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DO PSYCHOLOGISTS DEMONSTRATE BIAS BASED ON FEMALE.GENT
WEIGHT AND ETHNICITY? AN ANALOGUE STUDY.
LINDSAY C. VARKULA
ABSTRACT

Although anti-fat bias and discrimination have bagtlely documented (see Puhl,
Andreyeva, & Brownell, 2008), few studies have exad whether psychologists exhibit
biases toward clients who are fat. Only one stlagker, 2011) examined whether
client characteristics of ethnicity and weight irghced therapists’ bias; no studies have
exclusively examined psychologists. This analogudysinvestigated psychologists’
biases toward a hypothetical client (vignette agidfitom Zadroga, 2009) when the client
characteristics of weight (average/obese) and @tlirfAfrican American/European
American) were manipulated. Participants in thisigtincluded a national sample of 194
licensed, currently practicing psychologists. AcRBent weight) x 2 (client ethnicity)
randomized experimental design was utilized. Ppdits’ biases were determined by
Global Assessment of Functioning scores, progrezsiges, and scores from an adapted
version of the Working Alliance Inventory (see Bar#t, 1997) Therapist form (WAI-T-
A; Horvath & Greenberg, 1989). A 2 x 2 factorial M®VA indicated no statistically
significant differences according to according ignette client weightf(1, 192) = 1.46,
p = 0.23], vignette client ethnicityr[1, 192) = 0.77p = 0.51], or weight by ethnicity
interaction F(1, 192) = 0.28p = 0.85]. Results, implications, and limitationsreve

discussed, along with suggestions for further nesea
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CHAPTER |
INTRODUCTION

In the United States, most people believe that wheniduals make bad choices
they get what they deserve. For example, most pdugileve that those who choose to
smoke deserve the health problems that they teaddoire. Research shows that these
attitudes are fairly accurate regarding tobaccg aseording to the Centers for Disease
Control (CDC) in America smoking is directly resgdsie for one in five deaths each
year (CDC, 2008). Weight status, however, workted#ntly. Research shows that the
overwhelming majority of people in the United Stalbelieve that “choosing to be fat” is
bad and that fat people are at fault for their eveight status and health problems
(Saguy & Riley, 2005). High body weight is seerntasresult of the “risky behavior” of
unhealthy lifestyle choices (Saguy & Riley, 200Bom this perspective the use of
dieting and other weight loss aids should therelff@encouraged because expunging
obesity should be a priority (Saguy & Riley, 2008)reality, having a high Body Mass
Index (BMI) only accounts for about 9% of the vaga in health outcomes (Gaesser,
2002). People have far less control over weightistéhan is commonly perceived and
having a higher weight does not necessarily meainaiperson is unhealthy (Rothblum &

Solovay, 2009).



Many physicians, health care professionals, andlthited States government are
committed to “fighting” obesity (Abakoui & Simmon2010; Saguy & Riley, 2005). In
accordance with CDC reports, they state that opesa dangerous, growing epidemic in
the United States (CDC, 2010). Currently, an ed#oh&3.8% of adults in the United
States are “obese,” defined as having a body maex i(BMI) of 30 or higher (Flegal,
Carroll, Ogden, & Curtin, 2010). More specificalghout 32.2% of men and 35.5% of
women are obese (Flegal, et al 2010). Combined ddtéooverweight” (defined as having
a BMI of 25 to 29.9) and “obesity” show that ab6886 of adults in the United States
fall into one of these groups (Flegal, et al, 200 esity has been linked to increased
likelihood of significant health problems, includimcreased risk of diseases such as
heart disease, type |l diabetes, cancer, hypeaenshortened life-span, and stroke, and
psychological problems including depression, badgge problems, and low self-esteem
(Cash & Pruzinsky, 2002; Fairburn & Brownell, 200&yin, 2004; Schwimmer,
Burwinkle & Varni, 2003). Studies (e.g., McGinnis/ege, 1993) have linked obesity
to over 300,000 deaths.

Other researchers, however, have highlighted senesthodological problems
with research on obesity. According to Flegal, Gead, Williamson, and Gail (2005),
BMI is not an accurate measure of health; othersones including body composition,
body type, level of physical fithess/muscularitygdtion of excess adipose tissue, dietary
intake, and other lifestyle choices (e.g., smokprgyide better estimates of health
status. Studies that linked obesity with high deatks (e.g., McGinnis & Foege, 1993)
greatly inflated original estimates of the morbyddind mortality associated with obesity;

in reality, obesity-related deaths tend to onlyuwaghen people have a BMI over 35



(Flegal et al., 2005). In addition, Flegal et 20@5) found that people categorized as
“overweight” actually tend to be healthier thandbavith lower weights. In other words,
fatness does not necessarily equal disease amgkfisimoes not necessarily equal health
(Cogan & Ernsberger, 1999, p. 191).

Because “obesity” has been correlated with manitihpeoblems, people may
have inaccurately or selectively concluded thadraetation implies causation: that
obesity actually causes poorer health (Boero, 200gan & Ernsberger, 1999). Media
coverage, in particular, has likely exacerbatedsthetion by oversimplifying research
results (Boero, 2007; Connors & Melcher, 1993; Mign2008). Muennig (2008) stated
that “there is no direct evidence that expandedasdi cells themselves actually secrete
sufficient qualities of biochemical mediators tgkin the additional burden of disease
suffered by obese persons” (p. 129). Most obesiigted problems, including
cardiovascular and metabolic problems, can be dolth better fitness levels and
without any weight loss (Gaesser, 2002, 2003). drtlg negative health condition that is
known to definitely beausedoy obesity is sleep apnea (Muennig, 2008). Muenh&y
and Lubetkin (2008) found that the degree to wipiebple are dissatisfied with their own
body weight is a much stronger predictor of motyithan BMI.

Furthermore, many health problems associated attiefs may be caused by
chronic stress, which can result from society’gurtiee and oppression of fat people
(Muennig, 2008). Many people who have experient¢egdric stress (e.g., Post
Traumatic Stress Disorder (PTSD), racism) havestime physical and mental health
problems for which obesity is being blamed (Muengi@08), including hypertension,

heart disease, high cortisol levels, type Il diabgtind high cholesterol (Muennig et al.,



2008). Research (e.g., Muennig, 2008; Muennig.e2808) has indicated that the
chronic stress caused by society’s fat stigmabtpatind discrimination negatively
impacts health. The fact that these conditionsiegroportionately frequent in the
groups that are the most stigmatized because ofwleeht (younger people, women,
and Whites) may indicate that stigma leads to tbebidity and mortality, not BMI
(Muennig, 2008).

In the United States, obesity rates are the highestlividuals of low SES
(Ernsberger, 2009). Minority individuals (espegiddfrican Americans and Hispanic
Americans), and marginalized individuals (espegialbmen) have the highest rates of
poverty in the United States. Correlations betwia¢people and poor health are likely
influenced by poverty and health disparities. Roawple tend to receive poorer health
care and poorer education, and they tend to |dokdable healthy food and safe places
to exercise (Ernsberger, 2009; Robert & Reithe@42Gchnittker & McLeod, 2005).
Poverty has been shown to cause chronic stressnigiu@008) and lead to poorer health
(for reviews, see Lamont, 2009; and Schnittker ieleod, 2005). Puhl and Brownell
(2003a) argued that people who are fat often “teeral layers of bias” (p. 214), in that
people may be forced to manage the chronic stifdsstio weight-related discrimination
and discrimination based on their low SES. Feelofdack of control, lack of autonomy,
inability to participate fully in society, and infer social status likely contribute to this
stress (Marmot, 2004; Wilkinson, 2005). Some redeas (e.g., Ernsberger, 2009;
Stunkard & Sorensen, 1993) believe that beingdatactually lead to poverty. For
example, lower family incomes are correlated withher weight (Averett & Korenman,

1996), and overweight women tend to finish fewargef education, are less likely to



be married, and have a lower average householdna¢Gortmaker, Must, Perrin,
Sobol, & Dietz, 1993).

Researchers (e.g., Gaesser, 2002; Hainer et 8ll; Runnig, 2008) have found
that weight is largely genetically determined dmak factors such as lifestyle choice have
limited influence on BMI. Both Bouchard et al. (B)@&nd Hainer et al. (2001) have
found that there is a “strong genetic contributitmiveight, body fat, and metabolic
efficiency. Allison et al., (1996) have estimatedttgenetics account for 50% to 70% of
a person’s weight status.

There are no randomized control trials supportirggrtotion that losing weight
improves health or lengthens lives (Ernsberger92&dnsberger & Koletsky, 1999).
Weight loss, however, is typically recommendedeope who are obese. Many
professionals, including physicians, have endodsetprograms and endorsed or
prescribed drugs that have led to unhealthy eduaiits, harmful weight cycling, iliness,
and death (Lyons, 2009). In addition, the weiglsslomdustry makes almost $60 billion
dollars per year and members of the medical fialti @harmaceutical companies are
making money off of programs, products, and drigeiis, 2009; Wann, 2009).

Researchers have highlighted several problemsdiéting (Lyons, 2009; Saguy
& Riley, 2005). Between 75% and 95% of people wheehtaken part in commercial diet
programs have re-gained any weight that was lastinvone to three years (e.g., Garner
& Wooley, 1991; Miller, 1999). Gaining and losingight multiple times, known as
weight cycling or “yo-yo dieting,” is harmful (Lyay 2009; Wann, 2009). As a result of
weight cycling, people have a higher risk of illses including cancer, high blood

pressure, heart disease, and kidney disease, aachhancreased likelihood of future



weight increases (Ernsberger & Koletsky, 1999; Gae002; Gaesser, 2003). Some
researchers (e.g., Blaine, DiBlasi, & Connor, 2083l)eve that many of the health
problems that are usually attributed to obesityaateally caused by weight cycling.

Numerous researchers (e.g., Berg, 1994; Levits%971Lyons, 2009; Yang,
Roth, Schoenfield, & Marks, 1992) have describeddangers associated with diet pills
(both prescription and over-the-counter), dietsglieioss programs (both physician-run
and commercial), smoking for weight loss, bariastcgery, and other weight loss
strategies including eating disordered behaviass @f purging, vomiting, fasting, etc.).
Myriad documented risks of these methods includdiae/circulatory problems,
psychological problems, neurological problems, asttestinal problems, organ
damage/malfunction, loss of muscle tissue, reduesidtance to infection, loss of bone
mass, and death (Berg, 1999; Lyons, 2009). Manplpasho have recently lost weight
are at a higher risk of death (Berg, 1999; Cogdfrdsberger, 1999). People using
weight-loss aids have significantly lower levelsheflth-related quality of life than those
who are not using weight-loss aids (Kolotkin, Cypsk Williams, 2002). At or before
five year follow-ups, over 95% of people using #esethods re-gain weight, often
ending up at higher weights than when they staBedg, 1999).

Other methods have outperformed weight loss aide@bving health status.
Bacon, Stern, Van Loan, and Keim (2005) conductezhdomized controlled trial
comparing a six-month Health at Every Size (HAE®)gpam to a six-month traditional
diet/weight loss program. The HAES program taugtupbe to respond to their bodies
and attend to their body signals. The HAES appraaghificantly improved health

status, resulting in lower blood pressure, loweodllipid levels, fewer eating disordered



behaviors, higher self-esteem, lower rates of digooa, and better body image.
Improvements were sustained at a two year followTinye participants in the traditional
diet/weight loss program did not have these pasititcomes, had lower self-esteem
than when they started, and any initial weight Weas quickly regained. While this study
supported a HAES intervention, additional rese#@sateeded to fully assess its efficacy.

As research continues to emerge regarding fathesdth, and the societal
mechanisms that influence it, several researceemsetimes known as fat/size
acceptance and Health At Every Size researchers,lteen promoting a paradigm shift
(Abakoui & Simmons, 2010; Bacon, 2008). They bai#ivat “framing fatness as a sign
of body diversity suggests that diversity trainiggeater social tolerance, and less
discrimination on the basis of size is needed” (§ag Riley, 2005, p. 873). From this
viewpoint, all people should be encouraged to na@irg healthy lifestyle, and public
instruction about healthy behaviors should notXmusively directed at fat people
(Burgard, 2009).

In addition, the monetarily powerful food industmypacts social conditions by
perpetuating unhealthy lifestyles (Brownell, 201&3.the food industry profits from the
sale of processed, non-nutritious, and high calooes, these foods continue to be
visible and inexpensive, interfering with effortsrhaintain healthy lifestyles. In order to
increase profit, the food industry has engagedciaresive marketing of foods (including
snack foods, fast food, and sugary beverages)lt@rable populations, including
children (Brownell, 2012). While the “anti-obesitgampaign has attempted to work with
the food industry to create change, more supporeésied for large-scale policy changes

including “limits on marketing, taxes on productgls as sugared beverages, and



regulation of nutritional labeling” in order to esta&hange (Brownell, 2012, e1001254).
Therefore, the reality of the problem is that spcambines the anti-fat bias with social
conditions that make it extremely difficult to ésdalthy, appreciate body diversity, and
work toward health at every size.
Definition of Terms

Because several terms will be used to facilité&ewssion of anti-fat attitudes, it is
useful to define these terntigmais defined as “a social construction that involaes
least two fundamental components: (1) the recagmibif difference based on some
distinguishing characteristic, or ‘mark’; and (2¢@sequent devaluation of the person”
(Dovidio, Major, & Crocker, 2000, p. 3). Stigmaalso “a shared characteristic of a
category of people that becomes consensually redas a basis for disassociating from
(that is, avoiding, excluding, ostracizing, or athise minimizing interaction with)
individuals who are perceived to be members ofthsggory” (Leary & Schreindorfer,
1998, p. 15)Biasis defined as “the inclination to form unreasonethments”
(Brownell, 2005, p. 10). Attitude is defined asgsychological tendency that is
expressed by evaluating a particular entity wittnsaegree of favor or
disfavor...inferred by psychologists from observalglgponses” (Eagly & Chaiken,
1998, p. 269). Attitudes appear to be composednatiens and cognitions, which
interact with each other (Tropp & Pettigrew, 2005 stereotypas a widely-held belief
about a group (Danielsdottir, O’'Brien, & Ciao, 201Prejudiceis defined as negative
and/or hostile attitudes directed toward indivigu@uhl, Andreyeva, & Brownell, 2008).
Discriminationis actual negative behavior directed toward aividdal based on

prejudice (Danielsdottir, O'Brien, & Ciao, 201@ppressioris defined as



“discrimination against and/or the systematic demigesources to members of groups
who are identified as different, inferior, or lefesserving than othersgrivilegeis the
opposite of oppression (American Psychological Asgmn (APA), 2007).

There is a general problem of inconsistency iroshieg words/terms to describe
large-sized people, likely because of the mearamglsconnotations associated with the
various words used to describe them (Smith, Schidohik, & Oberlander, 2007).
Obesityis a medical term defined as a BMI of 30 or mdtedhling, 1999)Overweight
is also a medical term, indicating that a persaaBMI of 25 to 29. Some researches
(e.g., Crandall & Biernat, 1990) have stated thaytavoid the termgbeseand
overweightbecause they imply that the person has a medcalitton. Feminist authors
(e.g., Wann, 2009; Rothblum & Solovay, 2009) adth®argument against usingese
andoverweightbecause they imply that there is a medical camithat needs to be
cured, and because they encourage the belieflthatli&iduals are meant to be the same
size and shape. Alsoyerweightimplies that people should be working toward some
goal of “normalcy” because their current weighiniserently incorrect (Fikkan &
Rothblum, 2011).

Feminists often strive to change language and wonshotations that have been
detrimental to women; these transformations allawme&n to reclaim personal and
political power (Ahern & Tally, 2009). Many belieweat it is important to reclaim the
wordfat as a neutral descriptor of weight status andteargit to remove the taboo
(Wann, 2009). In literature reviews (e.g., FikkaiR&thblum, 2011), several authors
prefer to use the terfat as a weight descriptor in their original writirfayt will

sometimes use the reviewed article’s original laggubecause of the different potential



meanings of the terms. In summarizing the worktb&oresearchers, this document will
generally use the weight descriptors that were byatie original researchers (these
terms vary, but are often words likbeseoverweightheavy orlarge-sized. In the rest
of the document, however, the wded will be used as part of an ongoing effort to de-
stigmatize the word and establish it as a neutrd/lwescriptor.

Societal Oppression and Stigma

When people are members of a stigmatized groupwithdess social power,
they are likely to experience discrimination (CreckMajor, & Steele, 1998). Since the
1970s, feminists and other researchers have foaursstlidying and advocating for
groups that have faced discrimination, and havetelstudy to the hierarchical
differences in power status as a result of geretbnicity, sexual orientation, and other
areas of human variation.

Women.

Sincethe 1970s, feminists, researchers, and advocacypgivave worked toward
ending the oppression of women. Still, women rent@aver than men in the societal
power hierarchy in the United States (includingrexruic, political, and social power),
and are considered to be a marginalized group (ABAY7; Fassinger, 2002).
Discriminatory experiences as a result of margaadilon may contribute to chronic stress
reactions in women (Kessler, Mickelson, & Williami€99; Puhl & Heuer, 2010).
Research (e.g., Reel, SooHoo, Summerhays, & GilI82has shown that women are
often seen as sexual objects and are dispropottigriafluenced by the “culture of
thinness,” often exacerbated by the media. Minawtynen, including African American

women, face the compound risks of racial and gedserimination, sometimes called

10



“double jeopardy” (Robinson & Howard-Hamilton, 200@/omen often possess
multiple identities (including ethnicity, age, atyi] SES, etc.) which interact in a
complex manner (Stewart & McDermott, 2004); whemweo are able to appreciate
these unique identities and become aware of theeepion they receive in society, they
tend to be happier and healthier (APA, 2007).

African Americans.

African Americans exist in a lower position on sexial hierarchy in the United
States, making them a marginalized and disenfraadhgroup (APA, 2002). European
Americans tend to have prejudicial attitudes towairican Americans (Baron & Banaji,
2006; Nosek et al., 2007), and may engage in ragioaggressions or other
discriminatory behaviors (Sue et al., 2007). Syndb@lcism, the belief that African
Americans do not conform to an important White Aiceen Protestant symbols/values,
may lead to bias (Crandall, 1994; Kinder, 1986).

Ongoing experiences of racism and systematic so@glities can negatively
impact African Americans (APA, 2002; Krieger, 20Q@&mont, 2009). African
Americans tend to be less healthy and have shddexpectancies (Schnittker &
McLeod, 2005). They utilize healthcare less fredlyesmd have poorer outcomes than
White Americans (Smedley, Stith, & Nelson, 2003jsddiminatory racial experiences
have been linked to significant chronic stress atheér chronic health conditions in
African Americans (Kessler, Mickelson, & Williamt999; Puhl & Heuer, 2010), which
increase a person’s risk for obesity (Chambers €2@04; Hunte & Williams, 2009; Tull

et al., 1999). In addition, more African Americanay have to manage the chronic stress

11



of poverty, often leading to poorer health (PuhH&uer, 2010; Schnittker & McLeod,
2005).

Though obesity rates are fairly consistent among afalifferent racial groups,
Black women are 61% more likely to be obese thaitéWihomen (Burke & Heiland,
2008; Denny, Krueger, Rogers, & Boardman, 2004 &Melanson, 1999; Robert &
Reither, 2004). While obesity becomes more prevasISES decreases, there is still a
statistically significant difference between Wheated Black women when SES is
controlled (Robert & Reither, 2004). Having pereghexperiences with racism raises the
probability of obesity in African American womenhdmas, 2008), and about 24% of
African American women and about 13% of African Aroan men experience weight-
related discrimination (Andreyeva, Puhl, & Brown&008). Researchers (e.g.,
Bodenlos, Lemon, Schneider, August, & Pagoto, esgr Gavin, Rue, & Takeuchi,
2010) have found racial/ethnic differences in thespnce of psychopathology comorbid
with obesity (Bodenlos et al., 2011; Gavin, RuelT&keuchi, 2010).
Fat in America

Feminists and other researchers have focused dyisgubody image, weight
status, and eating disorders, particularly in woit@misler, 2012; Fikkan & Rothblum,
2011). They seek to expose how emotional and p$ygital pressure to be thin can
often result in negative body image and eatingrdes@d behaviors. Melcher and
Bostwick (2001) stated that many of these potepsgthological and psychosocial
issues may occur because of the pressures of faiimga society that highly values

thinness.
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Body image.

Grogan (1999) defined body image as “a person’sgpions, thoughts and
feelings about his or her body” (p. 1). The premateof “the fear of fat” may explain the
fact that almost 60% of U.S. women are currentitidg (Neumark-Sztainer et al.,
2000). Compared to men and boys, women and gelalanost nine times more likely to
have body image disturbance and eating disordéie(Burton, & Shaw, 2004).

Many people, particularly women, tend to evalubtgrtself-worth in terms of
their appearance (Sabik, Cole, & Ward, 2010). Bdidgatisfaction tends to be the most
pronounced in heterosexual White/European womerhantbsexual men (Cash &
Pruzinsky, 2002; Gettelman & Thompson, 1993; Wijdasery, & Simons, 2001).
Women are more likely than men to perceive theneses overweight (Paeratakul,
White, Williamson, Ryan, & Bray, 2002). About halfthe women in the United States
are unhappy with their bodies (Cash & Henry, 19%) about one-third of women are
trying to lose weight (Serdula, Williamson, Andal&vy, 1994). White women are
more likely to believe that they are overweighttiglack women (Paeratakul et al.,
2002). A person’s SES may also correlate with leiséttitudes about fat. For females, as
SES increases, women'’s attitudes toward obeseidthudils become more negative;
higher SES individuals are more likely to view thssitves as overweight (Allison,
Basile, & Yuker, 1991; Paeratakul et al., 2002).

Women tend to internalize societal messages whiohgy encourage being
thin, while men tend to feel better about their omgight status and have external anti-fat
attitudes toward women (Aruguete, Yates, & Edm&Q062. Objectification Theory

(Fredrickson & Roberts, 1997) suggests that pem@enfluenced by social forces and

13



the media which cause them to see themselves ‘drontical, external perspective, and
then compare their own bodies to an unrealistialitteat is reflective of social norms and
stigmas” (Reel et al., 2008, p. 323). That is, worbegin to see themselves as objects,
compare themselves to other objects, and oftersfe@he and anxiety. The more a
woman internalizes a thin ideal and identifies wita other “objects,” the more shame
and body image disturbance she will experiencell®@éi2012) found evidence of self-
objectification in both overweight and obese women.

Studies (e.g., Bergstrom & Neighbors, 2006; CadPrézinsky, 2002) emphasize
the importance of socio-cultural pressures to beahd their corresponding
psychological issues. Specifically, body dissatistan can lead to a variety of problems
with body image disturbance and related psychokissaes including eating disorders
(Bergstrom & Neighbors, 2006; Cash & Pruzinsky, 200n addition, people who have
more deeply internalized negative stereotypes alabvwotr have been “stigmatized” by it
may binge eat more often (Durso et al., 2012; Rdbks-Racusin, & Schwartz, 2007).
The portrayal of women in the media may greatlytcbuate to body image problems
(Fouts & Burggraf, 1999; Fouts & Burggraf, 2000e@nberg & Worrell, 2005).

Fatness and body image.

Research (e.g., Schwartz et al., 2006) has sugbtstemany people would go to
extreme lengths to avoid fatness; in fact many mepahat they would actually be
willing to give up one year of their life or to biésorced to avoid being “obese.”
Schwartz and Brownell (2002), however, describedvifde range of potential body
image perceptions held by people who are obesealNfatt individuals have poor body

image. Becoming fat at a young age, suffering sditiration and discrimination, having
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a history of weight-related teasing and criticisraying a history of weight cycling,
having a high degree of obesity, having a strorgstment in physical appearance, and
being a woman are all risk factors for higher levai body image dissatisfaction, body
image disturbance, and associated psychologicabahavioral problems (Schwartz &
Brownell, 2002). Body image dissatisfaction cortetawith depression in obese, middle-
aged women (Gavin, Simon, & Ludman, 2010) and e inked to an increase in
binge eating symptoms (Barker & Galambos, 2007h@aBruzinsky, 2002).

Feminists state that evaluations of body size altei@lly bound and created by
culture; negative attitudes toward people who &ese are the “norm” (Bordo, 1993).
Women, a historically marginalized group, sufferrenthrough the pervasive bias against
“fat” body types. For example, when overweight wormeere rejected by an attractive
male, they tended to blame the rejection on theight (Crocker, Cornwell, & Major,
1993). They did not consider the man prejudicial Blame him; they tended to blame
themselves. Furthermore, fat women are less likcegngage in routine medical care,
even screening for serious illness (Amy, Aalborgpiis, & Keranen, 2006; Rothblum &
Solovay, 2009).

Fikkan and Rothblum (2011) asserted that the miedikely playing a prominent
role in fat women’s stigmatization. Specificallyedia shows consistent tendencies to
make fat women underrepresented/invisible (by fimguen underweight and non-fat
characters) and to focus on fat women’s weight glstdine, as a reason for sympathy,
or as something comical (Fouts & Burggraf, 199qt6& Burggraf, 2000; Greenberg,
Eastin, Hofschire, Lachlan, & Brownell, 2003; Him&§ hompson, 2007; Hussin,

Frazier, & Thompson, 2011). Researchers (e.g.,<&WBurggraf, 1999) have claimed
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that this tendency in the media may serve as a hiodpeople in real life, leading
people to comment positively on thin women andamment negatively on larger-sized
women.

African American women, body image, and fatness.

Celio, Zabinski, and Wilfley (2002) stated thatétk appears to be a more
flexible standard of attractiveness and a widegeaof acceptable weights and shapes
among blacks as compared to whites” (p. 234). WiMhéte women tend to aspire to a
very thin body shape and prefer one in others, lBleamen tend to believe that moderate
and larger body sizes are attractive and “sexy'li¢G al., 2002; Flynn & Fitzgibbon,
1996; Jackson & McGill, 1996). Black women tendliet less frequently, be more
satisfied with their current weight, feel less aguamce-related shame, and have a more
positive body image than European, Asian, and Hisp&merican women (Breitkopf,
Littleton, & Berenson, 2007; Gluck & Geliebter, Z)@uilford-Davenport, Kumanyika,
& Wilson, 1993; Paeratakul et al., 2002; Striegeaddvk et al., 2000; Wildes, Emery, &
Simons, 2001). Unlike White women, Black women dbtend to view higher weight
status as indicative of personality flaws (Hebl &dtherton, 1998). Black women tend to
believe that Black men also desire moderate amg@tdyody sizes, and research on Black
men has supported this belief (Jackson & McGilB@Y In fact, Black people in general
have lower levels of automatic/implicit pro-slimabes than all other racial groups
(Nosek et al., 2007).

A difference in cultural norms and social pressuray explain research findings
that African American women tend to feel bettertiibeir bodies (Cash & Henry,

1995). Black women may not internalize the mairsstrgressures to be thin and may
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instead focus on personality, attitude, and unigasriBreitkopf et al., 2007; Jefferson &
Stake, 2009). They may reject White cultural inflaces and have different cultural ideals
for body image, protecting them from negative bodgge (Hebl & Heatherton, 1998;
Jefferson & Stake, 2009). Differences may also $tem that fact that there are fewer
ultra-slim African American female images in thediae and Black women may reject
White images because they do not relate to theffe(den & Stake, 2009). African
American individuals may adhere less strongly ®adbnservative and Protestant value
systems that are more generally held by White Ata@s, which might make larger body
size more acceptable in their culture (Hebl & Hedtn, 1998). Larger-sized bodies may
also be more acceptable because they were sidgresatth and wealth in their African
ancestors’ cultures (Ofosu, Lafreniere, & Senn,899

Hebl, King, and Perkins (2009) found preliminargearch support for the
Disidentification Theory (Steele, 1997) as a wagéscribe differences between Black
and White people’s body image evaluations and weighectations. According to this
theory, “when stigmatized individuals experiencee#tt in a domain, they begin to
disengage from and ultimately disidentify from vatyithe domain” (Hebl et al., 2009).
Black people may tend to disengage from the Whataevof thinness because they
believe that “their group is falling short of arstiard that is evaluative of their self-
worth” (Hebl et al., 2009, p. 1170-1171).

A more salient ethnic identity may also contribtggositive body image in
African American women, regardless of weight std@slio, Zabinski, & Wilfley, 2002).
When African American women scored in the pre-ent@ustage of the Racial Identity

Model (Helms, 1990), meaning that they primarilgntify with White culture, they
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tended to have poorer body image and more eatsggdBred symptoms (Abrams, Allen,
& Grey, 1993). African American women may be bugéfrom negative body image in
later identity development stages if they identifiyh their own group (Sabik, Cole, &
Ward, 2010). Granberg, Simons, and Simons (200#)ddhat Black teenage girls who
received more racial socialization at home, in thair family taught them to take pride
in their ethnicity, culture, and history, tendecheve a more positive self-image. Young
African American women may also experience a ptotecsocial context” effect (Root,
1990; Rosenberg & Simmons, 1971) because theydemgare themselves only to
others within their own group and because the gmmambers tend to focus on the
positive aspects of one another. By comparing tleéras only within their group, young
African American women tend to feel more positib®at their appearance and tend to
give/receive less negative feedback (Root, 199f)c#n American women may be able
to cope with fat discrimination by shifting to a maalient African American identity
over an identity as female (Lamont, 2009; MossalkbovZ003). This shift may protect
them from the pressures to be thin, leading teebgttychological outcomes.

Several feminist authors (e.g., Beauboeuf-LaFan2003; Lovejoy, 2001; Root,
1990; West, 1995) have described the way in whistotical images of Black women
and systems of oppression have influenced curréidalh American women’s body
image. The historical Black Southern slave figur&Mammy” is associated with
maternal, nurturing, self-sacrificing, and familsiemted traits in Black women, and is
usually pictured as obese, dark-skinned, and paesst, 1995). While this traditional
image may influence the way women picture their dodies, authors (e.g., Root, 1990)

have suggested that others may wish to createndstaetween themselves and this

18



image. Recurring experiences of oppression, anideetification with the notion of
being a strong Black woman, and an unwillingnesspienly express personal pain and
suffering may lead to comfort-related over-eating hinge eating by African American
women (Beauboeuf-LaFontant, 2003; Walcott-McQuiggjlivan, Dan, & Logan, 1995).
Beauboeuf-LaFontant (2003) expressed that the taroepof a large, strong Black
woman lifestyle could also indicate a passive atzoege of the lower hierarchical status
and double-jeopardy of being an African Americarmao.

While Black culture may tend to emphasize self-ptanece regardless of weight
status, African American women also describe peyagrsonal desires to manage weight
(Baturka, Hurnsby, & Schorling, 2000; Lovejoy, 20®&keel et al., 2008). Pro-thin
influences from majority White culture may stilble to body image problems in some
Black women (Striegel-Moore & Smolak, 1996; Ro&9@). According to Grant et al.
(1999), many low-SES, African American adolescelat$iave poor body image and
report that they would like to lose weight.

Feminists and fat.

Early publications by feminists (Orbach, 1978; WyglWooley, & Dyrenforth,
1979) helped to launch awareness of the probleoesifay fat people. Additional pro-fat
advocates, members of a Fat Acceptance movemeaohwkgan in the late 1960s, were
part of organizations such as the Fat Undergrowahf, 2009). Today, many pro-fat
organizations including the National AssociatiorAbvance Fat Acceptance (NAAFA),
the International Size Acceptance Association (I$ARe Council on Size and Weight
Discrimination, the National Organization of Lesisaof Size (NOLOSE), and the

Chubsters exist and welcome members regardlessdyfdize, gender, race, and other
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categories of human diversity (Fikkan & Rothblur@12; Saguy & Ward, 2011). Writers
and researchers (e.g., Wann, 1999) have just tgdmgun larger-scale efforts to direct
more attention to the experiences of people (pdaity women) who are fat (Fikkan &
Rothblum, 2011). The recent feminist-led, multigiioary field of Fat Studies is
dedicated to researching, advocating, and teacbngt the hardships faced by fat
people (Rothblum & Solovay, 2009). These hardsiplside society’s prevalent anti-fat
attitudes, avoidance, and discrimination towardpte@ho are fat, the discriminatory
attitudes of the health care field and the harngfsdnof the “war on obesity,” and the
harmful behaviors of the diet industry and the rad@ioero, 2007; Rothblum & Solovay,
2009; Wann, 2009). In addition, Fat Studies focuseways to embrace fatness and on
social justice possibilities including activism @Rblum & Solovay, 2009; Wann, 2009).
According to Puhl and Brownell (2003b), a fat persan cope with
stigmatization by embracing the positive aspectsenfig fat. Joining fat acceptance
groups could contribute to coping by creating atp@sin-group identity and through the
potentially helpful influences of social activisiuhl & Brownell, 2003b). In addition,
evidence (e.g., Muennig, 2008; Lamont, 2009) suggesat fat acceptance may help
improve an individual's physical and mental heaBhguy and Ward (2011) described a
new phenomenon of “coming out as fat,” much like+eterosexual individuals “come
out.” In coming out as fat, people (usually Whitemmen) become fat-affirming,
declaring to all that they embrace the way thekJoefuse to avoid “thin people”
activities (e.g., going to the gym, eating whatyteejoy at restaurants, wearing certain
types of clothing), and are no longer trying tosgaas on-the-way-to-normal-weight-

people by dieting.
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The problem, however, is that most people, esggdidhite women, do not
embrace fat acceptance. According to Saguy and (28l ), unlike African Americans
or gay individuals, “the fact that the fat accepmmovement isot grounded in
cohesive social groups with their own practicefjes, and culture is, we would argue,
the reason why the movement has not yet develog&w g counter-culture and why
coming out as fat is more about rejecting negatteeeotypes than about affirming group
practices, beliefs, or values” (p. 69). Therefonest women do not have the comforting
and empowering experience of connecting with ptagfaups or of fully embracing their
fat identity.

Fat stigma.

There is considerable evidence (e.g., Andreyeval, RuBrownell, 2008) that
large-sized people frequently endure prejudicediscrimination. The prevalence of
anti-fat attitudes has increased by 66% in the feaisyears, making it comparable to
rates of racial discrimination (Andreyeva et all08; Latner & Stunkard, 2003). In the
general population, about 5% of men and 10% of woare discriminated against
because of their weight, but rates are closer % #f individuals who have BMI levels
over 35 (Puhl, Andreyeva, & Brownell, 2008). Wonaee three times more likely than
men to experience anti-fat discrimination (Andreyet al., 2008).

Research has shown that this stigmatization istbaseavidely held negative
social attitudes (Crandall, 1994; Puhl & Huer, 20@g:cording to Brownell (2005), a
majority of people may believe that weight statientirely within the control of the
individual, that avoidance and discrimination aceeptable, that anti-fat biases help fat

people to lose weight, that working to eliminatasowould worsen the “obesity
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epidemic,” and that discriminating against fat deag therefore justified. In fact,
sizeismor discriminatory practices directed at peopl®wabke perceived as fat, appears
to be the only form of discrimination that remagtzially acceptable (Puhl & Brownell,
2001).

Fat people face discrimination in the work placerglationships, in housing, in
public policy, in social norms, in health care, am@lmost all other domains; this
discrimination also persists across the lifesparh(RB. Heuer, 2010). Derogatory
language, like “lazy, slow, and stupid” are, in gocases, openly used to denigrate
people who are fat (Swami et al., 2008). In additim well-documented anti-fat attitudes
in the general public, biases have been identifiededical professionals (e.g.,
Brandsma, 2005; Garner & Nicol, 1998; Harvey & H2001; Pun & Tarrant, 2009) and
educators (Neumark-Sztainer, Story, & Harris, 1998jich likely contribute to inferior
education and health care disparities. People whéahare oppressed by society but
have been denied laws to protect them, unlike geopminority religious, racial, ability,
and sexual identities (Kristen, 2002). Based orctitabination of these elements, the
discrimination against fat people is likely to donte. While significant and influential
progress has been made regarding bias against wamdeifrican Americans, anti-fat
bias has gone largely unexamined and without cotdtmn (Brownell, 2005). Anti-fat
bias and discrimination will be discussed in mogtad in Chapter 2.

Mental Health Professionals and Fat Clients

Because of the large number of fat Americans aagdttentially harmful

psychosocial correlates of being fat, mental hgaitiiessionals are likely to frequently

encounter clients who are fat. According to Rothbl1999), “psychologists have a
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major role in perpetuating errors and inconsisencelated to body weight” (p. 355).
While research (e.g., Gaesser, 2002) has det&iéedangers of dieting and poor body
image, mental health professionals appear to hesiog primarily on how to assist
clients in losing weight (Abakoui & Simmons, 20ERhthblum, 1999). “Treating” clients
for obesity, even though it is not a form of psygathology, is common (e.g., Cooper,
Fairburn, & Hawker, 2003; Fairburn & Brownell, 2003ome (e.g., Abakoui &
Simmons, 2010) have suggested that weight lossipeds in therapy may constitute
incompetent and unethical practice, particularlyause of the lack of empirical support
for dieting and because of the possible negativeomoes of dieting (Gaesser, 2002).
Rothblum (1999) stated that failing to provide eteewith proper informed consent (e.g.,
sharing with them the high improbability of permaheeight loss, the myriad serious
risks of dieting, and the negative psychologicdatomes that can occur when clients fail)
is unethical behavior.

According to Davis-Coelho, Waltz, and Davis-Coe{B600), “Western mental
health professionals are practicing in a culturelnch bias and discrimination against
fat people are the norm” (p. 682). Since the puhdilds strong negative attitudes toward
people who are obese, it seems probable that ntessth professionals also hold these
negative attitudes toward people who are fat. @lgss/chotherapy research (Gauron &
Dickinson, 1969; Meehl, 1960) identified the wagtthisible characteristics of a client,
including gender, age, and weight status, can hawajor impact in the initial meeting
with a client, influencing the way a therapist natets with the client, conceptualizes the
client, and formulates a diagnosis (Zadroga, 20R8ent research (Abakoui, 1998;

Agell & Rothblum, 1991; Davis-Coelho et al., 20B3ssel et al., 2001; Loewy, 1995;
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Locker, 2011; Young & Powell, 1985; Zadroga, 2008)anti-fat biases in mental health
professionals has begun to confirm the existen@ndfdescribe the extent of anti-fat
biases against clients. Researchers (e.g., Hasslel 2001) have declared that mental
health professionals must examine their own antpises and consider the ways in
which these personal beliefs influence their wéwcording to Aza (2009), “clinicians
need to be aware of the social climate around Fetnxa woman of size enters the room
and be sure to notice their countertransferencelation to it” (p. 14).

Mental health professionals who understand thellesgperiences of fat clients
are scarce (Abakoui & Simmons, 2010). Adopting aB%perspective and assisting
clients in accepting their size (see Erdman, 199&y be essential components of
competent and appropriate treatment (Abakoui & Samsn2010; McHugh & Kasardo,
2012). Fairburn and Brownell (2002) postulated thagiportive therapeutic styles and a
strong therapeutic relationship may be particuladipable in mental health
professionals who treat fat clients.

A multicultural perspective, one which requires sideration of the lived
experiences of clients based on their membershoppmessed groups, may be useful in
considering the problem of anti-fat biases in psjyagists. In multicultural counseling,
counselors focus on clients who have been margetaknd discriminated against in
society, such as ethnic minority groups, womenuakminorities, older adults, gender
minorities, people with disabilities, and certa@tigious groups (Lee, 2007). There is
considerable evidence that fat people frequentbeagnce multi-level discrimination
based on their weight status (e.g., Andreyeva.e2@08; Kristen, 2002). Several pro-fat

researchers and writers (e.g., Fikkan & Rothblu@i,1) have described fat people as a
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marginalized group in the United States and sudipesting size in the context of
diversity similar to sexual orientation and racAbékoui & Simmons, 2010, p. 333). A
chapter orsizesimor discrimination based on weight, appearedriecant multicultural
counseling handbook for therapists and psycholeg@ornish et al., 2010).

The American Psychological Associatio2002)Guidelines on Multicultural
Education, Training, Research, Practice, and Orgational Change for Psychologists
(hereafter referred to as the APA Multicultural @elines) have outlined several
standards for psychologists to employ with peopenfethnic and racial minority
groups. Although fat people, along with people vdisabilities, are not part of the
document’s purview, it is mentioned that thereameérging data about the different
needs for particular individuals and groups hist@lty marginalized or disenfranchised”
(p- 2). Because there is evidence of a pervasitterpaof discrimination against and
prejudice toward people who are fat (see AndreyBua), & Brownell, 2008; Kristen,
2002), several researchers (e.g., Abakoui & Simma0$0; Fikkan & Rothblum, 2011)
have recently described fat people as a margimagzeup for which it is reasonable to
use the APA Multicultural Guidelines as an outlfoetreatment.

According to the first of the APA Multicultural Gdelines, psychologists must
recognize that they have personal beliefs agathst groups; these potentially
derogatory beliefs can influence their relationshipth members of those groups (APA,
2002). When therapists see clients, they not oatice the way clients present and
interact interpersonally, but also take in inforimatabout clients’ personality,
appearance, gender, age, ethnicity, and disabthtlyis (Kunda & Thagard, 1996).

Taking in and making sense of this information e to the psychologist using
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stereotypes and automatic biases to organize iafitom(Kunda & Thagard, 1996).
While research (Abakoui, 1998; Agell & Rothblum 919 Davis-Coelho et al., 2000;
Hassel et al., 2001; Loewy, 1995; Locker, 2011; Mp& Powell, 1985; Zadroga, 2009)
has identified the presence of anti-fat biasesénapists, more investigation is necessary
to further describe these biases.

The second of the APA Multicultural Guidelines stathat “psychologists are
encouraged to recognize the importance of multicaltsensitivity/responsiveness,
knowledge, and understanding” (APA, 2002, p. 27)adcordance with this guideline,
psychologists must have an awareness of the oppmessd marginalization that many
people experience. Because of the well-documerdttdrp of discrimination against and
prejudice toward people who are fat (e.g., Andrayetval., 2008; Kristen, 2002), it may
be important for psychologists to follow this guide when working with fat clients.
Furthermore, psychologists must be educated aheuivied experiences of people in
this group, including their stigmatization, dietirigks, societal pressures, discrimination,
and other issues.

Accepting a multicultural framework would correspdo the recommendations
of the APA Ethical Principles and Code of CondudPsychologists (APA, 2010)
(hereafter referred to as the Code). Psychologistst work only with populations with
whom they are competent, and must have an unddimstaof and experience in specific
issues that apply to those populations (APA, 20¥6lfel, 2012). Principle A of the
Code requires competence to work with diverse ipmris. It is reasonable to conclude
that competence in clinical situations with faealis includes possessing specialized

knowledge of and competence in fat-related issRggchologists with knowledge
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regarding the lived experiences of fat clients aittd knowledge of specific
interventions for these unique problems would ket in a position to provide better
services than those lacking knowledge. Furthernawtons based on unexamined anti-
fat biases and inaccurate or incomplete informatiayy be in violation of the Code.
Connors and Melcher (1993) suggested that encowgdat therapy clients to lose weight
may be unethical because it does not show respediversity (in this case, diversity in
body size). In addition, Principle D of the Codepérasizes the rights of clients, Principle
E of the Code mandates the avoidance of harmeatsliand Principle F of the Code
states that psychologists should have an ongoingrétment to social justice (APA,
2010). Davis-Coelho et al. (2001) stated that gymeliminate the influence of anti-fat
biases on their work was an extremely importamiett consideration for psychologists.
In the field of psychotherapy, only eight quantitatstudies (Abakoui, 1998;
Agell & Rothblum, 1991, Davis-Coelho et al., 20B63ssel et al., 2001; Loewy, 1995;
Locker, 2011; Young & Powell, 1985; Zadroga, 2008ye examined whether therapists
hold anti-fat biases toward their fat clients. Bxésting research (e.g., Abakoui, 1998;
Davis-Coelho et al., 2000; Young & Powell, 1985% lsaggested that therapists tend to
have biases against fat clients, tend to be mkedylto diagnose them with Axis I
disorders and or other dysfunction, and tend t@belthey will have a worse prognosis.
Crandall and Reser (2005) stated that “it is tlev@lence and power of this prejudice,
and its concomitant discrimination that makes redean anti-fat attitudes so important”
(p. 84). Only one study, Locker (2011), has exanhithe influence of client weight status
(thin/obese) and client ethnicity (European Ameviédrican American) on

psychologists’ bias. Locker (2011), however, in€ldahon-psychologist participants in
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her sample. Therefore, no study has looked spatiifiat psychologists and their anti-fat
bias against female clients who vary by ethnicity.
The Current Study

This study examined psychologists’ anti-fat biaeegard female clients and the
extent those biases varied based on client’s ethrfiafrican American and White
American). It added to the existing body of resbdbakoui, 1998; Agell & Rothblum,
1991; Davis-Coelho et al., 2000; Hassel et al. 1200ewy, 1995; Locker, 2011; Young
& Powell, 1985; Zadroga, 2009) on therapists’ datibiases. This study addressed an
important gap in the literature: examining psycly@ts’ anti-fat biases toward female
clients and the extent those biases may vary basetlent ethnicity (African American
and European American). African Americans and womere chosen for study because
they are socially oppressed groups in the UnitateSt(APA, 2002; APA, 2007), and
because there is only one study (Locker, 2011)ithatfocused on female clients’
ethnicity as it relates to anti-fat biases in pgjogists. The more these biases are
identified and publicized, the more likely membefshe field will be to examine their
own attitudes and biases in order to promote mibeetese treatment and social justice.
In addition, this study is part of a continuingaetfto answer the call of Puhl and
Brownell (2001), who noted the great importancemfducting research on weight-
related discrimination that takes variables suckexs race, and ethnicity into account.
This study also supported McHugh and Kasardo’sZp@dcommendation: to push the
field of psychology to engage in more anti-fat pdige “explication, education and

eradication” (p. 617).
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CHAPTER Il
REVIEW OF THE LITERATURE

This chapter will provide a review of the literegwon anti-fat attitudes. First,
literature from studies on anti-fat bias in the gr@h public, including measurement of
anti-fat bias, workplace obesity discriminationdsés, and theories of anti-fat bias, will
be examined. Second, this chapter will examineissuiom other professional fields,
including studies on physicians, nurses, and teackdich provide evidence that
professionals in these fields hold biases agaatgidople. Third, publications and
research studies that have examined psychologigviacounselor bias against fat clients
will be examined. After the literature is reviewdige need for the study, the purpose of
the study, and the study’s research questiondeiitated.
Anti-fat Bias in the General Population

A growing body of literature has shown that peaplthe United States and in
other Western cultures tend to hold negative altisttoward people who are obese (Puhl
& Heuer, 2010). Over the past 40 years, anti-féiuaies have become more prevalent
(Latner & Stunkard, 2003) while research (e.g., ad9D01) has demonstrated decreases
in prejudice against other groups. In fact, redeans (Andreyeva et al., 2008) estimated

that anti-fat bias leading to discrimination hasr@ased by 66% in the past ten years,
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making levels of sizeism comparable to rates abtatiscrimination. About 5% of men
and 10% of women are discriminated against becaiubeir weight; however, when
individuals have higher levels of obesity (usuatigasured as BMI greater than 35),
nearly 40% report weight-related discriminationi{Pet al., 2008). Heavy women are
three times more likely than heavy men to expegemeight-related discrimination, and
women’s rates worsen as their weight increasesr@mda et al., 2008).

Prejudicial anti-fat beliefs harm fat people inemrsettings, educational settings,
health care settings, and most other life domamedding interpersonal interactions
(Puhl & Heuer, 2010). Interpersonal forms of siggigncluding name-calling, occur
most frequently (Andreyeva et al., 2008), but n&eeere discrimination can extend to
interpersonal situations such as selection of raimaartners. For example, men are
more likely to date a woman with chemical depengi&ddiction than a woman who is
obese (Sitton & Blanchard, 1995). Anti-fat attitadeve also been shown in children
and adolescents (Morrison, Roddy, & Ryan, 2009)s $action will focus on anti-fat
biases primarily in adult populations. Anti-fat &&s, however, have been shown to exist
in children as young as three and are also prewalaild and adolescent populations
(for a full review see Puhl & Latner, 2007).

Measurement of anti-fat biases.

Research assessing anti-fat attitudes in the ggmaoéc tends to rely on explicit
or implicit measures (Morrison et al., 2009). Egjtlmeasures directly ask participants to
report their attitudes, while implicit measured fes responses that are automatic and
emotion-based (Morrison et al., 2009). Explicit suw@@s are likely to be influenced by

the desire to give socially desirable responsegsiewhplicit measures are designed to
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assess more unconscious or unedited attitudes i@doret al., 2009). Some studies
utilize explicit, general measures of biases (notiged on anti-fat bias) in order to create
less face valid conditions. In addition, Hebl anavidio (2005) argued that interactive
studies are also important in assessing fat stigma.

Explicit measures of anti-fat bias.

Several scales have been created to measure eapliefat bias. According to
Morrison et al. (2009), the four most common exphizeasures are the Anti-Fat
Attitudes Questionnaire (AFA; Crandall, 1994), thati-Fat Attitudes Scale (AFAS;
Morrison & O’Connor, 1999), the Anti-Fat Attitud@est (AFAT; Lewis, Cash, Jacobi,
& Bubb-Lewis, 1997), and the Fat Stereotypes Qaesaire (FSQ; Davison & Birch,
2004). Semantic Differential Scales, where paréinip select from a 7-point, Likert-type
scale assessing various characteristics througripes$ (e.g., smart/stupid, good/bad,
motivated/lazy), are explicit measures that hage Been used to assess anti-fat bias (see
Gapinski, Schwartz, & Brownell, 2006; Smith, Schingbnik & Oberlander, 2007).

Most explicit measures are self-report, face vadidles. The Attitudes Toward
Obese Persons (ATOP) Scale (Allison, Basile, & Yuk891) measures three factors:
(a) different personality: attributing negative gmnality traits to obese people, (b) social
difficulties: believing obese people encounter abdifficulties, and (c) self-esteem:
believing that obese people have low self-estedma. AFA (Crandall, 1994) helped
determine that anti-fat bias can function in th@savay as symbolic racism (in which
prejudicial attitudes stem from perceived unwillegs to live up to an American
Protestant work ethic) and that most people teridame fat people for their own weight

status. The AFAT (Lewis et al., 1997) measures@a)al/character disparagement:
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beliefs about whether fat people have socially sivdble characteristics, (b)
physical/romantic unattractiveness: beliefs abduttier fat people make good
prospective romantic partners, and (c) weight aifitlame: beliefs about whether fat
people are to blame for their weight status. Thé&d8KFMorrison & O’Connor, 1999) is a
very short measure of anti-fat attitudes.

All of these measures have been used to providepee that most Americans,
but especially males and White women, tend to sdigra fat. Furthermore, these biases
are extremely strong, even stronger than anti-Musind anti-gay bias (Latner, O’Brien,
Durso, Brinkman, & MacDonald, 2008). Morrison et@009) reviewed the available
explicit, self-report measures of anti-fat bias andcluded that the AFA, AFAS, AFAT,
and ATOP are the most “reasonable choices” forarebers (p. 106).

Several researchers (e.g., Harvey & Hill, 2001; IfelXu, 2001; Puhl, Wharton,
& Heuer, 2009; Vroman, & Cote, 2011; Wade, Loydeanninger, & Toby, 2003) have
used general explicit measures of bias (instedldeoAforementioned measures focused
on anti-fat biases) to measure anti-fat attitudesays that are not face valid. For
example, Wade et al. (2003) examined whether palispihalo effects (in this case,
more positive attitudes toward a person basedwarlaveight status) were present in
White university students. Researchers obscuregutmose of the study by claiming to
be assessing differences in person perceptionaoeur naive undergraduates compared
to trained clinicians. In their first study, thegepented participants with a vignette and
photograph as information about a woman (a 4 x #ixndesign examined Black or
White by thin or overweight) and asked them to th&individual on assorted

personality traits and on attractiveness. Traiteewated on a researcher-created, seven-
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point Likert-type measure using polarities (e.g= Unattractive, 7 = attractive). In their
second study, they used the same methods excetttihades were assessed using the
Interpersonal Adjectives Scale (Trapnell & Wiggih890) which assesses traits based on
the Big-5 personality dimensions. Researchers faigmificant halo effects for White
women, in that both male and female participartsdraormal Weight white women as
having more socially desirable and positive perbtyniaaits than overweight white
women. They interpreted these findings by sugggdhiat people view beauty in White
women as being associated with thinness. Thisaypesign may be better suited to
access anti-fat biases than face valid, self-repedsures (Fabricatore, Wadden, &
Foster, 2005).

Several researchers (e.g., Morrison et al., 200@n¢VBrownell, & Wadden,
2004) have documented the limitations of explg#f-report measures. Even though
anti-fat attitudes are prevalent, many people #taenced by social desirability (wanting
to look good) or believe that outward expressioneyative attitudes is inappropriate
(Teachman & Brownell, 2001; Wang et al., 2004). Tdet that most of these explicit,
self-report instruments are highly face valid ahdvapeople to choose to give socially
desirable responses may be their greatest wealsn&tsey design that lessens face
validity may lead to more accurate results.

Other measures have been used to assess ex@&inbluding having
participants rank others based on pictures depgittody weight, asking participants to
generate adjectives to describe pictures depistmgus weight statuses, and asking
participants to rank “with whom they would mostdito be friends” based on pictures or

actual people with varying weight status (Morrisgral., 2009; Swami et al., 2008).
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Limitations of these methods are rooted in vistiahdli: pictures and line drawings may
not be accurate, attractiveness bias may confawrestigation of weight status, forced-
choice procedures may lead to arbitrary/mindlekscen, and that some of the methods
(particularly ranking likelihood of friendship) sego be appropriate only with child
participants (Morrison et al., 2009).

Implicit measures of anti-fat bias.

Because of the problems with face validity and alodesirability that influence
most explicit measures, researchers (e.g., Teach@Gapinski, Brownell, Rawlins, &
Jeyaram, 2003) have recently employed implicit messsto assess bias. Implicit
measures evade conscious blocks and are ablegssamstomatic bias (Morrison et al.,
2009). There are two major types of implicit measuhat have been used in studies to
assess anti-fat bias: the Lexical Decision Taskthadmplicit Association Test, both of
which often requiren vivo participants in a laboratory setting.

In the Lexical Decision Task, participants are presd with a series of words and
non-words, and they have to quickly determine wéethe stimulus is a word or a non-
word. People tend to have a quicker reaction tinaenord for a positively stereotyped
group (e.g., White, thin) is followed by an “expedtt descriptor (e.g., ambitious,
confident) and if a negatively stereotyped group.(dlack, fat) is followed by an
“expected” descriptor (e.g., lazy, insecure) (Bas$ie& Sherman, 2000; Wittenbrink,
Judd, & Park, 1997). The reaction time is measusad,the strength of the implicit bias
held by participants has been correlated with eigehavioral reactions. For example,
Bessenoff and Sherman (2000) correlated strongéinphti-fat attitudes with a

participant’s tendency to sit further away fromadese person in a waiting room, and
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vice versa. They also found that implicit measwfesnti-fat attitudes had higher
predictive validity than explicit measures (Besgé&oSherman, 2000).

The Implicit Association Test (IAT; Greenwald, Mc&h & Schwartz, 1998) was
developed as a laboratory tool to assess implitgitides and is the most frequently used
implicit measure in research (Morrison et al., 2008hen the task is computerized,
participants must quickly categorize the words flzesh on the screen into four groups
(insect, flower, pleasant, or unpleasant) usingl@ya keyboard. Participants first learn
to use one key for insect-unpleasant and anothefokdlower-pleasant, and response
time latencies are measured. Then, participants swigh and use one computer key for
insect-pleasant and another key for flower-unplefasand researchers measure the time
differences. Researchers can then adapt the taghize target words being studied for
implicit biases (e.qg., fat, thin, chubby, good, plady, etc.). There are also non-computer
versions of the task where participants must qyisklt a pile of papers containing the
stimulus words into the different groups (Lemm, &a8attler, Kahn, & Nosek, 2008).

Many researchers (e.g., Gumble & Carels, 2012; Ro8tewart, & Barnes-
Holmes, 2009; Teachman et al., 2003) have usebhihéo examine anti-fat biases.
Using the IAT, implicit anti-fat stereotypes haveel identified in about 69% of the
general public, even when participants denied e@nti-fat attitudes (Nosek et al.,
2007; Teachman et al., 2003). IAT research (e.q¢tBu & Morrison, 2007) has shown
that men tend to have stronger implicit anti-fatdgis than women. Implicit anti-fat
stereotypes exist even in professionals who fretiyiarork with obese individuals, even
when they deny explicit anti-fat attitudes (TeachmaBrownell, 2001). Implicit biases

are a better predictor of prejudicial behavior tovaverweight individuals than explicit
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measures, and people have stronger implicit pro-siases than anti-fat biases (Roddy,
Stewart, & Barnes-Holmes, 2009). Researchers (Dbetafl., 2012) have also linked
watching the reality television sholhe Biggest Losdp increased levels of both
implicit and explicit bias.

I nteractive studies.

Schnittker and McLeod (2005) stated that much efdiscrimination of
stigmatized groups occurs at the “meso” or intespeal level. Interactive studies (e.qg.,
Hebl & Dovidio, 2005; Miller, Rothblum, Felicio, &rand, 1995) assess the stigmatized
individual, the non-stigmatized individual, and theeraction between them, often in
real-life encounters or in laboratory-created ipgesonal situations. For a more
comprehensive review of interactive studies thatalestrated pervasive anti-fat
attitudes, see Hebl and Dovidio (2005).

Interpersonal studies have made important contabstto the understanding of
anti-fat attitudes. Hebl, Shaprio, Turner, Singigtand King (2004) utilized an
interactive methodology to find that store persdémspent less time with obese customers
and gave them more negative treatment than noreahestomers. Crocker, Cornwell,
and Major (1993) found that people who are obese te blame themselves when they
receive negative feedback, instead of blaming ¢leelback on the prejudicial attitudes of
others. Miller et al. (1995) found that obese wortesrd to be “nicer” to compensate for
the social prejudice they encounter from non-oletseactional partners. Miller,
Rothblum, Barbour, Brand, and Felicio (1990) fotinat even impartial raters, blindly
assessing telephone conversations between two waated women who were actually

obese as less likable, less attractive, and pasgdssver social skills.

36



Researchers have also demonstrated a “mere prgkiefiect, where being seen
interacting with an obese individual can stigmatizeon-obese individual. Hebl and
Mannix (2003) found that simply being seen withodxese person can lower others’
desirability ratings for a male job applicant. Peand Haddock (2007) showed evidence
of the “mere proximity” effect even in five- to tgrear-old children.

Other study designs.

Some other valuable studies of anti-fat attituttesot fit neatly into any of the
above categories. For example, Crandall (1995¢duktlevant information from a
general survey given to all students in an undelgate introductory psychology course
(without disclosing the actual intent of the reséqrincluding weight, height, source of
funding for school, family income, race, and pasépblitical views. Results were
compared to national norms for BMI in the age grand the extent to which the
university students’ BMI values corresponded widtional norms. Findings suggested
that thinner individuals were overrepresented enuhiversity population and heavier
individuals were underrepresented, that parentisioher undergraduate women were
more likely to fund a college education than pa@itheavyweight undergraduate
women, that there was no significant correlatiotwieen male undergraduates’ BMI and
parental funding, and that heavyweight women whended college tended to pay their
own way. In addition to explicit and implicit studgsigns, this type and other types of
alternative study designs may also be helpful @midying anti-fat biases in the general

population.

37



Fat African Americans and stigma.

According to Andreyeva, Puhl, and Brownell (2008w studies have examined
the vulnerability to weight bias among differerttrdt groups” (p. 998). As anti-fat
stigma against African Americans is of particulaerest in the present study, this section
will review the scarce relevant research, includihglies that show significant
discrepancies between European American and AfAeaarican holders of anti-fat bias
and targets of anti-fat bias.

Studies (e.g., Neumark-Sztainer, Story, & Faibid&$8) indicate that African
Americans are often the targets of anti-fat stigmd discrimination. About 24% of
African American women and about 13% of African Aroan men experience weight-
related discrimination (Andreyeva et al., 2008)rrCaaffe, and Friedman (2008) studied
perceptions of interpersonal weight-related stigadibn in a national sample. They
found that, in general, the more obese the indalidhe more stigmatizing experiences
reported. In very obese African American men, haavekigher weight status did not
correlate with more stigmatizing experiences. Soesearch (Averett & Korenman,
1996, 1999; Cawley, 2004; Heiland & Ali, 2010) lsapported the fact that fat African
Americans experience less fat stigmatization thdmt&\Americans. Hebl and Turchin
(2005) found that, while obese Black men are stigjmatized, stigma is much more
severe for obese White men.

Black people may hold fewer anti-fat biases thdeogroups. Latner, Stunkard,
and Wilson (2005) found that African American femabllege students showed the
lowest levels of anti-fat stigma. According to Helld Heatherton (1998), while Black

women tended to rate obese women as less dedinaiol@hysically than slimmer
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women, they did not automatically believe that @&smen had any personality flaws.
White women differed substantially, tending to beé that obese women—especially
obese White women—were “lower in attractivenesglligence, popularity, happiness,
relationship success, and job success” (p. 423).

The most anti-fat bias research (e.g., Heiland & 2010) has been completed on
comparisons between female African Americans anthfe European Americans. In
general, Black women receive less body-relatedrstigation than White women (Hebl
& Heatherton, 1998; Schooler, Ward, MerriwetherC&ruthers, 2004; Wade et al.,
2003), and people may find larger Black femalesavattractive than larger White
females (Heiland & Ali, 2010). People may beliekattfat White females have
undesirable personality traits, but may not belia fat Black females have undesirable
personality traits (Hebl & Turchin, 2005). When gig White women, participants
tended to believe that a thin woman was more atvegdad a better personality, and was
more successful in life than a heavy woman; whegijug Black women, participants
tended to believe that heavier Black women hadbp#rsonalities and were more
successful in life than thin Black women (Wade &aria, 2003; Wade et al., 2003).
While obese White females tend to be less likelgdte, less likely to get married, and
tend to have spouses who make less money, obesle fBlaales do not have similar
disadvantages (Averett & Korenman, 1996, 1999; &ieil& Ali, 2010).

Many questions remain regarding the relationshipveen bias and the “triple
jeopardy” of multiple stigmatized traits (femalefriBan American, fat). According to
Fikkan and Rothblum (2011), it is unclear wheth&dR women experience more

discrimination because they tend to weigh more loetiver culture and stereotypes make
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it more acceptable for Black women to have higheights, leading to less
discrimination. Fikkan and Rothblum (2011), howewautioned that the discrimination
that Black women receive for other reasons, sugheisrace or their status as females,
may simply overshadow their perception of sizerthsination, not imply that it is not
present. White, O’Neil, Kolotkin, and Byrne (20Gdund that, of obese White and Black
Americans, White women reported that they had twgst quality of life. Because
White women actually had lower rates of obesitynttiee other study groups, researchers
theorized that their poor quality of life might berrelated with having to face more
hardships than are faced by males or African AmaascOverall, fat African American
women may suffer less social stigmatization ancehzetter body image than fat
European American women (White et al., 2004).

Anti-fat discrimination in the world of work.

A person’s status as fat can negatively influenmeasss in the world of work
(Fikkan & Rothblum, 2005; Li & Rukavina, 2009; Rdiely, 1999). Discrimination has
been demonstrated at all stages of employmentdimguselection, placement,
compensation, promotion, discipline, and dischgRys=hling, 1999, p. 982). As a
person’s weight increases, his/her probably of Bgpeing discrimination also increases:
overweight people were 16 times more likely, obgsaple 37 times more likely, and
severely obese were 100 times more likely to erpeg discrimination (Roehling,
Roehling, & Pichler, 2007, p. 300). Fat women eigrere significantly more
discrimination in work settings than fat men (Fikk& Rothblum, 2005). According to
Roehling et al. (2007), “women are over 16 timesanikely than men to perceive

employment related discrimination and identify wetigs the basis for their
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discriminatory experience” (p. 300). According torHer (2005), of the approximately
62% of women who are overweight or obese, 60% paveeived that they have been
discriminated against in the work-place.

Anti-fat discrimination in the world of work may hefluenced by employer
discrimination, co-worker discrimination, custonoersumer/general public
discrimination, problems with the individual’'s réi@os to stigma, and/or unknown
sources (DeBeaumont, 2009). Furthermore, discritionan employment can be overt
and explicit or covert and implicit, which makedlifficult to measure and even more
difficult to stop (Kristen, 2002). This type of afét discrimination has been shown to
occur even when the personality characteristithefat person were not consistent with
the commonly-held, negatively stereotyped personeahiaracteristics of fat people (e.g.,
lazy) (Roehling, Roehling, & Odland, 2008).

Domains of workplace anti-fat discrimination.

First, being fat may interfere with the likelihoofibeing hired and with
experiences during new employee training. Emplogeasg fail to hire people who are
obese (Kristen, 2002), particularly in occupatiamgere appearance matters, such as fine
restaurant waitressing, sales jobs paid on comamisand physical fitness jobs
(DeBeaumont, 2009). Agerstrom and Rooth (2011) doevidence of employer
discrimination against obese job applicants; resotficated that employers’
discriminatory practices in hiring could be preditby their level of implicit anti-fat
bias. O'Brien et al. (2007) asked participantsatie employability based on a job
candidate description and an accompanying pictiieetioin or obese individual. They

found that participants viewed obese candidatéemg) less likely to be employed,
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having poorer leadership potential, and as beisg ligely to succeed in the job. Sizeism
therefore has obvious implications for career ch@mployability, and multiple
experiences of discrimination could influence aspais career self-efficacy.

Furthermore, if fat people are given limited coesation from some jobs, people may
not be able to find positions that fit their int&t®e If hired for a job, research (Shapiro,
King, & Quinones, 2007) revealed that, while inrnag, trainers expect obese trainees to
have less success and poorer work ethic. Traitgodend to give obese trainees more
negative evaluations than non-obese trainees, vwdoghl have a long-term impact on

the trainees’ successes in the company (Shapalb, &007).

In addition, sizeism might influence a fat persol@vel of job satisfaction.
Research (e.g., Kirsten, 2002; Venturini, Cast&lli;omelleri, 2006) has shown that
people who are obese are often confined to nontfatace jobs. This confinement could
inhibit ability to move between roles and reducarates of being promoted within a
company. If fat people are chosen to interact witstomers, the customers may also
discriminate against them (DeBeaumont, 2009; KlasS&ayson, & Jasper, 1996). Job
satisfaction may be lowered if fat employees actimis of interpersonal
discrimination—perpetrated by fellow employees pichstomers—including teasing or
bullying (Kirsten, 2002; Venturini et al., 2006)altger people may also be discriminated
against by supervisors; they tend to be more hamimished by superiors for rule
violations (Bellizzi & Norvell, 1991).

Furthermore, sizeism influences monetary compenrsabtatistically
significantly lower rates of compensation have b&sown for both male and female

employees who are obese (Baum & Ford, 2004; Krig€@2). Typically, the fatter the
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person the lower the salary, especially for wontéan( Norton, & Stearns, 2009;
Haskins & Ransford, 1999; Kristen, 2002). Fat fessahay make almost 18% less than
fat males (Conley & Glauber, 2007), and fat womeasipensation is 12% less than
non-fat women’s compensation, even after contrglfor all other variables (Register &
Williams, 1990). Age of the fat person may alsoteratout results are conflicting (Baum
& Ford, 2004; Han et al., 2009). People who areselze less likely to be promoted, also
reducing their potential lifetime earnings (Krist@902). Obesity correlates with lower
compensation for women in male-dominated fieldsnanagerial positions, and in entry-
level positions (Haskins & Ransford, 1999). Hamale{2009) found that, when jobs
required more social interaction and interpersskdills, people with higher BMIs tended
to be paid less. Fat people’s level of compensatiag also be influenced because they
are less able to self-advocate for higher wageisiglaine hiring process, potentially due
to issues with confidence (DeBeaumont, 2009). Healated problems, behaviors, and
job discrimination may also indirectly interferetivimonetary compensation (Baum &
Ford, 2004). While there are individual differenaeshe amount of anti-fat
compensation discrimination across specific joletgpd gender, the differences still
clearly exist.

Women and African Americans.

As previously mentioned, women face the most weiglated discrimination in
the workplace (Fikkan & Rothblum, 2005; Roehlingkt 2007; Horner, 2005). General
stigma studies, also stating that women are digptiomately influenced by anti-fat
stigma, align with these results (Griffin, 2007klkan & Rothblum, 2005). Griffin (2007)

noted that women in the workplace may have difficdetermining which factor is
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leading to discrimination or if discrimination isutti-layered. Women are at risk for
potential discrimination based on intersectionsvieen their weight and gender and, if
relevant, their ethnicity, sexual orientation, &pistatus, and/or religious affiliations
(Griffin, 2007).

Research (e.g., Cawley, 2004; Connely & Glaubed/26ian et al., 2009) has
indicated that African Americans may experience kgti-fat discrimination in the work
place than White Americans. While research (Caw2€@4; Han et al., 2009) has shown
that being fat typically leads to lower probabildlyemployment, the only group that did
not show this lower probability was African Amensa(both male and female). Conley
and Glauber (2007) found that workplace discrimorgtin the form of lower wages, is
worse for White women than for Black women. Accaglio Cawley (2004), obese
White women tend to receive lower wages than nasetWhite women, but obese
Black women’s wages do not tend to differ from ralrese Black women’s wages.
African Americans may have fewer problems antidigtrimination in the world of work
because of the previously discussed differencastirfat attitudes based on the target
person’s ethnicity.

Workplace anti-fat discrimination and the law.

There are interesting legal implications of theseence of workplace
discrimination against fat people. While there great deal of protection for other
minority groups under United States law (e.g. Afndmericans, Hispanic Americans,
homosexuals, and people with disabilities), thedsardly any protection in place to
guard against employment discrimination and otiyees of discrimination toward

people who are obese (Griffin, 2007; Kristen, 2002)sten (2002) argued that fat
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people deserve legal discrimination protection, @& protection might be even more
essential for fat women (Griffin, 2007).

Currently, only the state of Michigan and the Dgitof Columbia have weight
discrimination laws, and only two cities, Santa Zamd San Francisco, have local weight
discrimination laws (Griffin, 2007; Puhl et al.,@&). Griffin (2007) noted that
employees/potential employees could feasibly beridmgnated against simply because
an employer states that he/she does not like tgtlpdp. 637). Most employers,
however, may tend to be more subtle with theirrthsioation and instead give a vague
and difficult to disprove reason for their behayifmr example, someone else gave a
better interview) (Griffin, 2007). It seems highhconsistent and unfair that other
oppressed groups receive legal protection whil@éaple are almost always left
unprotected.

Theories of anti-fat bias.

Many theorists and researchers (e.g., Crand&@¥;1®/einer, Perry, &
Magnusson, 1988) have attempted to explain andediie theories underlying the
presence of anti-fat bias. All of these theorigegnate aspects of Stigma Theory
(Crocker, Major, & Steele, 1998; Goffman, 1963) iehhstates that stigmais a trait or
condition that most other people perceive as negaleople who are stigmatized are
perceived by others as being less socially desifabtause they are associated with the
negative trait or condition. Fat people may berstitized because they are considered
unattractive aesthetically and/or because thepelieved to be at fault for the negative

trait (Crocker, Cornwell, & Major, 1993; King, Hel& Heatherton, 2005). As others
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experience this reaction to the stigmatized indigigdthey may feel justified to avoid,
reject, and/or discriminate against fat people ¢€eo et al., 1998).

The Causal Theory (also known as the AttributioeéaModel of Prejudice)
states that “people are prejudiced against grcgisthey feel have some negative
attribute for which they are held responsible” (@tall et al., 2001, p. 30). Researchers
(e.g., Crandall & Reser, 2005; Weiner, Perry, & Magson, 1988) have demonstrated
that most Americans believe that fat people afawdt for their own weight status, that
weight is controllable, and that being fat is miyrahacceptable. Higher levels of
implicit anti-fat bias were found when participabedieved that people’s choices (food
intake and exercise frequency) were the primargeai obesity (Teachman et al.,
2003).

Research (e.g., Triplett, 2005) has demonstratatdatiributions seem to lead to
stronger stigma when fat women are the target. [IBenay have particularly strong
stigmatizing attitudes toward fat people who biegg likely because others see eating as
a controllable activity (Bannon, Hunter-Reel, Wits& Karlin, 2009). Attributions may
also vary by rater and target ethnicity. Popan,wathy, Barden, and Griffiths (2010)
found that White Americans tended to see obesekBlatericans as more responsible
for their own weight than other obese White Amergaopan et al. (2010) also found
that Black Americans tended to see obese White &ares as more responsible for their
own weight than other obese Black Americans. Teearchers concluded that intergroup
bias was stronger for rater/target race than fier neight status.

Furthermore, the method of weight loss, specificdle amount of effort people

are seen as devoting to weight loss, can be pestimt the Causal Theory. Individuals
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seen as making more of an effort to lose weighb(tbh changes in diet and exercise)
tend to be judged more positively than individuals received bariatric surgery and
were therefore viewed as making less of an efolbse weight (Bullock, Stambush, &
Mattingly, 2011; Fardouly & Vartanian, 2012).

Theorists believe that these attitudes are likebted in “a worldview consistent
with the Protestant work ethic, self-determinatiaielief in a just world, and the notion
that people get what they deserve” (Crandall, 199884). In accordance with this
viewpoint, fatness is what people deserve when thake poor personal choices (e.qg.,
overeating, having a sedentary lifestyle). Theifiaation-Suppression model, the fact
that people believe that prejudicial anti-fat adgs are justified, leads them to go
unchecked (King, Hebl, & Heatherton, 2005).

In individualistic cultures, anti-fat attitudes ahe strongest and the Causal
Theory has the most support. Crandall and Mart{826) found that Americans (a
highly individualistic culture) hold stronger arféit attitudes than Mexicans, providing
further support that Protestant-based social idgoio the U.S. supports this bias.
Furthermore, this bias has been shown to exigveral other individualistic cultures,
but is much weaker in collectivistic cultures (Catah et al., 2001; Hilbert, Rief, &
Braehler, 2008).

Other theories may assist in conceptualizing attbfas and stigma (Puhl &
Brownell, 2003a). The Stereotype Content Modekst#that stereotypes (in this case, that
fat people are “lazy” and “at fault for their owreigh status”) lead to the negative biases
people hold about them (King et al., 2005). Accogdio this model, the commonality of

anti-fat stereotypes in the general population meyain the prevalence of anti-fat
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prejudicial attitudes and discrimination. RealisTienflict Theory (Sherif, 1958), which
states that there are conflicts between groupsmwser and resources, could explain the
motivation of thin people to maintain economic aodial power over fat people.
Integrated Threat Theory (Stephan & Stephan, 198§yests that groups tend to feel
threatened by each other and the conflict createss Bhese threats can be symbolic,
such as threatened in-group values (Hewstone, R&biKillis, 2001). In terms of

obesity, thin- and normal-weight in-group membeeg/rfeel that their values (e.qg.,
discipline, thinness, motivation) are being thraeate which may create bias (Puhl &
Brownell, 2003a).

A Human Evolution theory of stigmatization (Neubeggnith, & Asher, 2000)
has been applied to anti-fat stigma (Park, Scha&randall, 2007). This theory
suggests that the evolutionary drive of diseasé&dance contributed to the stigmatization
of fat people. Research (Park et al., 2007) has/shibat people who are more concerned
about communicable diseases tend to have highdicitipvels of anti-fat bias.
According to this theory, fat people may be avoiledause their appearance cues the
presence of disease.

A Perceived Social Consensus Model may also hedxptain anti-fat stigma
(Sechrist & Stangor, 2005). According to this moaéien other people are viewed as
holding stigmatizing beliefs or stereotypes, ong @@dopt those beliefs in order to fit-in
with the group (Stangor, Sechrist, & Jost, 200fl9thers hold anti-fat beliefs, people
may adopt those beliefs as a form of social consgrespecially if the views come from
groups that are valued or powerful (Puhl, Schw&tBrownell, 2005). For example,

Crandall, Eshleman, and O’'Brien (2002) found theagde tend to conform to social
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norms even when they entailed engaging in discation. Fortunately, some research
(Puhl et al., 2005) has shown that negative betiafsbe mitigated if positive social
consensus favors obese people.

According to feminists, fat people are believetémart of an out-group which is
lower on the power hierarchy than thin or normaightgroups (Rothblum & Solovay,
2009). The in-group (thin people) may have a tengea favor their own group and
derogate the out-group (fat people), which may leaalvoidance, biased attitudes, and
discrimination (Hewstone, Rubin, & Willis, 2001 &ddition, Objectification Theory
(Fredrickson & Roberts, 1997), specifically the enomality of the objectification of
women, may explain why fat women experience maserthination than fat men
(Chrisler, 2012).

In addition, Social Identity Theory could help exipl fat stigma. According to
Social Identity Theory, each person conceptualwegherself as a member of a social
group or category, and then constructs a persdeatity by comparing those group
memberships (Tajfel & Turner, 1986). In order tomtein a positive social identity, a
person may negatively stereotype other groups amdldp prejudicial beliefs against
them. Non-fat individuals, who have a privilegedngting in the power hierarchy, may
tend to stereotype fat people and to see themhasageneous group. When groups have
emotional reactions such as disgust and anger tbavdifferent group, they may engage
in avoidance behaviors or discrimination (BrownQ@p

According to the Social Identity Theory, membersofin-group tend to protect
themselves with a positive in-group bias; unforteha research has not supported the

existence of positive in-group attitudes in mositadividuals (Baron & Banaji, 2006;
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Brown, 2000; Hewstone et al., 2002; Puhl & Brown2l03a). In many other minority
groups (including African Americans, gay individsiglmembers tend to hold favorable
in-group attitudes (Hewstone et al., 2001). Indinl$ tend to cooperate with, trust, feel
empathy for, and positively regard in-group memlijelieswvstone et al., 2001). While
Rudman, Feinberg, and Fairchild (2002) used exptieiasures and did not find that
obese people held negative attitudes toward othesepeople, Wang, Brownell, and
Wadden (2004) found that even overweight peoplé egplicit and implicit attitudes
toward other overweight people. In addition, Schwvat al. (2006) found that, while
participants with higher weight statuses held feglicit and implicit biases than
normal-weight participants, they still demonstrasgatistically significant anti-fat bias.
Wang, Brownell, and Wadden (2004) speculated tieatack of a “protective barrier” of
a positive in-group identity might mean that obpseple never unite and advocate for an
end to discrimination against them (p. 1337).

In general, if a person feels that membership wignoup is unsatisfactory or
damaging, the person may try to leave the groupwBr 2000). Most fat people may
believe that exiting the “fat” group (by losing gt and avoiding other fat people) is the
best way to preserve their self-esteem (Saguy &\W2011). Also, fat people may
choose not to identify with their own group becatissy see the boundary between fat
and not fat as “permeable,” unlike the “solid” bdany between Black and White (Saguy
& Ward, 2011). This belief would explain why marat people spend their lives trying to
lose weight instead of taking pride in their owoww membership.

Brown (2000) described additional ways in whicheaspn may leave a group:

these include trying to produce a new creative takgroup identity or trying to take a
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social justice position and collectively advocatfngthe betterment of the group. As
previously mentioned, some fat people are tryingaitectively advocate for social
change, including the members of groups such aNatienal Association for
Advancement of Fat Acceptance (NAAFA) and the ClersgSaguy & Ward, 2011). In
a qualitative study, MacDonald (2007) discovereat dome fat people do tend to share
beliefs with other fat people, share discriminatexperiences, recognize their group as
discriminated against by others, and feel a sehaaity with other members of their out-
group. The author concluded that, while there ssifficient evidence for the current
existence of a subculture, there is certainly paéfor one if members of the group start
“coming together to share their common experien¢esicDonald, 2007, p. 49).

According to Puhl and Brownell (2003a), there arafily unanswered questions
about the origins of weight stigma” (p. 223). Whihe available theories may help to
explain the prevalent and pervasive anti-fat biaséise general population, no existing
theory fully captures the extent of the problenplais the relevant research, and
predicts behavior.

How bias influences fat people.

People who are fat face obstacles including “atiital, physical, and policy
barriers that affect ordinary, daily activitiesdikising bathrooms, going to school, and
finding or maintaining employment” (Vade & Solov&009, p. 167). In addition to these
environmental barriers, several researchers (ulpl, & Heuer, 2010; Schafer & Ferraro,
2011) have worked to identify the ways in whichidat stigma and discrimination
influence fat people. Researchers in the fieldsoofal psychology, medicine, and

sociology have contributed to this body of literatu
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When individuals identify as “overweight peoplaidaperceive interpersonal
weight-related discrimination, they can experieacegative stress reaction associated
with belonging to stigmatized group (Schafer & Beor 2011; Schnittker & McLeod,
2005). Medical researchers (e.g., Ashmore, FriediRaichmann, & Musante, 2008;
Muennig, 2008) have found that a person’s statusbase might be harmful not because
of associated physiological problems, but becafisigecstress caused by the
discrimination of other people toward the obesaviddal. These influences of
stigmatization have also been identified in othr@ugs with lower social status,
including people who have been discriminated ag&iesause of their ethnicity or ability
status (Schnittker & McLeod, 2005). Research (RuRleuer, 2010) has shown that the
experience of anti-fat stigmatization “poses segiosks to their physical health,
generates health disparities, and interferes wihlementation of effective obesity
prevention efforts” (p. 1019). When they are thaims of discrimination, fat people are
more likely to have problems with psychologicaldtianing, engage in unhealthy eating
and lower physical activity, experience stress ghdepression, have low self-esteem,
have poor body image, underutilize preventativdtheare, exhibit eating disordered
symptoms, and be diagnosed with binge eating dssqAkshmore et al., 2008; Puhl &
Brownell, 2006; Puhl & Heuer, 2010, p. 1023-1024).

Schafer and Ferraro (2011) researched the wayhichwbese people’s
perceptions of sizeism influenced their health aetlbeing. They found that people who
believed they were discriminated against becauseeafht tended to perceive
themselves as heavier; this perception relate@gative self-concept. Researchers

concluded that “the social processes of perceiveidihw discrimination are responsible,
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at least in part, for the deleterious effects oese obesity on health” (Schafer & Ferraro,
2011, p. 92). This anti-fat stigmatization comesrirmany sources, frequently including

partners/spouses, friends, and family (Puhl, MoastRin, Schwartz, & Brownell, 2008).

Many fat people blame themselves for their weighitus and tend to hold negative anti-

fat stereotypes (Carels et al., 2013; Puhl e280D8)

Some researchers (Seacat & Mickelson, 2009) haygested that weight status
may be influenced by Stereotype Threat. Accordin8teele and Aaronson (1995), the
fear of confirming a negative stereotype of a graifh which a person identifies may
actually cause reduced performance. For exampgepérson identifies as “obese” and
knows that obese people are stereotypically seéargsthe person may display inferior
performance on a fitness test, even if the persas dot personally believe in the truth
of the stereotype. Results from Seacat and Mickéds@009) study confirmed that
Stereotype Threat can be a significant contributagor in both diet and exercise
choices of obese people.

According to Puhl (2005), people try to cope wih $tigma by confirming their
fatness/self-blaming (e.g., agreeing with the negaierceptions of others), self-
protecting (joining pro-fat groups for support)yvadating for pro-fat issues,
compensating (acting nicer), confronting (openlgidgeating the anti-fat
remarks/behavior of others), engaging in socialeeh (joining the pro-fat movement),
avoiding situations where they are likely to bgmiatized (e.g., the gym, clothing stores
catering to thin individuals), and/or attemptinddee weight. Strategies such as self-
blame and avoidance appear to be the least eféeictimanaging fat stigma (Puhl, 2005).

When people who are fat believe that they are beisgiminated against, they tend to
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be less able to use positive coping strategiesl@il@ Swim, 2005). Research
(Granberg, 2011) has even shown that the stignobedity can persist for people even
after they have lost significant amounts of weight.
Other Professions’ Self-Analysis of Anti-Fat Biases

Other professions have explored the issue of waigius and bias extensively
through research. Fabricatore, Wadden, and FE06] described the growing body of
evidence that anti-fat bias exists in health catergys and likely influences the quality of
care. Davis-Coelho et al. (2000) stated that mesbkthe medical profession have
excelled in publishing studies (e.g., Garner & Mid®98; Harvey & Hill, 2001) on their
own attitudes toward patients who are obese. Q&wewers (e.g., Fikkan & Rothblum,
2011) have stated that no professional fields Isaf#ciently focused on the presence of
bias and discrimination toward fat patients andrab.

Physicians.

Research on physicians has assessed the antasaiskin the medical profession.
Some studies have focused on how physicians peréatiyatients. Older research (e.g.,
Maddox, Back, & Liederman, 1968; Maddox & Liederm&869) demonstrated that
physicians believed people who were obese were avwkwgly, and weak-willed. Hebl
and Xu (2001) reported that physicians spent iess Wwith obese patients, which was
related to physicians’ negative stereotypes abbes® patients. In addition, Kristeller
and Hoerr (1997) found that, while most physicidrmight that addressing obesity with
their clients was important, many preferred ndréat the clients themselves and referred

the client to someone else. Sabin, Marini, and K¢28@12) found strong implicit and
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explicit anti-fat biases in physicians, and ideatfanti-fat bias as “pervasive” among
physicians (p. 1).

Harvey and Hill (2001) conducted a study in whiditiBh physician participants
received one of four hypothetical patient case sarnes. Hypothetical patient
characteristics varied by weight status and smogiatys. Results indicated that most
British physicians held explicit negative attitudew/ard overweight people, particularly
toward people who were extremely overweight. THeg aaw overweight people as
personally responsible for their weight statu)algh they saw them as less responsible
for their health problems than smokers.

Zhu, Norman, and White (2011) reviewed publishedlisss to assess whether
health professionals’ weight status predicted thttitudes toward their patients and
patient weight management. Results indicated thahal weight health professionals
held more negative attitudes toward patients whewbese than did health
professionals with higher weight statuses. Alsmdke health professionals with clinical
experience in weight management had fewer negatiitades than other professionals.

Foster et al. (2003) assessed explicit physiciatudé¢s toward obese patients,
including physicians’ perceptions of the causeslmsity, the attitudes of obese
individuals, beliefs about the treatment of obeskviduals, weight loss outcomes, and
relative efficacy of obesity treatment. Participgtphysicians believed inactivity and
overeating were the leading causes of the obdsity. percent of the participants
described their obese patients as ugly, awkwarattiactive, and non-compliant with

treatment.
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Brotman, Stern, and Herzog (1984) studied the ima0f first-year psychiatry
resident physicians toward their patients with ar@ nervosa, obesity, and diabetes.
Participants read vignettes and then rated the ahufanger, stress, helplessness,
sadness, and anxiety they felt while working wislcle population (anorexia nervosa,
obesity, and diabetes). They also rated the exenhich they believed the condition
influenced their ability to care for the patienedrlts indicated that psychiatry residents
had many negative feelings toward the obese vigmettient including anger (77% of
participants), stress (44%), helplessness (44%hess (67%), and anxiety (33%); 67%
believed that their negative attitudes influendezldare they provided to their patients.
Small sample sizes (only 29 physicians), expliegign, and non-validated
guestionnaires were problematic in the study, htit@besity bias was clearly identified.

Persky and Eccleston (2011) investigated medicalestts’ bias against obese and
non-obese patients using an analogue virtual fepatient. They found that medical
students tended to have negative stereotypes segisient. In contrast to non-obese
patients, participants tended to rate the obesentats less likely to adhere to
recommendations and in poorer health.

Other studies focused on the way fat patients desttheir treatment by
physicians. Kaminsky and Gadaleta (2002) askeéto@rpatients about how they were
treated by their physicians. Results indicated éipgroximately 17% of patients not only
had perceived discrimination, but also had foureddiscrimination so problematic that
they changed physicians. Results also indicatedsti@al workers and psychologists
were perceived as discriminatory in health cargrggt. Hebl, Xu, and Mason (2003)

distributed a survey to patients regarding thettneat they received from their
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physicians. Overweight male patients reported phgticians spent less time and gave
them lower quality care than non-overweight malegepés. Overweight female patients
reported that physicians gave them better carentbaroverweight female patients. A
phenomenological qualitative study (Nyman, Preben&d-lensner, 2010) performed in
Sweden found that obese women had a multitudegstive experiences with their
physicians and midwives during their pregnancy emttibirth. These issues included
feeling exposed and scrutinized, having negativetems, feeling discomfort, and
enduring humiliating treatment. The women repotted the health care professionals
had been discriminatory toward them, and thatratinent made them feel upset and
uncomfortable.

Some studies examined both physician attitudesrtbfed patients and fat
patients’ perception of treatment by physicians.d&@mple, Brandsma (2005) utilized
the Bray Attitude Toward Obesity Scale (BATOS; Bra972) to measure the explicit
attitudes of physicians toward obese patients.f&@nad that physicians held negative
attitudes toward obese patients and that the piatiended to over-estimate the negative
attitudes held by the physicians. This study sgoKaoth the actual presence of the
negative attitudes and the extent to which patieatsamplify these biases internally and
inaccurately.

Nurses.

In addition to physicians, members of the nursirgfgssion have worked to
identify anti-fat bias in nurses. Maroney and Goli®92) assessed explicit attitudes of
nurses from the U.S. and Canada. Both groups esppoggative attitudes and discomfort

when having to work with obese patients. Brownidst{rPsarou, Brewins, and
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Thompson (2007) assessed explicit obesity-relatéddes in British nurses.
Approximately 40% of nurses reported that obesepst were lazier than non-obese
patients. Approximately 48% agreed that obesitjuis to a lack of personal control.
Canadian researchers Watson, Oberle, and Deut&@8) developed and validated a
new instrument, the Nurses’ Attitudes Toward Olyesitd Obese Patients Scale
(NATOOPS). They updated the Attitudes Toward Obsdalt Patients Scale (Bagley,
Conklin, Isherwood, Pechiulis, & Watson, 1989),ibggheir new scale in attribution-
value theory (Crandall, 1994; Crandall & Biern&9Q; Crandall et al., 2001; Crandall &
Martinez, 1996). The researchers described thestale as having has excellent
construct validity (Cronbach’s alpha = 0.81) to destrate obesity-related attitudes in
nurses. Poon and Tarrant (2009) used explicit nmeasacluding the Fat Phobia Scale
(Bacon, Scheltema, & Robinson, 2001) and the AtésuToward Obese Adult Patients
Scale (Bagley et al., 1989) to assess nursedidetabout obese patients. They found
that both nursing students and professional ndrskeksignificant negative attitudes
toward obese patients, and that they were unliteebee positive attributes in these
patients. Researchers concluded that these atiarédikely to influence the quality of
the care that these nurses provide to their patiwht are obese.

Implicit attitudes in nurses have also been ingaséd. Waller, Lampman, and
Lupfer-Johnson (2012) used the IAT (Greenwald et18198) to investigate anti-fat
attitudes in nursing students. They found thatingrstudents held strong biases against
overweight individuals in both medical and non-neatisettings. Researchers also

reported that these anti-fat biases were strongenwhe target was female.
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Some studies looked at both anti-fat attitudesurs@s and fat patients’
perceptions of treatment by nurses. For exampleésand Nicol (1998) found that
nurses denied explicit biased attitudes againstihevhile non-obese patients did not
find their nurses to be biased against them, opasents reported significant negative
attitudes in nurses. In summary, Brown (2006) sgt#état research in nursing on anti-fat
attitudes and discrimination had only begun to wagthe extent of the issue.

In addition, the nursing field has developed edooal programs to attempt to
decrease anti-fat bias in nurses and other headtlpcafessionals. Falker and Sledge
(2011) created and administered a “Bariatric SeuitgitEducational Module” (p. 73),
designed to educate healthcare professionals amuhgle influences on weight status.
One-month follow up results indicated that the medlecreased stigmatization.
Researchers advocated for additional educationderdo decrease weight-related
stigmatization of patients.

Teachers and educators.

In addition, teachers and educators have made @tde¢muncover their own
biases and stereotypes against people who afddamark-Sztainer, Story, and Harris
(1999) assessed explicit obesity-related belieteachers and school staff. They found
that these education professionals perceived atiadents as at fault for their high
weight status. In addition, obese students wengedeas more emotional, messier, and
less likely to succeed than non-obese students.

Physical therapists.

Sack, Radler, Mairella, Touger-Decker, and Kharo@@ssessed physical

therapists’ explicit attitudes toward obesity. Resindicated that most physical
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therapists blame obesity on physical inactivity amdreating, ranking genetic factors as
only the seventh most important influence. Resotigcated that the participants
recommended weight loss to over 52% of their olpasents, that 21.2% endorsed
having negative reactions to obese patients, atdlth6% endorsed feeling
uncomfortable when working with obese people. Iditah, 40.3% described obese
people as “sloppy,” 40.2% described obese peoplaag” 51% described obese people
as “weak willed,” and 53.1% described obese peaplsmoncompliant.” Surprisingly,

the researchers concluded that “physical therapasts neutral attitudes toward people
who are obese” and that physical therapists “appatgly indicated” the factors that
contribute to obesity (Sack et al., 2009, p. 804).

Exercise science professionals.

Chambiliss, Finley, and Blair (2004) measured ioipénd explicit attitudes of
exercise science students. Implicit attitude resuldicated that participants tended to
associate obese people with “fat” and “lazy” categgo Results also indicated that
participants held explicit negative attitudes, utthg the belief that obese people are
unattractive and responsible for their own weidatus.

Dieticians.

Several dietetics studies in the 1990s had camifjaesults, indicating that
dieticians may have positive (McArthur, 1995), mablfMcArthur & Ross, 1997), or
negative (Oberrieder, Walker, Monroe, & Adeyanj893) views about people who are
overweight or obese.

In a British study, Harvey, Summerbell, Kirk, andl$i(2002) examined the

attitudes of dieticians toward overweight/obesepteatilizing an explicit measure, the
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Attitudes Toward Obese Persons (ATOP) scale (Allisbal., 1991) and a survey
assessing nurses’ attitudes toward obesity (Hoppmdéen, 1997; Ogden & Hoppe,
1997). Dieticians held some negative attitudes tdwaerweight and obese people,
including stereotyping them having low self-estebpslth, and attractiveness, and for
being responsible for their own weight. The higagrerson’s weight status, the more
negative attitudes dieticians possessed.

Puhl, Wharton, and Heuer (2009) utilized a betwsdbnjects analogue
experimental design based on four hypotheticabpaprofiles. The patient profiles were
only varied in terms of sex and weight of the hyjatical patient, and participants were
randomly assigned to one of the four conditionsl¢ffemale, normal/obese); the
obesity-related purpose of the study was not rexdeta the participants. In addition to
dietetics-specific questions, the participants vaesieed to report their attitudes toward
the hypothetical patients including receptivenessdatment recommendations,
compliance with treatment, motivation for changateptial for success over time, and
“how much they might enjoy working with the patie(Ruhl et al., 2009, p. 440). The
participants responded to the questions utilizibgpint Likert-type scale. After these
responses, the participants completed an ex@elif;report measure, the Fat Phobia
Scale (Bacon, Schelteme, & Robinson, 2001). Resuisated that there were no
statistically significant differences between tbarfgroups regarding how much the
participant would enjoy working with the patientitbhhat the obese patients were rated
lower in all other areas.

Aphramor and Gingras (2009) authored a book chapté¢heir views of the

disgraceful way that dietetics is handling the peobof “fatness,” particularly in women.
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They argued that, while dieticians have the abditg resources to promote the “fat is
healthy” movement, the field stubbornly remaing-éatt They argued that this position
is a type of violence against fat people.

Occupational therapists.

Anti-fat attitudes have also been identified indgtts in occupational therapy
(OT) training programs/roman and Cote (2011) measured implicit and exdiati-
obesity attitudes of students in OT training proggaTo measure implicit biases, the
researchers adapted the Prejudicial EvaluatiorSaihl Interaction Scale (PESIS),
originally used by Kelly, Lawrence, Smith, HooddaBook (1987) to measure
physicians’ attitudes toward individuals with AlIDito the Attitudes to Obesity —
Prejudicial Evaluation and Social Interaction ScBlatient descriptions were identical
except the gender and weight of the person in¢herapanying picture was changed
(obese/non-obese, male/female). Participants alspleted a 10-point Likert-type
measure of Social Distance, Judgment, and Motimadéter measuring implicit
attitudes, researchers also administered exphtitfat measures. Results indicated that,
even in explicit measures, OT students demonstaatgebbesity attitudes. Implicit
measures showed stronger negative attitudes, edlgecimeasurement of Judgment and
Social Distance.

Studies on professionals working with obese patiesifclients.

In two studies of a variety of professionals whakwyith people who are obese,
Schwartz, Chambliss, Brownell, Blair, and Billingt{(?003) and Teachman and
Brownell (2001) measured the implicit attitudesaofariety of medical professionals

including physicians, researchers, dietitians, iess people, pharmacologists,
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epidemiologists, psychologists, and nurses. Sclavedral. (2003) found a strong implicit
bias against obese people, particularly that thenewstupid, lazy, and worthless. This
bias was stronger in female professionals. TeactandrBrownell (2001) found strong
implicit anti-fat biases, but these biases werekeethan implicit anti-fat biases in the
general population. Participants tended to vievpé&ple as “lazy” and “bad,” but on
explicit measures, participants were willing to gest that fat people are “lazy” but less
willing to suggest that they are “bad.” The resbars concluded that contact with obese
people may be instrumental in reducing bias, batt ittdoes not eliminate it.

In summary, this research presents a clear casarhdat attitudes exist in other
professions, including medical professions and atiorc. Also, these biases sometimes
influence the quality of care or services provithgdhese professionals.

Anti-Fat Bias in Therapists

This section will examine theoretical, practicalgdaesearch contributions to
assessing anti-fat biases in therapists.

Social work.

The field of social work has assessed anti-fat inascent years. Articles calling
attention to the issue (e.g., Melcher & Bostwic898) have appeared in several social
work journals. Lawrence, Hazlett, and Abel (201é3ctibed obese people as an
oppressed population, and called for social workeshow multicultural competence in
working with its members. These authors urged $oaiakers to become aware of their
own biases and the societal factors that leadsieridiination against people who are

obese, and pressed for the inclusion of this opesiated material in training programs.
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In addition, Koenig (2008) called attention to pdtal negative countertransference
reactions of social workers against clients whoddrese, and the biases that cause them.

In the social work field, several unpublished #gand dissertations have been
written in the past ten years to address the iséaati-fat bias against clients. For
example, Kannard (2008) qualitatively reviewed si#d works by the National
Association for Social Workers (NASW). The researatoncluded that despite the need
for a social justice approach to reduce discriniima&nd bias, NASW still generally
holds to a biomedical model of obesity. Other redeas (e.g., Downes, 2001) have
noted assumptions by social workers that a cliem&ght status is within his/her control.

In her doctoral dissertation, McCardle (2008) expiosocial workers’ anti-fat
biases using a survey and explicit, face-validi-fattattitude assessment measurements
(Attitudes Toward Obese Persons scale and thefBéllmut Obesity scale; Allison et
al., 1991). Results indicated that, while sociatkeos report generally positive explicit
attitudes toward obese clients, social workersald kome negative stereotypes about
obese clients. The more social workers believetitlesgght was personally controllable,
the more anti-fat bias they tended to report aediibre negative practice behaviors they
tended to report. While McCardle was one of the ffesearchers to study anti-fat biases
in social workers, her study used only expliciefavalid measures. This survey design is
susceptible to social desirability bias, and respsmmay not have been an accurate
representation of therapists’ true attitudes.

In an unpublished quantitative study, Ahern andyT@009) examined the
attitudes of social work students regarding bodg.sExplicit measures, including the

Antifat Attitudes Questionnaire (Crandall, 1994)dahe Attitudes Toward Obese
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Persons Scale and the Belief About Obese Persahs @dlison et al., 1991) were given
to 115 Master’s level social work students. Resuld&cated that social work students
held biases against overweight clients, but theiasavork students with a higher weight
status reported fewer negative biases. Approxim&2% of participants reported beliefs
that a client’s motivation for counseling would lbever if he/she had a higher weight
status. The weakness of this study was its suresigd and its utilization of face-valid,
explicit measures.

Qualitative studies (Dennis, 2006; Hanson, 20083eld on interviews with
clinicians, have identified anti-fat biases, negastereotypes, and judgmental attitudes
in social workers. Researchers argued that thdsbg lead to negative
countertransference reactions against fat cliamd,advocate for better “cultural
competence” training in the area of fat clientsatnunpublished thesis, Aza (2009)
examined therapists’ countertransference reactmoBents who are obese. The
participants included 12 social workers and clihgsychologists. Findings suggested
that negative countertransference can be frequehindense, that therapists may engage
in microaggressions against their obese clientduyding invalidating client’s
experiences and blaming clients for discriminatiogy face), and that many therapists
may not be aware of their own biases.

These contributions by the social worker profaes$iave drawn attention to the
problem of anti-fat biases of social workers. Wisiteial work contributions have
enhanced the body of knowledge on anti-fat bigkénapists, it has not focused

specifically on psychologists.
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Psychodynamic work.

In addition to the Social Work field, the Psychodgnic tradition in psychology
and counseling has documented reactions to fattsltrough the study of transference
and countertransference. Drell (1988) called atterto the likelihood that the
psychotherapist will encounter negative biasescanchtertransference with clients who
are obese. He stated that knowledge of these kaaskthe appropriate use of
countertransference can lead to therapeutic g&inslarly, Davidson (1980) discussed
how negative countertransference toward a fat platieuld interfere with her ability to
be a good analyst. In addition, Yalom (1989) désatihis own negative biases and
countertransference against a fat client in a psgghamic and existential case study.
He, too, stated that self-awareness of biases anklteward gaining personal knowledge
about a client can lead to positive outcomes. Aldhe psychoanalytic tradition, Ingram
(1978) cautioned therapists that social norms abody fat could influence the therapist
and his/her ability to analyze the patient’s transiice reactions. Ingram stated that, for
that reason, weight loss should never be a ggasythotherapy treatment (Ingram,
1978).

Like social work contributions, the contributioofsthese psychodynamic authors
have drawn attention to the issue of anti-fat lsas®&l their potential to influence
psychotherapy. None of the psychodynamic contrimsti however, have entailed actual
research studies.

Research on anti-fat biases in psychologists.

Only four published studies (Agell & Rothblum, 19®avis-Coelho et al., 2000;

Hassel et al., 2001; Young & Powell, 1985) and fdissertations (Abakoui, 1998;
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Loewy, 1995; Locker, 2011; Zadroga, 2009) have emachanti-fat attitudes held by
psychologists. These contributions will be examimedrder of date, beginning with the
oldest work.

Young and Powell (1985).

The earliest research on anti-fat attitudes, a tifaéime project assessing whether
clinicians had more negative therapeutic judgmehtdients who were obese, was
conducted by Young and Powell (1985). Participart&6-mental health professionals—
were given an identical short “case history” accamed by one of three photographs of
a White, middle-aged, female client. The photogsapbre a digitally-altered series of
three photographs of the same woman with varyinghtetatus (“best-weight model,”
“‘overweight model,” and “obese model”); participamtere randomly placed in one of
the three weight status categories. Researchepseatdan earlier questionnaire (Settin &
Bramel, 1981) which was designed to assess howaineslth professionals responded
to client characteristics and group memberships.fifet measure was a six-point,
Likert-type scale on which assessed “cliniciandlimgness to work with the client, their
belief that therapeutic intervention with the ctiould be useful, and their belief that a
favorable prognosis, contingent upon appropriaatinent, could be assigned to the
client” (p. 236). The second measure had parti¢geate the extent to which a range of
psychological symptoms exist in the client. In &iddi, researchers assessed whether the
gender of the therapist and/or the weight statuletherapist influenced level of bias
against the client.

Results indicated that there was no statisticadjgiBcant difference in the mental

health professionals’ willingness to work with leent, belief that intervention would be
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useful for the client, or the client’s prognosiséd on the three client weight conditions.
Mental health professionals, however, tended tebelthat the “obese” client had
significantly more psychological symptoms includiagjitation, emotional behavior,
impaired judgment, inadequate hygiene, inapprapbahavior, obsessive-compulsive
behavior, self-injurious behavior, and stereotypetavior” (p. 238) and that these
symptoms were seen as more severe than thoseimsctif lower weight categories. No
statistically significant differences were foundween the “best weight” and
“overweight” client conditions on any of the outcermeasures. Female participants were
the most likely to view “obese” clients as more gyomatic. The overweight mental
health professionals’ total responses on all ofotliieome measures were not
significantly different than the non-overweight f@pants.

One strength of Young and Powell’'s (1985) studygiewas that face valid anti-
fat attitude scales were not used, possibly cutdimgn on altered responding because
participants were trying to be more socially acabf#. This study, however, had some
limitations. First, the sample, which was derivédmental health professionals,” was
broad and does not provide specific informationialpsychologists. The authors’ self-
created case history had not been used in presitodges. The study only focused on
White, middle-aged, female clients, and did noeassttitudes when the client was of a
different ethnicity. Existing measures were alteaad reliability information was not
presented for the updated versions. Finally, restdim this study, which was published

over 25 years ago, are dated and may not accurag@igsent current anti-fat attitudes.
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Agdll and Rothblum (1991).

Another important quantitative study examined tlaysvin which a client’s
weight status (obese/non-obese) and a client’seggnohle/female) had an impact on
psychologists’ therapeutic judgments (Agell & Rdthb, 1991). Inthis 2 x 2 x 2
experimental design, a total of 282 psychologistslrone of two case histories of a
client, were then separated into four conditiorizegé®/non-obese and male/female), and
responded to outcome measures. The first outcorasunewas an adapted version of
Worsley's (1981) Person Perception Inventory, ass#iu differential scale. The 28 item
measure included polarities of personality attesute.g., dependent/independent),
physical attractiveness (e.g., fashionable/unfastbte), and social attractiveness (e.qg.,
rejected/accepted by others). A Case History Qomséiire was created by the
researchers to investigate diagnosis, prognosiagtnrent expectations, problem severity,
client motivation, client self-concept, and psyadwmsts’ interest in the client (p. 224).
The researchers found that although psychologesteribed obese clients as unattractive
and embarrassed, there were no significant diftereim their therapy recommendations
for obese and non-obese clients. Researchersaalad ho statistically significant
interaction effects between gender and weight.

Research strengths included the fact that onlyhpsggists were included in the
sample. In addition, researchers used an objeitiieator of weight status (135 or 190
pounds). Like Young and Powell’s (1985) study, faakd anti-fat attitude scales were
not used, possibly cutting down on altered respunbiecause participants were trying to
be more socially acceptable. There were also soniations to the Agell and Rothblum

(1991) study. The authors’ self-created case datsmns had not been used in previous
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studies. In their case histories, clients were ilesd as “unattractive.” Therefore, results
may have been confounded by attractiveness biamagdot have accurately captured
weight bias. Also, in their case histories, thegduthe term “overweight” in describing
the client in the obese conditions, and did natifgiéhe weight status of the hypothetical
client. While the researchers performed their oagtdr analysis on the Person
Perception Inventory, no psychometric informaticoni previous studies (including
validity data) was reported for the measure. Funtioee, their Questionnaire was a self-
created instrument without psychometric analysis.

Lowey (1995).

In his doctoral dissertation, Loewy (1995) inveateyl whether stereotypes about
people who are obese led to more mistakes in irdbam processing. He utilized an
lllusory Correlation Paradigm to assess bias. imdesign, participating therapists were
presented with cards containing information abdients (experimentally varying by
weight status: thin/fat), and then used descripgbesach client (some corresponded to
prevailing stereotypes, some in opposition to piegpastereotypes, and some neutral).
Results indicated that therapists were more likelynake processing errors (defined by
whether participants reported client charactesdti@at were not presented in actual the
research material, presumably illuminating biabes the participant held) about clients
who were fat than they were about clients who wextefat. Therapists who specialized
in eating disorder treatment had significantly feeeors than therapists without an
eating disorder specialization.

While Lowey’s (1995) study employed a unique metilogy, it had some

limitations. First, the sample size included ontberapists. Therefore, the study
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compared very small groups (25 eating disorderiappgag therapists and 27
generalists) and lacked sufficient power. This aesle was conducted in-person by a self-
described fat researcher, which might have impaittedesults. Also, only local
participants were involved and all were volunteadsich likely significantly limits
generalizability. Although all of the participam®re described as “licensed therapists,”
no exact number of psychologists was given, indigahat this research may not
generalize to psychologists. The ethnicity of thent was not varied in the study.

Abakoui (1998).

Abakoui’s (1998) dissertation attempted to meabkiore psychologists respond to
“weight dissatisfied” clients. APA member psychakig (N = 168) participated in the
analogue study. Each participant randomly receorezlof four case vignettes (2 x 2
design varying by male/female gender and fat/avevegjght). Abakoui asked
psychologists to provide a diagnosis (five axes) tarrate prognosis, motivation for
change, self-concept, whether the client shoul# #esrapy, and interest in treating the
client. Participants were asked to rate the prdipaltinat they would have the following
treatment goals with the client: increased physsaircise, increased assertiveness,
increased awareness and expression of affect, wag@nphysical health, better developed
interpersonal skills, increased level of self-ataepe, empowerment of client to make
changes, improved coping skills, decreased weigtiteased level of individuation,
improved marital relationship, and decreased lef/sklf-defeating thoughts.
Demographics of the psychologists, including tigeinder, ethnicity, age, weight status,

and number of years practicing therapy, were atdleated.
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Results indicated that psychologists had biasemstgat clients. Specifically,
their rating of prognosis was worse for fat clieats! they tended to include the goals of
decreasing weight, increasing physical health,inckasing exercise only for fat clients.
Fat clients were also given lower overall GAF ssol&hen the fat client was a female,
psychologists had a significantly higher likelihoofddiagnosing the client with an Axis
Il personality disorder, particularly Dependentdeeality Disorder. For fat clients, male
psychologists were significantly more likely to dse the goal of decreasing the client’s
weight than were female psychologists. Female pdggists tended to assign the goals
of increasing the use of coping skills, empowernwrbe client, and increasing client’s
awareness of and expression of affect. The reseastdited that these results differed
from the overall conclusion of Agell and Rothblui®91); unlike Agell and Rothblum
(1991), Abakoui’s (1998) results indicated thatghsylogists’ biases did have a
significant influence on diagnosis and treatmerfabtlients.

While Abakoui’s (1998) study served an importantgmse in specifically
examining the attitudes of psychologists, it digdnaome limitations. The researcher
mentioned that the age of the participaMs<49 years) and their amount of
psychotherapy practice (90% of participants hadtpred for 10 or more years) may
mean that the results are not necessarily genab#dizo all psychologists, especially
younger ones. Because this study specifically emadcclients who reported
dissatisfaction with their weight status (from teenale/fat condition vignette: “She
reported that she is concerned about her weiglet s8id that she is about 10 pounds
overweight and that she has a history of gainirgylasing weight.”) (Abakoui, 1998, p.

46), it may be assessing psychologists’ attitudesitd individuals who report that they
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want to lose weight, not toward fat individualsgieneral. Finally, the researcher created
new vignettes and created new measures of bidagamit to use validated instruments.

Davis-Coelho et al. (2000).

A more recent quantitative analogue study relatintpe issue of biases toward
obese clients was conducted by Davis-Coelho €2@00). The participants, 200
psychologists, received a mailing including a hiyetital client’s self-descriptive
statement and randomly received one of two accogipgipictures. The same woman
was depicted in both pictures, but in the secootup she wore padding and makeup
making her appear fat. Participants completed atguenaire “assessing recommended
treatment modality, provisional diagnosis, progapslient effort, client motivation, and
overall functioning” (p. 682), including a Globaksessment of Functioning (GAF) score
for the client. This study found that younger pjolgists tended to believe that obese
clients would show less effort in therapy, that &enpsychologists gave a worse
treatment prognosis for clients who were obese tlaaidpossible diagnoses varied
simply because of a client’s status as obese cwobese. There were no statistically
significant differences in GAF scores or expectechtion of treatment. Psychologists
tended to give the provisional diagnosis of “eatiligprder” to fat clients and the
provisional diagnosis of “adjustment disorder” tmrfat clients. Psychologists were
more likely to recommend the treatment goal of ‘ioye body image” to the fat client.

A limitation of the study was that, like the prengostudies, client characteristics
other than weight were not experimentally manipdaflhis study provides no

information regarding client ethnicity as it intetawwith client weight status.
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Hassel et al. (2001).

In another quantitative study, Hassel et al. (2@E&mined whether a client’s
weight status influenced the therapist’s clinicelgment. While this study did not
exclusively focus on psychologists, over 50% ofgheicipants were psychologists.
Researchers focused on comparing Christian thesapigh non-Christian therapists.
Study participants were given a short vignette alaatlient with an attached client
picture. The study had a 2 x 2 design (client gebgeclient weight conditions) and
asked participants to complete three different messs First, in order to measure
“pathology,” participating therapists were askedétect a diagnosis for the client (a
forced choice based on 10 differ&iagnostic and Statistical ManudDSM-IV-TR,
American Psychiatric Association, 2000) optiong) &mgive the client a score for GAF.
Second, in order to measure attitudes and attabsitiparticipants completed an adapted
version of the Attitude Scale (Harris, Waschull\Walders, 1990; Yuker, Allison, &
Faith, 1995). This measure was a 7-point, Likepetgcale; Yuker, Allison, & Faith
(1995) described the measure as having relialofiy. 74 to 0.76. Third, to measure
explicit anti-fat attitudes, participants completedadapted version of Attitudes Toward
Obese Patients (ATOP; Bagely, Conklin, Isherwoathiulis, & Watson, 1989).

Hassel et al.’s (2001) results indicated that pigndints rated the overweight
clients as having more pathology (more seriousrdiags and lower GAF scores).
Participants gave significantly lower GAF scoregverweight clients. Female
participants gave significantly lower GAF score®t@rweight clients than did male

participants, and male participants had signifilyaiotver (more negative) scores on the
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Attitude Scale toward overweight clients. No sigraht differences were found between
Christian and non-Christian therapists on any efrtireasures.

The study by Hassel et al. (2001) had a major éitiwh. The researchers did not
report any procedures to address potential atheratiss bias. There was no mention of
obtaining pre-study ratings to determine whethenttale and female “clients” in the
pictures were equally attractive, which could camf@ results. According to Young and
Powell (1985), “one problem previously facing séagists and psychologists interested
in conducting research on obesity has been hoestddr the effect of obesity while
holding attractiveness constant” (p. 237), and shusly has not been able to establish this
constant.

Zadroga (2009).

In her doctoral dissertation, Zadroga (2009) usedralogue design to examine
differences in client diagnosis and prognosis wtiemt characteristics of age, weight,
and gender were experimentally varied. Her paicip included 68 licensed
psychologists and 154 graduate psychology stud&h&sparticipants read one of 12
vignettes (varying by age: young, middle-aged,|dery; weight: normal weight or
obese; and gender: male or female), completeceaaftis diagnosis, and chose a
prognosis of good, fair, or poor. Results indicatedsignificant differences between
participant responses on any of the 12 conditidftsle the researcher concluded that
these results point to a possible lack of biassiycpologists and psychology students, the
lack of significant results may have been due soifficient power.

This study had several limitations. First, part@ifs were gathered primarily

from one geographic area, and results may not gekrenationally. Second, too few
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participants led to insufficient power. Researchienals were distributed in person, by
mail, and through e-mail, and the researcher didntlicate whether there were
significant differences in results based on theferdnt methods of data collection.
While the researcher adapted a clinical vignetienfa book on differential diagnosis, the
vignette was altered significantly and not previgused in research.

Locker (2011).

In her doctoral dissertation, Locker (2011) usecmaalogue design to examine
whether manipulating client variables of genderigive and ethnicity impacted
therapists’ bias. Three short client vignettes wkreeloped based on the work of Agell
and Rothblum (1991), Young and Powell (1985), aadi®Coelho, et al. (2000). Each
vignette was accompanied by a picture of the hygtatal client. Twelve different
pictures were digitally created by varying the @thy of the client (White/Latino/Black),
the gender of the client (male/female), and theghiestatus of the client (non-
heavy/heavy). All participants received all thregnettes (always appearing in the same
order); each vignette was randomly paired with ainthe 12 possible client pictures.
After reading each of the three vignettes, parsiotp were asked to assign a GAF score,
choose DSM-IV-TRdiagnosis, and complete a 5-point Likert-typengf perceived
client motivation and client attractiveness. Aftiee vignette sections were completed, all
participants completed the Anti-Fat Attitudes SE&@EAS; Morrison & O’Connor,

1999) to assess their general explicit anti-fatuates.

Locker’s (2011) results indicated that participaetsded to believe that heavier

clients were less attractive and less motivatedhferapeutic change than non-heavy

clients. Therapists with stronger anti-fat attitsides measured by the AFAT, tended to
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believe that heavier clients were more unattraciiVeese tendencies were present
regardless of client gender or ethnicity. Resule auggested that therapists were more
positive in their judgments of heavy Black femdierts as opposed to all of the other
heavy clients.

While Locker’s (2011) study was the first to addras important gap in the
literature (interaction between client weight atithecity), it did have several limitations.
First, participants were obtained through non-ramdampling. Participants were
contacted electronically through an assortmenbaheeling and psychology electronic
mailing lists, and those who received the invitatio participate were asked to pass on
the information on other professionals. In additieeveral of the participants were
students and only about 20% of the participanteweensed psychologists. With only
144 participants and 12 hypothetical client cowdit, the power in the study was
insufficient. In reporting their provisional diagsis, participants were asked to make a
forced choice between adjustment problems, adjudtdisorder, depression, self-esteem
problems, eating disorder, body image problemsiegyxisorder, personality disorder,
and other (they were asked to specify). This formay have cued the participants and
led them to respond differently than if they weod cued.

Another limitation involved the client pictures. & hesearcher asked five graduate
students to rate the pictures to ensure that taeyhdients of each gender and each
ethnicity looked larger than the non-heavy cliebts, no procedure was described that
would ensure that all of the clients of varied éthies were equal in terms of
attractiveness ratings. For example, there is notav&now if all participants believed

that the non-heavy African American female was éguattractiveness to the non-heavy
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White and Hispanic females. If differences existetaseline attractiveness, the study
outcomes may have been confounded.

Finally, since participants read three differemgnéttes and randomly received
one 12 pictures with each vignette, the participanday have realized that the purpose of
the study was to see if the outcome measures vimugignificantly different when the
client gender, weight status, and ethnicity wasehrThis realization may have
influenced the way that therapists responded t@tileome measures (especially on the
second and third vignettes) and invalidated theltgs
Need for the Study

As described in the previous analysis, only faublizhed studies (Agell &
Rothblum, 1991; Davis-Coelho et al., 2000; Hassal.e2001; Young & Powell, 1985)
and only four dissertations (Abakoui, 1998; Loe®§95; Locker, 2011; Zadroga, 2009)
have investigated therapist bias based on clierghwetatus. This research is vastly
insufficient in volume to describe anti-fat biagasychologists. In addition, because all
of the published studies and two of the four disdeems are more than ten years old,
more recent studies are greatly needed to unddrstarent bias in the field.

While some studies assessing anti-fat biases @bgkoui, 1998; Locker, 2011;
Young & Powell, 1985) have examined the extent lictv biases may impact variables
such as prognosis, level of pathology, and likgbof client, no study has specifically
examined anti-fat biases in terms of the therapistdjected working alliance with the
client. Furthermore, while other studigsg., Agell & Rothblum, 1991; Hassel et al.,
2001) have adapted other general attitude scakessiss biases, no studies have

employed an outcome measure of working allianagtibzed a measure with
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psychometric support. Horvath and Greenberg (19&9¢ the first to create a measure to
assess the working alliance, considering the ckexiatics of the relationship between a
client and a therapist. The working alliance inésidhe extent to which therapist and
client agree on the tasks that will take placerdytherapy, agree on the goals of the
therapeutic work, and are able to form a therapeatationship (Horvath & Greenberg,
1989). Burkard (1997) created and utilized an agthpteasure of working alliance in his
analogue study, transforming the wording of thgioal measure into the future tense so
that his participants could predict a working alte based on client information. While
other studies examining therapist biases (e.ghefa002; Rozov, 2002) have utilized
predicted working alliance to assess differencelenway therapists view clients, no
studies on anti-fat biases have utilized workirdgate as an outcome measure. Because
working alliance has been utilized as a tool ireassg other forms of therapist bias, it is
likely to be helpful as a tool to assess anti-fasbs in psychologists. A study utilizing
working alliance as an outcome variable is theeefeeded to more fully assess anti-fat
biases in psychologists. Furthermore, because ngidiiance has been shown to be one
of the strongest predictors of outcomes acroghathpeutic work (see Duncan, Miller,
Wampold, & Hubble, 2010), the extent to which psylolgists’ anti-fat biases might
influence it is likely an important question foudy.

In addition, further study is needed because gihafessions have taken greater
initiative to examine their own anti-fat biasesy&mwlogists could take a lesson from
research (e.g., Brandsma, 2005; Brown, 2005; G&mxicol, 1998; Harvey & Hill,

2001; Hebl & Xu, 2001; Neumark-Sztainer et al., 298un & Tarrant, 2009) by non-
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mental health professionals such as physiciansote thoroughly assess their own
biases.

Although Locker (2011) completed the only studyraiang differences in
therapists’ bias when clients’ weight and ethnigigre manipulated, there were several
limitations to the study. There was insufficieniysy to detect results and only about
20% of the participants were licensed psychologigterefore, the most important gap in
the literature is the fact that no studies haveised exclusively on whether licensed
psychologists hold biases when client ethnicity elieht weight status are manipulated.

As demonstrated by the literature review, a pessstdtus as European American
or African American may significantly influence hathers see the person and the extent
of the biases they hold. While Locker (2011) preddgreliminary support that a
particular pattern of anti-fat bias exists in thpsés, existing research is insufficient in
determining whether this pattern holds for psychaits. If psychologists’ anti-fat biases
tend to be different based on the client’s ethyichis finding would have important
implications for therapy, especially in the goapobviding ethical multicultural practice.
Purpose of the Study

This study was carried out in order to contribiotéhe existing research
(Abakoui, 1998; Agell & Rothblum, 1991; Davis-Coelht al., 2000; Hassel et al., 2001,
Loewy, 1995; Locker, 2011; Young & Powell, 1985dr@ga, 2009) that has examined
the issue of anti-fat biases in psychologists anchtl attention to the issue of therapist
bias in the field of psychology. The purpose o$ thiiudy was to describe the current level
of psychologists’ biases toward hypothetical ckawhen the client characteristics of

weight status and ethnicity are manipulated. THisypothetical client weight status) x 2
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(hypothetical client ethnicity) analogue study desncluded a hypothetical client
vignette. Participating psychologists were randosljt into the four study conditions:
1.) average weight/African American, 2.) obese/@€rn American, 3.) average
weight/European American, 4.) obese/European AraeriParticipants responded to a
series of outcome measures to assess levels of bias

In this study, the variable of therapist bias wpsrationalized in three ways.
First, bias was assessed in terms overall diagnsstierity, utilizing a GAF score (APA,
2000) where lower scores indicated poorer oveuaittioning. If the GAF scores
differed when client characteristics of weight ssaéind ethnicity were varied and other
factors were held constant, therapist bias woldelyihave influenced perceived level of
overall diagnostic severity. To examine perceivaeel of overall functioning and/or
diagnostic severity, previous studies on anti-faslin therapists (Abakoui, 1998; Agell
& Rothblum, 1991; Davis-Coelho et al., 2000; Hasdeall., 2001; Locker, 2011;
Zadroga, 2009) have asked participants to providiagnosis, often requesting a five
axis DSM diagnosis and/or a GAF score. This studyioked these other studies by
asking participants to provide a GAF score.

Second, this study examined therapist bias by sisggpredicted prognosis for
the vignette client. Differences in prognosis rgsitoy manipulated vignette client
characteristics would indicate therapist bias saltether aspects of the vignette were
held constant. Researchers in previous studiesk@hal998; Agell & Rothblum, 1991;
Davis-Coelho et al., 2000; Young & Powell, 1985draga, 2009) also asked

participants to estimate the client’s likely progisin treatment.
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Third, this study examined bias as it impactedthieeapeutic alliance (Horvath &
Greenberg, 1989). This study utilized Burkard’'sq@Padapted version of the Working
Alliance Inventory (WAI; Horvath & Greenberg, 198®articipating psychologists
reported their predicted working alliance with thgnette client. While other studies
(Agell & Rothblum, 1991; Hassel et al., 2001) oartdpists’ anti-fat biases have adapted
other general attitude scales to assess biasssydies have employed an outcome
measure of working alliance or utilized a measuitd documented psychometric
support.

Hypotheses

Several hypotheses were tested in this study (abkeTL). The first hypothesis
stated that participating psychologists would desti@te a statistically significant anti-
fat bias against the vignette client when her westifitus was “obese.” Participants
would indicate higher levels of diagnostic sevefdythe fat client. Participants would
give a poorer prognosis to the fat client. Paréiog would give lower working alliance
scores for the fat client.

The second hypothesis stated that the vignettatdiethnicity would not
statistically significantly influence participatimmsychologists’ responses. Participants
would not indicate higher levels of diagnostic sa@ydor African American clients.
Participants would not give a poorer prognosis tiicAn American clients. Participants
would not give lower working alliance scores toid&én American clients.

The third hypothesis stated that there would batésscally significant weight by
ethnicity interaction effect. Participants would@iassign the highest levels of diagnostic

severity for the fat European American client. Rgrants would give the poorest
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Table 1

Variables, Measures, and Hypotheses by VignetenQOCharacteristics

Vignette Client Characteristics

Hypotheses
Outcome Weight by Ethnicity
Variables measures Weight Ethnicity Interaction
GAF Hla: Lower GAF H2a: No H3a: Lower GAF
Pathology score8 scores for O difference scores for EA O
Prognosis H1b: Lower H2b: No H3b: Lower
Outcome scores  prognosis scores for  difference prognosis scores for
O EAO
Hlc: Lower WAI- H2c: No H3c: Lower WAI-T-

Alliance WAI-T-A T-A scores for O difference A scores for EA O

Note.Vignette client characteristics denoted by: EAurdpean American, AA = African American, O =
Obese weight status, AW = Average weight status.

Hypotheses denoted by H1 for Hypothesis 1, H2 fgpdthesis 2, and H3 for Hypothesis 3; Sub-
hypotheses denoted by the letters a, b, and c.

8_ower GAF scores signify greater pathology.

83



prognosis scores to the fat European Americantcliarticipants would give the lowest

working alliance scores for the fat European Anaariclient.
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CHAPTER III
METHOD

Participant Characteristics

Individuals currently licensed to practice psyduyl in one of the 50 United
States and currently practicing psychologists (u#fias seeing at least one client for
psychotherapy or assessment in the past year)dsasvile participants in this study. The
demographics of the participants were evaluatetgusishort questionnaire.

Basic demographic information was collected forhgaarticipant N = 196). Of
the participating psychologists, 104 were female @2 were male. For race/ethnicity,
the majority of participantdN = 177) were European American, four were African
American, four were Asian American, one was Hispamerican, one was multi-racial,
and one was Middle Eastern American. For numbgeafs practicing psychology,
participants’ mean response was 21.46 yeédrs {96;SD= 11.51). For type of
psychology degree, 148 reported completing a PB.Beported completing an Ed.D.,
and 45 reported completing a Psy.D.
Sampling Procedures

A national sample of licensed and currently praatjgosychologists was recruited

from two sources: thBational Register of Health Service Providers ilyétslogy
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(hereafter referred to as thNational Registerand fromPsychology TodayParticipants
were recruited through the websites of Naional Registefwww.nationalregister.org)
between March and June, 2012 &sychology Todagwww.psychologytoday.com)
from July through November, 2012. Use of Metional Registeended when the site
was closed for research patrticipation. A random lmemtist was utilized to generate a list
of the 50 United States in randomized order. Fdin lreNational Registeand
Psychology Todaya randomized list of practitioners from a paiacistate was then
generated. Sampling continued until a total of &fil@e potential participants were
gathered from each state. After approximately 2@#@mtial participants were sampled,
the participants were contacted. One reminder ewaslalso sent to potential
participants approximately 2 to 4 weeks after thial request was sent. After waiting 2
to 4 weeks, additional potential participants wsaepled and contacted. After 20
potential participants were identified from eachha 50 United States, sampling began
again starting with the first state on the randodeostate list. Because tNational
Registerlisted a relatively small number of psychologistsn some states (e.g., South
Dakota, Nevada), fewer than 20 potential participavere contacted at a time for some
states.

For theNational Registesampling source, every other randomly listed
psychologist was chosen as a potential particigzotential participants were excluded if
they did not have an “Email me” application on Negtional Registewebsite.

For thePsychology Todagampling source, the same sampling procedures were
utilized (every other randomly listed psychologists selected), except that

psychologists’ email addresses were gathered fh@mvebsites they listed in their

86



profiles. Participants who did not have email addes listed on their websites were
excluded. In addition, on tHesychology Todawebsite, licensed psychologists were
randomly listed along with other mental health itemers. Non-psychologists were
excluded from sampling.
Sample Size and Power

A target number of 194 participants (49 particiggoer vignette condition) was
determined utilizing aa priori G*Power analysis (Faul, Erdfelder, Buchner, & Lang
2009). Power analysis indicated that at least X2®lke responses would be necessary to
produce adequate power based on the study desngnadditional target participant was
added to the power analysis estimate to ensure#ud vignette condition would have an
equal number of participants. An equal number ofigigants per condition was
recommended when utilizing experimental factoredigns (Kerlinger & Lee, 2000).
Potential participants continued to be sampledcamdacted according to the
aforementioned procedure until 49 participants vadtained for each of the four
vignette conditionsN = 194). Survey responses that were incomplete—wbecurred
when participants did not finish and submit tharergaurvey—were discardedll & 12).
For the third vignette condition, four extra pagants completed the study € 53). The
data from the last four participants to completghbrvey in the third vignette condition
were also discarded so that each of the four vigreeinditions had an equal number of

participants.

87



Measures

Vignette.

A vignette (see Appendix A) containing informatianout a hypothetical
psychotherapy client was used in this study. Tigeefte was adapted with permission
(see Appendix B) from Zadroga’s (2009) dissertafjwnl25). For her study, Zadroga
adapted with permission a short case example frenbdokDSM-IV-TR Case Studies: A
Clinical Guide to Differential Diagnosi@Frances & Ross, 2001, pp. 123-124). Zadroga
made several modifications to the case. First, le# was not relevant to the client’s
symptoms or her study, Zadroga removed the follgveentences from the original case
example:

His mother is a quiet person, periodically “moody&mote, and depressed.

Shortly after the birth of Mr. A’s sister, 3 yednis junior, his mother became very

depressed and was hospitalized. She respondedoAe@ T and had no further

psychiatric care. Mr. A’s father, now deceased, sascessful in business but
also overbearing, critical, and intimidating andaghk to excess. Mr. A. says that

he respected him but never felt they were clogan@es & Ross, 2001, p. 123)

Zadroga also removed the following sentence becadgectly referred to a
specific diagnosis: “Although he is usually depeskshe has never had depressive
episodes that met criteria for a Major Depressiisofler” (Frances & Ross, 2001, p.
124). Zadroga removed the following passage bedauses gender-specific to a male:
“When he is depressed, his sex drive is reducedariths difficulty maintaining an
erection, which frightens him” (Frances & Ross, 200. 124). Zadroga removed the

following section because it seemed to refer smadiy to older individuals and to a
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particular theoretical orientation: “There is nadmnce of a thought disorder or of
hallucinations or delusions. His insight is impdif®y his tendency to deny and repress
emotionally laden material. His judgment is inta,are his orientation and recent
memory” (Frances & Ross, 2001, p. 124). In hergtdaddroga used three client age
conditions, 26, 41, and 72, and converted the cfzdeacter, Mr. A., to a female for half
of the study conditions.

The present study used the 26-year-old femaleareesid changed the name
“Ms. A.” to a common first name, Janice. In thisdt, the ethnicity/race descriptor of
“African American” or “European American” was addedfirst sentence. In the second
to last sentence, the weight descriptor of “averagight” or “obese” was added.

This vignette was selected because of its prewigesn a vignette study
(Zadroga, 2009) measuring anti-fat attitudes imapists. The author did not report
receiving participant complaints about the undexgaility of the vignette. Jones,
Gerrity, and Earp (1990) recommended repeatingisieeof vignettes to minimize
variation in design across studies, eventuallyrdmuting to a more useful body of
information after the completion of several studigise design of the current study
followed this Jones et al. (1990) recommendation.

Survey of Diagnostic Severity and Prognosis.

The Survey of Diagnostic Severity and Prognosie fggpendix C) was
developed specifically for this study. This measuas similar to those used in previous
studies (Abakoui, 1998; Agell & Rothblum, 1991; BaCoelho et al., 2000; Young &
Powell, 1985; Zadroga, 2009), which also asked@pants to provide a Global

Assessment of Functioning (GAF) score and to estimdypothetical client’s likely
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prognosis in treatment. The first item requiredipgrants to estimate the vignette
client's GAF and enter a score between 1 and 96.sEigond item assessed projected
client prognosis. On a Likert-type scale, psychwtsgwere asked to choose a number
corresponding to their projected prognosis fordient (1 = very poor, 2, 3 = poor, 4,5
= fair, 6, 7 = good, 8, 9 = very good). Young ammvell (1985), Agell and Rothblum
(1991), Abakoui (1998), Zadroga (2009), and Daviei@o et al. (2000) all asked
participants to complete Likert-type items to repmients’ expected prognosis in
treatment. Specifically, Young and Powell (1985 dia six-point, Likert-type scale to
indicate prognosis. Agell and Rothblum (1991) armhkoui (1998) assessed prognosis
on a 5-point Likert-type scale. Zadroga (2009) Bagis-Coelho et al. (2000) asked
participants to choose between a good, fair, or pamgnosis. This study utilized a nine-
point, Likert-type scale in order to maximize vaca.

While data regarding the psychometric propertiethisf measure are not
available, the items in this measure have beeniansstilar studies (Abakoui, 1998;
Agell & Rothblum, 1991; Davis-Coelho et al., 200@ung & Powell, 1985; Zadroga,
2009). The true reliability and validity of this asure are unknown, but evidence from
similar studies (Abakoui, 1998; Agell & Rothblun®91; Davis-Coelho et al., 2000;
Young & Powell, 1985; Zadroga, 2009) and the diat#ly significant results obtained in
similar studies may provide preliminary supportttoe measures.

Working Alliance Inventory.

The Working Alliance Inventory (WAI) was created Hprvath and Greenberg
(1989) to assess the characteristics of the relstip between a client and a therapist.

The Working Alliance Inventory, Therapist form (WAY) includes 36 self-report items,
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all on a 7-point Likert-type scale (1 = never, @lways). In the WAI-T, a therapist rates
a client on the 36 items, resulting in a total saoirthe therapist’s rating of the working
alliance with the client. The measure assessesimgpdtliance in terms of three
subscales: (a) tasks: the extent to which theapisd clients agree on the tasks that will
take place during therapy, (b) goals: the extemtticch therapists and clients agree on
the goals of the therapeutic work, and (c) bond:aktent to which the therapist and
client are able to form a therapeutic relationghiprvath & Greenberg, 1989). The
WAI-T has been widely used in research. Accordm@racey and Kokotovic (1989),
Cronbach’s alpha for the total measure was 0.84amgled from 0.87 to 0.93 for the
subscales (Tracey & Kokotovic, 1989). Accordingtohenor and Hill (1989), the WAI-
T was found to be internally consistent with a &icesnt alpha of .95.

An adapted version of the WAI-T (hereafter referteas WAI-T-A; see
Appendix D) was used with permission (see Appeljiin this study to examine bias in
terms of the predicted working alliance. The WARTwas created to assess a therapist’s
perception of the potential working alliance in lagaie studies (Burkard, 1997; Burkard
et al., 1999). Subsequent analogue studies exagrin@rapist biases (e.g., Crook Lyon et
al., 2007; Farber, 2002; Rozov, 2002) have alsd@yed measures of predicted working
alliance to assess differences in the way theapistv clients. Burkard (1997) asked
several experts to adapt the WAI-T wording intofiliteire tense so that participants
could be asked to predict a working alliance basednalogue client information.
Burkard et al. (1999) presented preliminary psycéinim evidence supporting the future
tense adaptation of the measure. Crook Lyon €2@Q7) also utilized this adapted

therapist version of the WAI in their study. UsiBgrkard’s (1997) adaptation, Crook
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Lyon et al. (2007) attained Cronbach’s alphas 6fafi the task subscale, .70 on the bond
subscale, .81 on the goal subscale, and .90 aotdleneasure. Therefore, the WAI-T-A
has preliminary psychometric support for its vayidind reliability. Because the
Cronbach’s alpha for the total measure in CrookrLgbal. (2007) had a rating higher
than the subscale ratings, this study utilizectoite score on the WAI-T-A as an
outcome measure.

Demographic Questionnaire.

A short Demographic Questionnaire (see Appendiw&y also developed
specifically for this study. This measure was desgyto capture general demographic
information about the participating psychologidtse measure asked participants to
provide information about their gender, ethnicéigk, number of years practicing
psychotherapy and/or assessment, and type of pegyhdegree.

Research Design

This study utilized a 2 (vignette client ethnici#® (vignette client weight status)
experimental design (see Kerlinger & Lee, 2000jti€lpants were randomly assigned to
one of the four vignette conditions. The researohanipulated the client characteristics
in the vignette conditions, while the rest of thgnette remained identical across
conditions. Diagnostic severity (measured by GA#tss), prognosis (measured by
prognosis scores), and working alliance predictiomsasured by WAI-T-A scores)
served as outcome variables.

Because several researchers (e.g., Morrison &(l9; Wang, Brownell, &
Wadden, 2004) have documented the limitations pfiek self-report measures, this

study did not use face valid anti-fat attitude esapossibly reducing the rate of altered
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responding. The Young and Powell (1985), Puhl.e28l09), and Agell and Rothblum
(1991) studies also utilized similar designs. Tigiee of study design, which lessens face
validity, may lead to more accurate results.

In this study, the vignette and accompanying outomeasures were distributed
using a confidential online survey process, thk {owhich was sent to potential
participants by e-mail. Some researchers (e.g.hioEmrey, 2001), have
recommended the use of online surveys as opposatiéo methods (e.g., direct
responses via email) because they are a more seetined of communication and allow
for truly anonymous participant responses.

This study employed an analogue design: a hypatiatiient vignette was
utilized instead of a real client (see Kazdin, 19 Bveral other recent research
publications (e.g., Ehrbar, Witty, Ehrbar, & Bocldj 2008; Hatfield & Ogles, 2006;
Kielbasa, Pomerantz, Krohn, & Sullivan, 2004; Paanéz & Segrist, 2006) have utilized
similar analogue, vignette-based research desfgitarding to Stopa and Clark (2001),
analogue research affords advantages becauseragpéal designs can be utilized; in
similar inquiries with actual clients, experimendaisigns would be infeasible. While
Jones, Gerrity, and Earp (1990) found inconclusdgeilts in terms of validity of
analogue research designs, the researchers ulyrstded that “written simulations are
probably an effective research instrument for &figi attitudes and beliefs” (p. 812).
Hypotheses

Three hypotheses were tested in this study (sbke T The first hypothesis
stated that psychologists would demonstrate astatily significant anti-fat bias against

the client in the hypothetical vignette when hergliestatus was “obese.” Specifically,
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psychologists would give lower GAF scores to thecfent, psychologists would give a
poorer prognosis to the fat client, and psychoksgigould give lower WAI-T-A scores to
the fat client.

Relevant literature supported the first hypotheSeszeral studies (e.g., Young &
Powell, 1985; Agell & Rothblum, 1991; Lowey, 199akoui, 1998; Davis-Coelho et
al., 2000; Hassel et al., 2001; Locker, 2011) foendence of anti-fat bias in therapists.
In all of the studies, the bias led to more negatpathological, or erroneous views of the
fat client. Research (e.g., Brandsma, 2005; Gar¥icol, 1998; Harvey & Hill, 2001,
Neumark-Sztainer, Story, & Harris, 1999; Pun & &aty 2009) from other professional
disciplines also indicated that fat patients/cketieind to be viewed more negatively by
professionals such as physicians, nurses, anddesadh addition, the literature on anti-
fat bias in the general population (e.g., Andrey@&uhl, & Brownell, 2008; Crandall,
1994; Puhl & Huer, 2009) supported the fact thasinp@ople hold negative attitudes
toward people who are fat and that these attitadesised to justify prejudice and
discrimination toward fat people in most domaing).(ehe work place, relationships,
housing, public policy, social norms, health cafd)) of these studies contributed to the
likelihood that psychologists, too, would hold afiati biases and these biases would
influence their work with fat clients.

The second hypothesis stated that the vignettetdiethnicity would not
statistically significantly influence psychologistesponses. Specifically, psychologists
would not give lower GAF scores to African Ameriadients, psychologists would not
give a poorer prognosis to African American clieatsd psychologists would not give

lower WAI-T-A scores to African American clients.
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Some literature also supported the second hypathiésr example, Locker (2011)
found that African American clients were sometimiesved favorably on explicit
outcome measures, potentially due to social dattsabias. Many people may believe
that they are being racist if they over-pathologhteécan Americans. On the other hand,
other research (see APA, 2002) documents dispaittireatment between African
American and European American clients, which nmag afluence ratings of clients.

The third hypothesis predicted a statistically gigant interaction effect for
vignette client variables of ethnicity and weigtdtas, specifically in demonstrating the
strongest bias against fat European American gliépecifically, psychologists would
give lower GAF scores to the fat European Ameridamnt, psychologists would give
poorer prognosis scores to the fat European Amegtant, and psychologists would
give lower WAI-T-A scores to the fat European Angan client.

Research (e.g., Cawley, 2004; Connely & Glaubeb/26lan et al., 2009;
Jackson & McGill, 1996; Nosek et al., 2007) hasgasted that the American public
tends to view fat African American women as “moceeptable” than fat European
American women, and vice versa; Americans arelilesly to discriminate against fat
African American women than fat European Americaimen. As previously mentioned,
Trapnell and Wiggins (1990) found significant haftects for White women, in that both
male and female participants rated normal weighit&wWiomen as having more socially
desirable and positive personality traits than wegght White women. Results also
suggested that participants tended to believestiiaith White woman was more
attractive, had a better personality, and was rmoceessful in life than a heavy woman;

when judging Black women, participants tended teelbe that heavier Black women had
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better personalities and were more successful@niian thin Black women (Wade &
DiMaria, 2003; Wade et al., 2003). Only one studycker, 2011) has examined this
interaction effect in therapists. Locker (2011)ridyreliminary evidence that therapists
tend to be more positive in their judgments ofAfitcan American female clients and
more negative in their judgments of fat Europearefioan female clients. Therefore, the
fat European American vignette client in this stwdys hypothesized to be the target of
the most anti-fat bias.

Procedure

Before beginning this investigation, approval (Boal #29466) was gained from
Cleveland State University's Institutional Reviewdd. Potential participating
psychologists were recruited via email (see AppeRjlithrough théNational Register
and throughPsychology Todagiccording to the sampling procedures listed abbke.
vignette and accompanying outcome measures werédied using a confidential,
online survey process; the link to this online syr¢SurveyMonkey™) was distributed
to potential participants by email.

When they followed the link, participants were ffipgesented with an informed
consent statement (see Appendix G) and asked toisah electronic signature. Next,
participating psychologists read the study vignéteee Appendix A). The vignette was
adapted with permission (see Appendix B) from Zgdr(2009), another study of
therapists’ anti-fat biases. Client weight statag athnicity were experimentally
manipulated, resulting in four different conditiod$ average weight African American

client condition, 2) obese African American clieaindition, 3) average weight European
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American client condition, and 4) obese EuropeareAcan client condition. Participants
were randomly assigned to one of the four condstion

After reading the vignette, participants complétesl Survey of Diagnostic
Severity and Prognosis (see Appendix C). Thengpaints completed the WAI-T-A (see
Appendix D; for author permissions see Appendixmnally, participants completed the
short Demographic Questionnaire (see Appendix E).

Participant responses in this study were anonymithis was achieved through
the use of an online survey; there was no wayHerrésearcher to tie specific responses
to specific participants. Also, the demographic badkground information collected on
the participants was kept very general (includiegdgr, ethnicity, number of years
practicing psychotherapy and/or assessment, amdafypsychology degree) to limit the
presence of potentially identifying information.i§kvas particularly important to ensure
that participants could respond honestly to themptxlly sensitive subject matter
(personal opinions about people who are fat omambers an ethnic minority groups).

Because data were collected utilizing SurveyMonketi# researcher set the
online survey to prohibit participants from leaviagy response blank. If responses were
left blank and participants attempted to navigatthe next page of the survey, they were
given a prompt of “This question requires an andwekt to the omitted item. For that
reason, there were no missing data in completgmbnses.

Analysis of Data

After data collection, data were examined for rality and for homogeneity of

variance. A Box’s Test of Equality of Covariancethitzes was performed to determine

whether the observed covariance matrices of thertgmt variables were equal across
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groups. If the Box’s Test had been significantelesf statistical significance would have
been adjusted from .05 to .01 to adjust for therdogfeneity of variance. In addition, data
were examined to ensure normality. If data wereappiroximately normal, non-
parametric tests would have been utilized to detegrsignificance. Participant
demographics and descriptive statistics were etedu&inally, Cronbach’a was
determined for each of the WAI-T-A subscales (T&#nd, and Goal) and for the total
outcome measure.

A 2 (ethnicity) x 2 (weight status) factorial Muléiriate Analysis of Variance
(MANOVA) was performed to examine the main effeatvignette client ethnicity
(African American or European American) and vigeetient weight status (Average
weight or obese), and weight by ethnicity interacteffects. Outcome measures included

GAF scores, prognosis scores, and WAI-T-A scores.
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CHAPTER IV
RESULTS

Data collection occurred from March 2012 to Novembd012. ThéNational
Registerwas used as a sampling source from March 201@rte 2012Psychology
Todaywas utilized as a sampling source from June 2@iiPthe conclusion of data
collection in November 2012.

In total, 1896 psychologists were contacted toiga#te in the study; 200
psychologists (10.55%) completed the survey. A witd417National Register
psychologists were contacted via email. Of thoseamied, 118 (8.33%) completed the
survey, which accounted for approximately 55% efplarticipants in each of the four
vignette conditions. A total of 47/sychology Todagsychologists were contacted via
email. Of those contacted, 82 (17.19%) completedsthrvey, which accounted for
approximately 45% of the participants in each effitur vignette conditions. As
previously discussed, for the third vignette canditfour extra participants completed
the study N = 53). The data from the last four participantsdmplete the survey in the
third vignette condition (all from thiesychology Todagample since it was collected
last) were discarded so that each of the four ttgreonditions had an equal number of

participants. Therefore the final number of papiggits from the Psychology Today
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sample source was 78. TNational Registesampling source\ = 118) had a greater
number of male participantdl & 64) and had a higher average number of years of
practicing psychologyM = 24.15;SD= 12.24). Thd®>sychology Todagampling source
(N = 78) had a greater number of female particip@xits 50) and had a lower average
number of years practicing psychology € 17.40;SD= 8.95).

Descriptive Statistics

In this study, the variable of therapist bias wasrationalized in three ways.
First, bias was assessed in terms overall diagnsstierity utilizing a GAF score (APA,
2000) where lower scores indicated poorer oveuaittioning. Second, this study
examined therapist bias by assessing predictechpsigjfor the vignette client. Third,
this study examined bias as it impacted the thettapelliance (Horvath & Greenberg,
1989). This study utilized Burkard’s (1997) adaptedsion of the WAI-T (Horvath &
Greenberg, 1989). These three measures served agtttome variables.

Data for each outcome variable approximated a nlocarae, without indication
of kurtosis or skew. The three outcome measuresh®fbllowing descriptive statistics:
GAF scoresN = 196,M = 57.80,SD = 5.42), prognosis scored € 196,M = 6.35,SD=
1.35), and WAI-T-A scoredN = 196,M = 194.08 SD= 20.44). For a correlation matrix,
see Table 2. For GAF scores, the range was 26rfraimi= 45, maximum = 71). For
prognosis scores, the range was 6 (minimum = 3jrmanr = 9). For total WAI-T-A
scores, the range was 115 (minimum = 132, maxim@#7A. Because the assumptions

of the parametric MANOVA were met, a MANOVA was figmed to analyze the data.
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Table 2

Correlation Matrix

Outcome Variables 1 2
1. GAF -

2. Prognosis 0.12 -
3. WAI-T-A 0.03 0.39*

Note.*Significant at the .05 level
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Reliability

For the WAI-T-A outcome measure, Cronbach'salues were computed to
examine reliability. For the Task € 0.87,SD= 7.56,N = 12), Bond ¢ = 0.79,SD=
6.67,N = 12), and Goal«= 0.85,SD= 7.58,N = 12) subscales, Cronbaclisanged
from 0.79 to 0.87. For the total WAI-T-AE 0.94,SD= 20.44 N = 36), reliability was
very high, further supporting the use of the WARTetal score in the analyses. The
Cronbach’sx values found in this study were comparable toghaigtained by Crook
Lyon et al. (2007): 0.75 on the task subscale, 6rvthe bond subscale, 0.81 on the goal
subscale, and 0.90 on the total measure. Becaesghar two outcome measures (GAF
score and prognosis score) included only one itemrgliability analysis could be
performed.

Multivariate Analysis of Variance

To establish equality of variance, Box’s Test olikity of Covariance Matrices
was not significanti = 0.96,p = 0.51), indicating no statistically significariffdrences
in variances across study groups.

A 2 (ethnicity) x 2 (weight status) factorial MANAMwvas conducted utilizing
the outcome measures of GAF scofes(196,M = 57.80,SD = 5.42), prognosis scores
(N=196,M = 6.35,SD= 1.35), and WAI-T-A scoreN(= 196,M = 194.08 SD=
20.44). For the model, there were no statisticsihyificant differences according to
vignette client weightf(1, 192) = 1.46p = 0.23], vignette client ethnicity[1, 192) =
0.77,p = 0.51], or weight by ethnicity interactioR([L, 192) = 0.28p = 0.85] (see Table

3).
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Table 3

Factorial MANOVA Results

Wilks’ Lambda (N = 196)

Main and Interaction Effects F (1, 192) p

Weight 1.46 0.23
Ethnicity 0.77 0.51
Weight by Ethnicity Interaction 0.28 0.85
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The first hypothesis (see Table 4) was that ppdiong psychologists would
demonstrate a statistically significant anti-fadagainst the vignette client when her
weight status was “obese.” There were no statiftisagnificant differences according to
vignette client weight statug(1, 192) = 1.46p = 0.23]. Therefore, the first hypothesis
was not supported. Participating psychologistsnditigive statistically significantly
lower GAF scores, prognosis scores, or WAI-T-A ssdo obese vignette clients.

The second hypothesis (see Table 5) was that gmette client’s ethnicity would
not statistically significantly influence particifiidg psychologists’ responses. There were
no statistically significant differences accordiogvignette client ethnicityq(1, 192) =
0.77,p = 0.51]. Therefore, the second hypothesis wasa@tgygh participating
psychologists did not give statistically signifitigdifferent GAF scores, prognosis
scores, or WAI-T-A scores based on vignette clethnicity.

The third hypothesis (see Table 6) was that thengldvbe a statistically
significant interaction effect for vignette cliemeight status and ethnicity, indicating that
fat European American clients were seen the leastrébly. There were no statistically
significant ethnicity by weight interaction effe¢ty1, 192) = 0.28p = 0.85]. Therefore,
the third hypothesis was not supported. Partiaggbisychologists did not give
statistically significantly different GAF scoregognosis scores, or WAI-T-A scores
based on the interaction between vignette cliemghtestatus and ethnicity.

In short, participants’ responses were analyzdizing a factorial MANOVA.

For the model, there were no statistically sigaifitdifferences according to vignette
client weight F(1, 192) = 1.46p = 0.23], vignette client ethnicity[1, 192) = 0.77p =

0.51], or weight by ethnicity interactiof (L, 192) = 0.28p = 0.85] (see Table 3).
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Table 4

Hypothesis 1: Vignette Client Weight Status

Vignette Client Weight Statudl(= 196)

Outcome
Variables measures M SD F (1, 192) p
Pathology GAF scores 57.80 5.42 2.13 0.15
Prognosis
Outcome scores 6.35 1.35 2.69 0.10
Alliance WAI-T-A 194.08 20.44 0.15 0.70
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Table 5

Hypothesis 2: Vignette Client Ethnicity

Vignette Client Ethnicity (N = 196)

Outcome
Variables measures M SD F (1, 192) p
Pathology GAF scores 57.80 5.42 0.13 0.72
Prognosis
Outcome scores 6.35 1.35 0.14 0.71
Alliance WAI-T-A 194.08 20.44 2.18 0.14
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Table 6

Hypothesis 3: Vignette Client Weight by Ethnicitiefaction

Vignette Client Weight by Ethnicity Interaction €N196)

Outcome
Variables measures M SD F (1, 192) p
Pathology GAF scores 57.80 5.42 0.01 0.91
Prognosis
Outcome scores 6.35 1.35 0.07 0.80
Alliance WAI-T-A 194.08 20.44 0.47 0.50
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Outcome measures included GAF scois (196,M = 57.80,SD = 5.42), prognosis
scoresll = 196,M = 6.35,SD = 1.35), and WAI-T-A scoredN(= 196,M = 194.08 SD=
20.44). Cronbach’a was computed for the total WAI-T-A&E 0.94,SD= 20.44N =

36); reliability was high, supporting the use of WAI-T-A total score in the analyses.
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CHAPTER V
DISCUSSION

This study was carried out in order to contribwtéhie existing research
(Abakoui, 1998; Agell & Rothblum, 1991; Davis-Coelht al., 2000; Hassel et al., 2001,
Loewy, 1995; Locker, 2011; Young & Powell, 1985draga, 2009) that has examined
the issue of anti-fat biases in psychologists anchtl attention to the issue of therapist
bias in the field of psychology. The purpose o$ thtiudy was to describe the current level
of psychologists’ biases toward hypothetical ckanhen the client characteristics of
weight status and ethnicity are manipulated.

While other studiegAgell & Rothblum, 1991; Hassel et al., 2001) oartpists’
anti-fat biases have adapted other general attgodes to assess biases, no studies have
employed an outcome measure of working allianagtibzed a measure with
documented psychometric support. In addition, shusly was carefully planned to yield
adequate power in completing analyses. Therefbeamethodology of this study was a
contribution to the literature, adding a more rigos methodology and introducing a new
tool by which to examine therapist biases whemtheeight status, ethnicity, and

weight-by-ethnicity interaction were manipulated.
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The current study did not find evidence of psychdts’ bias. When vignette
client characteristics of ethnicity and weight weranipulated, there were no statistically
significant differences in psychologists’ respongeutcome measures.

First, the results of this study did not suppoe fiinst study hypothesis that
psychologists would give statistically significantbwer GAF scores, prognosis scores,
or WAI-T-A scores to the fat client. The lack ofisificant results of this study’s first
hypothesis was consistent with some previous tileea On the variable of diagnostic
severity, the results of this study were consisiétit previous literature from Davis-
Coelho et al. (2000), which found no difference§&SWF scores, and Zadroga (2009)
which did not find statistically significant diffences in diagnostic severity based on
client weight status. On the variable of prognasis,results of this study were consistent
with two other studies (Young & Powell, 1985; Zaglap2009) which did not find
statistically significant differences in prognobesed on client weight status. While no
previous studies specifically examined workingealte as a variable, some measured
constructs similar to those included in the WAI-THor example, Young and Powell
(1985) found that there were no statistically figant differences in therapists’
willingness to work with fat clients or beliefs thatervention would be useful for clients
based on weight status. In addition, Agell and Bloiim (1991) found no statistically
significant differences in therapy recommendatibased on client weight status. The
current study contributed to the literature by saipg these results. The current study
also improved upon previous studies by utilizing@asure of working alliance that had
psychometric support, by ensuring adequate powerfalyses, and by utilizing a

national sampling procedure.
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On the other hand, several previous studies (éayng & Powell, 1985; Agell &
Rothblum, 1991; Lowey, 1995; Abakoui, 1998; Davisetho et al., 2000; Hassel et al.,
2001; Locker, 2011) found that therapists held-&attbiases which led to a more
negative view of the fat client. In addition, otheeofessional disciplines have studied
anti-fat bias and found that fat patients/cliemts\aewed more negatively by
professionals such as physicians, nurses, andgesa(Brandsma, 2005; Garner & Nicol,
1998; Harvey & Hill, 2001; Neumark-Sztainer, Stog&Harris, 1999; Pun & Tarrant,
2009). Researchers (e.g., Andreyeva, Puhl, & Brdw2@08; Crandall, 1994; Puhl &
Huer, 2009) who have studied the general populdtawe found that the majority of
Americans hold negative attitudes toward people aigofat; these are sometimes
utilized to justify prejudice and discriminationvtard fat people across multiple domains
(e.g., the work place, relationships, housing, pybblicy, social norms, health care).

Specifically, the results of this study’s first logpesis were inconsistent with
several results from previous similar studies. Reigg diagnostic severity, the results of
this study were inconsistent with findings by Abak(1998) and Hassel et al. (2001),
both of which found that fat clients were givertistecally significantly lower GAF
scores and more severe diagnoses. In addition, yand Powell’s (1985) results
indicated that therapists saw fat clients as hamonge symptoms than non-fat clients.
Davis-Coelho et al. (2000) found that fat clientsrevgiven different diagnoses than non-
fat clients. Regarding prognosis, the results ©f $kudy were inconsistent with previous
research (Abakoui, 1998; Davis-Coelho et al, 20@@xh found that therapists tended to
assign poorer prognoses to fat clients. In addif@avis-Coelho et al. (2000) found that

therapists believed fat clients would show leseréfh therapy. Locker (2011) found that
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therapists believed that fat clients were lessvated for change. While no previous
studies specifically examined working alliance am@aable, some measured constructs
similar to those included in the WAI-T-A and fousttistically significant differences
for fat versus non-fat clients. Results of previcesearch (Abakoui, 1998; Davis-Coelho
et al, 2000) indicated that therapists tended tdiéierent goals for fat clients; these
results were inconsistent with the current studg&ilts. In addition, other research
(Hassel et al, 2001; Locker, 2011) found that thista had statistically significantly
more negative attitudes toward fat clients tharat@non-fat clients. This study’s lack of
statistically significant results on the outcomeafale of WAI-T-A was inconsistent with
those studies.

Second, the results of this study did support doesd study hypothesis: that
ethnicity would not statistically significantly ilmence psychologists’ responses. In this
study, participating psychologists did not giveistaally significantly different scores
(GAF scores, prognosis scores, or WAI-T-A scoresel on the vignette client ethnicity
of European American or African American. This flestas consistent with the literature
(e.g., Locker, 2011), and may have been the re$slcial desirability bias, a self-
selected sample, and/or the limits of the sampke. $While other research (see APA,
2002) documents major disparities in treatment betwAfrican American and European
American clients, the design of this study did yietd statistically significant differences
based on vignette client ethnicity.

Third, the results of this study did not suppod third hypothesis: that there
would be a statistically significant ethnicity twgight status interaction effect, with the

vignette client with the characteristics of obesd Buropean American receiving the
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lowest scores on outcome measures. This resuitansistent with the literature on the
general population (e.g., Cawley, 2004; Connelyl&uBer, 2007; Han et al., 2009;
Jackson & McGill, 1996; Nosek et al., 2007), whetlggests that Americans tend to
view fat African American women as “more acceptathan fat European American
women, and vice versa. In addition, the resulthisfstudy were inconsistent with
Locker’s (2011) findings, which provided evidenbatttherapists tend to be more
positive in their judgments of fat African Americtamale clients and more negative in
their judgments of fat European American femalentk.
Interpretations

Based on the results of this study, there are aképetential interpretations. First,
currently licensed, practicing psychologists mayb®biased against clients based on
weight status, ethnicity, or the interaction of gfgistatus by ethnicity. While this
interpretation would be consistent with some figgifirom similar previous studies
(Agell & Rothblum, 1991; Davis-Coelho et al, 200®@ung & Powell, 1985; Zadroga,
2009), it seems unlikely considering the substhbhbay of research support for the
existence of these biases in psychologists (Abak®$#8; Davis-Coelho et al, 2000;
Hassel et al, 2001; Locker, 2011; Young & Powed33). Also, social work research
(Ahern & Tally, 2009; Aza, 2009; Dennis, 2006; Hans2009; McCardle, 2008) has
supported the existence of biases in therapisterQiterature (Abakoui & Simmons,
2010; Davidson, 1980; Downes, 2001; Drell, 1988yr&m, 1978; Kannard, 2008;
Koenig, 2008; Lawrence et al, 2011; Melcher & Basky1998; Yalom, 1989) has

described the existence of biases in therapistalllyj a lack of bias in currently licensed,
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practicing psychologists also seems infeasiblergtiie pervasiveness of anti-fat biases
in the general population (see Andreyeva, Puhl,ré&ell, 2008).

A second potential interpretation of this studysults is that psychologists may
hold biases, but the present study design washieta detect them. Research (e.g.,
Young & Powell, 1985; Agell & Rothblum, 1991; LowelQ95; Abakoui, 1998; Davis-
Coelho et al., 2000; Hassel et al., 2001; Locket,12 suggests that therapists hold anti-
fat biases; in the studies, the bias led to mogatine, pathological, or erroneous views
of the fat client. Research (e.g., Brandsma, 2@&Bner & Nicol, 1998; Harvey & Hill,
2001; Neumark-Sztainer, Story, & Harris, 1999; Ruharrant, 2009) from other
professional disciplines has indicated that fatgpés/clients tend to be viewed more
negatively by other professionals (e.g., physiciansses, and teachers). A substantial
body of research (e.g., Andreyeva, Puhl, & BrowrZ0l08; Crandall, 1994; Puhl &
Huer, 2009) has shown strong anti-fat bias in #regal population, has demonstrated
that most people hold negative attitudes towargj@eaho are fat, and has indicated that
that these attitudes are used to justify prejudio@ discrimination toward fat people in
most domains (e.g., career, relationships, houglglic policy, social norms, health
care). All of these studies contribute to the itkebd that psychologists do hold anti-fat
biases and these biases influence their work aitlslfents. The fact this study’s results
conflict with several studies (e.g., Young & Powé&B®85; Agell & Rothblum, 1991;
Lowey, 1995; Abakoui, 1998; Davis-Coelho et al.0@0Hassel et al., 2001) on therapist
anti-fat bias and with the only other similar stytlgcker, 2011) points to the great need
for additional research on anti-fat bias in psyolg@ts and the way in which client

ethnicity impacts these biases.
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Limitations

This study had several limitations. First, whilgioaal sampling procedures were
employed in this study, there are still some litmitas regarding sampling. While many
licensed psychologists in the United States atedighrough thé&lational Registeand
Psychology Todaya truly random sample of all practicing psych@tgin the United
States was not obtained because not all licensgdhpkogists were listed. The licensed
psychologists listed in thdational Registeand onPsychology Todagnay be
significantly different than the licensed psychastg who are not listed, which may limit
the generalizability of the results. In additioanse of the psychologists listed on the
National Registeand on thd>sychology Todagite did not include email contact
options. These psychologists were excluded froraivet an invitation to participate.
Psychologists without listed email contact optiamesy be significantly different than
those who include email contact options; thesestbfices may impact the study results
and generalizability. In addition, the psychologi$tat choose to participate in the study
may be significantly different than the psycholagithat do not choose to participate.
These sampling issues likely diminish the exteuadiity of the findings, limiting the
generalizability of the results of this research.

In addition, the fact that the wordbeseandaverage weighivere used as weight
descriptors in the vignettes is a potential linnitat These weight descriptors were
employed because they would be most likely to lea $& actual clinical notes by a
psychologist, and other methods of describing wiaigdly have cued participants that
weight status is an experimental variable in tiiest While the worabbeses currently

the most common descriptor used to indicate higightetatus in the psychological
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literature, researchers (Smith, Schmoll, Konik, &flander, 2007) have found that
different descriptors for large-sized women evokient responses. Smith et al. (2007)
found that when using a variety of words to descth®e high weight-status of a person,
inclusion of words likdat to self-identify weight status of a hypotheticatgon’s self-
advertisement led to more negative feelings towlechypothetical person by
participants. The stigma of labels and the chofagedain words over others, such as
choosingrat overfull-figured, may therefore influence outcomes (Smith et &073. The
termlarge-sizedor the provision of objective information (e.ghygical statistics such as
54" and 197 Ibs.) were found to be neut@lerweightobese andfat were found to be
negative, andull-figured was found to be positive (Smith et al., 2007). Tdut that
linguistic descriptors had the potential to skeis 8tudy’s results was a limitation.

An order effect may have been another limitatiothes study. After reading the
vignette, participants completed the Survey of Dagjic Severity and Prognosis (see
Appendix C), the WAI-T-A (see Appendix D), and steort Demographic Questionnaire
(see Appendix E). Because these measures weresapeasented in the same order (as
listed above), there may have been an order effetiire research could employ a
similar design but counter-balance the presentatidhe measures.

Several similar analogue studies (Davis-Coelhd.eP@00; Hassel et al., 2001;
Locker, 2011; Young & Powell, 1985) on anti-fatd®a in therapists have included a
photograph of a potential client, often insteadoiih addition to text descriptors. For
some of the studies (e.g., Locker, 2011), the @igdhotographs of varying gender and
ethnicity was a design limitation because no pracedvas described that would ensure

that all of the clients of varied ethnicities wegual in terms of attractiveness ratings. If
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differences existed in baseline attractivenessstindy outcomes may have been
confounded. In this study, use of photographs veasn option because the study was
examining differences between a European Ameritant@and an African American
client. Digital alteration of skin color in an oniglly European American individual
would not accurately capture African American fatéatures. If two separate models
were used, there would be potentially confoundirflyénces of attractiveness bias.
Therefore, only linguistic descriptors were usethis study, which may be a limitation.

This study utilized explicit measures as opposddfdicit measures. Social
desirability bias, involving participants alteritigeir responses because they want to
present themselves in a more favorable light (Reslh991), may have influenced results
in this study. While this study attempted to miramthe influence of social desirability
bias in responses by not providing participantswamplete information about the
purpose of the study, there was still a chancedeial desirability bias may have
influenced responding.

In addition, this study’s sample size was a linmtat Although this study was
designed to include a sufficient number of paraaits to have adequate power for a 2 x 2
factorial MANOVA, a larger sample size may haveuies] in higher power. More
participants may have further reduced the likelthoba Type Il Error or a “false
negative” (see Kerlinger & Lee, 2000). In additi@nth more participants, this study
may have had sufficient power to complete additianalyses. First, a potential
limitation of this study was the inadequate poveerun a 2 x 2 x 2 MANOVA, including
the two sampling sources (thaational RegisteandPsychology Todayh the overall

analysis. Had there been a larger sample sizeatialysis may have been possible. In
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addition, a greater number of participants mighehallowed for analysis of whether
participant gender, weight status, ethnicity, omber of years practicing might have
impacted responses. To the researcher’'s knowlewgstudies with sufficient power
were able to analyze connections between partitigiearacteristics and anti-fat bias in
psychologists.

Finally, this study’s analogue design was a lintat The use of vignettes and/or
other forms of analogue research, such as watehuigeo of a client or listening to an
audio recording of a client, has been criticized.(elames & Haley, 1995; Lee et al.,
2003) because these incomplete presentations ntaapture processes that occur in
real therapeutic interactions. Less information rieayl to a person’s over-reliance on
stereotypes, a process that might not occur irafherKazdin (1978) described analogue
studies as having issues with external validityaniieg that they may not generalize to
practice with actual clients. In addition, accoglio Jones, Gerrity, and Earp (1990),
“researchers who use written simulations and resaolestudies that use them, must
accept some degree of uncertainty about their itli¢p. 805). Criterion validity, the
problem of whether vignettes lead to the same i@ma&tn psychologists as do actual
clients, was a concern in this study. Participapisgchologists reading the client
vignettes in this study may not have used the samieal judgment used in work with
actual clients. Not all participants who read tignette in this study may have
interpreted it similarly, and the vignette may hatre produced a valid representation of
an actual client. Therefore, the results obtaimeithis study may not fully generalize to
practice. While the results of this analogue stondy be useful, Stopa and Clark (2001)

recommended that findings of analogue study dedignslidated with actual clients. On
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the other hand, while Jones et al. (1990) foundnotusive results in terms of validity of
analogue research designs, the researchers ulyrstded that “written simulations are
probably an effective research instrument for &figiattitudes and beliefs” (p. 812).
Suggestions for Future Research

While this study did not yield statistically sigicént results of psychologist
biases based on the client characteristics of weiglus, ethnicity, and weight-by-
ethnicity interaction, further research is requitedully assess the issue psychologist
bias in these areas. As described, only four pabtistudies (Agell & Rothblum, 1991;
Davis-Coelho et al., 2000; Hassel et al., 2001;n¢p& Powell, 1985), four dissertations
(Abakoui, 1998; Loewy, 1995; Locker, 2011; Zadrog@)9), and the current study have
investigated therapist bias based on client westditis. Only one previous study
(Locker, 2011) and the current study examined tkd#imicity and weight-by-ethnicity
interaction. Therefore, an insufficient amountedearch exists to describe these biases
in psychologists.

First, future researchers could replicate and ectpgron the current study
through continued utilization of analogue reseatesigns. In particular, future research
could build on the current study by replicatingvith greater sample sizes. Studies could
also explore various additional outcome variablea@with the diagnostic severity,
prognosis, and working alliance variables assesstds study. Finally, researchers with
adequate power could conduct an in-depth examimafitherapist variables (e.g.,
therapist gender, weight status, ethnicity, idgrdgvelopment) to assess whether these
variables impact levels of bias. Some researclheméneral public (e.g., Conley &

McCabe, 2011) has indicated that individuals’ cheastics (e.g., BMI, ethnicity,
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gender) might predict anti-fat bias toward oth&vgll-designed research is necessary to
determine whether psychologists’ characteristiesligt anti-fat bias toward clients.

Second, future researchers could emjoyivo study designs such as interactive
studies. Because much of the discrimination ohséiized groups occurs within
interpersonal interactions (Schnittker & McLeod(2)) future research could attempt to
assess bias by examining interpersonal interacbhetseen psychologists and fat clients.
Other interactive studies on the general publig.(élebl & Dovidio, 2005) have
detected differences between the way people ta¢@ebple and the way they treat non-
fat people, both in real life and in laboratorytisgfs. For example, researchers could
examine recordings ah vivo professional interactions between psychologists an
clients. Ideas could include assessing differetiueaigh recordings of waiting room
interactions or in the first few minutes of thetiai client contact. Differences (based on
client weight status, ethnicity, and gender-by-gtityinteraction) in the way
psychologists greet and/or begin work with cliecasild be useful indicators of anti-fat
bias.

In addition, future research could focus on utilgzimplicit measures of anti-fat
attitudes in psychologists. As previously descrjlibdse measures assess automatic bias
without results being influenced by face validitydesocial desirability (Morrison et al.,
2009). Because research (e.g., Bessenoff & Sher2080, Nosek et al., 2007;
Teachman et al., 2003) has identified anti-fatdsaa nearly 70% of the general public
even when they denied explicit anti-fat attitudewlicit research specifically assessing

psychologists might indicate similar levels of bias
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Finally, additional research on anti-fat biasepsgichologists could employ
gualitative research designs. Some social workarebeon therapist attitudes and/or
client experiences (e.g., Aza, 2009) has yieldeds of therapists’
emotional/countertransference reactions to fahtdiemicroaggressions toward fat
clients, and a lack of therapist awareness offabtdases. Utilizing qualitative designs,
future research could investigate similar manifiests of biases in psychologists and
examine how they might impact client treatmentedwiew questions for study could
include direct questions about fat clients or migkémine potential biases utilizing more
indirect questions (e.g., requesting a case conaépation of a fat client). Qualitative
research could also assist in describing fat dieexperiences in therapy, could assess
whether fat clients report instances of discrinomatreatment by psychologists, and
could explore if/fhow client ethnicity impacts pspbébgists’ biases.

As additional data emerge from continued study psyehology profession as a
whole may be able to react to evidence of biasesdan client characteristics of weight
and ethnicity. In particular, education on awarsr&diases and on the systemic
oppression of fat people may move the field towgrehter competence in working with
fat individuals. As previously mentioned, shouldearch eventually indicate a clear
presence of anti-fat bias in psychology, compeieatment according to the APA
Multicultural Guidelines (APA, 2002) and the Ethicsde (APA, 2010) may require
addressing these issues.

Summary
This study examined psychologists’ biases towantbie clients when client

weight and ethnicity were manipulated. Its purpass to add to the existing body of
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research (Abakoui, 1998; Agell & Rothblum, 1991 yvi3aCoelho et al., 2000; Hassel et
al., 2001; Loewy, 1995; Locker, 2011; Young & Paow&985; Zadroga, 2009) on
psychologists’ biases and to draw additional aitb@nt the field toward issues of anti-fat
bias. While the results of this study were non-gicgnt, additional research is required
to fully describe biases in psychologists. The ntbese biases are understood, the more
likely members of the field will be to examine thewn biases against fat people and the
way client characteristics of weight and ethniaitight interact.

Currently, while psychologists ought to be heedigggarch (e.g., Gaesser, 2002)
that details the dangers of dieting and its harnmiillhlences on mental health, they
appear to be focusing on how to assist clientesmb weight, accepting the view that
fatness is a disease that needs to be cured (Ab&keimmons, 2010; Rothblum, 1999).
While researchers (e.g., Hainer et al., 2001; Mgn2008) have found that weight is
largely genetically determined and that factordisag lifestyle choice have limited
influence on BMI, health and mental health pramtiéirs may continue to encourage an
unhealthy obsession with size. Their own anti-fases may lead to negative differential
treatment including differences in diagnoses, ineaits, and interpersonal interactions
(Puhl & Latner, 2007). Treating clients for “olig8iwithout proper informed consent
(e.g., sharing the high improbability of permaneetght loss, the myriad serious risks of
dieting, and the frequent negative psychologicaét@mes) may be unethical behavior
(Rothblum, 1999). As previously stated, psycholtsgisay benefit from adopting a view
of fat clients as members of an oppressed and nmaizpd group (Abakoui & Simmons,
2010; Fikkan & Rothblum, 2011). Psychologists canktead focus on facilitating client

wellness through healthy eating, sleeping, andagsiag.
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In order to provide ethical and competent treatmasychologists must
familiarize themselves with the research and reizegthe lived experiences of fat clients
(Abakoui & Simmons, 2010), and with the way cligmight-by-ethnicity interactions
might impact therapeutic work. Extensive evidereg.( Andreyeva, Puhl, & Brownell,
2008; Kristen, 2002) suggests that fat people &atjy experience discrimination based
on their weight status; discrimination occurs ia Work place, in relationships, in
housing, in public policy, in social norms, in hbatare, and in almost all other domains.
Furthermore, these biases are extremely strong, gvenger than anti-Muslim and anti-
gay bias (Latner, O'Brien, Durso, Brinkman, & Maaixtd, 2008).

Sizeismappears to be the only form of discrimination tfeghains socially
acceptable (Puhl & Brownell, 2001). A majority cfgple may believe that anti-fat
biases help fat people to lose weight, that westgtus is entirely within the control of
the individual, and that discrimination againstgabple is justified. While anti-fat bias
has gone largely unexamined and without confromiatBrownell, 2005), psychologists’
Ethics Code promotes social justice work. Instefacbatributing to the oppression of fat
people in society and doing little to advocatetfos group, psychologists must begin to
take this problem seriously (McHugh & Kasardo, 20B&ychologists have the
opportunity to advocate for acceptance of bodymiteand for a reduction of
discriminatory practices toward fat people (SaguRigey, 2005). Psychologists have the
ability to enact social justice and assist indialdun attaining both physical and mental

wellness at all sizes.
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APPENDIX A
VIGNETTE

Janice, a 26-year-old, [African American/Europeanetican], unmarried accountant,
seeks consultation because “I feel | am going nogvtvdth my life.” Problems with her
career and boyfriend have been escalating andaaseng her increased distress. Janice
recently received a critical job review. Althoudtess reliable and her work is accurate,
her productivity is low, her management skills po@r, and she has conflicts with her
boss over minor issues. The client’s fiancée régguistponed their wedding date. He
said that, although he respects and loves heg &mbivalent because on many occasions
she tends to be remote and critical and she is ofténterested in sex.

Janice describes herself as a pessimist who Hasuttif experiencing pleasure or
happiness. She says that, as far as she can remeambéas always been aware of an
undercurrent of hopelessness, feeling that herdifeard and not worth living. Janice
grew up in a suburban community and attended psbhools. The client did well
academically in high school and college. She ppgted in some social activities but
was shy and was considered gloomy and not fun teitheby most of her classmates.

In college, Janice benefited from counseling asteaking up with her first boyfriend.
During this time an internist gave her fluoxetindich provided good relief from both
her headaches and her feelings of hopelessnesdrdspect, she feels that this was a
very good period of her life. She began a new juib r@lationship, functioned well, and
almost seemed to enjoy life. However, when sheoditcued the medication after 3
months, she seemed to slip slowly and insidioualykbnto her previous state of
pessimism and hopelessness.

Janice has never been suicidal or had promineaidstiideation, and she has not
experienced significant problems with weight laaspmnia, or psychomotor activity.
For months at a time, however, Janice’s energyldeare diminished and her ability to
concentrate is impaired. She views herself nedatifeeling that she has little to offer.
She is always surprised when people like and ré$mec

Janice has periods when she withdraws from friemdissocial activities, but with effort
she always goes to work. Some weekends, she stéggliin a state of profound inertia.
In the past, she would sometimes drink excessivetynow has only an occasional glass
of wine. She does not recall ever having periodsxagssive energy or elation. Janice
says that she recognizes her strong need to phtfaeses, to obtain approval, and to avoid
conflicts. She feels extremely anxious when fortwedeal directly with a hostile
situation. She takes pride in her acknowledgedep&dnistic traits.

Janice appears early for her appointment, is coateely dressed, appears [average

weight/obese], and initially appears outgoing affidbde. Her intelligence appears to be
high-average.
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APPENDIX B
AUTHOR PERMISSION
Permission to use Zadroga (2009) vignette
Mon, Sep 26, 2011 at 12:49 PM

Cristina.E.Zadroga@kp.org< Cristina.E.Zadroga@g»or
To: l.varkula@csuohio.edu

Hi Lindsay,

Dr. O'Toole forwarded on your email to me about tvanto use the vignette in my
dissertation. You have my permission to use ittBéuck to you, | remember the
process as if it was yesterday and your topic sewedy similar to mine. Just
remember to stick with it; you are almost done!

Cristina Zadroga, Ph.D.

Kaiser Permanente

Permission to use the WAI-T-A

From: Burkard, Alan <alan.burkard@marquette.edu>

To: Lindsay Varkula <l.varkula@csuohio.edu>

Date: Thu, Sep 22, 2011 at 7:15 PM

Subject: RE: Question regarding your 1999 publaratWhite counselor trainees' racial
identity and working alliance perceptions

Lindsay,

| am afraid the copy that | had on computer wasupted a few years ago. The article is
based on my dissertation and there is a copy ahivdified WAI in the appendices. Let
me encourage Yyou to request my diss through ybrarl and that should get you what
you need. Yes, you have my permission but you nsywaant to obtain permission from
Adam Horvath the developer of the WAI.

Good luck in your research.

Alan W. Burkard, Ph.D.

Associate Professor/Department Chair

Coordinator of the School Counseling Program
President-Elect, American School Counselor Assioriat
Marquette University

College of Education

Department of Counselor Education and CounseliygiRdogy
P.O. Box 1881

Milwaukee, WI 53201-1881

414/288-3434

169



Fax # 414/288-6100
Permission to use the WAI

SFU SIMON FRASER UNIVERSITY
THINKING OF THE WORLD

Mrs. Lindsay Varkula
Cleveland State University
Urban Education

2082 E. 4th St.

Cleveland OH

44115

USA March 26, 2012
LIMITED COPYRIGHT LICENSE (ELECTRONIC) = 2012263.04

Dear Mrs. Varkula

You have permission to use the Working Alliance Inventory (WAI) for the
investigation:

“"ANTI-FAT BIAS IN PSYCHOLOGISTS: DOES FEMALE CLIENT ETHNICITY
INFLUENCE PSYCHOLOGISTS  BIAS?”

This limited copyright release extends to all forms of the WAI for which | hold
copyright privileges, but limited to use of the inventory for not-for-profit
research, and does not include the right to publish or distribute the
instrument(s) in any form.

| would appreciate if you shared the results of your research with me when your
work is completed so | may share this information with other researchers who
might wish to use the WAL If | can be of further help, do not hesitate to contact

T Yo

Dr. Adam O. Horvath
Professor

Faculty of Education and
Department of Psychology

Phs (778) 782-3624

Fax: (778) 782-3203

e-mail: horvath@sfu.ca

Internet: http://www.educ.sfu.ca/alliance/allianceA
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APPENDIX C
SURVEY OF DIAGNOSTIC SEVERITY AND PROGNOSIS

Based on the client vignette, please provide an esated Global Assessment of
Functioning (GAF) score between 1 and 99 per the Aemican Psychiatric
Association’sDiagnostic and Statistical Manual, Fourth Edition, Revised (DSM-1V-
TR). Please utilize the following anchors:

e 99 - 91: “superior functioning...no symptoms”

* 90 - 81: “absent or minimal symptoms”

» 80-71: symptoms are “transient and expectable agetions”

e 70-61: “mild symptoms”

e 60 - 51: “moderate symptoms”

* 50 -41: “serious symptoms”

* 40 - 31: “major impairment”

» 30 - 21: “serious impairment”

e 20-11: “gross impairment”

* 10 - 1: “persistent danger” (APA, 2000, p. 34)

GAF Score{participants were able to enter one or two nurardigits)
Based on the client vignette, | believe the prognissfor this client is:

(participants will be able to select one radio louttcorresponding to one number from
the following choices)

1 2 3 4 5 6 7 8 9

very poor esage good very

poor good
Reference

American Psychiatric Association. (200D)jagnostic and statistical manual of mental

disorders(4th ed., text rev.). Washington, DC: Author.
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APPENDIX D
ADAPTED WORKING ALLIANCE INVENTORY, THERAPIST FORMWAI-T-A)

The following are sentences that describe someeoflifferent ways a person might think
or feel about Janice, the client in the vignettexiNo each statement there is a seven
point scale:

1 Never, 2 Rarely, 3 Occasionally, 4 SometimesftBrQ 6 Very Often, 7 Always

Please predict how you, the therapist, would vieerdpy after 5 sessions with Janice. If
the statement describes the way you predict youdwalways feel (or think) choose the
number 7; if it would never apply to you choose tioenber 1. Use the numbers in
between to describe the variations between thesensas. Work fast; your first
impressions are the ones | would like to see. PLER®N'T FORGET TO RESPOND
TO EVERY ITEM.

1. | would feel uncomfortable with Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

2. Janice and | would agree about the steps takentto improve her situation.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

3. I would have some concerns about the outcontleest sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

4. Janice and | would both feel confident aboutubefulness of our current activity.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

5. | feel I would really understand Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

6. Janice and | would have a common perceptiorepfbals.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

7. Janice would find what we are doing in therapygfasing
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always
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8. | believe Janice would like me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

9. I would sense a need to clarify the purposeuofsessions for Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

10 . I would have some disagreements with Janioatehe goals of these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

11. I would believe the time Janice and | are dpentogether is not spent efficiently.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

12. | would have doubts about what we are tryingdocomplish in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

13. I would be clear and explicit about what Jasicesponsibilities are in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

14. The current goals of these sessions would peritant for Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

15. I would find that what Janice and | are doimgherapy is unrelated to her current
concerns.

1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

16. I would feel confident that the things we ddherapy will help Janice to accomplish
the changes that she desires.

1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

17. I would be genuinely concerned for Janice'davel
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

18. I would be clear as to what | expect Janic#gotin these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always
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19. Janice and | would respect each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

20. 1 would feel that I am not totally honest abmyt feelings toward Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

21. 1 would be confident in my ability to help Jes
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

22. We would be working towards mutually agreedrugoals.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

23. 1 would appreciate Janice as a person.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

24. We would agree on what is important for Jatoc&ork on.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

25. As a result of these sessions Janice wouldelager as to how she might be able to

change.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

26. Janice and | would have built a mutual trust.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

27. Janice and | would have different ideas abdwtwer real problems are.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

28. Our relationship would be important to Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

29. Janice would have some fears that if she sagees the wrong things, | would stop
working with her.

1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always
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30. Janice and | would have collaborated in setjiogs for these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

31. Janice would be frustrated by what | would laskto do in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

32. We would have established a good understarimitygeen us of the kind of changes
that would be good for Janice.

1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

33. The things that we would do in therapy don’kenenuch sense to Janice.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

34. Janice would not know what to expect as theltre$ therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

35. Janice would believe the way we are workindn\migr problem is correct.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always

36. | would respect Janice even when she doessttirag | do not approve of.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often  Always
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APPENDIX E
DEMOGRAPHIC QUESTIONNAIRE
Please provide the following demographic inform@atio

What is your gender?

(participants select one radio button correspondiogne of the following choices)
Female

Male

Trans

What is your ethnicity/race?

(participants select one radio button correspondiogne of the following choices)
African American

Asian American

European American

Hispanic American

Multi-racial

Other (please specify)

How many years of experience do you have conductimpychotherapy and/or
assessment®participants will be able to enter one or two nuroal digits)

Which type of psychology degree do you hold?

(participants select one radio button correspondin@ne of the following choices)
Ed.D.

Ph.D.

Psy.D.

Other (please specify)
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APPENDIX F
E-MAIL TO POTENTIAL PARTICIPANTS
Dear Dr. [Name],

I am a 4th year Counseling Psychology doctoralesitidt Cleveland State University. |
am collecting data for my dissertation from praoticpsychologists regarding their
assessments of client problems. | am asking y@atucipate in a short, online study
which will likely take approximately 20 minutes ¢omplete. This study has been
approved by the Cleveland State University Insbndl Review Board.

I would sincerely appreciate your participationth®ugh you will not receive any direct
benefits or compensation for your participationy yall be contributing to the existing
body of research in applied/clinical psychology.

To patrticipate, please click on [hyperlink to syiver copy and paste the link into your
Internet browser. Please contact me with any quesir concerns.

Thank you,
Lindsay

Lindsay C. Varkula, M.A.

Doctoral Student in Counseling Psychology
Department of Urban Education

College of Education and Human Services
2121 Euclid Avenue

Cleveland State University

Julka Hall 215

Cleveland, OH 44115
l.varkula@csuohio.edu
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APPENDIX G
STATEMENT OF INFORMED CONSENT
Dear Participating Psychologist:

My name is Lindsay Varkula and | am a 4th year Geling Psychology doctoral student
in the APA accredited program at Cleveland Statvéfsity. My dissertation chair is
Elizabeth Welfel, Ph.D. | am asking you to partatgin an online study of individuals
who are licensed, practicing psychologists in timiédl States. | am collecting data on
practicing psychologists regarding their assesssnaintlient problems. This study will
require you to read a short clinical vignette, tagpto questions about the client in the
vignette, and complete a short general demograplestionnaire. This online process
will take approximately 15 to 20 minutes.

Your responses to the SurveyMonkey™ online questwaifi be anonymous. Your name
will not be collected and no identifying informati¢e.g., IP address or e-mail address)
will be available when the online data is obtaibgdhe researcher. Only numerical data
will be sent to the researcher, and the reseaxgitlerot be able to tie specific responses
to specific participants. Also, the demographic badkground information collected
from you will be kept very general. As it is reoedy the data will be entered into SPSS
and analyzed. Data will be stored on Dr. Elizal¥#ifel’s Cleveland State University
password-protected computer for 3 years after pipecaval of the dissertation.

Participation is completely voluntary and you matharaw at any time. There is no
reward for
participating or consequence for not participating.

For further information regarding this researchapkecontact Lindsay C. Varkula at
(216) 374-9163, e-mail: l.varkula@csuohio.edu, arBizabeth R. Welfel, Cleveland
State University Faculty Dissertation Chair, atgR&87-4605, e-mail:
e.welfel@csuohio.edu.

If you have any questions about your rights aseaech participant you may contact the
Cleveland State University Institutional Review Bbat (216) 687-3630.

You may print a copy of this form for your record@$iank you in advance for your
cooperation and support.

Please indicate your agreement to participate helow
| am 18 years or older. | am a licensed psychotagithe United States and | have seen
at least one client for psychotherapy and/or agsessin the last year. | have read and

understood this consent form and agree to partipa

[Participants will be able to select an online kantfor Agree]
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