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ABSTRACT

1. INTRODUCTION

Background: Many adults do not take up weight
management interventions even after apparently
deciding to do so. Further research about decision making prior to the intervention would be
useful. This paper presents a qualitative study
exploring the process of decision making and the
influences of obesity stigma. Methods: A pragmatic qualitative methodology, conducting indepth interviews with 52 participants all with BMI
> 30 kg/m2 and experience of efforts at weight
management. Equal numbers of men and women with mean age 56.9 years completed interviews. Inductive analyses proceeded through
systematic steps over a series of iterations. Findings: Decision making is difficult in the context
of on-going mixed feelings over a long time.
Thoughts and feelings become ingrained with habits and it is hard to separate out what is needed
to think through a good decision. Thinking about
weight brings a large volume of thoughts and
feelings and apparent options or action choices.
The volume of thoughts makes decisions difficult but, in the context of obesity stigma, many
of the thoughts are negative. A variable sensitivity to these stigma-related thoughts adds further ambivalence and inhibition for taking decisions. The need for further thinking does not
stand out in the context of the emotional resolving of thoughts about personal responsibility
arising from obesity stigma. Conclusions: Obesity stigma contributes to a deeper ambivalence
in the decision process and hence difficulty in
decision making about weight management. Decision aid interventions and training of health
care staff in communication skills for shared decision making are needed.

Obesity is a leading public health problem in many
parts of the world affecting hundreds of millions of people [1]. In countries at the forefront of the pandemic a
third or more of adults may soon have sufficient excess
body fat to be at risk of health problems [2]. Among strategies to tackle obesity many health systems are investing in weight management interventions [3-8]. Clinical
guidelines condensing the complex evidence in this field
set out a range of dietary, physical activity, behavioral
and psychological, interventions as a first step to help patients with weight loss [5-8]. Various mixes of all these
elements are recommended, labeled broadly as behavioral and lifestyle interventions. However, healthy weight
maintenance is difficult even with intensive and sustained
lifestyle intervention input [9,10]. For many adults obesity becomes a long term condition requiring sustained
motivation and engagement for successful management
[11].
Given the evidence of a complex, difficult to manage,
condition it is, therefore, unfortunate that in most cultures
the popular assumption is that weight is readily under
personal control [12,13]. Even among health professionals weight problems are perceived as a matter of a failure
of personal effort in the face of simple lifestyle choices
[14-16]. These views along with a range of deep rooted
negative stereotypes are understood as a facet of the particular stigma attached to obesity [14]. Stigma is the phenomenon in which societal evaluations negatively impact
on individuals’ sense of identity and self-presentation in
social interactions [15]. In many societies obesity brings
a strongly devalued physical and moral identity, creating
challenges for those affected by obesity in managing their
identity and in presenting themselves in social interaction.
Obesity stigma has general consequences in many spheres of life for affected individuals, including decision making about weight management interventions.
Within the evidence about effective interventions it is
also apparent that recruitment and retention of participants in weight management programs is a problem [11-
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13,17]. Many adults do not take up lifestyle interventions
even after apparently deciding to do so, or if enrolled,
drop-out after a short time. Whilst this problem can be
viewed from various perspectives, it is usually seen as
one of personal motivation within interventions. Certainly
the main thrust of clinical guidelines is on individual psychological theories of readiness to change and beliefs, attitudes and motivations in relation to health. Less attention is given to the decision making process prior to the
intervention or to the impact of obesity stigma. This paper presents a qualitative study aiming to explore the
process of decision making and the influences on this of
aspects of obesity stigma. This was part of a larger study
exploring influences on decisions about weight management.

2. METHODS
2.1. Design and Recruitment
The study employed a pragmatic qualitative methodology, now established in health research [18-21], aiming
to illuminate the experiences and perceptions of people
with obesity in relation to our research questions. Following UK National Health Service (NHS) Ethics approval participants were recruited from a pool of respondents to a regional postal survey about weight and health
in 2012 [22]. All these respondents had agreed to being
contacted further and also all had a BMI > 30 kg/m2 indicating obesity. A total of 758 adults were added to a new
sampling frame and stratified to gender and to socio-economic status. Stratification was employed because previous qualitative research in this field is heavily biased
towards women rather than men and to those from more
affluent backgrounds [23]. Potential participants were then
randomly selected with attention to an even representation of gender and social backgrounds. An invitation to
participate in an interview was sent to 128 individuals initially, about half responded expressing interest, and over
a period of six weeks 52 volunteers completed interviews.
A judgment was reached that data saturation had been
achieved and no further recruitment was attempted.

2.2. Participants
Participants ranged in age from 26 years to 79 years
with a mean age of 56.9 years (n = 52, std dev = 12.2
years). Participants were evenly distributed between men
(50%) and women (50%), and between upper and lower
income brackets. No volunteers dropped out of the study.
There were no statistical differences in mean ages between gender and income groups.
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tioning probes, is shown in Box 1. Excluding preliminary
opening dialogue oriented to establishing a good rapport
the interviews ranged between 10 - 40 minutes with a
mean of just under 20 minutes. There were no significant
differences in interview length between the different
groups of participants.
Telephone interviews were undertaken by experienced
obesity research interviewers at a time convenient to the
volunteer. A telephone, rather than face-to-face, interview
meant it was easier to include more people and with more
varied backgrounds than is typical in this type of study
[23]. It also eliminated the potential, but unknown, effects of interviewer body size on data collection that
might arise from face to face interaction.
The telephone interview data quality was checked by a
comparison with the volume and richness of data produced from face to face interviews in previous studies
about adult obesity [24,25]. In comparison to face to face
interviews the exchanges were more focused and faster
paced leading to a shorter interview time for comparable
data but no inhibition apparent in discussing personal experiences.

2.4. Data Analysis
Interviews were transcribed verbatim and anonymised
before entering into the QSR NVivo computer program
to facilitate management [26]. Analyses proceeded through systematic steps over a series of iterations to initially develop and evaluate a coding framework grounded in the data [19,26,27]. All interviews were then fully
coded by one author and coding checked by the other.
Outline of interview guide with illustrative questions/probes*:
Previous (recent) weight management actions
Can you think of a time you have done something about your
weight? Please tell us about your most recent experience.
Encourage to recall and describe actions.
Deciding processes for actions
Looking back, just before you had actually done any of this, do
you feel there was a clear point you decided what you were going
to do? Did you feel in your mind that you were reaching a
decision? Tell us more about the process of reaching a decision.
Influences on decision making
We’d like to explore a bit more about your thinking at the time
just before taking action about your weight. What influenced your
thoughts? Anything at all is relevant here.
Exploring key influences...
When you came to make a decision what had the most influence
on you?
*

2.3. Data Collection
The interview guide, with illustrative examples of quesCopyright © 2012 SciRes.

Please note interviewers were encouraged to maintain a good
rapport, covering topic areas in depth but flexibly

Box 1. Interview guide.
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Differences were resolved at team meetings. Data matrices, summaries and case stories were employed to facilitate analyses with further checking for instances that did
not fit the framework or helped refine understanding of
experiences and perceptions.

3. RESULTS
All participants could recall actions to manage weight
at some time as an adult; half of participants were currently or recently (last 6 months) actively trying to lose
weight. For most a mix of lifestyle actions had been followed to try to lose weight. Actions around foods and
diet were most frequently talked about but also actions
for more physical activity. A very few reported taking medicines or meal supplements or of being under recent care
for surgery. The focus in this paper is on the decision process and the influence of obesity stigma. Quotations are
followed by abbreviations to provide the gender (M =
male, F = female), social background (U = upper income
group, L = lower income group) with interview identifier
and followed by the participant’s age in years.

3.1. Decision Making
Very few participants could recall a clear single point
of decision making about weight management. Two exceptions were men thinking back to how heart problems
dramatically triggered their awareness of their weight as
a problem. However, the far more typical picture was a
background awareness of weight as a problem that had
been naggingly present for a long time. This was a vague
continuing sense of weight as a problem, sometimes in
the background sometimes in the foreground, but not absent. Linked to this was a similarly vague sense of what
should be done about weight. In this context there was
not a perception of taking conscious decisions about what
to do or a clear plan being available.
I don’t think it was ever achieved in you know conscious “okay its time to start doing this now”. [M/U-021
age 40 years]
I’ve never really been happy with me weight. […] it’s
a vicious circle that you can get into the only thing is
you’ve really got to want to do it for yourself. [W/U-022
age 46]
I guess its probably I always knew it but never actually
um made the decision to actually do something about it.
[M/L-012 age 26]
There isn’t a day that goes by if I’m honest that I don’t
think about it. [W/L-011 age 61]
For these participants there was a fluctuating ambivalence (mixed feelings) about size with awareness of a need
for action heightened in certain contexts and by various
triggers. Grappling with a personal response to this is a
feature of ambivalence about weight control steps.
Copyright © 2012 SciRes.

It’s all contradictory really a lot of the feelings and
thoughts I have were contradictory. [W/U-017 age 53]
Getting past this ambivalence to an acceptance that
there is a responsibility to take action was felt to be important in a decision process. Indeed, reaching a settled
state of mind was considered by some as a decision. However, it should be emphasized that this was not a thorough cognitive process but more about reaching an emotional resolution in response to thoughts about personal
responsibility. The heightening of these kind of thoughts
arise from the particular stigma linked to obesity.
In recalling the decision process participants found it
hard to identify a separate (new) thought process about
weight. Their perception was of an on-going nagging of
the self not a new event requiring a decision. Indeed some
struggled with the concept of a decision as such and the
implication that they may have consciously thought through what to do. The sense was more of general feelings arising that it was necessary to do something but not
of deciding what to do.
I’d say it’s just its not a sort of you know a decision
making process made of separate steps really it’s a sort
of its a way of life really […] I don’t see it as these sort
of definite turning points you seem to be implying; really
it’s a way of life, keeping control of your weight for me.
[W/U-023 age 62]
Believe it or not I’ve got 18 years of weekly weight
records. Um but to be honest um it no I haven’t I’ve had
sporadic kind of you know just cut down a bit on this and
that but no specific plans as such. [M/U-013 age 66]
These quotes suggest a chronic engagement with weight
as a problem but not a thorough discrete thinking process
as to what to do about it. An emotional response rather
than a cognitive decision based on evaluation of salient
information. It appears that as weight is bound into identity and habits over a long period it is harder to recognize
the thinking required to decide what to do.

3.2. Contexts and Triggers
Overall, for most participants a mix of triggers and contexts set off thoughts about weight, sometimes repeated
over and over:
I mean I’ve done it lots of times and it never seems to
be the same thing but then I you know it never seems to
be the same thing, that does you know that does make it .
[…] I think it sometimes can be a health thing sometimes,
can be other members of the family. Sometimes it can be
just that you see yourself in the mirror and think “oh
that’s not me that’s not good I want to be ...” [W/L-020
age 55]
Health reasons were the most frequently mentioned
trigger. Also important was anticipation of social interactions in which a heightened sense of stigma would be
OPEN ACCESS
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likely to be experienced. Frequently participants recalled
internal negative thoughts in anticipation of a social event
like a wedding or holiday as a trigger for thoughts about
weight control.

3.3. Right Frame of Mind
The “right frame of mind” was mentioned by many
participants as a notable feature in their decision process.
Various terms were used such as: “come to terms with”;
“believe it for yourself”; “do it for yourself”; “mentally
ready” among others. The concept was of reaching an
emotional state (more feelings than thoughts) of acceptance of the personal responsibility involved for weight
management. Note, though, in the quotes below, how this
“right frame of mind” has a social relational dimension—
for example, “you’re an individual” and “you may get
pressure from some quarters, especially medical quarters”.
I personally think you know it’s something that you’ve
got to come to terms with and say you know this is what I
want to do […] because lots of people can talk to you
about it say it’s a good idea to do it unless you actually
believe yourself that it is a good idea for you you’re not
going to do it anyway. [M/U-014 age 55]
You’ve got to be in the right frame of mind to actually
want to lose some [M/U-020 age 46]
You’re an individual and every person knows deep in
their mind they know what works for them you know
[W/L-021 age 26]
I mean everybody’s different I’m not happy with my
weight but you know I would like to lose weight but for
me not anyone else. [W/L-18 age 43]
And it’s taken I suppose about 18 months perhaps a
little less to really sort of think it through and make the
decision cause nobody else can do it for you and even
though you may get pressure from some quarters especially medical quarters that you have to do it for yourself
you can’t do it for anyone else. [W/L-022 age 65]
However, this settled emotional state is not a decision
about what to do and does not necessarily translate into
action:
I did reach a decision that really I ought to do something but I was a bit wishy-washy about actually doing
something (laughs). […] The decision was made but
what do they say the heart was willing but the flesh was
weak so I didn’t really pursue it very well. […] I just
realised that I was putting weight on and it was getting
um more than I wanted and that it would be a good idea
to do something about it and it was as easy as that.
[W/U-013 age 61]
Some participants recalled a lack of clear information
at this point to help them to decide what to do.
I mean I was conscious of it, the thing that puzzled me
Copyright © 2012 SciRes.
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about it was all the information you kept getting seemed
to contradict each other if you know what I mean? […] I
was getting all confused when I was asking for information. [M/L-013 age age 60]
I suppose in the last year to 18 months I really sort of
got I really ought to try and do something but it’s just
finding out what I can actually do... [W/L-012 age 64]

3.4. Influence of Obesity Stigma
The presentation now focuses more directly on the effects of obesity stigma on participants’ thoughts in relation to decisions about weight management. Most participants were more or less conscious of being influenced
by wider cultural norms about body size, social roles and
obesity. Generally this was the expectation that a slim
build was approved and to be overweight was not acceptable. Television was the most frequently mentioned
media influence in this respect.
I suppose you know the amount of exposure I get there
must have been some influence to male figures that get to
thrust at you same as women get influenced by you know
fashion figures and things like that that get promoted on
the television. [M/U-015 age 54]
I get to the point where it just depresses me feeling
that I am overweight and you know it’s what you see on
the television it’s what you see on magazines it’s what
you see around you. [W/U-017 age 53]
These general cultural influences brought a particular
interpretation of expectations about roles and body size
and about appropriate actions for weight control. The influence on thoughts, for example, as to what is appropriate for a man or woman of my age and with my kind of
responsibilities or job to be doing about their weight.
I were determined not to get ridiculously thin either
and I’ve not achieved that but because I don’t like you
look at people and they’re so thin at my age. [W/U-019
age 51]
Awareness of a wider negative evaluation from others
was an important influence on thoughts of a minority of
participants across all groups; and one that evoked strong
feelings (Box 2). Within these quotes are a range of negative stereotypes and associations, including greed and
laziness, and apparent impact on emotional states, including shame, depression and embarrassment. For a few participants such stigma related thoughts provided a stimulus to make change and were seen as an acceptable social
pressure. More typically, though, they were not viewed
as helpful and were seen as being counter-productive for
thinking clearly about health actions. Some participants
were more sensitive to obesity stigma and found it upsetting and inhibiting. In general it added to ambivalence
and difficulties in deciding what to do about weight control.
OPEN ACCESS
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Stigma awareness at decision points:
There’d been a you know the banter at work was getting a bit
much to deal with. […] I was the um the fat boy in the office sort of
thing. [M/U-015 age 54]
Well I’m ashamed really. I feel ashamed that I let myself get to
the state that I’m at you know and I just I’m fat you know.
[W/U-020 age 66]
I didn’t want to be known as the fat mum at the school gates.
[W/U-012 age 34]
I was a damn sight bigger than them so I did tend to think that
people was looking at me. “Oh God look at her look at how fat she
is” or, you know what I mean, never really accepted. If you see a
fat person first thing you say, “She must be right greedy her”.
[W/L-019 age 62]
Impact of stigma thoughts:
A lad sort of commented he said “you’re really big aren’t you?”
you know you don’t want to hear things like that so it sort of just
brings it to your forefront if you like you’re suddenly aware of what
people are thinking […] when someone makes a comment like that
if anything its, um what’s come into mind it depresses me only
thing I want to go and do is get some biscuits [M/L-021 age 39].
I’m embarrassed a little bit you know not about what other
people think, about what I think about meself. [M/L-022 age 41]
You feel you feel like a failure when you’re overweight […] you
feel that people are judgmental about your weight even if they
don’t say anything. [W/U-011 age 53]
Oh actually it did the opposite because my doctor’s call it a fat
club I refuse to go (laughs) I didn’t think it were very positive way
of getting people who were overweight to go be weighed and get
advice so no I didn’t take it up to be honest. [W/U-019 age 51]
It just makes it makes it worse really it makes you feel um it’s
hard to explain really it doesn’t give me the incentive to do it, it
just makes it more difficult to you know to sort of come out and do
something about it you feel you know embarrassed and ashamed I
do find it yeah its difficult. [W/L-020 age 55]
You know it’s like pointing the finger and saying “it’s your fault”
and I, it’s very hard to put into words but it just makes me very
cross really instead of encouraging people it’s the opposite side of
the coin its very negative and other people jump on the band
wagon and start to say the same words which they perhaps never
thought of before. [W/L-022 age 65]

Box 2. Stigma and decision making.

4. DISCUSSION
4.1. Study Summary
The study was successful in collecting rich qualitative
data from men and women from different socio-economic backgrounds but, it should be noted, two thirds of
the sample comprised adults aged 40 - 65 years. The
study contributes to a deeper understanding of why decisions about weight management can be difficult and how
they might be improved. It provides a potentially generalizable theory of relationships between phenomena salient to weight management; it does not provide a representative quantification of the issues identified. The findings are transferable, therefore, as qualitative research, to
Copyright © 2012 SciRes.

other contexts in which adults are taking decisions about
weight control within cultures in which obesity is stigmatized. A number of key insights can be summarized
before discussion of the wider literature.
First, decision making is difficult in the context of ongoing mixed feelings over a long time. Thoughts and feelings become ingrained with habits and it is hard to separate out what is needed to think through a good decision.
This is typical of obesity as a long term chronic condition lacking a simple management intervention. Second,
decision making is difficult because the need for “thinking through” does not stand out in the context of the emotional resolving of thoughts about personal responsibility.
Again this is a heightened feature within weight decisions because of obesity stigma. Third, for many people,
thinking about weight brings a large volume of thoughts
and feelings and apparent options or action choices. Simply the volume of thoughts makes decisions difficult but,
particularly in the context of obesity stigma, many of the
thoughts and feelings are very negative. Fourth, there is a
variable sensitivity to obesity stigma thoughts that can
add further ambivalence and inhibition for taking decisions.

4.2. Comparison with Literature
The contours and impact of obesity stigma have been
explored and described in much other research [15]. A
review of qualitative studies undertaken in various, mainly urban, settings around the world found a majority reported obesity stigma [23]. This includes studies in Australia, UK and USA where obesity stigma is very pronounced [28-31]. Equally, many quantitative studies have
also described the extent and impact of negative stereotypes and attitudes associated with obesity stigma [32,33].
Obesity stigma, as found in our study, is understood as a
very deep rooted phenomenon in Western cultures. A substantial body of research demonstrates that the particularly negative attitudes about obesity are underpinned by
beliefs about personal responsibility and that weight loss is
readily under personal control. Negative stereotypes about
body size and obesity are extremely deep rooted and powerful. Overall it is a world of mixed messages and pressures about body size. These influences make thinking
clearly about weight management a challenge. It should
also be noted here that recent research suggests an association between obesity and reduced cognitive function
[34].
The reasons why people take actions about health has
been a topic for research and debate over many years [35];
but the conceptualization and emphasis given to obesity
stigma is an issue. Two prominent models will be considered briefly in discussion of our findings. These models
are especially pertinent because they are widely included
OPEN ACCESS
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in the training of health professionals and in clinical
guidelines [5-8]. The “Stages of Change” model remains
influential despite a weak evidence base [36,37]. Broadly,
as applied to obesity, the model suggests people would
begin by not seeing weight as a problem (Pre-contemplation). They would then move on to become aware of it as
a problem (Contemplation) and move on to take action
for change that may or may not be maintained. Our findings do not support this view of stages or a cycle. Rather
the typical picture is of on-going fluctuating levels of ambivalence punctuated by triggers and contexts that heighten awareness of weight thoughts. Furthermore, the relational psycho-social concept of stigma is difficult to fit
within this individual readiness model.
Other widely influential psychological models suggest
that actions arise from beliefs. For example, the “Theory
of Planned Behavior” highlights the importance of beliefs about consequences of actions, about expectations
of what others may think and about perceptions of the
control we have over actions [38]. A number of personal,
demographic and environmental background factors are
seen to influence these beliefs. These models have better
underpinning evidence [39]. Our findings fit this model
better but nevertheless draw attention to factors, important for obesity, that are not sufficiently apparent within a
generic psychological beliefs model. First, our findings
highlight the difficulties of disentangling beliefs from
identity, on-going habits and experiences in relation to
weight and body size. Second, our findings highlight the
distinct psychosocial pressures associated with body size
and obesity stigma. Essentially stigma is a social phenomenon rather than a psychological belief. Social interactions are shot through with its effects, including situations
of taking decisions about weight management. Stigma
happens without awareness or attention from individuals
to influence thoughts about weight management, making
the decision making more difficult.
Neither of these clinically influential models, therefore,
is useful in prompting clinicians to assess the impact of
obesity stigma on a person’s decision making about
weight. This is of greater significance when set against
evidence that sensitivity to obesity stigma is heightened
for many individuals during clinical consultations [14,15,
40]. The attitudes of doctors and nurses with respect to
obesity have been studied in many countries [16,41]. An
overall conclusion is that the attitudes of these professionals reflect the weight biases and stereotypes of the populations they are drawn from [15]. Studies of patient perceptions indicate that this is a problem for patients who
expect more sensitive treatment [23-25,40,42-44]. In the
context of a consultation about weight therefore, obesity
stigma has potential to undermine the relationship with
the clinician as well as potentially heightening the decision making difficulty for the patient [45,46]. This may
Copyright © 2012 SciRes.
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be a factor in the apparent high drop out for patients referred into weight management interventions [17,47].

4.3. Improving Decision Making
How and why people make decisions has been studied
across many contexts including health care [48,49]. It
might be hoped that individuals carefully consider all the
factors to arrive at a logical choice about what is going to
do most good for them. In practice individuals are often
unaware of how they make decisions and what factors influenced them. Generally a kind of “rule of thumb” thinking goes on that is selective with information. Decisions
tend to be taken without much systematic thought, based
on gut feelings and first impressions, and without being
clear about influences. Each of these may bias against arriving at a good decision. Our study suggests decisions
about weight management fit the general picture just described. In addition weight management is a particularly
complex decision because of the extra thought pressures
and influences highlighted.
In general decision making can be improved in a number of ways: by raising awareness that a decision making
process is needed; by helping people to understand and
evaluate the influences on their decision making; and by
providing memory prompts and summaries that pull relevant information together to guide the decision process
[48-50]. Practical interventions that address these issues
are built around improving communication and rapport
between patients and health professionals with decision
aids as a facilitating tool [50-52]. Decisions about weight
control could be improved with attention to each of these
general points. Our study demonstrates people are not
sufficiently aware of having to decide what to do. Awareness of the need for a further thought process is lost within the emotional resolving of ambivalent feelings about
weight, size and personal responsibility. Furthermore, sensitivity to obesity stigma influences decision making with
potential for biased evaluations and paradoxical inhibitions as regards good decision making. Finally, the amount
of information and clear thinking necessary to arrive at a
good decision about weight management is demanding.
A decision aid that supports patients with decisions about
weight management would be useful. It also has potential
to foster the rapport, relationship and concordance with
the clinician—all of which may be undermined otherwise.

4.4. Conclusion
Obesity stigma may add a mix of negative stereotypes
and anticipations to thoughts within a typically selective,
unsystematic thinking process in deciding about weight
management. Stigma contributes to a deeper ambivalence
and difficulty in decision making. Decision aid intervenOPEN ACCESS
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tions and training of health care staff in shared decision
making provides a way forward.

[11] Karasu, S. and Karasu, T. (2010) The gravity of weight: A
clinical guide to weight loss and maintenance. American
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