplicit and explicit antiat attitudeswithin their
studies Implicit weight bias can be measured using performdiased measures, such as the
Implicit Association TestlAT: Greenwald McGhee &Schwartz,1998). The IAT isan
extensively validated measure of automatic, unconscious attitudes which not only predicts
behaviourindependently of explicit attitud€Bhelan et al.2015, but which & being
implemented in studies more regularly to examine implicit weight(Bilast, Hudson &
Lavallee, 2013)Greenwald et a(1998) statehat while the IAT is a measure used to assess
and detecthe strength of associations that exist beyond conscious evalbatiseen

concepts (e.g., black people, gay people) and evaluations (e.g., good, bad) or stereotypes
(e.g., athletic, clumsyjt was also designed to minimisesponse bias. Thuthe IAT is a

unique measure of automatic biases participants may be unaware of, or unwilling to report
(GreenwaldPoehlman, Uhlmann & BanaR009 either because of sgifesentation
concernsthe fact the automatic biases areddwith one’s personal beliefs, or because

they are unaware of possessing the biases in the first place (Greenwald & B89%ji The
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IAT has been also been used to examine attributes associated with characteristicsesuch as
(Hague & White, 2005)ge Hebl, Ruggs, Singletary & Beal, 2008; Sabin et al., 2012)

ethnicity (Nosek, Banaji & Greenwald, 200a8hdBMI (Robertson & Vohora, 2008)

1.2 Demographic Differences

Weight bias has been documented across diverse populationagserthnicity,
BMI, level of education, occupation, religion amdome levelrea fewof the
sociodemographic factors which have been studied with regard to perceptions of obesity and
potential predictors of weight bias. While resednels focused more often on the attitudes of
females than males (Miller, Rothblum, Felicio & Brand, 1995; Rucker & Cash, 1992), when
both sexes have been studied, evidence for sex differences in attitudes toward obese
individuals has been mixed with several studies showing greater weight bias by men
(Crandall, 1994} atner, O’Brien, Durso, Brinkman & MacDonald, 20Q&tner, Stunkal &
Wilson, 2005) and fewer studies showing greater weight bias by women (Puhl & Latner,
2007; Schwartz et al., 2003; Tiggemann & Rothblum, 1988pherman, Tybur and Latner
(2012) found that while en have shown to repartore negative general attitudesvard
obese individuals, women reportgebater fears of becoming obe&eeater weight bias has
been found amon@aucasiangversus ethnic minorities) and younger (versusrpla@ults
(Sabin et al.2012; Puhl, Andreyeva & Brownell, 2008; Schwartz, Vartanian, Nosek &
Brownell, 2006)Interestingly, hese findings seem to have held over the years with both
Staffieri (1967) and Richardson, Goodman, Hastorf and Dornbusch (fEx@ijing weight
based wreotypes and prejudice being a social problem over 50 yearAragmathy toward
outgroups is common across cultures, time, languages and national boundariesy jpealr &

that no ethnic group, age gendethas a monopoly on weight bié&Srandall, D’Anello,
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Sakalli, Lazarus, Wieczorkowska Nejtardt & Feather, 2001).

1.2.1 The impact of race, culture and ethnicity

It is not unexpected that weigh@bioccurs to the degree that it does in theegain
population, given the near constant messag®gdstern society that viethin people as
beautiful, disciplined, hardworking and in confnehile overweight people are presumed to
be lacking these virtues and arewed as lazy, dishonest, sloppy aghattonous (Puhl &
Brownell, 2003). Whi¢ this may be the Western world’s viewatfesity it is worth
considering the extent, nature and antecedents of weight bias, as well as similarities and
differences in antfat attitudes across countries and cultures, as one can assume that there
would bea variety of predictors with regatd perceptions of fatness and thinness. Gatineau
and Dent(2011) state that perceptions of weight and body image vary within cultures,
families and generations, with Puhl, Latner, O'Brien, Luedibiaielsdottir and Forhan
(2015)adding that it is possible, even if levels of bias were similar across countries, that
different predictors may underpin bias in diverse cultUsésnkard, LaFleur and Wadden
(1998)agreestating thatultural upbringing is suggested to be a crucial faictone
development and maintenance of weight bilaierestingly, the ideal body shapes of Western
and Eastern cultures are often at different ends of a continuum (Flint, 2011). Addo, Smeeth
and Leon (2009) add that although there are negassociations with larger body shapes in
more developed countries, in less developed countries obesity is a affjneice and

social status.

Whilst there iswide interest in the study of arftit attitudes and stereotypes toward

overweight and obespeople, the majority of research that has examined obesity perceptions
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has emerged from Anglophone countsesh as the United States of America (USA) (Heuer,
McClure & Puhl, 2011; Mold & Forbes, 2013), where obesity has been well documented as
an epidenic (Sturm, 2007). Nosek et §2002) suggest that cultural biases can have a strong
influence on implicit attitudedHowever more crossultural research is neededgain a

better understandingf the impact of one’s culture and ethnicity on datiattitudes and

weight discrimination. Puhl and Brownell (2003) highligthtwo examples of culture

specific values of those living in théSA: (1) Americans traditionally tend to believe in self
determination and individualism (Crandall, 1994) and (2) many Americans view life as
predictable. The former point relates to people getting what they deserve and being
responsible for their circumstanc@$us, if being overweight is viewed as something that

can be controlled, it becomes easeunderstantiow onemay hold antfat attitudes if an
individual believes that overweight people are to blame for their wéeipletlatter point

refers to the inevitability of producing a desired outcome with effort and ability where
challenging workand determination are@en to lead to success, with failure bedug to lack

of effort (Crandhll, 1994). Puhl et al. (201®xamired the extent of weight bias across
Canada, the USA, Iceland and Australra in each nation, attributions of behavioural causes
of obesity predicted stronger explicit weight bias, as did beliefs that obesity is attributable to
lack of willpower and personalsponsibility. There is risk however in yaig on self
reportedexpilicit attitudemeasures, as used in this study, as they do not necessarily translate
into behaviour. What would have strengteésuch researc¢lwouldhavebeento assess
behavioural measures of weight bias acrossdlmtries if possible, in order to

understanding howntifat attitudes translatedto behavioural outcomesithin different

cultural contexts.
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A Frenchstudy among 600 general practitioners (GPs) documents highly prevalent

stigmatising attitudes towards their patients whoodrese and overweight (Bocqueral,

2005). While interesting to see that these-taitattitudes are evident in Europe, it is worth
bearing in mind that the data is cresstional, and so causal inferences cannot necessarily be
drawn from the associans observed. These GPs who held negative attitudesdt@atents

who areobese were also shown to be less likely to subscribe to medical journals, suggesting
that they may not have been familiar with current research examining the complex causes of
obesity, highlighting the urgent need for weight bias awareness training within the healthcare

professions.

While the Western world’s cultural preference for slenderness has largely been
adopted by British ethnic minorigtommunities, obesity is still seen as a symbol of affluence
and succeswithin groups coming from traditional, naNestern societies3atineau% Dent
2011). Wnilst this perception of obesity is not commonplace in thetidlbes appear to
continueto impact some ethnic groupging in the UK (Grace, Begum, Subhani, Kopelman
& Greenhalgh, 2009). For ample, one qualitative study of young Saimvomen in England
found thatwhilst they were aware of what constitutes a healthy body size, they were
constrained by older Somalis’ cultural attitudes favouararger body size (Gardner, Salah,
Leave & Ponndéato, 2010). Similarly, focus groups with women of Zimbabwean origin
suggested that concerns about being overweight were ramalimbwe butthese concerns
became prevalent once relocatinglte UK (Lawrenceet al, 2007). Mot worrying about
body ima@ until arriving in the UKwas also found in a study by Caradas, barhand
Charlton (2001) whergoung black women fror&outh Africa were shown to haless body
dissatisfaction than white or mixece girls, with the authors suggesting that perhapethe

black women were used to living an environment that is more permissive of being
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overweight In Mauritania, men prize corpulent women, and find the larger lady sexy
(LaFraniere 2007) and this fact holds true across many African countries, including Nigeria
(Balogun, 201k LaFraniere (2007) highlights that as obesity desdéenily wealth good

health, prestige, prosperiand epitomises the Mauritanian idgadactices such as gavage
(force feeding of high fat foods) and prescription drug abuse (a steroid hormone
dexamethasone caause sharp weight gaiare common. Unlike the world’s obsession with

a thin and skinny body shapes, Mauritanwamenexperience body dissatisfaction with a
lower BMI. Thinner women are considered poor, socially unacceptable and potentially HIV
infected (Samtani, 2013). While weight gain is imposed by Mauritapé&triarchal society
rather tharfashion magazine®auritania women prefer their mskinny -consistentvith

the Mauritanian stereotype whereby largen are seen agomanish and lazy. Crandall et

al. (2001) carried out a study with participants from Australia, the USA, India, Poland,
Venezuela, Mexico and Turkegndattributions of personal responsibility for body weight

and a ngative cultural value of obesityere the best predictors of afdt attitudes, but this

was found in individualist cultures more so than in collectivist culturesyeight bes was

less ponounced in countries such as India, Venezuela, Mexico and Turkey, whose cultures
assign more collective responsibility for personal outcomes. These results however need to be
considered tentatively as participants were students in their late teens and therefore not
representative of the countriaed cultures fronwhich they originateand so inferences

would need to be qliied by the age and education.

Jiang, Tan and Fassnacht (20t&jried out a study on Asiavomen and found that
while participants exbited no explicit antifat attitudegoward oveweight and obese
individuals, strong implicit antiat attitudes wer@resent. While these autha@added that

more studies are necessary to better understanéstreg and differences between Asian
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and Western populations regarding datiattitudes and weight bias, they stated that their
results could be explained by the fact that being influenced by collectivistic beliefs,
participants would not often expliitexpress antfat bias Carels Wott, Young, Gumble,
Koball and Oehlhof2010)found that being Caucasiaras associated with greater implicit
weight bias, while Powell and Kahn (1995) highlgghthat racial differences in implicit
weight bias may refld the commonly observed racial differences in desires to be thin,
particularly among Caucasiavomen. SimilarlyWang, Brownell and Wadden (2004) found
that African American$eld less strongnplicit weight bias compared to Caucasianhile
Wanget al.(2004) had originally hypothegid that AfricarAmerican participants were less
likely to show ingroup devaluation than Caucasiabased on research Bfosu, Lafreniere
and Senn (1998) whiound thatAfrican-American communities generally hold less negative
cultural values about being heavy, a clear limitation of the study by \&taaig(2004)was

the sample size, which mapt have provided sufficient power to detect ethnic differences.

1.2.2 The impact of age

Attitudes are formed in early childhood learning and they represenstanding
values about society (Pryor, Reeder & McManus, 1991), Rutfiman, O’Brien,
Taumoepeau, Latner and Hunter (20fLBYlingthat older toddlers wengicking up on the
anti-fat attitudes of their motherslill (2011) showed that fat prejudice and increasingly
negative stereotypic attitudes were evident in children as young as 3, with these children
stating that (1), overweight people are mean, stupid, ugly and have few friends, and (2) that
they were reluctartb makefriends with a fictional overweight child. Hill (2011) added that
there was ahabit of equating fatness with ‘bad’ or ‘unpleasaatid that children we
picking up on society'sigima against overweight peoeting as social barometefidus,

even young children we able to mirror what society says about obesity and body shape. A
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landmark study by Richardson et @961) required the children participatdgank(in

order of who they would be most likely to befrieqitures of six children with vebus

physical characteristics and disabilities (crutches, wheelchair, amputations, or facial
disfigurements)Most paticipants were shown to rank thécfure of the obese child last and
when this study was performed again by Latner and Stunkard (2@23)nly did the

children again display the strongest bias toward the obese child, but they expressed even
more prejudice than their counterfsahad 40 years earlieiVhat these two studies do not
consider is the importae of using opeended formats in weight biassearch, which do not

force participants to choose one figurd.las

McAfee (2012) highlighd that these antat attitudes only intensify in adulthood, but
that at some point there is a shift whereby adaltiudes toward overweight andese
individuals become more positive. An analysis of-fattiattitudes and weight stereotypes
from infancy to adulthood was examined by De Caroli, Sagone and Licciardello (2013) and
the results indicated that of the participants involved, higher levelstifat attitudes and
stereotype®f overweight peoplée.g., aggressive, lazy, rejected, and bossy) wenessgd
by adolescentsompared tmlder agegroups. In a study of 187-yearolds Hebl et al
(2008) examined the stereotyping of obesity and found that the older participants were more
lenient (less negative) with their ratings than youngeigyaants. Schwartz et al. (2003)
found that evelyounger healthcare prof@enalsspecialising in obesitiiad greater implicit
antifat attitudes. SimilarlyDavisCoelho, Waltz and Daw€oelho (2000) found that
younger mental health professiondi#HPs) exhibited greater weight biathan their older
counterparts, towarpatients who areverweight or obesén explaining these resultthey
considered the followingvo factors, () internalised fat oppression is potengathore

common in younger mental health professienahd (2) as people age they potentiedigne
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to terms with their own weight gaiBchwartz et al. (2003) hypothesisthat younger

healtlcare professionals may be more strongly imprinted as societal pressures to be thin have
only intensified in recent decades, whilst Hague and White (2005) highlight that older health
professimals, who have more maturigxperience and greater knowledge through continued
professional developmennay have overcome some of their negative attitudes about patients
who are obese and thase more accepting of people of all sizethusbecomes evident that
further studies are needed, as moshefresearch to tlaexamines weight bias and

discrimination of younger populations and how they perceive individuals of their own age

(Flint, 2011).

1.2.3 The impact afender

Both males and females strive to achieve an ‘ideal physique’ (Flint, 2011), with
idealisation concerned with thinness for women and muscularity for men (Groesz, Levine, &
Murnen, 2002). Wh this in mind, one might asswe that the degree of weight bias for each
gender may be relatively similar. However, differences in perceptions of obesity have been
reported between the sexes (Hague & White, 2005). Reyzz, Lewis and Cash (2001)
found that antfat attitudes are strgerfor men compared to women, witltneret al.

(2005) similaty findingthat fanales resporetl morefavourablyto obesity than males.

While Hague and Whit€2005) also found that males reported more negatiiedss

towards obesity than femalasis worth bearing in mind thaheir sample was 85% female
and therefore potentially unrepresentative. Hebl et al. (20080 that whemxamirnng the
stereotyping of obesity, female participants were more lenient (less negative) with their
evaluatiors than the malgaticipants and theyounger males exhibited a greater penalty for
increasing weight in relation to attractiveneBsis latter finding also at to the existing

evidence discussed abowe thatyounger participants have shown to report more negative
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attitudes toward obesity than the older participantsesponse to studies revealing that men
hold more negative antat attitudeshan women, Winquist, Mohr and Kenny (1998) refer to
‘the female positivity effetwith regardto the perceptions of other®Vithin the framework

of Social Role Theory (Hall, 1984), Eadl¥987)considers men and womertigical

behaviour, expected of them by virtue of their sex. Eagly’s (1987) interpretation of Hall's
(1984)findings highlight that theocial roles men and women occupy offer a set otygsed

beliefs that contribute to social role behariovhereby‘the femalegender role fosters

communal qualities, encouriag women to be pleasant, inparsonally oriented and socially
sensitive”(p. 106).Interestingly Liebermaret al.(2012) however, found thawhile weight

bias was greater for men, women feared becoming obese and the extent of women'’s disgust

sensitivity toward obesity predicted higher levels of weight tuasrd obese individis

1.2.4 The impact of one’s weight

Latneret al (2005) found that individuals with higher BMIs are as weight biased as
those with lower BMIsThis, however, is unlike stigma encountered by most other
marginalised or minority groups, who affigatith, feel positively towards, and often
demonstrate kgroup favouritism (Latneet al, 2005). The stigma of obesity is different in
that overweight and obese individuals typically report strong implicit, explicit and
internalised weight bias, suggesting protective ingroup bias (Crandall, 1994). They also
often perceive themselves as being able to escape from the stigmatise(Cgamaall,

1994) Crocker and Major (1989) add that this unfortunately makes weiggpdientially
problematic as it ldcs the seHprotective quality inherent in other stigmatised groups, which
would enable the individual to attribute negative or threatening outcomes to others who are
prejudiced against one’s grougint (2011) provides the following examplaghlighting

that as no individual has control over their race, theyatiitbute the racism to the
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inappropriate attitudes of thggresso (externalattribution). This also applies with regauad

one’s sex and agahereby onean attributesexism andgeismto the negative attitudes held

by an external sourcBeing overweight or obesmn the other hand could be perceived as
controllable and blameworthy, and therefore may be attributed tovérereight orobese
individual's excessive consumption (imetf attribution)(Flint, 2011) Wanget al.(2004)

found that overweight individuals appear to internalise the powerful social stigma that exists
in society, and that an implication of these individuals holding strong, consistent, negative
implicit associations about being overweight, without a preferarda-group members,

may serve to perpetuate the stigma of obesity.

Petty, Fleming and White (1999) point out the importance and necessity of
overweight individuals contesting the views nulmese people hold, in order to provoke
conscious thought aboabesity stereotyping. They also add that these overweight
‘stigmatised sources’ may be particularly persuasive to outgroup members, as they have
proven to be more motivating than nsiigmatised sources in prompting majority group

members to examine a piaular message (Petty et al., 1999).

1.3 Anti-fat Attitudes

Anti-fat attitudes havearsisted within society fatecades. Puhl, Andreyeaad
Brownell (2008) considered the worldwide prevalence rates of societal weight distrami
over a 10yearperiodand bund a 66% increaseaking it on par with rates of racial
discrimination. Flint (2011) states that obesity may have been perceived as an abnormal
occurrence in times when food was scarce, hard physical work was the norm and
technological advares that reduce energy consumption were immataiative to society at

present. WithTam Fry, spokesman for the National Obesity Fohughlightingthat being
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overweight and obese started to becamoemal’ in the 1970s, as this was when people
began reponding to changes in their environmghtlams, 2012)In the last 4®B0 years

there have been marked environmental changes which have affected the dietary and lifestyle
choices available within societf.Arcy, Harduar, Orloff and Rozas (2006) highlight that

with food becoming more readily available, many modern conveniences allow, if not
encourage, individuals to be sedentdiArcy et al (2006)addthatfarming has been traded
for fast food, manual labour has been traded for office mibgertising of processed foods

has increased, as hadanisationwith open spaces like playing fields being sold off for
housing In recent years there halso been a reduction in the availability and consumption of
complex carbohydratesd anincrease in fats and sugg§¥¥HO, 2003) King (2007) adds
that“the technological revolution of the 20th century has resulted in an ‘obesogenic
environment' which serves to expose the biological vulnerability of human'b@ng8), in

that everything from televisions and computer games, to our working hours and transport
options, even to the way our houses and streets are designed is working against people
staying fit, well and slin{fMaio et al., 2007; Ulijaszek, 2007; Law, Power, Graham &
Merrick, 2007) King (2007) coninues addingthat it shold be of no surprise that the median
BMI in the UK is now above the ‘healthy’ range, andt thlaesity is one of the consequesice

of the modern world.

Ogden et al. (20)6states that with therevalence of obesity increasidgamatically
over the past 40 yeabsing overweighthas become the ‘new normaks average body
weight go up, heavier body typappear to becoemore accepteddhristakis,2010) Modern
society however remairdy consciouswith obesity in particular, implyingome level of
reprehensibility (Crossley, 2004) or what Goffman (1963) refers to as a ‘deeply discrediting’

trait producing a ‘spoilt identity’. Puhl and Heuy@009) refer to commoweightbased
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stereotypesuch as ‘obese persons are lazy’,atre'se people ladk willpower’, as examples
of negative or ardiat attitudes toward a persondagise he or she is overweight, adding that
it is these antiat attitudeswvhich can lead taveightrelatedbias prejudice and

discriminationtoward these overeight and obese individuals.

Morrison and O’Connof1999) highlighted thatrdi-fat attitudes have also been
referred to asgrejudicial responses directed towards individuals because of their dbesity
(p. 436) The concept of weight bias, while a prevalent type of prejudice is closely linked to,
and stems from one’s “artat attitudes”, or the negative thoughts, feelings, beliefs and
assumptions individuals possess regarding overweight or obese individuals (Crandall, 1994;
Chalker, 2014). These iamptions often involve stereotyping overweight individuals as
‘lazy’, ‘sloppy’, ‘undisciplined’ or ‘unintelligent’ (Schwartet al, 2003; Puhl & Heuer,

2009), and the engagement of such attitudes or beliefs can result in the perception of such
individuals as lesser or devalued human be{Rgdl & Heuer, 2009). Acting on such biases
is discriminatory and can be hurtful both physically pagichologicdly for the targeted
individual (Chalker, 2014). In fach study byLatner, Ebneterand O’Brien(2012) showed

that weight bas is so powerful and pervasive, it appeto outlast obesity itself. Young men
and women participastfrom three universitie®ad vignettes describing a woman who had
either lost weight or remained weight stable, and whoeithsr currently obese dhin

before having to providtheir opinions about this woman on a number of attributes (i.e. how
attractive they found her, and their overall dislike for fat pgoplee studerst opinions
revealed a greater negative weight h@sard the womawho had lost the weight, as well as
viewing her the least attractive. Whilst théiselings were based on participgriapinions

and thereforesubjective, theylid reveal that antiat attitudegemaired even after an

individual hadlost a significant amount of weighhd were now thin (Latner et a2012).1t
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is worth bearing in mind that the participants wgsang and reviewing the weight bias
literature there is much evidence indicating §@inger participantare associated with
greater weight bia@Hebl et al., 2008)interestingly,Latner et al (2012) found that Wwen
participants were falsely informed that body weight can easily be conttb#ezlwas an
increase in negative attitudes, indicating that weight bias toward overweight and obese
individuals worsened. With varying societal weigblated messages apcejudiced beliefs

in weight controllabilitywhich led to blane and dislike toward the obegbke importance of
needingto address and reduce the extent ofattattitudes at a societal level is highlighted

more than everL@tner et al., 2012).

1.4 Weight Biasin Society

Being overweight or obed®as shown to be associated with more negative
characteristicshan nearlhany other stigma. Among others Brownell, Puhl, Schwartz and
Rudd (2005)ist the following negative characteristics: mean, ugly, sloppy, unhappy, having
fewer friends, uneducateads competent, disagreeabéand being poor role models
Alongsidefat oppressiopwhich Brown (1989) defineas “the fear and hatred of fat people,
particularly women, and the concomitant presence of oppressive and discriminatory practices
aimed toward fapeoplé (p. 19),Puhl and Brownell (2003) have found thrainy people
intensely dread thpossibility of becoming obesA surveyby Garner (1997) found that (1)
15% of women and 11% of men would sacrifice more thanyiaes of their life to be thin
and (2) 24% of women and 17% of men said they would sacrifice more than three years of
their life to be thin. Unfortunatelyno more than 5 years were testedee the resisl over a
longer period of time. bwever Garner (1997) found that this signifitaninority felt that
life was only worth living if one was thin. This fear of,fabupled with widespread

perceptions that overweight people lack competencec¢setfol, ambition and
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attractiveness, creatasculture in which it is socially acceptable to hold negative stereotypes
about obese individuals and todiminate against theniévine & Schweitzer, 2015; Puhl,
Latner, King &Luedicke 2014; Puhl &rownell, 2003). Katz (1960) suggested that perhaps
some ego defensive funatianay be served by disliking the overweight or obes¢hat a
overweight or obese person may represent a feared “possible self” and therefore provoke
dislike (Markus & Nurius, 1986). Puhl and Heuer (2009) highlight that ovghtver obese
individuals are treated differenttg those of a more ‘acceptable’ weight, demonstrating
disparities in income, social interactions, evaluation and hiring pradiieakhcare treatment
and educational attainmeir.fact, a poll by Taylor, Zarabi aridhuper(2012) found that

61% of the 2,300 Americaadult participants sawo harm in making negative remarks about
a person’s weightOver 60% of this same grolwever thought it was "very" or

"extremely" offensive to make racial sly&ylor et al, 2012) highlighting that weight bias
appearsnore socially acceptable than racial discriminatidespite efforts to protect other
minority groups, weight bias is pervasi{tatneret al, 2008). Puhl and Brownell's (2001)
comprehensive review ofeight bias and discrimination studies sugg#sit obese persons
have essentially becontiee last acceptable target of discriminat{balkner, French, Jeffery,
NeumarkSztainer, Sherwood & Morton, 2006; Kilbourne, 1994; O’Hara, 1996; Stunkard &
Sorensen, 1993and obesityhe last frontier in ta@rable prejudices (Ross, 2013)itMéut

legal deterrents, rules or precedents in place nabab antifat attitudesweigh bias may
increa® over time (McCQlre, Puhl & Heuer, 2011; Latner et al., 2008; Latner & Stunkard,
2003), and unlike race and sex discrimination laws, no legislation currently exists in the UK
in relation to obesityThe Equality Act Legislation.gov.uk2010). While harassment is
unlawful, currently bullying is not against the lawhé Equality Act Legislation.gov.uk,

2010). Puhl et al., (2014ighlight that with bullyingand victimisatiorof overweight and

obese individuals occung daily in domains such as the workplace, schools and healthcare,
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more work is needed to protect the millions of vulnerable individuals faced with the negative

and damaging consequenc#gveight biaswhereby thig quality of life is reduced

1.5 Sources of Weight Bias

While Crandall and Bierndtl990) considered vdther veight biasstemmedrom
viewing the obse as aesthetically displeasingprally and emotionally imgared, or socially
handicapped, other research (Tiggan & Anesbury, 2000) suggested that weight bias is
especially strong because overweight andsebwlividualsare perceiveds responsible for
their weight.Thereforepeing overweight is deemed blameworthy, and if one’s weight is
believed to be under their contrtthere will be less empatligr these overweight and obese
persons (Crandall, 1994). The commonly held beliefs that (1) weight is primarily under an
individual’'s control through diet and exercise, é2fthat a high BMI means itiealth, are
considered by some authors to be a cgusece of weight lbs and perhaps a factor that
perpetuates fLupton, 2013). Carels and MusHeizenman (2010) point out that people who
think that weight was a controllable factor showed more negative attitudes toward obese
adults than people who consider that weight was not a controllable factoremzack1984)
noted that both overweighnd thinneindividuals appear to accebiis view of obesity as
indicating a &ck of control over one's life, which produces-sigprecation for the
overweight indvidual butelicits within the thinner individual anger rather than pity toward
the overweight individual (Weiner, 1986). Interestingly, Crandall and Biernat (1990) found
that antifat attitudes turn into prejudices even in the face of mounting evidertcanitia
weight is largely determined outside of volitional control. Ross (2013) pointed out that the
public hold widespread misaceptions that miniméthe complexities of obesity and how
difficult it is to reverse, including that it is a temporary condition that is within the

individual's control.Latner, Stunkard and Wilson (2005) highlight that future reseaothd
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benefit from he use of comparison groups whioblude problems where there may be some

attributionof blame, such as substance abuse, criminal activity, onrd@&¢tion

A Reuters/Ipsos online pothi2012 found thabver60%of 1,143adult participants
blamed obes$y on personal abices about eating and exercise, with only 19% of participants
blaming the actions of food manufacturers and theftast industry for obesity. While
lacking in detailed experiences and subjective optlmquantitative data collected made it
possible to statisticalliest for result accuracy using credibility intervae(ters 2012).

Paul and Townsend 9%) suggested that this dislike towards overweight and obese
individuals may be based on the belief thaythee seHindulgent. Ros$2013) discusses

Puhl and Heuer’s (2010) analysis of over five decades of weight bias research wiheseby t
misconcepbns of obesityjnave shown to thriveverthe yearslespite thaegative

consequences of weight bias having been reported and the fact that many causes of obesity
(such as genetic and metabolic factors, environment, upbringing, economic status and the
way parents talk to their children about weight) are beyond the individual’'s conmtiess O

own body weight and personal history of weight bias also appeamg@aiepredictors of

anti-fat attitudesand discriminationl(atneret al, 2012).However, most of the research on
weight bias has used American samples, with little research from other nations (Brewis,

Wutich, FallettaCowden & Rodriguesoto, 2011).

1.6 Theoretical Underpinnings

Wexler (2010highlights several theories of prejudice which propose the origins of
weight bas. Attribution Theory (Weiner, 198proposs thatthere is a process of

information gathering before one is able to attach meaning to one’s behaviour in order to
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make causal judgemergxplainng an even{Weiner, 1986)Jarvis and Russell (2002)

suggest that external and internal attributions are made constantly througttionieraith

others i.e. judgements based on whettier behaviour occurred becausf a situation

(external) or due to aimdividual’s character (internglGilbert, Pelham, and Krull (1988) add
that there are three stages to these attributions: (1) Categorisation, whicldentifecation

of the behaviour; (2) Characterisation, being the judgement of an individual based on the
behaviour observed; and (3) Correction, the examination of a situation in order to determine
whether an individual is responsible and in control of the behawsuPuhl, Schwartz and

Rudd (2005) suggest, perceptions of obesity are affected by whether the causes of obesity are
attributed internally or externally, therefore judgements about behaviours are likely to be
affected by perceptions of control. With stigmatisation andfantttitudes likely to be

greater when the causes of obesity are attribiot@aternal, controllable facto(©’Brien,

Puhl, Latner, Mir& Hunter, 2010; MusheEizenmanHolub, Miller, Goldstein & Edwards
Leeper 2004; Kim & Willis, 2007) it becomes clear how relevant this theory is with regard

to weight biasesearch

Social Identity Theory (SIT: Tajfel & Turner, 198posits that groups develop their
social identities by comparing themselves to other gramsdesignating other groups as
inferior. Tajfel and Turne¢1986)highlight that there is aaxplicit focus on the value of an
in-group.A study by Schwartet al.(2006) reported that arfat attitudes were significantly
higher among people with lo&MIs compared to those with greaivils, which indicaés
that in line with SIT jndividuals have expressed a more positive evaluation of members
within their own group than members outside of their group (Tajfel & Turner, 1986).
AshburnNardo, Voils and Monteith (2001) highlight that through group membership one

generates positive feelings and a positive affiliation tos/énd group to which they believe
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they belong, at both a conscious and unconscious level. While a useful and tblesgnto
considey Jost, Banajand NoseK2004) state theSIT provides minimal in the way of
advancing knowledge of system justifying motives and belafd thaSysem Jusification

Theory (Jost & Banajil994) is more appropriate in terms of examining sidfmatisation.

System Justification Theory (Jost & Bandj994) proposes that membefdow
status groups have a tendency to endorse stereotypes about their group through a reduced
liking of their own group othrough a greater likg for the higher status group of whithey
are not members (JostBanaji, 1994). This theory suggeststtimalividuals feel, think and
act in ways that do not favour themselves or the groups that they belong to, thus maintaining
systems of inequality through a rationale for group divisions (J&ar&aji, 1994). Research
by both Schwartz et a{2006) and Wangt al (2004) demonstrasehis theory in that
overweight and obese individuals were showrefmrtgreater implicit antiat attitudes
towards their owiBMI groups This theory is relevant to weight biasd antifat attitude
reseach with Flint (2011)addingthat there is not only a need to identify why dati
attitudes and system justifying beliefs exist in society, but whether system justifying beliefs

towards obesity are evident in the UK.

Another theory of prejudice worth consideration is Stephan and Stephan’s (2000)
Integrated ThrealTheory (ITT). At present there appears that no weight bias related research
existswith regardto ITT. However this theory of prejudice has proven useful in
understanding intergroup prejudiaeongcultures (Stephan, Diazoving & Duran, 2000)
and political @rties (Osborne, Davies & Dura®008).ITT suggests that there are four types
of threat (realistic, symbolic, intergroup anxiety, and negative stereotypes) which are thought
to be a result of the amount and quality of intergroup contact, and which cause prejudice that
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stigmati®d groups are perceived aeeht, i.e. overweight and obese individualzaten
deeply held cultural values of saliscipline, seHcontrol, moderation and thinne@&/exler,
2010) Continued investigations would be worthwhild®&§ could beemployed tdurther

examine waght biasandintergroup threat.

Puhl and Brownell (2003) consider Social Consensus Theory (Sherif & Sherif, 1967)
as the most promising approach to modifying attitudes toward obese people. This theory
relies on the observation that after learning that a group does notrshackiduals'
beliefs, tle individual is more likely to modify their beliefs to be similar to those expressed
by the group they respect or wish to join. Puhl and Brownell (2003) conducted experiments
where university students reporteditratitudes and values toward obese people before and
after researchers offered them varying consensus opinions of other students that they
considered important. Results showed that participants (1) reported significantly fewer
negative attitdes about obese people after being told that the other students held more
favourable attitudes about obese people, and (2) changed their ideas about the causes of
obesity, favouring uncontrollable causes after being told the other students believed obesity
was attribtable to these causdauhl and Brownell (2003) stated that social consensus not
only proved effective in reducing weight bias but it also offered an explanation as to why
obese individuals themselvexpress negative stereotypeé® -they wanted to belong to the
valued social group and chose to accept negative stereotypes to align themselves with current
culture, thus resembling the ‘group’ and distancing themselvesore from the ‘ougroup’.

Puhl and Brownell (2003) however also highlight that while social consensus has shown to
reduce weight bias there are many unanswered questions about this theory’s widespread

utility and effeg¢iveness
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Lastly, Evolved Dispositions Theory proposes that members of a group will be
stigmati®d if they threaten or undermine group functioniRgviewing the available
literature, no research appears to currently existiwtasts this theory with regatd weight
bias and antfat attitudesWexler (2010) however adds that this evolutionary adaptation may
predispose people to shun overweight or obese individuals because they argXeam as
increased health risk arf@) unable to make sufficient contributions to the group's welfare

because of weightelated illness or disability.

1.7 Weight Bias within Healthcare Settings

With the concerning increase in obesity, comes rising evidence of stigma,
stereotyping, bias, and discrimiiat towards overweightral obesendividuals(Puhl &
Heuer, 2009). In theitomprehensive review of related literature Puhl ldader(2009)
demonstrat¢hat overweight and obese individuals can be placed in disadvantageiiss
due to their body sizéacingprejudice and discrimination across multiple domaikfe.
These domains includeealthcare settings, the workplace, educational institutions,
interpersonal relationships, mass md@ahlet al, 2013) as well as jurdrperceptons of
defendarg guilt and responsibility, jury selection and adoption proceediBgsvey, Puhl,
Levandoski& Brownell, 2013). Puhl and Brownell (2003) indicate that the manifestations of
weight bas leading to discrimination, not only affect individuaisotionally, physically and
psychologically, bualsoexert a harmful and potentigllasting influenceon one’s health and
quality of life. Until weight bias is reduced, overweight and obese people will continue to

contend with prejudice and discrimination.
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Research shows thaeight bas is alarmingly commonvithin the healtbare sector
(Teachman & Brownell, 2001) with Carr and Friedman (2005) examthfrequency of
institutional and interpersonal diémination among a nationallgpresentative sample of
3,437 adultsfindingthat obese participantgere 4650% more likely to@port healtbare-
related discriminationvhencompared to normal weight individsaPuhl, Luedicke and
Grilo (2014)reportedthat patients who am@beseare a common target of negativatates
and derogatory humour thealthcare providers (65%hd with twethirds of Americans
beingoverweight or obeséuhlet al.(2013) highlights the need for healthcarefpssionas
to deliverthe same quality healthcare, wheoapassion and respect is offértoall patients
Weight bias within healthcare settings is concerning, especially sinckeatlthcare
professionals whicbverweight and obeseadividuals approach with regardweight and
healthrelated advice and assistanBess (2013) highlights that arfisit attitudesanong
healthcare professionals have bebown to compromisehe assistance overweight and
obese individuals receive, while Schwartz e(2003) repoed that healthcare professiosial
weight bias can resulhipatients who areverweight and obese feeling uncomfortable which
candiscourage these individudt®m seeking helpwhich in turn impacts their quality of

life.

The enpirical evidence on weight &8 is scattered across diverse disciplines and lines
of reseach, makingf difficult to obtain claity with regard to the implications of weight bia
for healthcare providers and their patients (Phetaad, 2015). here are nltiple studies
howeverreportingthat physicians, medical students, nurses, student nurses, dietitians, and
other healthcare professionals not only respond differently to patients on the basis of their
body size but also routinely stereotype their patients whbesarey(Swift, Hanlon, E{Redy,

Puhl& Glazebrook, 2013Stone & Werner, 2012; Setchell, Watson, Jones, Gard & Briffa,
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2014;Puhl & Heuer, 2010)There haveven been instances where rawerweight or non-
obese individuals haveeenshown to believéhat subjecting overweight or obese individuals
to such weight biases might serve as a motivational factor for weigradassll as a useful
tool to motivate thedopion of a healthier lifestyle (Crister, 2004; Chalker, 2014hile this

is ehically and morally questionahl®uhl and Heug2009)highlight that &isting evidence
sufficiently challenges commaperceptions that weight bias may motivate healthy eating
behaviours and instead suggests that weight bias may increase maladaptivecbatimrs,
exercise avoidance, and in some casafijcemotivation to lose weight. Whilst one would
hopethat professionaleorking within various healthcare datjs would be able to distance
themselves frontheir social prejudices and judgement, treptll patients compassionately,
Huizinga, Cooper, Bleich, Clark and Bed@009) reportedhat physiciansbehaviour often
mirrors the broader culture's attitudes of valuinigness and hard work, and equating being
fat with being lazy Thus it is evident that weight bias often occurs in settings where
overweight and obese individsahnight assume they would be free from judgement
(Teachman & Brownell, 2001; Canning & Mayer, 1966; Rothblum, Brand, Miller, & Oetjen,
1990). Weight bias from any source can be detrimental, but weight bias in healthcare settings
from healthcare pfessionals will no doubehdto poor qualityof care forpatients who are
overweight or obesd”(hl & Heuer, 2010)Foster et al(2003)found that within healthcare
settings, vulnerable patients who al®ese continue to face negative attitutiesmful
weightbiased stereotypes, and stigma from healthcare providers, with other studies revealing
that common perceptions of overweight and obese individualthat they are stupid,
worthless, lacking in selfontrol, noncompliant with treatment, wasessful, unintelligent,

and dishonegfPuhl & Brownell, 2001; Schwartet al, 2003; Wolf, 2012). These aftit
attitudes can create environmemthich can prevent overweight or obese individuals from

seeking out the necessary healthcare treatmente/é8zhet al., 2003). Healthcare providers
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possessing and/or projecting such-datiattitudes are likely thavean impact on their
patients who areverweight and obesaffecting quality of care and damaging the patient
provider relationshipGudzune, Huizinga & Cooper, 2011; Phelan et al., 2015; Ferrante,

Piasecki, Ohmasstrickland & Crabtreg2009).

Gudzune et al. (2011) highligthiat weight bias exists within the medical field, with
healthcare providers holding (1) ‘victim blaming’ models of obesity (Epstein & Ogden, 2005;
Garcia, Amankwah & Hernande2016) and (2) anfat attitudes towardpatients who are
obese (Schwartz et al., 2008).fact, ofconcern is the e&nt of research reporting physicians
asone of the most frequent sources of vaeigias (Puhl & Brownell, 2006)t is worth
bearing in mingdhowevey the majority of weight bias research has studied physicians, with
less extensive inquiry intother healthcare providers. With such awl@pth understanding of
the causes of obesity, it is surprising that physicians ddisplay fewer stigmatising
attitudes Sikorski Luppa, Glaesmer, Brahler, Konig & Riedé¢tller, 2013). Weight bias
has been shown to be as pervasive among physicians as it is among talepgétier(Sabin
et al, 2012), whileHuizinga et al(2009)found that while most of the physicians they tested
stated they shoed consideration for every patient they treated, the data found that
physicians' respect and desire to help clearly diminisisealpatient's BMI increased, and
that patients who ameverweight were shown to be treated with contempt that increased
directly in line with their weightKlebl & Xu, 2001; Huizinga et al., 200Physicianswere
found to reportha they had less respect and patience for patients whabase as well as
viewing these patients amnoying, norcompliant and a waste tiime (Hebl & Xu, 2001).

With regardto the findings by Huizinga et gR009) it is worth bearing in mind that (1)
there are too many reasons to explore within one study as to why physicians would have

lowered respect for patients with a higher BMI, and (2) social desirability bias may be present
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as physicians may not want to report low respect for any patient. Puhl and Brownell's (2003)
survey of more than 1,200 physicians revealed that most were ambivalent about caring for
patients who areverweight and obesand did not treat them with the same determination

they displayed towd patients who areormatweight Furthermore, according to Puhl and
Brownell (2003), when asked to name patient characteristics that provoked feelings of
discomfort, reluctance or dislike, 400 of the subjects mentioned obesity, making it the fourth
most common condition named after drug addiction, alcoholism, and mental illness. Klein,
Najman, Kohrmamand Munro (1982) added that physicians linked obesity to negative
gualities such as poor hygiene, hostility, dishonasty noacompiance with prescribed
treatmentwhile Solovay (2000) reported that Dr Kenneth Walker’s opinion in his national

US newspaperolumn was that obese people should be locked away in prison camps for the
good ofthemselves and their countrid@heabovefindings are especially interesting because
(1) physicians are not automatically assumed to be one of the most frequent sources of weight

bias and (2) they hawahown to hold steadfast across the decades

Over the past 15 years there has been considerable media and reseaiah &itBnt
regad to the study of weight bs, with particular focus on healthcare professionalkil&V
physicians were found to be one of the most frequent sources of weight bias, nurses
performednot too dissimilar with regarb the presence of weightabiwithin their
profession fulherin, Miller, Barlow, Diedrichs & Thompson, 2013 study by Ward
Smith andPetersor{2016) surveying 358 nurses found thegorted negative beliefs and
attitudes toward patientgho are overweight and obesad perceived these overweight or
obese individuals to be not as good or successful as others, not fit for marriage, messy, and
not as healthyAs participants were recruited from those able to atéendtional conference,

the study population may be unrepresentatileensed nurses?uhl and Brownell (2003)
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found that nearly half of the nurses in their study reported that they were uncomfortable
caring for patients who ambesewith 31% stating they would prefer not to care for obese
patients at all. Culbertson and Swollen (1999) explored nurses’ attitegesting that more
than half of the participants believed patients who are atiesse food selections poorly,
could lose weight if they degd, and lacked setfonfidencelnterestingly, Tanngergerand
Ciupitu-Plath 017) found that nurses endorsing stronger beliefs that weight lies under an
individual's control were more likely to report discrimination of patients whambese in
clinical practice While nurses play &ey role in assistogpandcaring for patients who are
obese or have obesitglated health problen{®oon &Tarrant, 2009), studies cimue to
revealthat nurses hold similar negative attitudes as the gem#shc towards obese people

(Hoppe & Ogden, 199Brown, Stride,PsaroyBrewins & Thompson, 2007)

Petrich (2000) explored the perceptions of both medical and nursing sttoleatd
obesity and found that many respondents were repulsed by the appeaizatents who are
overweight or obesavhile Persky andccleston2011)reportecthat medical students often
believed that patientafflictions wee a consequence of their own behaviour, and therefore
less worthy of careranically, weight bias is exbited by individuals whose job it is to
addresaind assisthe prdlems of the overweight and obese, and it seems that thegatanti
attitudes are being shaped earlier in one’s careerighar, Aultmanyarleyand Zarconi
(2006) finding that medical students feel that it is socially acbépta make fun of patients
who are obese. While Weat al.(2006) hypothesised that these students:fahtttitudes
may be shaped by the ‘role modelling’ of the attending physicians and psychiatrists they look
up to, or who are respected more by the patients they trieag ihdings arestill alarming.
Especially since physicians and medical students are required to take the Hippocratic Oath

(Adams, 1849)and nurses and nursing students the Nightingale Pledge (Gretter, 1893). The
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Hippocratic Odt is an ethical code of conduct, principéasl obligationgor medical

students and physicians whereby pieiges to refrain from causing harm or hwitile the
Nightingale Pledgean adaptation of the Hippocratic Oath, is a nurse or nursing student’s
commitment to moral and ethical values and principtes even with such binding and
sacrecethical standards in placBwift et al.(2013)found that studestraining to become
nurses and physicians warajor sources of weight bia&s theresults fronresearch by
Swift et al (2013) were specific to studesnivho had been committed to attending lectures
wereengage in their course and had opted to participate in the sty approached by
researcherghe outcomes could potentially be biased and unrepreserdatranee

physicians and nurses as a whole

The study by Swift et a(2013) not only highlighted unacceptable levels of weight
bias among UK students training to become nurses and physicidrsgudents training to
become nutritionists and dietitiangere also shown to report negative attitudes towardseobe
people. Mold and Forbes (2013) report twaen these studendggialify and enter
professional roleas nutritionistaand dietitiansthesenegative attitudegotentially have
serious consequeas for patients who ambese. Swift et al. (2018juestion the
effectiveness of nurses, physicians, dieticians and nutritiatiretsing the future of obesity
treatment and preventipii these students are unwilling enable to engage empathically
with overweight and obese peapReviewng wider weight bias research in order to consider
other healthcare professionals, Setchell.(2014) found that Australian physiotherapists
demonstrate negative weight bias, especially explicitly, which may potentially negatively
affectpatients who areverweight or obese physiotherapy treatmé&his study was however
carried out in Australighus potentially unrepresentative, and the case study format with free

text response options lacked the sensitivity of examining more subtle forms of discrimination,
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the nature of these asftit attitudes and the manifestations of this weight bias in clinica
settings With not much research available investigating physiotherapist’s attitudes toward
their patient’s weight, the only other study found was carried out by SadlkerikRMairella,
TougerDecker and Khai2009) who found thatwer 50% of physiotherapisttudied

believed that people who are obese are weil&d, non€ompliant and unattractive,
suggesting that physiotheragipibssess negative stereotypes of overweight people and may
exhibit weight bia. As paper mail surveys were used to explore physiothesagistudes,
knowledgeand practice approaches regarding obesiyfurther investigation was possible.
The guestionnaire was also unfortunately adapted from aal@ated tool, so the reliability
and validity of the study’s resslare questionabl&obertson and Vohora (200&j)sing both
implicit and explicit measures of arftit attitudes, highlighted that fithess professiorald
regular exercisers, judged fat people worse and lazier than thirepedylle Schwartz et al
(2003)found a strong implicit bias among healthcare professionals vewadiped in obesity
treatment, with evidence suggesting that tleg possessed beliefs thheir patients were to
blame for heir obesity. Chambliss, Finlend Blair (2004) higlightedthat exercise sence
studentsttaining to address a patiénphysical fitnesshot only exhibiedweight bias, but
also admittedo endorsing certain stereotypes and-fattbeliefs regarding overweight and
obese individualieticians and exercise scienti¢&one & Werner, 2012; Chambliss,

Finley & Blair, 2004) have shown to perform similarly.

Whilst theresearctabove reveals to sonextent the degree of vt bias acrosa
few selectareas of thedalthcare profession®ut primarily focussed on physicians and
nursey, further efforts are warranted to evaluate the presence of weight bias within other
patientprovider relationships given the implications for clinical treatment and the

psychological, emotional and phyditealth outcomes of patients who at@ese (Puhl,
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Luedike & Grilo, 2014)Not only haswveight bias shown to be pervasive throughbet

general populatigrbut it appears that no healthcare discipline has proved immune to weight
biaseither. f medical professionals supposedly adhetintheethical guiding principle of

‘first, do no harm’ (Oath of Hippocrate$910) areguilty of antifat attitudes and weight
discrimination, one has to assuthat othehealthcarésectors’ will also besusceptible

With weight bias often occurrinig places where overweight and obese individuals might
assume they would be free from judgment, including within the healthcare system (Teachman
& Brownell, 2001; Canning & Mayer, 1966; Rothblum, Brand, MilQetjen, 1990), it
becomes clear that fdndse working within the healthcare professions it is necessary to raise
awarenessfaot only the fact that weighttiscrimination exists, but that these healthcare
professionals themselves may hold their owm-taittattitudes without even recognising the

fact. This is important aseight biases from healthcare professionals can influence the type
of care an overweighdr obese individual may receiw/hilst previous research (Huizinga

al., 2009; Brown et al., 2007; Schwartz et al., 2003) has illustrated thdagatiitudes,

weight bias and discrimination is evident across a range tihbage ‘specialisms’, research
investigating the extent to whiakeight bias is present within mental healthcared whéher

MHPs demonstratexplicit and/or implicit antfat attitudes towards thegmatients who are
overweight and obese is limite@ihe antifat attitudes of MHPs nesdo be investigated

further as weight bias and discrimination can be seen as an abuse of power, which evidently

does do harm.

1.8 Relevance to Counselling Psychology

As Western MHPs pras in a culture in whiclveight bias and discrimination
against overweight and obese people is the norm, it is not surprisingabatMHPs are less

resistant to this weight bias (Dav@elho, Waltz & DavisCodho, 2000). Koenid2008)
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statedthat within this fatphobic, thinebsessed culture, some find it difficult not to make
assumptions and judgements about body size. While this has been the case foeigdrs, w
biasas a topic only really beig toreceiwe considerable media and research attention in the
nineties, with thdollowing two early studies suggésg that within mental healthcare,

weight bias may negatively influence a therapist’s perception of their patients who are
overweight and obes@&he first stugt by Angell and Rothblum (1991) found that within the
therapist case histories, which includgatiens height and weightpatients who we
overweight and obese were rated as more physically unattractive and magrsssed’

than nonfat patiens. The second study byoung and Powell (1985) found that when
presenting therapistwith three computer altered images of the same Caucasian ‘middle
aged’ woman, therapstttributed significantly greater levels of symptomology to the image
where the woman appeared overweight, or obese versers she appeared néat- This is
noteworthy a the experience of weightakiis associated with numerous negative health
consequences (Guyll, Matthews & Bromberger, 20BUijl et al(2014) highligheédthe
following potentially harmfupsychological, emotional and phyaiconsequences of weight
bias: depression, anxiety, low sadbteem, suicidal ideation, body dissatisfaction and
maladaptive eatimpbehavioursTaylor, Zarabi andDhuper (2012) add thather harmful

effects include internalisatiostress, anger and aggressiohijlesPuhl,MossRacusin and
Schwartz (2007) notethat occasionallywhen overweight or obese individuals are subjected
to weight bias, these individuals may often experience changes in physical activity patterns
Adults who are overweight or obese often become withdrawn from society through
experiences of rejection, stigma or stereotyping, and it is these experiences which may have
an additional impact on health and psychatagivellbeing (Pearce, BoergegsPrinstein,

2002).
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Phdan et al. 2015) highlightghat weight bias can lead patients to adopt coping
strategies such as delayingoancelling future appointments, and/or neglecting to obtain
necessary healthcatedividuals who have experienced weight bias have been shown to be
more likely to avoid preventive healthcare screenings, not atth&eatment plans, become
untrustng of healthcare provideand beingat heightened risk for psychological distress
(Suin & Terracciano, 2013). Carels et @010) found that weight bias among treatment
seeking adults was not only associated with greater psychological maladjustment but it also
interfered with their ability to achieve optimal health and Wwellhg. Puhl and Brownell
(2003) document evidence that deeply held negative stereotypes adversely affect the clinical
judgment of healthcare professionals, including diagnosis and the quality of care delivered to
patients who arebeseHealthcare pfessionalscting on these negativeeightbased
stereotypesan ®metimes overtly or covly alter behaviouttoward theirpatients who are
overweight and/or obeg8chwartz et al., 2003; Burmeister, Kiefner, Carels, & Musher
Eizenman, 2012; Rothbluet al, 1990). This is relevant because for those working within
mental healthcare, quality of care and the therapeutic relationship is of the utmost importance
with regardto individuals who may be considered ‘risky’ or ‘at risk’ of harming themselves
or harming othersRoss (2013) thus highlights the need for therapegsbecome aware of
whether theynake assumptions about patgritealth and lifestylesdsed on their
appearance. DaviSoelho, Waltz and Daw€oelho (2000) mphasise the need ftrerapiss
to become aware of their own explicit or implicit weight basa weHintentioned therapist
unaware of his/her biasesttemptingo work in an unbiased manner with patients who are
overweight or obeseisks introducing weight bias into their practice in subtle walisse
biases iolude (1) assuming thadll patients who are overweight or obésee ‘disordered’
eating patterns, or (2) that a patisneight is the source of their problem/s or an expression

of psychological maladjustmemavis-Coelho, Waltz and Dawi€oelho 000) aded that
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MHPs with less experience, may exhibit greater bias agadétisints who areverweight or

obese and that only as these MHPs gain experience do they become less influenced by the
superficial characteristics of their patig. This is especially important if orensides that

obese individuals are vulnerable alcbady at heightened risk for maoymorbidities (Flint,

Hu, Glynn, Caspard, Manson, Willett & Rimm, 201®)s worth bearing in mind that the

study outcomes by DaviSoelho, Waltz and Daw€oelho (2000) were drawn from self

report questionnaires which were posted to participants, sittewther study materials
(photograph, ‘client’ selfeport descriptions)As testing was carried out unsupervised, it
cannot be confirmed whether it was the recruited participants who completed the
guestionnaireor whether they thoroughly reviewed the study materials before completing the
guestionnairétems Interestingly, Kbl and Xu 2001)consider the impact of negative

attitudes acting as a s4iflfilling prophecy (Snyder, Tanke & Berscheid, 197n)that

healthcare professionalho treat overweight patients |efssourably affect the overweight
patients selfcare. Oerweight patients who then respond negatively to this lower standard of
care, only reinfore the healthcare professional€gative weighbased attitudes.

Overweight @tients in turnmay delay or avoid seeking the assistance or advicentexy
altogether, potentiallgontributing to the elevat mortality rate of overweight individuals

(WHO, 2016)

Obesity and mental disorders are major public health problems tlatuoto a
significant but unknown degree (McElroy, Allison & Bray, 2006). Obesity and mental health
disorders can be considered bidirectional, or having a reciprocal relatio@singy( Small,

Lin Yoong, Boyes, Bisquera &ansori-isher 2014) What is meat by this is that obesity
canlead to poor mental health, just as powmntal hedh can lead to unhealthy lifestyle

choices and increased appetiBatineau & Dent2011).lvbijaro (2010 highlights that
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increased medical problems and mobility restritdiassociated with obesitgn have a

direct impact on psychological wddking, leadthg to depression, eating disorders, distorted
body image and low sedsteemWhile Markowitz, Friedman and Arent (200&gate that a
combination of the biological effects of increased stress alongside poor adherence to weight
loss programmes, binge eating, negative thoughts and reduced social support, may make it

difficult for a depresad person to avoid weight gain.

Carey et al. (2014) highlighhat there idimited data on the prevalenceaamorbid
obesity and depression, and while the causal relationship remains pnotenstanding
more abouthis comorbidity is important not only becausgpression and obesity are both
associated with social stigma, low seiteem, and chronic health conditigG$arke &
Currig, 2009; Patten, Wiams, Lavorato Modgill, Jetté & Eliasziwet, 2008) but because
obesity coupled with depression has significant economic ¢atins, for exampldyigh
service uage (Atlantis & Baker 2008).Considered one of the first studies to examine the
prevalence of depression across all Bitegories, Carey et al. (20¥éund rates of
depression higher among those who were obeae tllose who were normal weight or
overweight A communitybased studyound &idence of a reciprocal relationship between
depression and exse weight whereby being overweight or obese increased the odds of
subsequent depression by 2&%d 55%respectively, Wile depression had a 58% increased

risk of becoming obegg.uppino et al., 2010).

Being overweight or obedeas been shown to frequently complicate the treatment of
patients with mental health disorders, especially those with psychotic disorders, mood
disorders, and eating disorders (McElroy, Allison & Bray, d00hile immobility and

medical issues add to tlebdstacles imelivering effective treatmengcott et al(2008) found
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agreater likelihood of depression with increasing BiHd this wasbserved in

epideniological studies carried out acrogermany, New Zealand, France, and the
NetherlandsCarrying out a systematic review and matelysisof 16 studiesGariepy,

Nitka and Schmit£2010)found a positive association between obesity and anxiety disorders
However inconsistencies in study measurements, sample characteristics and information
biases may have confounded the interpretatiSmailarly a study by Petry, Barry, Pietrzak
andWagner 2008 found (1) increased odds of mood disorder gymms ¢lysthymia, and

manic and hypomanic episodl@nong obese and extremely obese persons compared with
their normalweight counterparig2) elevated anxiety disorder rawaongparticipants

ranging frommoderately obese &xtremely obese, and (§¢neralied anxiety disater,

panic disorder without aggshobia, and specific phobia wakevated among individuals
classified as overweight and obes§ke relationship between mental health disorders and
obesity is important to consider withone's clinical practice. While Markowitz, Friedman

and Arent (2008) highlight that MHPs should encourage patients to engage in behaviours that
will help improve both obesity and common mental health disorders, such as stress
management, exase and lifestyle modification, within coutliggg psychologythere is also
theneed to address and improve therapeutic climate in which care is offered to ensure
patient’ healthcare experiences are productive, respectful, positive, and free of bias (Puhl et

al., 2013).

Mearns, Thorne and McLeod (2018yhlight the importance of the therapeutic
relationship, in that it facilitates a safe, accepting-juolgemental and supportive
environment whereby the patient can learn to build trust and experience the first imitations of
seltacceptance. The foundation to each therapeutic alliance consists of what Rogers (1951)

calls the core conditions, namely congruence/genuineness, unconditional positive regard and
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empathy. Essentially the aim of the theraggo create a climate in whithe patiat

recovers from maltreatment and begins to flourish as a unique individual (Mearns et al.,
2013).1t thus becomes clear how a therapeutic relationship can be impacted or affected if
anti-fat atitudes and weight biaare introduced into the therapy room. Patients feeling
discriminated by the same person they are seeking assistance from could (1) lead the patient
to feel worse about themselves and/or their current life situati¢2) exacerbate the

presenting issue they brought to therégyg.those who may already be suffering from
depression, anxietjow seltesteem, stress, anger, suicidal ideation, body dissatisfaction or
maladaptive eating behaviolir8Vhen patients first meet their therapists, transference
dynamics automatically begin @enig, 2008). Koenig (2008) adtisat when treating

patients who areverweight or obesdransference and countertransference may be

overlooked, less acknowledged, or avoided because of the potential disdbatfarty arise

by addressingither. Therefore MHPs must reflect, explore and confront their thoughts and
feelings about a patients’ body size. Dealing with transference and countertransference issues
often entails irdepth examination of our cultural biases about weight and our personal

cumrent difficulties and troubled histories (Koenig, 2008). Considering the inevitability of
MHPs working with patients who aoverweight and/or obesas well as the sensitivity,
respectcompassion and empathy required within the therapeutic relationship, therapists need
to become aware of the attitudes they holdards the overweight or obeaed if these

attitudes are in fact negative, therapists neazhiure that they do not harm their patients.

MHPs in this study refer to psychologigt®unselling and clinicalpsychotherapists,
CBT therapists and counsellors worg within a range of environments: primary heaéte,
secondary care, tertiary care, community care, home care, acute-teroncare and private

clinics. With previousesearch (Davi€oelho, Waltz &DavisCoelho, 2000; Hassel,
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Amicic, Thurston &Gorsuch, 2001) identifying that psychologists report believing that their
patients who arebese have more severe psychological symptoms, greater pathology, more
negative attributes and worse psychological prognosis when compared to their patients who
are noneverweight or norebesethe need to (Ijecognise antecederasweight bias, and

(2) raiseMHP’'s awareness of theawn explicit and implicit antfat attitudes within mental
healtlcare settings becomes imperatikZspecially since resear¢Hebl & Xu, 2001;

Bertakis & Azari, 2005has found thattese antfat attitudes and weight bias have been
shown to impacpatient caravithin healthcare settingsby healthcare providers admitting to
decreased expectations of patients whooaese decreased confidence in working with

obese patients, lack of respeatd discomfort working with patienigho areobese These
findings are significant especially if one considers the impastegght biason the

therapeutic relationship terms of patient trust and engagem@this study is relevant to
counselling psychology in that, (1) it investigates thiee MHPs hold explicit and/or implicit
anti-fat attitudes toward their patients who akeerweight and/or obese and, (2) whether

these explicit and implicit anti/fat attitudes can be reduced through an experimental

intervention.

This study thus aims to (1) investigate and raise awareness of potential explicit and/or
implicit anti-fat attitudes among those MHPs working within counselling psychology, (2)
consider whether an experimental intervention may reduce MHP’s weight bias, as well as (3)
raise awareness of the behavioural outcomes and practice implications. With all of this comes
the understanding for the immediate need to begin addressing weight bias within mental
healthcare, by starting to identify and apply strategies taceedeight bias in mental
healthcare setting®avis-Coelho, Waltz and Davi€oelho (2000) highlight thaisychology

can serve to reinforce the oppression of some members of society, or it can serve to combat
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such oppression, but it is only through the individual efforts of its members can the field of
psychology begin to empower overweight and obese people, rather than contribute to their

oppression.

1.9 Thinking Critically about Weight B ias

Despite growing recognition of the problem, obesity rates continue to rise in both
developing and undateveloping countries. The possible causes of obesity (genetics,
metabolism, the environment, medical conditions, medication, diet, exercise and culture;
NHS Choices, 2016) have been linked to society and more specifically healthcare
professionals grappling with the consequences of obesity. Ther€emtDisease Control
and Prevention (2017) Isthepossible consequences of obesity as physical (e.g., diabetes,
cardiovascular disease, increased blood pressure), sociald@gy. rates of employment,
lower salaries, increased level of bullying) and psychological (e.g., depression, anxiety, lower
selfesteem, body dissatisfaction). Even though theesprences of obesity have shown to
result in financial losses, health issues and reduced psychological wellbeing, a cultural
pervasiveness of arftat attitudes continues to existvhich further impacts these
consequences. Both the causes and consequamessity link to the notion of weight bias,
in that individuals who are overweight or obese potentially reguir@creased need for
various healthcare visitslowever, as these patieri® seen less favourably, they are not
served correctly and do nceive the same level of care as normal weight patients (Fruh et
al., 2016). A consequence of weight bias present in healthcare and mental healthcare settings
is that the situation worsefsr patients. For example, they may be made to feel bad or
receve less referrals or less lifestyle guidance. If explicit and/or implicit weight bias toward
patients who are overweight and/or obese is present within therapy rooms of mental

healthcare settings, MHPs are jeopardising a patient’s quality of care whidh tnay result
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in patients delaying, avoiding or withdrawing from appropriate mental health care (Puhl &
Heuer, 2009). &ients who arewerweight and/or obese feeling blamed for their body size,
uncared for, disrespected or embarrassed by MHPs will amgaiessary and appropriate
mental healthcare, which in turn could potentially lead patients to neglecaseland
continue with their maladaptive ways of negative thinking and behaving (Wott & Carels,
2010). This could then result in increased body teigth even further physical and
psychological issues which would need addressttagvever, as the patients would remain
avoidant the vicious cycle would continue without these vulnerable individuals receiving

appropriate psychological care (Puhl & Heuer, 2009).

While some believe an individual's weight is a result of genetics, medication, medical
conditions ometabolism, others believe one’s BMI is blameworthy as weight is seen to be
within a person’s control. It is therefore important to consider bitngutions, namely
behavioural blame and characterological blame. They are distinguished from each other by
the direction of blame. JaneBulman (1979) highlights thdtehavioural blame is control
related, involves attributions to a modifiable sourme(s behaviour, e.digalthiereating /
diet and increased exercise), and is associated with a belief in the future avoidability of a
negative outcome (i.e. over time one need not remain overweight or obese). Dweck
(1975)highlights that underlying behavioural blame is the belief that as long as an individual
tries harder they will be able tmntrol outcomes in a positive manner (aehieve a more
socially accepted weight). Stevens Sullivan (2009) adds that individuals are responsible for
their weight,and that this inability to curb appetite shows an absence aliseipline and a
lack of moral strength. Coping strategies (compensatory behaviours or addictions) however

also fall into this category and need further consideration as these behawauormadiate
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solutions for deeper underlying psychological issues (Thorne, 2004).

JanoftBulman (1979) states that characterological blame on the other hand is-esteem
related, it involves attribution® a relatively normodifiable source (one's characieq.,
stupid, seHindulgent), and is associated with a belief in personal deggmss for past
negative outcome®(Q.,if one overindulges they deserve to be of a certain weight). People
are therefore blamed for their weight due to the kind of people they are, thereby they are
faulted fortheir character (JaneBulman, 1979). Fothose whdelieve one'sveight is
solely down to personal blame, Lerner and Miller (1978) highlight that those who cannot
be characterologically blamed by virtue of their reputedly good character are instead blamed
for some behaviour they engaged in,aiteid to engage in. Crandall (1994) highlights that as
manybelieve one’sveight isentirely contrdiable, less empathy has been shown toward
overweight or obesmdividualsas thg are viewed responsible for théieavier BMI.Carels
and MusheiEizenman (201Qhowevey found that people who belied¢hat weight wasot
a controllable factor showd less negative attitudes towarmdults who were obese than
people who considered that weight was a controllable factor. Therefore, even though
common stereotypical associations with the concept of obesity (obese individuals are lazy,
gluttonousandsedentary) are said to be deeply engrained (Carels et al., 2013; Puhl & Heuer,
2010), it is plausible the converse could be true for tbossidered ‘norweight biased’ i.e.
associations with the concept of obesity and weight being that overweight or obese
individuals are happy, have willpower and high-ssifeem for example. A study by Puhl,
Schwartz and Brownell (2005) found that afati attitudes decreased when participants
believed that obesity was influenced by uncontrollable factors, which may also potentially
indicate that those whgenuinely believe weight to be outside of an individual’s control

could be considered ‘not weight bed’. Being ‘nonweight biased’ may imply that these
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individuals do not show any biases or judgements towards other people based on their body
weight or size and behave equally towards them. This would be converse to the typical
perceptions that overweight obese people are laas someone considered ‘weigtgutral’

would notperceive anyone to be more or less lazy or active based on their body size and
weight. Those holding gight neutral attitudes would therefore make no weligtsed

judgements or biases, and have no preference or be in faivitum or fat or averagéVhile

there will be those who strongly believe they hold weight neutral attitudes, given the current
climate in the UK with widespread weight stigma and in some cases, in particular the media,
promotion of stigmatising attites and discriminatory portrayal, it is difficult and potentially

unlikely for anyone to remain completely naeight biased.

1.10 Intervention Efforts

MHPs are generally expected to hggortive, empathetic, ngndgmental,
transparent, compassionate, good listeners and skilled communicators. Hoesaech has
shown that no one is immune to weight bias, and that even healthcare professionals working
with obesity have shown that they too, at times, inddady err. This has important
implications for the provision of clinical treatment with overweight and obese individuals
(Puhl, LatnerKing & Luedicke, 2014). Puhl et.gP014)highlightthe need for 'stigma
reduction efforts' in training and clinical practice, and whilst this finding was specific to
healthcare professionals treating eating disordered patients, such interventions can be
transferable. Given that weight bias has been established as a problem among healthcare
providers, implementing stigma reduction efforts may help prevent and attenuate weight
biases that may otherwise remain @adentially worsen in the absence of interventions (Puhl

et al, 2013).
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Weight bias is an accepted foohprejudice, but the stigmasison of obesity has
repercussions beyond the pain it inflicts on its targets (Puhl & Heuer, 2010). Puhl et al.
(2013) addhat as long as we have this belief that obese people are lazy and lacking in self
discipline, it will be hard to get support for protective palscthat change the environment,
which are likely to have a much larger impact than trying to change individuals. With obesity
forecast to continue as a leading public health problem in most parts of the world, it is
necessary to reconsideetbducation and training of healthcare professionals (James, 2008).
Puhl, MossRacusin Schwartz and Brownell (2008yld that further research is needed to
examine effective ways of (1) changing people’s biased attitudes toward overweight and
obese individuals and, (2) addressing the societarathat reinforce weight &8
(MacLean, Edwards, Garrard, Sksnes, Clintor& Ashley, 2009). Until addressed,
overweight and obese people may continue to face tjeiae consequences of weight bias
Anti-fat attitudes are unfair and damaging, but few social sanctions against the expression of
anti-fat attitudes exist (Crandall & Biernat, 199®%)ith weight stigmatisation remaining a
prevalent form of bias, and a considerable amount of evidence highdjgtstdetrimental
effects,intervention efforts are required if we are to reduce the impact on healthcare
providers’ provision of care (Puhl, Gold, Luedicke & DePierre, 2013¢se efforts are
critical in order to allow for equal treatment for all individuals, regardless of weight (@arels
al., 2013). Stigmaeduction efforts to reduce weight bias, stereotyping and discrimination
among healthcare professionals have emphasised the importance of: (1) challenging
inaccurate weighbased stereotypes thatubd ultimately threaten patiemrovider
interactions, (2) educating others about complex obesity etiologies as determined by multiple
genetic, biological and environmental factors rather than simply willpower or discipline to
engage in healthier lifestyleehaviours, and (3) recognising the difficulties in controlling

body weight/weightoss (Puhl, Mosfacusin, Schwartz & Brownell, 200Buhl & Heuer,

63



2010;Danielsdottir, O'Brien & Ciao, 2010). Schwartz et@003)found that interventions

which enhance personal appreciation of the experiences of obese individuals may be useful in
improving attitudes, while Latner et al. (2008) highlighted that cognitive modification

through focusing on altergnone’s obesityelated beliefsnight ke used to increase

acaeptance.

Among other objectives, patieptovider relationships are central in identifying
reducing or preventing risk, bus &entified above, weight bias can imppatiens
healthcare adherendeor example, Puhl et.a]2011) and Puhl et aRQ13)weight bias
research on compromised healthcare found a correlation between increasing BMI and
appointment cancellation. Weightasmay in fact be the most robust bias because as
mentioned above, society tends to discriminate against individuals perteive
responsible for their traits (Crandall, 19%f)whose condition is perceived as under the
individual’s partial control (Teachman, Gapinski, Brownell, Rawlins & Jeyaram, 2003). The
result being that anfat attitudes are perceived as more accéptabaking them more
resistant to change (Flint, Hudson & Lavallee, 2013). Wadden, Brownell and Foster (2002)
highlight that the stigma of obesity is so strong that even those most knowledgeable about the
condition infer that obese people have blamewattigracteristics that contribute to their
problem. Thereforeeven having a professional interest in obesity does not necessarily confer
protection against weight bias (Schwartz et al., 2003). It therefore becomes important to
consider that one’s perceptions of laziness may potentially lead to blaming an individual for
their obesity. In turn, this may influence a ‘professionals’ behaviour in both overt and subtle
ways, i.e., time spent with patients, degree of empathy, the quality of interactions, optimism

about improvement and willingness to provide support (Schwartz, &0413).
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MHPSs use of language is also an important consideration. \Wtking to patients
MHPs should communicate supportively, while avoidargguage whicleould be
consideredody shaming or that appears to place blame on the patient for their weight. While
some healthcare professionals are of the view that caliitigntswho areoverweightfat’
rather than ‘obese’ will motivate them to take personal responsibility for their lifestyle
(Reuters, 2010), Puhl, Reson and Luedicke (201fdund that physicians using stigmatising
language such as ‘fat’ or ‘morbidly obese’ proved to be the heasvating. A study by Puhl,
Peerson and Luedicke011)also found that in response to physician’s stignmajis
language42% of participants were left feeling upset and embarrassed, 35% stated they
would seek a new physician, while 24% highlightingyth®uld avoid future medical
appointments. While this study considered the views of patients in a medical setting, it can be

assumed that individuals seeking mental healthcare would respond similarly.

Historically little was known about changing aifait attitudes in the service of
reducng weight bias and whilBargh (2014) stated that implicit attitudes had been
conceptualied as relatively inflexibleDasguptand Greenwal@001) found that some
implicit weight biases can be modified, at least temjlgraBy repeatedly expasg their
participants in experiment 1 to imagesadinired members of historically stigmatiggdups
(e.g. African Americans or the Agedndparticipants in experimenttd disliked members
of high-status reference grougs.g. Europan Americans), bothfoDasgupta and
Greenwald’s experiments were shown to produce a substantial change in implicit intergroup
bias However with only 48 participant$31 Caucasian; 17 Asigrmyne would need to
guestion the statistical significance and reliability of this small, unrepresentative and
unbalancedampleas the potential existence of type 2 error waarkelyent the findings of

this study from being extrapolated/hile the participamstin the Dasgupta and Greenwald
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(2001) experiments demonstrated that their implicit attitudes were affected by repeated
exposure to the study’s strategy attempting to change one’saggu@l contextthis was

only shortterm, and the participasitexplicit selfreported evaluationgemainedunchanged.
Dasgupta and Greenwal@001) siggest that diffemgt processes may be responsible for
changes in implicit versus explicit evaluatipaad that if this is the casenhaps different

types of stragies would be useful to combat implicit automatic expressions versus explicit

controlled expressions of prejudice and preference.

Teachmaret al.(2003) investigated two theoretically derived approaches to shit anti
fat attitudes (1) reducing blame by manipulating beliefs about perceived controllability or by
highlighting the ‘primary cause’ of obesity (genetics vs. obese person’s behaviour), or (2)
inducing empathy for obese persons through enlightening participants of an obese person’s
experience of prejudice and social rejectibmas mentioned earlier that causality is central
to Attribution Theory (Weiner, 1986), and that judgements of stiehaviours are made
largely due to (1) the pleasant or unpleasant emotions experienced and (2) whether one
believes a person’s behaviour is due to personal factors (internal attribution) or situational
factors (external attribution). The study bgathmaret al. (2003) highlighhow these
judgements, made about one’s behaviour, are affected by perceptions of control, and where
emotions may be modified Attribution Thedieiner, 1986) has in some cases prompted
re-evaluation of the target stimulus (Hayes, 1994). Teachman et @B)(2estigated
whether weighbias would be reduced when people were told that an individual's obesity
resulted largely from genetic factors rather than from overeating and lack of exercise. The
results however showed no difface in antifat attitudes when ‘genetic’ causes of obesity
were presented and these results were consistent with Bell and Morgan (2000). This

demonstrates the durability of aifait judgements. There was however an increase iffanti
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attitudes when ‘behld@oural’ causes of obesity were presented (minimal exereismssive
food intake). O'Brien et al. (2010) also found stronger-fattattitudes when being
overweight or obese was considered to be within an individual’'s contethirean et al.
(2003) hovever found that evoking empathy led to reduced implicit fantattitudes if the
study particints themselves were overweight, and adbatlit is thus worth considering
whether selblame and internalising of negative social messages are commonweimler
people. Additionally, if we are to progress with weight bias reduction strategies within the
healthcare sector, we must consider which factors may reinforeaatiitudes. Teachman
et al. 003)speculated that in attempts to evoke empathypdineayed negative evaluations

of an obese person might actually have served to reinforce rather than diminish bias.

While professional development training in weight bias awareness is associated with a
reduction in antfat attitudes (McVey, WalkeBeyers, Harrison, Simkins & Russell
Mayhew, 2013), Chambliss, Finleypd Blair (2004) observed that weight bias awareness is
not a typical component of health and fitness training amonggeofieogrammes. While
physiciars takingcourseswhich emphasisée ‘uncontrollable’ causes of obesityefetics
or certain medicationshow a rduction in weight bias, most physicians pranggoday
received little training on weight issu@®rown, 2011) Education regarding obesity, obesity
etiologies, the difficuies of weight loss, and the inaccuracy of weigased stereotypes are
therefore crucial because it not only allows for heightened sensitivity toward overweight and
obese individuals, but it also allows for a greater sense of understanding of thisipopulat
group (Puhl, Mos®RRacusin, Schwartz, & Brownell, 2008). Dai®elho, Waltz and Daws
Coelho (2000pdcedthat training in the awareness and prevention of weight bias should take
place early in one’s career, as both undergraduate and graduate training programs provide

opportune tine for intervention to occur. Especially since research has shown that younger
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healthcare and mental healthcare professionals have shown to exhibit\wyesgitebias
towardpatients who areverweight or obese than their older counterpi@tebl et al, 2008;
Schwartzet al, 2003;DavisCoellp, Waltz& DavisCoelho, 200 Education and training
should include the importance of identifying personal attitudes, and Puhl et al. (2013)
highlight that healthcare professionals ¢dentify personal éitudes regarding their patieht
weight bythinking about their answers to the following questions: How do | feel when | work
with people of different body sizes? Do | make assumptions regarding a person’s character,
intelligence, abilities, health status, or behaviours based only on their weight? What
staeotypes do | have about obese or overweight pedfd@?do mypatients who arebese

or overweightieel when they leave my office?

Crandall (1994) demonstrated that if changing people’s beliefs gimu
controllability of obesityed to a reduction in wight bias, it would make sense that a critical
component of any intervention would involve education around combatting the belief that
obesityis controllable (Davi€Coelho, Waltz & DavisCoelho, 2000). Hayes and Ross (1986)
highlighted that interventions should includ@) empirical findings regardinipe mental
health of overweight and obese people documenting whigthenental health of overweight
and obese people is equivalent to the mental health ofab@eople, and (2) whethdrere is
a lack of safe and effective ways to signifitg and permanently alter one’s weight.
Research has come a long veityce Hayes and Ross’s (1986) study and windgs to
significantly and permanently lose body weight have been ach(beaithy ating, gradually
introducing and monitoring more active lifestyles, medical procedures such as gastric band
surgery)and are documented, thesearchiegarding differences imental healtlbased on
body weight is less clear. Lee and Yen (20hwever, found that when considering the

following four mental health indicators: depression, anxiety/social phobia, insomnia and self
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esteem against body weigbnly lower levels of selésteem were significantly associated
with overweight and obese participarise study’s crossectional research design however
should be considered with regard to limiting the ability to draw conclusegerding the
causal inferences between sesteem and overweight/obesifyhe Centefor Disease

Control and Prevention (201,2)owever argus that the most effective way to combat
obesity is to change the environmentudies have evaluated the effectivenessrategies to
reduce weight las, and thevariety of initiatives trialled which have produced varying
degrees of attitudinal change includdueating participants about external uncontrollable
causes (biolgical and genetic factors) contributitayobesity; ¢aching and encouragisize
acceptance; improving attitudes by combining efforts to elicit empathy witlagolu@about
the uncontrollable causes of obesity, as well as encouraging direct personal contact with
overweight and obese individuatsdispel negative stereotypes (V&x2010; Puhl &

Brownell, 2003).

In the absece of an ideal and comprensive theory of weight biaghich could (1)
identify the origins of weight bias, (2) explain why weight bgaslicited by obese body
types, (3) account for the association between certain negative traits and obesity, and (4)
swggest methods for reducing bid@uhl and Brownell (2003) consider the already mentioned
Social Consensus Theof8herif & Sherif, 1967as the most promising approach to
modifying attitudes toward obese people, which unlike Attribution Theory (Weiner, 1986),
not only proveceffective in reducing weight bidsut it also offered an explanation as to why
obese individuals themselvexpress negative stereotypes (wantinigelong to the valued
social ‘inrgroup’and distancing themselvesore from the ‘ougroup’). With increasing
evidence that healthcaregfessionals hold and perpetuaegative stereotypes and

attributions that are core within weight bias, ongoing research and education for these
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professionals is necessargt only because weight bias has been shovafféctrapport,
communication, and the patieptovider réationship, but it has also shown to afféoe lesel

of satisfaction with regartb patient experiencegith healthcare services (Brov& Flint,

2013) Further research and education within the healthcare professions can then extend into
other sectors. There is a call for additional research investigating helping behaviour and the
prevalence of discriminatory experieneasong MHPs. Those working within mental
healthcare neetb becomepart of antiweight bies campaigs and initiatives whereby they

are educad on the causes of obesiyti-fat attitudes, as well as weight bias and
discrimination in order to help raise awareness of one’s own potkiats&s and to
acknowledgment suspsbility to these biased his studyconsiders aexperimental

intervention whereby the participants are educated while also being exposed to information

that may potentially induce empathy.

1.10.1 Choice of intervention

While Attribution Theory (Weiner, 1986) artsbcial Consensus Theory (Sherif &
Sherif, 1967) ppear to be the most promising approadbasderstanding and potentially
modifying weight biasreviewingthe theoretical underpinnings the experimental
intervention was also necessary. Evoking empathy as a strategy to reduce prejudice has
gained much attentioncently as it has shown to pesitively associated with more
favourable attitudes toward stigmatised individuals and groups (Gloor & Puhl, X0hite
less work has examined empathy as an intervention to reduce stigmatisation toward
individuals who ar@beg (Gloor & Puhl, 2016), Batson and Ahmed (2009) stated that
increased empathy may reduce prejudices of stigmatised groups via cognitive components by
reducing blame or controllability attributed to targets for their situation or status

Alternatively, empdty may function through more emotional components such as decreasing
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participants’ anxiety felt toward the target (Pettigrew & Tropp, 2008), or increasing
participants’ value of the target and/or the target’s welfare (i.e., empathic concern; Batson,
Chang, Orr, & Rowland, 2002)n considering presocial behaviouand social responsibility
Batson and Coke (198Mh)jghlight two basic ideas making up the empathy approach to
helping behaviourThese include (1) taking the perspectives of another person (empathic set)
will increase helping behaviour, and (2) helping is mediated fmabed empathic emotions
(Batson & Coke1981).While interpersonal empathic emotiom®ifpassion, pitand

sympathy are assumed to (1) influence helping positively and (2) be altruistotivated by

a genuine unselfish interest in benefiting the needy person (Batson & Coke, 1981), it is worth
considering that emotions associated with induced empathy under certitoogrhave

also shown to facilitate neglect (Piliavin, Piliavin & Rodin, 1978)is is in line with

Teachman et al. (2003) ho speculated that in attempts to evoke empathy, the portrayed
negative evaluationsf aperson who is obeseayphave servetb reinforce rather than

diminish bias. While the existing research has shthat evoking empathyroduced mixed
results(Teachman et al, 2003; Piliavin, Piliavin & Rodin, 197BYyestigaing the impact of
attempting to evoke empatlynong MHPs working witlpatients who are overweight and
obeses an important and under researched area, ieguurther irquiry. In factregardless

of profession, Betancourt (1998)ggests thaheAttribution-Empathy Model of Helping
Behaviour mayerhapde the most relevant theory to considéren it comes to helgiving

and helping behaviour. Working withthe helping professions, MHPs’ aifdit attitudes and
weight biasmay therefore be besbnsidered within this conceptdahmework which

integrates Attribution Theor@Weiner, 1986) and Empathy TheoBatson & Coke, 1981)

This amalgamation is r@sult of Betancourt (1990¢alisingthat whilst reviewing the

literature regarding helping behaviour, different theoreipgiroaches were used to study

similar variableswhilst othertheoretical explanationsere based on limited factors ignoring
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many variablesWhile no research was found which consideredAttribution-Empathy
Modelto Helping Behaviour with regards to improved prejudicial attitudes toward obesity or
otherstigmatised groups (gender or racial bias), its impact is unknown. This model's
theoretical approach to weight bias research is relevant and therefore warrants further

investigation.

1.11 Rationale and Aims

From a global standpoint, obesity is becoming extremely commonplace with national
and international statistics climbing each y@&HO; 2016) Alongside the health and
economic implications of rising obesity rates, a less obvious implication with potentially
significant societal impacts, is the development ofattattitudes and the stigmatisation of
obese and overweight people (Flint, Hudson & Lavallee, 2015). While some individuals may
be consciously aware of their negative beliefs-ftattitudes and weight bigswards the
overweight and obese, others may not. While this area of reseanctaimg been enducted
outside of the UKwhat has beedemonstrated is that arfisit atitudes and weight biaare
increasing over time, and given that there is an association witfatattitudes and
behaviours, further examination of afdt attitudes is warranted (Flint et al., 2015). It has
become evident that no one has proved immune to weight bias, and considering the
emotional, psychological and physieffects weight biakas shown to have on overweight
and obese individuals, it becomes vital that we are aware of our implicit and explicit weight
biases aswell as our susceptibility tthém If everyone is susceptible to explicit and implicit
weight bias, it is important to consider afai atitudes and weight biasithin the various
healthcare settings where vulnerable patients whowaeveight and obese seeking

assistance and advice fincexperts in positions of powaray be exposed.
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While some earlier research has investigated the explicit and implicfaaatiitudes
of physicians, nuges, medical and nursintydents (Jochemseévan Der Leeuw, Van Diji&
Wieringade Waard2011; Poon & Tarrant, 2009YIHPsappear to have been largely
overlooked. With previous research indicating that weight bias within healthcare settings can
often disrupt the provision of care, impair provigatient relationships and affect treatment
outcomesRuhl, Gold, Luedicke & DePierr2013), investigating possible waigoias
toward patients who averweight and obesemong MHPs needs to be addressed. This is
especially important considering MHPs are expected and assumed to joegroental,
compassionate, empathetic, genuine, transparent, and hold unconditiotia pegard for
every patient, regdtess of their BMI If weight bias is as prevalent as we believe it may be,
more research is necessary to ensure informed treatment interventions and strategies are put
in place to ensure these particular patients ddesbistigmatised or discriminated against

because of their weight, and receive the best possible treatment.

This study therefore aimed to investigate weight bias among a large sample of MHPs
who are treating and have treapetients who areverweight and obeseexpanding on
earlier work by testing multiple stereotypes about obese people which captured some of the
most common antiat attitudes (Puhl & Brownell, 200I}he study aimed to examine
MHPs implicit and explicit attitudes toward thgiatierts who areoverweight and obese
investigate whethemplicit and explicit attitudesliffer, whether there was a difference in
anti-fat attitudesbetween the control and experimental groups after exposure to a video
intervention; and whether there were aignificant differences in MHP&ntifat attitudes
taking inb consideration the participahtdemographic differences in BMI, age, race, sex,

and occupation. The study essentially aimed to determine the degree and extent’of MHPs
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weight bias within thigparticular patienprovider relationship, the behavioural outcomes and

practice implications.

1.12 Study Hypotheses

Reflecting previous research findings (Puhl & Brownell, 2006), this study had two
main objective. The first objective wat examinethe extent participants would report
negative explicit and implicit attitudes towards thmatients who areverweight or obesé\
second objectivevas b measure whethewvoking empathy through an intervention video
would impact those anfat attitudesi.e. measuring the effectiveness in reducing weight bias
due to the empathy evoketigachmaret al, 2003). The last objectiwgas to observe
participants across a range of demographic characteristicsimggeonti-fat attitudesUsing a
pre-post, experimentatontrol group design, the impact of the intervention will be tested

using a sample of MHPs. The followingd hypothesesvere tested for this study:

(1) Hypothesis 1: At préntervention testing, pcipants will report negative explicit
and implicit antifat attitudegowards their patients who are overweight and/or
obese

(2) Hypothesis 2: At posintervention testing, grticipants inthe Experimental
Group, as compared to participants in the Control Group, will report greater

decreases in the@xplicit and implicit antifat attitudes

The following five subhypotheses were tested in line with previous research:

(3a) overweight and obese participants would indicate more negativiat attitudes

towards patients who aowverweight and obese, potentiatlye to an absence of ‘in-

74



group’ bias Carels Hinman Koball, Oehlhof Gumble& Y oung, 2011] atner,

Stunkard and Wilson, 2005);

(3b) younger participants would hold more negze ari-fat attitudes towards their
patients who areverweight and obegban the older participantgossibly due to
immaturity andminimal life experiences with people of all siz&4ir{t, Hudson &

Lavallee, 2015} atner et al., 2005; Helgt al, 2008);

(3c) differences among ethnicity groups with regardhe level of negative pkcit
and implicit antifat attitudes, as past research with different populations using
different measures ofaight bias have found that White participants demotestra
higher weight bias than thgarticipantfrom othe ethnic groups i.e. Black, Asian
(Hart, Sbrocco & Carter, 2016;avi DenBerg, NeumarkSztainer Eisenberg&

Haines,2008;Latner et al., 2005%)

(3d) differences in perceptions of obesity have been reported between the sexes, so it
was hypothesised that there wabble a difference between men and wonvéh

regardto explicit and inplicit anti-fat attitudes. Bst research indicatesnflicting

results with some studies showing greater weight bias by worBenwartz et al.,

2003; Tiggemann & Rothbluni988), while the majority of studies reviewed for this
study, reveadgreater weight bias from mebdtner et al., 2008; Latner et al., 2005;

Hague & White, 2005)and

(3e)differences in explicit and implicit antat attitudes due to occupational

approachNo existing research explores whether there are differences-faanti

75



attitudes towards patients based on differences in one’s professional capacity (e.qg.

Psychologist versus Counsellor) within the mental healthcare sector.

Additional lines of inquiry with regard to the demographic information obtained

from participants were as follows: (1) would there be diffiees in antfat attitudes
dependent on whether a participant worked privately or for the NHS? And (2) would
there be dferences in anifat attitudes based on whether a participant considered to

be currently working with patients who areerweight or obe&e

The aboveobjectives and hypotheseseded to be tested to investigatestiler
MHPs hold explicit and/or implicit anfat attitudes towards their patients who are
overweight and obesw/hether evoking empathyould beeffective in reducing weight bias
and whether there were angrsficant differences in anfiat attitudes due to demographic

characteristics. Therefgréhe following research questions were asked:

1) Do MHPs hold negative explicit and implicit aifdit attitudesowards their

patients who areverweight anadbese?

2) Will evoking empathy prove effective in reducing weight t@asong MHPs?
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Chapter 2 - METHODOLOGY

The following section will outline the methodological approach adopted in the present
researchstudy. A demographical breakdown of the study’s participants will be followed by a
description of (1) thattitude measures employeuhd (2) the control and experimental
group’s intervention videos. Procedure will include ethical considerations, ptiogtes
recruitment and testing. Lastlytasistical analysis is followed reflexivity which provides the
theoretical rationale for this approach and the theoretical issues relating to the application of

this methodological approach within Counselling Psychology.

2.1 Participants

The study was crossectional with a sample comprising of 125 volunteer participants
initially. Three sets aflata were incomplete, therefore the final sample consisted of 122
participants (25 male; 9&male).Participants were aged betwedn6® yearsof varying
BMI, and were pedominantly WhiteBritish (80%). All participants were registered
Londonbased mental health professionals (MHPs) working with, or having worked with
patiens considered to be oveeight and obeseprivately or withinthe NHS The MHPs
included Psychologisté = 66) Psychotherapisi® = 26, CBT Therapist¢n = 11) and

Counsellorgn = 19)

2.2 M easures

The study was conducted onlioger a sixmonth period. Being familiar with the
software selected for data collection, my external supervisor assisted in ensuring all of the

measures wereoded using the Inquisit 4 Web Player’s (Millisecond Software, 2015)
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software syntaxdeveloping a webpage for participants to access. Testing required
participants complete a computaaised task which consisted of three sectidi$ a

demographics questionnaire, (2) a battery of three explicit attitude questionnaires, and (3) an
implicit attitude measure. Both the explicit and implicit measures focused on etedsigd
attitudes, and after the completion of all three sectibtiseocomputebasedask,

participant’s results ere automatically savedhe computebased task was completed

twice, once prentervention video and once pésterventon video. Test duration differed

from participant to participant, but generally completion took betweetb3hinutes

2.2.1 Demographics guestionnaire

The first section of the computbased task was comprised of eight demographic
guestionnaire items (see Appendix Ahese questions were determined according to the
study’s independent variabldbgerefore participants were requd to report their sex, age,
ethnicity, height, weight, and occupation. Participants were also requireat¢éongtether
they worked for the NHS or worked priviteas well asvhether patiersttheyworked with
could be considered overweight or obese. It was necessary toecagtlr participant’s
occupation as a MHBfailure to meet this criteriowould disqualify the prospective subject
from inclusion in the study. It was also ne@ggo determine whether participantaked
with patients they wouldonsider to be overweight or obgas amongst other differences
between the dependent and independent variables, this would reveal whether there were any
differences in explicit and implicit attitudes (dependent varijlalesng those who do, and
thosewho do notwork with patents they would consider to be overweight or obese. For all
eight question items, participants were provided with one of two response field options, (1)
either a ‘single line text response’ (e.g., manually typing in ‘Counselling Psychologist’ for

‘Occupation’) or, (2) a ‘drop down list response’ (e.g., selecting ‘Male’ / or ‘Female’ for
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‘Sex’) (see Appendix A Participants could only progress to the nextisedaif the

computerbased task after ansuimg all of the demographic questions.

2.2.2 Explicit attitude measures

The second section of the comptib@sed task required participants complete the
Attitudes towards Obese People Scale (ATOP: Allison, Basile & Yuker, 1991; Appendix B
followed by the Beliefs about Obese People Scale (BAOP: Allison et al., 1991; Appégndix C
and the FScale (the shortened version of the Fat Phobia Scale: Bacon, Scheltema &
Robinson, 2001; Appendix)Pwhich were designed to reveal (1) negative @osltive
judgements about obese individuals’ personalities, social functioning arebtedin (2)
explicit beliefs regarding obesignd, (3)degree to which individuals associate stereotypical
characteristics with being faéspectively. Previous studibave reported good validity and
UHOLDELOLW\ XVLQJ HDFK RI WKHVH PHDVXUHV WKH $723
%URZQHOO Weuelffichans @ ®.82) (Puhl & Brownell, 2006), and the F
6 F D OHoefficient 0f0.87) (Bacon et al., 2001). Cronbach’s alpha coefficients for explicit
attitude measures were as follows: ATOP = 0.82, BAOP = 0.63-&8udle = 0.85. The
Cronbach’s alpha for BAOP is questionable, as it is less than 0.70, however, thataiem
statistics suggest that if itemo2 the BAOP scale was removed, Cronbach’s alpha would

become 0.69 which is close to a ‘good’ reliability result.

The ATOPScale (Allison et al., 1991) consasitof 20 questionnaire items evaluating
negative and positive judgements about obese individuals’ personalities flsoctioning
and selesteem. These judgememisre rated on a-point Likerttype scale-8 = | strongly
disagree, +3 = | strongly agree), with participant’s total scoresngrgetween €.20. Lower

scores were indicative of negative attitudes towards people with obesity. Only once

79



answeing all 20 of the ATOP Scale’s items, coubdrticipants progress to the second
explicit attitude measure. The BAOP Scale (Allison et abl}@onsists of 8 questionnaire
items measuringhe extent to which one believes obesity is under the control of the obese
person. These items weseored on a-point Likerttype scale-3 = | strongly disagree, +3 =

| strondy agree), angbarticipant’s total score will range betweed& Lower scores were
indicative of a stronger belief that obesity is controllable. After completing the BAOP Scale,
participants wee then required to complete theSEale. The fScale (Bacon et al., 2001)
consists of 14tems measurinthe degree to which individuals associate stereotypical
characteristis with being fat. &ticipants indicate on a scale of-5 which adjectre best
describes fat persons, with averaged total scores rafigingl-5. Higher scores indicalea
stronger perception that the characteristics are associatebemtifat, while a score ofi8
considered neutral. Particip&tesponses foeach questionnaire item were automatically
saved and stored by the Inquisit 4 Web Player (Millisecond &offvi2015) and all items
making up each of three explicit attitude measures had to be completed before one could

progress to the final stage of the compitased task.

2.2.3 Implicit attitude measure

The third and final section of the compubarsed task was the Implicit Association
Test (IAT: Greenwald, McGhee & Schwartz, 1998). As IAT has the ability to capture
deeplyrooted, more stable, unconscious or introspectively inaccessibésegpatios, it can
complement traditionally used explicit assessments and make vital contributions to the
understanding of drivers behind certain behaviours (Grakehet al., 1998). A unique
measure of automatic biases participants may be unaware of or unwilling to report
(Greenwald, Poehlmaiklhlmann & Banaji, 2009), the IAThas been useful in providing an

indication of implicit preferencefor fatness or thinness (Flint et al., 20&S)well as
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assessing attributes associated with characteristics such as aige, glenicity and weight

(Schwartzet al, 2003).

The IAT is a timed dual categorisation task useful in measuring implicit associations
and bias toward a target group by bypassing conscious processing (Greenwak9e8al
McConnell and LeiboldZ001) highlight that the IAhas proved helpful in predicting
prejudiced behaviour toward various target groups (McConnell & Leibold, 2881he IAT
is a semantic discrimination task, participants are required to categorise theéggresen
words/stimuli (words selected from existing IAT lists; see Appeiflias fast and as
accurately as possible, according to a conoepttributedimension (Roefs & Jansen, 2002),
to increase reliance on automatic responses. In this,ghedgonceptiimension consisteof
fat/thin-relatedwords (colour coded in white), while the attribalienension consisted of
pleasant/unpleasantords (colour coded in green). See Appendioighe finalised list of
stimuli words were broken down as follows: 8 pleasaatds (e.g.,dve and peace), 8
unpleasantvords (e.g., murder and evil), 54alatedwords (e.g., chunky and obese) and 5

thin-relatedwords (e.g., skinny and slender).

Only the response results from task 4 and task 7 were used to measure each
partidpant’s implicit attitudes. Thereford,a participant had an implicit attitude preference
for patients who areverweight or obesé should be easier for that participant to respond to
both ‘pleasant’ and ‘fatelated’ words with the same key, as people gdigdnad it much
easier to categorise the words quickly when the pairing of the categories matches their
attitude (Schwartz et al2003).The IAT is one of the beginown measures of implicit
cognition to date, and temonstrates satisfactory internahsistency and tesetest

reliability (Nosek, Greenwald & Banaji, 2009 metaanalysis has concluded that the IAT
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has incremental and predictive validity independent of the predictive validity of explicit
measures (Greenwald et,&009), and initial validation of the IAT has shown its sensitivity

to individual differences in implicit effects of sedfteem, selidentity (Greenwald &

Farnham, 2000), attitudes, and stereotyping (Rudman, Ashmore & Gary, 2001), with no
evidence of procedural limitations or familiarity of stimulus acting as confounding variables
(Dasgupta, Greenwald & Banaji, 2003). While faking is possible, the IAT is less susceptible
and has demonstrated a reasonable amount of resistance to social desirability bias (Kim,
2003). Once eagparticipant had completed all sev&T association/discrimination tasks,

the Inquisit 4 Web PlayeMillisecond Software, 2015)rovided a results page where
participants would be able to see a summary of their response latency to the various tasks (in
milliseconds/ mseg, with regardo both configurationsThis results webpage also explained

that the quicker response time for each participant may be more consistent with one’s attitude

toward a particular category.

2.2.4 The mtervention video

At the start of the study participants were randomly allocated into one of two groups
the control group or the experimental group. Group allocation determined whether
participants were required to watch a five minute ‘control’ video clip, or a five minute
‘experimental’ video clip. Both clips we available on YouTube (YouTube, 2017) and a
function of the videsharing website ensured the videos could be maximised {scheglén
size to ensure distracting extraneous advertising was eliminated. The control video clip was a
compilation of time lapsed shots of British landscapes (AerialBritain, 2008), and the video’s
audio was muted to ensure that the clip was as neutral anehmatine as possible for
participants. The experimental excerpt was a clip from a viceaded byyale University’s

Rudd Center for Food Policy and Obesity (Yale University, 2089esponse to growing
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concerns around weight bias in healthcare. This video was selected as it displayed an
overweight/obese person’s exigace of weight bigdhody shaming and social rejection

during a routine visit to the GP. The educational experimental video was not designed to
evoke emotion, bubtinduceempathy as ell as raisingawareness of one’s beliefs about the
causes of obesityl.o investigate cause and effect, the ared postintervention testing

allowed one to measure whether the experimental condition had any influence in impacting
anti-fat attitudes, as Teachman et al. (2003) stated that empathy can be a weight bias

reduction strategy

2.3 Procedure

2.3.1 BEhical considerations

Ethical approval was obtained from Gityniversity ofLondon’s Research Ethics
Committee (see AppendiX Before any testing could commence. As the study’s target
population wasviHPs, permission to approach and test NHS employees at multiple NHS
sites was also necessary. According to the local NHS research and development officer, the
research proposed was considered to be a Cohort 1 Study which meant that a Health Research
Authority (HRA) application form needed to be completed using the NHS’s Integrated
Research Application System (IRAS). Only after receiving HRA approval (see Apgendix
would access to, and testing of various NHS members of staff, at multiple NHS sites be

permitted.

The British Psychological Society (BPS, 2013) published specific ethical guidelines
for internetmediated research, and it is important to refer to three of the featured principles
as they highlight considerations which are important with retgaticis study. Scientific value

includes difficulties in maintaining levels of control, and by this it refers to the participant’s
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feelings, reactions and responses to the research pr8oesa responsibilithighlights the

extent to which the study may potentially cause harm, while maximising benefits and
minimising harmconsiders the protection of participants from adverse effects arising from
the research. By volunteering to participate in a study investigating possible weight bias
toward their patients who eoverweight, participants would have had some idea to the
sensitive nature of the research topic. Tipasticipants were made aware during the briefing
stage that: (1) statements or words making up some items featuredthétiexplicit attitude
measures may offend; and (2) the results from their implicit attitude test would be provided
immediately after testing and as the IAT focusses on association preferences, results could
potentiallyindicate an implicit bias toward fatness or thinnes®., one’sassociatn

preference coultie ‘fat + unpleasahtThereforejt was important participants were fully
informed at the start of the study, as they could then consider the consequences and outcomes
before deciding to participate or withdraw from the study. While it was not anticipated that
participation would conjurep any emotional distress, offence, confusion, anger or feelings

of embarrassment, it was important to consider that these feelings may potentially be evoked

and thus could be a potential disadvantage or risk.

Identifying potential risk with regartb data collection also needed to be considered.
This included the researcher’s safety when at participant’'s homes and otlveonkpiace
venues. Precautions needed to be taken when conducting research in unfamiliar locations,
with no other members of staff nearby. The researcher provided address details of each test
location, test dates and times, to colleagues and was contactable by phone during those

periods.
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2.3.2 Pilottesting

An opportunistic sample was used to pilot test the comjnateed studyTwentyfive
individuals who were either friends, family or colleagues were approached as this was the
most convenient and resowsaving option available. Each consented to participation, were
briefed on the study, and on completion had the opportunity to ask questions as well as
provide invaluable feedback to the researcher. Pilot testing revealed participant confusion and
misunderstandings, as well as possible pitfalls, and potential obstacles. Through pilot testing
it became apparent that the followiciganges needed to be made: (Horenatting the
webpage layout of the ATOP and BAOP’s response options;-(2pm&ing certain
statements to make the IAT’s instructions clearer; (3) removing confusing ‘concept’ and
‘attribute’ words used in each of thevea IAT tasks (e.g., ‘willowy’ as approximately 25%
of participants queried this word, stating it confused them or they had never heard of it
before); (4) including a pratervention test; and (5) amending teenuitment advert,
participation informationconsent fornand debriefing documents (see Appendices H, |, J
and L)to reflect the inclusion of prmtervention test, as well as reflecting more accurate
testing duration informationnitial estimates were too optimistic and the inclusion of a pre
intervention test added at least 12-minutes on to the total study duration. Piloting also
allowed the researcher familiarity with test administration, score interpretation, data

collection.

2.3.3 Recruiment

Recruitment of MHPs was targeted, in that participants had to meet criteria to be
included in testing. Recruitment and selection was carried out solely by the researcher. While

there was no restriction on a participant’s age, sex, BMI or race, participgeuied to be a
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MHP working with, and treating pants in London, privately and/or for the NHS. Thus,
participants were approached based on occupation. As discussed earlier, the term ‘MHPSs’
encompassed the following job roles: Psychologists, Psyclagisesy CBT Therapists and

Counsellors

Participants were strategically approached using the following means of recruitment:
(a) direct emails to MHPs working across London; (b) online advertising through social
networking websites; (c) poster advertgsiisee Appendix Hdistributed at private mental
healthcare clinics and associated NHS staff offices, (d) online advertising through
psychologyrelated organisational websites, and (e) word of mouth. Eaticipant’s job
title was confirmed through theNHS email addresses and email signatundsle MHPs
working privately either had profileg#tured omprivate clinis’ webpages and had websites

advertising their private practices.

Potential participants had to be filtered according to whether they worked within
Greater London, and with regard to direct email contact — each potential participant was
individually approached by the researcher. Full contact details including emassekire
were sourced online via various NHS webpages, as well as through the following
organisation’s websites: The UK Council for Psychotherapy (UKCP), the British Association
for Behavioural & Cognitive Psychotherap(@ABCP), the British Association for
Counselling & Psychotherapy (BACP), the British Psychological Society (BPS) and the
Health & Care Professions Council (HCPC). Online advertising included featured articles in,
the BPS’s Division of Counselling Psychology’s (DCoP) fortnightNeswvsletter, he

London Counselling Psychologists blog (London Counselling Psychologists, 2015), and the
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Counselling Psychologists UK Facebook webpage (Counselling Psychologists UK, 2015).

2.3.4 Power analysis

A power analysis was run using GPower 3.1 (Faul, Erdfeldarg & Buchner, 2009)
to determine an estimated sample size. GPower 3.1 was selected as it not only computes
statistical power analyses for many different tesstesgts, FWHV WV  testddht\sovhe z
exact tests), but the programme can also be used to compute effect sizes, as well as
graphically display the results of power analyses (Faul et. al, 2009). Selecting the test family
(F tests), the statistical test required (MANOVA: Repeatedsures, withibetween
interaction), and the type of power analysis necessary (A priori: Compute required sample
size — given Alpha, power, effect size), allowed forittsrton of the desired input
parameters. With a mediularge effect size of 0.4, an Alpha (Type 1 error) of 0.05, 2 groups
(control and experimental) and 5 measures (independent variables), it was calculated that a

sample size of 121 participants would be needed for statistically significant results.

2.3.5 Teding

Potential participats interested in this researclearand in particular this studyade
contact with the researcher stating their desire to participate. Correspondence via email
and/or telephone ensued, until dates, times and suitable locations were confirmed for testing.
Testing was done on an individual basis, and involved oneadaieee meeting between
participant and researcher. As a quiet and secluded testing location with good internet
recepton was necessary, participaténded to offer their place of work as alequate and
convenient venue for testing. Those winarked from home had private office space or

therapy rooms whiclvere utilised, while those who worked in shared office space were able
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to block book sessions using their organisation’s shared theraggsspad meeting rooms.
These locations offered great uninterrupted conditions for administration of theaset-
protocol and supervised testing. The researcher was available at all times for any concerns,

gueries or clarification

Each participant wasrpvided with a participation information sheet (see Appehdix
before being briefed on the study and their required involvement. The briefing included
details regarding test duration, obtaining participant’s physical height and weight
measurements, the tests involved, confidentiality, data storage, as well as the right to
withdraw at any stage without consequence. Participants were then given the opportunity to
ask questions or raise concerns before being provided with two consent forms (see Appendix
J) toread and sign. The researcher kept one signed copy while the participant retained the
other consent form. To ensure anonymity, the researcher had labelled each consent form with
a unique participation number (e.g., from TQOO01 to TQ125). The researcher had also labelled
the consent forms with one of two symbols — which represented group allocation — control or
experimental. Participants took note of their unique participation number featured on their
consent form, for the computbased tasks which followed, but they would not have had any
idea as to what the group allocation symbol meant, or to what group they would have been
assigned to. This unique participant number featured on the signed consent forms also
allowed the researcher the ability to pull @dfic data set should a participant wish to
withdraw from the study. An online randomised allocation tool (GraphPad, 2015), was used

to randomly assign each participant into either the experimental or control group.

After obtaining consent, each partiaig was weighed in pounds (Ibs), kilograms
(kg), or stones (st), using a standard UK bathroom scale, befor&é¢ngit was then
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measured in metres/centimetres (m/cm) or feet/inches (ft/in) using a standard UK tape
measure. A note of these measurements was made as each participant needed these details to
complete their demographics questionnaire. With these measurements, the researcher was
also then able toalculate participant’s BMI [weight (kg)/height (A}) assigning individuals

into one of the folbbwing categories: underweight (<18.5), normal weight (18.5-24.9),

overweight (25-29.9)and REHVH T+ 2

Each participant was then seated comfortably at a desk where the researcher’s laptop
was set up. The researcher had loaded the InquiséliPRéayer (Millisecond Software,
2015) application using the test location’s-Aj or an Apple iPhone’s personal hotspot.
Each participant could then begin the test by entering their unique participation code (e.g.,
TQO014), followed bythedemographics,»@licit attitude questionnaires (ATOP, B% and
F-Scale) and the IAT. All explicit and implicit attitude measusese completd before the
participant could progress to the test's next webpage. The IAT required participants complete
seven different disaminatory tasksgee Appendi K) whereby classification of each
randomly selected sematic target (words selected from existing IATdisfdayed on the
computer screen was required. This was done by pressing the corresponding categorisation
computer key — i.e., either 'e’ or 'i' on a QWERTY keyboard (Greenwald et al., 1998). 26
stimuli words were chosen for the study from existing IAT lists, and piloting allowed for
selection refinemenOnce completing the IAT, a results webpage was produced, which
provided each participant with their average IAT response times (in msec) to both
configurations (Configuration 1: Fat + Uepsant; Thin + Rasant, and Configuration 2: Fat
+ Pleasant and Thin Ynpleasar)t and a description explaining how to interpret their results.
Clicking the ‘Continue’ button at the bottom right hand corner of the screen completed the

test, thereby closing the webpage and automatically storing each participant’s results for the
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pre-intervention test. Testing duration was dependent on each participant’s individual
response speed, however the majority completeéhpeesention testing in approximately

15-20 minutes

Dependent on which group a participant had been randomly assigrexdjidet!
which intervention video was then playethe experimental or control video. After watching
five minutes the researcher stopped the video addaded the Inquisit 4 Web Player.
Again, each participant was required to enter their unique paticipnumber and complete
the demogaphics questionnaire, explicit attitude questionsaaedthe IAT. After
participants completed the last of the IAT categorisation tasks for the second time, a second
results webpage was produced, again providing each participant with their average IAT
response times (in mseto both configurations, pesitervention video. Clicking the
‘Continue’ button for the second time, closed the webpage and automatically stored a
participant’s results for tlepostintervention test. Posihtervention testing was completed
quicker, t&ing participants approximately 15 minutesOne can assume this was

potentially due to the pract effecs of repeat testing.

Participants were then provided with a debrief information document (see Appendix
L) and offered the opportunity to comment and/or raise any questions or concerns. Debriefing
allowed the researcher to fully explain: the rationale and aims of the resedecktatage
and confidentiality, as well as reiterating the freedom to withdraw from the atuhy
point. A full debriefalso allowed the researcher to personally thank each participant for
volunteering to take part in the study, as well as ensuring no harm or distress was caused.
Lastly, participants were informed that email @at would be made in the sumrfartumn
2017 as the researcher wished to provide an electronic summary document of the study’s
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analysis and results.

2.4 Analytic Strateqy

All participans’ demographic information, as well as responses to each item on the
explicit and implicit measur® pre and posintervention were retrieved from thequisit 4
Web Player (Millisecond Software, 201&0)d saved in Microsoft Excel formdthe raw
demographic information was coded according to grouping categorieSé&.gonsisted of
two categories: 1 = ‘Male’ and 2 = ‘Femal8MI consisted of four categories: 1 =
‘Underweight’, 2 = ‘Normal Weight’, 3 = ‘Overweight’ and 4 = ‘Obes®pata wascleaned
in preparation of analysis, and as thoé¢he 125 participants did not complete post

intervention testingtheir data wasemoved from the data set

Each participant’s total scores were calculated for the three explicit attitude measures
(ATOP & BAOP: Allison, Basile & Yuker, 1991;-Bcale: Bacon, Scheltema & Robinson,
2001), for both preand posintervention testingbefore nean scores anather descriptive
statistics were calculated SPSS and used in furth@nalyses. ThEAT D scoresfor each
participant (preand posintervention) were calculated as recommended by Greenwald,
Nosek, and Banaji (2003). IAT xares represented the difference between total response
latency for the pairings of Configuration 1's ‘fat + unpleasant’ amith ‘t pleasant’; versus
Configuration 2’s ‘fat + pleasant’ and ‘thin + unpleasant’. Responses greater than 1,000 msec

and less than 300 msec were deleted.

After checking the assumptions were met for the following statistical testguthéss

hypotheses were then examingd) A MANOVA was conducted on there-intervention
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data for each of the independent ahtes (age, sexitaicity, BMI, occupation, working
privately/ NHS,and working with patients who aoceerweight and/or obejewith all

attitude measures as aglent variables (explicit anhplicit responss). Followup one

way ANOVAs were employed with Welch correction to produce robust tests of equality of
means to exame attitudes in relation to thiemographic characteristid®sthoc tests with
Scheffé correction were used to &llup significant ANOVA effects. (2) MANOVA was
conducted on the discrepancy ddhee difference between the dependent variablesamc-
postintervention scoredpr each of the dependent \arles (ATOP, BAOP, Scale and

IAT), with ‘Intervention Group’ as a fixed factdfollow-up wasan independergamples-t

test for the experimental and control group interventions. (3) A Multivariate Analysis of
Covariance (MANCOVA)was conducted on tlikscrepancy data (the difference between
the dependent variables perd posintervention scores) for each of thependent vaables
(ATOP, BAOP, FScale and IAT)with ‘Intervention Group’ as a fixed factor and the
independent variables as covariates. significant main effectsoflow-up, oneway

ANOVAs were to be employed with Welch correction to produce robust tests of equality of
means to exame attitudes in relation to thedependent variabldgexcept for sexworking
privately and working with patients who areerweight and/or obesavhere an independent
samples-test was usedposthoc tests with Scheffé correction were used to follgpw

significant ANOVA effects.

2.5 Reflexivity

2.5.1 Methodological Reflexivity

When it came down to selecting a method, or system of methods to be used in this
study, a standard quantitative approach to the research seemed the obvious choice. As the

study’s aim was to investigate MHRslicit and implicit attitudes toward their patients who
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are overwaiht and obesend the attitude measures selected to determine each participant’s
degree of eglicit and implicit weight biasvould provide all the necessary data required for
statistical exploration. While it could be argued that a mixed methods approach involving in-
depth interviews with a randomised sample of the study’s population would have been more
insightful, the aim of the study was less about gaining a better understanding of &itHPs

fat attitudes, weighbased stereotypes and the effects of evoked empathy, and more about the
extent to which these negativepdiit and implicit attitudes are present, and whether the
experimental intervention affected these negative attitudes at all. It was also decided that due
to various resource constraints, further qualitative research could be carried out as a potential
follow-up study — based on the findings through operatianglibie variables of this study’s

data set.

More detailed narratives of human perception, motivation, attitudes and behaviour, as
well as discussion around ‘the meanings’ for different people, would enable further learning,
but for the purposes of thitusly, that ‘more qualitative’lement was ignored. Instead a
guantitative approach allowed for the statistical measurement and analysis of the specific
variabks hypothesised as important, and it also allowed for correlation of the independent
and dependent variables in order to determine causality. This approach also provided the
standardised methods necessary for comparisons against similar studies, andfemabled t
generalisation of findings. Thpuantitaive approach to research ensuaeckrtain level of
confidence, as the prescribed procedures that were employed were both valid and reliable.
Now while this approach to research is solely numerical and does not study people or
phenomena in their natural settings, it does implement quantitative methictisandnrigid,
allowing for controlled experiments, the manipulation of independent variables and the

measurement of outcomes, which was to be the most appropriate course of action in
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acquiring the necessary data in this instance.

For the most statistitlg accurate resulidhowever, a large sample of participants was
needed, and this proved both a timely and expensive exercise. Having to travel with
equipment to over 120 Londoodations for on@n-one testingvas not the most logistically
convenient or practical approach to obtaining the required data. Quantitative research
methods did however allow for control of the data collection environment so that the

introduction of extraneous variables was limited, thus retaining objectivity of the findings.

2.5.2 Epistemology

Hudson and Ozanne (1988) state that ontology is the nature of reality, while
epistemology can be defined as the relationship between the researcher and the reality
(Carson, Gilmore, Perry & Gronhaug, 2001) or how this reality is captidkdsingha,
2012). The dominant school of research or epistemological ideology imslasde is
positivism. With regardo positivist ontology, the world is external and comprisdes sirgle
objective reality with regartb the research, espective of the researcher’s views or beliefs
(Carson et al., 2001). While some coaldue that a mixed metheghproach whereby a
constructivist nature of knowledge is rgosedwould have allowed for qualitative
exploration, for the purposes dii$ research question positivism was considered the most
congruent with the methodology utilised by this study. Of couaseying out interviewdor
instance, to (1) explore at depth aspects which may influence how an individual constructed
their version of rality, ard (2) increase the validity of any theories which miaseafrom the
guantitative data, would be insightfuhetywould not reflect this study’s experimental

approach or aims for objectivity. The aim here was to maintain a clear distinction between
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science and personal experience, and fact and value judgement (Carson et al., 2001).

Positivist ontology takea controlled and structural approach to conducting research,
whereby a clear research topic is identified, appropriate hypotheses are constructed, theories
stated, and a suitable research methodology is adopted (Churchill, 1996; Carson et al., 2001).
Statstical and mathematical techniques are central to positivist research, which adhere to
specifically structured research techniques to uncover a single and objective reality (Carson et

al., 2001; Hudson &zanng1988).

A goal of positivist researchers is to make tiraed contexfree generalizations and
abstractiongEdirisingha 2012) and Hudson and Ozanne (1988) believe this is possible
because human actions can be explained as a result of real causes that temporarily precede
their behaviour. Lastly, they highlight that by remaining separate, the researcher and research
participants cannot influence each other, and the researcher is less likidgtttha esearch
outcomes. Carson et al. (2001) add that positivist resealttensgpt to remain ingendent
and detached from research participants, and by creating distance it aids remaining
emotionally neutral in order to make clear distinctions between reason and feeling, as well as

between science and personal experience.

2.5.3 Epistemological Reflexivity

With that all being said, it may havedresurprisng that a counselling psychologist
trainee would have clsen an empirical approadb their research, when it would not have
considered theartidpant’s perceptions of reality. Especially snavorkedas a MHP ora

daily basis and thereforeontinually strivingto undersand how each and every patient
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constructgheir worldand experiences realith few classmatesommented that they had
assumed previous experience and socialisatiorintitie quantitative paradigm would have
enabled the confidence and comfort in using sustiatiific approach to objectively verify
theory.However,this was far from the truth. With limited experience using quantitative
research methodswas in fact extremely nervous about using this approach again after such
a lengthy absermcl also felt lost with regartb utilisation of the statistical package, and
became increasingly frustrated with the speed at which it was takiagytasp the statistical
tests lwas attempting to run did however see this all as a challenge, and | knew that when

the ‘penny droppedl, would feel etremely satisfied with myself.

As a positivist, | rely on rigid structure and process, | feel more comfortable and
confident applyig scientific methods to data in order to formulate facts and uncover patterns
in the researchand theelement of control within quantitative research methods is reassuring.
Objectivity in this reseah was a vital component, andhite there is much resezr
suggesting we do not objectively percereality (Smith 2012), one had to honour the value
of objectivity, and aim for itlespite the researcher’s usual position of subjectivity within the
counselling psychology sectdks this study aimed to address a specific research question
and test the appropriately constructed hypotheses relategliciteend implicit attitudes,
using an approach which involved statistical inquiry central to positivist research enabled the
separation of fact and personal experience, ungayarsingle and objective realitgmith
(2012) however argues that quantitative resedath alone only providesbrief picture of a
phenomenon under studydding thatesearchers in counselling and behavioural sciences are
encouraged to investigate, implement, and publish mixed methods investigations. While
Smith (2012) makes a good point, for the purposes of this study quantitative research

methods was sufficient.
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While my position is that of a positivist, | acknowledge the divisive quantitative
versus quatative debate within counselling psychology. While | feel most comfortable and
confident within the positivist realm, | do feel that both qualitative and quantitative research
paradigms have their relevance, strengths and importance, and | recognise the value in
potentially expanding on this research qualitatively in future studies. Working as a
counselling psychologist trainee | am required to be a reflexive practitioner, empathic, hold a
subjective position, observe phenomena in general, and to work flexibhkindy in this
capaciy, | am able tayain a deeper knowledgand understaling with regard to each
individual and of various phenomena. My role within this study different in thatl had to
be controlled, emotionally detached atatte a more objective stance whesting this
study’s participantsWhile it was an adjustmentjorking in a@ther capacity felachievable. It
would of course depend on the research question but | do not feel that it is always necessary
to take a side, rejecting one research paradigm over the other when drawing from the
strengths of both may prove momaitful. | would therefore have to disagree with Howe’s
(1988) incompatibility thesis which posits that qualitative and quantitative research
paradigms, including their associated methods, cannot and should not be mtked. Bo

research paradigms have their place, but it depends on one’s research question.

Johnson and OnwuegbeZP004) state that both quatative and qualitative research
methods are important andefisl, adding that,ie goal of mixed methods research is not to
replace either of these approastbut rather to draw from the strengths and minimize the
weaknesses of both in single research studies and across. 3digiiesa mixed methas
approach is usef@nd recognised as appropriate for research within counselling psychology,

there has to bsolid justification for using bothjuantitative and qualitativesearch methad
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With regardto this research study, the research question has been answered using quantitative
research methods. While | feel this research can be developed further by potentially
incorporating operended interviews, there has to a solid argument and justifiable reasons for
making any research study ‘mixed methods’ by adding elements from another research
paradigm. Critical realisnBhaska, 1975) ha since become a position of interest and | will
consider various steps | can take to understand and explore the transient world ardund me.
need to consider how understand and say somethaigput ‘things themselves’ and not

simply about ons beliefs, experiences, ourrent knowledge and understanding of those
things (Bhaskar &artwig, 2010). Critical realism argues that to understand the reality
uncovered by science and social science we need a structured and differentiated account in
which openness, difference, stratification and change is cecithg for the necessity of a

‘new ontology’ @Archer,Bhaskar, CollierLawson& Norrie, 1998) This dynamic position,

now a major strandf scientific and social scientific thegynfolded from a twdeld

critigue against the established positions positivism and constructivism (Bhabklatvig,

2010).
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Chapter 3 -RESULTS

This chapter presents the results of thegmst interventioneontrol group design
used to test the current study’s hypotheses. The results are reported as follows: 1) a statistical
breakdown of the totalample’s demographic informatio) the descriptive data for all of
the variables in the study reported for the entire sample and then seffaratetycontrol
and intervention groups and agaiyndemographic group8) the preliminary data analyses
andPearson correlations are presented in the assumptions which each statistical test needed
to meet in order to produce valid results in answeriing study’s research questipasd 4)
the results of the statistical tests undertaken on each participant’s explicit and implicit
attitudes towards their patient’s weight. Statistical analyses were performed using the

Statistical Package foro8ial Scieges (SPSS) Version Z2015)

Using a prepost, interventiorcontrolgroup design, the impact of an experimental
intervention wadested using a sample of MHPs. The following two hyp@a$fegere tested

for this study:

X Hypothesis 1: At préntervention testing, participants will report negative
explicit and implicit antifat attitudes towards their patients who are
overweight and/or obese

x Hypothesis 2: At posintervention testing, ptcipants in the experimental
group, will report greater decreases in their explicit and implicit tatti-

attitudescompared to participants in the control group.

99



3.1 Participant Demographic Characteristics

There were 122 participant®q males, 97 females) from across London, aged
between 259 yeardM = 38.39; SD =12.80). Rrticipants were categorised into thi@ge
linked life stage groupas proposed by Erikson’s (198ychosocial model of development
Themodelsuggests that adults move through sequential stageg) theilife cycle, from
early adulthood, to middle adulthood, to old age or late adulthood. These Yiareg'
Adult’ aged 18 34 years (52); ‘Middle-aged Adult aged 35 — 54ears (3%0); and ‘Late
Adult’ aged 65 years (15%) Participants had a mean BMI of 22.44 k§(8D = 3.46
kg.n?). Based on BMIeight/height; Biddle & Mutrie, 2008) 8% of participants were
classfied as ‘Underweight’ (< 18.5 kmn?), 71%as ‘Normal weight’ (18.524.9 kg.n%), 19%
as ‘Overweight’ (25.29.9 kg.n?) and 2%as ‘Obese’ ¢ 30.0 kg.m). 83%of participants
were categorised awvhite' (for White British, White Irish or White Othgr4% as ‘Mixed’
(for White and Asian, White and Black African, White and Black Caribbea@thar -
Mixed), 7% as ‘Asian’ or Asian BritistB%as ‘Black, Caribbean, African or Black British’,

and 3%as ‘Other (for Arab, Middle Easterneny other ethnic group)

The rationale for such categorisation was that, as participants were Lestbients,
they would be familiar with the same ethnic group breakdown used in the England and Wales
Census Qffice for National Statistics, 2. Participants worked as MHRgthin differert
capacities and wemggrouped as Psychologis&406), Psychothepsts 1%), Counsell®
(16%) and CBT therapists (9%). Of th22 participants, 43% reported workingivate
practitioners, while 57%eported wdking for the NHS Of the participants80% stated that
they worked with patients who aogerweight and/oobese whilst 20%did not consider

their patiens to be overweightr obeseTable 31 summarises the demographic
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characteristics of the study sample at iptervention teshg.

Table 3.1:
Demographic baracteristics ofhe study sample atgintervention ésing (N = 122)

Demographis N %
Gender
Male 25 20.5
Female 97 79.5
Age
“Young Adult” ages 18 to 34 64 520
“Middle-aged Alult” ages 35 to 54 40 33.0
“Late Adult” ages 55 and older 18 15.0
BMI
‘Underweight’ (<18.5kg/m2) 10 8.0
‘Normal weight’ (18.524.9 kg/m2) 87 71.0
‘Overweight’ (25.029.9 kg/m2) 23 19.0
‘Obese’ (> 30.0 kg/m2) 2 2.0
Ethnicity
‘White’ (White-British/White-Irish/White-Other) 101 83.0
‘Mixed’ (White-Asian/WhiteBlack African/WhiteBlack 5 4.0

Caribbean/@er Mixed)

‘Asian (Asian/Asian-British) 10 7.0
‘Black’ (Black/Caribbean/African/BlacBritish) 3 3.0
‘Other’ (Arab/Middle Eastern/ay other ethnic group) 3 3.0
MHPs
Psychologists 66 54.0
Psychotherapists 26 21.0
Counsellors 19 16.0
CBT therapists 11 9.0

Reviewing the study’s aeogaphic charaderistics, it became evident that the
breakdown of participants into each of the grouping variables was quite disproporisaeate
Table 3.1). Consequently, after reviewing the descriptive statistics but prior to running the
various statistical analyseaisingSPSS, the categoriassking up two of the study’s
independent variablesrere combined to make the samples less unequal. These two
independent variablesere BMI and Ethnicity. ‘BMI’ originally consisted of four categories:

‘Underweight’ (N= 10), ‘Normal Weight' N = 87), ‘Overweight’ (N= 23) and ‘ObeseN =
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2), and ‘Ethnicity’ consisted of five groups: ‘WhitéN & 101), ‘Mixed’ (N = 5), ‘Asian’ (N=
10), ‘Black’ (N = 3), ‘Other’ (N= 3). This original data was @®ded within the SPSS
worksheet to reflect the following: ‘BMI2’ *Underweight’ (N= 10), ‘Normal Weight' N =

87), and ‘Overweight/ObeseN(= 25) and; ‘Ethnicity2=- ‘White’ (N = 101), and ‘Other’ (N

= 21). Table 3.2 summarises the demographic characteristics of the study sample at pre-

intervention testing, after teategorisation.

Table 3.2:
Demographic learacteristics of the studgmpleat preintervention ésting- postre-
categorisation (N£22)

Demographic N %
Gender
Male 25 20.5
Female 97 79.5
Age
“Young Adult” ages 18 to 34 64 520
“Middle-aged Alult” ages 35 to 54 40 33.0
“Late Adult” ages 55 and older 18 15.0
BMI2
‘Underweight’ (<18.5kg/m2) 10 8.0
‘Normal weight’ (18.524.9 kg/m2) 87 71.0
‘OverweightfObese’ (25.0>30.0 kg/m2) 25 21.0
Ethnicity2
‘White’ (White-British/White-Irish/White-Other) 101 83.0
‘Other (White-Asian/WhiteBlack African/WhiteBlack 21 17.0

Caribbean/@er MixedAsian'Asian BritishBlack/
Caribbean/African/BlacBritish/Arab/Middle
Eastern/any other ethnic group)

MHPs
Psychologists 66 54.0
Psychotherapists 26 21.0
Counsellors 19 16.0
CBT therapists 11 9.0
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Participants werassignednto either a control group @xperimental group through
randomisation. Table 3.3 summarises the demographic characteristics of the study sample, by

condition, at prentervention testing.

Table 3.3:
Demographic characteristics of the studgngleat preintervention testing- by condition
(N=122).

Control Experimental
Demographic N % N %
Gender
Male 13 110 12 100
Female 44 360 53 430
Age
“Young Adult” ages 18 to 34 37 300 27 22.0
“Middle-aged Alult” ages 35 to 54 14 115 26 21.5
“Late Adult” ages 55 and older 6 50 12 10.0
BMI2
‘Underweight’ (< 18.5kg/m2) 5 4.0 5 4.0
‘Normal weight’ (18.524.9 kg/m2) 42 345 45 37.5
‘Overweight/Obese’ (25.0>30.0 10 80 15 12.0
kg/m2)
Ethnicity2
‘White’ (White-British / Whitelrish / 48 39.0 53 43.5
White-Other)
‘Other’ (White-Asian / WhiteBlack 9 75 12 10.0
African / WhiteBlack Caribbean /
Other Mixed / Asian / Asian British /
Black/ Caribbear African / Blac-
British / Arab/ Middle Eastern / any
other ethnic group)
MHPs
Psychologists 36 295 30 24.5
Psychotherapists 7 6 19 15.5
Counsellors 8 6.5 11 9.0
CBT therapists 6 5.0 5 4.0
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3.2 Results of the Descriptive Statistics

Means and standard deviations for the main variables of infetependent variables
(i.e., ATOP, BAOP, FScale and IAT) for the entire sample at-prervention and post
intervention ntervals are presented in Table 3ahdare separated into control groampd
experimentabroupat preintervention and poshtervention ntervals in Tableg.5. The
means and standard deviations for the main variables of interestiatgyuention and post
intervention ardurther separatedy demographic groupingndependent variabl€ge., Sex
and Age; BMI; Ethnicity; Occupationorking Privately and Working with Overweight /

Obese Patientandare preentedin Tables 3.63.8, respectively.

Table 3.4 compardgbetotal samplis preinterventon and posintervention means
for each of the threexplicit attitude measusgATOP, BAOP and +Scale) as well as for the
implicit attitude measure (IAT). THAT D scorehas a possible range & to +2
(Greenwald, Nosek & Banaji, 2003) anctarding to Greenwald, McGhee and Schwartz
(1998) it measures the strengths of associations between concepts (an attitude object and its
valence), in an indirect wagreenwald Nosek and Banaji (2003) also highlight the
conservativelyselected teak points for ‘slight’ (.15), ‘moderate’ (.35ha ‘strong’ (.65)
associations araccording to psychological conventions for effect size. Prior to exposure to
either of thewo intervention videos, the total sample’s-prervention mean ATOBcore
indicatel more pogive explicit antifat attitudegowards obese persons, while the mean
BAOP score revealedtrong beliefs that obesity can be controllelde Thean FScale score at
pre-intervention testinghowed participants to bat phobic, andie total sampls mean

IAT D score indicated that there wassaong’ antifat or prothin bias(see Table 3}
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Table 3.4 also compares the total sampgbe'stintervention meascoredor the
ATOP, BAOP, FScaleand IAT. At postintervention testing, themean ATORPBAOP,
Scale and IATscores remained relatively unchanged.evghihere were differences: the mean
ATORP scoreat postintervention indicated slightly less positive explicit attituttesards
obese persons; the meBAOP score revealedlightly strongr beliefs that obesity can be
controlled;and the meaR-Scale scoredemonstrated thatarticipants at poshtervention
were minimally less fat phobic. The IAD score indicated that there was@derate

strong’ antifat or prethin bias(see Table 34

Table 34:
Descriptive data for the total sample for each dependent variable ahdrpest
intervention.

N =122
Pre Post

ATOP (0->120)

M 74.81 73.12

SD 14.94 16.86
BAOP (0-> 48)

M 18.89 18.59

SD 6.96 7.67
F-Scale (1> 5)

M 3.41 3.39

SD 0.45 044
IATD (-2->2)

M 0.76 0.54

SD 0.51 0.51

Note.ATOP: Attitudes About Obese Persons Scale; BAOP: Beliefs About Obese Persons-Scale; Fhe
Fat Fhobia Scale (short form)AT: Implicit Attitudes Test.
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3.2.1 Differencesn means between intervention groups

Table 3.5 highlights the total samigi@reintervention and poshtervention mean
scoresfor theATOP, BAOP, FScaleandIAT, separated bgontrol group and experimental
group.At pre-intervention testing, participants in the congobup reported (1) more ptisie
explicit attitudedowards obese persons (ATQB) strongbeliefs that obesity can be
controlled (BAOP) (3) were shown to be fat phobic-&cale)and (4) thaneanlAT D score
indicated that there was stfong’ antifat or proethin bias Whilst participarns in the
experimentabroup reporteaxplicit and implicit antifat attitudesnot too dissimilar to the
control group at prantervention testingthere were slight differences: (1) participants in the
experimental group heldss podive explicit attitudesowards obese perso(STOP) than
their ‘control’ counterparty2) weaketbeliefs that obesity can be contenll(BAOP); (3)
were less fat phobic {Bcale)than the participants in the control group, and (4) the
experimental participagt meanlAT D score indicated lessnegativeantifat or prothin

bias

Table 3.5 reposgtthe postintervention meacoresfor the ATOP, BAOP, FScale
andIAT, separated by control group and experimental group. Atip@stention testing,
participants in the contr@roup reported(1) more pogive explicit attitudes towards obese
persons (ATOR)(2) strongbeliefs that obesity is controllab{AOP);, (3) were shown to be
fat phobic (FScale) and (4)that there was anoderate strong’ implicit antifat or prothin
bias While participats in the experimentgroup at postntervention testing repat
explicit and implicit antifat attitudeshot too dissimilar to the control groughere were slight
differences in thaparticipants in the experimental group hél less posive explicit
attitudestowards obese perso(STOP) than their ‘control’ counterpart&) weakembeliefs
that obesity isontrolable (BAOP); (3) were less fat phobic@€alg thanparticipants in the
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control groupand (4) less negative implicit aitit or prothin bias

3.2.2 Differences in means within intervention groups

Table 3.5 highlights differences mean explicit and implicit anfat attitudes scores
from pre to postinterventionfor the control group and experimental group. Considering the
control group’s mean explicéind implicit antifat attitudes scores from pr® post
intervention were as follows: the mean ATOP score became more positive in terms of
attitudes towards obese persahpostintervention the mean BAORcorebecame more
negative in that it showed participants mst@ndy believing that obesity was contralble,
the mean FScale score showed control participants became slightly less fat @i qluist
intervention, and the mean IAT D score indicaadelss negative anfat or prothin biasthan
at preintervention testingsee Table 3.5Differencesn terms of the experimental
participans’ mean expliciand implicit antifat attitudes scores from pr® postintervention
were as follows: the mean ATOP score becase ppodive in terms of attitudes towards
obese personghe mean BAORcore became more negative in that it showed participants
more stronty believing that obesity was contralle the mearF-Scale score showed
experimental participants became slighégs fat phobic at pogttervention, and the mean
IAT D score indicate@ less negative arfat or prothin biasthanat preintervention testing

(see Table 3.5).
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Table 35:
Control Group and Experimental Group: Descriptive data for each dependent variable at pre
and posiintervention.

Control Group Experimental Group
N =57 N =65
Pre Post Pre Post
ATOP
M 76.49 76.91 2a. 69.80
SD 14.90 1664 14.94 16.47
BAOP
M 18.83 1846 18.95 18.71
SD 6.80 7.37 7.16 7.97
F-Scale
M 3.44 3.43 3.37 3.35
SD 56. 0.49 0.37 039
IAT D
M 0. 0.60 03 0.49
SD 0.52 0.54 0.51 0.49

Note.ATOP: Attitudes AbouDbese Persons Scale; BAOP: Beliefs About Obese Persons S8alpFThe
Fat Phobia Scale (short formAT: Implicit Attitudes Test.

3.2.3 Differences in means within demographic groups — at pre intervéggion

Themeans of the prmtervention datdor sex (see Table 3.6) indicated tferhales
reported (1)dss podive explicit attitudes towardbese persons (ATOP); (2) stronger beliefs
that obesity is controllable (BAQR(3) higher fat phobia @Scale)and more negative

implicit antifat attitudes tharhe male participantat preintervention testing

For age lhe means ofhe preintervention datgsee Table 8) indicated that the
‘Young Adults’ (1834-year olds) reported less positive explicit datiattitudes toward

obese persons (ATOP) and indicated higher fat phob&céte) when compared to their

108



older counterparts. KH p/DWH $ Gyearvdgffhowever held stromgeeliefs that
obesity is controllable (BAOP) when compared to their younger cqartsr Similarly, the
mean IAT D scores indicatetat the “Young Adults’ reported more negative implicit dati-

attitudes than the older participaatspreintervention testing

The mean scores of the pgregervention data for BMI (see Tables3. reveatdthat
the ‘Obese’ participants (BMI: N)Jreported (1) less positive explicit attitudes toward
obese persons (ATOP) and; (2) stronger beliefs that obesity is controllable (BAOP) than the
other BMI groups. The ‘Underweight’ participants (BMI: < 18.5 kg).reported higher fat
phobia (FScale), ad their IAT D scores indicated more negative implicit datiattitudes,

than the other BMI groups, at pietervention testing.

With regards to ethnicity, the means of the-iptervention data (see Table 3.6),
revealed that the ‘Mixed’ participants reported less positive explicit attitudes toward obese
persons (ATOP). The ‘White’ participants reported stronger beliefs that obesity is
controllable (BADP) at prantervention testing angeported higher fat phobia-&cale),
while the ‘Black’ participantsdAT D scores indicated more negative implicit afati-

attitudes, than the other ethnicity groups.

The means of the piietervention data for occupation (see Tablg,3@vealed that
the ‘Counsellors’ reported (1) less positive explicit attitudes toward obese persons (ATOP);
(2) stronger beliefs that obesity is controllable (BAOP); and (3) a higher fat pheBeal@)

than the other occupation groupg$e ‘Counsellors’ préntervention IAT D scores also
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indicated more negative implicit arfait atitudes than the other occupation groups.

Table 3.6:
Descriptive data of total sample (N=122) for the dependent variabf@gintervention
testing.
N=122 ATOP BAOP Scale IAT

M SD M SD M SD
GENDER
Male 75.04 17.60 19.96 7.35 3.37 0.46 0.67 0.59
Female 74.75 14.28 18.62 6.87 3.42 0.45 0.79 0.49
AGE
YoungAdult 72.03 14.19 18.09 5.96 3.50 0.49 0.83 0.49
Middle-Age 79.63 16.43 20.85 8.03 3.31 0.36 0.64 0.50
Late Adult 74.00 11.79 17.39 7.20 3.26 0.44 0.79 0.57
BMI
Underweight 67.30 15.94 16.00 3.40 3.60 0.43 0.98 0.49
NormalWeight  75.70 15.47 19.03 7.23 3.40 0.46 0.79 0.50
Overweight 75.65 12.15 20.26 6.83 3.34 0.43 0.59 0.55
Obese 64.00 1.41 11.50 0.71 3.36 0.21 0.60 0.08
ETHNICITY
White 73.83 15.32 18.19 6.89 3.45 0.45 0.75 0.52
Mixed 72.60 7.13 24.40 3.65 3.27 0.23 0.66 0.87
Asian 81.60 11.59 21.90 5.63 3.25 0.52 0.82 0.36
Black 88.67 18.15 21.33 13.50 3.14 0.54 1.01 0.22
Other 75.00 12.49 21.00 6.93 3.05 0.37 0.93 0.43
MHPs
Psychologist 76.11 15.83 19.9 6.55 3.34 0.46 0.76 0.50
Psychotherapist 75.89 13.62 1808 26 3.37 (B9 0.65 0.55
Counsellors 69.53 14.48 15.00 4.49 3.68 0.49 0.99 035
CBT Therapist  73.64 1275 21.00 75 3.41 037 0.67 0.64

Note.ATOP: Attitudes AbouDbese Persons Scale; BAOP: Beliefs About Obese Persons S8alaleFThe

Fat Phobia Scale (short form); IAT: Implicit Attitudes Test.
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3.2.4 Differences in means within demographic groups — atip@svention testing

The means of the posttervention data for sex (see Table 3.7) indicated that females
continued to report more negative explicit gatiattitudes than the male participants.
However, implicitly males reported more negative datiattitudes than the female

participants.

For age lhe means ofhe postintervention data (see Table 3.7) indicated that “Young
Adults’ reported more negative explicit attitudes toward obese persons (ATOP), held stronger
beliefs that obesity is controllable (BAOP) and indicated higher fat photSadle). Tle
‘Late Adults’ reported more negative implicit aifdit attitudes than the younger participants

postintervention.

The mearscores of the posttervertion data for BMI (see Table 3.7), revedthat
the ‘Obese’ participants (BMI: N)Jreported (1) less positive explicit attitudes toward
obese persons (ATOP) and; (2) stronger beliefs that obesity is controllable (BAOP) than the
other BMI groups, at poshtervention testing. The ‘Underweight’ participants (BMI: < 18.5
kg.n?) reported higher fat phobia{&cale), and their IAT D scores indicated more negative

implicit antifat attitudes, than the other BMI groups, at pogrvention testing.

With regards to ethnicity, the means of the posgrvention datdsee Table 3)7
revealed that the ‘Mixed’ participants reported less positive explicit@sttoward obese
persons (ATOPR with the ‘Mixed’ participants reportingtronger beliefs that obesity is
controllable (BAOP) at poshtervention testing. ‘White’ participants reported higher fat
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phobia (FScle) atpostintervention, while the ‘Black’ participants’ IAT D scores indicated
more negative implicit anfiat attitudes, than the other ethnicity groups, at-pustvention

testing.

The means of the paesttervention data for occupation (see Table 3.7), revealed that
the ‘Counsellors’ reported (1) less positive explicit attitudes toward obese persons (ATOP);
(2) stronger beliefs that obesity is controllable (BAOP); and (3) a higher fat pheBal®)
than the other occupation groupgastintervention. The ‘Counsellors’ pesttervention
IAT D scores also indicated more negative implicit &atiattitudes than the other
occupation groups. Thus, the most negative explicit and implicifatrdititudes were

reported by the ‘Counsellors’.

Table 3.7:
Descriptive data of total sample (N=122) for the dependent variabjesstintervention
testing.

N=122 ATOP BAOP Scale IAT

M SD M SD M SD M SD
GENDER
Male 74.60 19.08 20.56 8.66 3.37 0.40 0.60 0.54
Female 72.74 16.32 18.08 7.35 3.39 0.45 0.52 0.51
AGE
Young Adult 70.61 15.36 17.28 6.77 3.48 0.45 0.61 0.52
Middle-Age 78.00 18.61 21.23 8.03 3.29 0.39 0.38 0.47
Late Adult 71.22 16.44 17.39 7.65 3.25 0.43 0.64 0.55
BMI
Underweight 67.70 13.92 16.40 7.35 358 0.40 0.75 0.50
Normal Weight 73.54 17.78 18.97 7.97 3.38 0.45 0.51 0.52
Overweight 75.35 14.27 18.65 6.84 335 0.39 0.56 0.53
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Obese 56.50 212 1250 0.71 2.97 212 0.51 0.04

ETHNICITY

White 71.79 17.32 17.94 7.54 3.41 0.45 0.54 0.53
Mixed 71.20 17.85 15.80 5.26 3.34 0.23 0.62 0.67
Asian 80.90 6.54 23.90 7.69 335 0.37 0.45 0.34
Black 85.00 21.66 23.33 11.01 3.12 0.40 0.78 0.54
Other 83.33 11.50 22.67 551 2.95 0.15 0.45 0.40
MHPs

Psychologist 75.88 17.28 19.53 7.55 331 0.44 046 0.47
Psychotherapist 72.31 16.65 19.27 8.56 3.37 ®9 0.53 0.53
Counsellors 66.32 16.54 1358 5.32 3.63 0.50 0.81 038
CBT Therapist ~ 70.30 1278 20.00 7.00 3.45 0.29 0.55 0.77

Note ATOP: Attitudes About Obese Persons Scale; BAOP: Beliefs About Obese Persons-Scale; Fhe
Fat Phobia Scale (short form); IAT: Implicit Attitudes Test.

Also under consideration were thadaional lines of inquiry with regard to the
demographic information obtained from participants. iit@ans of participants who reported
working privately, and those who reportedlgnk for the NHS (see Table&, revealed that
the ‘Working Privatelyparticipants repo#ddless podive explicit attitudegowardobese
persons (ATOPat both preand posinterventiontesting Those working privately also
reporedstronger beliefs that obesity is controllable (BAQR)t only at posintervention.
However, participats working for the NHS repat higher fat phola (F-Scale), with IAT D
scores also indicating more negative impkmnti-fat attitudes, than tse working privately

at both pe- and posintervention testing

Overall means of participants who do, or do not, report working with patients who are
overweight and/or olse(see Table 3.8) suggédsiat participants who ‘work with

overweight/obese patients’ repeui(1) less positive explicit attitudésward obese persons
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(ATOP), (2) stronger beliefs that obesity is controllable (BA@RY (3) higher fat phobia

(F-Scale) than those who did not work with patients who @rerweight and/or obese. This

remained unchanged from pte-postintervention testing. The IAT D scores of participants

not working with patients who amerweight and/or obese reped more negative implicit
anti-fat attitudes, than those who did report working with patients whowemeveight and/or

obese. his remained unchanged from pte postintervention testing.

Table 3.8:

Explicit and implicit dtitudes towads obesity with regards to pigipants (1) workng
privately/NHS and; (2) consideg their patentsoverweight Mean and standard deviation
among UK adults aged 25-69 years in 2016-2017

Measire Working Privately Working with Overweight Patients
N=122 YES NO YES NO
Nb3 N&9 No8 N4
Pre Post Pre Post Pre Post Pre Post
ATOP
M 74.28 72.15 75.22 73.87 74.52 72.53 76.00 75.54
SD 15.15 17.25 14.88 16.64 14.70 16.23 16.16 19.40
BAOP
M 19.36 18.57 18.54 18.61 18.34 17.48 21.17 23.13
SD 8.06 7.76 6.03 7.65 6.81 6.98 7.28 8.76
F-Scale
M 3.37 3.35 3.44 341 3.43 3.42 3.32 3.25
SD 0.42 0.41 0.48 0.46 0.45 0.42 0.46 0.50
IAT D
M 0.68 0.50 0.83 0.57 0.76 0.52 0.77 0.61
SD 0.50 0.56 0.52 0.47 0.53 0.53 0.45 0.46

Note.ATOP: Attitudes About Obese Persons Scale; BAOP: Beliefs About Obese Persons-Scale; Fhe
Fat Fhobia Scale (short form); IAT: Implicit Attitudes Test.
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3.3 Preliminary Analyses

Prior to the study’s major analysekata from the dependent variable measures
(ATOP, BAOP, FScale and IAT were examined usin§PSS ¥rsion 23 (2015) for
accuracy of data entry, missing values, outliers, distributional properties, multicollinearity,
and other assumptions specific to the General Linear Modebrtuntely of the 125
participantgested there were three data sets which were missingesallhese three
incomplete data setvere a result of thienplicit 4 Web Playéss failure to save some
participantspostintervention test scores. Without sagpostintervention test scores, it would
not have ben possibé to determine whether there wargy significant differenceis explicit
or implicit anti-fat attitudes due to intervention group for those three participants, and as such

theseparticipans data entriefiad to be removeidom the analysis

The assumption of normality was met by wanty that skewness and kurtosis
statistics were within an acceptable rarfgeamination of skewness and kurtosis of the
dependent variables at piand posinterventionrevealed that the ATORP(eintervention:
Z-scores: skewness-9.15, kurtosis = 0.41; Pesttervention: Zscores: skewness = 0.04,
kurtosis = 0.47), the BAORP(eintervention:Z-scores: skewness = 0.50, kurtosi©9A0;
Postintervention: skewness = 0.65, kurtosi€d=14), and the fScale (Prantervention: Z
scores: skewness = 0.28, kurtosis = 1.26;-idstvention: Zscores: skewness = 0.28,
kurtosis = 2.04) all met the assumption of normaliitye IAT D scores for both preand
postintervention also met the assumption of normakge(ntervention:Z-score: skewness
=-0.12, kurtosis =0.04; Posintervention: Zscore: skewness = 0.21, kurtosig=59). Field
(2013) states that symmetrical distributionséna skew of 0, i.e. the closte skewness and

kurtosis values are to zero, thema likely the data will b@ormally distributed.
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Field (2013) cites four assumptions for a MANOVA, namely: independence, random
sampling, multivariate normality and homogeneity of covariance matrices. This study’s
observations wermdependent of one another, the data was normal, arsautinging was
random and representative of the population of intefdémre was not any pattern for the
selection of the sampl&he Z-scores for skewness and kurtosis indicate that the ATOP,
BAOP, FScale andAT all met the assumption of normaligt both preand post
intervention testingField (2013) suggests checking the assumptions of univariate normality
for eachdependent variable, &°SS cannot check the assumption of multivariate normality.
Finally, homogeneity of covariance matrices needed to be consitlerahe’s Test of
Equality of Error Variances on each dependent vargpleinterventionscores indicate that
this assumption was met at a univariate level for the ATOP, BAGHale and IAT(see
Tables3.9 and 3.10)There was only one instance whereby thajue was significant, and
that was for the BAOP on the ‘Working Privately’ independent varigte(.05).

Thereforejt can be assundethat the variance between groups is equal. When compared
acrosggroups, using Box’s Test of Equality of Covariance Matrices, asigmificant pvalue

(p >0.001)for each dependent varialdeoreintervention datasee Table8.9 and 3.10)
indicatal the assumption waset, therefore it cabe assumethatthe covariance matrices
are roughly equal. As dibur assumptions wemet, a MANOVA on the dependent variables

pre-intervention datavas carried out

Hypothesis 1 stated that pre-intervention testing, participants will report negative
explicit and implicit antifat attitudes towards their patients who averweight and/or obese
Pearson correlationgere thereforeun on each indepenxevariable and the participaht
explidt and implicit antifat attitude scores at pietervention to examine whether there was

evidence suggesting thiditere were statistically significant correlations within the study’s

116



population (see Table 31 There was a significant negative correlatieetween age and
explicit antifat attitudes on the-Bcale (r =0.224, n = 122, p = 0.013 significant positive
correlation between ethnicity and explicit afai attitudes on the BAOP (r = 0.223, n =122,

p = 0.014); a significant negative correlation between ethnicity and explicfaaattitudes

on the FScale (r =0.199, n = 122, p = 0.028); and a significant negative correlation between

BMI and implicit antifat attitudes on the IAT (r 0:196, n = 122, p = 0.038)

Table 3.9:
MANOVA Homogeneity of covariancéevenes and Box’s pvalues for each dependent
variable’s prentervention scores, across sex, age, BMI, Ethnicity and Occupation.

Sex Age BMI Ethnicity Occupation
Levene’s P P P P P
ATOP 0.14 0.14 0.52 0.26 0.48
BAOP 0.29 0.07 0.15 0.72 0.09
F-SCALE 0.89 0.56 0.84 0.79 0.73
IAT-D 0.38 0.97 0.99 0.36 0.32
Box’s 0.86 0.15 0.12 0.72 0.05

Note.*Value is significant at thed5 level
**Value is significant at the .Olevel
***\/alue i s significant at the .001 level

Table 3.10:

MANOVA Homogeneity of covariancéevenes and Box’s pvalues for each dependent
variable’s prentervention scores, across the ‘Working Privately’ and ‘Working with
Overweight/Obese Patients’ grouping variables.

Working Privately Working with Overweight and
Obese Patiets
Levene’s p p
ATOP 0.52 0.95
BAOP 0.03* 0.51
F-Scale 0.61 0.51
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IAT D 0.62 0.20
Boxes 0.51 0.79

Note.*Value is signifcant at the .05 level
**Value is significant at the .Olevel
***\/alue is significant at the .001 level

MANOVAs were canducted on the dependent variablpreintervention data for
each of the independent or grouping variabke MANOVA was also run on the dependent
variables discrepancy datand ‘Intervention Group’While aMANCOVA was a more
appropria¢ test to examine each dependent variable’s discrepancy scoreshigitvehton
Group’ as thdixed factor, andhe grouping variables as covariatedich revealed whether
there were any statistically significant differences between the indepesdligities from
pre- to postintervention testing, due to intervention group allocation. This change in
statistical testhowever, meant a potential change of test assumptions for consideration. Field
(2013) highlights that the four assumptions cited for a MANOVA, are in fact the same for a
MANCOVA, but with one extra assumption relating to the covariates. This assumption is that
there is a statistical relationship between the covariatelshe dependent variahlés
mentioned abovehis study’sobservations wermdependent of one another, the data was
normal, and the sampling weendom andepresentative of the population of inter&3teZ-
scores for skewness and kurtosidicatel that the ATOP, BAOP,-Bcale and IAT all met
the assumption of normalitat both preand postintervention testingTo check the
assumption of homogeneity of covariance matritdesLevene’s Test bEquality of Error
Variances foreach dependent varialdaliscrepancy scomas to be considered. It indicdte
thatthis assumption was met at a univariate level for the ATOP (0.22), BAOP (0-82¢|&
(0.65) and IAT (0.47)When compared acrogsoups, using Box’s Test of Equality of
Covariance Matrices, a naignificant pvalue of 0.02§ >0.001)indicates the assumption

was metand so we can assume the covariance matrices are roughlylegtigl.there is the
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assumption that there is a statistical relationship between the covariate/s and the dependent

variables(correlational analys)s

Hypothesis 2 stated that at pastervention testing participants in the experimental
groupwill report greater decreases in their explicit and implicit &attattitudes compared to
paticipants in the control group. Pearson correlatiwase therefore run on each independent
variable and the experimental groupislicit and implicit antifat attitude discrepancy
scores at poshtervention This wasto examine whether there was ende suggesting
statistically significant correlations within the stiglpopulation (see Table1®). There was
a significant negative correlation between occupadioth explicit ati-fat attitudes on the
ATOP (r =0.307, n = 65p = 0.013) a significant positive correlation between occupation
and explicit antifat attitudes on the-Bcale (r = 811, n = 65, p = 0.012); and a significant
postive correlation between working with patients who are overweight or obese @it ex
anti-fat attitudes on the BAOR = 0314, n = 65p = 0.011) No statistically significant
correlations were found between the control group’s explicit and implicifardititude

discrepancy scores and the grouping variables.

Table 3.11:
Pearson Correlations: Pitervention explicit and implicit attitude datarass grouping
variables.

ATOP BAOP F-Scale IAT
SEX
P.C -0.008 0.078 0.045 0.098
Sig. 0.932 0.393 0.624 0.300
AGE
pP.C 0.124 0.039 0.224* 0.084
Sig. 0.175 0.669 0.013 0.377
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ETHNICITY
P.C
Sig.

BMI
P.C
Sig.

OCCUPATION
P.C
Sig.

PRIVATELY
P.C
Sig.

PATIENTS
P.C
Sig.

0.144
0.112

0.077
0.399

-0.116
0.204

0.031
0.734

0.040
0.666

0.223*
0.014

0.103
0.257

0.117
0.200

0.059
0.520

0.162
0.074

0.199*
0.028

0.128
0.159

0.171
0.059

0.074
0.420

-0.097
0.287

0.061
0.520

0.196*
0.038

0.038
0.691

0.142
0.133

0.008
0.935

Note.*Value is significant at the .05 level {&iled);

**Value is significant at the .01 levéR-tailed)

Table 3.12:

Peason Correlations: Eperimental group’s gdicit and implicit attitude discrepancy data

acrosshegrouping variables.

ATOP BAOP F-Scale IAT

SEX

pP.C -0.084 0.092 0.033 0.199
Sig. 0.508 0.468 0.791 0.137
AGE

pP.C 0.038 0.154 0.067 0.116
Sig. 0.761 0.221 0.598 0.391
ETHNICITY

P.C 0.169 0.146 0.105 0.114
Sig. 0.178 0.246 0.406 0.400
BMI

pP.C 0.019 -0.215 0.044 0.197
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Sig. 0.881 0.086 0.726 0.142

OCCUPATION
g_.c -0.307* 0.002 0.311* 0.125
9. 0.013 0.985 0.012 0.355
PR'VFA,TCELY 0.021 0.063  -0.047 0.095
: 0.867 0.617  0.710 0.481

Sig.
PATF',ECNTS 0.179 0.314*  -0.166 0.030
Sic 0.153 0.011 0.188 0.827

Note.*Value is significant at the .05 level {&iled);
**Value is significant at the .Olevel (2-tailed)

Field (2013) cites four assumptions f@iOneWay Analysis of VarianceANOVA),
namely independencejormal distribution, equal variance, and that the dependent variables
should bemeasures oan interval scaleAs already mentioned, th&gudy’s data was
independenand theassumption of normality waset for the ATOP, BAOP,Scale and
IAT at both pre and posintervention testingWith only one exceptior,evene’s Test of
Equality of Error Variances highlighthonsignificant values for all four dependent variable
pre-intervention scores (ATOP, BAOP;%cale and IAT D Score) for sex, age, ethnicity,

BMI, occupation and working with patients who areerweight/obese indicating that the
assumption of homogeneity of variance was met at a univariate($eeeTables 3.13 and

3.14) There was only one instance whereby thalpe was significant(= 0.03), and that

was for the BAOP on the ‘Working Privately’ independent varigbke @.05). As the

assumption of normality was met for the ANOVAs, it is assumed that the dependent variables

are measures on an interval scale.
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Table 313:
ANOVA Homogeneity of covariancéevenes p-values for each dependent variable’s pre-
intervention scores, across sex, age, BMI, Ethnicity and Occupation.

Sex Age BMI Ethnicity Occupation
Levene’s P P P P P
ATOP 0.09 0.23 044 0.35 0.86
BAOP 0.32 0.08 0.06 053 0.11
F-SCALE 0.% 042 0.86 0.99 0.76
IAT-D 0.38 0.97 0.99 0.36 0.32

Note.*Value is significant at the05 level;**Value is significant at the .Olevel
***\/alue is significant at the .001 level

Table 3.14:

ANOVA Homogeneity of covariancéevenes p-values for each dependent variable’s pre-
intervention scores, across the ‘Working Privately’ and ‘Working with Overweight/Obese
Patients’ grouping variables.

Working Privately Working with Overweight and
Obese Patiets
Levene’s p p
ATOP 0.53 0.96
BAOP 0.03* 0.52
F-Scale 0.64 0.63
IAT D 0.62 0.20

Note.*Value is signifcant at the .05 level
**Value is significant at the .Olevel
***\/alue is significant at the .001 level

Field (2013) states that an independent samples{ls a parametric test based on
normal distributiorand as suglsources of bias apply. This test’'s assumptions include:
independence, normal didittion and homogeneity of variance. As previously mentioned,

this sudy’s observations wermdependent of one another, the data was normal, and the
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sampling wasandom and representative of the population of intefé&Z-scores for
skewness and kurtosis indicate that the ATOP, BAGE¢&le and IAT all met the
assumptn of normality at both preand posintervention testingLevene’s Test of Equality
of Error Variances highlights that the assumption of homogeneity of variance wgsmet (

0.05).

3.4 Pre-Intervention Multivariate and Univariate Analyses

This study’s Hypothesis 1 was that at-preervention testing, participants waolul
report negative explicit and implicit arfat attitudes towards their patients who are
overweight and/or obes&he study’s independent variables were: sex, age, ethnicity, BMI,
occupaibn, working privately and working with patients who are overweight and/or pbese
while the study’s dependent variables were the participarpgicit and implicit attitudes

scores (ATOP, BAOP,-Bcale and IAT).

Multivariate Analysis of VarianceMANOVA )

MANOVA resultsdemonstrated that at prgervention there was a significant effect
for age and occupatiop € 0.05). Pillai’'s Tracdor the MANOVA run on age, highlighted a
significant dfect of age on the participatpre-intervention explicit and implicit anfat
attitudes(V = 016, H8, 216) = 2.39, p = 0.02). @rcan therefore, reject the null hypothesis
that there are no betwegnoup differences, and conclude that hgd a significant effect,
with respect to the dependent variabldai's Trace for the MANOVA run on occupation,
highlighted a significant effectf @ccupation on the participahipreintervention explicit and
implicit antifat attitudeqV = 019, 12, 324 = 1.79, p = 0.04). Oa can therefore, reject the

null hypothesis that there are no betwgeoup differences, and conclude that occupation
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had a significant effect, with respect to the dependent varididessignificant effects were
found for sex, BMI, ethnicity, working privately and working wgatients who are

overweight and/or obegp > 0.05).

To determine more about the betwagoup differences and the nature of effect for
age and occupation, the univariate test statiggesl to be considered, namely, Levene’s Test
of Equality ofError Variances and Tests of Betwe®ubjects Effects. For both age and
occupation, Levene’s Test highlights nsignificant values for all four dependent variable
pre-intervention scorefATOP, BAOP, FScale and IAT O5core), indicating the
homogeneity ofariance assumption has been met. The Tests of Betudgacts Effects
summary table of ANOVAs for each dependent variable measure, cot¢hatagnificant
effects were observed for age on the AT@R: 0.04)and FScale(p = 0.03 preintervention
scores|f < 0.05), indicating a significant difference in partans’ anti-fat attitudes, at pre
intervention, due to age group. Neignificant effects were found for the BAGRdIAT D
pre-intervention score§ >0.05). The Tests of Betwe&ubjects Effects summary table of
ANOVAs for each dependent variable measure, concludeitimaticant effects were
observed for occupation on the BAQP=0.03)and FScale p = 0.03) preintervention
scores|f < 0.05), indicating a significant difference in participant’s explicit-fattattitudes,
at preintervention, due to occupation group. Nsignificant effects were found for the

ATOP andIAT D pre-intervention score§ >0.05).

While follow-up Scheffe post hoc tests for age was significant br the FScale, it
did indicate a significant difference on the ATOP-mtervention scores for ‘Young Adults’
and ‘Middleaged Adults’ p = 0.04). The homogeneous subsets revealed that ‘Young Adults’
(M = 71.46) were associated with more negative attitudes towards obese persons than the
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‘Mi ddle-aged Adults’ (M = 79.54). Whileoflow-up Scheffe post hoc tests for occupation
was nonsignificant for the BAOP, it did indicate a significant difference on t@c&le pre
intervention scores for ‘Psychologists’ and ‘Counsellgrs=(0.03. The homogeneous

subsets revealed that ‘Counsellors’ (M = 3.71) were associated with being more fat phobic

than ‘Psychologists’ (M = 3.33).

OneWay ANOVAs

Based on the significant effects identified in the-iptervention MANOVAs Age:
ATOP and FScale, p < M5; OccupationBAOP and FScale, p < 0.05oneway ANOVAS
were run (see Table 3.t confirm the MANOVA results as well as assist with further
examiration of differences in the participahexplicit and implicit ati-fat attitudes. A ne-
way ANOVA examiningage produced significant effects for th€@P (2, 119) =3.34, p
=0.04) and FScale E(2,119) = 3.46, p = 0.04here followup Scheffe post hoc tests
revealed that ‘Young dults’ and ‘Middleaged Adults’ explicit antifat attitudes only
differed significantly from the other age groups on the AT@R 0.05). The homogeneous
subsets revealed that “Young Adults’ (M = 72.03) were associated with more statistically
significant negative attitudes towards obpsesons than the ‘Middlaged Adults’ (M =
79.63). A one way ANOVA examiningccupation produced significant effects for tha(8>
(F(3, 118) = 3.13,  0.03) and FScale(F(3,118) = 2.92, p = 0.04yvhere followup Scheffe
post hoc tests revealed thBsYychologistsand ‘Counsellorsexplicit antifat attitudes
differed significantly from the other occupation groups on H8c&le p < 0.05). The
homogeneous subsets revealed that ‘Counsellors’ (M = 3.68) were associated with being

more fat phobic tharPsychologists’ (M = 3.34).
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Table 3.15:

One-way ANOVAs examiningsex, age, BMlethnicity and occupation at piiatervention.

Sex Age BMI Ethnicity Occupation

d.f., errord.f.  (1,120) (2,119) (3,118) (4, 117) (3, 118)

F F F F F
ATOP 0.01 3.34 1.33 1.31 1.03
BAOP 0.74 2.48 1.66 1.70 3.13

F-SCALE 0.24 3.46" 0.82 1.37 2.92
IAT-D 1.08 1.59 1.49 0.34 1.76

Note.*Value is significant at thed5 level
**Value is significant at the .01 level

The satistics run on the participahtpreintervention explicit and implicit attitude
scores acroshe study’s grouping variableppeato partiallysupport this study’s
Hypothesisl. Hypothesis 1 stated thparticipants will report negative explicit and implicit
antifat attitudes towards their patients who averweight and/or obese, and lhs‘t¥oung
Adults’ and ‘Counsellors’ Hd morestatistically significant negative explicit arit attitudes
(ATOP and FScale respectivelyhan the other participanthe multivariate and univariate
analyses on the piiatervention data has shown partial support for Hypothesis 1. The
statistics run on this data also partialypport two of this study’s fivaub-hypotheses (sub-
hypothesis 3b and subypothesis 3e), in that explicit arfisit attitudes fomge and occupation
were found to be statistically significaait preintervention testinglt was hypothesised that
younger participants would hold more negative-éattattitudes towards their patients who
are overweight and obesand that there would labfferences in explicit and implicit antat
attitudes toward patients who areerweight or obese, due to thetpapants occupational

approacho therapy.
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3.5 Discrepancy Multivariate and Univariate Analyses

This study’s Hypothesis 2 statdtht d postintervention testing, pacipants in the
experimental groupvould report a greater reduction in their explicit and implicit &atti-
attitudes towards their patients who axerweight and/or obeseompared to participants in
the control group. The discrepancy scores were calculated baghe diférence between
each participasst postinterventionand preintervention attitude scoresh& study’s
dependentariables were the participghexplicit and implicit attitudes scor¢ATOP,
BAOP, FScale and IAT)the fixed factor for the MANOVA and MANCOVA run on the
discrepancy scores wasitervention Group’, whilehe stidy’s independent variables
namely sex; age; ethnicity; BMI; occupation; working privatedyd working with patients
who areoverweiglth and/or obesewnere the grouping varialdeised as th MANCOVA'’s

covariates

Multivariate Analysis of VarianceMANOVA)

A MANOVA was run on the discrepancy scores of each of the four dependent
variables (ATOP, BAOP,4Scale and IAT), with ‘Intervention Group’ as a fixed factor. The
discrepancy scores were the differencevieen theparticipans’ post and preintervention
scoredor each dependent variable. Results from the MANOVA demonstrated that ttsere wa
a significant difference in ghicit and implicit anti-fat attitudes between peeid post
intervention testing, due to the type of intervention group (control or experimental). Pillai’'s
Trace highlights that there was a significant effect of intergargroup on the participasit
explicit andimplicit antifat attitudeqV = 0.10, K4, 104) = 2.73, p = 0.033The null

hypothesis can therefore be rejected as there were no bajweegndifferences, and it can
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be concludd that the intervention groups employed in this study had a significant effect on

the dependent variables, from pte postintervention.

To determine more about the betwagoup differeces and the nature of effect, it is
possible to look at the univariate test statistics, namely, Levene’s Test of Equality of Error
Variances and Tests of Betwe8nbjects Effects. Levene’s Test highlights rsgmificant
values for three of the four dependent variable discrepancy scores (BARRlg=and IAT
D Score), with only the ATOP violating the assumption of homogeneity of varigiete.
(2013) highlights that the-Btatisticis strong and robust to ers, which is why it was viable
to progress with the test. When compared aqyossps, Box’s Test of Equality of
Covariance Matriceseported a nomsignificant pvalue ¢ >0.00]) for each dependent
variables intervention group, indicating that the homogeneity of variance assumption was
met for this test. The Tests of Betwe®ubjects Effects summary table of ANOVAs for each
dependent variable measure, concludeddbatficant effects were observed for
‘Intervention Group’, but only on the AOP discrepancgcoresf§ < 0.01) Across the whole
sample the discrepancy scores for the BAOB¢c&le and IAT were shown to be non-
significant > 0.05), with the ATOP discrepancy scoregl( 107) p = 0.004) indicating a
significant difference in particgnts’ explicit antifat attitudes, from preto postintervention
testing, due to the impact of intervention group allocation. A felipandependent samples
t-test revealed thabn average, participants within the experimental intervention group (M =
-3.54; SE= 9.79)reported more negatiwexplicit antifat attitudesthan participants within
the control intervention group (M = 0.42; $E.46). Thus, there was a significant difference
between the experimental and control intervention groups, for the ATOP discrepancy scores

(t (120) = 2.49, = 0.019.
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The satistics run on the participahtdiscrepancy explicit and implicit attitude scores
across the study’s intervention groupppear to partially support this study'ggdthesi?,
in that,there were statistically significant differences in particigaatplicit and implicit
anti-fat attitudes from préntervention to posintervention testing due tatervention group
allocation (control or experimental)pon further testing, only the ATOP discrepancy scores
were shown to be statisticakbygnificart with regards to intervention group allocation, from
pre- to postintervention testing. An independent sampleBebt howeveyrevealed thathe
experimertal group participants reported more negative explicit fanttitudes in
comparisond the control group participasitscores on the ATOP pbstintervention. Since
Hypothesis 2 states that at postervention testing, participants in the experimental group
will report greater decreases in their explicit and implicit &attattitudes compared to
participants in the control group, the multivariate and uret@ranalyses on the participsint

discrepancy data shows that the results are not in line with, and do not support Hy@@thesi

Multivariate Analysis of Covariancdé{/ANCOVA)

A MANCOVA was run on the discrepancy scores of each of the four dependent
variables (ATOP, BAOP,4Scale and IAT), with ‘Intervention Groups the fixed factoand
the grouping variables as ‘Covariates’. Results from the MANCOVA repoded n
significant differences iparticipans discrepancy scores for the ATOP, BAOPSéale or
IAT acrossthe grouping variablesy due to intervention group allocation (control or
experimental). Pillai’s Trackighlighted norsignificant effects of interverdn group on the
participans’ explicit and implicit antifat attitudeqV = 0.09, K4, 97 = 2.27, p = 0.07)as

well as norsignificant effects for each of the grouping variables (see Table 3.16)
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To determine more about the betwagoup differences and the nature of effect, it is
possible to look at the univariate test statistics, namely, Levene’s Test of Equality of Error
Variances and Tests of Betwe8nbjects Effects. Levene’s Test highlights rsagmificant
values for all four dependent variable discrepancy s¢&€&P, BAOP, FScale and IAT D
Score). This indicates that the homogeneity of variance assumption was met for this test.
When compared acrogsoups, using Box’s Test of Equality of Covariance Matrices, a non-
significant pvalue p > 0.001)for each dependent varialdediscrepancy data regardle$s o
intervention group or grouping variable, indichtee assumption waset, so it came

assumd that the covariance matrices are roughly equal.

The satistics run on the participahidiscrepancy scores for each of the four
dependent variables (ATOP, BAORSEale and IAT)across the study’s intervention groups
and independent variablésex, age, BMI, ethnicity, occupatiorailed to find any
statisticallysignificance resultsupporing the five subhypothese or the other two lines of
inquiry related to the demographic information obtained (working privately, working with
patients who areverweight).Therdore, no statistically significant differences in
participans’ explicit and implicit antifat attitudes from préntervention to posintervention,
due to intervention group allocation (control or experimemtabe found across any of the

independent variable8Ve can therefore accept the null hypothesis.
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Table 3.16:

MANCOVA: Pillai’'s Trace discrepancy score values from the multivariate tests.

Vv F d.f error d.f p

Sex 0.04 1.09 4 97 0.37
Age 0.02 0.52 4 97 0.72
BMI 0.04 1.13 4 97 0.35
Ethnicity 0.03 0.84 4 97 0.50
Occupation 0.06 1.48 4 97 0.21
Privately 0.02 0.50 4 97 0.73
Patients 0.07 1.77 4 97 0.14

Note.*Value is signifcant athe .05 level*Value is significant at the .01 level
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Chapter 4 -DISCUSSION

The following chaptewill present the discussion of the current study’s results. The
discussion is olihed as follows: 1) a summary of the study’s findings; 2) a description of
Hypothesis 1 and Hypothesis 2, with intefattions of the results in relation to existing
researchthe importance of the findings, as well as explanatadrthe results with regard to
those that do not support, or only partially suppleethypotheses3) the strengths and
limitations of the tdy;, 4) directions for future research; 5) implications for counselling
psychology practice, including the potential impagtpérsonal reflexivityand 7) the

conclusion.

4.1 Summary of Findings

The goalof this sudy was to provide insight into weight biasmong mental health
professiona (MHPs)outside of, and within the therapy room as currently nebaked
research exists which considers MHPs explicit and implicitfah&ittitudes toward their
patients who areverweight and obeswithin a range omental healthcare settings.
Reflecting several decades of research documenting weight bias and stigma toward
overweight and obese persdesy. Puhl & Brownell, 2006), this study had two mamsa
The first aim was toxamire whethetMHPsreport negative explicit and implicit affat
attitudes towards thepatients who areverweight or obesé&econdly, this studgimed to
examine whether the experimental group particigatgvels of explicit and implicit anfiat
attitudescould be reduakthrough the impact of an empatéyoking intervention video.
This is in alignment witiTeachmanGapinski, Brownell, Rawlins and Jeyarg2®03).
Lasty, the study considered a line of enquiry aimedtegrving significant difference

participants explicit and implicit antifat attitudes across a range of demographic
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characteristicsThe findings in thistudy replicate and expand on prior research w{igre
professionalsvorking within healthcare settings have reporiedative weight bias towards
their patients who are overweight and/or obesel (2) demographic trendach as age, sex
and ethnicity for exampleave been found to be significantly correlatgth regardto one’s

anti-fat attitudes

The study was aexperimental design in that (1) participardasti-fat attitudes were
measured preand postintervention, and (2) the impact of arteérvention, which in this case
was toevokeempathyamong theparticipants randomly allocad withinthe experimental
grouwp, was also measured. Also under considerationth@gmnpact of the following
attributes 1) one’s specific occupational approach to mental healthcanie2her one
worked privatelyor for the NHSand 3) whether one haulofessional working experience
with patients who are overweight and/or ab@he current study used MHPs which were
based in and around Greater London and willing to participate. Participants varied in sex,
age, BMI, ethnicity and therapeutic apacb. The experimental intervention video produced
by the Rudd Centdor Food Policy and Obesity at Yale Universityfrisely available online
(Rudd Center for Food Policy and Obes2009, andindividuals who participated in the
current study completed prand posintervention testing of both the explicit and implicit

anti-fat attitude measures, on the same. day

4.1.1 Hypothesis 1:¥plicit and implicit antifat attitudesat pre-intervention testing

Hypothesis 1 states that@eintervention testing, participants will report negative
explicit and implicit antifat attitudes towards their patients who are overweight and/or.obese
The main esults at préntervention teng partiallysupport this hypothesiswith significant

differences only found for participahtexplicit antifat attitudeswith regardto age and
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occupation. @ly the ATOP indicated a significant difference in participaaiglicit
attitudesacross age groupwith thestudy sample’sYoung Adults’ (L8-34-yearolds
reporing greatemegative explidiattitudes towards obese persoiile only the FScale
indicated a significantitference in participarst explicit attitudesacross occupation groups
with the studysample’sCounsellors’reporting greaterffat phobicresponsesrlherefore, as

the hypothesis is only partially supported, the reseafelisrto reject the nulhypothesis.

With 64 ‘Young Adult’ participants, more than half the total study sample was aged
between 18 34 yearsThe study’sagegroupingscould be considered unbalanced, and while
this could have influenced the results, what the thatizates is that the younger the
participant, the moraegative thie explicit antifat atitudes towards thepatients who are
overweight and obese. This finding is in alignment wittherman, Tybur and Latne2{12)
who found that the older the participant, the less negative théaattitudes towards the
obese Similarly, Wear, Aultman, \arley and Zarconi (2006) found that medical students did
not consider derogatory humour directed toward obese patients to be inapprty@iafere
it has to be considered thatmmal life experiences with people of all sizes, as well as
immaturity (Flint, Hudson & Lavallee, 201%;atner et al., 2005; Helelt al, 2008) may have
an impact on theegree of weight bias hely younger individuals. The importance placed
on body image, bodyhape, weight and appearance s® been found to decrease with
older age Tiggemann, 2004)Therefore the older the individudlecomesthe less attention
theyattributeto those of a higher BMIt could be speculated that with potentially less
knowledge an@xperience working with patients of various weiglaisdor a reduced
awareness of weight bias and the various causes leadibgsdy theseyounger MHR hold
greater antfat attitudes These ngative explicit attitudetoward obesity ray potentiallylead

to weight discriminatiopnand t could be speculated that the more negativeaedicit anti-
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fat attitudesthe higher the levadf discriminatory behaviour towards geMHPs patients.

It is also worth consideringow society has changed for those within the “Young
Adult’ age group in comparison to those within the ‘Middlge Adult’ and Late Adult’ age
groups. Participants between 18 — 34 years old witnessed the birth of the World Wide Web,
social mediaand reality televisionTherefore, gowing up in an environment whereby the
mass media constantly proraethe‘ideal bodyin all adwertising avenues, diffets the
older participants upbringing, whereby television wasnecessarily available, or if it was
there may have only balimited channels broadcasting for a few hours daily. The older
MHPs would not have had exposure tohHxrinternet access highlightir(@) the
importance of appearance and body size; anth@jpopularity of a leandrody $hrape on
every webpage. Older participants would not be as familiar as the ‘Young Adults’ with
popular reality televisiohighlighting dramatic weight loss amdercise fagl. Such television
shows and series includ&he Biggest Loser’ and ‘Revendgody with Khloe Kardashian’,
with plastic surgery shows such as ‘Botched’ and ‘Extreme Makeaegqtiring a mass
following. Older MHPsperhaps less technologically competent, may not even be aware of
the exercise vlogs and online boot camps available at the click of a bittitenwhilst older
MHPs would have been exposed to some weight discrimination in magazines and newspapers
growing up it would not be to the same extaftexposure to weight biass it is today
Obesity also was not as prevalent as it is today, with statistics highlighting that more people
are heavier than ever befoIdO; 2016). Older participants would haveen brought up
using raw ingredients to make meals from scratch, while more recently the microwave was
introduced to households around the world. Refined sugars, processed foods, take away or
home delivery of conveniencedds have now become the norm, with healthier food options

becoming unaffordable for some. In recent years there has also been an increase in ‘cleaner’
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lifestyle choices and didtds, with yoga, Pilates, Crossfit, sushi, quinoa and bottled water
becoming trendyPerhaps the younger participants, aware of societyinued pressure of
the‘ideal’ weight preference, hold less tolerant weight attitudad perhaps these “Young
Adults’ feel that in 2017, there is no excuse to be overweight or obese when there many
popular ‘on trend’ physical activities and ‘healthier’ food choices conveniantgssible to
all, which would result in a more ‘normal’ ranged BMIs MHPs these ‘Young Adults’
would be empathic, warm and kind. They would alséréi@ed to beware of their
judgements of other§hese MHPs would b&ware of the various psychological disorders,
the related triggers, and precipitatdieyveveras it isearly in their careethey would still be
inexperiencedn certain areaand falter at timedt could be speculated that perhaps being
shaped ¥ society while growing up, these younger MHRay still be influenced, or
inherently hold attitudesf varying degrees, that overweight or obese people amninol of
their weight, and therefor@re to blame if they fall into the overweight or obese BMI

categories.

With 19 ‘Counsellor’ participants, less tharfifth of the total study sample worked
therapeutically in this capacity. While the size of the ‘occupatiomips could be considered
unbalanced, what the results indicates that the Counsellors held more explicitggative
anti-fat attitudes Specifically, these MHPs heldegterfat phobic attitudesowards their
patients who areverweight and obes@f the four therapeutic roles represahin this study
(Psychologists, Psychotherapists, CBT Therapists and Counsehers) are important
differencesamongthese MHPswith regard to level and duration etperience, training and
further qualifiations. Applied mental health practitionarg required to have compldtél)

a Psychology degree, (2)Doctoral programmend (3) have had extensive training,

supervision and personal theragyongside this,tie Briish Psychological Society (BPS)
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require practitionerengage in Continued Professional Development (CPD) ac{BR$,
2016) The number oannual CPDhours is dependenn whether the practitioner works full
time or part time and can range from72® hours in total. Chartered Counselling
Psychologists and Chartered Clinical Psychologists have to be registered with the Health and
Care Professions Council (HCPC) and tend to cover more s@sgabological difficulties,
working long-term with patientsThe HCPC ensures each PractitioRsychologist has, and
maintains, a certain level of trainirgs well asadheringto the professional body&thical
guidelines and strict code of condutheHCPC'’s Standards of Conduct, Performance and
Ethicsinclude not discriminatinggainst service useby allowing one’s personal views to
affect their professional relationships or the carefriveat or other services that thesovide
their patients (HCPC, 2016)he BPS’s Division of Counselling Psychology (DCoP) also
states that practitioners, (1) recognise social contexts and discrimjr{@iovork in ways

that empower rather than contrahd (3) demonstrate the high standards of anti
discriminatory practice appropriate to the pluralistic nature of society (@R, 2016)
Similarly, Psychotherapistocused on working with clients lorgrm and drawindgrom
insight into emotional problems and difficultiese protected by the professional body, the
UK Council for Psychotherapy (UKCPYhe UKCP (2016) ensueehigh standardf training
and safety of practice and requa@mpletionof 250 CPD hours over aear period While
Counsellorsare rgistered with the British Association for Couns®lland Psychotherapy
(BACP), they aregequired to complete a minimum of 30 CPD hours annually (BACP, 2016).
Counsellors complete a diploma andrk shorttermwith patientsfocussing on the patient’s
behavioural patterns. Counsellors encourage patients to find their own sotatfersthan
teaching strategies or gimgy them in a certain directiolVithin the BACP’sEthical

Framework for the Counselling ProfessidB&CP, 2007)t is highlighted that Counsellors
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are also requikto respectheir patients and avoid unfair digoihation

Whilst only brief summariesf the therapeutic roles featuredtims study, the
differences in level and duration of each MBIBxperience, training and further
gualifications becomes evidefit could therefordoe speculated that thedifferences
resulted in Counsellors og the most fat phobic of all the MHPs in this study. No studies
were found to suppothis speculation, but it has to be considered that pethaps
differences in training, knowledgexerience, personal therapy, supervision and CPD
activitiesmade an impacMore extensive training, personal therapy, supervision and CPD
would not only rais@wareness regarding the causes of obesity, and the types of weight bias
within societyand variais mental healthcare settings, but it would also result in greater self
awarenessf any antifat attitudes MHPs would then be abl® identify,reflect on and
address angnti-fat attitudes they may hold. With a focus on the behavioural patterns of their
patients, and aiming to help patients discover their own solutions to their psychological
issues, perhaps the therapeutic model these Counsellors work within has somewhat blinded
them from considering aftying other than a patient’'s behaviour patterns being the cause of
their weight. Counsellors might, instead of entertaining the idea that there may be other
causes resulting in a higher BMI or that patients who are overweight and obese may not be in
control of their weight, perceive patients who are overweight as blamewgdhy eeuwen,
Hunt & Park 2015;Wylie, 2015;Crandall, 1994)It could be speculated that these MHPs
may be too heavily influenced by the therapeutic approach in which they work, which in turn
may affect the degree of affisit attitudes they hold with regard to their patient’s weight. It
could also be speculated that these MHPs may potentiallp¥eelhelningly inadequate to
treat overweight or obese patients giviem tomorbidity of presentations, or the coexly

of the case. The need for additional weight bias training is in line with the suggestions made
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by Swift, Choi, Puhl and GlazebrooR@13)with regardto weight bias awareness within the

training of healthcare professionals.

At baseline, ér both age and occupation, only two of éxplidt attitude measures
were statistically significanfThis is interesting because magpgople tenchot to explicitly
subscribe to biases which may be seesoasallyundesirable. Hwever they may harbour
unconscious latent preferesc®Vhilst explicit and implicit attitudediffer, it is possible and
common for them to (19verlap, in that an individual who is @icitly (consciously) weight
biased, will usually alsbe implicitly (unconsciously) weight biasedr (2) contradict each
other This study’s baseline results reveathdt the participantsttitudes contradicted each
other, in that the MHPs hiestatistically significant explicit anfat attitudesbut
insignificant impgicit anti-fat attitudesIn terms of social desirability and demand
characteristics, it would appear that these highlyastre participants answered theplicit
selfreport measures honestlyithout adapting their responses in an attempt to appear as
though they hid more ‘desirable’ explicit attitudaswards their patient’'s weight. These
participantsworking as MHPswould be familiar with resear@nd such testing procedures
and environments, so it could have been expected that participatiorsindiyevould have

been completed thoroughly and taken seriously, with reliable data to analyse

It could be speculated thiéte MHPs making up ‘Young Adults’ and ‘Counsellors’
genuinely believed that they westrongly weight biasedwardstheir patients who are
overweight and obese, and so rated themselves more harshly on-tlep@elmeasures,
when in fact working with these patieritada much less significant impaah themand their
behaviourn the therapy roommplicit attitudes are inmuntarily createénd participants
will be unaware of them. Thus, while MHPs may believe they are exphogight biased,
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perhaps experiences throughout life have not involved strong negative stereotypes about
overweight and obese people, and ipossible that perhaps some moretpasiveight

related beliefs, attitudes and ideas have influettoexh implicitly without heir knowledge.
Capturing these MHPs implicit attitudes through (1) observingueobalbehaviour and

body languageand (2)measuringthe participant’s physiological indicators during individual
therapy sessionsould have proven usefuPerhaps furtér research should consider
including this dataBorowik, Carroll, Cicero and Ellis (2015) also highlight theplecit
attitudes stem from more receamd accessible events, whiteplicit attitudes stem from
early, largely forgotten experiences with an attitude objdwtrefore it could also be
speculated that perhaps these MHPsdKperiences with overweight antlese peoplehilst
growing up have not beetrondy negative but that more recently, with obesity being as
prevalent as it has ever been, MHPs have experienced negative situati@maaosavith
people or patients who are overweight and obekereby these statistically significant

explicit antifat attitudes have been formed

4.1.2 Hypothesis 2: iti-fat attitudesdetweergroups at posintervention testing

Hypothesis 2 states that@ostintervention testing, participants in the experimental
group,compared to participants in the controbgp, will report greater decreases in explicit
and implicit antifat attitudesThe mainresults at posintervention testinglo not support this
hypothesis in thawhile the intervention videos (control and experimengahployed in this
study were shown to have hadtatistically significantfeect on theparticipans' explicit
anti-fat attitudes on the ATORt postintervention testingthe effects were not in the
direction predicted. Adere was no statistically significant effect on the participants’ explicit
and implicit antifat attitudes on the BAQR~Scale and IAT at poshtervention testing
only one of the three explicit attitude measures demonstratgdiicant difference in
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participang’ antifat attitudes between intervention groufpem pre to postintervention.

This, however, wa@ the opposite direction to what was initially hypothediSurprisingly,
the experimental intervention group papant explicit antifat attitudes on the ATOP
became more negative pastervention. Thereforghe researcheejecedthe null
hypothesisandrejected the alternative hypothesis as the significant difference seen in the

results were in the opposite direction to what weaslicted

The aim of theexperimental intervention was to evoke empatmong the
experimental grouparticipantausing a video in an attempt to reduce MHPs negativefanti
attitudestowards their patients who are overweight and ablesereview of weight bias
studies, Danielsdottir, O’Brien and Ciao (20b@hlightthat evokingempathy has been
shown to reduce pneaglice toward commonly stigmagid groups such as AIDS sufferers and
African-Americans(Vescio, Sechrist &aoluccj 2003; Batson et al1,997) One could argue
that perhapsmpathy reduced bias with regaairace, as race and ethnicity are not within an
individual's control Myers and Rosen (1999) highlight that greater controllability beliefs will
be associated with more negative attitudes about obesity. Therefore, it couldutestgubst
that perhaps evokingmpathy failed to reduce afiéit attitudesamong the experimental
group participants within this study, as obesity is deemedaitaitie. HIV and AIDs
however, may also be viewed by many as a prognosis which is controllable, whereby
sufferers are deemddameworthy Vescio, Sechrist andaolucci (2003and Batson et al.
(1997) howevey found that evokingmpathy wa®ffective in reducing bia®wards AIDs
sufferers regardless of causat Causality is central to Attribution Theory (Weiner, 1986),
which proposes that there is a process of information gathering before one is able to attach
meaning, or make causal judgements of sH@ehavioursJarvis and Russell (2002) suggest

that external and internal attributions are made constantly through interactions with others,
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whereby(1) pleasant or unpleasant emotions are experience(pbdliefs and judgements
of a person’s behaviour is based on thdtvidual’s character (internaittributior), or on
situational factors (external attributiomt)could therefore be padated that antfat attitudes
are formed through the MHPs emotions modified by Attribulibeory (Weiner, 1986)
alongside their judgements of their overweight and obese patient’s behaviours, and their
perceptions of controllabilityAs emotions can beodified by Attribution Theory (Weiner,
1986) one could gealatethatthis theory would also proweffective in reducing weight

bias.

In a review and metanalysis of relad research however, Lee, Ata and Brannick
(2014) suggeghat interventions based on Attribution Theory tend to produce wetikets
than those based on empathy building, Social Consef®gsy, or more copiex designs.
Teachman et a{2003) found that evoking empathy reduced weight bias, but only among the
overweight participants in their study’s experintamgroup, which may potentially havedn
a result of ingroup bias, whereby members of the stigmatised group manifest less stigma
toward fellow group members. With only a quarter of the 65 MHPs in the current study’s
experimental intervention group falling into the overweight/obese BMI caésgdat could be
speculated that in line with Social Identity Theory, members of a distinct group are more
likely to view group members in a more positive light and members of the outgroup more
negatively (Tajfel & Turner, 1986l fact, Gloor and &hl (2016) highlighedthe need to
includeadditional intervention conditions which would allow for a more comprehensive

assessment, than just using an empathy evoking strategy alone.

A review of weight bias studies by Werkhoven, Cotton, Dudley and Unlii (2016)

found that interventions designed to achieve attitudinal change are most likely to succeed if
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they are implemented using a comdttion of approaches, i.e. evokiegnpathy explanations

of the complex and alternate causes for obesity external to diet and exercise, personal
accounts of weight bias experiences, discourse regarding@dtioal noms towardobesity
andor promotingselfreflection to attenuate arft attitudesMacKean and GermAnn

(2013) state that of critical importance is the development of a culture that supports and
promotes the fundamental relationships between patients and healthcare professionals, adding
that patienteentred care is vital whereby, respatl regard is provided for each individual,
time is taken to understand the patient as a unique person, and credence is given to his/her
experiences. It thus becomes evident that within weight bias ressaagproach which

includes additional intervention conditions is perhaps necessadywhichmay have proven
more effective inreducingthe MHPs antfat attitudeswithin this studyFuture weight bias
studiesmay therefore warb consider combinig some or all of the below intervention§l)
raising awareness of the complex aetiologies of obesity (including the challenges in obtaining
weight loss despite considerable personal effort, discipline and commitment) and various
sources of weight bia¢2) the psychoeducation of (a) the importance of working

empathically and compassionately and (b) the consequences of obesity and weightlbias

(3) allowing MHPs to hear the personal stories of (a) patients’ experiences of weight bias
(including social, economic and environmental obstaclesj@ntie experiences of

respected health professionals who have become aware of their-redégbd biases and

found ways to address them within their practiagure research will need to examine

whether incorporating these other approaches proves stuldesg. emphasizing social
consensus, providing information about uncontrollable causes of obesity, or inducing
cognitive dissonance; Ciao & Latner, 2011; Lippa & Sanderson, 2012; O'Brien et al., 2010),

RU WDUJHWLQJ VSHFL¢F HBfaw 2RO With mpatksZokivgd X VW 9D UW
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approaches can improve stigma reduction toward people with obesity.

While experimentainterventionscombining various components (e.g. awareness,
empathy and compassion) magsitivelyimpactweight biasfurther investjationinto these
various multiapproach interventions necessaryore importantly howeveis the
investigation intole possible underlying mechanisms of each of these compd¢nentghat
factor's with regard to awareness, empathy or compassaynor may not impact weight
bias) Previous weight bias research has failed to examine the possible underlying
mechanisms of awarenessnpathy ocompassionand as a result have fdlto understand,
addres®r acknowledgehe various factors which may potentially be involved in attitude
charge Take empathy for examplatis expectdthat increased empathy wouddift antifat
attitudes, however studies attempting to evoke empattgducing weight bias have shown
to be largely unsuccessf(iffeachman et al., 2003). While this has aletays been the case as
seen in Wiese, Wilson, Jonasd Neise$1992), there has to be other possible underlying
mechanisms with regard to empathy which perhaps make attitude change more difficult.
While attitudes have been shown to be robust and resistant to change, the fact remains that
there have been instances whereby emotional responses toward people who are obese or
overweight have improved, and there have hestances whereby emotional responses have
worsened and thesenflicting findings are puzzling. Teachman et al. (2003) note that
guestions remain about what factors are needed to effectively modify these biases, adding
that many studies are limited byethrosssectional design and brevity of the manipulations
used relative to the pervasive afati messages in our culture, making it difficult to determine
whether null results occurred because of the weakness of the prime or because the
intervention does not reduce bi&voking empathy has shown to producied results with

regard to reducing antat attitudes, however Gloor and Puhl (2016) highlight that unlike

144



sympathy, empathy has a stronger component of relating to another person and taking his or
her perspective, so perhaps ‘perspeetakeng’ could be considered an example of a possible

underlying mechanism requiringore attention within the current weight bias research.

Hennings, Hilbert, Thomas, Siegfried and REI@7)used a short empatieyoking
video of overweight adolescents describing personal difficulties and experances
discrimination to modify antifat attitudes. They found that despite participants reporting a
greater understanding of the difficulties of lgpoverweight, the atly's results indicated an
increase irantifat attitudedollowing exposure to the video. Similarly, in the current study
trained MHPs had a degree of awareness regarding the various causes qgftbbesity
difficulties of being overweight and the effects of obesity and weight bias on one’s mental
and physical health, and even so, the results indicated an increasefan attitudes
following exposure to the empathy evoking vidBerhaps participasitanti-fat attitudes
became more negative, as viewing the intervention video featuring obese actors evoked
earlier memories of experiences with patients and people who are overaraghibese. It
could be speculated that the experimental intervention video eli@galve feelingssuch
as repulsion or disgugtr the experimental groymarticipants. This is in line with research
by Teachman et al2003 who highlighted that in attempts to evoke empathy, the portrayed
negative evaluations of an obese person haae served to reinforce rather than diminish
weight biasDanielsdottir, O'Brien and Cig@010)add thatif anti-fat attitudes areevoked
through judgments based on unacceptable physicaheppe and justified by attribans
and stereotypes, thémture research examining whether there may be a relationship between

antifat attitudes and a core etiam such aglisgust,with its link with morality, is necessary
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Danielsdéttir, O’Brien and Cia2010) notdhat esearchers have sought to apply this
empathy evokingtratgy to antifat attitudesvia appeals to the moreompassionatesocial
and accepting side of humaature (Gapinski, Schwartz Brownell, 2006; Henningst al.,
2007; Rukavina, Li &Rowell, 2008). Tterefore, tis appeaktould not be more appropriately
targeted with a population &5 acceptinggompassionatenonjudgemental and empathic
MHPs Postintervention testinghowever, highlighted that thgarticipans within the
experimental intervention group reported anéase in negativexplicit antifat attitudes
after exposure to the videlb.can therefore be speculated that an explicit preference for
individualsof a more ‘normalweight or BMI does not necessarily imply that these MHPs
devaluepatients who areverweight or obesdt may simply be more about their preference

of one BMI category over another.

Even with MHPsbeingaccustomed to the research process, data collection and
similar testing environmentd,¢ould be assued that those aware and asted of their
biased views, or fearing increased perceptions of judgement from othgtsy harcer for
more positiveoutcomes on the explicit attitude measuk®wvever the explicit attitude
measuresdespite being susceptible to demand characteristsaled thathe experimental
group participars antifat attitudesbecame more negative. Exposure to an empathy evoking
video of an obese woman being discriminated against by her GP and nursing staff because of
her weight, resulted in an increase ofjakve explicit antifat attitudes for the experimental
group participantsf this study compared to participants in the control group. While
individuals will unconsciously harbour latent prefereneéh regardto weight, explicit
attitudes considered controversial camimre susceptible to social desirability concerns (i.e.
it could be assumed thstHPs would mak a concerted effort toot be weight biased, to be

perceived more positively by their peers and colleaglieigrestingly, despite weight bias

146



towards patients being a potentially sensitive topic for some to explore, especially among
those working within mental healthcare, social desirability did not appeéay a significant
role in this studyasparticipants explicit anti-fat attitudes shown to become more negative
postintervention video. Therefoyelespite potentially appearing socially undesirable, it can
be assumethat these MHPrespondetb this study’s test measuresnestly as there would

be no advantage girofessionals working withimental healthcare fourposefully want to

come across as negatively weight biasmdards their patient&Vhile we could expect
participans to be selconscious, MHPs are trained to be reiflexand would therefore
potentially be more reflective tharther study samplgroupsthat have been included in

similar studiesThis being said it can be speculated that the MHPs responses to each of the

explicit attitude measuriéems, would have been taken seriously with much deliberation.

From pre to postintervention testing, response consistency is apparent. Prior to
exposure to the experimental video, explicit attitudes were shown to be significantly negative,
and after exposure the attitudes only Ibeeanore negativet tould be speculated that
perhaps participants simply remembered their responses to the items making up the explicit
attitudes measures at grgervention testing, and repeated these atindstvention testing.

Or perhaps the participahiattitudes remained negative as datiattitudes have been shown
to be robustwith weight bias remaining a stubborn probl@anielsdottir, O’'Brien, & Ciao,
2010; Lee, Ata, & Brannick, 2014yhis attitude ‘robustness’ may be explained by the
Elaboration Likelihood Model (ELM; Petty & Cacioppo, 1986) of persuasion and attitude
change, wherebmessages are received by a recipient, but if the recipient has a strong,
negative attitude toward the position proposed by the message, a boomeraragetiiesct
whereby the recipient ressshe message, and may moveagvirom the proposed position

(Griffin, 2012).1t could be speculated that in attempting to evoke empathy toward the
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overweight and obese, in order to reduce MHRggyht bias, exposure to the experimental
video challenged the participant’s perceptions of obesity, resulting in even more negative
perceptions posntervention. What also needs to be considered is the fact that post
intervention testing was carried out immediately after participants had completed watching
the control and experimental videoss aAttitudes have proven to t#ficult traits to change,
with antifat attitudesproving robust Lee, Ata, & Brannick, 2014), this immediacy effect had
to be casidered when interpretjrthe study’s results. With such a short break between
intervention and rgesting, it could be postulated that there was no time or not enough time
for any sort of attitude shift. Perhaps allowing more time to lapse between the intervention
and retestingwould have had an impact, but only further research factoring in timing effects
of the intervention would reveal whether longer breaks betweempdeposintervention

testing would have allowed participants time to digest the video content, andalytéatie
reduced their antiat attitudesFurther studies ar@so needed to investigate the possibility
that perhaps the increase in explicit datiattitudes in this study was due to immediate post-

intervention testing.

The experimental intervention video used in this study, created by the Rudd Center
for Food Policy and Obesity at Yale University, was initially designed to expose weight bias
in healthcare as well as raise awareness of the sources and consequencegighthisas
within healthcare setting#t.features both Dr Puhl andd®essoBrownell providing expert
commentaries on how stigma can affect individuals with ohd3ityingthe piloting stage of
this study, participants reported duringlatéefing that they wee alarmed by thbody
shaming content of thisxperimental intervention video, and stated that they had felt sad,
upset and angrafter realising the extent of weight bias patients who are overweight and

obeseencounter in healthcare settindy thosemployed to help. While no previous
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research was found wherelbys specific empathy evoking weight bias vided baen used

to impact participats antifat attitudesa similar video excerpt from HBO’s The Weight of
the Nation documentamyasused byBurmeister, Taylor, Rossi, Kiefndurmeister,

Borushok and Carel2016) Theyfound that among othéactors such afirst-person
accounts, expert commentary and expert opinion, evoking empathy proved effective at
reducing weight ias. Despite the firsperson accounts, exp@ommentary, expert opinion
and evoked empathy diis study’sexperimentaVideo, an increase in explicit weight bias
among the same participants reporting their alarm, anger aragjeuwt the weight biasd
discriminationthe patients who areverweight and obegmrtrayed in the experimental video
were seen to face.rn@ could therefore speculate thathmps this studg’experimental video
was not empathy evoking enough. Perhaps the content aeldrsipand alarming, but not
empathy evokingnough to modify one’s attitudeSapinski, Schwartz, and Brownell (2006)
noted that when depictions of obese characters were overly stigmatissngd participants

to feel empathy for thee characters. Wl Werkhoveret al.(2016) highlight that in a review
of weight bias research, they noted the possibility of unintentional increasesfat anti

attitudesdue to exposure of weight stigmatising beliefs and behaviour.

While thisstudy’s results indicated a significatifference in explicit attitudes from
pre- to postintervention testing due to the video intervention, the direction of this significant
effect was not in the direction initially hypothesised. This impoytautt unexpected, finding
showed that thentervertion dfectedthe experimental group participahiexplicit antifat
attitudes in that they became more negative. Tlhgst theseresults were a surpriséjis
video still had avorthwhile effecton its participants in thats content increased the
experimental group participatexplicit antifat attitudes The current study’sitervention
may potentially not have been empathy evoking enough to lessen participdat anti
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attitudes, Danielsdaéttir, O’'Brien and Ciao (2010) highlight that it is also posiséilevoking
empathy is a relatively indééctive strategy for antfat attitudereduction simply because it
enmphasiges the negative sides of being overweigranielsdéttir, O'Brien and Ciao (2010)

add that ati-fat attitudesare in part attribtable to perceiving obese indiuals & ‘weak’

(e.g. lazy, lacking selfontrol) and portraying them as pity worthy may merely reinforce the
‘weakness’ stereotype. Therefore, it may be more effective to invoke feelings of acegptanc
equality and respect for obese individualsen challenging anfat attitudes, rather than
evokingempathy or pityDanielsdaéttir, O’'Brien & Ciag 2010). This highlights an area

needing further exploration to determine potential effectiveness.

4.1.3 SubHypotheses

There were 5 suhypotheses and two lines of enquiry todoasideredegarding
potential significant differences in participant’s explicit and implicit éetiattitudes acress
various demographic variables, they were) Bgerweight and obese participants would
indicate more negative afftit attitudes towardgatients who areverweight and obesé3b)
younger participants would hold more negative-éattattitudes towards their patients who
are overweight and obesigan the older participants, ana{& there would be differences
among ethnicity groupsex and occupational approach with redarthe level of negative
explicit and implicit antifat attitudes. The additional lines of inquiry pertain to differences in
anti-fat attitudes dependent on (1) whether a participant worked privately or for the NHS, and
(2) whether a participant considered to be currently workirly patients who are

overweight or obese

At pre-intervention testingage and ocqation were the only two demographic
variables which demonstrated statistically significant differences in partisigamticit anti-
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fat attitudesMore specificallythe “Young Aduls’ and the ‘Counsellors’ indicatedegiter
negative explicit antfat attitudesThese results have been consatkewithin the discussion

of Hypothesis 1 (see section 4.1.The nullhypothesisvas rejected for subypotheses 3b

and 3e, with the researcher iiag to reject the null hypothesis for shlgpotheses 3a, 3c and
3d. No significant differences were found for MHPs working privately, or for those working
at NHS, and no significant differences were found for those who did or did not report to
currently work with patients who are overweightobeseAt postintervention testing, no
statistically significant differences in participant’s explicit and implicit &attiattitudes in

either the control or experimental were found across the various demographicesgariabl
Therefore, the researchiiledto reject the null hypothesfor subhypotheses 3a. No
significant differences were found for MHPs working privately, or for those working at NHS,
and no significant differences were found for those who did or did not report to currently

work with patients who are overweight or obese.

While no significant differences were found for Bfgubhypothesis 3a) in the main
findings at pre or postintervention, the descriptive statistics highlighted that the ‘Obese’
participants were more explicitly weight biased than the other BMI categwaesnd post
intervention teting. This is in line with earlier research which found that overintesgnd
obese participants indicatenore negative antiat attitudedowards their patients who are
overweight and obeg®Vang, Brownell & Wadden, 2004; Carels, Hinman, Koball, Oehlhof,
Gumble & Young, 2011; Latner, Stunkard and Wilson, 2008)ile the finding were not
statistically significant for this stuglyt is interesting to consider the descriptive statistics and
speculate whethehis difference may be due to an absence effoup’ biasor a lack of
positive social identity among overweight individuaBsgndall, 1994; @rels et al.2011,

Latner et al.2005) Blaine and Williamg2004) notd that werweight participarst exhibitng
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negative explicit attitudes toward overweight individuadsild be understood in the context

R1I WKH M Xéxpvesgrirtbedy &t Qe expression of prejudice (Crandall & Eshleman,
2002), wherebyeliefs about the controllability of weight is a social norm that correlates with
and MXVWL{;HV WKH H[SUHVVLRQ R ItSunarih Xe&aling h rbiddihaQ VW KH
of the 122 participants, only 2 were categorised as ‘Obese’. The descriptive statistics of this
study also revealed that at both-mead posintervention testingthe ‘Underweight’

participants held the mostgetive implicit attitudes. This in line with Tajfel and Turner’s
(1986)Social IdentityTheory wherebyndividuals express a more positive evaluation of
memberf their own group than members of th&-group in terms of 'irgroup

favouritism: Crandall and Martinez (1996) highlight that the belief that weight is
controllable, combined with cultural values on beauty and thinness, result in widespread
prejudice and weight discrimination toward the ew&ght and obese. Of the 122 participants
in this study, only 10 were categorised as ‘Underweight’, but even scaareuld

speculate that perhaps continued exposure of society derogating obese individuals and
glorifying thinness, may have led those of lower BMIs to hold more negative implicit
attitudes. Brown, Stride, Psarou, Brewins, & Thompson (2fiif)d that even nurses with
lower BMIs expressed more negative perceptions of ob&Sityle it is unknown whether

these 10 participants acatgorised as8Jnderweight’due to geneticmakeup, iliness, or

physical trainingthese participantsnay be more agent with their weight due to various

health and physical benefits, the avoidance of societal weight discrimination, and consider
their body shape to be closer to the societal ‘ideal’ than their overweight and obese
counterparts. Research also shows that overweight people evoke negative emotional reactions
in others, such as, pity, fear, disgust and hostility (Allon, 1979; Hiller, 1981; W&ieew&

Magnuson, 1988).
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While no significant differences were found for ethnig¢gybhypothesis 3cin the
mainfindings at preor postintervention, the descriptive statistics highlighted that across the
3 explicit attitude measures, th&hite’ participants were more explicithyeight biased than
the other ethnicity groups at pirgerventiontesting. This is in line with earlier research that
has shownWhite' participants demonstratingigher weight bias than the participants from
other ethrg groups i.e. Black, Asian (Hart, Sbrocco & Carter, 2016; Van Den Berg,
NeumarkSztainer, Eisenberg & Haines, 2008; Latner et al., 200%3.ddta could be
expected as it is in concert with traditional Caucasian European norms that equate thinness
with health and beautyHart, Sbrocco & Carter, 2016Fontinuing to consider the group
means, lte ‘Mixed’ participants however were more explicitly weight biased than the other
ethnicity groups at posihtervention testingOf the 122 participants, 101 were categorised as
‘White’ and only5 were categorised as ‘Mixed. Whilst these descriptive statistics are not
highlighting statistical significance, it is worth bearing in mind that while the group means
showed slight diffeneces, this data comes from unbalanced samples, and therefore
generalisability is questionabl€he descriptive statistics of this study also revealed that at
both pre and posintervention testing, the ‘Black’ participants held the most negative
implicit attitudes when compared to the other ethnicity grolijisworth bearing in mind
that only 3 of the 122 participants in this study were categorised as ‘BVabie the
descriptive data does not highlight statistical significance, this result is nttgvagrit was
unexpectedHart, Sbrocco and Carté2016) note thatvith African Americans, especially
those with high ethnic identityveightbiasis significantly lesgshan other ethnic groups.

They add thatdss bias matches traditional beliefs and norms for African Americans with
whom being “big” is considered beautiful, healthy and perhaps even necessary to ward off

potential disease and illnedsis worth speculating that perhaps these 3 participants living in
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London had become more ‘Westernised’ in their attitudes towards body shape and weight

due to societal influences.

While no significant differences were found fex gsulbhypothesis 3din the main
findings at preor postintervention, the descriptive statistics highlighted that the female
participants were morexplicitly weight biased than theale participantpre and post
intervention testing. fAis is surprising, as earlier reseahds largely found that male
participants hold more negative afdt attitudes towards their patients who are overweight
and obesélLieberman et al.2012; Hebl et al.2008; Hague &Vhite, 2005; Latner et al.

2005) While not statistically significant, it is interesting to consider this data as 80% of the
study’sparticipants were femal#.could be speculated that this difference may be due to the
fact that preoccupation with weiggain and body image is more of i@sue for woman than

men Already mentioned is thatverweight people may possibly evoke negative emotions
such as fear andisgust (Allon, 1979; Hiller, 1981; Weiner, Perry & Magnuson, 1988), while
there is also literature highlighting women’s hate and fear of weigh{@aifie & Chrisler,

1999; Hessdiber, 2007. It can be speculated that this hate and fear of weight gain has to do
with the extent women experience weight bias, with Puhl, Andreyeva and Brownell (2008)
noting that it only takes a modesgightgain for awomanto experience weight

discrimination. Considering the role of feminism, Orbach’s (1978)red{f book, Fat is a
Feminist Issue (1978), helpedmen see their private struggles with hatred of their bodies as
rooted in the social constraints placed on women’s autonomy and the patriarchal devaluation
of all things feminine (including fat bodies). The descriptive statistics foriptestzention

tesing however highlight that while the female participants were more implicitly weight
biased at préntervention testing, after the intervention video the male participants were more

implicitly weight biased. This could indicate that the study’s resultge wetentially more in
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line with previous research than originally thought. While this study’s sample is
unrepresentative, Banaji and Greenwald (2013) draw attention to the building evidence
indicating that implicit attitudes are at least moderately good at predictingoddl

behaviour, independent of the effects of people’s explicit attitudes.

Lastly, it is worth considering thdescriptive statistics for tredditional two lines of
inquiry. (1) Whatbecane evident when considering differences in attitudes between those
working for the NHS and those working privately, isttagpreintervention testingMHPs
working for the NHS were more explicitly and implicitly weight biased toward patients who
are overweight or obesAt postintervention testing howeverhile those working for the
NHS continued to show more negative implicit weight bias, MHPs working privately were
shown to hold more negative explicit attitudes toward their overweight or obese patients.
While no related research exists to camgpto or refer toand the differences between these
non-significant findings are small, it is worth speculating whether the mental healthcare
setting, training or workplace ethos could play a role in these subtle differences. Further
research is necesyaf2) What became evident when considering differences in attitudes
between those working with overweight patients and those who are not, is thataaidpre
postintervention testing, MHPs working with overweight patients were shown to hold more
negativéy explicit weight bias toward their patients, while those who did not report working
with overweight patients were shown to hold more negatively implicit weight bias toward
their patients, at both prand posintervention testing. While these finding® aot
statistically significant, further research in this area in needed because there may be more to
these results. 98 of this study’s 122 participants claimed to currently work with overweight or

obese patients, so while the findings may not be gesabddi due disproportionate sample
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sizes, the fact that those working with patients of a greater BMI report to be more explicitly

weight biased is of concern.

4.2 Strengths and Limitations of the Study

4.2.1 Strengthsf the study

A strength of this studyas that both explicit and implicit attitudes were examined.
As this study’s explicit attitude measures were-seffortquestionnaires and therefore
potentially vulnerable to response bias, social desirability congasfiscal correctnesand
other demand characteristics (Schwartz e28l03) an implicit attitude measuféAT) was
also consideredBy measuringhe participantsimplicit attitudes the strength of the study
proved more superior as these implicit evaluations occur witbhonscious awareness. This
means that while onean choose to hiddeir true explicit attitudeshould they wish to,
implicit attitudes are more reliabie predictng behaviouy negatingdemand characteristics
and response biases¢fcit and implicit attitudes are distinctly different (e.g., Bessenoff &
Sherman, 2002) and predict different behaviollnerefore while aher research (e.g.,
Diedrichs & Barlow, 2011) attemipg to reduce antiat attitudes failed to include the
measurement of implicit attitudethis study measured both anportant inclusiondr
expanding on the existing weight bi@searchThe IAT is weltvalidated measure of implicit
attitudes, and while no test is perfect the IAT has shown to be user friendly, in that it is easy
to carry out and interpre&hould accedsility to computerde problematic in certain testing
environmentsthe alternative is to administer the pen and paper IAT variaet IAT is
consideredh good predictor of discriminatory attitudesed to measure a variety of attitudes
(doping, racism, disability, gender, brandsid it is reportedly not susceptible to deception

or selfpresentation strategies.
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Thisis theonly studywhich examinesevoking emptly as an intervention to
reducingantifat attitudesamong those working within mental healthcse#tings As such,
the resuls could onlyadd to and expand on the existing weight bias researaing those
working as healthcare professiondlespite thaneffectivenes®f the experimental
intervention video in reducingnti-fat attitudes, e study did highlight the fatihat evoking
empathy througlaising awarenessf weight discrimination in healthcare settings could
potentially result in an increase in afdt attitudes. Similarly, @pinski Schwartz and
Brownell (2006) found that weight bias persistibpite twovideo interventionganempathy
evoking video of obese persons and a-manghtrelated control video While this study’s
findings did not support Hypothesis 2 in that at posgrvention testing those in the
experimental groups would rep@reater decreases in their explicit angblicit anti-fat attitudes
compared to the control grouphat the results did highlight was the fact that exposure to
scenes opatients who are overweight or obeseperiencing weight discrimination by

healthcare professionals maintain and potentially exacerbat@batiitudes.

This study is experimental; therefotbe methodological desigind techniques
within such quantitative research had to be carefully thought through. Parametricstatist
(SPSS \érsion 23, 2015) alload for anexploratory correlational researstudy whereby the
explicit attitude measures wecarried out before administering the I1AThus, the study
allowed for the assessment of not only a minimally explored area of re¢egptibit and
implicit weight bias among mental healthcare professionaig)also the impact of an
experimental intervention. This study thus stlol the urgent and necessary call for
suggestions or new directions in researching-&attattitudes and weight bigdanielsdottir,
O’Brien & Ciao, 2010) With the widespread prevalence of weight bias demonstrated in

previous research.@ Puhl & Brownell, 2001)Danielsdéttir, O’'Brien and Ciao (2010)
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highlight the lack of reducedntifat attitudes following most interventionsThis study adds

to others like it, suggesting that there are potentially psychological mechanisms other than, or
additional to, those being manipulated in this particular study which maypim@ertifat

attitudes and weight bia&iven the strength of antipathy toward those who are perceived as
overweight or obeséanelsdéttir, O’'Brien and Ciao (2010) highlight that research

pertaining to this psychological mechanism is an example of an area urgently required further
inquiry. Darielsdottir, O’'Brien and Ciao (2010) add that whileight bias interventions

adopting social norrand social consensiimsed approaches appear encouragiey are

scarce.

This study’s participants will have either attained higlesels of education and/or
professional qualificationdVhile some may not have completed a Master’s degree or
Doctorate, they may potentially have had experience in designing and administering their
own research studies, or have assisted thogeining by regularlylearning about and/or
participating in trainee’sesearch and data collectiorhis meant that most, if not all
participants would be used to participating in and/or carrying out psychbbspd
experiments and manipulatigres well as being familiar with the related ethical
considerationsPart of the researchsrtole meant that each testing location needed to be
controlled, with regardo monitoring timings, research procedures and participant behaviour
While the researcher had to be present througtesting at each of thiE25 participard
locations, their familiarity to this kindf testing environment helped the praces
Participans previous experience resulted in the researcher not needing to provide as much
support reassurance or explanations and the participants also appeared less anxious and more
confident throughout the briefing, testing and debriefing stadesrdsearcher noted that

familiarity with standargsychological testing environmerdgppeared to &l to less
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confusion about what was required from each participdiein compared to testirige pilot

study participants. While no similar studies where found whenetogreeous factors such as
participant performance anxiety, miscommunication or inaccurate test completiciedff

the studythese factors were initially a concern for the researcher. It soon became apparent
however, that these ‘researsbphisticated’ MHP<ompetently and thoroughly completed all
tasks without any of the above mentioned extraneous factors appeaffegtthe sudy

outcome.

4.2.2 Limitationsof the study

Testing locations generally proved unproblematic, however, there were a few
occasions whereby limited or no internet access became an issue. As all testing was done
online, having a strong internet connection was imperative. Testing usually took place at
locations unfamiliar to the research&hereforewithout asking participants about a
location’s internet reception beforehand, there was no way of knowing whether problems
accessing the onliregtitude measures would be encountered. Assuming all test locations
would have adequate Wi was mistake.nl instanceswhereby internet reception was poor
or nonexistent, the researcheould access the internet using an Apiplhone’s personal
hotspot. However, on reflection, volunteer participants should have been informed that
testing in basement or lowground offices would not be appropriate, as internet strength was
likely to be so weak that the test maees would fail to load. On two occasions, testing had
to be rescheduled. On these two occasions basd¢esting was the only location option, and
unfortunately being so removed from interneception range meant theaten the Apple
iPhonés personal hotspot failed to load. There were also three instances whereby the Inquisit
4 Web Player (Millisecond Software, 2015) failed to save participdats at post

intervention testing. This unfortunately was not something that could have been predicted or
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prevented, anthe programme malfunctiaesulted in three participantdata having to be

removed from the study. These participants could have bdeded atanother timgbutas

testing was lengthy, the three participashieslined the offerTechnical difficulties were
unfortunately a limitation that this study had to contend v@8tme NHS test locations had
multiple volunteers, which due to time constraints had to be tested simultaneously. Other than
the researcher’s laptpfhe NHS Trust computers or participant’'s Apple Macs were the only
solution for multitesting. Apple Macsinfortunatelydistorted the formatting of the

guestionnaire items so severely completing the explicit attitude measures was impossible, and
the NHS Trust computers had impenetrable firewalls which made it impossible to access
many external webpages, and this includezkas to the study’s attitude measures. This was
really limiting as simultaneous testing proviethbossible This meant that the study’s testing
format was not conducive to administering the explicit and implicit attitude measures at all
times, given the gxific requirements needed to administer the tests. Alongside measurement

issues encountered, another limitation to consider is the testing organisation of the researcher.

The researcher’s laptop had to be fully charged each morning, especially onttiays wi
backto-back testing. With travelling all day frolacation to location and orie-one testing
lasting up to 45 minutes, the laptop constantly needed adequate energy to allow for test
compgetion. This occasionally reqed thata participant be sat neamplug point (if possible)
during testing. As already mention@dheto-one testing took on average betweem35-
minutes so testing sessions could be considered quite |efiogthyme participantsOneto-
one testing was also very timely for the researcher. The researcher travelled all over Greater
London to be physically present at each test location. This was to ensure that each participant
was fully briefed / debriefed, any questions, or concerns were answered, interruptions were

controlled for or eliminated, the test was correctly loaded (as it caused confusion for those
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unfamiliar with the programme), and as the IAT was a timed response task, the researcher
had to ensure that each participant completed the attitude association task as quickly as they

could without stopping or taking a break.

It is also worth consideringeneralisability, irthat this study’'s sample was not
representative of the general population. The sample was however representative of the
specific industry sector, in that roles within the mental health professions are largely occupied
by white women. As this study’s sampilas mostly women (80%) and mostly white (83%),
the grouping categoriesaking up the independent variables were unbalanced. Therefore
prior to running the various SPSS tests, the more unequal grouping categories such as BMI
and ethnicity were reategorised (e.g., combining four of the five ethnic groups to create
‘White’ and ‘Other’). While a strength of the studsas that the sangwas made up of
gualified MHPs experienced and knowledjke to some extent with regaxresearch
experiments and manipulations, these MHPs may also potentially be memevaedfand
reflective than participaafrom a more general population. Participants which are potentially
more selconscious and analytical may be a limitation to the study asthég overthink
the aims of the study, or question and amend their explicit attitudes freno past

intervention testing

While the measures seledtwere appropriate with regai@the aims of this study,
they were not whout their limitations. Gmputerbased testing is not always u$eendly in
that it would most certaiglexclude certain participants.was therefore important to
consider that those with visual and/or auditory impairments would have trouble with this
method of testing (e.g., green and white wording categorising the IAT stimuli/words; hearing
the experimental video’s content).fere waslso the possibty of slower responses on the
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timed IAT tasks for those less IT competent and/or confident. With regard to the choice of
guestionnaireswhile relevant to the study question, some of the scalems were phrased

as double negatives (e.g., ‘Most obpseple are not dissatisfied with themselves’), which
participants reported needing to carefully think about, to ensure they responded accurately
Participants also reported feeling that the explicit attitude measures consisted of too many
loaded items with no context (e.g., ‘Obese people tend to have family problems’), and that
they had to take a position rather than remaining neutral to.ii&im¢e previous studies

have reported good validity and reliability using each othinee explicit attitude meases

(Puhl & Brownell, 2006Bacon et al., 2001factoring in possible human error and the fact
participants fe that they were forced to select certain responses, the researcher could not
help but question the validityf the explicit attitude measures in this instaricis also worth
considering that thE-Scale Fat Phobia Scale—Short Forffiocuses on the most negative
stereotypes about fat people” (Bacon et al., 2001, p. 255), which may be the most ingrained
or resistant to changA. limitation with regardo the IAT pertains to the selection of

‘concept’ and ‘attribute’ words/stimuliVords ©nsidered ambiguous with regard to
categorisation (e.g., while ‘Death’ may be considered an ‘unpleasant’ word tocirthey
participants others mayiew ‘Death’ as aelief/release from pain; various cultures view

death as positive i.e. reincarnation) may have caused confusion for participants. ‘Grief’ and
‘Pain’ were another two words categorised as ‘unpleasant’, which dependent on the
participant an also b seen as ‘pleasanfnother limitdion to consider is with regard to
carrying out both the preind posintervention testing in one test sessiBeing tested twice

in quick succession mayave l@ to practice effectand/or timing effectsThe participant’s
memory may be able to recall the agreed attitude frort@igostintervention testingand

while this study was crossectional rather than longitudinal, the researcher has to consider

the given length of time between pesd posimeasure®ang administered to both groups
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A break between the two sets of testing may have also reduced fatigue and allowed enough
time to reinforce the empathy manipulatiorhisTstudy’sthree explicit attitude measures

were selreport questionnaires and therefore potentially vulnerable to response bias,
experimenter bias, social desirability concerns, political correctness and other demand
characteristics (Schwartz et,&003), all of which might reduce the reliability and validity of

responseslo overcome this limitation, an implicit attitude measure alas considered

It would have also been worth considering alternatives to utilising BMI, which has
many weaknessekimitations include: an inaccurate measure for (1) those not of average
adult heght (i.e. the very tall and very shqr{p) those with a high proportion of muscle (i.e.
athletes may indicate a very high BMI which is not indicative of their fithess or general
health), (3) those under the age of 18 years, and (4) those who are pregnant orMHISIng (
Choices, 2016; WHO, 2014:As BMI does not account for different body shapes which do
not necessarily have anything to do with excess body fat, the study’s BMI measurements may
be inaccurate. The researcher encountered this with one very heavily pregnant participant, so
instead of taking her current weight measurements, this participant was only measured for
height and then provided a se#fport prepregnancy weight measuremenkhis was done as
the participant’s wight gain was considered temporagd had nothing to do with her pre
existing levels of explicit and implicit weight bias. While considered a relatively straight
forward and simple formulatioBMI = mass (kg) / heigt (m)), calculating an individual’s
BMI should be carried out by those working within the medical professidresefore, the
researchés competency in this case could be queried. Calculating each participant’'s BMI
while not being a trained health practitioner (i.e. nurse, health visitor) is considered a
limitation. There are also alternative tools researchers cuiligk instead qgfor in

combination with BMIcategorisationthesenclude Body Adiposity Index, Waisto-Hip
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Ratio or the Waist Circumference Measurem@@hile these alternatives provide indications
of an individuals degreef body fat, they are not free of limitatioasd may not be the most
logical or practical option for all research studi€se Body Adiposity Index (BAl) is a ratio
of hip circumference to height which is strongly correlateanandividuals body fat
percentage and whilgidely believed as more accurate than BMls measurement provides
‘approximates’ which are still in eel of further research and development with regaed
wider demographic of subjeciRahmat, 2017)The Waistto-Hip Ratio (WHR) which
calculates the amount of fat one has around their waist cannot be used to assess pregnant
women, individuals who have had liposuction to the waist or, bipgsedstraight after an
individual haveeaten as any artificial increasea participant’svaist or hips circumference
will not lead to an accurate measurement (Bailey, 2@r@)sseur (2007) highlighted thaget
utility of the waist circumference measurement is not to replace BMI or WHR, but that it
should be used in conjunction with, as it is calyartial predictor andot an independent

predictor of obesityelated disease.

The IAT is considered aredictor of discriminatory attitudes, reportedly
unsusceptible to deception or spibesentation strategies$.should be consideredlowevey
that as this study’s participants work within the field of psychology there is the possibility
that they may bé&amiliar with the testand thereforeauld impact test outcomeShould
discrimination and attitude bias be research areas of interest, or should participants have been
involved in similar studies, the3¢HPs potentiallyfamiliar with the IAT may recalthat
reaction times determine the test outcomes. Shoulgdtieipans preintervention results
highlight that they hold negative implicit aféit attitudes, they could in theory slow down or
speed up their association responses if they wanted thenpaysention results to differ in

one direction or anothelAT reaction time could also potentially be influenced by other
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factors such as participants becoming bored, distracted, or confused when test is reversed.
Age and cognitive ability could affect reaction tsweo. While it has been mentioned that

the IAT is considered to be user friendly, it dbesveverrely on the researcher’s
interpretationlt is also worth considering that participants may be more likely to associate
positive attitude with familiar conceptge.g., due to the effexof specificmedia exposure,
resulting in societal views rather than personeivs. The IAT is Imited to testing only two
opposing categorigsstimuli, and it also requires a certain number of correcoresgs in

order to get resudt therefore if participants madoo many errors while completing the test,

the feedback wdd report that there were too many errors to determine a result.

Lastly, while qualitative research methodsmatngeneralise fidings, quantitative
research methods do not allow for the exploration of affectivereqresQuantitative
research methoddp not allow participants tgive indepth explanationand the study’s
researchers cannot explore the various phenombith may arise from the datahd@
structured questionnaires usé&d OP; BAOPR, F-Scale) also meant that particippa only had
alimited numberof responsealonga Likert scale€.g., 3 to +3; from ‘I strongly disagree’
to ‘I strongly agree’). Theespons®ptionsselectedluring developmenif these
guestionnaire scaldgllison et al., 1991; Bacon et al., 2004&)so failed to include a
‘Neutral’ response (Vagias, 2008)his meant participants were forced to pick an option on
either the lower ohigher end of the rating scales offerihgir attituds (i.e. to ‘agree’or
disagreed) to varying degreé®rcing participants to take a stance could have potentially
biased the study’s end results as truly neutral people had to select a category which may not
have truly represeat their opinion. Feedback frosome participants after testing included
that they would have liked to remain impartial on some of the’satdens Testing fatigue

also had to be considered, as administering and completion of the assessment battery took the
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reseacher and participants between85 minutes.

4.2.2.1 Problems with research and theory

While it is questionable whether attempting to eveknpathy was the right approach,
the experimental video in this study was designed to be emotive in order to work as an
intervention. There was however the possibility that some participants may have found the
video’s content too sensitive or offensivadanstead of evoking empathy the video content
may only have activated negative feelinggp(lsiondisgust) and discomfort for the
participants. Perhaps in attempting to evoke empathy participants were reminded of (1)
negative experiences with individsalho are overweight/obeser, (2) negative
characteristics and evaluations (e.g. pity) of individuals who are overweight/obese which
only reinforcel the stereotype of being weak. Thusay potentially have been better to
attempt evoking feelings of acceptance, respect or equality, with Danielsdottir et al., (2010)
adding that appealing to the compassionate side of human nature may have been more
effective. Given the direction of effeatas not what was expected (i.e. participants’ explicit
attitudes becoming more negative pwgervention), future studies could consider obtaining
feedback from the experimental group participants for verification of what emotions and/or
reactions were evoked by the video. In fact, it remains unclear as to what was evoked from
this study’s intervention video, if not empathy. There is also the possibility that this study’s
intervention video was not overly stigmatising enough for the MHPs and that perhaps further
testing, and development was necessary. Without evidence from previous studies regarding
whether the video’s content would be effective enough in evoking empathy, perhaps a full
scale evaluation of the intervention itself would have been warrambeneby weaknesses
would have been identified and the video would have been further refined, to a point where it

could reasonably be expected to have a worthwhile effect (Medical Research Council, 2006).
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The Medical Research Council (2006) discusses hamdworks for intervention

development and evaluation may be useful for future studies, in that guidance on the
development, piloting, feasibility, evaluation, reporting and implementation of complex
interventions to improve health is provided. Taken into account is the valuable experience
accumulated, and extending the coverage in the guidance of complex interventions outside
the health service. These frameworks are intended to help researchers (1) choose appropriate
methods, (2) understand the constraortgvaluation design, and (3) weigh up the available

evidence in light of these methodological and practical constraints.

Following on from the appropriateness of the empathy evoking intervention, it would
also have been worth considering the difference between affect and cognition within this
study, and whether certain emotions (e.g. disgust) toward patients may have potentially
interfered wih the MHPs clinical work. De Dreu, Baas and Nijstad (2008) explain that while
cognition is the mental activity girocessing information, whereby one is able to consciously
form attitudes, interpretations and judgement (i.e. liking / disliking a person, thing, or group)
through analysis of sensory information, affect are the feelings we experience every day,
which ae bothreactive and outside of conscious thought. Affect incdweotions which
while short lived, are intense, caused by specific events and accompanied by high levels of
arousal(De Dreu, Baas & Nijstad, 20Q8)Vhile Batson and Ahmad (2009) explain that
increased empathy may reduce stereotypes and prejudices of stigmatised groups via cognitive
components by reducing blame or controllability attributed to targets for their situation or
status), Pettigrew and Tropp (2008) highlight that empathy may function through more
emotional components such as decreasing participants’ anxiety felt toward the target. So
while MHPs mayhold certain cognitions regarding their patients and their patient's weight,

perhaps this study could have paid maitention to the MHPemotions (e.g. disgust,
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distastecontempt or anger), dsese emotions may hapetentially interfered with this
study’s measures of weight bjasd may also be interfering with the MH&iical practice.
lyer and Leach (2008) higijght that emotions form an important part of stereotyping,

prejudice and intergroup relations.

In a study by Vartanian, Thomas and Vanman (2013), participants indicated the extent
to which they felt disgust, contempt and anger toward people who ae. dbéhe three
emotions only disgust was a significant positive predictor of obesitgatypes, and
therefore shown to plagn important role in negative attitudes towpemplewho are obese
Rozin, Lowery, Imada and Haidt (1999) indicate that disgust is a 'motion’, which is
related to prejudice toward various social groups that are uniquely associated with violations
of socialnorms or moral standards (Hutcherson & Gross, 20d fact a study by Krendl et
al. (2006) found activation in brain regions associated with disgust when participants viewed
images of individuals who are obese. Considering these findings, this study may potentially
have benefited frorgetting participants to indate the extent of disgust they fetvard
obesity prior to and potentially after testing. While all participants were practicing MHPs and
potentially more selaware and reflective than other target groups within the general
population, what was learnt reviewing weight bias literaisiteat no one is immune t
weight bias and anfat attitudesPope, Sonne and Holroyd (2005) highlighted &hat
therapist experiencing feelings of disgust during their clinical work, may, as practitioners find
it "exceptonally difficult to acknowledge these feelingg: ((42) as feelings of disgust
toward apatient who is overweight or obese would notbssistent with the MHPs notion of
a caring, empathic professional whose role it is to help those in need. Igiheripgesence
and impact of disgust toward a patient because of their weight could be detrimental to the

trust and rpport built within all therapeutialliances In fact, one of Yalom's (1991) patients
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who he had reported being disgusted by, responded acknowledging complete awareness from
their initial encounter of how he felt towards Hedidn’t feel comfortable’ — that’s putting it

mildly. Do you know that for the first six months you hardly ever looked at me? And in a
whole year and a half you've nevenot once — touched me? Not even for a handshake!””

(p. 115). While it is importarto consider the impact of an emotion such as disgust being
present while working with patiegtMHPs realisingheyfeel disgisted by their patient's
weightwould no doubt result in feelings of anger, shock, guilt, anxietycandlision about
boundarieslt could thus be speculatehat an emotion such as disgwstuld not only be

shown to impact th#MHPsclinical work but had disgust been measured for within this
study,the presence of this emotion may potentially have impacted the study’s results. Disgust
and the implications of MHPs holding such an emotion toward their patients who are
overweight and obese was overlooked in this study, hemfature studies would benefit

greatly by ncluding measures which asséss presence drextent of disgust.

Perhaps another arearesearch overlooked was the role of compassion, and how it
may potentially impact weighelated prejudice. In considering ways to addressciadu
weight bias and stiga in British Columbia’s healtare system, MacKean and GermAnn
(2013) note that working with patients in a safe enthpassionate manner is key. They add
that selfawareness i.e. personal and professionalrefifction and undstanding of one’s
own biases and attitudes about weight, and the extent to which they are manifested in is
important if we are to ensure that our weigkliated assumptions do not impact the care
provided to patients. MacKean and GermAnn (2013) also found that what emerged as a
dominant theme was that patients who were overweight wanted to be treated like human
beings, with health professionals “checking their bias and judgeat the door”, and

looking beyond the weight to see the person. Patients whoaverweight and obese
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reported wanting to be treated with dignity, respect and compassion by healthcare
professionals. With this in mind, it could thus be speculated that within this study, perhaps
attempting to elicit compassion among MHRal{er than empathynay have shown to be

more effective inmpacting antifat attitudes.

4.3 Direction for Future Research

In reviewing the weight bias research which currently exists, there appeared to be an
imbalance of literature. This imbalance refers to the extensive number of weight bias research
studies carried out solely in the USA, as well as the quantity of studies focussed on weight
bias within the medical healthcare professions. To correct this imbalance, further research is
necessary. There are manyeresting weight bias sies which have either been (Brried
out in the USA and so need to be replicated in the UK and elsewhere in the world, to
determine whether the USased results can be generalised internationally; or (2) focussed on
weight biasheld by those working within medical healthcare, and so need to be replicated
among those working within mental healthcare, to determine whether the results found can be
generalised across other healthcare professions. For an evaluative standardedseie be
normative data. Therefore, it has to be determined where MHPs and specifically counselling

psychologists fit, when being compared to nurses, physicians, physiotherapists, dentists etc.

Weight bias studies date tioee 1960’s RichardsonGoodman, Hastorf & Dornbusch,
1961) and so can be considera@latively ‘young area of researchVith less than 60 years
of weight bias investigation, there are bound tgé#yes in the literaterneeding
consideration, with scope for many novel and innovative research studies. Weight bias within

mental healthcare in the UK needs to be adequately represented in research, and there needs
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to be speific contributions with regard to counselling psychologyrther effortsare

warranted to evaluate the peese of veight bias withirmental healthcarpatientprovider
relationships given the implications for clinical treatment and the psychological, emotional
and physical health outcomespattients who arebese. Puhl, MosRacusin Schwartz and
Brownell (2008)and Maclean et a{2009) highlighted that further researchsweeeded to
examine effective ways of (1) changing people’s biased attitudes toward overweight and
obese individuals and, (2) addressing the societal factors that reinforce weightrhast a
decade on anthese investigations continue as there is still more exploration needed into how

we tackle societal reinforcers of weight bias, and how we effectively redudateattitudes.

Future work should examirtbe explicit and implicit antifat attitudes of MHPs with
a focus on demographic categorisation. While reviewing the literature for this study, what
became apparent within weight bias asé in general, was the number of studies available
which considezd explicit and implicit antifat attitudes across the participdrdemographic
differences The number of studies became even more limited when reviewing the weight
bias literature specific to those working within mental healthcare. The demographic
differences mentioned refers to diffeces in explicit and implicit anfat attitudes based on
age group, ethnic group, gender, BMI category or job role within the mental healthcare
system. This data is necessary if we are to obtain a clearer understanding of overt and subtle
weight bias towats patients who are oveeightand obese within mental health settings.
Future work should also examine what it is about weight discrimination which appears to
make it more acceptable within society when compared to the more unacceptable
discrimination of one’s race, sex, age or sexual orientation. Adding to this research,
interventions showing success in altering attitudes biased toward sex, race, age or sexual

orientation ned to be considered with regard to weight bias, as the intervention could also
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prove helpful in modifying antfat attitudes.

Further research should also consider weight bias over time. No studieewete
which retested the same participanti®urs later, days later, months later or even years later
to determine whether their exgt and implicit antifat attitudes improved or worsened over
time. This study reested participants immediately after the intervention video with perhaps
minimal time to allow any effect to take place. With attitude traits being robust to change,
furthe studies should investigate the effects of (1) a longer time lapse before post
intervention testing, and/or (2) carrying out{paed posintervention testing on the same
participant’s weeks, months or years after the initial study to determine whetikiet a
attitudes have increased or reduced. Mixed method approaches whereby participaats can b
interviewed would be interesting, as insight may be gained into how or why this weight bias

has reduag, increased or stayed the same.

Weight bias is bdirectional and as two individuals make up therapeutic patient
provider relationship, it would be interestitggfind out more about patieitexplicit and
implicit attitudes towards therapist of a higher BMI. Dadientshold antifat attitudes toward
their overweight or obese doctodentists, physiotherapists or counselling psychologists?
Puhl et al. (2013lound that people report more mistrust of physicians who are overweight or
obese, are less inclined to follow their medical advice, and more likely to change providers if
they perceive their physician to be overweight or obese, compared tveameight
physicians who elicit significantly more favourable reactions. Researching weight bias
among both healthcare professionals and patients, would benefit from ru@atin

qualitative research which could explore the ‘if’, ‘how’ and ‘why’ of whether thesefanti
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attitudes were shown to afteibe therapeutic relationship.

While future studies need to examine more effective weight bias intemenother
sources which may be influencing an individual’s datiattitudes need to be considered.
There is also agedfor a greater understanding of the relationship between the internalisation
of social standards and aifit attitudesin orderto appreciate the affective experiences
individuals, have in relation to their own and others’ bodies (Vartanian, He&rRantivy,
2005). ritureresearch also needs to consider the effects of various weight bias training
coursesWhile one could assume that these training courses would be carefully considered
and designed, aiming to sensitively educate through raising awarehesshis study and
others like it have shown (Flint, 2011), is that exposure to images or scenes of overweight
and obese indidiuak have impacted participaghtanti-fat attitudes in that they have become
more negative. Therefore, research needs to be done to ensure that training courses do not
negatively impact on participatattitudes and instead, would help participants consfdigr:
their attitudes towards their patient’s weight; (2) the language they use when working with
these patients; and (3) their actions when working with these patients, while gaining a better
understanding of the stigmatising experiences overweight arse aftividuals face daily

within society.

Other rich areas to consider for future research would be to (1) investigate what
individual differences among participants would reguthe expression afeight bias or the
internalisation of weight bias, o2)explorewhether evokindeelings of acceptance, equality
and respect would prove more effective than evoking empathy in challenging participant’s
antifat attitudes Evoking empathy has occasionally been shown to be a relativeigaines
strategy for antfat attitude reduction and as sughnielsdéttir, O'Brien and Cia2010),
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suggest invokindeelings of acceptance, equality and respect for obese indivighals
challenging antfat attitudes, as evoking empathyayemphasis the negative sides of being
overweigh, and portraythe obese as pity worthy potentially reinforg the ‘weakness’
stereotypeFuture studies could therefore investigate the impact of intervention videos which

evoke feelings of acceptance, equality aegpect for obese individualather than empathy.

Lastly, considering the limitations of this study, researchers wanting to expand on
weight bias research using the explicit and implicit attitude measures used in this study,
should potentiallyqualify, in advance, whether participants were (1) familiar with any of the
test measures, (2) IT competent, (3) prepared to select preferences rather than remaining
‘attitude-neutral’, or were (4) confused by scale iteffisis data collection could berced
out during the study briefingvhereby sample scale items highlighted as ambiguous could be
given Researchers interested in adding to existing weight bias research should be aware of
and prepared for the technical issues they may encounter (ryeacrare laptop, laptop
charger, and a Wi dongle for remote internet access. Pen and paper versions of each
attitude measure exist; therefore the researcher should carry hardcopies of these for
participans with visual disabilities or for those whoveatrouble viewing the measures-on

screen.

4.4 | mplications for Counselling Psychology Pradgte

Practical implicationgind potential impact

With weight bias beingpdumented in research studies amphygsidans, nurses,
medical students, studemtirses, rehabilitation counsellors, dieticians and fitness

professionals (Puhl & Brownell, 2001; Puhl & Heuer, 2009, Kaplan, 1884#)lar studies
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among MHPs araeecessary to determine the implications and potential impacts within
counselling psychology practice. With previous reseéfthzinga etal., 2009; Ferrante et

al., 2009) demonstraig that healthcare professionals report viewpagents who are obese

as lazy, dishonest, lacking in seintrol and unintelligenit could be assued that MHPs

hold the same attitudeHuizinga et al(2009 reportecthat,even physicians who havaken

an oath to adn the best interests of their patieatsl to correct anyjusticewhich may

cau® patients harmwere found to view their obese patierds less seldlisciplined and less
compliant Therefore, even with such ethical standards in glagsicians have reported
finding patients who arebese, a waste of their time and more annoying than patients of a
lower BMI, physicians have also reported having less patience, less respect dediles®
helppatients who are obeg¢Huizinga et al., 2009; Hebl & Xu, 201t therefore cannot be
overlooked that otherworking within the healthcare professions may be just as susceptible
to the same anfat attitudes. Patients piicig up on thesevert and/or covert antat

attitudes have reported feeling disrespected, berated and dismissedltindeaproviders,

they perceive that they will not be taken seriously, and feel their weight is blamed for all their
problems(Brown et al., 2007; Edmunds, 2005; Bertakis & Azari, 200%8)den and Clementi
(2010) highlight that obesity is a highly stigmsatd condition generating a muliikel of social
reactions, wittthis ‘enacted stigma’ by othernisnpacting the obese individual’s ‘felt stigma’.
While Ogden and Clementi (2010) add that the influence or experience of enacted stigma
towardobesendividualsis a neglected area of research, it can be speculated thatghatient
awareness of such negative weigtlated viewsy those who they trust and turn to for help,

could possibly affect thpatientprovider relationship.

Research has shown that patient care is affected by thedatattitudegPuhl,

Gold, Luedicke& DePierre 2013; Puhl & Heuer, 2009¥ror instance, wring interactions
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with their patients who are obedeealthcare prfessionaldhave repord thatthey spend less
time in appointments, less time in discussion with patients, offer less referrals and
interventionsand tend to assigmore negative symptom&8g¢cquier et al., 2005; Bertakis &
Azari, 2005; Hebl & Xu, 2001). AmyAalborg, Lyons and Kerang2006) highlightthat
patients have reported negative attitudes and feeling disrespected by their healthcare
providers, and it is this weight bias that has shown to impact patients in that they are more
likely to have lower motivation levels fohange Yartanian & Novak, 2011), have higher
programme attrition§chvey, Puhll.evandoski& Brownell, 2013) and avoid healthcare by
delayng and cancéing appointments (Drury & Louis, 2002). Within counselling psychology
practiceand training there is nplace forweightdiscrimination as weight biased MHPs

would find it impossible to work as efficiently and as effectively as possiblepattants

who arevulnerableif their antifat attitudes were impacting on the therapeutic relationship
and the dynaius within the therapy rooniNot only does this raise the probability of
relationship ruptures, but it would affect any rapport thdtteen built Those working

within mental healthcarenderstand that each patient comes with their own set of unique
experiences and needs, and as patients are so different from each MtiBrsapproach to
therapy needs to be customised to the patient they are workindnigttventons and
therapeutic plasineed to be bespoke to each individual, as the patient’s presentingrissue
issues that arise for patients within the therapy room can never be treated with strategies

which are considered a ‘one size fits all’ solution.

A personeenered approach to therapy usyaiénds to be the foundation which
MHPs buid on when working with patients. Roger’s persamtered approaci951)
consists of three core conditions which are essemititdides a MHP would display to show

respect and acceptance of the patiantl that thg value their patient who is consi@eras a
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human being of worth. These three core conditinokide: (1) congruenc¢eavhich is the
requirement that MHPs be authentic and genuine while working with patients therapeutically;
(2) unconditional positive regard, which refers to the MHPs deep caring for the patient,
valuing them for who they are and so maintaining a positive attitude toward them, even if the
MHP may not approve of some of the jeait's actios; and (3)empathytherdore sensitively

and accurately understanding a patient’s experiences and fg&imggrs, 1975)With these
conditions core to thioundation of mental healthcare, it would not be possible for a MHP or
trainee to do good therapeutic work whél) attitudes towards thepatients who are

overweight or obesare negativeg(2) they are not considering all possible interventions, or

(3) their patients feel they are being disrespected. Building trust and rapport with patients is
paramount for those working withmental healtbare,but if patients feel their MHP cannot

be trusted, or if they feel their MHP does not accegiueor understand them, and is not

being genuine this will potentialiynpact on the work, resulting in patients avoiding therapy
sessions by delaying and cancelling appointmemd in some cases never returnig.

example of this is atudy by Puhl, Peterson and Luedicke (90%ho found thabf 1,064

adult participants20% of patients stated they would avoid future appointments with their
physician while over 40% reported feeling upset, embarrassed and bad about themselves if
their physiciarreferred to their weight in a wayahmade them feel weightdsed.While a

study of 498 obese women by Amy et @006)found that participantdelayed accessing
preventative services due to disrespectful healthcare providers holding negative attitudes, the

embarrassment of being weighed, as well as medical equipment besrgdtho

Weight bis forms a vicious cycle for the overweightalvese individual. While this
cycle may be evident in the workplace, interpersonal relationships or in educationa$ setting

it also occurs within healthcare.&ight bias from healthcare professionafsl traineesnay
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leadpatients to experieeqegative feeling which may be internalised, or they may be

directed toward the healthcare professi@mal/or healthcare experience. To escape these
negative feelings patients may avoid headtiecompletely resulting in poor selareand

other unhealthy behaviours. Obesity therefore persistsmay potentiallyworsen which

results in various health consequences leading to increased healthcare appointments, which
may be with a healthcare pra®onal who holdantifat attitudes. Gnsideation ofthis cycle
within mental healthcarns important, as MHPs could potentially be adding to vulnerable
patient’ existing patterns of negative thinking and behaving, and the assoueaative

feelings. For a therapeutic relationskopwork, MHPs need to ensure patients feel contained

in a safe, confidential and ngmdgmental environment offering mutual trust. MHPs work

hard to ensure patients do not avoid their sessions or avoid various cognitive and behavioural
strategies aimed atanaging andt overcoming their mental health issudé&eight bias in

the therapy room i compromise mental healthcare with patients reducing or ceasing

various mental healthcare services

Weight bias in mental healtheais a sensitive area of work as patients seeking
assistance will come with pexisting mental health issues (e.g., phobias, personality
disorder, postraumatic stregsand thus, should be handled gently and with consideration.
Weight bias also has psychological consequences which can make indivigdnarabled
depression, anxiety, diminished sefiteem, perceived inadequacy, poor body image,
elevated risk factors, suicidality, maladaptive eating behaviours such as binge eating,
unhealhy weight control practices, or eating more food to cope with the stigutddt al,

2013, Puhl & Heuer, 2009; Puhl et al., 2007; PRetersor& Luedicke, 2011). br those
seeking assistance from services within the general healthcare system, weight bias has the

ability to worsen a patieid current state by resulting in the addition of a mental health
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concern(e.g., a diabetic developing depressionhiM/the riskfor patientswith preexisting
mental health issuess that the mental health issues @itber exacerbatear the patienmay
develop further mental healibsues (i.e. low selfesteem wagens, or generalised anxiety
developed)Puhl andBrownell 2006)found that of 2,449 women, 79% repadrtbat they
turned to eating as@png strategyin response to the stress caused fvoeight bias
experiences, while studyy Puhl, MossRacusin and Schwart2@07) found that even after
accounting for low selésteem, depression and the amount of weight bias experienced,
women who internaded experiences of weight & and blamed themselves for such
discrimination engagedn more frequent binge eating. Wamypwnell and Waden (2004)
reportel that overweight individuals appear to internalise thegshwweight biassthat
existin society. A implication of internaliating thesestrong, consistent, and negative
weightassociations, without a preference fiorgroup’ memlers, may in fact serve to
perpetuate psychologicmisues (Wang, Brownell & Wadden, 200k)is therefore important
that those working within counselling psychology practices and other mental healthcare
settingsbecome aware gfand gain an understanding tife disparities and compromised
care patients withigher BMk may facewithin the healthcare sectoAdding to this, MHPs
holding explicit and/or implicit antfat attitudedoward theirpatients who are overweigahd
obese, becomemotherbarrier to quality healttare, as well aseinfordng the biases they

already experience within various societal contexts.

While some research indicates that being obese may not always have a negative
impact upon an individual’s pskiological state (Jar, Korten, Christensen, Jacomb, Rodgers
& Parslow 2003), MHPs need to bear in mind tkia relationshigetweerobesity and
mental health is bidirectional. Carey et al. (2014) highlight there is limited data on the

prevalence of comorbid obesity and depression, and while the causal relationship remains
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unclear, understanding more about this comorbidity is important not only because depression
and obesity are both associated withigogtigma, low seHlesteem, and chronic health

conditions (Clarke & Currie, 2009; Patten et al., 2008), but because obesity coupled with
depression has significant economic implications, for example, high service usage (Atlantis

& Baker, 2008). This findig, however, may be countered by the fact tlaite there isa

huge demantbr sud healthcare services, patients may avoid, delay or cancel appointments
and treatmentuk to the weight bias they haseperienced by the very professionals in the

positions of cargtasked inassising them.

Counselling psychology practiedong with other mental healthcare setsipgdes
itself on offering those in need, confidential, empatheionjudgmental and copassionate
support by qualified professionals who are considered good listskilless] communicators
and who adhere to a code of ethical guidediiNational Institute for Health and Care
Excellence; NICE, 2016).ésearch has however shown that no one is ineno weight
bias, and this includdsealthcare professionals working with obesity. Therefore, those
working or training within counselling psychologs well as those wiith other mental
healthcare settings musbnsider the implications of weightas with regardo their
reputation as a practitioner, the reputation of their clinical practice and associated colleagues,

as well as the reputation of their profession as an indssttpr

Explicit and implicit antifat attitude training courses would beneficial for both
mental healthcare trainees gmacticing MHPsNot only would such training clarify the
concepts of, and differences between conscious and unconscious weight bias, but it would
also highlight the prevalence of weight bias withealthcare ands associated implications
includingits effects within the therapy roorfihe importance of training healthcare
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professionals and trainees is highlighted by Swift €8113) which foundunacceptable

levels of weight bias amortpat UK students training to become nursesgmngiciansif

such taining courses were compulsory for mental healthcaresiaih would ensure that all
MHPsbegan their careefsom an equal standpoinh terms of societal weight bias
awareness, as well agplicit and implicit antifat attitude seHawarenessRefresher weight

bias training throughout one’s career would ensure this type of discrimination remained as
‘on the agenda’ over the years, as other discriminated patient groups (e.g., LGBT, OAPS)
have been. This refresher training would not only help supervisorst¢éo epport

devebping trainees, but it would also help these practitioners develop a deeper understanding
of how their experiences may impact their practéile potentially too costly, weight bias
training programmes could include simulations whereby trainees and/Bs Mite played

clinical experiences witpatients who are overweight and obese.

4.5 Reflections

Personal Reflexivity

It is vitally important to consider one’s own position within the research and how this
could potentially impact on the research process. One may attempt to remain as objective as
possible with regard to taking a neutral stance when viewing their resedccmes, but
being so personally invested in the research will no doubt have some influence. For some
time now, | have worked within mental healthcare and as an aspiring MHP, with a keen
interest in counselling psychology, | felt it made complete senfeetis on this particular
population group. Every day for the last 3 years, | have worked with, and been supervised
and lectured by MHPs — so given the opportunity to carry out a research study of my choice,

it seemed logical to focus on such an intriguamgl specialist psychological cohort. In
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particularl wanted to investigate their pbcit and implicit antifat attitudes especially
considering the patients who are vulnerahky work with and the documented effects of
weight bias on one’s emotional, psychological and physicattveatig. Additionally, this

target population has previously been largely overlooked. It seems such an important and
obvious area of research, bovéstigation of MHPs egaticit and implicit antifat attitudes is

an area largely untouched in terms of earlier studies. | also felt that regardless of this study’s
findings, the outcomes would no doubt be insightful and of interest to many, especially with

obesity rates and weight bias statistics on the rise.

Coming from South Africa, | felt there were other factors to consider with regard to
potentially shaping my views and level of interest around this topic area. (1) Witnessing
much gender and raciaisgrimination growing up, | have always wanted to understand and
know more about these prejudiced ways of thinking and behaving; and (2) culturally the
norm was to spend most of your ‘down time’ outdoors and being physically active, and
usually competitivly. With hot temperatures, one tended to edelitind drink a lot of water.
Therefore, whilsbeing overweight or obese was not unusual, it was not very common. This
type of lifestyle is what | grew accustomed to, and so | feel it is worth bearingnchwaith
regardto my interest in eicit and implicit attitudes towards those who are either

overweight or obese.

What sparked my interest initially, and helped shape my exact research question, was
a conversation a few years ago with one of my NHS placement supervisors. She highlighted
an aversion toward patients who are underweighthe point she refused to work with this
specific patient group and wouldreger the patients to colleagues. | had never met anyone

professionally with such strong and overt weight bjaand | was shocked. In fact, | found
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this attitude extremely offensive especially considering the fact she worked within the

‘helping’ professions. A realisation was that if there were MHPs who were this overtly
prejudiced dwards patients who are underweighere would be others who felt similarly

towards their patients who are overweight and ab@se would then also need to consider

the extent to which other MHPs dealt with their weigtated attitudes in a more cover

manner. MHPs are trained to be empathic, supportive, genuin@jagemental and treat

their patients with unconditional positive regard, so discovering such paradoxical attitudes
existto the point of refuag to offer mental healthcareias quite shddng. It thus became

clear how relevant and important this research could prove, and not only for those working
within mental healthcare, but for raising awareness among the general public, of the existence

of explicit and implicit antifat attitudes.

If I had to do it all over again, but with unlimited time aaeurces, | would have
desgned amixed method approach to allow for further exploration. | feel the addition of
openended interviews with up to six randomly selected participaatdd have allowed for
more indeph insight into the participasitknowledge, awareness, beliefs, attitudes and
experiencesegarding weight biadarticipants had been more thailling to participate and
| believe this was due to a combinationtiod participantsgenuine interest in theesearch
area, theidesie to determine the existence and extent of their owratraititudes, as well
as the conveniemtata collection process. Being MHPs, the participants were likely to be
familiar with either administeringr participating in qualitative researahdso were
surprised by mghoice of methodological approach. As a trainee counselling psychologist,
most assumed | would have utilised qualitative research methodgquamitative resarch,
as qualitative research is more in line with the criteria which guides the way we work within

counselling psychologylhe problem however was that qualitative research methods would
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not have allowed me to obtain the data | needed to answer my research questions. Morrow
(2005) highlights, thaii direct contrast to quantitative research traditions, which view
objectivity as a goal, qualitativesearchers acknowledge that the very nature of the data we
gatherand the analytic processes in which we engage atmded in subjectivity. There is a
focus on clarification, interpretations, emotional involvement and reflexivity around the topic
of interest within the datgatheringorocessAs qualitative research methods are more

closely in line with the work done among psychology teams within mental healtiicare
becomes clearer as to why these MHPs were so interested in my chyieatifative

research methods.

4.6 Conclusions

Even though this study’s participants consisted of trained MHPs, many, if not all
would still have been born and raised in a society whereby weight bias was, and still is
prevalent. While no UK equivalent statistics were found, Puhl é€2@08) highlight that the
prevalence of weight bias in America increased by 66% from 1995 to 200iGarkl Heuer
(2010) noted thatagial constructions of body weight are ingrained in the way society
perceives and reacts to obesand that even after several decades of literature documenting
weight bias as a compelling social problenmemains a socially acceptable form of bias and
is rarely challenged/ith the effects and influence of the mass media, these negative social
constructions of body weight have become a global problem and while there are various
factors which may impact on one’s degree of weight bias, such as ethnicity, sex or age for
example, it can be assumed that no one is immune to weight bias. This is important when
considering and hypothesising the attitudes of a study’s participants, especially when such

participants work within the ‘helping professions’. If society is to blame for the general
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public’s antifat attitudes, MHPs, like nurses and physicians, will inherently hold just as

strong antifat attitudes as any other member of society.

Many are affected by weig/bias,with substantial evidence of this discrimination
leading to adverse effects on psychological weihg, physical healttsocial and economic
inequalities as well as hindered policiasnd treatment for obesit@iven the widespread
acceptability and prevalence of weight bias and the number of domains in which weight bias
is documented, such as the workplace (job selection and promotions), heaétinaetional
and interpersonal settings, it is not urigt&c to suspect that MHPs may hold afat
attitudes towardheir patients who are overweight and obd$es studys findings
demamstraed that therapeutic alliancedthin mental healthcare settings axdnerable to
weight bes, as MHPs wee seen to hold negative explicit and implicit attitudes toward their
patients who are overweight and ohdsis important to investigate the extent of this weight
bias to pave the way for more protection for the obese from weight discrimination.
Unfortunately, unlike other stigmatised groufiso§e discriminated againdtie to gender,
religion, race, sexual orientation/identigyc.) there is currently no UK legislation in place to
protect overweight and obese individuals from such negative experisadbss study
highlights the need to, (1) raise MHPs awareméssy potential weighbiasthey may hold
toward their patients within the therapy rocemd (2) consider more effective afdt attitude
modification interventionsSavage (2017) however highlights that Theresa May has pledged
to scrap the 1983 Mental Health Act as it has failed to deal with discrimination against ethnic
minority patients within mental healthcare, and that a new legislation aimed at countering
“unconscious bias” is necesgaWhile this overhaul may largely focus on the discrimination

of ethnic minority groups, this fresh wave of political and public attention may potentially
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begin highlighting other types of bias within mental healthcare.

This study sought to provide ight into the effects of an empatleyoking
interventon in reducing antfat attitudes; howevethe findings demonstratehat antifat
attitudes increased pesitervention. kture research therefore needs to examine how these
robust attitudes are mamihed, and how exposure to imagesgootageof overweight and
obese individuals to evoke empathypotentially exacerbates aiffisit attitudesWhile more
effective interventions to reduemtifat attitudeswithin mental healthcare settings is
necessary, the development of weight bias training programmes effectively designed for both

trainees and practitioners is alsoich needed
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Appendix A Demographics Questionnaire

Please answer the following demographics questions:

Participation no:

Sex:

o Female
o Male
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Age:

Race:

Height (in m/cms/in):

Weight (in kgs/Ibs):

What is your job title?

Do you work privately?

o Yes
o No

Do you work with patients you would consider to be overweight?

o Yes
o No

Appendix B Attitudes toward Obese Persons Scale
(ATOP; Allison et al., 1991)

Please mark each statement beiowhe left margin, according to how much you agree or
disagree with it. Please do not leave any blank. Use the numbers on the following scale to
indicate your response. Be sure to place a minus or plus s@nH)}-beside the number that
you choose to show whether you agree or disagree.

-3 -2 -1 +1 +2 +3

| strongly disagree | moderately disagree | slightly disagree | slightly agree | moderately agree | strongly agree
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Obese people are as happy a®hese people.

Most obese people feel that they are not as good as other people.
Most obese people are moreaaifscious than other people.

Obese workers cannot be as successful as other workers.

Most nowbese people would not wiato marry anyone who is obese.
Severely obese people are usually untidy.

Obese people are usually sociable.

Most obese people are not dissatisfied with themselves.

Obese people are just asaatifident as other people.

Most people feel uncomfortable when they associate with obese people.
Obese people are often less aggressive thasbasa-people.

Most obese people have different personalities thanbese-people.
Very f& obese people are ashamed of their weight.

Most obese people resent normal weight people.

Obese people are more emotional tharobhese people.

Obese people should not expect to lead normal lives.

Obese people gwest as healthy as nasbese people.

Obese people are just as sexually attractive asbesa-people.
Obese people tend to have family problems.

One of the worst things that could happen to a person would be for him to

becone obese.
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Scoring instructions for the Attitudes Toward Obese Persons Scale (ATOP)

Step 1: Multiply theresponse to the following items by @.e., reverse the direction of
scoring):

X Item 2 through Item 6, Iltem 10 through Item 12, Item 14 through 1@, Item 19 and
Item 20.

Step 2: Add up the responses to all items.

Step 3:Add 60 to the value obtained in Step 2. This value is the ATOP score. Higher
numbers indicate more positive attitudes.

This measure and additional psychometric information can be found in the following
reference:

Allison, D.B. (2009). Handbook of Assessment Methods for Eating Behaviours and-Weight
related problems. Measures, Theory and Research. Thousand Oaks, California: Sage

Publications.

Appendix C Beliefs doutObese Persons Scale
(BAOP; Allison et al., 1991)

Please mark each statement below in the left margin, according to how much you agree or disagree
with it. Please do not leave any blank. Use the numbers on the following scale to indicate your
response. Be sure to place a minus or plus sigm ¢-) beside the number that you choose to show
whether you agree or disagree.

-3 -2 -1 +1 +2 +3

| strongly disagree | moderately disagree slightly disagree | slightly agree | moderately agree t®ngly agree
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1. Obesity often occurs when eating is used as a form of compensation for lack of
love or attention.

2. In many cases, obesity is the result of a biological disorder.

3. Obesity is usually caused by overeating.

4, Most obese people cause their problem by not getting enough exercise.

5. Most obese people eat more tharobese people.

6. The majority of obese people have poor eating habits that lead to their obesity.
7. Obdy is rarely caused by a lack of willpower.

8. People can be addicted to food, just as others are addicted to drugs, and these

people usually become obese.

Scoring instructions for the Beliefs About Obese Persons Scale (BAOP)

Step 1: Multiply theresponse to the following items bl (i.e., reverse the direction of scoring):

X Item 1, Items 3 through Item 6, Iltem 8.

Step 2: Add up the responses to all items.

Step 3:Add 24 to the value obtained in Step 2. This value is the BAOP score. Higher numbers
indicate a stronger belief that obesity is not under the obese person’s control.
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This measure and additional psychometric information can be found in the folle@féngnces:

Allison, D.B. (2009) Handbook of Assessment Methods for Eating Behaviours and Weight
related problems. Measures, Theory and Resedithusand Oaks, California: Sage

Publications.

Allison, D.B., Basile, V.C., & Yuker, H.E. (1991). The measuent of attitudes toward and

beliefs about obese persons. International Journal of Eating Disorders, 180599-

Appendix D Fat Phobia Scale Shortened Version {(Bcale Short Form)
(Bacon et al., 2001)

Listed below are 14 pairs of adjectives sometimes used to describe obese or fat people. For each
adjective pair, please place &ron the line closest to the adjective that you feel best describes your
feelings and beliefs.

1. Lazy Industious
5 4 3 2 1

2. No willpower Has willpower
5 4 3 2 1

3. Attractive Unattractive
5 4 3 2 1

4, Good selcontrol Poor selfontrol
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5. Fast Slow
6. Endurance No endurance
7. Active Inactive
8. Weak Strong
9. Selfindulgent Seltsacrificing
10. Dislikes food Likes food
11. Shapeless Shapely
12. Undereats Overeats
13. Insecure Secure
14. Low selfesteem High selésteem
5 4 3 2 1
Scoring instructions for the Fat Phobia ScaléF-Scale Short Form)
Step 1: For items 3, 4, 5, 6, 7, 10 and 12: Scoreas 1, 2, 3,4,5.
Step 2: Foritems 1, 2, 8,9, 11, 13 and 14: Score as 5, 4, 3, 2, 1.

Step 3: Add up the score for each item to get the total score. Then divide by 14 (or the number of
items answered, whichever is less). The range of scorés. idlifjh scores = more “fat phobia”. Low
scores = less “fat phobia”.

For more information on the Fat Phobia Scale (Short form):

243



Bacon, J. G., Scheltema, K. E., & Robinson, B. E. (2004{) phobia scale revisited: the short
form. International Journal of Obesity, 2852257.

Appendix E IAT Word Stimuli
(Vartanian, Herman & Polivy, 2005)

IAT STIMULI EXAMPLES OF ‘CONCEPT’ AND ‘ATTRIBUTE’ DIMENSION WORDS

Fat Thin Pleasant Unpleasant
Obese Slender Love Bad
Chunky Lean Laughter Evil
Chubby Bony Peace Poverty
Heavy Skinny Friend Pain
Overweight Slim Miracle Murder
Happy Death
Paradise Assault
Lucky Grief
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Appendix E City University London Ethics Approval

Psychology Research Ethics Committee
School of Social Sciences

City University London

London EC1R 0JD
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20" April 2015

Dear Tarynne Quirk

ReferencePSYCH(P/L) 14/15 143

Project title: AN INVESTIGATION INTO WHEBBASTAMONG MENTAL HEALTH PROFESSIONALS
TREATING OVERWEIGHT/OBESE PATIENTS

I am writing to confirm that the research proposal detailed above has been granted approval by the
City University London Psychology Department Research Ethics Committee.

Period of approval

Approval is valid for a period of three years from the date of this letter. If data collection runs
beyond this period you will need to apply for an extension using the Amendments Form.

Project amendments

You will also need to submit an Amendm® Form if you want to make any of the following changes
to your research:

(a) Recruit a new category of participants
(b) Change, or add to, the research method employed
(c) Collect additional types of data

(d) Change the researchers involved in tiejgct

Adverse events

You will need to submit an Adverse Events Form, copied to the Secretary of the Senate Research
Ethics Committee ( ), in the event of any of the following:

(a) Adverse events

(b) Breaches of confidentiality

(c) Safeguarding issues relating to children and vulnerable adults

(d) Incidents that affect the personal safety of a participant or researcher

Issues (a) and (b) should be reported as soon as possiblecdater than 5 days after the event.
Issues (c) and (d) should be reported immediately. Where appropriate the researcher should also
report adverse events to other relevant institutions such as the police or social services.

246



Should you have any further queries then please do not hesitate to get in touch.

Kind regards

Karen Hunt Katy Tapper
Departmental Administrator Chair
Email: Email:

Appendix G HRA APPROVAL
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Email:hra.approval@nhs.net

Ms Tarynne Quirk
City University London
Northampton Square
London

EC1V OHB

05 August 2015

Dear Ms Quirk

Study title: Weight bias among mental health professionals
IRAS project ID: 181903

Thank you for your application, which has now been reviewed by an HRA assessor. We are pleased
to confirm that the application has been given HRA Approval , on the basis described in the
application form, protocol and supporting documentation, as revisesiriting to HRA.

Scope

HRA Approval provides a single approval for research in the NHS in England consisting of
assessments by HRA staff alongside the independent Research Ethics Committee (REC) opinion
where required.

HRA Approval applies to all research in England involving NHS patients or staff. Organisations listed
in the application are not obliged to undertake this study; each NHS organisation in England will
confirm participation when arrangements are in place. Further detail on what consprise

confirmation of participation for this study is described in appendix B (summary of HRA assessment).

If there are participating NHS organisations in Northern Ireland, Scotland or Wales, the nation
specific processes to approve research applicatibosilsl be followed.

If there are patrticipating noiNHS organisations, local agreement should be obtained in accordance
with the procedures of the local participating nddHS organisation.

Participating NHS Organisations in England

The HRA has detmined that participating NHS organisations in England do not need to undertake

an assessment of capacity and capability to host this research, because no local organisations will be
undertaking responsibility for research activity. It is expected thas¢horganisations will become

sites 35 days after submission by the sponsor to the HRA (no later than 27 August 2015), unless
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justification can be provided to the sponsor and the HRA as to why the organisation cannot
participate as a site. Further detadse given in the summary of HRA Assessment appendix.

Health Research Authority, Skipton House, 80 London Road, London SE1 6LH

L ISL45 (Approval) HRA Approval Letter, Version 1.0, 26 May 2015

Appendices

The HRA Approval letter contains the following appendices:

» A-—List of Approved Documents
B-Summary of HRA Assessment

After HRA Approval

The attached documerifAfter HRA Approval — guidance for sponsors and researchers” gives
detailed guidance oneporting requirements for studies with HRA Approval, including:

» Working with organisations hosting the research
* Registration of Research

* Notifying amendments

* Notifying the end of the study

The HRA website also provides guidance on these topics, which is updated in the light of changes in
reporting requirements or procedures.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all

applicants and sponsors. You are invited to give your view of the service you have received and the
application procedure. If you wish to make your views known please use the feedback form available
on the HRA website: http://www.hra.nhs.uk/abotlie-hra/governance/qualityassurance/

HRA Training

We are pleased to welcome researchers and research managestaff at our training days see
details athttp://www.hra.nhs.uk/hratraining/

Your IRAS project ID is 18198%ase quote this on all correspondence.

Yours sincerely

Matthew Harris
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HRA Assessment Manager

Email:hra.approval@nhs.net

Enclosures: After HRA Approvat guidance for sponsors and researchers

Copy to: Ms Jessica Jones Nielsen, Academic Supervisor,
Mr Stuart Flint, Academic Supervisor,

Appendix A - List of Approved
Documents The documents reviewed and
approved were:

Document Version Date
Copies of advertisement materials for research participants 2 21 July 2015
Evidence of Sponsor insurance or indemnity (non NHS Sponsors|1 10 July 2015

IRAS Checklist XML

Statement of Activities 3 05 August 2015
Participant consent form 3 05 August 2015
Participant information sheet (PIS) 3 05 August 2015
R&D Form 2 21 July 2015
Research protocol or project proposal 2 21 July 2015
Summary CV for studentTarynne Quirk 2 10 July 2015
Summary CV for supervisor (student researeNjelsen Jones 1 10 July 2015
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Appendix B Summary of HRA Assessment

This appendix provides assurance to you, the sponsor and the NHS in England that the
information submitted about the study has met the required standards expected by the HRA, and
is compliant with relevant laws and regulations. It also provides informadiah clarification,
where needed, to participating NHS organisations on elements of the review which will assist in
the determination of capacity and capability, where this assessment is required.

1.1 | IRAS project filter completed correctly | Approved

2.1 | Participant information/conser, Approved
documents and consent process

3.1 | Protocol assessment Approved

4.1 | Allocation of rights and responsibilities| Approved
are agreed and documented

Statement of activities is to be used to reflect all research activities.

4.2 | Insurance/indemnity arrangements Approved
assessed

4.3 | Financial arrangements assessed Approved

No funding to be provided to participating sites.

5.1 | Compliance with Data Protection Act a| Approved
data security issues assessed

Comments

2.1 The researcher has confirmed a local collaborator (either a Clinical or
Counselling Psychologist) within an NHS organisation will identify potential
participants to approach Heads of Department and line managers to be involved in
the study. Heads of gmrtment/ line managers will inform their teams of this
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research study. If members of staff are happy to take part they will contagt the
researcher directly.

Participating NHS Organisations

All NHS organisations will be undertaking the same activities as detailed in the Statement of
Activities.

HR Arrangements

A | Determination of the need for a Principal Researcher, a Local
Collaborator, or neither and associated training requirements

The researcher has identified Local Collaborators at NHS organisations to identify pote
participants. Participants will contact the researcher directly if they wish to participate in the
study. There are no training requirements from the sponsordoal collaborators.

The researcher has confirmed they will be undertaking all research procedurdiseand
collection of data will take place within NHS offices/meeting rooms at the participating
organisations. The actual office/meeting room at each NitSwill be determined by
the test taker. On the day of testing the researcher will set up in the appropriate room
which offers silence, is free of disruptions and hadivéecess. Local Collaborator
should confirm with the Chief Researchiiat these facilities are available at each
participating organisation.

UJ

B | HR Good Practice requirements

A Letter of Access is required as the researcher is external to the NHS and will need to ent
participating NHS organisations to undertake research procedures. Where required Local
Collaborators to provide assistance in supporting the Chief Researclan @btetter of Access.

Capacity and Capability

The HRA has determined that participating NHS organisations in England do not need to
formally confirm their capacity and capability to host this research, because no locall
employed staff will be taking responsibility for, or undertaking, research proesdlt is
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expected that NHS organisations indicated in part C of the R&D form will become sites 35
days after submission (27 August 2015 date) by the sponsor to the HRA, unless they choose
to formally confirm their participation at an earlier date, provide justification to the

sponsor and the HRA as to why the organisation cannot participate as a site, or request
additional time to make their arrangements.
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AppendixH: Recruitment Advert

Department of Psychology
City University London

PARTICIPANTS NEEDED FOR
RESEARCH INVESTIGATING MENTAL HEALTH PROFESSIONAL'S
WEIGHT ATTITUDES

We are looking for volunteers to take part in a study investigating mental health
professionals’ weight attitudes.

You would be asked toomplete: 3 brief
questionnaires, a computieased task and watch arbrutevideo clip before being reested.

Your participation would involve 1 session,
lasting approximatel35-45 minutes.

In appreciation for your time, you will receive
automatic entry into a prize draw for an Amazon gift voucher.

For more information about this study, or to take part,
please contact:
Tarynne Quirk
Psychology Department
at
Email:

This research project is being supervised by Dr Jessica Jones Nielsen:

This study has been reviewed by, and received ethics clearance
through the Research Ethics Committee, City University London PSYCH(P/L) 14/15 143.

If you would like to complain about any aspect of the study, please contact the Secretary to
the University’s Senate Research Ethics Committee on 020 7040 3040 or via email:
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Appendix I Paticipant Information Sheet

Participant Information Sheet

Title of study:
Weight bias among mental health professionals treating overweight/obese patients.

We would like to invite you to take part in a research study. Before you decide whether you
would like to take part it is important that you understand why the research is being done and
what it would involve for you. Please take time to read the following information carefully

and discuss it with others if you wish. Ask us if there is anything thnaitislear or if pu

would like more information.

What is the purpose of the study?

From a global standpoint, obesity is becoming extremely commonplace with national and
international statistics climbing each year. With a rise in obesity unfortunately comes a rise in
weight stigmatisation, prejudice and bias, and while some individugldeneonsciously

aware of their negative beliefs and attitudes towards overweight and obese individuals, others
may not. Of course these beliefs and attitudes will not only occur within the general public,
but also within healthcare settings where the yatjents seeking assistance and advice from
experts in positions of power, may be exposed. Everyone unfortunately is susceptible to
explicit and implicit weight biasWhile some research has investigated explicit and implicit
attitudes of physicians, nas and medical students towards their overweight and obese
patients, rental health professionals (MHPsppear to have been overlooked. With previous
research indicating that weight bias within healthcare settings can disrupt the provision of
care, affecand impair providepatient relationships as well as treatment outcomes, the gap

in literature considering possible weight bias toward ovigtitbese patients among MHPs
needs to be addressed. This is esfigamportant considering MHPare expected an

assumed to be ngndgmental, compassionate, empathetic, genuine, transparent, and hold
unconditional positive regard for every patient, regardless of their BMI. Employmitéir

the *helping professions’, does not mean one can automatically assuraévtH&swould

have more positive or neutral attitudes toward their overweight patients, treat patients
equally, or have a better awareness of their weight bias and therefore treat their
overweight/obese patients more sensitivAlyrusting therapeutic rationship is no place for
weight stigmatisation. Should findings reveal that those in positions whereby their duty of
care may be affected or whereby abuses of power could occur due to the prejudiced attitudes
and biases they are found to hold, we wouleldni® allow those findings to guide and inform

the creation of effective strategies and interventions.

This study is part of a Professional Doctorate in Counselling Psychology, and the estimated
duration of the study is-80 months.

Why have | been invied?

Participants were approached to part take in the study based on occupation. Participants need
to be working as private professionals within mental health. They will need to be treating
overweight and/or obese patients. Testing will only include relseaand participant, and

there are to be approximately 300 mapiants involved in the study.
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Do | have to take part?

Participation in the project is voluntary, and you are permitted to withdraw at any stage of the
project without being penalised or dtvantaged in any way. You may avoid answering
guestions which are felt to be too personal or intrusive, with assurance that this will not affect
any future treatment (where applicable).

Participation is voluntary. If you do decide to take part you will be asked to sign a consent
form. If you decide to take part you are still free to withdraw at any time and without giving a
reason.

What will happen if | take part?

X The measures will take approximatelyr@ihutes to complete

X The research study is likely to last betweedntonths

x Each participant will only need to meet the researcher once

x The meeting with the researcher will last approximatelynirtutes to complete

x  What will happen: Collection of demographic information, height and weight
measurements tak, potential viewing of a 5 minute emotive video, 4 brief
anonymous questionnaires, followed by an anonymous cordpaged response task

X The research will take place in a private, quiet area at the participant’s place of
work/practice.

Expenses and Paymnts (if applicable)

Participants will not incur any travel cos@nce all research data from each participant has
been collected and analysed (earlid 2016), the prize draw for an £30 Amazon voucher
will take place.

What do | have to do?

Each participant is expected to allow the researcher to take their height and weight
measurements. Participants are also expected to honestly complete a demographics
document, followed by 4 short and anonymous questionnaires. Lastly, the participants are
expected to complete an anonymous comphésed response task as quick as possible.

What are the possible disadvantages and risks of taking part?

Participants will have been briefed of all necessary information prior to testing, they would
be aware oftte procedures involved, and have the choice to be made aware of their results,
should they wish. They were also made aware of being able to withdraw from the study
(without consequence) at any point. It is anticipated that risk will be low.

It is not expeted, however if a participant wishes to be informed of the results from their
explicit and/or implicit attitude measures, and those results indicate negative attitudes
towards their overweight/obese patients, perhaps some emotional distress or feelings of
embarrassment may be experienced.

Each participant will be fully debriefed to ensure no harm is caused, and any questions or
concerns participants may have will be answered by the researcher. The researcher and the
research supervisor’s contact details are on both the participant information and debriefing
sheet should participants feel the need to discuss anything further related to the research.
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What are the possible benefits of taking part?

X By taking part, your information will essentially add to erigtknowledge which will
fill the gap in literature.

x Your results will hopefully be used to help therapists and other professionals working
with overweight and obese patients understand how weight bias can affect the
therapeutic relationship.

X Your resuls could inform interventions, which in turn help future patients and the
wider community.

What will happen when the research study stops?

If for some reason the research study stops, all signed consent forms will be destroyed. These
hard copy consent forms are identifying documentation which will be stored in a locked filing
cabinet which only the researcher and research supervisor will have access to during the
project. After consent, each participant is anonymized and becomes a code. These identifiers
will be kept within passworgrotected computer files at another site. These too will be

deleted should the study stop.

Will my taking part in the study be kept confidential?

X Only the researcher and research supervisor will have access to the information before
anonymizing.

x No audio/video recording/photographs are necessary for this study

X Future use of personal information: The results from this study may be published
and/or referenced in other work however all personal demographic information and
physical measures will be anonymized so there is no possibility of identification.

X There are no restrictions on confidentiality

x All records/emails containing personal information and consent to participate will be
kept securely and no raw data will leave the UK. All records/emails will be
destroyed/deleted as soon as the research results have been analysed.

What will happen to the results of the research study?

The research study results will be analysed and a thesis published for library usageyThis m
circulate for a period of approximately five years. Should | wish to publish my data and
findings in any further articles or publications, | will inform all necessary parties at City
University London. Anonymity will be maintained from research phageitidication. By

taking part in this study, you are entitled to request a summary of the final results, and can
request this via the contact details provided below.

What will happen if | do not want to carry on with the study?
Participation in the projécas voluntary, and you are permitted to withdraw at any stage of the
project without being penalised or disadvantaged in any way.

What if there is a problem?

If you have any problems, concerns or questions about this study, you should ask to speak to
a member of the research team. If you remain unhappy and wish to complain formally, you
can do this through the University complaints procedure. To complain about the study, you
need to phone 020 7040 3040. You can then ask to speak to the Secretaryet® Sseatch

Ethics Committee and inform them that the name of the project is: Weight bias among mental
health professionals treating overweight/obese patients.

You could also write to the Secretary at:
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Anna Ramberg

Secretary to Senate Research Ethics Cittaen
Research Office, E214

City University London

Northampton Square

London

EC1V OHB

Email:

City University London holds insurance policiekieh apply to this study. If you feel you

have been harmed or injured by taking part in this study you may be eligible to claim
compensation. This does not affect your legal rights to seek compensation. If you are harmed
due to someone’s negligence, then you may have grounds for legal action.

Who has reviewed the study?
This study has been approved by City University London [insert which committee here]
Research Ethics Committe@gert ethics approval code hére

Further information and contact details
Tarynne Quirk —

Jessica Jones Nielson — or 0207 040 8755

Thank you for taking the time to read this information sheet.
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Appendix 3 Consent Form

Title of Study:
WEIGHT BIAS AMONG MENTAL HEALTH PROFESSIONALS TREATING
OVERWEIGHT/OBESE PATIENT S
Ethics approval code: PSYCH(P/L) 14/15 143
IRAS: 181903
Please initial box

1. |l agree to take part in the above City University London researc
project. | have had the project explained to me, and | have read|the
participant information sheet, which | may keep for my records.
| understand this will involve:

Completing 3 brief quesinaires

Completing a computer based response task
Watching a 5 minute video clip

Completing the 3 brief questionnaires and compbesed
task again

2. | This information will be held and processed for the following
purpose(s)For quantitative analysis.

I understand that any information | provide is confidential, and that
no information that could lead to the identification of any individual
will be disclosed in any reports on the project, or to any other party.
No identifiable personal data will be pighled. The identifiable data
will not be shared with any other organisation.

X X X X

3. | lunderstand that my participation is voluntary, that | can choose
to participate in part or all of the project, and that | can withdraw| at
any stage of the project Wwitut being penalized or disadvantaged|in
any way.

4. | | agree to City University London recording and processing this
information about me. | understand that this information will be used
only for the purpose(s) set out in this statement and my consent is
conditional on the University complying with its duties and
obligations under the Data Protection Act 1998.

5. | | agree to take part in the above study.
Name of Participant Signhature Date
Name of Researcher Signature Date

When completed, 1 copy for participant; 1 copy for researcher’s file.
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Appendix K IAT Task Order Stimuli Words

Task 1:
Left = Unpleasant; Right = Pleasant
(10 unpleasant and 10 pleasant words)

Task 2:
Left = Fat; Right = Thin
(10 fatrelated and 10 thirelated words)

Task 3:
Left = Fat / Unpleasant; Right = Thin / Pleasant
(5 fatrelated, 5 unpleasant and 5 thelated, 5 pleasant words)

Task 4:
Left = Fat / Unpleasant; Right = Thin / Pleasant
(10 fatrelated, 10 unpleasant and 10 thatated, 10 pleasant words)

Task 5:
Left = Thin; Right = Fat
(10 thinrelated and 10 fatelated words)

Task 6:
Left = Thin / Unpleasant; Right = Fat / Pleasant

(5 thintelated, 5 unpleasant and 5-fatated, 5 pleasant words)

Task 7:
Left = Thin / Unpleasant; Right = Fat / Pleasant
(10 thinrelated, 10 unpleasant and 1Gfealiated, 10 pleasant words)
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Appendix L: Debrief Information Sheet

Weight bias among mental health professionals treating overweight/obese
patients.

DEBRIEF INFORMATION

Thank you for taking part in this study! Now that it's finished we’d like to explain the rationale
behind the work.

The purpose of this project is to investigate mental health professionals (MHPs) implicit and explicit
attitudes toward the overweight and obese patients they treat, in order to understand the extent of
weight bias within this particular patieptovider relationship.

While some research has considered the extent of weight bias toward overweight and obese patients
within various other healthcare settings, no equivalent research exists for MHPs. Much more research
is necessary to ensure that if this bias is as prevalent as we believe it may be, informed treatment
interventions and strategies need put in place to ensure these particulas patigst feel stigmatised

or discriminated against because of their weight, and receive the best treatment possible.

By taking part, your information will hopefully be used to help therapists and other professionals
working with overweight and obese fgaits understand how weight bias can affect the therapeutic
relationship.

If you have chosen to withdraw from the study, the data collected from the measures you completed
will be destroyed.

We hope you found the study interesting. If you have any other questions or need further information,
please do not hesitate to contact us at the following:

Tarynne Quirk —
Jessica Jones Nielsen or 0207 040 8755

Ethics approval code: PSYCH(P/L) 14/15 143
IRAS: 181903
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Abstract

This quantitative study investigated whether Mental Health Professionals (MHPs) hold
explicit and implicit antifat attitudes, and whether an empaéwpking intervention would
reduce these anfat attitudes. Participants € 125) were Londobased MHPsvorking

with, or having worked with, overweight and/or obese patients within the National Health

Service (NHS) or within private clinics.

The dudy hypotheses were examined using Multivariate Analyses of Variance (MANOVA)
and Multivariate Analysis of Covariance (MANCOVA), with emay ANOVAs employed

to examne attitudes in relation to demographic characteristics. Analy#ie afverall pre

and posiintervention data suggests that participantd hegative explicit and imigit

attitudes toward obesitreintervention data indicated that “Young Adults’ and
‘Counsellors’ held statistically significant negative explicit attitudes toward overweight
and/or obese patients. Pastervention data indicated thtite intervention video

significantly impacted the experimental groups’ attitudes in that theifardttitudes

became more negative.

The study indings contribute to evidence that overweight and obese patients seeking mental
healthcare i@ discriminated against asdbjected to weight biases incbusettingsThese

findings provide insight for MHPs who may be unaware of holding any weight biases, the
difficulty in modifying these biases, and the implications of these attitudes on the therapeutic

dynamics within their practice.

1. Introduction

Froma global standpoint, obesity is becoming extremely commonplace with national and
international statistics climbing each y€@rorld Health Organisation, 2018 fact, more
than 1.9 billion adults aged 18 years and abovechssified as overweight (W, 2016),

with worldwide adult obesity soaring from 105 million to 641 million from 1975 to 2014
(Ezzati, 2016). Collins (2013) describbe Uhited Kingdom (UK) as facing gtblic health
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time bomb, with obesity rates “just about the worst in Eurdgp. 8) In 2014, 7.7 million

women and 6.8 million men in the UK were categorised as ‘obese’, axtnrgnent

statistics estimating that by 2025 approximatel$o4sf people in the UK will be obesand

that the UK will have the highest proportion of obasen (38%) and women (38%) in

Europe (Ezzati2016) Costing the National Health Service (NHS) billions each year, Fry
(2015) states that the expense of treating obesity in the UK could bankrupt the health service

Alongside the health and economic implications of rising obesity rates, a less obvious
implication with potentially significant societal impacts, is the development ofainti-

attitudes and the stigmatisation of obese and overweight people (Flint, Hudson & Lavallee,
2015). As air social environment continues to struggle with issues regarding body size and
places a heavy emphasis on dieting and the importance of being thin (Swami & Monk, 2012),
Chalker (2014) highlights that the focus on obesity (i.e. the dangers of obesity and promotion
of the thin ideal) has resulted in the establishment of a divide betweasvammeight and
overweight individuals, and it is this divide which emphasises how overweight or obese
individuals are seen as undesira@dern Western culture relentlessly proewthin

idealisation while disparaging obesity, and with exposure to media content that continually
idealises thinness, the pressure society places on individuals to be thin is more extreme now
than in the past (Sheldon, 2019jith varying societal weightelated messages and

prejudiced beliefs in weight controllability which lead to blame and dislike toward the obese,
the importance of needing to address and reduce the extent-fatattitudes at a societal

level is highlighted more than everafner,Ebneter & O’Brien 2012).

While some individuals may be consciously aware of their negative belieféataattitudes
and weight biasowards the overweight and obese, others may not. While this area of
research hasiainly been enducted outside of tHdK, what has been demonstrated is that
anti-fat atitudes and weight biaare increasing over time, and given #ssaiation between
anti-fat attitudes and discriminatory behaviours, further examination ofardttitudes is
warranted (Flint et al., 2015). No oneénsmune to weight bias, and considering the
emotional, psychological and physieffects weight biakas shown to have on overweight
and obese individug)] it becomes vital that we not only become aware of our implicit and
explicit weight biass but also our susceptibility them If everyone is susceptible to
explicit and implicit weight bias, it becomesportant to consider anfat atitudes and

weight bias within various healthcare settings where vulnerable patients who are overweight
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or obese, are seeking assistance and advicedrperts in positions of power

Earlier research reports that overweight and obese individualstigo®,discrimination and
weight bias in multiple domains, includimgalthcare setting®uhl Luedicke& Grilo, 2013;
Puhl & Heuer, 2009Carr & Friedman, 2005 with evidence suggestirnijat obese patients
are faced with negative attitudasd derogatory humofirom healthcare provide(®Puhl et

al., 2013, with common perceptions that they are lazy, stupid, worthless, lacking-in self
control and willpower, norompliant with treatment, unsuccessful, undisciplined, annoying,
unintelligent, and dishone@®uhl & Brownell, 2001; Schwartz, Chambliss, Brownell, Blair
& Billington, 2003; Wolf, 2012; HuizingaCooper, Bleich, Clark &each 2009) There is
further evidence indicating that weight stigma in healthcare settings leads to poor quality of
care(Ross, 2013Schwartz et al., 2003; Puhl & Heuer, 2018¢hwartz et al(2003) add that
healthcare professial’s weight bias can result in patients who are overweight and obese
feeling uncomfortablewhich can discourage these individuals from seeking help or
necessary healthcare treatmemisich in turn impacts their quality of lif€helan, Burgess,
Yeazel,Hellerstedt, Griffin & van Ryr§2015) highlighthat weight bias can lead patients to
adopt coping strategies such as delayingamcelling futue appointmentdndividuals who
have experienced weight biagie been shown to avoid preventive healthcareesings, not
adhere to treatment plans, become untrusting of healthcare providersaritelgtened

risk for psychologicatlistress (Sutin & Terracciano, 201Buhl et al(2014) highlighted the
following potentially harmfupsychological, emotional and physicainsequences of weight
bias: depression, anxiety, low selteem, suicidal ideation, body dissatisfaction and
maladaptive eating behaviours. Taylor, ZaraliBuper (2012) adds that other harmful
effects include interalisation, stress, anger and aggression.

While earlier research has investigated the ex@iwit implicit antifat attitudes of

physicians, nuges, medical and nursintudents (Jochemseévan Der Leeuw, Van Diji&
Wieringade Waargd2011; Poon & Tarrant, 2009Y/HPs appear to have been largely
overlooked. With previous research indicating that weight bias within healthcare settings can
often disrupt the provision of care, compromise the assistance patients received, impair
providerpatient relatioships and affect treatment outcom@egs 2013; Puhl, Gold,

Luedicke & DePierre2013; Gudzune, Huizinga & Cooper, 2011; Phelan et al., 2015;
Ferrante et al., 2016), investigating possible weight bias toward patients who are overweight

and obesamongst MHPs needs to be addressed. This is especially important considering
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MHPs are expected and assumed to bejndgmental, compassionate, empathetic, genuine,
transparent, and hold unconditional positive regard for every patientdieggof their Body

Mass Index (BMI) With previous research (Dawidoelho, Waltz &DavisCoelho, 2000;

Hassel, Amicic, Thursto& Gorsuch, 2001) identifying that psychologists believe that their
patients who arebese have (1) more severe psychological symptoms, (2) greater pathology,
(3) more negative attributes and (4) worse psychological prognosis when compared to non-
obese patientshe need to recognise antecedents of weight bias, and raise MHP’s awareness
of their own explicit and implicit anfiat attitudes within mental healthcare settings becomes
evident. These findings are significant especially if one considers the impact of weight bias
on the therapeutic relationship in terms of patient trust and emgageWith obesity forecast

to continue as a leading public health problem in most parts of the world, it becomes
necessary to conside&veight bias reduction efforts’ in therm of education and training of
healthcare professionals (James, 2008grvention efforts are required if we to (1) ensure
patients do not feel stigmatised or discriminated against because of their weight, and (2)
reduce the impact of weight bias on healthcare providers’ provision of care ensuring patients
receive the best possible treatment whereby compaasibrespect is offered to dfuhl,

Gold, Luedicke & DePierre, 2013)hese efforts are critical in order to allow for equal

treatment for all individuals, regardless of weight (Gaetal, 2013).

In the absece of an ideal and compgrensive theory of weight biaghich could (1) identify

the origins of waght bias, (2) explain why weight bigselicited by obese body types, (3)
account for the association between certain negative traits and obesity, argtjé$} su
methods for reducing bias. Ruand Brownell (2003) consider Social Consensus Theory
(Sherif & Sherif, 1967as the most promising approach to modifyattitudes toward obese
people, which unlike Attribution Theory (Wer, 1986), not only proved effective in

reducing weight bias but it also offered an explanation as to why obese individuals
themselve express negative stereotypes (wantmigelong to the valued social “group’

and distancing themselvesore from the ‘ougroup’). With increasing evidence that
healthcare professionals hold and perpetuate negative stereotypes and attributions that are
core within weight biasyngoing research and education for these professionals is necessary
not only beause weight bias has been shown to affect rapport, communication, and the
patientprovider réationship, but it has also shown to affdo level of satisfaction with

regardto patient experiences with healthcare services (Brown & Flint, 2013)
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2. Method

2.1. Design

A positivist study utilising an experimental design with quantitative research methods and
techniques. Parametric statistics (SPSS v23, 2015)eadltow an exploratory correlational
research study whereby thepéigit attitude measures weoarried out before administering
the IAT. Investigating the impact of an empathyoking intervention video, the study

utilised a prepost controlintervention group design.

2.2. Sample

The studyaimed to investigate weight bias among MHPs, and the ingban empathy
evoking intervention on their arft attitudes. The study sampensistedf 125 volunteer
participantsvho reportedly work with, or have worked with, overweight and obese patients
within NHS or private clinic setting#\s three sets of data were incomplete, the final sample
consisted of 122 participants € 25 male; 97 female). Participants whetween 259
yearsold, and predominantly WhiBritish (83 %). The remainder of the sample consisted of
participants categorised as ‘Mixed%), ‘Asian’ (7%), ‘Black’ (3%) and ‘Other’ (3%). 8%

of participants were categorised ‘Underweight’ (< 18.5 Ky.#1%of participants were
categoriseds ‘Normal weight’ (18.824.9 kg.n%), with 21% as either ‘Overweight’ (25.0-
29.9 kg.n%) or ‘Obese’ (+ 30.0 kg.m). All participants were qualified anégistered London
baed MHPs, working aBsychologistgn = 66, Psychotherapists(= 26, CBT Therapists

(n =19 or Counsellorgn = 19.

2.3. Procedure

After ethical approval of the study was obtairfiedn both the Health Research Authority
(HRA) and City, University London, pilot testing could be carried out. An opportunistic
sample of 25 working professionals known to the researcherusetkto pilot test the
computerbased study. fiis was the most convenient and resoww&@eng option available
Piloting revealed participant confusion, misunderstandings, as well as possible pitflls
potential obstaclet® testing. Recruitment of participanwas targeted, in th&d be included
in the study cedin criteria had to be met (qualified and registered MHResgruitment and
selection was carried out solely by the researdeitten consent was obtained from each
participant. Testing took place fatmface and was carried out by the researcher, a

Counselling Psychologist trainee. Faodace testing enabled the researcher the opportunity

293



to (1) fully brief each participant regarding the study, (2) explain each of the three online
attitude measures (3) address any queries or concerns the participants had with regard to
testing and confidentiality, process, and (4) take each participants weight and height
measurements. Testing required participants complete a coAnagest task wkbh consisted

of three sectiong1) a demographics questionnaire, (2) a battery of three explicit attitude
guestionnaires, and (3) an implicit attitude measure. Both the axlatimplicit measures
focused on obesitielated attitudesThe computebased tdswas completed twice, once
before thentervention video and once after the internvamtrideo. Test duration differed

from participant to participant, but generally completion took betweetb3hinutes

Testing took place at participants’ place of work and was carried out oveloaté-period.

2.4. Measures

Testing was done on an individual basis, and involved onedaieaee meeting between
participant and researcher. As testing was entirely compasad, a quiet and secluded
testing location with good internet reception was neces$ag/computebased task was

built using thenquisit 4 Web Player (Millisecond Software, 2015) and comprised of: (1) a
demographic questionnaire, (2) three explicit attitude measures and (3) an implicit attitude

measure.

2.4.1. Demographic questionnaire

The demographic questionnaire required participants report their segthageity,
occupation, whether they currently or previously worked with overweight and/or obese
patients, and whether they worked privately or for the NE&pturing all of this da was
important as the participants’ demographic information made up the study’s seven

independent variables.

2.4.2. Explicit Attitude Measures

The computebased task commenced with the Attitudes towards Obese People Scale (ATOP:
Allison, Basile & Yuke, 1991). Itwas then followed by the Beliefs about Obese People

Scale (BAOP: Allison et al., 1998nd the FScale (the shortened version of the Fat Phobia
Scale: Bacon, Scheltema & Robinson, 200hese three explicit attitude measunese

designed taeveal (1) negative and positive judgements about obese individuals’
personalities, social functioning and se$fteem(2) explicit beliefs regarding obesiiynd,

(3) degree to which individuals associate stereotypical characteristics with being fat
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respectively. Previous studiegoet good validity and reliability using each of these
PHDVXUHV WXHR$/I2BFLHQW RI 3IXKO %URZQHOO
coefficient of 0.82) (Puhl & Brownell, 2006), and theG+ D O=toefficient of 0.87)

(Bacon et al., 2001). Cronbach’s alpha coefficients for explicit attitude measures were as
follows: ATOP = 0.82, BAOP = 0.63 and3cale =0.85. The Cronbach’s alpha for BAOP is
guestionable, as it is less than 0.70, however, thetiahstatisticsuggest that if item 2 on
the BAOP scale was removed, Cronbach’s alpha would become 0.69 which is close to a
‘good’ reliability result.

2.4.2.1. The Attitudes towards Obese People Scale (ATOP)

The ATOPScale (Allison et al., 1991) consist620 questionnaire items evaluatinggative
and positive judgements about obese individuals’ personalitieal Bowctioning and self
esteem. These judgements were rated opair@ Likerttype scale-8 = | strongly diagree,
+3 = | strongly agree), with participts’ total scores ranging betweeriP0. Lower scores
were indicative of negative attitudes towards people with obesity. Only once sngsale?0
of the ATOP Scale’s items, coufrticipants progress to the second explicit attitude

measure.

2.4.2.2. The Beliefs about Obese People Scale (BAOP)

The BAOP Scale (Allison et al., 1991) consists of 8 questionnaire items medberimgent

to which one believes obesity is under the control of the obese person. These items were
scored on a-point Likerttype scale{3 = | strongly disagree, +3 = | strongly agree), with
participants’ total score will range betweed®. Lower scores were indicative of a stronger

belief that obesity is controllable.

2.4.2.3. The Fat Phobia Scale (Bcale)

After completing te BAOP Scale, participants were then required to complete-8eale.

The FScale (Bacon et al., 2001) consists of 14 items meastimndegree to which

individuals associate stereotypical charact@ssivith being fat. &ticipants indicaté on a

scale ofl-5 which adjectve best describes fat persons, with averaged total scores ranging
from 1-5. Higher scores indicadea stronger perception that the characteristics are associated

with being fat, while a score of 3 is considered neutral.
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Participans’ responses for each questionnaire item were automatically saved and stored by
the Inquisit 4 Web Player (Millisecond Software, 2015) and all items making up each of three
explicit attitude measures had to be completed before particigantsprogress tdie final

stage of the computdrased taskthe implicit attitude measure

2.4.3. Impilicit Attitude Measure

The third and final section of the compubzrsed task was the Implicit Association Test
(IAT: Greenwald, McGhee & Schwartz, 1998). Ag AT hasthe ability to capture deeply
rooted, more stable, unconscious or introspectively inaccessibésegpations, it can
complement traditionally used explicit assessments and make vital contributions to the
understanding of drivers behind certain behadd@reenwld et al., 1998). A unique
measure of automatic biases participants may be unawarewfwilling to report
(Greenwald, Poehlmaklhimann & Banaji, 2009), the IAThas been useful in providing an
indication of implicit preferencefor fatness or thinness (Flint et al., 20&S)well as
assessing attributes associated with characteristics such as age, dglenidéy &d weight
(Schwartzet al, 2003).

The IAT is a timed dual categorisation task useful in measuring implicitiasiems and bias
toward a target group by bypassing conscious processing (Greenwald. 298).

McConnell and Leibold2001) highlight that the IAhas proved helpful in predicting
prejudiced behaviour toward various target groups (McConnell & Leibold, 2001). As the IAT
is a semantic discrimination task, participants are required to categorise théggresen
words/stimuli (words alected from existing IAT lis)sas fast and as accurately as possible,
according to @onceptor attributedimension (Roefs &ansen, 2002), to increase reliance on
automatic responses. In this stuthe conceptlimension consisted of fat/thirelatedwords
(colour coded in white), while the attributgmension consisted of pleasant/unpleasant
words (colour coded in green)hé finalised list of stimuli words were broken down as
follows: 8 pleasantords (e.g., love and peace), 8 unpleaseamts (e.g., murder and evil),

5 fatrelatedwords (e.g., chunky and obese) antiib-relatedwords (e.g., skinny and

slender).

Only theresponse results from task 4 and task 7 were used to measure eaigfapestic

implicit attitudes. Thereforef a participant had an implicit attitude preference for patients
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who areoverweight or obese, it should be easier for that participant to respond to both
‘pleasant’ and ‘farelated’ words with the same key, as people generally fimilich easier

to categorise words quicker when paircegegories which matdheir attitude (Schwartz et

al., 2003). The IAT is one of the bdgtown measures of implicit cognition to date, and it
demonstrates satisfactory internal consistency anddest reliability (Nosek, Greenwald &
Banaji, 2005)A metaanalysis concluded that the IAT has incremental andigiree

validity independent of the predictive validity of explicit measures (Greenwald et al., 2009),
and initial validation of the IAT has shown its sensitivity to individual differences in implicit
effects of seHesteem, selidentity (Greenwald & Fatmam, 2000), attitudes, and stereotyping
(Rudman, Ashmore & Gary, 2001), with no evidence of procedural limitations or familiarity
of stimulus acting as confounding variables (Dasgupta, Greenwald & Banaji, 2003). While
faking is possible, the IAT is less susceptible and has demonstrated a reasonable amount of
resistance to social desirability bias (Kim, 2003). Once each participant had completed all
sevenlAT association/discrimination tasks, the Inquisit 4 Web Playdtigecond Software,
2015) provided aesults page whereby participants would be able to see a summary of their
response latency to the various tasks (in millisecémasec), with regartb both
configurations This results webpage also explained that the quicker response time for each

partidpant may be more consistent with one’s attitude toward a particular category.

2.5. The Intervention

At the start of the study participants were randomly allocated into one of two groups, a
control goup or an experimental group. Randomised group allocation determinedwheth
participantswvatched a five minute ‘control’ video clip, or a five minute ‘expaental’ video
clip after the prentervention computer tasks. The control video clip was a compilation of
time lapsed shots of British landscajasrialBritain, 2008), and the video’s audio was
muted to ensure that the clip was as neutral ancenwotive as possible for participants. The
experimental excerpt was a clip from a video createdddy University’s Rudd Center for
Food Policy and Obeyi (Yale University, 2009)n response to growing concerns around
weight bias in healthcare. This video was selected as it dd@otobese person’s exipace

of weight biasbody shaming and social rejection during a routine visit io Gié. The
educational experimental video was designed to raise awareness of weight bias, as well as
identify victims, sources and the consequences offaindittitudes To investigate cause and
effect, pre and posintervention testing allowed the researcttemeasurevhether the

experimental condition had any influence in impacting-fattattitudes, as Teachman et al.
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(2003) stated that evoking empathy has shown in some studies to be effective as a weight bias

reduction strategy

2.6. Data Analysis

All participants demographic information, as well as responses to each item pretlaad
postintervention explicit and implicit attitudeeasures were retrieved from thquisit 4

Web Player (Millisecond Software, 201&d saved in Microsoft Excel formathe raw
demographic information was coded according to grouping categories (e.g. Sex consisted of
two categories: 1 = ‘Male’ and 2 = ‘Female’; BMI consisted of four categories: 1 =
‘Underweight’, 2 = ‘Normal Weight’, 3 = ‘Overweight’ and 4 = ‘Obese’). Datas cleaned

in preparation of analysis, and as three of the 125 participants did not topysée

intervention testing, their data wemmoved from the data set

Each participant’s total scores were calculated for each of the three explicit attitude measures
(ATOP & BAOP: Allison, Basile & Yuker, 1991;-Bcale: Bacon, Scheltema & Robinson,

2001), at both preand posintervention testing. The @an scores and other descriptive

statistics were then calculated in SPSS and used in further analysé&TThacores for

each participant (preand posintervention) were calculated as recommended by Greenwald,
Nosek, and Banaji (2003). IAT xares represented the difference between total response
latency for the pairings of Configuration 1's ‘fat + unpleasantl ‘thin + pleasant’; versus
Configuration 2’s ‘fat + plesant’ and ‘thin + unpleasant’. Participants who responded too
quickly or too slowly could not be included in the analysis, theretmpanses greater than

1,000 msec oless than 300 msec wereleted. Participants’ piatervention scores were
considered the baseline data which would allow the researcher to answer Hypothesis 1, while
the difference between participants’ pamtd preintervention scores for each explicit and

implicit attitude masure became the ‘discrepancy scores’ which allowed the researcher to

answer Hypothesis 2.

Under investigation weréé following two hypotheseslypothesis 1 which considered
whether at prentervention testing, participants walteport negative exgiit and implicit
antifat attitudes towards their patients who are overweight and/or ;cdoesélypothesis 2
which considered whethet postintervention testing, participants in the experimental grou
would report greater decreases in their explicit and implicitfab&ttitudes compared to

participants in the control group. Using a-pst, interventioreontrolgroup design, the
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impact of the study’s hypothesegre tested using the Statistical PackageSbcial Sciences
(SPSS) Version 23 (2015).

Whilst reviewing the study’s demographic characteristics, what became evident was that the
breakdown of participants into each of the grouping variables was quite disproportionate.
Therefore, prior to runningy statistical analyses the categories making up the BMI and
Ethnicity categoriesvere combined as follows, to make the samples less unequal. ‘BMI’
originally consisted of four categories: ‘UnderweigN’<£ 10), ‘Normal Weight' (N= 87),
‘Overweight’ (N=23) and ‘Obese’N = 2), and ‘Ethnicity’ consisted of five groups: ‘White’

(N =101), ‘Mixed’ (N = 5), ‘Asian’ (N= 10), ‘Black’ (N = 3), ‘Other’ (N= 3). This original

data was recoded within the SPSS worksheet to reflect the following: ‘BMI2’ consisted of:
‘Underweight’ (N= 10), ‘Normal Weight' N = 87) and ‘Overweight/ObeseN(= 25) and;
‘Ethnicity2’ consisted of ‘White’ = 101), and ‘Other'N = 21).

After checking the assumptions were met for the following statistical testguthéss
hypotheses were then examingd) A MANOVA was conducted on th@e-intervention
data for each of the independent ahfes (age, sex, ethnicity, BMI, ogation, working
privately / NHS, and working with patients who aneerweight and/or obelewith all
attitude measures as agplent variables (explicit anohplicit responss). Followup one
way ANOVAs were employed with Welch correction to produce rotasts of equality of
means to exame attitudes in relation to thiemographic characteristid®osthoc tests with
Scheffé correction were used to &lup significant ANOVA effects. (2) A MANOVA was
conducted on the discrepancy d@he difference beteen the dependent variables e
postintervention scoredpr each of the dependent \arles (ATOP, BAOP, {Scale and
IAT), with ‘Intervention Group’ as a fixed factdfollow-up wasan independergamples-t
test for the experimental and control group interventions. (3) A MANCOVA was conducted
on the discrepancy dafdne difference between the dependent variablesgoe post
intervention scoredpr each of the dependent \asles (ATOP, BAOP, fScale and IAT)
with ‘Intervention Group’ as a fixed factor and the independent variables as cové&ibates.
significant main effectsallow-up, oneway ANOVAs were to be employed with Welch
correction to produce robust tests of equality of means toiegaattitudes in relation to the
independent variablggxcept for sexworking privately and working with patients who are

overweight and/or obesaevhere an independesamples-test was usedposthoc tests with
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Scheffé correction were used to follayp significant ANOVA effects.

3. Results

Data from the dependent variable measures (ATOP, BA€Hake and IAT) were examined
usingSPSS Version 23 (2015) for accuracy of data entry, missing values, outliers,
distributional properties, multicollinearity, and other assumptions specific to the General
Linear Model. As the various test assumptions were met, the researcher could progress with

the statistical argsis.

Pre-Intervention Multivariate and Univariate Analyses

Hypothesis 1 stated that pre-intervention testing, participants wouleport negative explicit
and implicit antifat attitudes towards their patients who are overweight and/or obese. A
MANOVA demonstrated a significant effect at pnéervention testing for both age and
occupationf < 0.05). Pillai's Tracéor the MANOVA highlighted that: (1) age had a
significant effect on participants’ piatervention explicit and implicit anfat attitudes { =
0.16, K8, 216) = 2.39, p 0.02); and (2) occupation had a significant effect on participants’
pre-intervention explicit and implicit anfat attitudesV = 019, K12, 324) = 1.79, p = 0.04).

The researcher therefore failed to reject the null hypothesis

The Tests of BetweeSBubjects Effects summary table of ANOVAs for each dependent
variable measure, concluded tlsgiificant effects were observed fage and occupation. A
significant difference was found in participants’ explicit datiattitudes, apre-intervention,
due to (1) age group: ATO = 0.04)and FScale p = 0.02); and (2) occupation group:
BAOP (p = 0.03)and FScale p = 0.03). Followup Scheffe post hoc tests for age indicated a
significant difference on the ATOP pnetervention scores for “Young Adults’ and ‘Middle
aged Adults’ p = 0.04), with the homogeneous subsets revealing that ‘Young Adults’ (M =
71.46) were associated with more negative attitudes towards obese persons thafdtee ‘M
aged Adults’ (M = 79.54). Follomp Scheffe post hoc tests for occupaiimticated a
significant difference on the-&cale prentervention scores for ‘Psychologists’ and
‘Counsellors’ p = 0.03), with the homogeneous subsets revealing that ‘Céanssé =

3.71) were associated with being more fat phobic than ‘Psychologists’ (M = 3.33).

Oneway ANOVAs (see Table 13onfirmed the MANOVA results with age producing
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significant effects for the BOP (2, 119) = 3.34, p = 0.04) andS¢ale F(2,119) =3.46, p

= 0.04) where followup Scheffe post hoc tests revealed that the "Youhgjt&’ and
‘Middle-aged Alults’ explicit antifat attitudes only differed significantly from the other age
groups on thé&TOP (p < 0.05). Homogeneous subsets revealed that ‘Young Adults’ (M =
72.03) were associated with more statistically significant negative attitudes towards obese
persons than the ‘Middlaged Adults’ (M = 79.63). A one way ANOVA examining
occupation produced significant effects for the@® (3, 118) = 3.13, p =0.03) and F

Scale F(3,118) = 2.92, = 0.04) where followup Scheffe post hoc tests revealed that
‘Psychologistsand ‘Counsellorsexplicit antifat attitudes differed significantly from the
other occupation groups on theSgale p < 0.05. Homogeneous subsets revealed that
‘Counsellors’ (M = 3.68) were associated with being more fat phobic than ‘Psychologists’ (M
= 3.34).

Table &
Preintervention: Me-way ANOVAs examining attitude across sex, age, B#tinicity and
occupation.

Sex Age BMI Ethnicity Occupation

d.f.,errord.f.  (1,120) (2,119) (3,118) (4, 117) (3, 118)

F F F F F
ATOP 0.01 3.34 1.33 1.31 1.03
BAOP 0.74 2.48 1.66 1.70 3.13

F-SCALE 0.24 3.46" 0.82 1.37 2.92
IAT-D 1.08 1.59 1.49 0.34 1.76

Note.*Value is significant at thed5 level

**Value is significant at the .01 level

The satistics run on the participahtpreintervention explicit and implicit attitude scores
acrosshe study’s grouping variableppear to partiallgupport this study’s ypothesis 1 in
that the’Young Adults’ and ‘Counsellors’ helchore statistically significant negative explicit
anti-fat attitudes (ATOP and-Bcale) than the other participaatspreintervention testing

Discrepancy Multivariate and Univariate Analyses

301



Hypothesis 2 stated that postintervention testing, ptcipants in the experimental group
would report a greater reduction in their explicit and implicit &attattitudes towards their
patients who areverweight and/or obeseompared to participants in the control group. A
MANOVA run on the discrepancy scores of each of the four dependent variables (ATOP,
BAOP, FScale and IAT), with ‘Intervention Group’ as a fixed factor dastrated that there
was a significant difference/(= 0.10, K4, 104) = 2.73, p = 0.033) in pcit and implicit
anti-fat attitudes between pend posintervention testing, due to the type of intervention
group (control or experigntal). The null and alternative hypothesis could therefore be
rejectedasthe fintervention groupsemployed in this studyere shown to have a significant
effect on the dependent variables, from poepostintervention, but not in the direction

predicted

The Tests of BetweetrSubjects Effects summary table of ANOVAs for each dependent
variable measure, concluded tlsginificant effects were observed for ‘Intervention Group’,
but only on the ADP discrepancgcoreqF(1, 107) p = 0.004) indicating a significant
difference in participants’ explicit antat attitudes, from preto postintervention testing,

due to the impact of intervention groafbocation. A followup independent samplesetst
revealed thaton average, partigants within the experimental intervention grqivp= -3.54;
SE=9.79)reported more negativexplicit antifat attitudesthan participants within the
control intervention group (M = 0.42; SE7.46).While a significant difference was found
between thexperimental and control intervention groups, for the ATOP discrepancy scores
(t (120) = 2.49, = 0.014), it was not in the direction hypothesis@uthat the explicit

attitudes of those within the ‘experimental group’ became more negative. An independent
samples TTest confirmed that the experintahgroup participants reported more negative
explicit anti-fat attitudes in comparison to the control group particgatores on the ATOP
at postintervention. Hypothesis 2 stated that at postrvention testing, participants in the
experimental group will report greater decreases in their explicit and implicfaaattitudes
compared to participants in the control group. As this was not founduthleypothesis is

rejected.

A MANCOVA was run on the discrepancy scores of each of the four dependent variables
(ATOP, BAOP, FScale and IAT), withintervention Group’ as the fixed factor and the
grouping variables as ‘Covariates’. Results reportedsigmificant differences\y = 0.09,

F(4, 97) = 2.27, = 0.07) in participants’ discrepancy scores (see Table 2) for the ATOP,
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BAOP, FScale or IAT across the grouping variables, or due to intervention group allocation
(control or experimental).erefore, nestatistically significant differencegere foundm
participants’ explicit and implicit anfat attitudes from préntervention to posintervention,

due to intervention group allocation (control or experimemagcross any independent
variables. We can therefore accept the null hypothesis.

Table 2:
MANCOVA: Pillai’s Trace discrepancy score values from the multivariate tests.

Vv F d.f error d.f p

Sex 0.04 1.09 4 97 0.37
Age 0.02 0.52 4 97 0.72
BMI 0.04 1.13 4 97 0.35
Ethnicity 0.03 0.84 4 97 0.50
Occupation 0.06 1.48 4 97 0.21
Privately 0.02 0.50 4 97 0.73
Patients 0.07 1.77 4 97 0.14

Note.*Value is signifcant at the .05 level

**Value is significant at the .01 level

4. Discussion

The present study aimead provide insight into weight bias among MHPs. Currently ne UK
based research exists which considers MHPs explicit and impliciiadiatititudes toward

their overweight or obese patientis study primarily aimed to (1) investigate and raise
awareness of potential explicit and/or implicit afati attitudes among MHPs working in a

variety of therapeutic roles within various counselling psychology settings, (2) consider
whether an experimentaltervention may reduce MHP’s weight bias, and (3) raise

awareness of the associated behavioural outcomes and practice implications. What becomes
apparent is the need to understand and address weight bias within mental healthcare, and

begin applying stratges shown to be effective in reducing dati attitudes within mental
healthcare settings.

Hypothesis 1:
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At pre-intervention testing, the only significant differences were found among (1) ‘Young
Adults’ (18-34-year olds) which reported greater negasxelicit attitudes towards obese
persons, and (2) ‘Counsellors’ which reported greater explicit fat phobic responses. As
Hypothesis 1 is only partially supported, the researfailsrto reject the null hypothesis

Age

While it is worth considering that the unbalanced age category sample sizes may have
influenced the results, what the data indicatesasybunger the participant, the more
negative their explicit anfat attitudes towards their patients who are overweight and obese.
This is in line withearlier research (Lieberman, Tybur & Latner, 204/Zar, Aultman,

Varley & Zarconi, 2006).It could be speculated that immaturitylessexperience and

clinical interactions with people of all sizes may have impacted the degree of weight bias
held by younger individual$=(int, Hudson & Lavallee, 201%;atne, Stunkard &Wilson,

2005; Helb, Ruggs, Singletary & BeaP008; DavisCoelho, Waltz & DavigCoelho, 200D
Adding to this, Hague and White (2005) highlight that older health professionals who have
had more life experience, training and greater knowledge through continued professional
development, may have overcome their niggaattitudesowardpatients who are obese and

are thereforenore acepting of people of all sizes.

The importance of body image, body shape, weight and appearance has also shown to
decrease with agdiggemann, 2004)n that the older the individual, the less attention they
attribute to those of a higher BMI. Perhaps growing up in a society with the continued
pressure of the ‘ideal’ weight preference, has resulted in younger participants holding less
tolerant weight attitudes, feeling there is no excuse to be overweight with many popular ‘on
trend’ physical activities and ‘healthier’ food choices conveniently accessible to all. It could
be speculated that perhaps being shaped by society while growing up, these pMidRger

may still be influenced, or inherently hold attitudes of varying degrees, that overweight or
obese people are in control of their weight, and are therefore to blame if they fall into the
overweight or obese BMI categories. Similafghwartzet al.(2003) hypothesed that

younger healtbare professionals may be more strongly imprinted as societal pressures to be

thin have only intensified in recent decades
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Occupation

While Counsellors were shown to hold significantly more explicitly negativefaraittitudes
towards their patients who are overweight, this occupation group only made timaless

fifth of the total study sample. With no existing research considering weight bias among
MHPs working within different therapeutic approaches,gh&no literature available for
comparisonslt could be speculated that different degrees of weight stigma are possibly due
to differing levels and duration of clinical experience, training, supervision, personal therapy
and further qualifications. Various registering bodies will also have different requirements
with regard to degree of Continued Professional Development and adherence of ethical
guidelines and code of conduct. Perhaps more extensive training, knowledge, personal
therapy and supervision mecessary with regard to the causes of obesity, the types of weight
bias within various societal settings, and greaterag#dreness of one’s own aifit

attitudes.

It could be speculated th@bunsellors may be too heavily influenced by the therapeut
approach in which they work, which in turn may affect the degree ofardttitudes they
hold with regard to their patient’s weigl@ounsellors might, instead of considering other
causes resulting in a higher BMI, perceive patients who are ovetvesiglameworthy Yan
Leeuwen, Hun& Park 2015;Wylie, 2015;Crandall, 1994)It could also be speculated that
these MHPs may potentially fe@verwhelningly inadequate to treat overweight or obese

patients giventte comorbidity of presentations, or the coextly of the case.

While people tend not to explicitly subscribe to biases which may be seen as socially
undesirable, they may harbour unconscious latent preferences. What this study’s results
indicate however, is that participants are atplicitly weight biased. It could be speculated
that the “Young Adults’ and ‘Counsellors’ explicitly believed they are more strongly weight
biased than they actually are, and working with overweight patients had a much less
significant impact on them and their behaviour in the therapy room. Perhaps experiences
throughout life have not involved strong negative stereotypes about overweight and obese
people, and itd possible that perhaps some moretpasiveightrelated beliefs, attitudes and
ideas have iftuenced them implicitly withoutteir knowledge. With Borowik, Carroll,

Cicero and Ellis (2015) highlighting thatgicit attitudes stem from more recent and
accessible events, perhaps bfgeriences with overweight and obese pebple not been

strorgly negativefor the MHPS, until more recently.
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Hypothesis 2:
The intervention was shown to significantly affect experimental group participants’ explicit

anti-fat attitudes from preto postintervention testing, however instead of reducing weight
bias, the explicit antiat attitudesof those in the experimental gmbecame more negative.

The researcher therefargjected both the nuéind alternative hypotheses.

Evoking empathy has been shown to reduceudreg toward commonly stigmatised groups
(Danielsddéttir, O’'Brien & Ciaq 2010; Vescio, Sechrist aolucci 2003; Batson et al.,

1997). Many studies however pertain to race, gender or age which are considered
uncontrollable, while Myers and Rosen (1999) highlight that greater controllabiligfdel
will be associated with more negative attitudesould be postulated that perhaps evoking
empathy failed to reduce atfiéit attitudes among the experimental group participants within
this study, as obesity is deemed controllable. Whalesality is central to Attribution Theory
(Weiner, 1986), emotions have also been shown to be modified by Attribution Theory
(Weiner, 1986), therefore one could speculatetthattheory could potentiallgrove

effective in reducing weight bias.

While TeachmanGapinski, Brownell, Rawlins & Jeyaram (2003) found that evoking
empathy reduced weight bias, this was only among overweight participants and may
potentially have been a result ofgnoup biasWith only a quarter of the 65 MHPs in the
current study’s expemental intervention group falling into the overweight/obese BMI
categories, it could be speculated that in line with Social Identity Theory, the majority of
membersrf = 45) making up the experimental group, were distinctly categorised as ‘normal
weight’ and thereforenore likely to view irgroup members in a more positive light and

members of the outgroup more negatively (Tajfel & Turner, 1986).

Teachman et al2003)also highlighted that in attempts to evoke empathy, the portrayed
negative evaluatiaof anobese person may serereinforce rather thanmdinish weight
bias Perhaps viewing the intervention video featuring obese actors egaket memories
of negative experiences wiglatients or people who are overweight obese. The
intervention could therefore have elicited negative feelisgsh as repulsion or disguet

the experimental group participants.
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From pre to postintervention testing, response consistency is apparent. Prior to exposure to
the experimental video, expit attitudes were shown to be significantly negative, and after
exposure the attitudes only became more negative. It could be speculated that perhaps
participants simply remembered their responses to the items making up the explicit attitudes
measures gireintervention testing, and repeated these atipbstvention testing. Or

perhaps the participants’ attitudes remained negative afaaattitudes have been shown to

be robustwith weight bias remaining a stubborn probl@anielsdottir, O'Brien& Ciao,

2010; Lee, Ata, & Brannick, 2014). It could be speculated that in attempting to evoke
empathy toward the overweight and obese, in order to reduce MHP’s weight bias, exposure to
the experimental video challenged the participant’s perceptions sitylesulting in even

more negative perceptions pastervention. What also needs to be considered is the fact that
postintervention testing was carried out immediately after participants had completed
watching the control and experimental videos. isuales have proven to be difficult traits

to change, with antiat attitudes proving robust e, Ata, & Brannick, 2014), this

immediacy effect had to be considered when interpreting the study’s results. With such a
short break between intervention andesting, it could be postulated that there was no time

or not enough time for any sort of attitude shift.

With regard to the direction of future research, morel#ised weight bias studies

replicating the work done in the United States of America (U8A)necessary if we are to
begin confidently generalising the results fouvthile weight bias within many healthcare
professions has been considered, weight bias specifically aitmasgyworking within metal
healthcare settings has been largely overlookedan evaluative standard, there needs to be
normative data. Therefore, it has to be determined where MtiIR&en being compared to
nurses, physicians, physiotherapists, dentistdeittire work should also examine (1) weight
bias over time (i.e. the same participantsested months later{2) differences in MHPs
explicit and implicit antifat attitudes with a focus on demographic differerasasng
participants, and (3) whether evoking feelings of acceptance, equality and respect would

prove moe effective than evoking empathy in challenging participant’sfantttitudes

With weight bias being documented in research studies among physicians, nurses, medical
students, student nurses, rehabilitation counsellors, dieticians and fitness professionals (Puhl
& Brownell, 2001; Puhl & Heuer, 2009, Kaplan, 1984), similar studies among MHPs are

necessary to determine the implications and potential impacts within counselling psychology
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practice. With previous research (Huizinga et al., 2009aRtr et al., 2009; Hebl & Xu,

2001) demonstrating that healthcare professionals report vigatrents who are obese as
lazy, annoying, dishonest, lacking in setintrol, unintelligent and a waste of their time, it
could be assumed that MHPs hold thensattitudes. Patients picking up on thesefati
attitudes have reported feeling disrespected, berated and dismissed by healthcare providers
(Brown et al., 2007; Edmunds, 2005; Bertakis & Azari, 2005). Ogden and Clementi (2010)
highlight that obesity is highly stigmatised condition generating a multitude of social
reactions, with this ‘enacted stigma’ by others, impacting tles@ndividual’s ‘felt stigma’.

It could therefore be speculated that patients’ awareness of such negativeratatght

views by those who they trust and turn to for help, could possibly affepatientprovider
relationship.

Amy, Aalborg, Lyons and Kerand@006) highlight that patients who have reported negative
attitudes by their healthcare providers, have resultéoWer motivation levels for change
(Vartanian & Novak, 2011), have higher programme attrition (Schvey, Behdndoski&

Brownell, 2013) and avoid healthcare by delaying and cancelling appointments (Drury &
Louis, 2002). Within counselling psychology ptige and training there is no place for

weight discrimination, as weight biased MHPs would find it impossible to work as efficiently
and as effectively as possible wghtients who are vulnerable if their afdt attitudes were
impacting on the therapeutic relationship and the dynamics within the therapy room. Not only
does this raise the probability of relationship ruptures, but it would affect any rapport that had
been built. Building trust and rapport with patients is paramount for those working withi
mental healthcare, but if patients feel their MHP cannot be trusted, or if they feel their MHP
does not accept, value or understand them, and is not being genuine, this will potentially
impact on the work, resulting in patients avoiding therapy sessions by delaying and

cancelling appointments, and in some cases never returning.

Weight bias in mental healthcare is a sensitive area of work as patients seeking assistance
will come with preexisting mental health issues (e.g., phobias, personality disorder, post
traumatic stress) and thus, should be handled gently and with consideration. Weight bias also
has psychological consequences which can make individuals vulnerable to depression,
anxiety, diminished selésteem, perceived inadequacy, poor body imdgeated risk

factors, suicidality, maladaptive eating behaviours such as binge eating, unhealthy weight

control practices, or eating more food to cope with the stigruhl(et al., 2013, Puhl &
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Heuer, 2009; Puhl et al., 2007; Puhl, Peterson & Luedicke, 2011). For those seeking
assistance from services within the general healthcare system, weight bias has the ability to
worsen a patient’s current state by resulting in the addition of a mental health concern (e.g., a
diabetic developing depression). While tisk for patients with prexisting mental health

issues, is that the mental health issues are either exacerbated or the patient may develop
further mental health issues (i.e. low sedteem worsens, or generalised anxiety developed).

It is therefore imprtant that those working within counselling psychology practices and other
mental healthcare settings become aware of, and gain an understanding of, the disparities and
compromised care patients with higher BMIs may face within the healthcare sectorg Addi

to this, MHPs holding explicit and/or implicit a+féit attitudes toward thepatients who are
overweight and obese, becomes another barrier to quality healthcare, as well as reinforcing
the biases they already experience within various societal ¢entex

To concludemany are affected by weight bias, with literature documenting how this type of
discrimination can lead to adverse effects on psychologicalbeelly, physical healftsocial

and economic inequalitie&iven the widespread acceptability and prevalence of weight bias
within various social domains, it is not unrealistic to suspect that MHPs may hefdtanti
attitudes toward their patients who are overweight and obese. Weight bias within mental
healthcae can impact patients’ quality of care, therefore further understanding and raising
awareness of explicit and implicit arfiéit attitudes among MHPs is necessary, as well as
further investigation as to which interventions may be effective in reducingribgatve

attitudes
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