
 

 

 

                                                          

 

 

 

 

 

 

 

 

 

T.C. 

YEDITEPE UNIVERSITY 

INSTITUTE OF HEALTH SCIENCES 

DEPARTMENT OF NUTRITION AND DIETETICS 

 

 

 

 COMPARING FAT PHOBIA ATTITUDES OF 

FACULTY OF HEALTH SCIENCES STUDENTS IN 

A FOUNDATION UNIVERSITY 

 

 

MASTER THESIS 

 

  

 

                                                    MELİS KARAKAYA 

 

 

 

                                                        Istanbul–2019 



  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

                                                        T.C. 

YEDITEPE UNIVERSITY 

INSTITUTE OF HEALTH SCIENCES 

DEPARTMENT OF NUTRITION AND DIETETICS 

 

 

 

 

 

 

COMPARING FAT PHOBIA ATTITUDES OF 

FACULTY OF HEALTH SCIENCES STUDENTS IN 

A FOUNDATION UNIVERSITY 

 

MASTER THESIS 

 

MELİS KARAKAYA 

 

 

 

SUPERVISOR 

DOCTOR LECTURER ARZU DURUKAN 

 

 

 

 

Istanbul–2019



 ii 

 

 



 iii 

DECLARATION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 iv 

ACKNOWLEDGMENT 

 

To my dedicated supervisor Doctor Lecturer Arzu Durukan, who is with me in all 

stages of planning, preparation and presentation of this thesis work, with her sincere 

help,  

 

To my mother Binnur Karakaya and my father Ali Irfan Karakaya, who are with me in 

every moment of my life, believe in me and never lose their support, 

 

Finally, to Ms. Ebru Osmanoğlu Akyol, who helped biostatistics parts of this thesis, 

 

I would like to present my thanks and gratitude. 

 

Melis KARAKAYA 

 

                  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



v 

TABLE OF CONTENTS 

THESIS APPROVAL FORM ..................... ................................................................ ...II 

DECLARATION ............................................................................................................ İİİ 

ACKNOWLEDGMENT ................................................................................................ İV 

TABLE OF CONTENTS ................................................................................................. V 

LIST OF TABLES ........................................................................................................ Vİİ 

LIST OF SYMBOLS AND ABBREVIATIONS ........................................................ Vİİİ 

ABSTRACT .................................................................................................................... İX 

ÖZET ............................................................................................................................... X 

1. INTRODUCTION AND PURPOSE ......................................................................... 1

2. GENERAL INFORMATION ................................................................................... 4

2.1. OBESITY AND ITS PREVELANCE ................................................................... 4 

2.2. THE EFFECT OF OBESITY ON SOCIAL LIFE ................................................. 7 

2.2.1. THE EFFECT OF OBESITY ON SOCIAL LIFE IN CHILDHOOD AND 

ADOLESCENT PERIOD ............................................................................................... 12 

2.2.2. THE EFFECT OF OBESITY ON WORKLIFE .............................................. 16 

2.2.3. THE EFFECT OF OBESITY ON EDUCATIONAL LIFE ............................. 20 

2.3. THE EFFECT OF THE CONVENTIONAL MEDIA ON OBESITY 

PERCEPTION ................................................................................................................ 20 

2.4. THE EFFECT OF INTERNET AND SOCIAL MEDIA ON OBESITY 

PERCEPTION ................................................................................................................ 23 

2.4.1. THE EFFECT OF FACEBOOK USE ON OBESITY PERCEPTION ........... 27 

2.4.2. THE EFFECT OF INSTAGRAM AND PINTEREST ON OBESITY 

PERCEPTION ................................................................................................................ 29 

2.5. THE EFFECT OF OBESITY ON HEALTHCARE SERVICE AND 

HEALTHCARE PROFESSIONALS ............................................................................. 31 

2.6. THE EFFECT OF SOCIODEMOGRAPHIC AND PERSONAL 

CHARACTERISTICS ON OBESITY PERCEPTION .................................................. 38 

2.7. FAT PHOBIA AND FAT PHOBIA SCALE ...................................................... 42 

3. MATERIAL AND METHOD ................................................................................. 44

4. FINDINGS .............................................................................................................. 46

5. DISCUSSION .......................................................................................................... 53

6. CONCLUSION ....................................................................................................... 62



vi 

7. RECOMMENDATIONS ........................................................................................ 63

8. REFERENCES ........................................................................................................ 64

9. APPENDIX ............................................................................................................. 76



 vii 

LIST OF TABLES 

 

 

Table 4.1: Distribution of findings related to research………………………………...47 

Table 4.2: Distribution of responses to fat phobia scale items………………………...48 

Table 4.3. Evaluation of fat phobia score and fat phobia status according to gender…49 

Table 4.4. Evaluation of fat phobia score and fat phobia status according to studying 

department……………………………………………………………………………...51 

Table 4.5: Evaluation of fat phobia score and fat phobia status according to BMI…...52 

Table 4.6: Evaluation of correlation between BMI and values of fat phobia score 

………………………………………………………………………………………….54 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 viii 

LIST OF SYMBOLS AND ABBREVIATIONS 

 

US: United States 

ASO: Association for the Study of Obesity: 

WHO: World Health Organisation 

BMI: Body Mass Index 

IDF: International Diabetes Foundation 

cm: centimeter 

NHANES: The National Health and Nutrition Examination Survey 

MIDUS: National Survey for Midlife Development in the United States  

CON-RCO: The Canadian Obesity Network-Reseau Canadien en Obesite  

GSOEP: German Socioeconomic Panel 

kg: kilogram 

IAT: Implicit Associations Test  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 ix 

ABSTRACT 

 

Karakaya, M. (2019). “Comparing Fat Phobia Attitudes of Faculty of Health 

Sciences Students in a Foundation University”. Yeditepe University Institute of 

Health Sciences, Department of Nutrition and Dietetics. Master Thesis. Istanbul. 

This study was carried out to determine fat phobia scores of Faculty of Health Sciences 

students in Yeditepe University. For this purpose, 311 students who accepted to 

participate in the research were given data forms consisting of demographic questions 

such as age, gender, studying department, height (cm), weight (kg) and 14-item Fat 

Phobia Scale. Data obtained from data forms was biostatistically analyzed via SPSS 

Statistics 22 and in a result; fat phobia score of students who are studying Nutrition and 

Dietetics was determined 3,92, fat phobia score of students studying Physical Therapy 

and Rehabilitation was 3,54 and fat phobia score of students who are studying Nursing 

was found 3,82. Fat phobia score of students who are studying Physical Therapy and 

Rehabilitation was found significantly lower than fat phobia scores of Nutrition and 

Dietetics and Nursing students. On the other hand, no significant difference was 

determined between gender and fat phobia score. Students who are in thin BMI range 

was found to be have significantly higher fat phobia score than students being in healthy 

BMI range. However, for students that are in other BMI ranges, no significant 

difference was determined according to their fat phobia score. Consequently, as a future 

health-care professionals, students who are studying in Health Sciences Faculty were 

found to have fat phobia that affects individuals’ obesity treatment negatively. Thus, for 

avoiding or decreasing fat phobia, public awareness and new strategies should be 

developed and broader scientific researches are needed.   

Key words: Fat Phobia, Obesity, Weight Stigma, Weight Discrimination 
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ÖZET 

 

Karakaya, M. (2019). “Bir Vakıf Üniversitesinde Sağlık Bilimleri Fakültesinde 

Okuyan Öğrencilerin Kilofobi Durumunun Karşılaştırılması”. Yeditepe 

Üniversitesi Sağlık Bilimleri Enstitüsü, Beslenme ve Diyetetik ABD. Master Tezi. 

İstanbul. 

Bu çalışma, Yeditepe Üniversitesi Sağlık Bilimleri Fakültesi’nde eğitim görmekte olan 

öğrencilerin kilofobi durumunu saptamak amacıyla gerçekleştirilmiştir. Bu amaçla; 

araştırmaya katılmayı kabul eden 311 öğrenciye yaş, cinsiyet, eğitim almakta olduğu 

bölüm, boy (cm), kilo (kg) ve 14 maddelik Kilofobi Ölçeği sorularını içeren bilgi 

edinme amaçlı veri formu dağıtılmış ve katılımcılardan, formu eksiksiz ve doğru bir 

şekilde doldurmaları istenmiştir. Elde edilen veriler SPSS Statistics 22 programı 

kullanılarak analiz edilmiştir. Çalışmanın sonucunda, Beslenme ve Diyetetik bölümü 

öğrencilerinin ortalama kilofobi puanı 3,92; Fizyoterapi ve Rehabilitasyon bölümü 

öğrencilerinin 3,54; Hemşirelik bölümü öğrencilerinin ise 3,82 çıkmıştır. Fizyoterapi ve 

Rehabilitasyon bölümünde eğitim görmekte olan öğrencilerin kilofobi puanı; Beslenme 

ve Diyetetik ve Hemşirelik bölümünde okuyan öğrencilerin kilofobi puanından 

istatistiksel olarak anlamlı düzeyde düşük bulunurken cinsiyete göre kadın ve erkek 

öğrencilerin kilofobi puanları incelendiğinde ise, istatistiksel olarak anlamlı bir farklılık 

çıkmamıştır. Öğrencilerin BKİ değerleriyle kilofobi puanı arasındaki ilişki 

incelendiğinde; zayıf BKİ aralığında yer alan öğrencilerin kilofobi puanı, normal BKİ 

aralığında yer alan öğrencilerin kilofobi puanından istatistiksel olarak anlamlı düzeyde 

yüksek bulunmuş ve diğer BKİ aralığında yer alan öğrencilerin kilofobi puanları 

açısından istatistiksel olarak anlamlı bir farklılık bulunamamıştır. Çalışmanın 

sonucunda, geleceğin sağlık çalışanları olarak Sağlık Bilimleri Fakültesi’nde eğitim 

görmekte olan öğrencilerin, obez bireylerin tedavi süreçlerini negatif yönde etkileyen 

kilofobiye sahip olduğu ve farkındalık oluşturularak kilofobinin önlenmesi veya 

azaltılması gerektiğine ulaşılırken; bu alanda yeni stratejilerin oluşturulması ve daha 

geniş araştırmaların yapılması gerekli görülmektedir.  

Anahtar Kelimeler: Kilofobi, Obezite, Obezite Önyargısı, Kilo Ayrımcılığı 
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1. INTRODUCTION AND PURPOSE  

Along with the developing science and technology, the physical activity level of 

individuals decreases; nutrition and dietary habits begin to change [1]. Especially in the 

last 30 years; in developing and developed countries, obesity can be observed to cause a 

wide range of physical, social and psychological problems [1,2]. Obesity, most 

commonly known as a chronic disease which is characterized by the increase in adipose 

tissue in the body, is caused by different genetic or biological susceptibilities; hormonal, 

metabolic, environmental, psychological or behavioral reasons; low cost of unhealthy 

food products in the food market of the country; various agricultural policies; and lack 

of healthy food sources in neighboring countries. It is the most challenging health 

problem of the 21st century and accepted as a multifactorial and complex health and 

social problem [3-6]. Apart from these factors that cause obesity; the rapid spread of 

ready-to-eat foods with high calorific value, the development of technology that tend to 

increase sedentary life, intensive work life, family and peer effect, stress, insomnia, 

anxiety, depression, post-traumatic events, some prescribed drugs, endocrine diseases 

etc. may also cause obesity [6]. Considering all these reasons, obesity is considered to 

be the major cause of preventable mortality and disease in the United States (US) [7].  

In 2014, the National Health and Nutrition Examination Survey found that 35% 

of the adult population in the US and 17% of the young population were clinically 

obese. This shows that the prevalence of obesity was increased by 2 times compared to 

its prevalence of 40 years ago [8,9]. Recent studies also showed that 64% of adults in 

the US are mildly overweight and 30% are obese, and the prevalence of obesity is now 

accepted to reach the epidemic level [9]. According to the data of the Association for 

the Study of Obesity (ASO) in Germany, 50.6% of women and 66% of men were in 

overweight or obese category [10]. In other words; half of the total adult population in 

Germany is in the overweight or obese category [11]. In a study conducted in the United 

Kingdom in 2010 has also found that 26% of adults were obese, and by 2025 it is 

reported that this ratio will be expected to reach 36% in women and 47% in men [12]. 

However, nowadays more than 10 million adults are known to be obese in the UK, and 

the obesity prevalence is rapidly approaching the prevalence of obesity in the US 

[13,14]. Although overweight and obesity are often seen by many authorities as a health 
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problem faced by high-income countries; the prevalence of obesity in developing 

countries is also known to increase rapidly [10].  

The report that National Heart, Lung and Blood Institute's has published was 

stated that overweight and obese are associated with many health problems such as 

Type 2 diabetes and cardiovascular diseases [15]. Besides Type 2 diabetes and 

cardiovascular diseases; obesity is also known to increase the risk of other health 

problems such as hypertension, hypercholesterolemia, liver diseases, sleep apnea, and 

some psychosocial diseases such as obsessive compulsive disorder, social phobia, 

anxiety, depression etc.  [2,16-19]. Although the serious effects of obesity on the 

physical health of the individual and the importance of the medical damages that may 

occur is accepted by many authorities, the social and psychological damages that can 

bring about serious consequences are not given enough importance [20]. Many studies 

conducted in the literature shows that obese individuals are not only confronted with 

physical health problems such as diabetes, cardiovascular diseases, hypertension etc.; at 

the same time they can also face with some serious social problems and constraints 

[21]. Despite increase in the prevalence of obesity worldwide, overweight or obese 

individuals are exposed to various prejudices, negative attitudes, beliefs or behaviors 

and discrimination by individuals of all age groups due to their weight in every domains 

of society [9,16,22,23]. In the population studies, 14% of obese individuals and 43% of 

morbidly obese individuals reported that they are subjected to maltreatment because of 

their weight [24]. So much so; in recent studies conducted in the US from 1995 to 2006 

stated that discrimination based on one's weight has been found to increase by 66% 

[25]. Obese individuals often face with this weight prejudice and discrimination by their 

colleagues, peers, family, spouse or medical staff and even social media especially in 

education and business life [26-31]. Perhaps the most important one from these factors 

is; the relationship between health care professionals and obese individuals which is 

vital in the prevention and treatment of obesity [32]. Although it is assumed that the 

primary health care professionals who lead their patients to a healthy lifestyle would 

have a lower levels of prejudice and negative attitude towards obese individuals, many 

studies show that health care professionals such as doctor, nurse, dietitian, psychiatrist 

etc. have some negative beliefs, thoughts, attitudes and behaviors towards obese 

individuals [33]. Moreover, in many studies, these negative attitudes and behaviors are 

not only found in health care professionals; it is also found in students studying in this 



 3 

field [34]. These negative attitudes, thoughts or prejudices against overweight or obese 

individuals from health care professionals or students studying in this field may affect 

their behavior and as a result this behavior may lead to a negative outcome of the 

clinical treatment of the disease [35]. Because, these behaviors are mostly noticed by 

obese individuals and result in distance between the patient and the physician [36]. In 

fact, this may cause the patient to postpone or discontinue treatment [10,37] For this 

reason, it is necessary to determine the prejudice or negative attitudes of health care 

professionals and students studying in this field and to make awareness about these 

prejudice are very important [38]. 

   In this study; it is aimed to determine the negative attitudes, behaviors and 

prejudices of Faculty of Health Sciences students in a foundation university and to 

compare results that obtained. For this purpose, a research based on the attached 

informative data form that named Fat Phobia Scale has been conducted on the study 

sample. 
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2. GENERAL INFORMATION 

2.1.OBESITY AND ITS PREVELANCE 

Obesity expressed by the World Health Organization (WHO) as abnormal and 

excessive fat accumulation in the body that may negatively affect the health of the 

person is considered as a multifaceted chronic disease, affecting approximately 700 

million adults in worldwide and showing a continuous increase in its prevalence 

[18,39]. It was declared an epidemic disease by WHO in 2008 and its prevalence in 

Western countries has reached large numbers today [40]. According to globally 

accepted cut-off points, individuals with body mass index (BMI) 30 and more are 

counted in the obese class; with BMI between 30 and 35 are in 1st grade of obese, the 

ones between 35 and 40 are in 2nd grade of obese and 40 and more are rated as 3rd 

grade obese [18,41]. Apart from this classification, abdominal obesity classification can 

be also made according to the waist circumference ratio. According to the International 

Diabetes Foundation (IDF); waist circumference that is 80 cm and above in women and 

94 cm in men is considered as a risk group for obesity [18]. Many studies have shown 

that individuals with severe obesity in the 2nd and 3rd grades of the BMI are at a much 

higher level of health risk due to obesity [41]. Besides genetic, hormonal, 

psychological, cultural, social, environmental, interrelated factors that may cause 

obesity, it is known that the nutritional habits and behavior patterns of individuals have 

a very strong effect on obesity as well [3,4,42].  

When data from today are compared with data from 10 years ago, it is seen that 

the adult obese population living in the USA has increased rapidly [43]. The National 

Health and Nutrition Examination Survey (NHANES) of 2005-2006 was stated that 

32.7% of the adult population in the US were overweight, 34.3% of them was obese and 

5.92% of them was morbidly obese. By determing these results, for the first time in 

history, the US adult obese population was reported more than the adult overweight 

population [44]. Then, NHANES of 2007-2008 was found that 68% of the adult 

population was either overweight or obese [43]. However, today; it is known that 34.9% 

of the entire population in the US is obese, while 33% are overweight [27]. Besides US, 

obesity has high prevelance in other industrial countries as well. In Germany, this rate is 

seen around 23% and in Canada it is 25% [45] In a study conducted in Australia; 3,71 

million people that equals to 17.5% of the population were found to be obese and this 
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made 23.5% of the total adult population and 10.6% of the child population were obese 

[39]. Moreover; in a study conducted in the Czech Republic, the rate of obesity was 

14% in 2000, whereas it was reported to increase to 21% in a short period of 1 year 

[40]. In a study conducted in Taiwan also found that approximately 44% of the 

Taiwanese population was overweight or obese and when the results were compared to 

the US population; US adult population aged 20 years and older had a rate of 69% [46]. 

According to Soto; obesity has become a global public issue and is seen as severe in 

Mexico as well. Especially in Southeastern Mexico, the prevalence of overweight and 

obesity risk is much higher in Anglo-American children. He also stated that in Mexico, 

the disease burden associated with diabetes and obesity has increased considerably over 

the past 15 years [47]. Later, in a study conducted in Mexico in 2015, 34.2% of men 

and 24.2% of women were found obese. With these rates, the United States and 

Mexico; have become the first two countries with the highest obesity rate worldwide 

[48]. A study conducted in the UK has revealed the seriousness of the situation. Today, 

it is estimated that 1/4 of the adult population in the UK has a BMI 30 and more, but by 

2025, it is estimated that this ratio will account for 47% of the total men population and 

36% of the total population in women [35]. This rate is almost equal to the prevalence 

of obesity in the US, and in the US this rate corresponds to 2/3 of the total population 

[42]. According to WHO; overweight and obesity are becoming a major threat 

worldwide and affecting the entire population [4]. In fact; in US, obesity began to take 

the 2nd place in the list of most preventable causes of death after smoking and causes 

14% of the preventable causes of death [39]. It significantly reduces the average life 

expectancy and is reported to be the cause of approximately 500,000 deaths in the US 

every year [49]. Moreover in worldwide, it is recognized as the fifth leading factor in 

mortality [10]. But perhaps the feature that makes obesity one of the most important 

medical problems is not just adults; it affects children and adolescents as well [50]. 

Childhood obesity is considered to be one of the most important public problems, and 

by 2020 it is estimated that 80% of the 20-year-old population will be overweight or 

obese [51]. Recent studies have found that 22 million children under 5 years of age are 

slightly overweight in all over the world [50]. Because of these high rates and the ever-

increasing prevalence, the urgent need for public health interventions aimed at 

preventing obesity is gaining importance [52].  
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In the last 30 years, obesity is known to cause many physical, social and 

psychological problems in developed and developing countries and limits the success of 

treatment because of these factors [1,2,49,53]. This chronic disease with high morbidity 

and mortality results in Type 2 diabetes, hypertension, hypercholesterolemia, liver and 

cardiovascular diseases and many psychosocial diseases [2,16-19]. Especially, it is 

known that Type 2 diabetes and obesity may generally progress together [30]. These 

diseases are more likely to be seen in obese individuals, however; besides these diseases 

many types of infections and cancers can also occur due to obesity [2] In a recent meta-

analysis study, it was found that many different types of cancers were associated with 

obesity in the Asian population. Especially, the risk of breast cancer was found higher 

with obesity. Similar findings have also been found in a study involving the Chinese 

population, and it has been reported that obesity increases the risk of mortality by 

causing many health problems. In addition, it has been shown to cause chronic 

respiratory diseases, skeletal muscle diseases such as osteoarthritis, and reproductive 

diseases such as infertility and sexual impotence which are not fatal but may have a 

negative effect on the general physical health status [49]. It is also known that high BMI 

or obesity, besides its damages to the physical health of a person, can also reduce 

health-related quality of life at many different levels and negatively affect mental or 

psychological health [24,54]. In a study conducted for this purpose, children with 

obesity were found to have lower health-related quality of life than children diagnosed 

with cancer [24]. Even; in 1985, the National Institutes of Health underlined the 

importance of the psychological burden of obesity [55]. Individuals with obesity often 

experience low quality of life or self-esteem and increased risk of depression, guilt, 

suicidality, psychiatric disorders and body image disorder. Also a possible relationship 

with the metabolic syndrome which draws a picture similar to Cushing's Syndrome that 

is shown up when increase in cortisol stress hormone is focused [27,55]. It is thought 

that weight discrimination that obese individuals face due to their weight is perceived 

by the body as a chronic stress factor and may create this effect. Therefore, this types of 

discrimination or prejudice are thought to increase the severity of obesity much more 

[24]. In addition, in the long-term scenarios where increased BMI and obesity are seen 

from childhood, it is emphasized that the risk of BMI and depressive symptoms and 

body image disorder may become more dangerous and become more dangerous when it 

comes to adulthood [27].  
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2.2. THE EFFECT OF OBESITY ON SOCIAL LIFE 

Although the effects of obesity on the physical health of individuals have been 

researched and proven by many authorities, the social and psychological effects of 

obesity on individuals are not given importance [20]. In recent studies show that obese 

individuals are not only confronted with physical health problems such as diabetes, 

cardiovascular diseases, hypertension etc.; they can also face with some social problems 

and constraints that will affect them negatively [21]. Therefore, when the higher the 

prevalence of obesity have become, the more intense and serious social consequences of 

being obese have been intensified [56]. In the studies, it is shown that in every aspect of 

life, obese individuals are confronted with negative attitudes, beliefs or behaviors; 

prejudice, discrimination, ridicule, etc. because of their weight [9,16,22,23].It has been 

found that even bariatric surgery patients are exposed to discrimination because of their 

weight in their pre and post-op process [39]. However, in worldwide; when the 

prevalence and global awareness of obesity continue to increase rapidly; the prevalence 

of social restrictions and negative behaviors due to obesity does not fall, but on the 

contrary, it continues to increase [41]. Although it is one of the most socially 

unacceptable type of prejudice and discrimination; the discrimination faced by a person 

due to his weight is widely seen in many societies [24,57]. Studies have found that 

prejudice and discrimination against obese individuals in the US are much higher 

compared to the previous 40 years [58]. For this purpose, a large-scale survey of 20,649 

participants was conducted and the prevalence of prejudice, negative attitudes and 

behaviors of individuals based on their weight were found to reach up from 3.5% to 

20.5% [46,59]. When the data of 10 years ago were examined, it was seen that this 

prejudice and weight discrimination increased by 66% and this level almost equaled 

with racial discrimination [38]. Given the high prevalence of overweight and obesity in 

the US at present, it is inevitable that these negative thoughts will exacerbate public 

health and health inequality [60]. Other than these negative attitudes and beliefs towards 

obese individuals due to their weight, they can also be associated with negative 

adjectives such as lazy, non-intelligent, slow, powerless, clumsy, undisciplined, 

gluttonous etc.; excluded or ignored by society; seen as lower social status compared to 

non-obese individuals; exposed to various social restrictions; received negative 

comments and confronted with difficulties in establishing interpersonal relationships 

[61-65]. So much so; in a study conducted in Hong Kong, some obese individuals may 
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not even prefer to leave home to avoid these negative attitudes and discrimination [49]. 

Originally, these negative forms of behavior that have a strong effect in the emotional 

and physical health of obese individuals included only the definition of degrading 

individuals with unwanted personal characteristics; however, in time, negative attitudes, 

beliefs, prejudice, and discrimination have been encompassed in definition [60,66]. 

Nowadays; all behaviors that are constantly exposed by obese individuals and cause 

emotional distress on these people such as the exclusion, rejection, mockery, bullying, 

harassment, hostility etc. included in this definition [67,68]. In particular, the jokes 

based on the individuals’ weight are considered more socially acceptable by the society 

as compared to other prejudice and discriminating jokes; therefore, such weight jokes 

become more common and they are tried to be normalized [15]. Moreover; obese 

individuals who are exposed to this normalized situation may start to see their social 

identity or status as worthless in time; and be ready to take on the unconventional and 

unequal treatments and to be able to adopt itself. As a result, it begins to impose a 

limitation on the their social and economic opportunities by feeling a justification for 

negative attitude and prejudices because of being overweight and obese [41,68]. For 

example; they may limit their usual desires such as going to school or gym, changing 

his/her current job, taking stylish clothes, building a romantic relationship, using of 

medical service etc. [38,61,69]. In other words, obese individuals who are constantly 

exposed to these negative attitudes and social messages because of their weight may 

begin to internalize and adopt these negative messages. In fact, by taking these negative 

messages from external sources to a higher level and can start to apply negative attitude 

and discrimination on themselves [68,70,71]. They begin to see obesity as negative as 

the individuals in the normal weight range, apply in-group devaluation and isolate 

themselves within the group that they think they are in [19]. According to a recent 

study, unlike the other groups that have been discriminated against, obese individuals 

can make devaluation to in-group level and adopt negative attitudes or behaviors 

towards the group that they belong as well as individuals not included in the group 

[72,73]. Such level of internalization can lead to even more dangerous and serious 

consequences than the consequences of discrimination due to race or sex [42]. 

According to Puhl, it is more likely to internalize this discrimination on obesity, as 

opposed to other discriminated groups. The reason for this is that obesity has more 

socially acceptable attitudes and behaviors, but is also seen more widely in society [6]. 

As a result; individuals who face discrimination and prejudice; jokes tried to normalize; 
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exclusion by their family, spouse and friends; fail to combat this and may face severe 

consequences [16,43]. In recent studies; it is seen that individuals who encounter this 

type of negative attitude, behavior or discrimination and internalize this process have 

higher risk of obesity and other chronic diseases than individuals who encounter only 

discrimination and do not internalize this situation [22,71,74]. These diseases associated 

with obesity and stress-related can be caused by stress induced by these negative 

behaviors [74]. In addition, they become more susceptible to unhealthy and undesirable 

behaviors or behaviors that trigger obesity as a response, and as a result, their weight 

increases with time or instead of advancing in the treatment of obesity, it can achieve 

psychosocial outcomes that will take a backward course [37,75-77]. According to Soto, 

when obese individuals are subjected to negative behavior or discrimination related to 

their weight, they continue to adopt bad eating habits and increase their calorie intake, 

or decrease their level of physical activity [78]. Also, patients under obesity treatment 

can disrupt their follow-up process, increase calorie intake, create irregular eating 

intervals, limit the amount of energy they spend or begin to step out of the treatment 

program [62,79]. For example, an obese individual who is convinced by the society that 

his desire of food is weak and internalizing it; he may not stop himself from thinking 

that he cannot resist this request, when he craves foods containing high calories [71]. As 

a result, the chances of success in weight loss treatment decrease and therefore; the risk 

of obesity is increased and the expected quality of life of the individual decreases even 

more [22,37,80]. Other than inclining to negative/unhealthy behaviors; internalizing the 

weight discrimination can also cause some psychological and psychiatric disorders such 

as personality mood disorders, body dissatisfaction, drive for thinness, depression, low 

self-esteem, anxiety, stress, suicidal tendency, bipolar disorder, helplessness, social 

isolation, binge eating syndrome, emotional eating, anorexia nervosa etc. Therefore, the 

risk of mortality is further increased [2,4,16,69,76,81-83]. In many epidemiological 

studies, internalized weight discrimination has been shown to increase the diagnostic 

criteria for many different psychiatric disorders [84]. Especially in recent studies; they 

focus on the relationship between internalized weight discrimination and binge eating 

syndrome, and obese individuals who have been exposed to such negative attitudes and 

behaviors have found more tend to have binge eating behavior [76,85,86]. Moreover, in 

a similar based study, obese individuals showing binge eating behavior have found to be 

exposed much more weight discrimination compared to obese individuals who do not 

show binge eating behavior [76]. So much so; it has been reported that weight 
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discrimination is a more meaningful indicator of binge eating behavior than other 

specified risk factors [76,85,86]. According to Friedrich, 40% of individuals with a BMI 

of 30 and over have a binge eating behavior. In addition, obese individuals exposed to 

weight discrimination reported 3.3 times more risk of binge eating behavior [46]. 

Besides adult population, in a prospective study of 2516 adolescents who were exposed 

to weight discrimination was also studied and similar findings were found in 

adolescents. The eating behaviors of adolescents were examined for 5 years and at the 

end of the 5th year, all age, race and socio-economic conditions were taken into 

consideration, and binge eating behavior was observed in both male and female 

adolescents [56,85]. Unhealthy eating behavior and binge eating behavior were also 

observed in female and male children who went to a weight loss camp and reported 

weight discrimination [85]. In another recent study, obese women who were exposed to 

a film contained weight discrimination and negative messages have found to receive 

much more calories compared to the group exposed to a film contained neutral 

messages [67]. Bruchu who also examined binge eating behavior has found similar 

findigs and reported that participants who were exposed to weight discrimination 

ordered a higher calorie meal from the menu at a restaurant they went [87]. When obese 

individuals are in negative mood states such as anger, anxiety, depression etc. they try 

to suppress this negative mood. However, when they try to suppress these negative 

mood, they are triggered directly or indirectly by behavioral patterns that cause these 

mood states; ultimately, they are ineffective with stress state and faces weight gain 

[46,88]. In many the US studies, a strong relationship was found between the perceived 

or internalized weight discrimination and stress by obese individuals. Moreover; they 

found to be 3 times more stressed than the individuals in normal weight who were not 

exposed to weight discrimination because of the physiological stress responses in the 

body which perceive this state as a stressor during a weight bias or discrimination and 

reveal other physiological stress indicators in obese individuals who are found to have 

increased levels of cortisol hormone [4,24,80]. Then, this situation can cause an 

increase in eating behavior, thus increasing weight gain and leading to an increase in 

weight-based prejudice and discrimination [4,89]. The effectiveness of obese 

individuals' weight loss-based treatments worsen and the persistence of overweight or 

obesity increases [61,67,90]. After all; this relationship between internalized weight 

discrimination, obesity and stress continues into a vicious cycle and adversely affects 

each other [81]. Therefore; in obese individuals who are exposed to weight 
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discrimination, it is important to determine whether this situation affects their eating 

behavior and to examine whether these changes cause unhealthy eating habits [56]. In 

Health and Retirement Study conducted on 13,692 adults and the National Survey for 

Midlife Development (MIDUS) conducted on 5709 adults reported that the participants 

who were exposed to such negative attitudes and behaviors was found to have the risk 

of mortality increased by 60% independent than BMI [36]. Due to its all negative 

consequences that obesity causes, The Canadian Obesity Network-Reseau Canadien en 

Obesity (CON-RCO) known as Canada's largest unit for combating obesity is referred 

weight-based discrimination as one of the most important obstacles to patient-based 

obesity strategies, a way to lower the process of obesity, tend to unhealthy behaviors 

that cause obesity, and set aside for the effort to restore one's health [26,85].  

According to the MIDUS report on 1136 individuals aged 35-74 years between 

2004 and 2006, individuals have not been able to get promoted at work due to their 

weight, have a lower level of health care compared to individuals with normal weight 

and have been confronted with 11 different types of discrimination [13]. For MIDUS, 

these people account for 12.2% of the total population and the rate continues to increase 

[4,13]. In a retrospective study examining weight discrimination; participants in the 

study were asked to scored their weight discrimination or negative attitudes and 

behaviors experience between never and once a month and according to the results 

obtained from the research, it was found that the participants were exposed to these 

negative behaviors in their lives at least once. In another study involving 50 female 

participants during a 1-week period; 3 different weight discrimination and negative 

behavior patterns were observed on an average day. Also; in a similar study involving 

both male and female participants during two-week period, average of 2.4 times weight 

discrimination and negative behavior patterns were observed [61]. Similar results were 

found in a recent study on individuals with normal weight ranges and 92.5% of these 

individuals have confirmed that they have at least one of these negative attitudes and 

behaviors towards obese individuals [91]. Although these prejudices, negative attitudes, 

beliefs and behaviors and discriminatory practices are based on the individual's weight 

are seen as socially most unacceptable prejudice and discrimination types in Western 

countries; nowadays, weight-based discrimination is the third most common type of 

discrimination among women and the fourth most common type of discrimination 

among men in the US [92,93].  
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2.2.1. THE EFFECT OF OBESITY ON SOCIAL LIFE IN 

CHILDHOOD AND ADOLESCENT PERIOD 

Perhaps the most important point that makes weight-based discrimination and 

prejudice a very dangerous situation is that this type of negative behavior is also 

encountered in children and adolescents [32,94]. Similar studies have been achieved in 

recent years and negative beliefs and attitudes towards obese individuals have been 

found to be quite common among both adults and children [93]. So much so; studies 

have shown that these negative behaviors occur in early childhood and children aged 5-

10 years and children tend to desire to be friends with children in the ideal weight range 

rather than overweight and obese children [95]. Similar results were found in Staffieri's 

study of girls between the ages of 7 and 11, and it was stated that the attribution of 

negative adjectives was higher for endomorphic body types of girls [96]. Moreover, 

beyond the 7-11 age range, even infants in pre-school age have been found to be 

subjected to more negative adjectives compared to babies with overweight [95]. In 

another study conducted on pre-school children, 86% of children have been found to be 

more unwilling and dissatisfied when they saw picture of overweight child compared to 

other pictures of 2 children of the same sex but have underweight and normal BMI 

range [96,97]. When American and Australian children of the same age group are 

examined, this sympathy for normal weight and antipathy for overweight and obesity 

were determined to be begin at the age of 3-4 [98-100]. The reason for this, even in 3-

year-old, expression of fat ones with messy, sad, lonely etc., thin ones with smart, 

polite, cute etc. and less choosing fat ones as a playmate began to be seen [98,99,101]. 

Therefore, it is certain that overweight and obese children are widely exposed to 

negative attitudes and behaviors by their peers, and this is expected to continue 

throughout their childhood [101]. Especially, considering the increasing prevalence of 

childhood obesity, it is inevitable that this weight-based discrimination and negative 

behavior among overweight and obese children increase as well [98,102]. Moreover; as 

BMI increases, it is known that these negative behaviors are more common; the morbid 

obese individuals with a BMI of 40 and more are at a higher risk of experiencing these 

behaviors than those with a BMI of 40 and below [59,61]. 

Among obese children; weight bias which is mostly seen as bullying or 

discrimination by their peers, parents and teachers is one of the most common problems 

in their school [50,85,103]. In studies, this scenarios has been widely encountered 
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especially in preschool and primary school children [50,97]. In this time period; obese 

children can be expressed as more unhealthy, lazy, grumpy and incapable compared to 

their peers who are mostly in ideal BMI range [94,103]. Positive characteristics such as 

having more friends or being happy are seen as more suitable for children with an ideal 

BMI range; however, being more unhealthy and less fit seems to be suitable for obese 

children [104]. Obese children are often less preferred by their peers as playmates and 

socially excluded [105]. It is very common for obese child to be rejected as friends, not 

accepted as playmates or rejected by the opposite sex; and it is seen more among 

children from the age of 9 and continues to grow stronger in the age of primary school 

[106].  

For example, children in the 7-10 age group stated that they preferred the obese peers in 

their classrooms as a playmate at least and felt the least affinity for them [97]. In 

classical study by Richardson in the 1950s, 600 students aged 10-11 years were shown 

6 different child pictures: healthy, obese, children with wheel chair, wounded and leg 

wrapped, lack of one hand, child with disfigurement; respectively and asked to rank 

them according to their preference to make friends with [36,94]. According to the 

results, students; instead of making friends with the obese child, they have even 

preferred to make friends with the child with disabilities [94]. After 40 years, similar 

repetitive studies have shown that the rate of preference of obese children as friends is 

much more low [106]. When obese children expose this hypothetical social rejection 

seen by the selection of photographs in the previous study by their peers in their real 

life, some behavioral and psychosocial problems which can have highly dramatic and 

dangerous consequences may occur [66,107]. For example; increased blood pressure; 

avoidance in going to school, participating in physical education classes or doing 

physical activity; isolation from many educational or social activities; low self-esteem; 

anxiety; social isolation; depression etc. can be listed for these dramatic consequences 

and especially in the case of every weight discrimination or ridicule case, avoidance in 

going to school was reported to have increased by %5 [52,66,94,103,108,109]. Obese 

children who think that they are not physically or emotionally safe at school and not 

supported by their teachers due to these negative condition have also less commitment 

to school. It was observed that these children who reported that they were bullied or 

harassed by their peers because of their weight were observed to have less commitment 

to their school and their belonging to the school decreased. Because of the school 
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perceived as an environment exposed to stress by obese children, the decrease in school 

and course performance becomes an expected result. In a study by Puhl, obese children 

who reported that they were exposed to weight discrimination were found to have lower 

school grades compared to their peers who were in ideal BMI range [108]. Obese 

children who have also similar demographic characteristics with their peers who are in 

the ideal BMI range have found to be less academically successful and this relationship 

between school performance and grade point average is associated with some 

psychological problems such as low self-esteem, depression, anxiety etc. other than 

weight status [110]. It is known that obese children can face many different 

psychological problems besides avoiding going to school and decreasing in 

commitment of school. A study with 9-year-old children who are in the clinically obese 

class stated that obese children had lower self-esteem than their peers with an ideal 

weight range and the reason for this was they had to be confronted with ridicule, 

discrimination, exposure to less friends, and exclusion from many social activities due 

to their weight [20]. Obese children can struggle with mood disorders, anxiety and 

depression 2.5 times more than their normal weight peers who do not face any weight 

discrimination [36]. In another study, it was observed that 11.7% of obese children were 

at increased risk of depression. In addition; in a study conducted by Madowitz on 

children between the ages of 8 and 12, findings to support this data were found and it 

was stated that these children who were exposed to discrimination or ridicule due to 

their weight had much higher depression levels compared to their peers who were not 

exposed to any weight discrimination. Moreover; Puhl found that 42% of overweight 

high school students felt sad and depressed when they faced with weight discrimination 

[102]. However, despite all these potentially dangerous consequences, weight-based 

negative attitudes and discrimination are very common in childhood and obese children 

continue to be at great risk. According to a recent study; 2/3 of girls and 1/4 of boys 

reported being bullied by their peers because of their weight. This rate is almost 60% 

for children with higher BMI [111].  

In the early childhood weight discrimination and prejudice scenarios; these 

negative social experiences are becoming stronger and more dangerous when they 

become adolescent [32,94]. Especially, in the early adolescent period, it is highly 

anticipated and common for the individual to have pubertal and socio-emotional 

changes, thus; when social pressure about being thin happens to adolescent, it may 
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cause an individual to obsess his/her weight or become riducule target from their peers 

[108]. Moreover, due to the fact that the willingness and expectation of approval by 

peers in this period is quite strong and determination of their social identity and 

expectations from their life happen in this time period; it makes them highly vulnerable 

to a possible weight discrimination and prejudice to be exposed. Consequently, its 

effects become very important issue because of having very dangerous consequences 

for the adolescent individual in terms of their emotional and social development [112-

114]. Especially during the transition period from primary to middle school, adolescents 

are more exposed to weight discrimination and both girls and boys are aware of their 

appearance or they start to do comparisons with their peers about their behaviors, bodies 

and physical characteristics [108]. In a qualitative study of 50 obese adolescent girls, 

obese adolescent girls were asked whether they had encountered any negative attitude 

or behavior because of their weight and all of the adolescents except 2 of them stated 

that they exposed to nicknaming, mockery or ridicule [52]. Almost 40% of overweight 

and obese adolescents reported that they are exposed to this weight ridicule or mockery 

along with social exclusion, ignorance and cyber bullying [102,103,111,112]. 

Discrimination seen in this period is generally started with a weight-based ridicule or 

teasing; and especially during physical activities in school life; negative comments, 

mockery and ridicule due to weight are very common [85,90]. In a study of 1555 

adolescents, %85 of them stated that they had to become ridicule target due to their 

weight during their physical activity class in school. Also; in another study with 361 

adolescents who went to the weight loss camp stated that they were bullied and 

ridiculed because of their weight. As a result of all these negative behaviors that may be 

exposed during physical activity, it is inevitable that the motivation of physical activity 

decreases and the behavioral pattern affects negatively [85]. In a study conducted on 

high school students declared that students exposed to such negative attitudes and 

behaviors had avoided doing physical activity or going to the gym and also increased 

their caloric intake [115]. Especially, individuals aged 10-14 years become more 

susceptible to sedentary and isolated behavioral patterns when they expose to 

discrimination, ridicule or teasing based on their weight [112]. In another study 

conducted on 1419 primary school students, similar findings were found to support this 

knowledge and the students who were subjected to bullying due to their weight were 

found to be less self-efficacy and self-conception of physical activity compared to their 

peers who were in healthy BMI range [85]. As a result, every physical, verbal or 
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relational weight discrimination and prejudice that is exposed can be associated with an 

increase in BMI on adolescents [111].  

In a recent study in the US; the prevalence of obese adolescents has been found 

to be as high as 34% and it makes the situation very sensitive for adolescents who are 

vulnerable to weight discrimination that brings many dangerous consequences in 

emotional, social and physical aspects [111]. In some cultures, such negative attitudes 

and behaviors can be seen as a source of motivation for weight loss and social 

acceptance of the individual. However, even after weight loss in these individuals; 

dramatic effects persist due to her experience of being overweight [116]. Exposure to 

these negative conditions in childhood or adolescent period brings about very harmful 

and injurious consequences on the individual, regardless of their age [112]. According 

to a study Grilo conducted on 40 adult obese women; depending on the prevalence of 

weight discrimination in childhood or adolescence, when they become adult, they may 

face more body image dissatisfaction, anxiety, binge eating behavior or unhealthy 

weight control behaviors [52,56,69]. The reason for this is that in this age group, obesity 

is more severely devalued than other age groups and individuals are exposed to more 

negative and discriminating attitudes [94,103].  

2.2.2. THE EFFECT OF OBESITY ON WORKLIFE 

Weight discrimination is in almost all areas of life; from the recruitment process 

to benefiting from health services or from educational to personal life. It is such social 

discrimination type that the person is most exposed to by his family and friends and it 

can only be in personal level such as attitudes and beliefs or be in interpersonal level 

such as negative comments, ridicule etc. and be in institutional level that may affect the 

recruitment and training process [62]. In a study conducted with 3437 adults by Carr, 

interpersonal and institutional weight discrimination confronted by obese individuals 

was observed and found that obese individuals faced much higher levels of 

discrimination in their daily life, medical and healthcare source compared to individuals 

who are in healthy BMI range [117]. They are subject to many unwanted and 

unfavorable situations or prejudice in the hiring and interview process; not being able to 

get a higher amount of salary or promotion after hiring; attributing less qualified than 

other candidates with a normal BMI range; having fewer opportunities in education life 

such as rejection in school applications [9,20,79]. Even in cases of child adoption and 
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helping behavior, this inequality and discrimination can be seen [93,79]. In Swami and 

Chan’s hypothetical traffic accident scenario, women who are in the ideal BMI range 

were more likely to be helped compared to women who are overweight and obese [93]. 

The similar helping behavior pattern can also be seen in children when they were asked 

to simple daily tasks such as removing toys or putting fruit juice into the cup. In 

children, there was seen a greater desire to help non-obese children instead of obese 

children [118]. Puhl and Brownell argue that the weight of parents in some countries 

can be used as a selection criterion in the adoption process. However, in all these 

processes, perhaps the most encountered one that obese individuals may expose and the 

most one that are involved in researches may be business life process. According to a 

recent meta-analysis, obese individuals face a lot of disadvantageous situations in the 

workplace compared to non-obese individuals and these disadvantages begin from the 

hiring process [93]. For example, these individuals who apply for a job are usually 

perceived by employers as having low potential, professionalism and ambition for job 

qualifications [30]. These negative attitudes and behaviors encountered in business life 

are quite prominent and widespread, and often bring about social and economic 

inequality on obese individuals [119]. Nowadays, it is determined that the employees in 

the obese BMI range are exposed to 37 times more discrimination in their work life than 

the non-obese workers [120]. So much so; according to data from a recent study in the 

US, the discrimination faced by obese individuals in business life is equal to or higher 

than gender and racial discrimination [67]. 

Negative attitudes, beliefs, behaviors, prejudice and discrimination applied in the 

daily life or workplace due to the person's weight can be applied directly to employee or 

a potential employee in the hiring process or a former employee. While these people 

often have similar competences in terms of the qualifications and demographic 

characteristics required by the job, it does not have equal opportunities compared to 

those with ideal weight [119,121]. For example; in a study on the recruitment process 

and including a hypothetical job application scenario, although obese individuals have 

the same job qualifications; it was found to be less preferred in the recruitment process 

compared to non-obese individuals [67]. In another recent study, the participants were 

shown the pictures of women in different weight ranges and asked to find out which of 

the women in these paintings they would want to hire or promote at least and most, or to 

put an end to their job in a hypothetical occupational event. At the end of the research; 
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there has been quite clear evidence of the distinction between overweight and obese 

individuals in work life, and women in ideal BMI range have been found to be more 

advantageous [122]. This weight discrimination is very common in worklife and 25% of 

2249 overweight and obese adults have reported that they were confronted with 

difficulties in finding a job and 43% of them reported negative attitudes and behaviors 

by their employers [60]. Apart from the difficulties during hiring process; negative 

attitudes and behaviors against overweight or obese individuals can also be experienced 

after hiring. According to Roehling; obese workers are perceived by their employers as 

less self-disciplined, committed to work, emotionally unbalanced, and more lazy than 

those who are in the ideal BMI range [93]. Additionally; they can be paid less than 

those in the normal BMI range, they can be fired because of their weight, can be cut off 

from work, or may be less promoted than colleagues with an ideal BMI range, although 

they have the same job qualification [60,93]. In a study that included some European 

countries, a 10% increase in one's BMI was found to be caused 1.86% decrease in 1-

houring wage for men and 3.27% decrease in 1 houring wage of women workers. This 

reduction in 1-houring wage is seen more severe particularly in Southern European 

countries [120]. Another study conducted on female workers stated that when women 

workers exceed 64 pounds from their ideal weight, their salary is reduced by 9% and 

this decrease is equal to the salary difference of an employee with extra 1.5 years of 

education and 3 years of work experience [123]. According to the German 

Socioeconomic Panel (GSOEP) research data, it was found that obese individuals 

received lower salaries, were less preferred during the hiring process and had longer 

periods of unemployment [11]. In fact; in the US, weight discrimination can be seen as 

salary penalties and even disciplinary work penalties [124]. Some studies have 

suggested that this negative relationship between the salary and BMI; may also differ 

according to gender. Therefore, a study was conducted to support this information, and 

as a result of the study, the salary cuts of obese women were found up to 24%, whereas 

in men this ratio were found to reach up to 19.6% [123]. The discrimination of obese 

women in worklife is not only seen in salary. It is also evident in the process of 

promotion. In a study conducted by Michigan State University and Hope College, chief 

managers of Fortune 100 and Fortune 1000 companies were examined and it was seen 

that only 5-10% of female managers were overweight and 5% were obese. However; 

when the male chief managers were examined, it was found that 45-61% of them were 

overweight and 5% were obese. With this information, it is concluded that overweight 
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and obese workers have an invisible barrier in order to reach high places in business life 

and this barrier is much stronger especially in women [125].  

Although negative attitudes and discrimination due to weight in business life are 

quite common, nowadays; a possible weight discrimination that the person may be 

exposed to due to his weight is not guaranteed by labor law or federal law unlike other 

discriminations [126-128]. Therefore, the weight bias or discrimination seen in this area 

is increasing sharply and the need for legal arrangements to prevent unjust treatment of 

obese individuals is increasing [124]. However, despite the increasing public support 

and awareness on legal regulation against weight discrimination in business life, the 

necessary legal arrangements are still not being made [60,124]. Today, there are still no 

legal arrangements; it makes many employees or job applicants vulnerable to 

discrimination due to their weight and there is no practical evidence that they can seek 

their rights legally when they face such discrimination [123]. Weight-based negative 

attitudes and discrimination are not prohibited across the world, but only prohibited in 

the US state of Michigan and in 6 different regions (San Francisco, Santa Cruz, 

Madison, etc.), and the legislation of Michigan and 6 different regions is particularly 

focused on the discrimination that obese workers may be exposed to in business life 

[60,119,125]. Although the necessary legal arrangements have been provided in these 

regions, weight of the person is still demanded to be consider as human rights protected 

by The Americans with Disabilities Act such as gender, race, color, religion etc. 

However only some of these demands were successful [60,124]. This awareness and 

legal work on weight equality in the United States has also been effective in Canada, 

and the public's desire to regulate federal or regional law has increased. To this end, Jill 

Andrews who is a co-founder of the Body Confidence Canada Awards and known for 

his actions on weight discrimination started a voting for the inclusion of the weight of 

person in the Ontario Human Rights Code. If this legal arrangement is succeed, weight 

discrimination is expected to be prevented not only in business life but also in many 

different professional fields. However, the biggest obstacle in validation of these 

weight-discrimination cases is weight of person must be accepted as disability in 

Canada. Also, Bill Bogart who is a law professor at the University of Windsor stated 

that only barriers/disabilites that can not change in future or likely to change with great 

effort can be considered as discriminatory features and obesity or weight person is 

difficult to count among these situations. According to Bogart, although legal 
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regulations for weight discrimination are absolutely necessary, this is not the only 

solution of the situation. Individuals who expose this discriminations consciously or 

unconsciously to obese individuals have to be aware of these negative behaviors or 

attitudes [125].  

2.2.3. THE EFFECT OF OBESITY ON EDUCATIONAL LIFE 

As in business life; in education life, overweight or obese students are also seen 

to have been treated unfairly and have no equal education opportunities when compared 

to students in the ideal BMI range [46]. Overweight and obese students are often not 

accepted into prestigious universities, they are represented by their schools at a lower 

level than they should be, or they are not financially supported in the field of education 

[29]. In a study of Canning that included 2000 high school students, their school records 

and university applications were examined and although obese students have the same 

application rates and academic success compared the students with ideal weight range, 

it has been concluded that obese students have a much lower rate of admission to the 

university. Moreover, this discrimination is not only remained in acceptance process; 

students are considered to be more untidy, more emotional, more open to familial 

problems and more professionally unsuccessful than the students who are in the ideal 

BMI range after being admitted to an education system. In fact, they receive 

academically lower assessments, and they may also be suspended due to their weight 

[122].  

2.3. THE EFFECT OF THE CONVENTIONAL MEDIA ON OBESITY 

PERCEPTION 

 

In today's society, media use is widespread and according to the 2013 Nielsen 

report; young population aged between 12-24 years spend at least 22 hours a week 

watching television [114]. Therefore for modern society; media is aiming to give 

information, comments, discussion and even entertainment by focusing weight, diet, 

obesity etc. and is becoming a cultural agenda [129]. However, the studies in this area 

stated that media is using this power in a negative direction by creating norms and 

messages that contain weight related bias, discrimination and negative attitude [130]. 

Obese individuals are generally presented as ugly, non-intelligent, negligent and 

responsible for his/her weight etc. by many conventional media sources in a 
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discriminatory and prejudicial way, thus; discrimination is becoming to be reflected as a 

socially acceptable perception [10]. Apart from this, the negative features that obese 

individuals may have are presented more than necessary and individuals with a thin or 

ideal BMI range are generally presented in sympathetic, successful and attractive ways 

[23]. Such negative perceptions and attitudes that address obese individuals in a 

discriminatory manner can be seen in cartoon films, daytime programs, films, sitcoms, 

books, newspaper headlines, and even video sites on social media and these media 

sources also constitute a structure and model that would cause weight-related 

humiliation, accusation or condemnation towards obese individuals [38,129]. Greenberg 

stated that television programs and series that are being broadcasted in prime-time give 

place to overweight and obese individuals in side roles rather than the leading roles and 

these roles have generally less romantic interactions in series [114]. In addition; 

individuals with thin or ideal BMI range are mostly seen as eligible for roles that are 

sympathetic, attractive or honored by the audience, on the other hand; overweight or 

obese individuals are chosen for roles that are tend to receive negative comments or 

weight-related humor by viewers [23]. A study that examined especially the weight-

based comments made in this area and television programs concluded that overweight 

and obese characters have been seen to have received much more negative comments 

from viewers compared to the ideal weight characters [114]. Fout also conducted a 

similar based study and examined the positive and negative verbal comments of the 

viewers towards characters in the series or programs. In the end of the study, the 

characters in the television programs and series were found to be exposed to a negative 

behavior model due to their weight or body size [130,131]. Apart from the conventional 

media, in entertainment-based media; weight or weight-based discrimination is also 

addressed in a humorous and critical manner rather than as a social problem. For 

example; in famous American film named The Nutty Professor, Dr. Klump’s boss asked 

him to come his office by calling him “You fat tub of goo!”.  Moreover, this quote used 

in the film is preferred to describe only the weight of the character [131]. Perhaps one of 

the most dangerous perceptions of conventional media present is, it is shown thin/slim 

body as normal and easily achievable by the society; and normalize weight/obesity-

related prejudice, negative attitudes and behaviors by showing these in acceptable level 

[38,132]. This cultural message is reflected as a very strong source by media; and 

therefore; the unrealistic bodies are shown as the ideal body size and creating an 

undesirable relationship between thinness, attractiveness and healthy living standards 
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[23]. The perception of this ideal thinness in the media is generally represented in two 

different ways; the first one is; thin and successful women are presented in a very 

attractive way and create a message that other women should imitate these women or 

they should be similar to these women. Second one is created by making the opposite 

situation of this perception and overweight or obese individuals are presented in 

negative and undesirable way, thus; strengthen the perception of thinness [131]. Even 

though this perception which was adopted by the media appeared as “slimness” in the 

1900s, this perception shifted to “thinness” in the 1950s, and the idealized body became 

even thinner and thinner [5]. From 1950 to the present, in the years that followed, the 

ideal weight value for women has decreased dramatically and especially the thinness of 

the models has increased [23]. The Miss American Pageant beauty contest can be given 

as the most important proof of the thinness of the ideal weight in the 1950s and when 

the perception of thinness in the Western countries [133,134]. The winner of the beauty 

contest in 1922 had a height of 170 cm and weight of 64 kilograms (kg). However, by 

the 1980s, the average length of the contestants was 173 cm, but their average weight 

dropped to 53 kg [133]. In a study conducted in New Zealand University students in 

1988, although; 80% of female participants were clinically found at their ideal BMI 

level, only 18% stated that they saw themselves in normal weight [135]. Nowadays, 

television programs continue to show that extreme thinness is more ideal and attractive, 

and a person's social identity is often described by his/her physical appearance [5,134]. 

The thinner women and the more muscular or fit men are seen as more successful and 

attractive. So much so; overweight and obese individuals are perceived as more 

negative than minority groups that contains individuals who have physical disability, 

facial disfigurement or amputee by society. These negative attitudes and behaviors are 

more widespread in society. As it reaches a severe level, obese individuals have such 

negative thoughts about themselves and their bodies and begin to depreciate their own 

bodies [5]. Studies that carried out for many years and examined the negative effects of 

conventional media sources such as television, magazines, etc. on individuals’ 

perception of their own body stated that many individuals is starting to have an 

obsessive mindset about weight and weight loss because of conventional media 

[133,136,137]. In the media; their is scientifically wrong thoughts and beliefs that claim 

person should have the same ideal weight no matter what their height, the person's 

weight and fat ratio can fully be controlled by their own and the person can live with 

minimum calories in a healthy way. Therefore; these wrong thoughts and beliefs can 
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cause exacerbation of further obsessive mindset about weight [133]. However; recent 

studies suggest that when overweight and obese individuals are reflected in positive 

way and perception instead of being reflected in such a negative way and perception in 

conventional media, prejudice and discrimination based on weight in the community 

can be reduced [38]. Nevertheless, especially with the increasing popularity of internet 

and social media among adolescents, it is clear that this suggestion cannot be enough to 

solve the problem and the effect of new media formats on the body image of individuals 

should be investigated. The power of social media is indisputable when considering that 

the 12-17 age group which constitutes a large part of social media use has a great 

importance to social media sharing [136,138,139]. By Perloff; it is stated that due to the 

fact that social media has this great power and feature that is available at any time with 

personal devices when accessing of internet is on; it can generate the perception of 

thinness maybe even more effective than conventional media [140].  

2.4. THE EFFECT OF INTERNET AND SOCIAL MEDIA ON OBESITY 

PERCEPTION 

Unlike conventional media, social media provides social information that will 

enable people to have self-presentation, self-portrait and self-promotion, and this 

provides a continuous flow of information to their users [139,141]. Social media users 

usually share their ideal or optimal state on social media sites or upload the images that 

they find most attractive to their accounts [136]. Nowadays, although it is seen as a 

platform where many different people share mostly pictures; the fact that users can also 

communicate with their friends or peers and play a much more active role in the 

communication process is one of the most important features of social media [136,141]. 

Therefore; thousands of pictures shared through social media accounts and the most 

ideal images that users have been exposed from their peers or celebrities are making 

them to open comments and criticism because of their apperance. However; recent 

studies argued that when person is continuously comparing his own appearance or body 

with another person's appearance or body, they start to perceive or devalue his own 

body negatively and creating an inconsistency between his own perception of body and 

ideal body image [136,139]. Especially, women who are exposed to the images shared 

by the models who have bodies that are considered ideal by the society start to 

internalize the idea of being too thin to is normal and healthy and begin to dislike their 

own bodies or not be satisfied with their body [23]. According to Bandura's Social 
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Cognitive Theory; bodies that are too perfect to be true or healthy and shared in the 

media creates the perfect body perception/image that is almost impossible to obtain for 

individuals [142,143]. Over the years, women in the US are exposed to the perception 

in the media that their body must be thin or slim, and that the physical appearance is 

more important than health [138]. For this reason, most women in developed countries, 

including Western culture; focus on being thinner istead of being in weight which they 

are healthy [135]. Dissatisfaction or negative evaluation of the body they have is very 

common among women, and it is very important to identify and evaluate the factors that 

cause this dissatisfaction [144]. In studies conducted in this area, body dissatisfaction is 

found in 85% of the female population, especially in developed countries [142,145]. 

While women in the US refer to thinness as the most important rule of being physically 

attractive, almost 50% of them state that they do not like their physical apperance and 

have a doubt in their mind about their weight [141]. Moreover; Grogan found that the 

women in the United Kingdom believe that their lives will change in better way if they 

are thinner [135]. Also, in a survey conducted by Enquire magazine in the 1990s 

showed that half of the female readers expressed that they are willing to be crushed by a 

bus rather than being fat and 2/3 of them preferred not to be clever rather than fat [146]. 

Similar based study was also conducted by Garner and in the end of the study, 89% of 

US women were found to be not happy with their current weight and want to lose 

weight and 24% stated that they are ready to sacrifice 3 years of their lives to fall to 

their desired weight [135]. Moreover; this perfect body image which is very thin and 

unrealistic is not only cause body dissatisfaction; it can also lead to unhealthy, impaired, 

anorexic or bulumic eating behaviors in order to reach this body [134,138,142,143]. 

Especially; body dissatisfaction, drive for thinness and impaired eating behaviors that 

appear during adolescence and affect health negatively are originally caused by beauty 

and body depictions which are reflected in the media and far from reality [139]. 

Depending on the perception of social media; in his study, Achtenberg examined how 

the perception of 9th grade students on their bodies has changed. He found that media’s 

female and male body depictions that are far from reality affect the students’ mindset 

and lead them to make some unhealthy and harmful decisions such as apply unhealthy 

nutrition programs, use dieting pills, do extra or excessive exercise etc. [138]. Apart 

from that, unhealthy body image created by social media may also cause some 

psychological problems such as stress, anxiety, depression, loneliness, negative mood, 

low self-esteem, suicidal tendency, etc. [135,138,141,145]. For example, in a recent 
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study, 20 minutes of Facebook social media application usage has been found to cause a 

more negative mood than spending time on the Internet other than social media [147].  

 It is known that men are often exposed to similar social media perceptions and 

pressures, although the focus is mostly on women in terms of body dissatisfaction or 

negative perspective about body [141]. In a study conducted in Germany, half of 

women in the 25-74 age range and 1/3 of men were found to have body dissatisfaction 

[137]. However; it is seen that the media does not apply equal standards when it 

presents how women and men should be. On conventional and social media; women are 

only introduced in a very thin way, and restricted in a very firm sense of what their ideal 

body measurements should be, however; for men, many different body sizes are 

represented and their ideal body size is not kept within a single or sharp border. In 

conclusion, this difference in perception between men and women causes men to feel 

less dissatisfaction with their bodies compared to women [135]. Apart from this 

difference between men and women, the relationship between social media and body 

perception is also known to be related to some demographic characteristics, physical 

characteristics, psychological status etc. For example; in a study conducted by Groesz, 

it was revealed that young people were more affected from the unrealistic body image 

created by social media than adults. In addition to Groesz, Egbert also conducted a 

study on this area and found that individuals with low self-esteem and self-concept were 

more susceptible to unrealistic body image from social media, as in young individuals 

[138]. Like age and psychological factors; studies have been conducted to examine the 

differences of cultural factors on social media effect as well. In one study, American 

and Korean social media users were examined and according to the results, Korean 

social media users were found to be more susceptible to social norms and social media 

effects because of their collectivistic society origin. Similar findings are found in all 

Korean-like collectivistic societies that prioritize social tasks and norms imposed by 

society, and instead of the individual's own perception and thought, the thoughts of 

others are considered more important. In addition, in these societies, it was observed 

that there was a greater desire to make a socially superior comparison to other 

individuals [141]. Similar cultural studies have also been conducted on women in the 

Caucasian region, and Caucasian women have been found to have much higher levels of 

body dissatisfaction compared to Afro-American women. According to these studies, 

Afro-American women considered higher BMI ranges as ideal and were less susceptible 
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to the thin body image that created by social media. On the other hand; women in the 

Caucasian region considered the lower BMI ranges as ideal and prefered to have the 

ideal weight rather than being healthy. This is due to the fact that Afro-American 

women are exposed to higher weight samples in social media or in conventional media, 

while women in the Caucasus region are exposed to thinner or slimmer samples in these 

media sources [132]. Therefore; although the impact of social media use and social 

media on body image is universal, it should be noted that the extent of this impact on 

individuals varies according to many different factors such as demographic, 

psychological, cultural factors etc. [141].  

The relationship between the social media and the body image it creates is a very 

large area of study and still contains many unknown, important points. Although many 

studies in this area have been made on female population in adolescence and adulthood; 

it is necessary to work on larger and diverse populations in order to more clearly define 

the unrealistic body image of social media. Nowadays, even if more studies are needed 

for scientific findings; according to current findings, it is indisputable that body image 

and media literacy intervention programs should provide explanatory information about 

this effect on social media users. With these programs, behind the scenes of idealized or 

unrealistic sharings or contents in social media can be explained; and children and 

adolescents can be trained on the possible psychological effects of comparisons based 

on physical appearance [136]. Moreover; instead of perceiving his/her body negatively 

and make a constant self-criticism; it is also possible to teach that it is a normal process 

for human beings to have defects due to their nature by approaching their body more 

positively. According to Kelly; being more sensitive and positive towards own body can 

preclude depersonalisation, prevent body image concerns and accelerate the process of 

accepting the person himself/herself as it is. Individuals passing through this process 

become are less embarrassed from their bodies, make less social comparisons and be 

less concerned about their appearance. In this way; it is thought that the internalization 

of this drive for thinness can be precluded by preventing the perception and pressure of 

being thin created by social media [148].  
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2.4.1. THE EFFECT OF FACEBOOK USE ON OBESITY 

PERCEPTION 

Other than conventional media sources such as television, newspapers, 

magazines in which unrealistically thin body image is created; when considering that 

various social media applications such as Facebook, Instagram, Twitter, Pinterest, 

Tumblr etc. are quite popular nowadays and used very intensely by the adolescents. 

Thus; it is inevitable that these social media sources will be more effective in 

individuals to perceive thin body image [139,140,144]. Although social media consists 

of many different platforms and applications, nowadays; Facebook is known to be more 

than 1 billion active users worldwide and is also known as the most popular social 

media application [136]. Social media users can create public or publicly closed profiles 

via Facebook application and in Facebook; family members, close friends and 

acquaintances can also communicate with each other and can customize their pages by 

sharing photos and information about them on these pages [147,149]. Also, before 

uploading photos to these customized profiles, the application offers them to the ability 

to edit photos so they can show themselves in the most perfect and ideal way and 

manage their self-presentation in any way they want [147]. Due to the ability to present 

the most ideal and perfect photographs; users of this application become continuously 

subject to exposure to photos with such content from pages that support celebrities, and 

the ads within the application. Therefore, while the popularity of the application 

continues to increase rapidly; it is important to determine the body image that is mostly 

shown in adolescent group [149].  

Facebook users are exposed to at least 10 million photos shared by other users 

during the day. In most of these photographs, the bodies of the people who share it are 

the closest to perfection, ideal and thin, and the life that they live is pictured in a most 

perfect way [141,147]. The typical Facebook profiles which especially select and share 

these unrealistically ideal pictures get comments on how thin and perfect bodies they 

have under photographs [144]. It is almost impossible not to be exposed to these 

unrealistic photos and comments on Facebook. Thefore; when users are continuously 

exposed them, their ideal body image starts to change [141]. Exposure to photos, 

images or profiles that are displayed on Facebook as an ideal or optimum shared by a 

some users; it adversely affects the assessment of users' own body, state of health and 

physical appearance [147]. In a study on young adolescent girls and high school 
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students, Facebook users were found to be more susceptible to drive for thinness, 

internalization of thin body image and making a comparisons about physical appearance 

compared to their peers who do not use Facebook [136]. Also; in another study 

conducted on female high school students in the US; students using Facebook have 

found to have higher levels of self-objectification and as in the previous study; social 

comparison was found to be more common in Facebook users compared to students 

who do not use Facebook [149]. Similar findings have also been found in studies on 

men, and a positive relationship between social media use and self-objectification and 

social comparison has been found in male Facebook users [136]. When Facebook users 

interpret profiles that they see similar and equivalent, they tend to make an downward 

or lateral comparison. However; when they interpret profiles with better or more ideal 

bodies, they mostly make an upward comparison. Especially it is commonly seen in 

university students and students generally tend to make an upward comparison when 

comparing their close friends, peers or celebrities with themselves. As a result, this 

mediates the relationship between body image perception and Facebook use [138]. In 

addition; another recent study found that spending a lot of time on Facebook and 

therefore being a susceptible to making social comparisons regularly can lead to higher 

levels of body dissatisfaction and drive for thinness [136,142]. However, recent studies 

have shown that social comparisons of both upwards and laterally can cause self-

devaluation that is shown up when discrepancy occurs between negative body image, 

drive for thinness, eating disorders, or the lack of realistic bodies in the social media 

and the real/natural bodies that users encountered in real life [138,139]. Other than 

general Facebook use; individuals’ exposure to the photos in this application is known 

to be more effective in creating this negative result and these photographs which are far 

from reality or especially edited also trigger unhealthy desire to lose weight 

[142,144,149]. However; in a study that examines the effects of Facebook on weight 

and body image, university students were found to have no adverse effect on weight or 

body image when spending time on Facebook is less than 20 minutes [136]. In contrast 

to similar based studies in this area; spending time on Facebook was found to reduce 

concerns of body, weight or shape. Also; a positive relationship was found between the 

number of friends one has on Facebook and one's subjective health [136,141]. It is 

thought that users who have more friends in the application perceive their social 

connections strong and thus support their self-esteem [141]. However, it should be kept 
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in mind that the time spent on Facebook in this study is shorter than the usual time spent 

by Facebook users in the world [136].  

Although the negative impact of Facebook on the body and weight image has 

been proven by many studies; recent studies show that this effect may vary according to 

the gender of the users. According to these studies, female users were found to be more 

susceptible to body dissatisfaction and more likely to make social comparisons 

[139,147]. In one meta-analysis study, these findings were supported and results 

showed that female users are more affected by social comparisons made through 

Facebook compared to male users in terms of body image dissatisfaction. Also; 

according to a study by Pew Research Center; 54% of female Facebook users stated that 

they use Facebook for picture and video sharing, while only 39% of male users said that 

they use Facebook for this purpose. In this study, it is seen that female users prioritize 

their physical appearance while they are sharing photos on Facebook. However; in male 

users; it was determined that they prioritize sense of humor, jokes and logical profile 

content. This shows that female social media users may more prioritize the self-

presentation and interpersonal aspects of social media and tend to make lateral social 

comparisons while viewing other Facebook profiles compared to men users [139].  

2.4.2. THE EFFECT OF INSTAGRAM AND PINTEREST ON 

OBESITY PERCEPTION 

Like Facebook, Instagram application also appeals to many social media users. 

However, in contrast to other applications, it is more based on photo sharing and 

therefore gives more opportunities for physical apperance based social comparisons 

[136]. In a study examining 600 different Instagram profiles, the majority of photos 

shared in the application were observed and in photos, just one uniform body shape is 

found for both women and men (a very thin body in women and muscular body in 

men). Continuous exposure to photos with this content can lead to unhealthy perception 

that supports women have to be thin or slim, men have to have muscular body and these 

bodies are ideal and healthy [137]. Apart from that; especially with Instagram; the users 

of the Pinterest application are also exposed to images and profiles based on 

“fitspiration” and “thinspiration” which encourages its followers to exercise, or 

encourages healthy eating for becoming fit and having an attractive body. However; in a 

recent study, as in Facebook users; the users of these social media applications were 

also found to have more negative mood state and body dissatisfaction when they were 
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continuously exposed to images that induce thin body image rather than be exposed to 

images that not induce such body image and be more neutral [136,140]. Pinterest 

known as an application where users can create a content of their own with the pictures 

that they receive from different websites or blogs, and organize them in a visual board; 

also contains such weight-based images and messages been called as “thinspiration” or 

in the abbreviated form as “thinspo”. So much so, application is starting to be expressed 

as “Thinterest”. For this reason, managers who are concerned about the misperception 

of the application on thin body image and the possible effects on the users of it have 

decided to write warning messages on certain parts of the application by developing a 

protection shield. In this way; users entering Pinterest and searching the word 

“thinspiration” encounter with message that says “Eating disorders are not a lifestyle 

choice, they are a mental illness that can bring with serious health problems and life-

threatening difficulties “. However; despite all these precautions; Pinterest users can 

still share contents that include idealized thin body image unless the content only 

supports fitness and health and does not support self-harm. For this reason, posts that 

cannot be shared under the name of thinspiration are shared with the same or similar 

contents as “fitspiration” [140]. In a recent study with Australian university students, 

students who were exposed to “fitspiration” content via Pinterest application were 

found to have higher levels of body dissatisfaction and negative mood state, and lower 

levels of self-esteem compared to students who exposed to posts without these contents 

[148]. Therefore; these posts originally aimed to motivate and encourage, these posts 

start to be out of purpose and users tend to have a perception that these content is 

unattainable or unsuccessful. On the contrary; these posts cause the person to feel 

guilty, to perceive his/her own weight or body as negative, to exercise more than 

necessary, and to lean to diet lists that are thought to be cleansing [137,148]. While 

similar posts and messages can be seen as motivating for some users and cause person 

to be more resistant to healthy eating and physical exercise, they may have an adverse 

effect for some users and cause them to feel as if they have an inadequate or defective 

body. Therefore; users who have been exposed to these photos for a long time and 

spend a lot of time in social media applications; it is no surprise to expect these negative 

effects or perceptions occur and progress to eating behavior disorders [137].  
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2.5. THE EFFECT OF OBESITY ON HEALTHCARE SERVICE AND 

HEALTHCARE PROFESSIONALS 

 

While the prevalence of obesity continues to increase rapidly across the 

worldwide, the number of obesity patient that healthcare professionals confront is 

increasing as well [53]. Although the most effective treatment of healthcare 

professionals to their obese patient is quiet impossible due to the course of disease; it 

has a great importance that healthcare professionals have a neutral, unbiased, trustful 

and positive attitude towards their obese patients [8]. This communication is expected 

to be established between the healthcare professional and the patient is vital for 

reducing the risk factors of the disease, prevention of the disease, or the management of 

the disease when the disease occurs [32]. Although primary healthcare professionals are 

trained to encourage their patients to a healthy lifestyle and thus; expected to be not 

have a weight-based negative attitude or behavior towards their patients; in recent 

studies, it is found that healthcare professionals may have negative attitudes, beliefs and 

behaviors against obese individuals [33]. However; these prejudice, negative attitudes, 

beliefs or discrimination against obese individuals are not only seen in primary 

healthcare professionals; the students studying in healthcare services such as medicine, 

nursing, nutrition and dietetics, psychology, physical education etc. have also been 

reported to have these weight-based attitudes [2,76,78,150]. Moreover; even social 

workers who are effective in the multidisciplinary treatment of obesity and involved in 

the psychosocial development of patients have found to have many prejudice and 

discrimination [151]. In a study conducted by Puhl in which 2671 overweight and obese 

adults were included; 69% of them reported that they have been subjected to these 

negative attitudes from their doctors, 46% of them reported to subjected from nurses, 

and 37% of them reported having been subjected to a negative attitude or behavior from 

their dietititians [6]. Although there are many different reasons for these negative 

attitudes and behaviors seen in healthcare professionals, generally their main reasons 

are the inadequacy or inconvenience of the clinical instruments required for the 

treatment and hesitation from the complications during the complicated course of 

obesity treatment [45,53]. Apart from this, healthcare professionals may not feel ready 

to treat the obese patients or think that he/she does not have the necessary qualification 

and competence to provide weight loss treatment. These attitudes frequently 

encountered in healthcare professionals were mostly determined due to healthcare 
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professionals’ thoughts which state that obese patients were more inconvenient to 

treatment process compared to patients with ideal weight and less motivated against 

lifestyle changes. These negative beliefs against obese individuals and the belief that 

they are the only one responsible for their weight exacerbate these negative attitudes 

and discrimination of healthcare professionals towards obese individuals [45]. As a 

result; these negative attitudes and beliefs of healthcare professional affect their 

behaviors towards obese patients and thus; some serious problems and negative 

consequences can occur in the treatment process of the patient [35]. The quality of 

communication between healthcare professional and patient decreases; the patient's 

clinical prognosis proceeds in a negative direction; the expectation of treatment 

decreases and the expected results cannot be achieved [45,152].  

  Due to the negative attitudes and behaviors that obese individuals may be 

exposed; they feel themselves as second-class citizens in the area of healthcare, and in 

many studies; female obese patients ranked in the first; male obese patients in the 

second most source prejudice and discrimination faced by the health care personnel are 

reported to be physicians [4,42]. According to Hebl; many physicians behave 

differently to obese patients compared to their patients with ideal weight [83]. For this 

purpose, a similar study was conducted among obese individuals and they were asked to 

list the obesity bias and discrimination that can be seen from 20 different sources. At the 

end of the study; obese individuals stated that they were exposed to negative attitudes 

and behaviors by their family members in the first place and by their physicians in the 

second place. Also, in this study, 53% of obese female participants were found to be 

exposed to poor comments about their weight by their physicians [38]. In another recent 

study involving 2449 participants; while 69% of the participants stated that they were 

subjected to weight discrimination by their physicians once in their lives; 52% stated 

that they were faced with this discrimination in many times [28]. Apart from the 

perspective of obese patients, Jay conducted a study from the perspective of physicians 

and in the study which included 250 physicians, 40% of them were found to have 

negative attitudes and behaviors towards their obese patients [38]. Physicians in their 

study stated that they felt mostly irritable when treating obese individuals and more than 

50% of them represent obese individuals as strange, unattractive, ugly, dishonest and 

incompatible with treatment [10,38]. As a result of this study; it was determined that 

these negative attitudes and thoughts of the physicians affected the behaviors of the 
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physician; and therefore; physicians can spare less time, less respect compared to 

patients with ideal weight, demand more tests and examinations to avoid personal 

contact, less encourage preventive services such as mammography and Pap smear 

testing, avoid analyzing treatment options needed to lose weight and be reluctant to 

perform pelvic examinations [10,37,38,76,150]. Moreover, it is known that overweight 

and obese patients are at risk for endometrial and ovarian cancer, and pelvic 

examination is of great importance in early detection of these types of cancer [36]. 

However; it is an undeniable fact that due to the patient's weight; the consultative 

behavior of the physician and physician’s intervention to the patient can change [37]. In 

addition to physicians; prejudice and discrimination against obese individuals are 

frequently encountered in nurses, personal trainers and dietitians who play a primary 

and effective role in the treatment of obesity [9]. Jung found that 37% of obese patients 

were exposed to negative attitudes or behavior by their dietitians or nutritionists [4]. In 

a similar based study, although they have a fundamental role in the prevention or 

treatment of obesity; it has been found that dietitians have a high level of fat phobia and 

a implicit prejudice against obese individuals [76,153]. In a recent study; the fact that 

dietitians feel anger towards obese individuals has emerged as a result of the fact that 

they are far away from reality in the expectations of weight loss process, often fail to 

comply with the diet program that is recommended and that their lack of motivation 

[154]. Although dietitians are aware of their primary role in the weight management and 

obesity treatment as healthcare professional; it is important that they should realize that 

they are not immune to fat phobia and they do not consider environmental, 

psychological and genetic factors as a causes of obesity [37,83]. However, in a study by 

Mc Arthur and Ross on 439 dietitians, most of them saw failure in diet 

recommendations, physical activity, goal-setting as only causes of obesity [64]. In 

addition to dietitians; students of the Faculty of Nutrition and Dietetics may also have 

similar negative attitudes and behaviors. According to Puhl’s study; although obese 

patients have the same nutritional, medical and biomedical history compared to other 

patients; dietetic students have perceived obese patients as having lower health status 

and unhealthier nutritional habits [76]. Berryman also found a high level of fat phobia 

in 16% of the students of the faculty of nutrition and dietetics in his study [12]. Besides 

fat phobia in dietitians; although it is known that physical activity and exercise play a 

very important role in the treatment of obesity; fitness coaches and physical education 

teachers may also think that overweight and obese individuals are reluctant, inconsistent 
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and having lower social skills compared to individuals with ideal weight [150]. 

However; in nurses, the situation is much more serious; and while many nurses are 

expected to provide counseling and help in the process of weight loss for obese patients, 

many recent studies have found negative attitudes and behavior similar to prejudice and 

discrimination against obese individuals in the society [49]. Considering that nurses 

have the most labor force in the treatment of health services or obesity and spend the 

most time and effort with obese individuals; although the results are surprising, they are 

not immune to negative attitudes against patients and thoughts that involves their 

patients are lazy, incompatible, unattractive, unhealthy etc. is also an undeniable fact 

[6,155]. But on the contrary; it is also considered that nurses may be vulnerable and not 

immune to such discrimination and prejudice because they are in close contact with 

obese patients in health services [45]. In a study conducted on 358 nurse practitioners 

who participated in a national congress; nurses were found to have a negative attitudes 

and thoughts towards overweight and obese patients; and these patients were found to 

be not perceived as good, successful, healthy, clean and suitable for marriage compared 

to their patients with ideal weight. In another study involving 398 nurses in the United 

Kingdom, it was found that BMI values of nurses affect their perception towards obese 

patients; and nurses with high BMI have been reported to have lower levels of negative 

attitude and behavior towards obese patients [38]. While 69% of them believed that 

personal choices such as food consumption and exercise habits cause obesity; it has 

been observed that 1/3 of them believed that they are faced with obesity because they do 

not have sufficient determination in food consumption [6]. Other than the BMI of 

nurses; age, professional experience and gender factors should not be forgotten that they 

may affect perception, attitude and behaviors of nurses about overweight and obese 

individuals. However, in a study conducted for this purpose; the nurses who were 

women and had low BMI values were found to be have higher levels of weight-based 

prejudice; and no significant relationship was found between age and occupational 

experience and weight bias [45]. However; whatever the outcome is, negative attitudes 

and behaviors towards obese individuals are known to be very common among nurses, 

and it is also possible to encounter such perceptions and attitudes among other 

healthcare professionals other than nurses and even students studying in this field [12]. 

Especially the students who are studying to become healthcare professionals were found 

be one of the most important sources of weight discrimination, together with the 

physicians; and it was seen that they perceived obese individuals as ugly, lazy, 
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undisciplined, depressed, clumsy, ineffective in applying the recommended diet list or 

responding to consultancy services [10,76,83]. Moreover; some medical students treat 

their obese patients with a humiliating manner in a hospital setting and see these 

patients as an additional workload for hospital workers [10]. According to the students 

studying in this field; such negative traits are the main reason for obesity and genetic 

and environmental factors are avoided or not considered [76]. So much so; a view is 

embraced that a person is the only responsible one in controling his/her own weight, 

and obesity is regarded as a personal irresponsibility and blame [156]. In other words; 

the genetic, environmental and psychological factors associated with obesity are 

avoided; and only personal and controllable factors regarding obesity are taken into 

account. As a result; this misperception brings negative attitudes and behaviors towards 

obese individuals [5,76]. This misperception about the factors causing obesity in 

medical students shows that the weight-based prejudice and negative attitudes can occur 

not only in clinical experience but also in educational process, and it shows that there is 

not enough attention to weight discrimination and prejudice in the medical curriculum 

or occupational integration in health departments [12,64,83]. For this reason, it should 

be emphasized that the focus should be on the behavioral approach to be applied within 

the health sciences curriculum and healthcare programs. In today's curricula and 

programs, attention is drawn to the fact that the focus of change is only an individual, 

while the patient is held solely personally accountable without considering 

environmental and socio-ecological factors [5]. For example; in a study with 255 

physicians, Harvey asked physicians to list 5 factors that were thought to cause obesity 

and found a rankings of results like sedentary lifestyle, food addiction, personal traits, 

binge eating due to depression, and inconsistency. However; the factors that are less 

controllable by person such as metabolic disorders, adipose cell defects, age, etc. were 

found to be at the bottom of the rankings. Thuan and Avignon were conducted a similar 

study with 607 physicians and included that physicians placed inconsistency and 

incompatibility of obese individiual as the highest level of obesity cause in the rankings 

[8]. In this way, obesity is only seen as a disease caused by personal failures and 

inadequacies and ignoring the biological, genetic and environmental causes can affect 

the psychological health of the obese individuals and leads to a negative progression of 

the health services they receive [2,4]. For this reason, it is important that healthcare 

professionals or students in this field should understand the etiology of obesity in a 
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whole perspective and recognize that obesity is a multifactorial disease and is not 

always controllable by individuals [81].  

 The negative attitudes and behaviors of many healthcare professionals and 

students in this field are often noticed and felt by obese patients [83]. When patients feel 

this distance between the physician, they start to think that they are not cared enough in 

the medical setting and are not welcomed by the physician [36]. As a result; the 

relationship between the patient and the physician which is essential for the patient to 

obtain the best result in the process from disease prevention to treatment is negatively 

affected [154]. This negative message received and felt by the patient's physician may 

even cause the patient to stop taking the treatment of obesity which is vital for him or to 

discontinue his ongoing treatment [10,33,37]. When these individuals, even if they have 

high self-esteem, feel that physicians have a negative attitude and belief about them, 

they delay or cancel the treatment. Especially during the dietitian service; they can 

hesitate from dietitians to say that they cannot lose weight, fear before getting on scale 

or fear being undressed before getting on a scale. Thus, they may postpone or cancel 

their appointment [83]. In particular, if patients who were said to be gaining weight by 

the dietitian in their previous appointment, they do not want to take the next 

appointment or they do not want to get on scale for measurement during their next 

appointment [38]. According to studies, obese patients also refrain from taking 

preventive healthcare services or screening services for early detection of diseases in 

order to avoid these negative attitudes and discrimination which they are exposed by 

their physicians [33,53]. These negative behaviors and discrimination which are 

exposed by physicians to obese patients due to their weight often trigger the fight or 

flight mechanism in obese patients; therefore, it has been reported that it increases the 

level of anxiety and affects the cognitive functions. As a result; patients' communication 

efficiency decreases and some defensive behaviors such as isolation from society or 

treatment opportunities can develop [6]. Especially obese female patients who do not 

want to experience humiliating or degrading behavior from healthcare professional, 

embarrassment during weight measurement or discomfort due to inconvenience of 

medical equipment during examination may delay taking preventive healthcare service 

or starting obesity treatment [10]. For example; in a study with 498 obese women, the 

female participants were asked whether their gynecological cancer screenings that were 

expected to be performed routinely is affected due to their weight. At the end of the 
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study 52% of them stated that they are affected from negative, discourteous, rude 

attitude or behavior of the physician; feel embarrassed during weight measurement and 

also feel embrassed of potential inconvenience of medical equipment. Also in study, it 

is found that as BMI increases, avoidant behavior in preventive health services and 

cancer screening also increases [38]. So much so that many healthcare professionals 

have stated that as the patient's BMI increases, their respect for the patient and belief for 

the treatment’s success decrease [76]. In particular, it is also known that female patients 

with BMI 35 or more expose 3 times higher levels of negative attitudes, beliefs and 

discrimination compared to male patients during healthcare service [33]. Therefore; 

weight bias and discrimination that may be exposed by healthcare professionals are 

become major problem for society when considering their negative effects on optimal 

quality of healthcare service [10]. These negative behaviors do not only prevent the 

clinical judgment of the physician, it also prevents obese patients from receiving 

medical help and treatment which is essential for weight loss [7,9,26]. For these 

patients, frequent consultation and contact with the physician are the primary rules of 

treatment, although many of them postpone or cancel their treatment [83]. Therefore, 

the expected outcome of treatment results cannot be obtained and the risk of obesity-

related mortality continues to increase [7,9,26]. In conclusion; whatever the reason for 

the overweight or obese individual to postpone health services; lack of communication 

between the obese patient and his physician or physician’s fat phobia that perceived 

from patient cause a vicious cycle between negative attitudes or behaviors due to weight 

and obesity and aggravates obesity state. When considering all these aspects, it is 

important to know that devaluation or misjudgment of obese individuals do not 

motivate them to lose weight, but rather to prevent their treatment process [38]. 

Especially, as the prevalence of obesity continues to increase, the possibility of 

healthcare professionals’ confrontation with these patients increase as well. Thus; when 

they are confronted with these individuals, it is one of the most important points for 

them to approach without being biased and having a negative attitude [35,38]. As a 

result; medical staff should be willing to treat these patients and have adequate 

qualification and psychological basis for empathizing with these patients [35].  
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2.6. THE EFFECT OF SOCIODEMOGRAPHIC AND PERSONAL 

CHARACTERISTICS ON OBESITY PERCEPTION  

Although negative perceptions, attitudes and behaviors towards obese 

individuals are seen effectively in many different populations in terms of gender, age, 

race, ethnic origin, socio-economic level etc.; in recent studies, it was revealed that this 

negative weight-based attitudes and behaviors may vary according to age, gender, 

physical activity level of the person and BMI. For example; in a study examining the 

effect of sociodemographic characteristics on weight bias and discrimination; it has 

been found that women are exposed to more prejudice and negative behaviors compared 

to males and individuals with having not higher levels of physical activity and those 

with higher BMI ranges were found to be confronted with higher levels of weight bias 

compared to those with having higher levels of physical activity and lower BMI ranges 

[14,65]. Although it has been found that women are exposed to higher levels of weight 

bias and discrimination compared to male obese individuals, these results are still 

controversial and contradictory [116]. Some studies conclude that there is no difference 

between men and women in the exposure of weight bias, while some argue that women 

are more exposed to these negative attitudes and behaviors compared to men [61,116]. 

In these studies which mostly emphasized women; obese women were found to have 

higher levels of lower self-esteem, depressive symptoms, and body image 

dissatisfaction associated with obesity [91]. In addition to adult obese individuals, the 

effect of gender on weight discrimination was also examined in obese adolescents, and 

similar differences were found between female adolescents and male adolescents. In the 

studies; adolescent girls were found to be more concerned with their physical 

appearance and body than adolescent boys, and this could have reached an obsession 

level [146]. In addition; it has been reported that obese adolescent girls face much more 

prejudice and discrimination because of their weight compared to their male peers; as 

adults obese women do [105]. Apart from the gender factor; the BMI of individuals is 

thought to affect the extent of weight bias and discrimination [61,65]. Especially in 

studies conducted on obese women, the women with higher BMI were found to have 

lower rates of making a relationship with the opposite sex than with women with lower 

BMI. Likewise; it was determined that the income levels of these individuals decreased 

as the BMIs of these individuals increased. However; when the obese male individuals 

were examined, although the BMI increased, a decrease was observed in the income 

level; this drop in income level in women has been observed to start at much lower 
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BMIs [61]. In addition; while it was observed that female individuals were exposed to 

these negative attitudes and behaviors at a lower BMI levels compared to male 

individuals; men individuals were exposed to similar attitudes and behaviors at a higher 

BMI level of 35 and above which considered as obesity. On the other hand; women are 

exposed to these attitudes and behaviors at BMI level of 27 which is only 2 points 

higher than 25 which is considered to be healthy. Therefore; by the society, male 

individuals who are overweight or obese are seen as normal or acceptable; while similar 

situation is not valid in female individuals [118]. The reason for this difference between 

male and female individuals was investigated in many different studies and in a study 

conducted for this purpose, women were reported to consider lower BMI ranges (BMI: 

23.7) as overweight or obese while men were reported to consider higher BMI ranges 

(BMI: 26.1) as overweight and obese. In other words; while the BMI ranges that women 

individuals consider as overweight are clinically accepted as healthy range in literature; 

it shows that although women are taken part in BMI ranges; they perceive themselves as 

more overweight or obese compared to male subjects. However; in male subjects, the 

BMI cut-off value which they found themselves overweight or obese was found to be 

25 or higher [61]. In William’s study, it was observed that girls aged between 5-10 

years perceived their body as overweight and chose the thinner body as the ideal. On the 

other hand; no difference was found between boys' own weight and their ideal weight 

[100]. It is also known that while female individuals consider lower BMI ranges as 

overweight or obese compared to male individuals; they have also higher levels of drive 

for thinness than men [73]. Even in girls 5 and 6 years of age, the desire to be thin was 

observed and the perception that the most important factor for social success was the 

physical appearance [100]. On the other hand; in male subjects, this desire is seen as 

having a lower fat content or higher amount of muscle mass [73]. As a result; the 

perception difference between male and female individuals about their current weight 

can lead to risk of weight bias and discrimination in female individuals compared to 

male individuals. A recent study has suggested that whether male individuals consider 

lower ranges of BMI as overweight and obese like female individuals, they may become 

more susceptible to weight discrimination [61]. Although there have been many studies 

in the literature that women have been exposed to a higher level of weight bias and 

discrimination compared to male individuals; there are also studies suggesting that male 

subjects are frequently exposed to this discrimination, even if this ratio may be equal to 

or higher than that of women [118]. However, it is known that for years, especially in 
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countries with Western culture, conventional media impose a inappropriate perception 

that women should have a very thin body, and that this causes a greater pressure and 

weight bias on female individuals [116]. For this reason, it should not be ignored the 

sociocultural beauty or body perception of the society and the effect of this perception 

on obese individuals [47,66]. The impact of the sociocultural perception of the society 

in which the individual takes place is felt strongly in women living in countries with 

Western culture especially where the extremely thin bodies are idealized and seen as 

attractive. In Western societies, being overweight and obese is regarded as a fault or a 

mistake, while being slim or thin is considered as a reward [100]. Also, in these 

societies, while the body of the individual is dominant, thinness is perceived as 

healthiness, beauty, intelligence, youth, charm and elegance. On the other hand; obesity 

is considered as ugliness, laziness, non-attractive, irresponsibility etc. [157]. In the 

Western culture, it is emphasized that the female individuals should be thin and slim, 

while male individuals should have muscular and v-shaped body [66]. In other words; 

although both the female and male individuals have pressure to have a certain body 

shape by the society, male individuals are not being put into a narrow range for having a 

ideal body type and ideal for males is generally considered as being muscular and fit, 

having a high amount of muscle or low amount of fat etc. Due to this difference of 

perception, body dissatisfaction or drive for thinness is less common in male individuals 

compared to female individuals [100]. As a result; the difference between the idealized 

body perceptions cause differences between gender in negative attitudes and behaviors 

of overweight and obese individuals [33,105].  

Along with the image of ideal thin body created by Western culture, the effects 

of other cultures and these cultures on body image were also examined and different 

results were obtained. In the studies conducted in this area, black individuals are 

frequently included and these individuals, even if they have a higher BMI, were found 

to have higher levels of body satisfaction and positive body image compared to 

individuals of white race [94]. Also; in a similar based study, black individuals were 

found to have less weight/body concerns or body dissatisfaction than those of the white 

race; and they stated overweight or obesity as more acceptable [47]. While considering 

that individuals of black and white race are exposed to the same level of conventional 

media body image, the factor that causes this difference can be said that the perception 

of beauty of women is culturally different or that the weight pressure created by the 
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family or close friends of the individual is at a minimum level. Also, as considering that 

weight-based attitudes and behaviors of children and adolescents are mostly acquired 

from the family; in families with black race, there is not a great emphasis on physical 

apperance, however; in families with white race there is a great importance on 

views/comments of others such as family or peers. Thus, this difference between race 

becomes effective in the development of inter-racial differences in adulthood [94]. For 

this purpose, Brown et al. conducted a study and found that black mothers were more 

tolerant to their children’s weight. Moreover; in an experimental study involving Afro-

American individuals, it was reported that Afro-American individuals were subjected to 

less weight discrimination and prejudice compared to white individuals [94,158]. 

However, in a recent study, it was found to be the opposite that white individuals were 

exposed to less weight discrimination and prejudice compared to Afro-American 

individuals [158]. Researches have also been carried out in this field in Malaysia and 

Malaysian individuals living in urban areas were found to have higher levels of body 

dissatisfaction than Malaysian individuals living in rural areas, like in other Western 

countries. Therefore, like Malaysia; especially in socioeconomic and industrialized 

Asian countries, it is thought that the thin body image may arise due to the 

modernization and westernization movement with conventional media [73]. Although it 

is known that socioeconomic level causes high body dissatisfaction especially in Asian 

societies; the relationship between the individual's ethnicity or race and the weight 

discrimination remains unclear [73,158].  

Finally, when the effect of the BMI on the attitudes and behaviors of individuals 

towards obese people is examined; individuals with high BMI have less negative 

attitudes and behaviors towards obese individuals, and it is found that these attitudes 

and behaviors increase as the BMI decreases [25,116]. While these results are seen in 

adult individuals, inconsistent results are obtained when examining the relationship 

between BMI and negative attitudes and behaviors of children and adolescents against 

obese individuals. In some studies conducted in this area, it has been found that 

overweight children have more negative attitudes and behaviors towards obese 

individuals than their peers who are in the ideal BMI range. On the other hand; in some 

studies; it was stated that there was no significant relationship between BMI ranges of 

children and their negative attitudes and behaviors towards obese individuals [105].  
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2.7. FAT PHOBIA AND FAT PHOBIA SCALE 

In its simplest form; The term weight phobia can be referred as pathological fear 

of gaining weight, becoming fat or obese and having a negative attitudes or prejudice 

towards overweight or obese individuals [159]. While Harris refers it as negative 

perception and attitude against obese individuals; Wooley refers to prejudice against 

obese individuals. Although many studies have been conducted in this field and 

different expressions have been used to describe fat phobia, instead of expressing itself 

seperately as prejudice, discrimination, negative attitudes, beliefs or thoughts etc. it is 

generally preferred to use the term fat phobia which can replace all of these words 

[44,159,160]. Considering that the worldwide prevalence of obesity continues to 

increase day by day; it is inevitable to determine the most suitable measurement tool to 

be used for this purpose and to identify the negative attitude, behavior and 

discrimination that the obese individuals are exposed to. Moreover, this tool or scale to 

be used is not only for the determination of fat phobia; it is also important to assess 

weight discrimination or negative behaviors due to fat phobia and to reduce it with 

appropriate interventions [21]. For this purpose; many different techniques or methods 

have been used for measuring and evaluating fat phobia over the years. For example; 

case studies, personal files, Likert scale, descriptive studies etc. Many different 

techniques or methods have been used [159]. Other than these, self-reporting 

questionnaires, experimental field studies and neurological imaging methods were also 

frequently preferred [160]. However; nowadays, the most frequently used and valid 

method is Fat Phobia Scale which was developed by Robinson in 1984 and includes 50 

different materials and 5 semantic diffential scales. While developing the scale, 

Robinson used adjectives frequently used by the society in describing obese individuals 

and in the determination of potential adjectives to be listed, he has benefited from data 

which was from a small sample enrolled in a driving license course for motor vehicles 

in Minnesota/USA. Then, he has applied main components factor analysis to obtained 

data and 6 different subscales were acquired [69]. Although Robinson's 50-point fat 

phobia scale is the pioneer of this field; nowadays, its most commonly used form is 

developed in 2001 by Bacon, Scheltema and Robinson by shortening it to 14-point. 

Yuker, Allison and Faith were examined 23 different scales or methods which are 

currently used for assessing negative attitudes, behaviors and discriminations against 

obese individuals and stated that Fat Phobia Scale which developed by Robinson and 
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shortened by Bacon, Scheltema and Robinson is the most effective scale in evaluating 

and determining these behaviors [21]. Therefore, it is recommended that the researches 

planned to be performed in this area in the future should be included in this scale, as 

long as there is no new theoretical knowledge proving the opposite in the scientific field 

and it is stated that there are no obstacles to the development of new scales or new 

studies that will make the existing scales more valid and reliable [69].  
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3. MATERIAL AND METHOD 

The study was conducted in departments (Nursing, Physical Therapy and 

Rehabilitation and Nutrition and Dietetics) of Faculty of Health Sciences in Yeditepe 

University and approval of Ethics Committee of the study was received from Ethics 

Committee of Yeditepe University Hospital on 31.05.2018 (Appendix-1). 

The sample of the study consists of Nursing, Physical Therapy and 

Rehabilitation and Nutrition and Dietetics students who are studying in Faculty of 

Health Sciences in Yeditepe University between June 2018 and November 2018. 

Participation in the study is based on a volunteer basis and 311 students accepted to 

participate the study voluntarily. 281 of the 311 participants are female and 30 of them 

are male; and the age range of participants is 18-25 years. 

In order to determine the level of fat phobia of the students in Faculty of Health 

Sciences, Fat Phobia Scale which developed as 50-items by Robinson in 1984, 

shortened to 14-items by Bacon, Scheltema and Robinson in 2001 and adapted to 

Turkish version by Koçak, Saraç and Hürmeriç in 2015 was used (Appendix-2). Its 

validation was analyzed with test-retest method and the result was found 0.82 [161].  

Before filling out the data form, the students who participated in the study 

between June 2018-November 2018 were distributed a consent form and informed that 

the participation was voluntary. Then; 311 students who signed the informed consent 

form and agreed to participate in the study were given the data form which consists of 

demographic-based questions such as age, gender, studying department in the Faculty 

of Health Sciences, height (cm), weight (kg); and Fat Phobia Scale which involves 14 

pairs of adjectives that are often used to express obese individuals. The participants 

were asked to fill out data form correctly and precisely. Then; in the list of 14 adjective 

pairs used to express obese individuals, participants were asked to mark their the closest 

option related to obese individuals; in accordance with the options while 1 point means 

perception with at least fat phobia, 5 points means perception with the most fat phobia. 

The scores of the options marked in 14 items were added and divided into 14 and a fat 

phobia score between 1 and 5 was obtained. According to the scored obtained; 2.5 and 

below means neutral or positive fat phobia; between 2.5-3.6 corresponds to low-

negative fat phobia; between 3.6-4.4 means moderate negative fat phobia and finally 4.4 

and above refers to high-negative fat phobia. This classification was also developed by 
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Bacon, Scheltema and Robinson who also designed Fat Phobia Scale [161]. Finally; 

BMI values were calculated by using the height (cm) and weight (kg) values that the 

participants indicated self-reportedly in the data form and BMI values that were found 

18.5 kg/m² and below considered as underweight; BMIs that were between 18,5-24,9 

kg/m² considered as normal; BMIs that are between 25,0-29,9 kg/m² as overweight and 

BMIs that are 30 kg/m² and obese were considered as obese. 

In assessing the results obtained from the study, IBM SPSS Statistics (IBM 

SPPS, Turkey) was used for statistical analysis. Shapiro Wilks test was preferred for 

analyzing whether parameters have normal distribution or not. Besides descriptive 

statistical methods (mean, standard deviation, frequency); in the comparison of 

quantitative data, Kruskal-Wallis test was used for the comparison of groups which did 

not show normal distribution and Mann Whitney U test was used for the comparison of 

the two groups of the parameters that did not show normal distribution. Chi-square test, 

Fisher’s Exact test and Fisher Freeman Halton test were used to compare qualitative 

data and Pearson correlation analysis was used to examine the relationships between the 

parameters that are compatible with normal distribution and the significance was 

accepted as p <0.05. 
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4. FINDINGS 

It was determined that 30 (9.6%) of 311 participants were men and 281 (%90.4) 

were women. The ages of the students ranged from 18 to 25, with a mean age of 20.65 ± 

1.33. 107 of the participants (34.4%) were Nutrition and Dietetics, 102 (32.8%) were 

Physical Therapy, and 102 (32.8%) were found to be Nursing students. 125 of these 

students (40.3%) were freshmen, 104 (33.5%) were junior, 59 (19%) were sophomore 

and 23 (7.1%) were senior. The height of the students in the study ranged from 150 cm 

to 192 cm; and the mean was found 166.66±7.18 cm. Their weight was between 40 kg 

and 100 kg and the mean was 59.19 ± 10.51 kg. 

When the BMI values of the participants were examined; this value was found 

between 16,12 and 34,72 and the mean was 21.24 ± 2.99 kg/m2. It was also found that 

165 (53.1%) of students were normal, 118 (37.9%) were underweight, 24 (7.7%) were 

overweight and 4 (1.3%) were obese BMI. Finally, when the fat phobia scores of the 

participants were examined between 1.5-5; the mean was found 3.76 ± 0.62 and the 

media was seen as 3.8. As seen in Table 4.1; 176 (57.6%) of 311 students were found to 

have moderate-negative fat phobia, 73 (23.5%) of them had low-negative fat phobia, 48 

(15.4%) of them had high-negative fat phobia and 11 /3.5%) of them had neutral or 

positive fat phobia. 

 

 

 

 

 

 

 

 

 



 47 

Table 4.1. Distribution of findings related to research 

 

As the distribution of responses given to Fat Phobia Scale’s 14 different 

adjective pairs seen in Table 4.2, the most chosen ones to adjective pairs between 1-5 

points are as follows; in industrious/lazy option 125 of participants marked 3 point, in 

has willpower/no willpower option 108 of participants marked 4 point, in 

attractive/unattractive option 102 of participants selected 3 point, in good self-

control/poor self-control option 105 of participants marked 5 point, in fast/slow option 

121 of participants chose 5 point, in having endurance/no endurance option 104 of 311 

participants selected 3 point, in active/inactive option 134 of participants selected 5 

point, in strong/weak option 135 of participants chose 3 point, in self-sacrificing/self-

indulgent option 121 of participants marked 5 point, in dislikes food/likes food option 

  
Min-Max Mean±SD 

Age 
 

18-25 20,65±1,33 

Height (cm) 
 

150-192 166,66±7,18 

Weight (kg) 
 

40-100 59,19±10,51 

BMI 
 

16,12-34,72 21,24±2,99 

Fat phobia score (median) 
 

1,5-5 3,76±0,62 (3,8) 

Gender n(%) Male 30 9,6 

 
Female 281 90,4 

Studying department n(%) Nutrition and Dietetics 107 34,4 

 
Physical Therapy and Rehabilitation 102 32,8 

 
Nursing 102 32,8 

Grade (n=311) n(%) Freshmen 125 40,3 

 
Junior 59 19 

 
Sophomore 104 33,5 

 
Senior 23 7,1 

BMI n(%) Underweight 118 37,9 

 
Normal 165 53,1 

 
Overweight 24 7,7 

 
Obese 4 1,3 

Fat phobia status n(%) Neutral or positive fat phobia 11 3,5 

 
Low-negative fat phobia 73 23,5 

 
Moderate-negative fat phobia 179 57,6 

 
High-negative fat phobia 48 15,4 
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209 of them selected 5 point, in shapely/shapeless option 150 of them selected 5 point, 

in undereats/overeats option 178 of participants marked 5 point, in secure/insecure 

option 107 of them selected 3 point and finally, in high self-control/low self-control 

option 137 of them marked 3 point. On the other hand; the least chosen ones to 

adjective pairs between 1-5 points are as follows; in industrious/lazy option 11 of 

participants marked 1 point, in has willpower/no willpower option 8 of participants 

marked 1 point, in attractive/unattractive option 13 of participants selected 2 point, in 

good self-control/poor self-control option 17 of participants marked 1 point, in fast/slow 

option 19 of participants chose 1 point, in having endurance/no endurance option 25 of 

311 participants selected 1 point, in active/inactive option 14 of participants selected 1 

point, in strong/weak option 21 of participants chose 1 point, in self-sacrificing/self-

indulgent option 16 of participants marked 1 point, in dislikes food/likes food option 8 

of them selected 2 point, in shapely/shapeless option 5 of them selected 1 point, in 

undereats/overeats option 3 of participants marked 2 point, in secure/insecure option 15 

of them selected 2 point and finally, in high self-control/low self-control option 17 of 

them marked 1 point. 

Table 4.2. Distribution of responses to fat phobia scale items 

 
1 2 3 4 5 

 
n (%) n (%) n (%) n (%) n (%) 

Industrious/lazy 11 (%3,5) 23 (%7,4) 125 (%40,2) 98 (%31,5) 54 (%17,4) 

Has willpower/no willpower (n=308) 8 (%2,6) 22 (%7,1) 87 (%28,2) 108 (%35,1) 83 (%26,9) 

Attractive/unattractive (n=310) 20 (%6,5) 13 (%4,2) 102 (%32,9) 89 (%28,7) 86 (%27,7) 

Good self-control/poor self-control (n=310) 17 (%5,5) 31 (%10) 59 (%19) 98 (%31,6) 105 (%33,9) 

Fast/slow 19 (%6,1) 21 (%6,8) 48 (%15,4) 102 (%32,8) 121 (%38,9) 

Having endurance/no endurance 25 (%8) 58 (%18,6) 104 (%33,4) 81 (%26) 43 (%13,8) 

Active/inactive (n=310) 14 (%4,5) 23 (%7,4) 44 (%14,2) 95 (%30,6) 134 (%43,2) 

Strong/weak (n=310) 21 (%6,8) 64 (%20,6) 135 (%43,5) 55 (%17,7) 35 (%11,3) 

Self-sacrificing/self-indulgent (n=309) 16 (%5,2) 17 (%5,5) 68 (%22) 87 (%28,2) 121 (%39,2) 

Dislikes food/likes food (n=309) 11 (%3,6) 8 (%2,6) 26 (%8,4) 55 (%17,8) 209 (%67,6) 

Shapely/shapeless(n=310) 5 (%1,6) 18 (%5,8) 47 (%15,2) 90 (%29) 150 (%48,4) 

Undereats/overetas 7 (%2,3) 3 (%1) 43 (%13,8) 80 (%25,7) 178 (%57,2) 

Secure/insecure 18 (%5,8) 15 (%4,8) 107 (%34,4) 89 (%28,6) 82 (%26,4) 

High self-esttem/low self-esteem 17 (%5,5) 27 (%8,7) 137 (%44,1) 75 (%24,1) 55 (%17,7) 
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When the relationship between fat phobia scores of students and gender was 

examined, mean fat phobia score of female students was found 3,77±0,60 and mean fat 

phobia score of male students was found 3,72±0,73. However, as seen in Table 4.3, no 

statistically significant difference was found between the female students and male 

students in terms of fat phobia scores (p>0.05).  

In Table 4.2, distribution of fat phobia status of female and male students can 

also be seen. As seen in table; while 15 (50%) of the male students had moderate-

negative fat phobia, 10 (33.3%) had low-negative fat phobia, 4 (13.3%) had high-

negative fat phobia, 1 (3.3%) had neutral or positive fat phobia; 164 (58.4%) of the 

female students had moderate-negative fat phobia, 63 (22.4%) had low-negative fat 

phobia, 44 (15.7%) had high-negative fat phobia, and 10 (3.6%) neutral or positive fat 

phobia. No statistically significant difference was found between female and male 

students in terms of their fat phobia status (p>0.05). 

Table 4.3. Evaluation of fat phobia score and fat phobia status according to gender 

 
Gender 

p 
 

Male Female 

 
Mean±SD (median) Mean±SD (median) 

Fat phobia score 3,72±0,73 (3,7) 3,77±0,60 (3,8) 10,824 

Fat phobia status n(%) 
   

Neutral or positive fat phobia 1 (3,3%) 10 (3,6%) 20,595 

Low-negative fat phobia 10 (33,3%) 63 (22,4%) 
 

Moderate-negative fat phobia 15 (50%) 164 (58,4%) 
 

High-negative fat phobia 4 (13,3%) 44 (15,7%) 
 

1Mann whitney U test  2Fisher freeman halton test 

When the relationship between the fat phobia scores of students and their 

studying department in the Faculty of Health Sciences was examined, the mean fat 

phobia score of Nutrition and Dietetics students was found 3.92 ± 0.48; the mean fat 

phobia score of Physical Therapy and Rehabilitation students was found 3.54 ± 0.65, 

and  Nursing students’ mean fat phobia score was found 3,82 ± 0,65. Also; a significant 

difference was found in terms of students’ studying department in the Faculty of Health 

Sciences (p: 0.000; p <0.05). Fat phobia score of Physical Therapy and Rehabilitation 

students were found significantly lower than fat phobia scores of Nutrition and Dietetics 
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and Nursing students’ fat phobia score (p1:0.000; p2:0.003; p<0.05). However; as it can 

be seen in Table 4.3, no statistically significant difference was found between Nutrition 

Dietetics students’ fat phobia score and Nursing students’ fat phobia score (p>0.05).  

In Table 4.3, distribution of fat phobia status of Nutrition and Dietetics, Physical 

Therapy and Rehabilitation and Nursing students can also be seen. As seen in table; in 

the Department of Nutrition and Dietetics, 72 (67.3%) of them had moderate-negative 

fat phobia, 19 (19.8%) of them had high-negative fat phobia, 15 (14%) of them had 

low-negative fat phobia and 1 (0.9%) of them had positive fat phobia. While; in the 

Department of Physical Therapy and Rehabilitation, 54 (52.9%) of them had moderate-

negative fat phobia, 33 (32.4%) of them had low-negative fat phobia, 8 (7.8%) of them 

had high-negative fat phobia and 7 (6.9%) of them had positive fat phobia; in the 

Department of Nursing, 53 (52%) of them had moderate-negative fat phobia, 25 

(24.5%) of them had low-negative fat phobia, 21 (20.6%) of them had high-negative fat 

phobia and finally 3 (2.9%) of them had positive fat phobia. Also, a statistically 

significant difference was found between students’ fat phobia status and their studying 

department in the Faculty of Health Sciences (p:0.001; p<0.05). Nutrition and Dietetics 

students who had moderate-negative fat phobia (67.3%) were found to be significantly 

higher than Nursing (52%) and Physical Therapy and Rehabilitation students (52.9%) 

who had moderate-negative fat phobia (p1:0.000; p2:0.033; p<0.05). Also; Nursing 

students who had high-negative fat phobia (20.6%) were found to be significantly 

higher than Physical Therapy and Rehabilitations students who had high-negative fat 

phobia (7.8%) (p:0.036; p<0.05). 
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Table 4.4. Evaluation of fat phobia score and fat phobia status according to studying 

department 

 
Studying Department in Faculty of Health Sciences 

p 
 

Nutrition and 

Dietetics 

Physical Therapy 

and Rehabilitation 
Nursing 

 
Mean±SD (median) Mean±SD (median) Mean±SD (median) 

Fat Phobia score 3,92±0,48 (3,9) 3,54±0,65 (3,6) 3,82±0,65 (3,8) 10,000* 

Fat Phobia status n(%) 
    

Neutral or positive fat 

phobia 
1 (0,9%) 7 (6,9%) 3 (2,9%) 20,001* 

Low-negative fat phobia 15 (14%) 33 (32,4%) 25 (24,5%) 
 

Moderate-negative fat 

phobia 
72 (67,3%) 54 (52,9%) 53 (52%) 

 

High-negative fat phobia 19 (19,8%) 8 (7,8%) 21 (20,6%) 
 

1Kruskal wallis test  2Chi-square test 

Finally; when the relationship between the students' BMI value and their fat phobia 

score was examined; while the mean fat phobia score of students in the underweight 

BMI range was found 3.88 ± 0.61, the mean fat phobia score of the students in the 

normal BMI range was found 3.69 ± 0.60, the mean fat phobia score of the students in 

the overweight BMI range was 3.68 ± 0.68 and the mean fat phobia score of the 

students in obese BMI range was found 3.74 ± 0.63. A statistically significant 

difference was found between students’ BMI ranges and their fat phobia scores 

(p:0.040; p<0.05). As seen in Table 4.5, fat phobia score of the students in the 

underweight BMI range was significantly higher than the fat phobia score of the 

students in the normal BMI range (p:0.008; p<0.05). However; no statistically 

significant difference was found between other BMI ranges in terms of fat phobia 

scores (p>0.05). 

In Table 4.5, distribution of students’ fat phobia status according to their BMI range 

can also be seen. As seen in table; in students who were in underweight BMI range, 73 

(61.9%) of them had moderate-negative fat phobia, 24 (20.3%) of them had high-

negative fat phobia, 17 (14.4%) of them had low-negative fat phobia and 4 (3.4%) of 

them had positive fat phobia. In students who were in normal BMI range, 93 (56.4%) of 

them had moderate-negative fat phobia, 45 (27.3%) of them had low-negative fat 

phobia, 21 (12.7%) of them had high-negative fat phobia, 6 (3.6%) of them had positive 
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fat phobia; and students who were in overweight BMI range, 11 (45.8%) of them had 

moderate-negative fat phobia, 9 (37.5%) of them had low-negative fat phobia, 3 

(12.5%) of them had high-negative fat phobia and 1 (4.2%) of them had positive fat 

phobia. Finally; in students who were in obese BMI range, 2 (50%) of them had 

moderate-negative fat phobia, 2 (50%) of them had low-negative fat phobia and 1 of 

them had positive fat phobia. Also, no statistically significant difference was found 

between students’ BMI range and status of fat phobia (p>0.05). 

Table 4.5. Evaluation of fat phobia score and fat phobia status according to BMI 

1Kruskal wallis test  2Fisher’s Exact test *p<0.05 

There was a negative and poor correlation between BMI value and fat phobia 

scores of students (11.1%), however; a statistically significant relationship was found 

(p:0.049; p<0.05). Evaluation of the correlation between BMI values and fat phobia 

score can be seen in Table 4.6.  

Table 4.6. Evaluation of correlation between BMI values and fat phobia score 

  
BMI 

Fat phobia score r -0,111 

 
p 0,049* 

Pearson correlation *p<0.05 

 

 

BMI group 

p 
Underweight Normal Overweight Obese 

Mean±SD 

(median) 

Mean±SD 

(median) 

Mean±SD 

(median) 

Mean±SD 

(median) 

Fat phobia score 3,88±0,61 (3,9) 3,69±0,60 (3,7) 3,68±0,68 (3,8) 3,74±0,63 (4,1) 10,040* 

Fat phobia status n(%) 
     

Neutral or positive fat 

phobia 
4 (3,4%) 6 (3,6%) 1 (4,2%) 1 (25%) 20,104 

Low-negative fat phobia 17 (14,4%) 45 (27,3%) 9 (37,5%) 2 (50%) 
 

Moderate-negative fat 

phobia 
73 (61,9%) 93 (56,4%) 11 (45,8%) 2 (50%) 

 

High-negative fat 

phobia 
24 (20,3%) 21 (12,7%) 3 (12,5%) 0 (0%) 
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5. DISCUSSION 

      The study which was approved by Ethics Committee of Yeditepe University 

Hospital on 31.05.2018 held on June 2018-November 2018 in order to determine the fat 

phobia status of 311 students studying in Nutrition and Dietetics, Physical Therapy and 

Rehabilitation and Nursing Department at Faculty of Health Sciences in Yeditepe 

University. Results obtained by the data form were analyzed by using SPSS Statistics 

22. 

30 (9.6%) of the 311 participants who agreed to participate in the study 

voluntarily were male and 281 (90.4%) were female; and it was found that the age of 

the students varied between 18-25 and the mean age was 20.65 ± 1.33. This numerical 

difference between female participants and male participants is related to the fact that 

the total number of female students studying at Yeditepe University Faculty of Health 

Sciences is higher than the number of male students. Many studies in the literature 

stated that negative perceptions, attitudes and behaviors towards obese individuals, in 

other words, fat phobia varies according to gender and female individuals have a higher 

level of fat phobia than male individuals [61,116]. Especially in these studies; it is 

emphasized that women had higher levels of body dissatisfaction, body image 

disturbance and drive for thinness compared to men; and thus; women generally 

internalize these negative attitudes and this internalization can lead to many 

psychosocial problems such as binge-eating, anxiety, stress, depression, low self-

esteem, social isolation etc. [37,69,76,91]. In addition, it was found that men were more 

tolerant to their own bodies, and that women perceived being overweight and obese as 

strictly controllable feature compared to men, and perceived being obese and obese as a 

source of embarrassment [14]. For example; in a study conducted in New Zealand 

University students in 1988, 80% of female participants were clinically at the ideal 

weight, but only 18% reported that they perceived themselves in normal weight [135]. 

In a study conducted in Germany, half of the women in the 25-74 age group were found 

to have body dissatisfaction, while only 1/3 of men had body dissatisfaction [137]. In 

addition, it is also known that while women perceived lower BMI levels as overweight 

or obese; men perceived higher BMI levels as overweight and obese [61]. This 

perception difference in the male and female individuals may be caused by conventional 

and social media’s unequal standards while reflecting how ideal body should be in men 

and women. In these media sources; while there is a perception that suggests female 
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individuals should be thinner and this thinness is ideal; there are many suggested 

different body measurements in male individuals and the ideal body size is not kept 

within a single or sharp border. In conclusion; this difference in the perception of media 

between men and women has been shown to cause men to feel less body dissatisfaction 

compared to women [135]. In other words; for years, conventional media has been 

imposing a wrong perception that implies women should be very thin, especially in 

countries with Western culture and this is the reason for greater pressure and weight 

bias on women [116]. Although it has been determined by many studies in the literature 

that female individuals are exposed to higher levels of weight bias or discrimination 

compared to male individuals and therefore have higher fat phobia; there are also 

studies suggesting that male subjects are frequently exposed to this discrimination, even 

if this ratio may be equal to or higher than women [118]. For example; a survey 

conducted with individuals aged 50 years in the UK found that gender did not make a 

significant difference on the level of fat phobia; however; in a study of 2380 adults by 

Flint, it was found that male individuals had more negative attitudes and behaviors 

towards obese individuals than female individuals. On the other hand; Cetinkaya and 

Sert's study with 2100 Sakarya University students included that female students’ fat 

phobia scores are significantly higher than weight phobia scores of male students 

[14,18,24]. In the present study, the relationship between the fat phobia and gender was 

examined; and although the number of female students was significantly higher than the 

number of male students, no significant difference was found between female and male 

students according to their fat phobia score (p>0.05). In summary, the studies in this 

area are open to debate and contradictory results continue to be achieved [116]. 

Therefore, it is not certain whether the status of fat phobia varies by gender and there is 

a need for more studies in this area [33,105]. For this purpose, a study which excludes 

all other demographic factors (age, BMI, socio-economic level, etc.), and considers only 

gender factor will be more accurate in examination of the gender effect on the person's 

fat phobia [61].  

When the BMI values of the participants in the study were examined, the mean 

BMI was found 21.24 ± 2.99 kg/m2 and it was determined that 165 (53.1%) of 

participants were in normal, 118 (37.9%) were in underweight, 24 (7.7%) were in 

overweight and 4 (1.3%) were in obese BMI range. It is stated by many studies that  

BMI values of the individuals determine their attitudes and behavior towards obese 
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individuals and affect the status of fat phobia. In this study, a significant difference was 

found between students' BMI value and their fat phobia score (p: 0.040; p <0.05) and 

students in underweight BMI range was found to have higher fat phobia scores 

compared to students in normal BMI range (p: 0.008; p <0.05). However; no 

statistically significant difference was found between other BMI ranges and fat phobia 

scores (p>0.05). In the literature, similar results were obtained and in a study by Soto 

and Jimenez-Cruz on the 1st and 5th grade students studying in a medical school in 

Mexico; it was found that the students with underweight and normal BMI range had a 

higher level of fat phobia compared to students with overweight and obese BMI [162]. 

A study conducted by Alperin, Hornsey and Hayward in 2014 and included 1176 US 

participants has examined how the BMI value of individuals changed their attitudes and 

thoughts about obese individuals and fat phobia score of participants with low BMI 

values was found in higher level. Unlike participants with a low BMI; participants who 

had higher BMI values and had more communication with obese individuals were found 

to have lower levels of fat phobic behaviors [57]. Schwartz, Vartanian and Nosek 

conducted a similar study and included 4283 adult individuals who visited a web site 

containing information about fat phobia and it has been reported that weight-based 

prejudice is exacerbated as individuals' weight decreases [58]. The reason for this fat 

phobia difference between the individuals with underweight BMI and the individuals 

who have overweight and obese BMI values may be based on many different points. 

However the first of which is; it has been associated with the ability of individuals with 

high BMI to understand obese individuals which have similar characteristics with them, 

to be able to put themselves into their shoes and to empathize with them [12,28,78]. In 

other words; ego defense mechanism which are expressed as the behavior of protecting 

one's own self-concept to keep oneself superior to other individuals work more 

passively in these individuals [12]. According to The Contact Hypothesis expressed by 

Gordon Allport in 1954; individuals with high BMI are more in contact with the group 

with overweight or obese individuals who have similar characteristics and therefore 

with empathize with them; their prejudice to this group or negative attitudes decreases. 

In addition; this in-group communication reduces their body image disturbance or body 

dissatisfaction, and when they face with a possible fat phobia behavior, it was found to 

be able to cope with the situation much more easily. On the other hand; in individuals 

with low BMI, it is stated that intergroup contact develops more negatively compared to 

individuals with high BMI [57]. In addition; it is also thought that some individuals 
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with a high BMI value have a lower level of fat phobia because they embrace their body 

and be comfortable in their weight. These individuals were also found to have higher 

self-esteem and be mentally and psychosocially strong in a possible weight-based 

discrimination scenario [145]. However, contrary to these results; some individuals with 

high BMI can devalue their social identity or social status and start to be ready to 

approve weight-based attitudes that they were exposed. Even, they begin to apply these 

negative attitudes and discriminations against group that they are involved [68,70,71]. 

In other words; they start to perceive obesity as negatively as individuals with 

underweight and normal BMI do and adopt negative attitutes and behaviours towards 

group in which they were included by making in-group devaluation [72,73].  

In the literature, there are not only evidences that suggest that as the BMI of the 

person increases, fat phobia decreases. There are also studies suggesting that there is no 

significant relationship between BMI value and fat phobia. For example; in a study by 

Akan and Durukan including 1. and 2. grade students studying at Faculty of Health 

Sciences and Fine Arts Faculty in Yeditepe University; although no statistically 

significant difference was found between the BMI value and fat phobia, fat phobia score 

of students with underweight BMI was found higher compared to fat phobia score of 

students with obese BMI [2]. Similar results were obtained in a study by Diversi, 

Hughes, and Burke; and dietitians with lower BMI values were found to have higher 

levels of fat phobia. However; this result was found not statistically significant [83]. In 

summary; the results obtained from the studies examining the relationship between BMI 

and fat phobia are contradictory and open to discussion; while some studies have argued 

that individuals with a high BMI value have a lower level of fat phobia, some studies 

report no relationship. This difference in researches is associated with different socio-

demographic characteristics of the participants [2]. Moreover; the BMI values analyzed 

in the present study were obtained as a result of self-reporting of the participants' own 

weight (kg) and height (cm) values, thus; it may not reflect an objective result [90]. 

Although it is thought that the participants in the study can express their height and 

weight values objectively due to their educational level, in studies based on self-

reporting, overweight and obese individuals may not report their actual weight or 

understate their own weight for avoiding possible weight-based attitudes or judgment 

[12]. Finally; 91% of the students participating in the current study are in the 

underweight and normal BMI range, while only 9% are in the overweight and obese 
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BMI range. The fact that the BMI value range of the sample is quite narrow and 

insufficient prevents the outcome of the BMI to determine precisely how the BMI value 

affects fat phobia [10,64]. For this reason, there is a need for studies where the BMI 

interval is kept broader and more diverse, in data analysis based on the participants' 

self-report should be obtained, while social desirability can be controlled [10].  

When the fat phobia values of the participants were examined, it was determined 

that these values ranged between 1.5-5 and the overall mean was 3.76 ± 0.62. This value 

corresponds to the moderate-negative fat phobia as Bacon states in his study; be only 

1.2 point above from the average negative-fat phobia boundary and be consistent with 

the results obtained from literature [69]. For example; in Swift, Hanlon and El-Redy’s 

study with dietitians, nurses and physicians in United Kingdom, overall fat phobia score 

was found 3.8; and in a study by Puhl, Wharton and Heuer with 182 nutrition and 

dietetics students, the overall fat phobia score was determined 3.7 [12,64]. Although 

these values are in the range of moderate-negative fat phobia, there are many different 

studies that obtain values in the low-negative fat phobia range. Sarikaya, Ozturk and 

Afyon determined 3.06 fat phobia score in their study with students studying Physical 

Education and Sports Management in Sakarya University. Also; Berryman and Gauri 

found 3.66 fat phobia score in their study which compares fat phobia scores of Nutrition 

and Dietetics, Nursing and Physical Therapy and Rehabilitation students [1,9]. This 

difference between the results is thought to be caused by demographic differences 

between the participants in the study. In the present study, although there is no control 

group to determine the fat phobia score of the students who are not studying in the 

Faculty of Health Sciences, it can be concluded that the students who are studying in 

this field have negative attitudes and behaviors towards obese individuals [83]. 

However, it should be noted that the Fat Phobia Scale used in the present study is only 

able to identify the explicit negative attitudes and behaviors of the obese individuals, 

whereas these negative attitudes and behaviors can be in many different forms. Explicit 

negative attitudes and behaviors that individuals consciously have are mostly obtained 

by the individuals' own feelings and thoughts, and by data form studies aimed at 

acquiring information based on self-report. Therefore; it can only reflect the emotions 

and thoughts that the person is consciously aware of. In this way, when the participants 

think that they will not be welcomed by the society or that they will be treated 

negatively and that they have inappropriate feelings and thoughts; they tend to hide or 
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not report these feelings and control their answers in any direction. Because these 

feelings and thoughts are not subconscious or implicit and individuals are fully and 

concsciously aware of what they have [58,73]. Therefore; it should be noted that current 

study and other studies in this field may susceptible to social desirability bias [58]. For 

this purpose; in new studies, instead of identifying explicit negative attitudes or 

behaviors that individuals are consciously aware of; determination of implicit attitudes 

that individuals unconsciously have and do not cause social desirability bias; and thus 

enable a more comprehensive and detailed evaluation of the fat phobia has a great 

importance [20,28]. In the literature, studies have been carried out to examine implicit 

attitudes and behaviors. For this purpose; Teachman and Brownell applied the Implicit 

Attitudes Test (IAT) to healthcare professionals in order to determine their implicit 

attitudes and thoughts against obese individuals and in this test partipicants were asked 

to classify some words and pictures into a higher category. In the end of the study; it is 

determined that healthcare professionals were found to put negative attributes and obese 

individuals into same category very quickly and have implicit negative attributions such 

as bad, lazy, ugly etc. towards obese individuals [16,20,21]. Therefore; identifying the 

implicit negative attitudes and thoughts that individuals unconsciously have is really 

important in order to understand why weight-based discrimination is still being 

implemented, although there are positive response towards attempts to reduce weight-

based discrimination in society. Especially, identification of implicit attitudes that 

individuals unconsciously have is really essential in healthcare professionals who think 

that they are unbiased and objective. Thus, individuals can be aware of their negative 

attitudes ot thought and take due precautions [20]. Therefore, one of the most effective 

ways to treat obesity is to identify individuals with these implicit emotions and thoughts 

and to be aware of their conscious or unconscious negative attitudes and thoughts to 

eliminate weight-based fundamental discrimination [38]. 

Finally; when the relationship between the fat phobia and studying department 

of participants was examined in the current study, mean fat phobia score of 107 

Nutrition and Dietetics students was found 3.92; 102 Physical Therapy and 

Rehabilitation students’ were found 3.54 and 102 Nursing students’ were found 3.82. In 

current study, it is seen that higher negative fat phobia score was obtained in the 

Nutrition and Dietetic students when the results were compared with other studies’ fat 

phobia scores in literature. In the present study, the mean fat phobia score of the 
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Nutrition and Dietetics students was found to be 3.92; however; in the study of Puhl, 

Wharton and Heuer's 297 Nutrition and Dietetics students’ mean fat phobia score was 

determined 3.7; and in the study of Berryman and Gauri, Nutrition and Dietetics 

students’ mean fat phobia score was found 3.66 [9,64]. However, in Berryman and 

Gauri's study; some demographic characteristics such as gender, BMI, age, etc., which 

are known to affect the individual's status of fat phobia were not included in the study 

[9]. Fat phobia which is seen at a very high level among dietitians or students studying 

in this field is associated with many different situations. According to Teachman and 

Brownell; healthcare professionals are mistaken about assuming that a person's weight 

depends only on the factors under his control, and they perceive obesity as a personal 

irresponsibility or mistake [156]. In other words; genetic, environmental and 

psychological factors associated with obesity are ignored; and only personal and 

controllable factors regarding obesity are considered. Thus; this misperception brings 

negative attitudes and behaviors towards obese individuals [5,76]. However, it is known 

that healthcare professionals who are aware of the fact that obesity is a multifactorial 

disease and have a more comprehensive knowledge have a more constructive and 

positive attitude towards obese individuals [4,53]. This misperception regarding the 

factors that cause obesity in the students studying in the field of health shows that 

weight-based discrimination and prejudice may not only occur during the clinical 

experience, but also during the training and studying phase, and these negative attitudes 

and behaviors cannot be eliminated by the current curriculum. Moreover, it is shown 

that there is not enough focus on weight-based discrimination and prejudice on current 

health curriculum or occupational integration [12,64,83]. Therefore, it should be 

emphasized that the basis of prevention of weight bias and discrimination in the field of 

health services should be focused on the behavioral approach that be applied within the 

health sciences curriculum and health services programs or on education programs that 

indicate that obesity also depends on uncontrollable factors [5,83,153]. In today's 

curricula and programs, attention is drawn to the fact that the focus of change is only an 

individual, while the patient is held solely personally accountable without considering 

environmental and socio-ecological factors [5]. For this reason, Weise conducted a 

study with students studying in this field and developed an intervention program to 

reduce fat phobic attitudes and behaviors. In the end of his study, he observed that 

students' fat phobia behaviors improved in a much more positive way than the control 

group [20]. Crandall also conducted a study and reported that when experimental group 



 60 

was given a verbal material that emphasizes the importance of genetics in weight 

control; their fat phobic attitudes and behaviours decreased to a much lower level 

compared to control group [40].  

There are also studies that state that the attitudes of fat phobia in healthcare 

professionals or students studying in this field may change with age and occupational 

experience. According to Puhl and Latner, healthcare professionals who are more 

professional or more experienced in the treatment of obesity have a much lower level of 

fat phobia than younger and inexperienced healthcare professionals [4,37]. However; 

Schwartz attributed this to the fact that healthcare professionals who are younger were 

more vulnerable to social pressure to be thin and did not have a sufficient life 

experience due to their inability to show sufficient maturity when they expose this 

perception; also implied that there is an inverse relationship between the direct contact 

with obese individuals and the negative attitude and behavior towards obese individuals 

[4]. Because when the communication with obese individuals increases, the chance of 

empathy with those individuals, analyzing their processes, and having more positive 

approach towards obese individuals are greater [153]. However, in the present study, no 

comparison was made between age and departments of the students studying at the 

Faculty of Health Sciences; and broader researches are needed to identify the effect of 

occupational experience and age on individuals’ fat phobia status. 

Fat phobia occurring in healthcare professionals or students studyinh in this area 

may also be caused by the fact that the treatment processes of obese individuals are 

more challenging than other treatment processes or they may hesitate over 

complications during treatment [45,53]. These thoughts frequently encountered in 

healthcare professionals are mostly caused by their perception about obese patients. For 

example, they may consider obese patients as incompatible and less motivated to do 

healthy lifestyle changes. Therefore; Pantenburg, Sikorski and Luppa stated that before 

starting to professional worklife; students in the healthcare field should be have 

adequate clinical experience, thus; their training period should not be only in last year 

[10]. In the present study, due to their participation in a clinical internship outside of the 

school; sufficient number of 4th grade students could not be reached and only 7.1% of 

the them was included. Therefore; more studies are needed to examine whether 

students’ clinical experience in treating obese individuals affect their fat phobia status. 
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Finally; when the relationship between the department of the participants and the 

status of fat phobia was compared; it is found that fat phobia scores of the students 

studying in the Physical Therapy and Rehabilitation were significantly lower than the 

fat phobia scores of the students in the Department of Nutrition and Dietetics and 

Nursing (p1:0.000; p2:0.003; p<0.05). However; no statistically significant difference 

was found between Nutrition and Dietetics and Nursing students according to their fat 

phobia score (p>0.05). When this result is compared with the literature, it is seen that 

different results have been obtained in many studies. For example; in Sikorski, Luppa 

and Glaesmer's study which included 682 physicians, nurses and physiotherapists, it is 

found that nurses had a statistically significant lower level of fat phobia than other 

healthcare professionals; however; in Swift and Hanlon’s study with 1130 Nutrition and 

Dietetics, Medicine and Nursing students, nursing students fat phobia score was found 

3.6, Nutrition and Dietetics students’ fat phobia score was determined 3.9 and finally, 

Medicine students’ score was found 3.8 and with these results nursing students’ score 

was reported to be statistically significantly lower than other students’ scores [12,53]. 

The lower level of fat phobia score of nurses or nursing students has been associated 

with the fact that nurses are more often and in close contact with obese individuals and 

have direct physical contact with these patients than other healthcare professionals [53]. 

In addition; in the study which includes the students of Nutrition and Dietetics, Nursing 

and Physical Therapy and Rehabilitation and conducted by Hayran, Akan and Durukan 

in Yeditepe University, mean fat phobia scores of students studying those departments 

was found as follows; 3.78, 3.63 and 3.51; and as in the present study, Physical Therapy 

and Rehabilitation students were found to have the lowest fat phobia score, while 

Nutrition and Dietetics students were determined to have the highest level. However; 

this difference was not found to be statistically significant [2]. In many studies 

conducted in the literature, Nutrition and Dietetics students were found to have the 

highest fat phobia score. Thus; although dietitians who are primarily involved in the 

treatment of obesity suggest that their prejudice and negative attitude towards obese 

individuals will be at a lower level, it is shown that they have a very serious fat phobia 

against obese individuals [33]. 
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6. CONCLUSION 

As a result of the present research, no statistically significant relationship 

between fat phobia and gender was found; and when the relationship between BMI and 

fat phobia was examined, it was determined that the fat phobia score of the students in 

the underweight BMI range was significantly higher than the fat phobia score of the 

students in the normal BMI range. This may be caused by individuals with high BMI to 

understand the obese individuals who think they have similar characteristics, to put 

themselves in their shoes and to be able to do empathy. Furthermore; since the 

individuals with high BMI are more in contact with the group of overweight and obese 

individuals who have similar characteristics with them and therefore they can empathize 

with them and thus; the prejudice or negative attitude towards this group may decrease. 

In addition, when the relationship between students’ studying department in the Faculty 

of Health Sciences and the status of fat phobia was examined; it is understood that the 

fat phobia score of the students studying in the Physical Therapy and Rehabilitation was 

significantly lower than the fat phobia score of the students studying in the Department 

of Nutrition and Dietetics and Nursing. This fat phobia score which is seen at a very 

high level among dietitians and students studying in this field can be attributed to 

healthcare professionals’ misperception in which states that person's weight depends 

only on the factors under his/her control and consideration of obesity as only personal 

irresponsibility. In other words; the genetic, environmental and psychological factors 

associated with obesity are ignored; and only personal and controllable factors 

regarding obesity may be considered. Therefore; this misperception brings negative 

attitudes and behaviors towards obese individuals. 

As a result, it is known that the healthcare professionals who take primary role 

in the treatment of obesity or the students who are studying in this field have negative 

attitudes and behaviors towards obese individuals and have fat phobia. These negative 

behaviors are often noticed by the obese individual and may cause obese individuals to 

postpone or discontinue their treatment. Thus; the patient has a negative result from the 

treatment for weight loss and the risk of mortality increases. Therefore; while obesity 

prevelance increases, it is a great importance to detect, evaluate and prevent negative 

attitudes and behaviors towards obese individuals. 



 63 

7. RECOMMENDATIONS 

While it is very important to design intervention programs and combat the 

increasing prevalence of obesity in the world, protection of the physical and 

psychosocial health of obese individuals and prevention of the possible fat phobic 

attitudes are very essential as well. Thus; the sources and effects of fat phobia should be 

determined and how they can be reduced and prevented should also be indicated. It is 

known that healthcare professionals who play a primary role in the treatment of obesity 

and students studying in this field have negative attitudes and behaviors towards obese 

individuals. Thus, it shows that weight-based discrimination and prejudice may not only 

occur during the clinical experience, but also during studying phase, and these negative 

attitudes and behaviors cannot be eliminated by the current curriculum and occupational 

integration. Moreover, it is shown that there is not enough focus on weight-based 

discrimination and prejudice on current health curriculum or occupational integration. 

For this reason, the health sciences curriculum and health services programs should 

focus on the behavioral approach and the educational intervention programs should be 

included to raise awareness among the students about the potential risk of fat phobia. 

Students should be clarified in detail about what fat phobia is, how it occurs, how it 

affects people and patients, and how to deal with it. In addition; in these programs, 

awareness about how obesity is a multifactorial disease and it can also be caused by 

uncontrollable factors such as biological, genetic, hormonal, environmental, 

psychological etc. should be noted. 

Finally, it is known that the communication and experience with obese 

individuals increase; negative attitudes towards obese individuals decrease because of 

the chance to develop empathy. For this reason, students who are studying in the 

healthcare field should have sufficient clinical experience before working professionally 

and their training period should not be only in final year. 
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APPENDIX-2. Data Form 

 

KİLOFOBİ DEĞERLENDİRME VERİ FORMU 

 

-Yaşınız: …………… 

-Cinsiyet:      Kadın                               Erkek  

 

 -Okuduğunuz Bölüm ve Sınıf:          Bölüm: ………………………………………………………. 

                                  

                                                               Sınıf:                     1. Sınıf:  

                            2. Sınıf:  

                           3. Sınıf:  

                           4. Sınıf:  

-Boy(cm): ………….. 

-Kilo(kg): ………….. 

 

-Obez veya kilolu bireyler için sıklıkla kullanılan 14 sıfat çifti aşağıda listelenmiştir. Her sıfat çiftinden, 

obez veya kilolu bireyler için duygu ve düşüncelerinizi en iyi ifade eden sıfata en yakın olan çizginin 

üzerine “X” işareti koyunuz. 

1. Tembel         _______        _______      _______        _______          _______    Çalışkan 

                                  5                      4                   3                     2                  1  

2. İsteksiz         _______        _______      _______         _______          _______    İstekli 

                   5                      4                   3                     2                   1  

3. Çekici             _______        _______      _______         _______          _______   Çekici olmayan 

                                  1                     2                    3                      4                   5   

4. Öz-kontrollü   _______       _______         _______       _______          _______   Öz-kontrolsüz 

                                  1                     2                      3                    4                   5  

5. Hızlı                 _______        _______        _______         _______         _______ Yavaş 

                                    1                      2                     3                      4                 5  

6. Dayanıklı         _______         _______       _______          _______        _______ Dayanıksız 

                                     1                      2                    3                       4                      5  

7. Hareketli         _______          _______       _______         _______        _______ Hareketsiz 

                                     1                       2               3                      4                    5  

8. Güçsüz            _______          _______        _______         _______         _______ Güçlü  

                                    5                       4                     3                      2                 1  
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9. Kendi isteklerine düşkün     _______     _______   _______   _______    _______ Kendinden ödün  

                                                      5                  4                3                 2                1              veren           

10. Yemekten hoşlanmayan    _______     _______   _______   _______    _______ Yemekten hoşlanan 

                                                     1                  2                 3                4                5  

11. Biçimsiz (vücudu)                 _______     _______    _______   _______     _______ Biçimli(vücudu) 

                                                          5                   4                 3                2              1  

12. Az yiyen                   _______      _______     _______      _______       _______        Çok yiyen  

                                               1                2                   3                   4                5  

13. Kendine güven duymayan    _______      _______      _______       _______     _______ Kendine  

                                                       5                  4                   3                    2                   1       güven duyan 

14. Özsaygısı düşük      _______        _______      _______       _______      _______    Öz saygısı yüksek 

                                          5               4                  3                  2                 1 
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APPENDIX-3. Curriculum Vitae 

Kişisel Bilgiler 

Adı  Melis Soyadı  Karakaya 

Doğum Yeri  Antalya Doğum Tarihi  29.08.1993 

Uyruğu  T.C. TC Kimlik No 16069026820 

E-mail dytmeliskarakaya@gmail.com Tel +90 535 344 55 52 

 

Öğrenim Durumu 

Derece Alan Mezun Olduğu Kurumun Adı Mezuniyet Yılı 

Doktora    

Yüksek Lisans Beslenme ve Diyetetik A.B.D. Yeditepe Üniversitesi-Sağlık Bilimleri Enstitüsü 2019 

Lisans Beslenme ve Diyetetik Yeditepe Üniversitesi-Sağlık Bilimleri Fakültesi 2016 

Lise - Antalya (Anadolu) Lisesi 2011 

 Başarılmış birden fazla sınav varsa(KPDS, ÜDS, TOEFL; EELTS vs), tüm sonuçlar yazılmalıdır  

 

İş Deneyimi (Sondan geçmişe doğru sıralayın) 

Görevi  Kurum   Süre (Yıl - Yıl) 

 Diyetisyen 
NutriFit Sağlıklı Beslenme ve Diyet Danışmanlığı 
Merkezi-ANTALYA 

01.2018-(Devam ediyor) 

 Diyetisyen OkyanusFly Sports Center-İSTANBUL 03.2017-09.2017 

 

Bilgisayar Bilgisi 

Program Kullanma becerisi 

Microsoft Office Çok iyi 

  

*Çok iyi, iyi, orta, zayıf olarak değerlendirin 

 

Bilimsel Çalışmaları 

SCI, SSCI, AHCI indekslerine giren dergilerde yayınlanan makaleler  

 

Bildiği Yabancı Dilleri Yabancı Dil Sınav Notu () 

 İngilizce Çok iyi- YDS: 85 (2016) 

 Almanca Literatür düzeyinde 
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