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Abstract

Background: Although research suggests that obese children and adolescents are
stigmatised, experience victimisation, have poor body image, body
dissatisfaction, depression and low self-esteem, these findings have been
inconsistent. There is increasing evidence to suggest that body perception rather
than actual body size leads to negative psychosocial outcomes with many obese
people miss-rating themselves as being ‘normal’ weight; body perception is also
the strongest predictor of weight change attempts. The majority of studies in
this area have been quantitative; the few previous qualitative studies have
either not fully utilised qualitative methods or not focused on adolescents. This
study uses qualitative methods, and a unique sampling strategy, to improve
understanding of obesity related experiences and reasons for weight change

behaviours and success in adolescence.

Methods: 35 semi-structured interviews were conducted between November
2007 and April 2008. Young adult (aged approximately 24) males (17) and
females (18) were purposively sub-sampled from The West of Scotland 11 to
16/16+ Study cohort based on measured adolescent obese status (SDS > 1.65 at
one or more of the 11 to 16/16+ study age 11, 13 or 15 measurement points). A
picture task was used to stimulate discussion about perceptions of health and
weight and the interviews continued with discussion of adolescent experiences,
weight related behaviours (diet and exercise) and any weight change attempts.

Framework analysis was used to organise data and facilitate analysis

Findings: Initial quantitative secondary analysis of the 11 to 16/16+ data
demonstrated that the majority of participants had been worried about both
their weight and putting on weight in the future, although this did not translate

into slimming behaviour for all.

This study found that body size awareness and related ‘botheredness’ varied
greatly and were inconsistently related to each other or to weight. While none
of the most obese were among the least aware, some were among the least

bothered and vice versa. Botheredness related to body concerns, comparisons



with others, clothing, romantic relationships, and for approximately half the

sample, victimisation.

Although the majority of participants reported using changes in diet or exercise
behaviours in order to try to lose weight at some time, botheredness did not
always translate into effective weight change attempts. Participants were
categorised as effective slimmers (active and successful weight change
attempt), failed slimmers (active but unsuccessful weight change attempt),
passive slimmers (weight loss without active weight change attempt), and
passive maintainers (had made no attempts to change weight and had no weight

loss).

As young adults, 14 were non obese, 14 were obese and 5 were morbidly obese.
Those who made successful long lasting weight changes described
determination, a greater degree of behaviour change and continued behaviour
monitoring. There appeared to be no real pattern to when or why effective
changes were made. Age related transitions were often described as being
tipping points as well as ‘just being ready’ to change. Those who described
sudden unplanned changes were among those who showed the most sustained

improvement in weight

Conclusions: Not all those who are obese as adolescents are aware or bothered.
Most adolescents are aware of how to lose weight. Being bothered is not enough
of a motivator to make long lasting changes - obese individuals need to be
‘ready’ to change regardless of knowledge of health behaviours. More needs to
be done to assist individuals in being ready to change, this might include raising;
body awareness through periodic body measurements at transition points.
Further study of ‘tipping points’ in obese adolescents may aid intervention

targeting and design.
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Chapter One - Introduction

This largely qualitative PhD focuses on the experience of obesity in adolescence.
The uniqueness of this study stems from its sampling strategy by which
participants were drawn from a longitudinal cohort based on their known
adolescent weight status, rather than self-reported data, allowing for
identification of those who had lost weight during adolescence compared to

those who continued to be obese and/or had no measured weight loss.

This introductory chapter will outline the social meaning of the term ‘obese’ and
how the social context of being obese differs by time and culture. There will
then be an explanation of how obesity is measured and defined in childhood and
adolescence as well as adulthood and how these differ. Because of the
differences in measurement between childhood/adolescence and adulthood, an
explanation of how obesity was defined in this study will be provided. Finally the
West of Scotland 11 to 16/16+ study cohort was used to conduct secondary
analysis as well as being a source for sub-sampling participants for this PhD
study. This cohort, its rationale and its suitability as a sampling source will be

discussed.

1.1 The historical context of obesity

Many terms have, over the course of history, become synonymous with what is
now predominantly referred to as ‘obesity’. These include corpulence (taken
from the Latin corpulentia meaning magnification of corpus or body); adiposity
(from Latin adip- meaning fat); polysarchia (Greek for ‘much flesh’); and glutton
(meaning to eat or drink excessively). In addition, the term ‘phagos’ was used in
biblical times to denote “man given to eating” where phago- means ‘to eat’
(Shell, 2003, p. 27). This term appears in the Bible where Jesus was reported to
state that:

“unlike John the Baptist, who ate honey and grasshoppers and never
drank alcohol, he [Jesus] is sometimes mistaken by crowds as a
phagos, or glutton”. (p. 27)
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The term ‘obese’ itself has Latin origins, obesus, from ‘obedere’ meaning ‘to eat

away’ and ‘-esus’ meaning to devour (Shell, 2003).

In some periods of history, being obese would have been desirable and necessary
to help individuals cope with harsh living conditions (Beller, 1997). Thus in times
when food was scarce, being obese signified wealth and prosperity (Shell, 2003).
For example, the earliest piece of known art work is a sculpture of an obese
(looking) nude known as the ‘Venus of Willendorf’ which has been dated as
originating between 24,000 and 22,000 BC and is believed to represent fertility
(Debeli, 1998).

Conversely, in times when food was plentiful, it was more fashionable to be
thinner (Debeli, 1998; Shell, 2003). Those who did not fit into this ideal mould
were as likely then, as now, to be ostracised for their weight. For example, in
Ancient Greece when food was more readily available than in earlier periods of
history, there were more opportunities to gain weight, and being overweight was
generally not acceptable (Shell, 2003). This unacceptability may have been on
medical grounds since even during this time period, Hippocrates (460-377 BC)
wrote of medical complications associated with being obese: “corpulence is not
only a disease itself, but the harbinger of others” (Haslam & James, 2005,
p.1197). In other civilisations such as that of the ancient Spartans, the
overweight were simply exiled; similarly, the ancient Cretans and the Romans
were said to despise the fatter citizens (Shell, 2003). Roman women were known
to starve themselves, sometimes to death, to try and please their husbands,
while Socrates was said to have danced every morning so as to keep himself of
an acceptable size, thus demonstrating an early concern with being overweight
(Beller, 1977; Shell, 2003). The play Plutus, written by Aristophanes (446-386
BC) also displayed repulsion towards those who were obese, as shown in the

following excerpt;

“But what you don’t know is this, that men with me are worth more,
both in mind and body, than with [wealthy] Plutus. With him they are
gouty, big-bellied, heavy of limb and scandalously stout; with me they
are thin, wasp-waisted, and terrible to the foe.” (Aristophanes cited
in Shell, 2003, p.26).
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Cultural variations in body size acceptance have also been found. Larger body
sizes are generally more accepted in developing societies where there are
limited food supplies, thus obesity in these societies signifies wealth. For
example, it has been reported that in 85% of 58 traditional cultures on which
data are held, being ‘plump’ is a sign of beauty in females, with girls from
wealthy families in Nigeria being sent to ‘fattening huts’ before marriage (Brown
& Konner, 1998), a practice that still occurs (BBC News Online, 2007). This may
be changing as obesity rates now appear to be increasing among those of low
socioeconomic status, as well as those more affluent, in developing countries
(James, Leach, Kalamara, & Shayeghi, 2001). Conversely, in developed countries
where food is plentiful, obesity is viewed negatively and is most often found
among those from a low socioeconomic background (O'Dea & Dibley, 2010; Sobal
& Stunkard, 1989; Wang, 2001). However, cultural variations also exist in
developed countries, with African-American women, in comparison to white
women, being reported to have greater acceptance with their body weights,
thinner body perception, greater body satisfaction in relation to appearance and
body size, and less participation in unhealthy body change methods (Fitzgibbon,
Blackman, & Avellone, 2000; Lovejoy, 2001; Wilfley et al., 1996). Similar results
have been reported among African-American males, who have been found to
have a greater preference for a larger body size as well as a more positive body
image than their white counterparts (Ricciardelli, McCabe, Williams, &
Thompson, 2007).

Whilst views on obesity have altered over time, Neumark-Sztainer (1999)
suggests that there is a spectrum of opinions that can vary by individual as
shown in Figure 1. At one end of the spectrum is the perception of obesity as
attractive and beneficial, as within certain historical civilisations, traditional
societies or cultures. Even in modern day society, obesity is seen as attractive by
some, and this perception is supported and encouraged by associations such as
the American National Association to Advance Fat Acceptance (NAAFA). This

association was set up in 1969 and is:

“... dedicated to improving the quality of life for fat people. NAAFA
works to eliminate discrimination based on body size and provide fat
people with the tools for self-empowerment through public education,
advocacy, and member support” (NAAFA, 2009)
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In order to do this they promote the distribution of NAAFA newsletters and
publications to professional bodies to be kept in public places such as waiting
rooms. They also advocate avoiding healthy diet and exercise practices as well
as suggesting elimination of positive comments to those who have lost weight

and negative comments to those who have gained.

Amongst other things, this association promotes positive identification among
overweight/obese children by identifying good aspects of being a bigger child
and highlighting how they are similar to other children, as well as giving tips on
how to deal with teasing, and eating/exercising sensibly (Neumark-Sztainer,
1999).

Similar opinions have been suggested by other authors such as those of Wann
(2009) who believes that weight is a “human characteristic” that naturally varies
and is “influenced largely by inherited predisposition”. Thus those, such as
obesity researchers, who attempt to suggest otherwise are ‘anti-fat’ and fuelling
the weight-loss industry. Whilst Wann (2009) does discuss the health implications
associated with overweight, a term she and other fat studies scholars suggest is
as derogatory as ‘obese’, she is sceptical of evidence associating fat, to use her

preferred term, with health problems.

At the opposite end of the spectrum, are negative views of obesity in relation to
the medical, psychological and social problems associated with it. In addition
there is research evidence to suggest that certain Christian individuals in
particular view obesity and poor habits that lead to obesity as being immoral and
that “an overweight or obese person is seen to physically manifest corruption
through a lack of personal discipline characterised by the deadly sins of
unregulated appetite (gluttony) and laziness (sloth) (Hoverd & Sibley, 2007, p.
392).
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Figure 1: Spectrum of opinions on obesity. Adapted from Neumark-Sztainer
(1999)

Fat is acceptable Fat is unhealthy, unattractive &
although not desirable indicative of self-indulgence & laziness
Fat is attractive and Fat is undesirable although
offers certain benefits not ‘all encompassing’

Perceptions in the middle of the spectrum suggest that “obesity is undesirable,
but not ‘all encompassing’”, suggesting the obese might be concerned with their
weight, but not affected greatly by it, for example, not to the extent of being
depressed (Neumark-Sztainer, 1999, p.534). Furthermore, Neumark-Sztainer
(1999) suggests that being obese should be accepted as the norm, particularly
among those who may have a genetic tendency to be obese and for whom weight

loss and maintenance may be extremely difficult.

Whilst this spectrum of opinions highlights varying standpoints associated with
obesity, it misses those obese individuals who do not perceive themselves as
such. Research suggests that the increasing prevalence of obesity may lead those
who are obese to not perceive themselves as having any problem with their

weight (for example, Magnusson, Hulthen, & Kjellgren, 2005).
1.2 Definitions of obesity

While the social meaning of the term ‘obese’ has changed over time, research in
this area attempts to apply a more rigid medical definition to the term.
However this is not entirely straightforward in childhood where many different
measurements and cut-offs are applied. These will be discussed in this section

before discussing how the term will be used throughout the thesis.
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The medical term, ‘obese’ refers to an excess accumulation of body fat
(McCarthy, Ellis, & Cole, 2003; Moreno, Fleta, Mur, Sarria, & Bueno, 1998) which
has more severe health implications than being ‘overweight’. There are
different types of measurements used to determine obesity. Body fat can be
measured indirectly via skin-fold measurements, bioelectrical impedance, DXA
and CT body scanning and even underwater weighing (Ellis, 2001; Pietrobelli,
Peroni, & Faith, 2003; Sweeting, 2007). However these measures can be invasive
and costly, need specialist equipment or processing and are either not easy to
obtain from large groups of the population at one time, or are of dubious
accuracy. It is also not possible for these measurements to be self-reported. In
contrast the proportion of weight in relation to height can be measured quickly
using measurements of both height and body weight to generate a ratio (Body
Mass Index). Adolphe Quetelet (1796-1874) first proposed his concept of the
‘average man’, where he suggested that the weight of a normal adult was
proportional to their height (Shell 2003) and this ultimately led to the ‘Quetelet
Index’ (weight divided by height?) now usually known as the Body Mass Index.
However, other methods of calculating this proportion have been suggested such

as Rohrer’s Ponderal Index (weight/height’) (Garrow & James, 2000).

Studies have shown that obese body fat levels, indicative of risk for
comorbidities, have been found to correlate with a BMI of 30 and above (Garrow

& James, 2000) making this a good proxy for more direct measures of fat.

In adults specific BMI cut-offs for overweight and obesity were agreed by the
World Health Organisation in 1993 (see Table 1) and these have been shown to
relate to increased risk of comorbidities, such as complications of the airways,
cardiovascular and metabolic system and musculoskeletal framework or later
mortality (Bellizzi & Dietz, 1999).

The disadvantage of BMI is that it varies among children and adolescents by
gender and changes “in mean value, standard deviation and degree of skewness
during childhood and adolescence, and hence there is no simple definition of
overweight and obesity prior to adulthood” (Chinn, 2006, p.1189). This is
particularly demonstrated by natural patterns of weight change during early

childhood where BMI increases up until age one, decreases to age six and then
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increases again throughout childhood an adolescence (Eisenmann, Heelan, &
Welk, 2004).

There is also great debate as to the appropriate cut-off for defining child and
adolescent obesity (Troiano & Flegal, 1999) since there are insufficient
longitudinal data to allow for even a relative absolute cut-off to be calculated

for children and adolescents.

Table 1: Degree of overweight & obesity, level of associated risk and
corresponding adult BMI

Weight category Degree of risk of comorbidities BMI

Overweight (pre-obese) Increased 25-29.9
Obese class | Moderate 30-34.9
Obese class Il Severe 35-39.9
Obese class llI Very severe Over 40

Current working definitions of child and adolescent overweight and obesity, use

relative cut-offs.

“These involve working out the distribution for a particular population
and rather arbitrarily choosing particular values - often the 85" or 95"
percentiles, which distinguish those with the highest BMIs from the
rest of the population” (Sweeting, 2007, p. 6).

However, the problem with this is that different countries use different
population references given that overweight and obesity rates vary from country
to country as well as over time. Table two demonstrates not only the main
different reference charts, the various population samples they are based on,

but also the variation in suggested centile cut-offs and terminology used.

Whereas the CDC 2000 and UK1990 reference charts are based on American and
UK population data respectively, the IOTF charts were designed to be
representative of a global population as well as to relate to the WHO adult
absolute cut-offs. As shown in Table two, data were used from a number of
countries resulting in a sample of approximately 190000 subjects providing data
from birth to 25 years of age (Cole, Bellizzi, Flegal, & Dietz, 2000). Whereas
population generated growth charts such as the CDC 2000 and UK1990 charts
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define obesity in terms of centiles, because the IOTF chart was plotted

specifically to relate to WHO recommended BMI cut-offs, research using IOTF

definitions displays child and adolescent overweight and obesity in relation to

absolute BMI values per age. However, one of the main problems with the IOTF

charts is that although they are based on data from a large group of subjects,

the particular populations selected for inclusion could be considered not to

accurately represent the world’s population (Chinn, 2006). Certainly, the chart

does not take into account ethnic differences in build and fat distribution

(Wang, 2004). Whilst it has been suggested that prevalence studies adopt these

‘globally representative’ charts, many have failed to do so entirely (Chinn,

2006). Nonetheless they are currently the only attempt at a single world wide

threshold.

Table 2: The main child and adolescent weight reference curves

Chart name | Country Population used to Overweight Obesity
construct charts defined as: defined as:
CDC 2000 USA (also National Health 85" to 94.9%" >95t
Growth often used Examination Surveys (NHES) | percentile percentile
Charts* in Canada Il (1963-65) and Il (1966- (sometimes (sometimes
and 70) - later called the referred to as ‘at referred to as
Australia) National Health and risk of ‘overweight’)
Nutrition Examination overweight’)
Surveys - NHANES) | (1971-
74) 1l (1976-80) and llI
(1988-94)
UK1990** UK 12 different UK surveys Either 85" 95th
chosen to be recent, cross- | mainly
sectional, representative of | epidemiological
Britain
ilsr7v2e)1/sg ;gnducted between Or 91% centile ,9gth
percentile
Mainly clinical as
map onto UK 1990
centile charts
International | International | Surveys from Brazil, Great Back extrapolation | Back
Obesity Task Britain, Hong Kong, the from centile extrapolation
Force Netherlands, Singapore, equivalent to from centile
(IOTF)*** and the United States. BMI=25 at age 18 equivalent to
Referenced charts BMI=30 at age
conducted for each country 18
and then averaged to make Close to UK 1990 Between UK

one chart.

Surveys conducted between
1963-93

91st

1990 98" and
99.6th

Source: * (Kuczmarski et al., 2002); ** (Cole, Freeman, & Preece, 1998); *** (Cole et al., 2000)
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As has been demonstrated in this section, defining overweight and obesity in
children and adolescents is complicated enough without different countries

applying different definitions and cut-offs based on different data.

Throughout this thesis, when referring to published research, the definitions
used by such studies have been applied i.e. ‘normal weight’, ‘overweight’, ‘at-

risk-of-overweight’ and ‘obese’.

In relation to the discussion of participants sampled into this study, UK90
definitions are applied and Standard Deviation Scores (SDS) reported where
relevant with cut-offs for overweight and obesity taken as the 85" and 95™
centile respectively. A BMI Standard Deviation Score (SDS) shows how much the
BMI of an individual deviates from the reference population mean. The mean of
the reference population is taken as zero and all individuals for that age and
gender are compared to this. In a normal distribution, approximately two-thirds
of the population will fall between 1SD below and 1SD above the mean. In the
case of this study, the reference population is that used to derive the UK1990
reference curves (Table 2). In chapters discussing participants adolescent
experiences, SDS are used. However, when discussing participants as young
adults, their BMIs are reported. It should be acknowledged that this is
problematic since adolescent SDS does not directly correspond to a specific adult
BMI. Indeed an SDS score that would signify obesity among a 17 year old, would
not correspond to a BMI of 30 (obesity threshold) in a 20 year old. In addition,
SDS cut-offs differ by gender. This difference becomes apparent in this study
when viewing participants’ weight trajectory charts (Appendix Fourteen) where
the threshold for adolescent obesity (SDS corresponding to the 95" percentile) is
lower than that of adult obesity. This has been accounted for in the reporting of
the young adults’ weight (Chapter Eight) by providing their adult BMI alongside
the equivalent SDS.

1.3 The West of Scotland 11 to 16/16+ study

One of the greatest strengths of this PhD study is that participants were sampled
from a representative cohort who had participated in the longitudinal West of
Scotland 11 to 16 /16+ Study, hereafter referred to as the 11 to 16/16+
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Study. Briefly, this study, based in and around Glasgow, recruited respondents
in their final year of primary schooling (aged 11, in 1994-5). They were re-
surveyed after the transition to secondary school (aged 13), during the final year
of statutory education (aged 15) and then after leaving school at age 19 with, in

addition, a postal survey at age 22 (2006)

The 11 to 16 Study was established to answer specific research questions
relating to several main areas of enquiry. The first of these aimed to examine
the associations between social class and adolescent health and to see whether
these varied by age. The second question focused on gender differences in
health, again addressing whether these varied by age. The third area of enquiry
aimed to examine how health-related behaviours differed by age, social
background, gender, and perceptions of the future. A final question was
whether there were school differences in health and health behaviours in

adolescence. (Sweeting & West, 1998).

At ages 11, 13 and 15, data collection took place via school-based surveys,
conducted in exam-type conditions. At each stage, participants completed a
questionnaire in respect of their health (physical and mental), health behaviours
(including diet, exercise, smoking, drinking and illicit drug taking), education,
friendships, and future aspirations/predictions. Research staff were on hand to
assist if necessary. In addition, a survey nurse collected physical measurements
including height and weight (indoor clothes, without shoes) and respiratory
function, and conducted a brief interview which included items relating to
parental occupation, used to determine social class. At the age 11 survey,
parents also completed a questionnaire which included questions about socio
economic status, their child’s health, personality, the early years including birth
size and feeding habits, various aspects of family life, schooling and future
aspirations for their child. In addition, at 15, selected modules of a self-
administered computerised (Voice) version of the (psychiatric) Diagnostic
Interview Schedule for Children (DISC) (Shaffer, Fisher, Lucas, Dulcan, &

Schwab-Stone, 2000) were completed, using laptops.

In addition to the school-based age 11, 13 and 15 surveys, an interview-based
study (716+) took place between 2003-4 when cohort membe