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Moral discourse in General Practitioners’ accountf obesity communication

Abstract

Obesity is not addressed with a large proportiopatfents presenting in general practice. An
increasing body of evidence suggests that healtfiegpsionals view body weight as a
sensitive topic to include in routine consultatiars face barriers in initiating weight loss
discussions. This study examined the discursive eposlations that shape how general
practitioners (GPs) understand and talk about tpesing a novel methodology to elicit
responses from GPs about raising the topic of weiblventy GPs from the South West of
England reflected upon novel trigger films simuigtidoctor-patient interactions, in which a
doctor either acknowledged or ignored their palemiody weight. Underpinned by a
discourse analytic approach, our findings sugdest GPs both reproduce and resist moral
discourse surrounding body weight. They construmsdy as an individual behavioural
problem whilst simultaneously drawing on socio-otdt discourse which positions body
weight as central to social identity, situating sibe within a context of stigma and
positioning patients as powerless to lose weighidr findings highlight a need for increased
reflexivity about competing discursive frameworkis pday during medical consultations
about obesity, which we suggest, contribute todased tension and powerlessness for GPs.
Trigger films are an innovative method to elicitftarmation and discuss competing

discourses.

Keywords

Obesity, discourse analysis, general practitiorstigma, critical public health

Introduction

There is pressure within UK General Practice ta@onte to the public health drive to lower

rates of obesity (Academy of Medical Royal Colleg2813; Royal College of Physicians,
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2013). General practitioners (GPs) are expectedotinely talk to patients about their
weight, both when presenting with obesity relatedbfems and for other purposes (NHS
Future Forum, 2012; NICE, 2014). However, evidesgggests that many patients are not
approached about their weight (Aveyard et al, 20A&)ngside a perceived lack of time and
competing demands, GPs indicate that the reluctémdalk to patients about weight loss
stem from concerns around damaging their theraperdlationship and professional
reputation, as well as feeling ill-equipped to hphktients (Blackburn et al, 2015; Michie,
2007).

While studies give insight into factors that prev&s from approaching their patients about
weight loss, most have focused on individual-ledeterminants of behaviour. For example,
studies have emphasised that clinician beliefsaasalient barrier to raising the issue of
weight, demonstrating that GPs have concerns alpsetting patients and perceive
themselves as lacking the knowledge and skillselp patients lose weight in a ten minute
consultation (Blackburn et al, 2015; Michie, 2007As a result, limited attention has been
paid to the sociological, political and culturallirences that shape, and are in turn shaped by,
GPs’ beliefs and behaviour. Such a stance alsaagnthe ongoing debate within academic
circles about what obesity actually is, which, imtpatly, has led to diverse ways of viewing,
understanding and researching obesity. Indeed, oavigg evidence base demonstrates
contested knowledge surrounding obesity and diveim&s around the framing of fatness

(Bombak et al, 2016; Trainer et al, 2015; Warinl20

In addition to a medical model of obesity which duity views obesity as a biomedical risk
requiring change at an individual level, eitherotigh behavioural, pharmaceutical or
surgical intervention (Webb, 2009), several oth@dais of obesity have been identified in
the literature. Discourses of obesity promulgdigdhe news media (Frederick et al, 2016),

health policy (Ulijjaszek & McLennan, 2016) and taaampaigning for political and social
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change (Bombak, 2014; Cooper, 2010) are importantansider. News and television
media, for example, regularly portray individuals lazy and gluttonous and assert that
weight loss is controllable through will power abeltter choices (Saguy & Alemling, 2008)
thus highlighting personal responsibility. Empiticasearch also demonstrates that media
reporting promotes a public health framework of sityewhereby obesity is framed as an
‘epidemic’ or ‘crisis’ warranting governmental amti (Frederick et al, 2016; Saguy & Gruys,
2010). In this portrayal of obesity, fatness imstoucted as a normal response to an
obesogenic environment and government regulatiofoofl and marketing activities are
advocated. In a policy context it has been arginred despite some recognition of the
complex array of causes of and thus proposed sakitio obesity, the dominant framing of
obesity as an individual problem requiring behawvialnange continues (Ulijaszek &
McLennan, 2016). In contrast, ‘health at everye'send ‘fat rights’ frameworks draw on
political discourse. A political model of obesipresents fatness as a form of natural
diversity, promotes greater social tolerance ratien individual behaviour change and
opposes weight-based discrimination and stigma [(€902010; Rothblum & Solovay,

2009).

Competing frameworks surrounding obesity appe&etparticularly salient in relation to the
medical management of obesity where dichotomouriting and heated debate over how to
understand and treat obesity continues (Bombalk, 046; Trainer et al, 2015). Although
there is heterogeneity in the critique they proyigsearchers taking up a feminist or social
constructivist orientation argue that public heathd medical authorities provide the
dominant perspective on obesity, drawing attentmits biophysical attributes and labelling
obesity as a pathology, disease or social probRatt¢rson & Johnston, 2012; Warin, 2015).
Inherent within this medical framing of obesitytiee notion that excess fat is unhealthy and

that behaviour change is the most effective styatieg intervention. Scholars who are
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sceptical of obesity as a medical problem argué suframing contributes to a reductionist
and individualistic conceptualisation of obesitydarould lead to victim blaming (Gard &
Wright, 2005; Lupton, 2013). A contrasting perspexput forward by critical theorists and
activists is that body weight is an embodied, paab@nd social issue (Medvedyuk et al,
2018; Tischner & Malson, 2012). Here, researchegsiea that constructing obesity as a
medical problem, and doing so unreflexively, hasisemuences for social identities,

potentially contributing to stigmatisation (Bombetkal, 2014; Monaghan et al, 2013).

As these debates serve to illustrate, competingodise surrounding obesity contribute to
fatness being viewed and understood in a varietyays. Somewhat surprisingly, little
research has looked at how health professionatsidisely construct obesity and their role
in talking to patients about weight loss, or howithunderstanding of obesity is situated
within a wider socio-cultural and political context remains unclear how GPs, who are
involved in supporting patients who are overweightobese (Aveyard et al, 2016), are

influenced by, and in turn shape, these discourses.

In sum, despite a need to understand why obesitynfiequently addressed in general
practice, few studies have reflected on the meantingt health professionals ascribe to body
weight in relation to the wider discursive resogregailable to talk about weight, which limit
and constrain meanings. Most saliently, givenubiguitous and damaging nature of moral
constructions of obesity frequently alluded to lmhdars, particularly those who seek to
politicise obesity (Bombak, 2014; Lupton, 2013),rémains unclear whether GPs are
influenced by, and indeed contribute to, moral disse surrounding obesity. For the
purposes of this study, we define a moral discoofsebesity by drawing on descriptions
provided by scholars such as Jutel (2005) and Digr(&007) whereby obesity is viewed as a
problem to be fixed, weight is judged to be a diedicator of health, and individuals are

obliged to take personal responsibility for weidiigs through initiating behaviour change.

4
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Given that previous studies in this area have beemed to surveys and interviews, we
decided that an innovative method tailored to teeds of this specific area of empirical
investigation would make a useful contribution talerstanding the management of obesity
in general practice. Trigger film interviews (Ber &lroy, 2001; Johnston & Chan, 2012),
were used to explore the discursive power relatadnday when body weight is negotiated in
the clinic. The rationale for using, and the psscef designing trigger films is described

further in the methods section of this paper.

Given the diverse and contested discourse surrngrabesity, this study sought to explore
the discursive power relations that shape how Gidsnstand and talk about obesity by (a)
identifying the ways in which obesity and the ceafies of raising the topic of weight are
presented within GPs’ accounts and (b) situatiegehaccounts within wider socio-cultural
and political discourse surrounding obesity in otdeexplicate the extent to which moral

discourse is both reinforced and resisted.

Method

Study design

Theoretical framework

This study was underpinned by a Foucauldian apprtadiscourse analysis (Willig, 2001)
and it was this epistemological framework whichluehced data collection and analysis.
Discourse can broadly be defined as ‘a group cdsdar patterned ways of thinking which
can both be identified in textual and verbal comimations and located in wider social
structures’ (Lupton, 1992, p. 145). Foucauldiarcalisse analysis addresses how language
constructs particular realities (Cheek, 1999; Park892), thereby reproducing normative
constructions that in part reflect social relatiafspower in a specific social, economic,

political and historical milieu (Sims-Schouten gtZ2907).
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Discourse analysis, a methodological approach usebtealth and medical research to
understand how contested issues are constructats@a% Willig, 2008;Ussher et al, 2013),

was used to identify discursive constructions oésaty and obesity communication, in the
context of broader cultural discourse. Arguablykey strength of undertaking a discourse
analysis is the capability of the method to questdominant understandings, focus on power
relations and knowledge construction and ultimatelyproduce new insights into areas of

health and iliness which are overlooked when usomyentional qualitative methodologies.

Participants and recruitment

Ethical approval was gained by the Research Etlosnmittee for Health and the
Psychology Ethics Committee, University of [BatRlarticipants included GPs working in
three Clinical Commissioning Groups (CCGSs) in tloeits West of England who responded
to an invitation circulated through professionatwmrks. Snowballing sampling procedures
were used: GPs who had stated interest in partiogpan another study conducted by the
lead author (MB) as part of her PhD research wergacted directly. Twenty two GPs
expressed interest in the study and were sentefudétails about the study. Subsequently,
twenty GPs agreed to participate. Participants ivede an online retail voucher for

participating. Interviews took place between Febyw@and April 2014.

Trigger film interviews

Trigger films are typically 2 to 4 minute video di simulating real-life clinical scenarios,
(Ber & Alroy, 2001; Johnston & Chan, 2012). Theg artype of video vignette used to elicit
discussion about beliefs, values and norms and bmnused as a tool to encourage
respondents to reflect on their own experiencegfida & Huby, 2012; Mah et al, 2014). In
line with the discourse analytic approach takerthis study, the capacity of vignettes to

situate clinical scenarios within a specific so@ald cultural context (Jackson et al, 2015;
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Mah et al, 2014) was considered an optimal way rtampt respondents to draw on the
discursive resources available to them. Furthermagnettes facilitate the exploration of
topics which are often considered sensitive duentwal and ethical dimensions and are
increasingly used to explore topics that attrastedie and entrenched views (Hughes &
Huby, 2012; Mah et al, 2014). Thus, the triggemfinterviews were used in this study to
stimulate discussion about obesity and the challengf addressing weight loss, and, to

encourage GPs to draw on their own experiences.

Three trigger films were designed for use in therwiews taking into consideration: the aims
and research questions of the study, a reviewefdkearch literature, our findings from a
previous study in which we identified barriers @ising the topic of weight in general
practice (Blackburn et al, 2015), and pragmaticsaterations such as cost and time. We
were particularly mindful of balancing the numbétrayger films with the time available for
respondents to talk about the scenarios and thaatipe in adequate depth whilst allowing
time for the discussion of supplementary matterergmg from the films. Following
considerable discussion in team meetings and dgaamnguidance from Hillen et al (2013),
three clinical scenarios were arrived upon whiatorporated trigger points that generated
divergent views (as identified in our previous ast@) and thus were likely to elicit
discussion within interviews. The trigger filmsriea in relation to whether the GP raised the
issue or not, the patient’s reaction to their GR&rvention (when the issue is raised), and
the reason for the patient consulting, which priesearch indicated were important
dimensions in clinical decision making and/or wdilely to produce a diversity of
reflections from GPs. The content and purposeachdrigger film is shown in Table 1.
Initial scripts were written by MB based on priongrical data and discussed with primary
care and public health practitioners to ensurestemarios were reflective of real life clinical

practice.
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A professional film company was commissioned todpiee the films and four actors were
recruited to enact the doctor and patient roldmikg took part in a GP surgery and a retired
GP attended brief periods of the filming to enstlneical realism. An image from one of the

final set of trigger films is provided in Figure 1.

FIGURE 1 (in colour online only, 1.5 column fittingpage)

TABLE 1

Data collection

Prior to interviewing participants, the triggemig were piloted with five GPs, providing the
opportunity to trial the interview questions anderme the films were effective at generating a
discussion about obesity and raising the topic@fyim. During interviews, participants were
invited to watch each trigger film before being es$ko discuss their thoughts and feelings
about raising the topic of weight; their views abthe challenges of talking to patients about
weight; and, beliefs about efficacy. The interviewemained open to and followed up on
elements of the scenarios raised by participantloav GPs to discuss aspects of the trigger
films that were most relevant to them and theiadey practice. The opening screen of each
film clip informed participants that the video wassimplified representation of a medical

consultation and was designed to trigger discussion

GPs were interviewed in their surgery, in a stuslym at the University of [Bath] or at their
home. Interviews were audio recorded. The duratfonterviews ranged between 30 and 95
minutes. Interviews were transcribed by MB for dand punctuation only, in line with the
discourse analysis procedure followed by Parke®Z20vhereby interviews are viewed as a

constructive practice with the aim being to regat@sentations of the world rather than being
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concerned with ‘truth’. Thus the approach was come@ with a macro-analysis of language

use and text.

Analysis

A discourse analytic approach, guided by the mettextribed by Parker (1992) and Willig
(2001), was employed to analyse the interview taps. In line with a Foucauldian
analytic approach, the discourse analysis was pee at a macro level with the emphasis
being on the way that language available to GPts ‘Bmits upon, or at least strongly
channels’ what can be thought, spoken about ané ¢{®uarr, 2003, p. 63) and reproduces
power relations (Parker, 1992). Thus, prior to andonjunction with the analysis, the lead
author read widely, paying attention to the wayt thlaesity is constructed in current and
previous research and policy documents. This es@rdemonstrated that a number of
discourses including biomedical, moral, public bealnd political discourse are drawn on to
construct obesity. Given that previous literaturgpbasised a moral discourse of obesity and
the negative implications of this discourse for tdogatient interactions and patients health
(Throsby, 2007), the primary aim of the analysiswa the ways in which GPs engage with
or resist moral constructions of obesity, in additito shaping and reproducing moral

discourse.

Analysis focused on the entirety of each GP’s anteather than responses to individual
trigger films in order to identify patterned ways thinking and talking about obesity and
barriers to raising the issue of weight. Initialllge whole of each participant’s transcript was
read and re-read to gain familiarity with the daAaalysis followed a four-stage process
adapted from the method outlined by Parker (1992 Willig (2001): (1) Sections of the

text which alluded to obesity and the challengesatiing about weight were extracted and

subjected to a closer analysis; attention was faithe ways in which GPs’ talk cohered
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around specific understandings of obesity and nmganielated to raising the topic of weight.
(2) Each of the extracted sections were coded fdemsocio-cultural discourses which were
consistent with a moral discourse of obesity (Ju8D5; Throsby, 2007). (3) The subject
positions (the rights and obligations, and whateespn can and cannot say, based on what
discourse makes possible) were identified (Davielda&re, 1999). (4) The implications for

subjects and social practice were outlined.

The coding of the data was carried out by the leaithor (MB). The extracted text was
subjected to line by line coding and then grouped discursive themes focusing on the way
that obesity and the challenges of discussing werggre constructed in the context of
broader cultural discourse. The analytic procagsvdon principles of thematic analysis
(Braun & Clarke, 2006) using a deductive approaciyeénerate themes which exemplified
the ways in which GPs’ constructions of obesity badiers to communicating about weight
were reflective of dominant discourse about obesitite sectional division of the themes
arrived at represent a structural division imposedhe data by the lead researcher and the
categories are not mutually exclusive (Throsby,Z20Rather each theme demonstrates how
GPs’ talk reinforces and resists moral discourse when read in conjunction with one
another demonstrate the dominance of moral diseoarstructuring talk about obesity. A
second member of the research team with qualitagsearch expertise (CE) reviewed the
coding of the text to ensure rigour of analysis a8h& Bailey, 2009). Regular team
meetings allowed dialogue about, and comparisopeaspectives, in regards to the reading

of the text.

Reflexivity was central to the analytic processlime with a discourse analytic approach, the
interview data was viewed as being collaboratiy@lgduced. We view GPs’ talk as being

produced in response to the interview questionsimmegotiation with the interviewer, thus

10
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their talk speaks to and emerges from the discar&immeworks and macro-discourses

available in the context of this particular intewi (Paulson & Willig, 2008; Rapley, 2001).

Findings

In total, 20 GPs participated in the study. Thofethe GPs were partners, seven were
salaried, six were locums, two were both salaried lacums, and two were trainees. Other

participant demographics are presented in tablel@b

TABLE 2

Analysis demonstrated that a moral discourse waderv within the accounts of all
respondents. This discourse constructs obesity lasalth risk, draws on assumptions that
individuals can and should lose weight through beha change and demonstrates the way
that ‘weight’ or ‘fatness’ is assumed to indicatgabr health and thus a ‘spoiled identity’
(Goffman, 1963; Monaghan, 2017). Here we discussetthemes, demonstrating the ways in
which GPs both reinforce and resist moral discoatseounding obesitgopmmunicating with

caution, patients think we are calling them fadthey think it is alright for you.

Communicating with caution

When reflecting on the challenges of talking toigrats about weight loss, GPs positioned
themselves as stuck in a precarious space, expgessincern that interventions around
weight loss would subject patients to judgment sietultaneously expressing a desire for
patients to take responsibility. Weight loss wascdbed as something that patients often
“struggled with”, “a long and difficult journey”,ral something that patients had to “battle”
with. Broaching the topic of weight loss withoutpaaring insensitive was considered a
delicate task. GPs described concern that tallkongatients about weight loss might deter
individuals from returning to seek medical advioe dther health problems. Raising the topic

of weight was thus constructed as a risk to a pesiébroader medical care.

11
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Patients were mainly positioned as aware of thel n@¢ose weight and assumed to be under
pressure to do so from others, such as family mesnbe addition, GPs perceived that
patients had been trying, often without succesdpse weight over a long period of time.
Thus, by distancing themselves from being “yet haotperson” (GP 9) pressurising their
patient to lose weight and by arguing that theienvention would marginalise patients, GPs

were able to justify not raising the issue.

“I have to be very careful ... not to sound asnfi making assumptions that they just haven't
thought about this or tried it before me mentionihgthey’re not just waiting there to be
given my opinion and go off and act on it, theyge¢ their whole complex story before that
point which would involve all sorts of things arauthem having tried to lose weight and not
being able to”.(GP 9).

GPs therefore described taking a cautious apprt@adaising the issue to avoid patients
feeling blamed. Opening up discussions about wediggtg were limited to instances when
GPs were confident that a patient's excess weiglatad to an already established medical
problem, giving them “good medical grounds to db 3tus, when obesity could be framed
as a risk factor for a(hother) medical problem, @Bsitioned themselves as feeling safe to
bring the issue up. In the following excerpt GPdi§cusses “treading carefully” to ensure
she doesn't “get patients’ backs up”; raising weighthis scenario might lead to patients
feeling unfairly “picked on” and indicate subjediyudgment rather than an evidence-based

need to raise the topic.

“You have to be careful about unnecessarily attilbgr something to weight if it isn’t

because patients are very, very sensitive ab@at wwhen you’re sure of your ground then it's
absolutely correct so if someone develops diabetesomething like that erm and you've
looked at all the lifestyle things and they stiliven’t lost weight then that's absolutely

appropriate, when someone’s got bad arthritis ieithknees and you know that, that is

12
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entirely correct to sort of bring it up becausettiga direct cause and effect, it's attributing

something.”(GP 16)

When reflecting on the vignette portraying a pdtgehody weight being raised in the context
of a consultation about plantar fasciitis (trigfen 2), GP 10 similarly expresses discomfort
and cautiousness about focusing predominantly ody beeight. The following quote

demonstrates the way that raising the issue of Wesgconstructed as a GP’s obligation (or

‘agenda’) which is in tension with the expectatiamsl needs of the patient.

“so she clearly didn't think her foot problem wasated to weight and so bringing it in just

felt like | came to you about my foot and now yeyushing your agenda on me (GP10)

Throughout accounts, GPs expressed concern than{gatand members of the public
perceived medical professionals as authoritatigerés who were unduly focused on weight
loss, attributing excess weight to the cause ofmallical problems. Patients were positioned
as sceptical of the support or advice that GPsdcoffér, with the broader patient population
described as dissatisfied and frustrated aboutgbgiven simplistic advice for a complex

issue.

“They think well they’re just going to tell me tosk weight and | know that and | can’t do
anything about that and a feeling of being kinddafempowered and out of control and
feeling useless and judged ...they might think weelldoctors going to tell me it's all about
my weight and you hear people, people on busesngoublic say things like that, people say

‘they're just going to tell me to lose weight’,cayou want to avoid that(GP 17).

Despite this concern, GPs expressed their desirpdiients to take responsibility for being
overweight and for changing this through lifestgleange. Assumptions that patients had
caused their excess weight and needed to change#tieg and physical activity behaviour

were evident throughout accounts. Several GPs ibescpatients who “blamed” their excess

13
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weight on external factors and wanting medical @ssionals to give them the solution to
weight loss. It was thus considered an importafe of the GP to help patients become

accountable and motivated to lose weight, albathout upsetting patients in the process

“You don’t want to seem as if you're blaming themifsthey feel like you are, or they're
trying to shift the blame onto something else ttaat be quite difficult cause really it's the
patient’s responsibility we feel and they don’t wemtake responsibility sometimes and that
can be hard to try and shift that around yeah, davant to get into a fight about it.(GP

18).

Through demonstrating that a discussion of bodyktds not interpreted as a value-free and
benevolent topic but one that takes them off “sgeund” and which might result in a
‘fight’, GPs appear to be drawing on, and reinfoggia moral discourse of obesity. Whilst
GPs express concern about patients feeling judgesghonsibility for weight loss remains
with the patient, echoing cultural views that weidbss is an individual, behavioural

problem.

Patients think we're calling them fat

Throughout their accounts, GPs expressed concatmdtients would feel labelled as ‘fat’.
As one GP described, “I worry about offending peoahd kind of going “you're fat” erm
you know and | can call you obese and that is naddiat it just sounds offensive” (GP 8).
GPs positioned patients as interpreting their ugetions about obesity as a personal insult
and non-medical rather than a legitimate medicgictoThe following GP describes
exercising caution around broaching the topic oigivewhich she attributes to the negative
experiences of other health professionals. Thessteations point to the personal nature of

talking about obesity and the relationship betweedy weight and a patient’s identity.
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“I know kind of there’ll be situations where kindlmurse colleagues have had a relationship
that completely broke down with a patient for tyito address the issue of weight and them

going ‘well you said | was fat’ and that’s reallyae kind of thing. '(GP 8)

Inadequate medical solutions available for GPsuggpert patients with weight loss were
described as contributing to the difficulty of iap the issue, with GPs positioning
themselves as reductionist in the way they coully offer dietary and physical activity
advice despite recognising the complexity of olyedihus, as well as perceiving themselves
as personally insulting patients by labelling thesroverweight, GPs were reluctant to further

compound this by offering simple solutions.

“It's just the stigma and not wanting to offend p&oas well as not, not necessarily being
confident that you can provide them with a solusorit’s kind of a, you know, it’s a horrible
thing to say well you know this is a big problent you know run along and eat some salad,

it's not easy.”(GP 3)

Another GP discusses a past experience of raisi@agssue of weight which resulted in a
patient feeling blamed. To demonstrate the difficwdf engaging patients and promoting
shared understandings about weight loss, the GPhasiges her “well-developed

relationship” and “gentle approach” with the patien

“l eventually said you know and I've been seeing foe about two years, this is not a new
relationship, this is a very well-developed relasbip, very established and | felt at that
stage, you know to say you know ‘one of the thirigsk that's contributing to this that we
haven't talked about is your weight’ and she wergautely off the deep end you know, well
you're calling me fat and you're calling me gregdu’re just saying I’'m greedy aren’t you’

and you know | approached it in the gentlest wasspne.” (GP 16).
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As discussed widely in the research literature,absociation between ‘fatness’ and moral
deviance is deeply pervasive (Lupton, 2013; Thrpsf}07), thus by referring to excess
weight as ‘fat’, obesity is taken out of a medidamain and situated in a personal and moral
domain. Whilst GPs accounts suggest that patiergsresistant to being labelled in this
simplistic way, their continued use of the term grgjs they have limited alternative (and
constructive) language in which to discuss weighthwpatients. Their accounts work to
demonstrate that fatness is a ‘spoiled identityoff@an, 1990) which supersedes taking a
“gentle approach” to talking about weight or a “dmped” doctor-patient relationship. In
constructing obesity as ‘fatness’ GPs’ appear todf@ving on, and reinforcing, a moral
discourse of obesity which is amplified through thadequate medical solutions available

for GPs to support patients with obesity.

They think it's alright for you

In addition to positioning obese patients as subjecjudgment and blame, some GPs
described their own bodies as being evaluated atidised during consultations. Several
GPs described feeling scrutinised by patients dueing perceived as either ‘overweight’ or
‘too slim’. In the following extract, judgment abiobody weight is construed as being
equivalent to judgment about one’s life. While 8@ positions the judgment she receives
from patients as simplistic and unfair, she theasgon to suggest that maintaining a normal

body weight is important since she has a ‘dutya¢bas a role model.

“Patients ... won’t say ‘doctor so and so’s fat’tainey will give you the look, and the other
thing, the other way round you get it is ‘it's ght for you’ which is the reverse on it's head,
‘it's alright for you to talk about my weight becsiyou're really nice and slim’...and so it's

like, you don’t know, you don’t know my life softtibing, you don’t know my issues type
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reply so it's, it's both ways. They do, do see gsua role model so | think one should,

doctors should reflect what they’re telling pateh{GP 16)

As is evident in the excerpt below, GPs constralgjuent about body weight as equivalent
to judgment about the way a person lives their. lif@plicit within this excerpt and
throughout accounts is the assumption that obesityextricably linked to deviant behaviour
and a lack of self-control whereas a slim bodyimkdd to effort and hard work. By
positioning themselves as subject to their patsegéize, GPs challenge the idea that patients

are the only ‘victims’ in regards to being moratlyaluated based on their body size.

“1 think patients probably think horrible and persbthings about their doctors as well and |
think they make assumptions ... | think they maksopet assumptions about you and they’ll
probably be like ‘bloody doctor you know it's edsy them to say, their life is perfect’
because what they’ll see is somebody sat nextkgow, sat, talking, their job erm not all
doctors are, got a BMI in range but | think theypably think it's easy for them to say but
they don’t live my life and if they lived my lifey might strugglé (GP 7).

In contrast to those GPs who positioned their “dhiody” as an obstacle for patients to feel
understood, the following GP positions her owndistly overweight body” as an aid to
talking about weight loss, helping her to feel Iggdgmental and paternalistic. Being
‘overweight’ is thus constructed as a body sizecWwhacilitates shared understanding and

empathy, rather than contempt and distance.

“l find it easier to raise the subject with peoptecause I'm slightly overweight myself
whereas in the past when | was younger and skinnpeobably would havefound it harder
because | could almost like join people on the saide of the fence... if you're kind of
sitting there as some super-fit skinny person gpyvell frankly Mr So and so, you know

you're frightfully obese and you’ve only got youfse blame for your knee pain because if
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you weren’'t so overweight then'... | think thatwdat you potentially feel as a doctor

broaching it with people.(GP 14)

As the extracts demonstrate, GPs position the Wway body either conforms or deviates

from ‘normal’ weight as central to the way thatipats respond to their attempts to broach
the topic of weight. In categorising their own beglas either an aid or a hindrance in talking
to patients about weight loss, GPs reinforce tlisbatomy between fat and thin. Further, by
positioning themselves as subject to judgment fpatients, GPs’ accounts demonstrate the
way that obesity is a personal and indeed poliigstie for all involved and highlights that

the normalising and regulatory power of obesitgdisse is diffuse rather than operating in a

unilateral way (Foucault, 1991).

Discussion and conclusions

This is one of the first studies using trigger 8lo look at how socio-cultural and political

discourses influence and shape, and is in turneshby, GPs’ understandings of obesity. A
key finding is the ambivalence evident within GRstounts, demonstrating the conflicting
and multiple discourses surrounding obesity. GRs/am discourse which constructs obesity
as primarily caused by individual behaviour whisstnultaneously drawing on discourse

which positions patients as powerless to lose wemid, as subject to judgment and blame
by wider society. Furthermore, whilst framing olesis an important health problem that
should be addressed rather than ignored, GPs sinealtisly describe body weight as central
to one’s sense of self and a personal attributésiwthey feel reluctant to criticise. Thus GPs
appear to be trapped in an ambiguous space, ocupyprofessional role which requires the
promulgation of biomedical risk discourse yet cagnit of reductionist and moral discourse

pervasive within society. Significantly, our findim demonstrate the difficulties of
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communicating about body weight and weight lossciras in ways that avoid the

reproduction of dominant constructions of obesity.

Aligning with other studies, our findings highligtiie pervasive nature of moral discourse
surrounding obesity (Bombak et al, 2016; Owen-smaitlal, 2018). Whilst we suggest that
GPs’ constructions of obesity are broader and mooenplex than being a simple
reproduction of moral discourse, it is important dmphasise that the majority of their
discursive constructions were based on assumptlaisindividuals should and could lose
weight through changing their eating practices antlirough physical activity. Focusing on
behaviour change and/or individual responsibilitysolation to wider societal and economic
solutions, aligns with beliefs that obesity is unahelividual control, which could contribute
to stigma being enacted and enforced in subtle watysn medical consultations (Brown &

Flint, 2013; Malterud & Ulriksen, 2011).

Our findings also suggest th@Ps may internalise and come to regulate themseliteghe
same moral discourse, reinforcing individualised aeductionist constructions of obesity in
relation to their own bodies. Despite a growing device base challenging the
conceptualisation of obesity as a simplistic bebtwaral problem, including the publication of
the Foresight report 10 years ago (Butland et @072 Ulijaszek & McLennan, 2016), our
findings suggest that in clinical practice, obestigntinues to evoke blame and moral
judgement. We therefore highlight the need fottadlse involved in the medical management
of obesity to recognise and reflect on the compyexand multiplicity of meanings
surrounding body weight. It is notable that despiji@delines advocating that health
professionals routinely prevent and manage obasigeneral practice, there is little advice
or evidence around ways that clinicians can chgemather than reinforce, simplistic and
oppressive understandings of obesity deeply emlokedde the powerful discourses

surrounding body weight (Aranda & McGreevy, 2014).
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In addition to identifying the reproduction of mbmiscourse within GPs’ accounts, our
findings also demonstrate that GPs resist moradtcoctions of obesity by drawing on socio-
cultural discourses of body weight and stigma. thobesity was described as an important
health risk, many GPs claimed they did not priseitthis risk over the social and personal
experience ofbeing overweight and construed efforts to lose weightaastruggle’ for
patients. The recognition of obesity as a complablem was positioned in stark contrast to
over-simplified solutions such as ‘eat less, moverah Being equipped with such a
reductionist approach appeared to be adding taligmomfort and reluctance of GPs who
demonstrated concern that patients feel blame métien support when weight loss is
broached in general practice. In framing obesityaasomplex and multi-faceted problem,
GPs presented a sense of powerlessness, posititimgelves as working within a medical
system unable to provide patients with comprehensiyport. As others have contended,
health care systems are not yet designed to déalthe clinical complexity of obesity, being
more aligned to treat acute conditions (Kirk et 2014). Significantly, GP ambivalence
resulting from these competing discourses may raahifs discomfort and awkwardness

when interacting with patients about weight manag@niMold & Forbes, 2013).

Building on research that demonstrates diverse sieand tensions around the
conceptualisation of obesity (Trainer et al, 20Q#rin, 2015), we have demonstrated the
complexity of meanings attached to body weight &nel centrality of power relations
involved in categorising body weight and communigatabout obesity. The ambiguity of
obesity as a legitimate medical condition reflébts ongoing debate between researchers and
throughout society more broadly as to whether epésia lifestyle, a disease and/or a social
identity (Patterson & Johnston, 2012). Indeed, mivthe contestation around the
medicalization of fatness demonstrated by reseesced activists, as well as the attention

obesity has gained from the media and public heakhtutions, it can be concluded that
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obesity has become a political issue (Monaghan, &04.3; Ulijaszek & McLennan, 2016).
Thus the uncertainty and ambivalence demonstrate@Rs towards discussing weight loss

with patients seems to echo the social and pdlitkcalscape they are working within.

In describing their patients’ experiences, GPshis study were drawing on metaphors that
are widely used within healthcare (Fullager & O®rj 2012; Skelton et al, 2002) and which
have been documented in relation to experiencesbebity and by health professionals
caring for people with obesity (Kirk et al, 2014¢hnied et al, 2011). In the context of
obesity, scholars have repeatedly noted the usmiliary metaphors within dominant

discourse surrounding body weight (Saguy & Almeli@@08; Tischner & Malson, 2011),

which to some extent (i.e. in describing obesityaabattle’), have been reproduced here.
The varied ways in which GPs respond to their p&ieuse of metaphors about the
embodied experience of obesity and weight loss,thaextent to which GPs’ responses and

use of metaphors provide hope rather than futilgtyyorthy of further investigation.

A key strength of this study is the creation andrafionalisation of trigger films which were
designed to prompt reflection into an area of chhpractice that is difficult to research in an
abstract way. As demonstrated, trigger films proteetle an innovative methodological tool
to explore the ways in which GPs discursively carddtbarriers to raising the topic of weight
with patients. In line with other studies whictpogt that vignettes can stimulate health
professionals to discuss personal experiencegetrigiscussion of supplementary matters
and generate multi-layered accounts (Llanwarnd,e2047; Mah et al, 2014), the films in
this study were well received by respondents wkter avatching the trigger films, discussed
examples of their own clinical encounters and apmmkacomfortable to express their
ambivalence around this area of practice. One wagxtend the use of such trigger films
would be to increase the variety of actors usedeoict the role of the Doctor. This could

enable further insight into discursive construcsiomcluding the role of a GP’s own body
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weight, and whether and how GPs feel judged byepti In this study only one actor
(female, ‘normal’ BMI) was used to play the roletbEé doctor yet several GPs commented
that if the Doctor was overweight, raising the topf weight would be uniquely challenging.
Similarly, if actors with a BMI in the ‘severely ebe’ rather than ‘obese’ range had played
the patient, alternative constructions about oppeaind additional examples of clinical

encounters may have emerged during the interviews.

In line with other qualitative studies, the dataxgmted is a co-creation of the encounter
between researcher and participants. The accofif@®s were based on reactions to three
trigger films which were constructed by the reskaeam. If another set of vignettes had
been shared, GPs’ accounts and the discoursesfiegemhay have differed, particularly as
the vignettes were based on the current individadliapproach to obesity management in
general practice. However, one of the criteria d@signing trigger films is that they
represent clinical realism and resonate with piaditts’ experiences, which our findings
suggests they did, thus we argue that they aligh te current medical approach to obesity.
In addition, as with all discourse analytic studi¢lse discourses identified as being

operationalised by GPs in this study are speadifithé design of this research project.
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Tables and figures:

Table 1

Content and purpose of trigger films used withialgative interviews

Trigger film 1 Trigger film 2

Trigger film 3

Plot

Objective

Trigger point

Paul consults with  Eleanor consults

knee pain with heel pain
(Plantar Fasiitis)

To explore GP To explore patient

‘avoidance’ reaction

GP avoids raising the Patient does not
topic of weight want to talk about

weight

Pauline consults

with ear ache

To explore a
‘health
promotion’
approach to
raising the topic
GP asks patient if
she wants to talk
about smoking,
alcohol
consumption,

diet or fitness
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Table 2

Demographic details reported by participants

Number of

participants

Sex:
Male 8
Female 12
Age:
21-30 3
31-40 12
41-50 4
51-60 1
Experience as GP in General
Practice:
0-5 years 11
6-10 years 5
11-15 years 2
16-20 years 1
21-25 years 1
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688 Fig. 1. Still of Trigger film 1

689 Paul consulting with knee pain

690
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Resear ch highlights

Trigger films were produced to facilitate discussion about obesity communication.

GPs ssimultaneously resist and reproduce moral discourse surrounding obesity.

Competing discourse surrounding obesity contributes to GP ambivalence.

Blame and moral judgment are central to GPs reluctance to discuss weight | oss.



