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Psychosocial aspects of obesity:
Individual and societal perspectives

By Lauren Lissner

Abstract

This review article describes psychosocial causes and consequences of obesity in societies
and at the individual level, highlighting aspects of the problem that are frequently overlooked
innutritional and medical research. The socio-economic gradient in obesity in modern society
is well-documented, while the origins of this gradient are difficult to explain. Specifically, it
is currently not well understood which aspects of the less advantaged socio-economic
environment cause obesity. There is, however, strong evidence that the condition of obesity
creates a situation of downward social mobility, possibly resulting in a positive feedback
cycle. Regarding obesity’s psychological origins and consequences, similar conclusions have
been drawn: psychological characteristics associated with the obese state are more likely to
be consequences than causes, again as a result of the negative attitudes of society towards
obesity. In this context, it is interesting to note that perceptions of ideal body shape have
become leaner in recent decades (particularly in women), at the same time that the prevalence
of obesity is increasing. The fact that dietary and physical characteristics of the modern
macroenvironment are making it increasingly difficult to avoid becoming overweight,

despite the high societal value placed on being underweight,

contradiction of modern times.

Introduction
In today’s society, leanness is often
equated with beauty, success, fitness, and
self-control. Obesity, on the other hand, is
considered as undesirable as leanness is
desirable, for reasons that are often more
related to cosmetic concerns than to actual
or potential medical complications.
Because of social as well as medical
pressures to be thin, obese patients turn to
health professionals for support and ad-
vice about losing weight. However, they
may encounter what has been termed a
“dieting relationship trap” with negative
undercurrents. This situation has been
described by Garrow (1,2) as follows.
“The patient is initially pleased to find a
doctor or dietician who is willing and able
to help with sensible dietary advice.. Both
parties may underestimate the time it will
take to achieve adequate weight loss, and
the difficulty of sustaining dietary com-
pliance over a period of many months...
Inevitably the time comes when the
patient returns having not lost weight...
Obese patients usually suffer from low
self-esteem... When they perceive that
they have failed, they are precipitated into
an agony of self-reproach... and virtually
invite the health carer to discharge them...
The correct response is to identify factors
which precipitated the problem, to
provide encouragement, not criticism.
The wrong response is to fix the blame for
failure on the patient... On the other
hand..there is little to be gained from
monthly meetings at which... the difficulty
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of dieting is agreed... but nothing is done
to increase the chance of success next
time.”

It seems clear that the situation de-
scribed here can, to some extent, be attri-
buted to the current unavailability of
effective non-surgical obesity treatments.
In view of the lack of treatment options,
such a scenario may be rather familiar for
clinicians who deal with overweight
patients regularly. Nevertheless, the
opinion summarized above was selected
for the purpose of this paper as an in-
troduction to some of the topics that will
be reviewed, including psychological
consequences of obesity and dieting, and
relationships between obese patients and
the medical community and society as a
whole. Specifically, this paper will de-
scribe studies chosen mostly from
Scandinavia and the U.S. describing
psychological and social aspects of obe-
sity (sometimes considered together as
“psychosocial” aspects), in societies and
at the individual level. The broad aim is to
examine more closely some of the scien-
tific data dealing with these aspects of
obesity, which are not universally app-
reciated by nutritionists working in
settings that include limited contact with
obese patients.

When considering the etiology of
obesity, psychological and lifestyle-rela-
ted factors have been judged by experts in
the field to be of secondary importance to
genetics (3). However, it must be under-
scored that the prevalence of obesity in

represents an intriguing

modern society is increasing while the
genetic background is relatively constant.
Thus, it is a social and public health
challenge to understand and control
aspects of modern lifestyle that are
causing genetically predisposed indivi-
duals to become obese at ever-increasing
rates. It is also relevant when discussing
social and psychological aspects of
obesity to re-consider the common
assumption that specific psychological
and/or social risk factor profiles are
causally related to the development of
obesity. Finally, the reverse question must
be posed: what is the evidence that
psychological and  socio-economic
characteristics are direct consequences,
rather than causes, of the obese state?
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Table 1. Predictive value of overweight in adolescence (1981) on subsequent social and economic
characteristics (in 1988) among women and men. P-levels refer to differences between overweight and
nonoverweight after controlling for socioeconomic characteristics at baseline. Adapted from

Gortmaker et al. 1993 (5).

Women Men
Variable Over- Non-over- p-value  Over- Non-over- p-value
weight  weight adjusted* weight weight adjusted*
Married (%) 28 56 <0.001 40 48 0.005
Below poverty level (%)** 32 13 <0.001 17 10 0.07
Education (years) 12.1 13.1 0.009 12.4 13.1 0.08
Completed college (%) 9 21 0.21 10 23 0.05

* adjusted for socioeconomic characteristics of subject and parents at baseline.

** as defined by federal poverty guidelines

Socio-economic aspects

Within societies where food is scarce, obe-
sity is more prevalent in the wealthier
groups. However, in areas of relative
affluence and/or westernized lifestyles,
obesity is more prevalent in the lower
socio-economic classes; this social gra-
dient is particularly strong in the case of
female obesity. Numerous cross-sectional
studies have shown this association, as
reviewed by Sobal and Stunkard (4),
whose results may be summarized as
follows: Of 20 studies from Europe cover-
ing the period 1949-1988 and providing
data on women, 16 showed an inverse
association between socio-economic
status and overweight, and only four

Table 2. Responses of morbidly obese patients
before major weight reduction surgery: Per-
centage responding with strong affirmative
(“always” or “usually”) to statements concerning
psychosocial functioning. Following treatment,
the affirmative response rate for these questions
was negligible (0-2%). Adapted from Rand and
MacGregor 1990 (16).

AbS
%

Statement

1. I feel that I have been treated
disrespectfully by the medical

profession because of my weight. 78.2

2.1 feel that people look at me
and my shopping cart critically
at the grocery store.

3. My spouse does not like to take
me to social or work-related functions
because of my weight.

4. My children have indicated that
they would prefer that I not go
to social functions h

5.1 feel that weight has been

a factor in determining whether
or not I have been considered for
promotion in my job.

48.9

77.1

64.2

6. At work, I seem to be placed

out of sight of the public. 64.3

AbS = Affirmative, before Surgery
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showed no association. Of the 33 studies
in men, 21 showed an inverse association
between socio-economic status and over-
weight, five showed no association, and
seven a positive association.

Figure 1 illustrates this point using data
from a population study of women in
Goteborg, Sweden (5). In 1968 a sample of
38-and 50-year-old women was randomly
selected from the population for physical
examinations, and in 1992-93, new groups
of 38- and 50-years old were examined.
Analysis of weight-for-height in relation
to education revealed that the more edu-
cated women were less likely to meet the
WHO-definition for grades I-III over-
weight (BMI >25 kg/m?). In 1968-69, the
less educated women had about twice the
risk of overweight as the more educated
one-third, and this socio-economic gra-
dient did not appear to have changed in
character 24 years later.

In order to understand whether obesity
causes low socio-economic status, it is
useful to examine studies that have
followed subjects over time. This estab-
lishes which condition occurred first, and
provides some insight into causality. In
one U.S. population study in which adole-
scents and young adults were initially
classified as overweight or not, it was
found 7 years later that the overweight
group was less likely to have married, had
completed fewer years of education, and
was more likely to have an income that is
below the official poverty line (6). This
prospective finding was independent of
initial socio-economic status, suggesting
that obesity creates a situation of down-
ward social mobility and confirming that
this occurs to a greater extent in women
than in men (Table 1).

The other side of this question is
whether low socio-economic status cau-
ses obesity. A prospective study of a
Swedish female population found no
significant relationship between social
class in childhood and obesity in adult-
hood (5). However, a longitudinal study of
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Danish children reported that poor quality
of childhood dwellings and parental
neglect were strong predictors of the
development of obesity 10 years later,
although more traditional measures of
socio-economic status (i.e. education or
occupation of parent) had no predictive
value (7,8). Consistent with the parental
inattentiveness idea, it has been reported
that mothers of overweight children are
less interactive with their children - at
mealtimes than mothers with normal-
weight children (9), although it must be
pointed out that other investigators have
suggested the reverse (i.e. positive)
associations between parental encourage-
ment to eat and childrens’ relative weights
(10).

In summary, there is mixed evidence
that low socio-economic status may be
obesity-promoting, and mechanisms are
unclear. Motivational factors, ability, and
access to health information and facilities
have been proposed as explanations for
why the less advantaged socio-economic
environment might produce more obese
individuals. In contrast, potential social
effects of obesity are more -easily
identified, the most obvious being related
to the intense stigmatization experienced
by the obese. Specific mechanisms for this
may be seen in the areas of marital,
employment, and educational opportu-
nities, and more examples will be
discussed below. If obesity has both social
causes and effects, a self-perpetuating
cycle may be created that reinforces the
relationship between low socio-economic
status and obesity.

Psychological aspects

When considering psychological aspects
of obesity, it is currently believed that
most psychological disturbances are more
likely to be consequences rather than
causes of obesity (11). It is clear that there
are some well-defined psychiatric condi-
tions that can be considered causal, e.g.
binge-eating disorder (12). However, the
traditional view that obesity is a psycho-
pathology manifested as overeating has
now been largely replaced with the idea
that genetic predisposition is to a large
extent driving the overconsumption (13).
Thus, this section will consider evidence
for psychological consequences of being
obese. This will be presented from the
viewpoint of the obese individual, in-
cluding a description of perceived treat-
ment by others, and as assessed by modern
psychometric techniques.

One of the most compelling illustrations
of the psychological implications of
obesity (14), was based on interviews of
morbidly obese subjects after they had lost
weight by surgical means. Their results
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were dramatic. Most patients reported that
they would prefer to be normal weight
with a major handicap (deaf, dyslexic,
diabetic, legally blind) than to be obese
again. In contrast, research on other handi-
caps has indicated a strong tendency for
people to evaluate their own handicap as
less disabling than other handicaps, e.g.
blind individuals would often prefer to be
blind, etc. Thus obesity, as perceived by
obese individuals themselves, is an extre-
mely serious handicap, although it is not
generally recognized as such.

A second issue is how the obese
individual is treated by others. Numerous
examples of obesity-related discrimina-
tion have been summarized by Wadden
and Stunkard (11), including prejudices
among young children, among students
describing their ideas of suitable spouses,
among employers, landlords, university
admissions boards, and even in physicians
in the treatment of their patients. Staffieri
(15) reported in a classic study on child-
hood stereotypes that young children
described silhouettes of an overweight
child with words such as lazy, dirty, stupid,
cheats, and liars. The perception of obesity
as a condition that one brings on oneself
creates little sympathy towards the obese.
Table 2 includes a few selected examples
how 57 morbidly obese patients perceived
their treatment by others (16). Follow-up
of the same individuals following gastric
bypass surgery suggested a dramatic
change in these responses after an average
of 50 kg loss. These results illustrate the
reversibility of perceived impairments
when obesity is treated, and thus provide
further evidence that obesity was the
causal factor.

Finally, researchers have used more
traditional psychometric instruments for
assessment of mental health and psycho-
logical functioning in obese individuals
and compared them with healthy re-
ference populations (17). In this way, it
was observed that severely obese Swedish
men and (particularly) women, scored
markedly worse on a mental well-being
measure and had more anxiety and de-
pressive symptoms. Furthermore, the
general mental state of obese subjects was
poorer than that of patients with
rheumatoid arthritis, intermittent claudi-
cation, cancer survivors with no re-
currence and spinal cord-injured persons
several years after injury. Anxiety and
depressive symptoms showed similar
patterns in comparisons with chronically
diseased and injured patients.

In this context, it may be useful to point
out that generic measures of psycho-
logical functioning collected from popu-
lation-based samples may provide mis-
leading results. For instance, only a small
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Figure 1. Prevalence of overweight in relation to educational level in 38- and 50-year-old women
(combined) from Gothenburg, Sweden. Lower rates of obesity were observed among the most
educated women in the late 1960’s, and similar patterns were observed in the cohort examined
in the early 1990’s. Age-adjusted odds ratios are shown with 95% confidence intervals
(unpublished data, L. Lissner and C. Bengtsson).

s ‘
1
50 — O.R.=0.51 O.R.=0.67
(0.36-0.72) (0.31-1.45)
45— —_— —‘
40 [— ‘ ‘
35 i
Prevalence ) L
BMI>25 4| |
(%) | 1 |
25 [~ |
l |
20 [~
s |-
10
5
. . [
d‘l'fffl'::’a;y tertile 0 Educ. 142 Educ. 3 Educ. 142 Educ. 3
midadle third) 1968/69 1992/93
B 3 (top third) n=768 n=153

fraction of a general population sample is
likely to be afflicted with obesity that is
severe enough to present psychological
disturbances. Secondly, many psycho-
metric instruments were not developed for
use in obese patients, and may not capture
important sources of obesity-related dis-
turbances. As an illustration of this, it may
be pointed out that early studies in re-
presentative populations of Swedish
women found that overweight women
scored higher on sociability and extro-
version scales than non-overweight
women, although it could not be con-
cluded whether these differences were
primary or secondary to obesity (5). In
contrast, recent studies of severely obese
Swedish women found that women
experienced substantially more of certain
types of psychological problems, i.e.
being bothered by their obesity in the con-
text of social events (17). Thus, it is
important to consider the population
characteristics and the nature of the distur-
bances being studied in the interpretation
of findings on psychosocial impairments.

Paranthetically, it may be noted that
unsuccessful dieting is believed to have
negative psychological consequences,
due to a sense of distress, failure and self-
blame assumed to accompany the highly
visible phenomenon of major weight
regain. However, the data supporting this
assumption are mixed. In alarge sample of
severely obese subjects, number of pre-
vious dieting attempts was associated with

mood disturbance and anxiety, and was a
strong predictor of obesity-related psycho-
social problems in women (17). On the
otherhand, an evaluation of young women
before and after treatment at a weight
clinic did not detect any significant effect
of one cycle of weight loss and regain on
mood (18).

Societal influences

Environment vs body ideal
The rising rates of obesity in today’s
society must be attributed to the environ-
ment in general, and to changing food
intake and energy expenditure patterns in
particular. There is much evidence that the
modern diet, which is high in fat, calories
and palatability as well as being easily
available in large amounts, has created a
phenomenon known as “passive overcon-
sumption” of excess energy (19,20). This
phenomenon has been vividly demon-
strated in various strains of experimental
animals, who can easily be made obese
when offered a wide selection of highly
palatable human “junk-food”, i.e. candy,
cookies, chips, sausage etc. This so-called
cafeteria diet (21) may be considered to be
an analogue of the obesity-promoting
aspects of the modern diet. This dietis to a
large extent created by commercial (rather
than public health) concerns, which dictate
that it should be purchased and consumed in
profitable quantities.
Additionally, cars

and television
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Figure 2. Plots of Metropolitan Life Insurance (MLI) percent of desirable weights over time in two
groups. Top: 20-29 year old American women (adapted from ref. 29) between 1960-1991. Below:
regression line predicting relative weights of Miss America between 1960-1985 (reported by ref 27).

Drawings adapted from Singh, 1993 (27).
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viewing seem to have further facilitated
the occurrence of positive energy balance,
causing weight gain and obesity at in-
creasing rates. In one study, men who
viewed more than 3 hours of television per
day were reported to be twice as likely to
be obese as those who viewed less than
one hour per day (22). The potential in-
fluence of television watching is of
particular concern in the context of child-
hood obesity; television is not only
affecting energy expenditure, but many of
its commercial messages are promoting
the cafeteria-diet described above. It was
reported some years ago that children in
the United States were spending, on
average, as much time watching television
each year as attending school, and that
time spent watching television was
directly related to an increased risk of
obesity (23). Specifically, prospective
analysis indicated that television viewing
predicted the subsequent prevalence of
obesity, results which approached stati-
stical significance after adjusting for ini-
tial obesity and socio-econimic status.

Moreover, it has been reported that
children experience significant drops in
resting metabolic rate in association with
television viewing (24).

Other lifestyle factors in modern society
can also be directly linked to body fat
accumulation. Marriage and childbearing
both represent periods of increased risk of
major weight gain (25); however it seems
unlikely that changes in marital and
childbearing practices could explain the
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increased prevalences of recent decades. It
is well known that cigarette smokers have
lower body weights than non-smokers,
and that people who stop smoking gain
some weight. Thus, smoking cessation is
one aspect of the contemporary lifestyle
that may influence the prevalence of
obesity through effects on food con-
sumption and energy expenditure. How-
ever, researchers in the U.S. have found
that only a minor fraction of the recent
increase in the prevalence of obesity can
be attributed to changes in smoking habits
(26). Thus, dietary overconsumption
together with sedentary physical activity
levels are generally considered to be the
two major environmental promotors of
obesity in modern society.

Even though the environment has
created the optimal conditions for obesity
to increase dramatically, the prevailing
attitudes towards body weight in this
society are negative, not only towards
obesity, but in many instances towards
“normal” weight. Specifically, over the
years the ideal body image has become
increasingly lean, particularly for women
(27), and it is generally believed that this
idealization of extreme leanness is setting
the stage for an epidemic of dieting and
eating disorders. It is paradoxical that our
modern environment is promoting obesity
while the social norms are so strongly
against it. This contrast is illustrated in the
figure below, where separate plots are
shown for the increasing relative weights
of 20-29 year old American women, to-

Lissner

gether with decreasing relative weights of
Miss Americas from the 1960’s to the late
1980’s. Similar trends have been reported
in the body weights of Fréken Sverige
(28). Relative weights are expressed in
Figure 2 as percent of desirable weights
according to Metropolitan Life Insurance
(MLI) statistics, in which values above
100% indicate weights-for-heights that
are above standard, and vice versa. It may
be noted that the percent of MLI standard
among Miss Americas in the 1980’s is not
far from the clinical cut-off point of 85%
of ideal body weight, which is often used
in screening for anorexia nervosa. The
contradiction shown in these diverging
plots of ideals versus reality may be
having a profound negative effect on
psychological well-being in large seg-
ments of the society.

In summary, contemporary society has
come to associate leanness with health,
beauty and other positive attributes. A
complete discussion of potential reasons
for the increasingly lean body ideal is
beyond the scope of this paper. In the
Scandinavian context, one simple analogy
may be made between leanness and
suntans. Sun exposure, like undernutri-
tion, was in previous eras were viewed as
a sign of hard work, and has more recently
been transformed into as a symbol of lei-
sure and well-being. Another line of
thinking involves the hypothesis that
women are dissatisfied with their bodies
because of an emphasis on physical attrac-
tiveness and thinness that is based on a
desire to attract and please men. This
hypothesis of “sexual objectification” has
been tested by comparing beliefs about the
importance of physical attractiveness,
body satisfaction, eating attitudes and
behaviors in samples of men and women
with differing sexual orientations (30).
This research suggested that heterosexual
women, and to a lesser extent gay men,
displayed heightened concern about phy-
sical attractiveness and greater body dis-
satisfaction, compared to heterosexual
men and lesbians. However, the authors
noted that the pressure for a perfect body is
increasing in a generalized way. Thus, that
the increased prevalence of body dissatis-
faction in males as well as females has
been described as a “normative discon-
tent” in modern society.

Conclusions

and implications

In conclusion, certain social circum-
stances might be predisposing develop-
ment of weight problems, while obesity
definitely appears to create conditions
leading to psychosocial disturbances.
Thus, it is natural to ask how this “feed-
back” cycle can be stopped. First, re-
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garding the hypothesis that social con-
ditions cause obesity, it is currently be-
lieved that many aspects of modern
obesity-promoting environment must be
dramatically changed to halt the epidemic.
However, accomplishing these changes
will certainly require a variety of app-
roaches. For instance, in view of the strong
socio-economic gradient in obesity, it is
important that large-scale obesity
prevention efforts should include an
orientation towards relatively less advan-
taged socio-economic groups, who are at
highest risk of obesity. This may be
attempted both through targeted public
health campaigns and through careful
formulation of educational messages. In
addition to education, other population-
wide policies will be necessary to modify
aspects of the dietary and physical activity
environments that are making the
population obese. Specific areas of
intervention that have been suggested
include establishment of regulations for
the control of food manufacturing, adver-
tising, pricing and purchasing practices
along with environmental controls that
make physical activity safe and feasible
(31). This type of approach, by reducing
the need for individual action, may be the
best means of reversing the generalized
spread of obesity, while also improving
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