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Abstract
More than half the population in and outside of the United States experience childhood
adversity, which is associated with the risk of developing obesity and overweight
problems across the life span. In the United States, overweight affects 73.6% of adults,
obesity affects 42.5% of adults, and both are considered a major public health concern.
With this qualitative study, 18 adults with early life adversities were explored as to how
experience weight loss treatment within their primary care. This narrative inquiry was
designed to answer the research questions intended to explore physical health, mental
health, and socio-environmental aspects of their stories, using the biopsychosocial
framework. Thematic analysis was used to collect, organize, and analyze their stories to
highlight themes that have the potential to make a significant contribution to the existing
understanding of this public health problem. The stories told produced common
narratives about the comorbidity of physical and mental health problems, the perception
of disrespect by providers, and the recognition of chronic stress due to living as an
overweight individual, lack of social supports, or financial/employment insecurities that
negatively impact their weight loss. Other commonalities in the overall story included the
use of eating as a primary mechanism to cope with these stressors and lower self-efficacy
that they could make healthy changes. With such a high prevalence of adverse childhood
experiences and adult weight management issues, this information has the potential for
widespread positive social change by creating more appropriate, trauma-informed

screening and weight loss treatment in healthcare settings.
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Chapter 1: Introduction to the Study

In and outside of the United States, an estimated 61% of adults experience early
life adversities before the age of 18 (Jia & Lubetkin, 2020), which puts them at risk of a
host of adverse health risks across the life span, including overweight and obesity
(Boynton-Jarrett et al., 2012; Campbell et al., 2016; Danese & Tan, 2014; Felitti et al.,
1998; Ferraro et al., 2016; Mundi et al., 2021). Overweight and obesity is considered a
major U.S. public health concern. The National Health and Nutrition Examination Survey
recently found 73.6% of adults are overweight and 42.5% meet the criteria for obesity
(Fryar et al., 2020). Numerous studies have explored how childhood adversity, referred to
here as early life adversity (ELA), impacts weight management problems later in life.
This study explored the stories of how adults with ELA exposure experience weight loss
treatment in their primary care settings.

This topic is relevant and necessary due to the high number of adults who meet
the criteria for overweight and obesity, the high prevalence of ELA exposure, and the
abundance of studies that have linked these two as health risks (Boynton-Jarrett et al.,
2012; Campbell et al., 2016; Danese & Tan, 2014; Felitti et al., 1998; Ferraro et al., 2016;
Mundi et al., 2021). The need for this study to be conducted was evident in diverse and
serious adverse health risks associated with obesity and ELA (Campbell et al., 2016;
Danese & Tan, 2014; Felitti et al., 1998). Few studies have explored the detailed and
contextualized stories of how adults with histories of trauma experience weight loss
treatment in primary care settings, and no known studies had explored the ELA-exposed

population specifically. Additionally, the information uncovered has the potential to



make a significant contribution to our existing understanding of the problem and inform
more trauma-informed weight loss treatment in primary care settings. Given the
prevalence of both ELA and weight control issues, this study has widespread potential
social implications, as it will provide additional understanding of how adults with ELA
exposure interact with and interpret potential barriers to weight loss.

This chapter includes a summary of the literature review to highlight the gap in
knowledge related to this topic, the problem this gap creates, the purpose of this study,
the three research questions, and the theoretical framework that informed this study.
Lastly, the research design and methods are summarized, including the nature of the
study with an explanation of the methodology, definitions of key terms and constructs
relevant in this study, assumptions that exist in this study, the scope and delimitations of
the study, the limitations present in the study, and how these limitations were addressed.
The chapter ends with a description of why this study is significant, contributions to the
knowledge in the discipline of health psychology, and potential for positive social change
across multiple disciplines related to health-related behaviors and mental health.

Background

Evidence linking ELA to adverse health consequences across the life span
including obesity has been uncovered in a large number of studies that cross a variety of
disciplines, including health, mental health, and sociology. The first evidence of long-
term health consequences associated with ELAs was found in the landmark Adverse
Childhood Experiences Study (Felitti et al., 1998). Since then, ELA has been shown to

contribute to overweight and obesity risk in many other studies and systemic reviews



(Boynton-Jarrett et al., 2012; Campbell et al., 2016; Danese & Tan, 2014; Ferraro et al.,
2016; Mundi et al., 2021). The greatest risks come with the higher the number of ELA
exposures (Felitti et al., 1998), which later studies have shown also includes deprivation
of material goods due to socioeconomic disadvantage (Font & Maguire-Jack, 2016; Wall
et al., 2019), as well as women and people of color (Mundi et al., 2021). Studies
consistently show more than half the population experiences at least one ELA (Campbell
et al., 2016; Felitti et al., 1998; Font & Maguire-Jack, 2016; Grigsby et al., 2020; Jia &
Lubetkin, 2020), with a similar prevalence seen in different countries as well (Belli et al.,
2019; Nunes-Neto et al., 2018).

The literature shows that distinct types of ELAs have different effects on
overweight and obesity risk in adulthood (Campbell et al., 2016; Rehkopf et al., 2016).
Physical abuse was associated with a higher risk of developing obesity, while mental
iliness of a family member and substance abuse in the household was not significantly
associated with the risk of developing obesity (Rehkopf et al., 2016). Sexual abuse has
also been shown to increase the risk of developing obesity as an adult (Campbell et al.,
2016). Emotional neglect and emotional abuse were seen as the highest ELA type for the
risk of developing binge eating disorder and being overweight (Quilliot et al., 2019).

The literature has shown that adults with histories of ELA may be sensitive or
vulnerable to stress from daily life later in life due to neurobiological adaptations and
effects from ELA (Berens et al., 2017; Herzog & Schmahl, 2018; McEwen et al., 2016).
Multiple underlying mechanisms have been explored including neurobiological pathways

such as neuroadaptations (Berens et al., 2017; Herzog & Schmahl, 2018; McEwen et al.,
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2016), psychological pathways such as depression and eating disorders (Campbell et al.,
2016; Imperatori et al., 2016; Murphy et al., 2020), and social-environmental factors such
as poverty and housing insecurity (Ferraro et al., 2016; Mundi et al., 2021; Wall et al.,
2019). These biopsychosocial impacts have been explored as both potential contributing
risk factors of overweight/obesity as well as adverse effects.

Early life psychological stress leads to interacting physiological and
neurobiological systems in children that contribute to the adult risk of obesity (Miller &
Lumeng, 2018). These neuroadaptations have been linked to deficits in emotion
regulation, executive functioning, and fear-response learning (Berens, et al., 2017; Bick
& Nelson, 2016; Delpierre et al., 2016; Hemmingsson, 2018; Miller & Lumeng, 2018),
which are believed to influence disordered eating behaviors and stress coping
(Tomiyama, 2019; Wiss & Brewerton, 2020; Wiss et al., 2020). Some studies have
connected emotional eating and obesity risk in adults with ELA exposure (Ansari et al.,
2018; Michopoulos et al, 2015). Adult psychological health has also been shown to be
impacted by ELA, including increased risk of mental health problems such as depression,
anxiety, substance abuse, binge eating disorder, mood disorders, and post-traumatic stress
disorder (Campbell et al., 2016; Imperatori et al., 2016; Murphy et al., 2020).

In addition to these biological and psychological impacts, socio-environment
adversities early in life have been shown to contribute to adult overweight-obesity risk
(Font & Maguire-Jack, 2016; Mundi et al., 2021; Wall et al., 2019). Exposure to ELA
leads to lower health-related behaviors that, such as lower physical activity (Duffy et al.,

2018), increased intake of unhealthy foods (Abajobir et al., 2017), and lower



consumption of fruits and vegetables (Windle et al., 2018). Other lasting socio-
environmental impacts of ELA exposure include fewer adult social supports (Non et al.,
2016) and increased prevalence of divorce or separation (Font & Maguire-Jack, 2016).
Researchers have posited that health risk factors linked to ELA exposure can be reduced
through nurturing and supportive relationships (McLaughlin & Lambert, 2017,
Schneiderman et al., 2021). There is also evidence of health disparities in different groups
associated with both ELA exposure risk and how ELA influences weight across the life
span, including women (Grigsby et al., 2020; O’Neill et al., 2018; Ruiz & Font, 2020),
non-White races and ethnicities (Boynton-Jarrett et al., 2012; Brown et al., 2017; Curtis
et al., 2016; Kim, et al., 2020; Mundi et al., 2021), and less advantaged socioeconomic
levels (Campbell et al., 2016; Font & Maguire-Jack, 2016; Hemmingsson, 2018; Kim et
al., 2020).

Additionally, non-dominant groups experience higher perceived weight bias by
their medical providers, including American Indian and Alaskan Native patients
(Gonzales et al., 2017). The literature has demonstrated that childhood maltreatment is
associated with lower levels of adult self-esteem and higher perceived weight
discrimination, including feelings of being judged or treated with disrespect by medical
providers (Mundi et al., 2021; Udo & Grilo, 2016). Despite this awareness as well as the
importance of ELA on health outcomes throughout the lifespan and the range of
interrelated physical and mental health impacts of ELA exposure, the research has shown

that medical providers report no known protocols for weight reduction treatment for this



population and confusion about their role in treating adults living with overweight and
obesity (Baker et al., 2015; Bloom et al., 2018; Hayes et al., 2017).

In related studies, patients living with overweight and obesity have described the
importance of having positive relationships with their medical providers, including
feeling heard and able to talk openly (Baker et al., 2015; Bloom et al., 2018; Walker et
al., 2018). This may be even more critical in the ELA-exposed population, as individuals
experiencing obesity in this population have reported that they are more likely to feel
disrespected or judged by their primary care providers (PCPs; Mundi et al., 2021).
Incorporating trauma-informed protocols into primary care may be able to reduce the risk
of overweight and obesity in this population (Mason et al., 2016). Developing improved
prevention and intervention of weight management is essential to reduce the risk of the
range of long-term physical and mental health problems associated with ELA exposure,
including prevention, screening, and early intervention (Meng et al., 2018).

This study explored the gap in knowledge of how adults with histories of ELAS
describe their experiences with weight loss treatment in primary care settings. Although
there have been numerous studies that have established a link between ELA and adult
risk of overweight and obesity, including an exploration into the potential underlying
mechanisms, few studies explored the unique challenges this population may face. This
study was needed, as it offered rich and descriptive narratives from a sample of adults
who had ELA exposure in a way that no other known study had attempted. This study
met a critical gap to explore how adults experiencing the patient-healthcare provider

relationship can influence weight loss treatment. The information gathered here can



increase the knowledge related to ELA exposure and weight management later in life,
which is a critical next step in developing more trauma-informed obesity prevention and
intervention.
Problem Statement

Despite the abundant evidence demonstrating an association between ELAS and
adult risk of overweight and obesity (Campbell et al., 2016; Ferraro et al., 2016; Mundi et
al., 2021), weight-loss approaches in the medical field have yet to incorporate
standardized trauma-informed approaches in any significant way (Mason et al., 2016).
Additionally, individuals living with overweight and obesity report feeling judged and
misunderstood by their medical providers treating their weight loss (Mundi et al., 2021;
Udo & Grilo, 2016), and medical providers describe feeling they lack the training and
resources to support their patients’ weight loss treatment adequately and are unclear
about their roles versus other providers (Hayes et al., 2017). This issue is relevant to the
discipline of health psychology due to the considerable number of studies linking ELA
exposure with adverse impacts across the life span in both physical and mental health
(Danese & Tan, 2014; Felitti et al., 1998; Ferraro et al., 2016; Mundi et al., 2021). There
is a need within the discipline to understand more about how ELA-exposed adults living
with overweight or obesity describe their weight loss treatment.

This study built on current knowledge from the last 5 years related to how adults
with ELA histories experience weight loss treatment with their PCPs. A critical next step
in understanding this specific research topic was to learn the stories of these adults with

histories of early life adversities and how they experience weight loss treatment in the



primary care setting. No other study had explored this topic in this way, and this study’s
findings will contribute meaningful information to the limited existing knowledge of
trauma-informed weight loss treatment.
Purpose of the Study

This study explored how adults with histories of ELA perceive and experience
weight loss treatment in primary care settings. This new and contextualized information
can help explain the high rates of overweight and obesity and the challenges this
population may be faced with. This information can contribute to improved weight
management care for this population and the development of more appropriate and
trauma-informed weight loss protocols in primary care settings and potential prevention
and intervention earlier in life.

Research Questions

Research Question 1

What are the stories of adults with ELA exposures about their experiences of
physical health in weight loss treatment?
Research Question 2

What are the stories of adults with ELA exposures about their experiences of
psychological health in weight loss treatment?
Research Question 3

What are the stories of adults with ELA exposures about their experiences of

social-environmental factors in weight loss treatment?



Theoretical Framework

The biopsychosocial model was the theoretical framework that grounds this study.
This model allowed for the study of disease through a more holistic lens, incorporating
the biological, psychological, and social-environmental human processes in the
explanation of medical illness (Engel, 1992). This comprehensive framework was aligned
perfectly with the research topic and research questions in this study, and what is already
known about the risks of overweight and obesity that have been associated with ELA
(Danese & Tan, 2014; Felitti et al., 1998; Ferraro et al., 2016; Mundi et al., 2021). The
biopsychosocial model was used to review the existing literature related to the
physiological, psychological, and socio-environmental pathways between ELA exposure
and obesity risk later in life. This model allowed for a comprehensive investigation of
how adults with ELA histories described their experiences in weight loss treatment,
including their interactions with their PCPs.

Nature of Study

This qualitative study included a research design using the narrative inquiry.
Using this approach allowed for the uncovering of rich and detailed information about the
weight loss experiences of adults with ELA histories in primary care settings. The
narrative approach linked aspects of their past and current experiences and how they
made sense of their experiences in weight loss treatment in primary care settings. The
narrative inquiry provided a three-dimensional space for the participants to be able to tell
their stories positioned by time, place, and social situation (Clandinin & Connelly, 2000).

Clandinin and Connelly (2000) described how personal narratives can be collected in the
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form of interviews, providing rich and descriptive data, which is a natural fit for this
research topic.

To be included in this study, participants needed to have answered yes to a
question asking if they had experienced any type of ELA and yes to another question
about if they are currently being treated for being overweight or obese. This study’s data
were collected during individual interviews with participants who met inclusionary
criteria, including adults with histories of ELA in treatment for overweight or obesity. In-
depth, semi-structured interviews were used, which included open-ended questions and
prompts to learn more about their stories related to the research questions. Data came
from individual interviews and reflective journaling. The interviews were recorded and
transcribed verbatim to explore reoccurring key concepts and potential themes for data
analysis. Thematic analysis is an interpretative data analysis process that was used to
organize the narratives and analyze these data into themes (Braun & Clarke, 2006). This
framework was appropriate for this study’s research questions, as is it allows for the
dynamic interpretation of complex data that is expected from the interview questions and
the stories that are told (Braun & Clarke, 2006).

Definitions

Several key terms were used throughout this study and are defined here.

Adverse childhood experience (ACE) was first used by Felitti et al. (1998) in the
ACE study and is defined as seven types of traumatic experiences in the first 18 years of
life, including physical abuse, sexual abuse, psychological abuse, substance abuse by a

family member, a family member with mental illness, domestic violence, and
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incarceration of a family member. This term was used if the study being reviewed used
this term and defining criteria.

Allostatic load is defined as the dysregulation in the stress response system linked
to ELA and experiencing a chronically stressful environment in childhood (Berens et al.,
2017; Miller et al., 2018; Tomiyama, 2019).

Biological embedding is defined by the physiological changes and adaptations
seen in various systems of the brain and body of adults with ELA exposure (Berens et al.,
2017; Wiss et al., 2020).

Early-life adversity (ELA) is defined as all the original ACEs plus any other
chronically stressful experiences the individual had before the age of 18, including living
with stress related to deprivation of material goods due to lower family socioeconomic
status.

Obesity is defined as the measurement of body mass index of 30 and over, which
is a commonly accepted measurement of obesity (Mundi et al., 2021).

Overweight is defined as the measurement of body mass index between 25 and
29.9, which is common measurement of overweight (Mundi et al., 2021).

Primary care setting is defined as the medical office where individuals are treated
by their primary care physicians (Bloom et al., 2008).

Weight loss treatment refers to the medical treatment of individuals meeting

criteria for either overweight or obesity in primary care settings (Bloom et al., 2008).
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Assumptions

One major assumption in this study was that the data were inductive, as they were
derived from the participants’ stories of their experiences. The role of the researcher was
to foster this process through interaction with the interviewees and interpretation of the
interview data, without looking for particular findings. Objectivity was sought through
reflective journaling, but another key assumption was that the participants were truthful
and forthcoming in their responses. The research questions were topic-specific, as the
responses sought were not expected to be generalizable to a larger population outside of
this sample. Instead, the research questions were designed to seek specific knowledge
about the weight loss experiences within the primary care setting for only this population.
These assumptions were necessary for the context of narrative inquiry, as the research
questions were constructed to learn how the participants give meaning to these
contextualized weight loss experiences in primary care settings through listening to their
stories.

Scope and Delimitations

Several aspects of the problem described above were addressed in this study,
including an attempt to seek an improved understanding of what meaning adults with
ELA histories give their weight loss experiences in primary care settings. Additionally, 1
sought to learn more about how this population relates to and interprets weight-related
discussions with their primary care physicians. This focus was chosen to increase this
understanding to reduce barriers to weight-loss treatment and improve overall treatment

efficacy.
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The population was limited to adults with histories of ELA who had also been in
treatment for weight loss with their existing medical provider, to learn relevant and
specific information about possible shared experiences. Potential transferability was
strengthened by providing detailed procedures, including the number of participants,
exclusionary criteria, data collection and analysis methods, and overall research
protocols. This level of detail and using the narrative inquiry allows the participants’
experiences and the study’s findings to be applied to other populations outside of this
specific sample and in other settings and contexts (Clandinin & Connelly, 2000). These
strategies increased the probability that the study’s findings will be able to be applied to
other populations and the findings are more likely to be applicable outside the specific
context of this inquiry.

Limitations

Several limitations to this study were considered, including if the participants
were forthcoming and honest in their responses. The study’s methods included detailed
research procedures described in enough detail that other researchers would be able to
repeat the study. The participants were informed of these research methods as well as the
overall goals of the study. Additionally, rapport building and sustained contact between
the researcher and participants were measures to address this limitation.

Other limitations included the potential for researcher bias in the data collection,
analysis, or reporting process. Unintentional researcher bias could stem from personal
values, experience, or values, and could have potentially influenced the interpretation of

the interviews. Attempts to reduce the risk of any internalized bias and effectively
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address these issues included the use of peer debriefing and reflective journaling. These
strategies were designed and employed to address limitations and strengthen the overall
dependability of the study.

Significance

This study is significant because it will provide rich insights into the importance
of early life adversities on health outcomes throughout the lifespan. This study advanced
the research related to this population’s susceptibility to overweight and obesity in
adulthood, as well as the known challenges of weight stigma and bias felt by individuals
living with weight problems. The findings may further highlight socioeconomic and
racial disparities in the association between ELA and overweight and obesity risk, as well
as how their unique experiences contribute to our understanding of how typical weight
loss treatment in their primary care settings.

The findings included rich, descriptive stories about how adults with ELA
histories describe their interactions with their medical providers. Learning their stories
will lead to a better understanding of the barriers and obstacles in current weight loss
protocols. Individuals who have experienced chronically stressful experiences early in
life may inform more about how cumulative stress from living overweight can impact
how they experience their treatment. Increased knowledge about how these adults give
meaning to their PCP interactions and weight loss treatment overall can lead to improved
trauma-informed interventions and treatment efficacy. This more descriptive and
comprehensive understanding can help medical providers screen for, interact with, and

treat overweight in adults with ELA histories more effectively.
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Summary

Studies have shown that adults with ELA exposure experience similar risks of
obesity across the lifespan adverse experiences in childhood (Felitti et all, 1998; Rehkopf
et al., 2016). A range of potential pathways mechanisms have been posited to drive the
relationship between ELA and the risk of obesity and overweight in adulthood, but few
studies had explored how these adults may experience their weight loss treatment. Using
narrative inquiry, | studied these experiences by hearing the stories of adults with early
life adversities in treatment for weight loss in their primary care settings. The research
questions were derived from existing literature using the biopsychosocial model and
informed the interview questions. Thematic analysis was used for data analysis and
reporting, and research procedures grounded in ethical guidelines and designed to
optimize trustworthiness have been reviewed and will be explained in more detail in

Chapter 3.
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Chapter 2: Literature Review
Introduction

A sizable amount of literature has demonstrated that early life adversities can
have lasting adverse health effects over the life span, including adult overweight or
obesity (Boynton-Jarrett et al., 2012; Campbell et al., 2016; Danese & Tan, 2014; Felitti
et al., 1998; Ferraro et al., 2016; Mundi et al., 2021; O’Neill et al., 2018; Rehkopf et al.,
2016; Windle et al., 2018; Wiss & Brewerton, 2020). More than 60% of adults in the
United States report ACEs (Jia & Lubetkin, 2020), which may partially explain the high
prevalence of overweight and obesity. Various biological (Berens et al., 2017; Herzog &
Schmahl, 2018; McEwen et al., 2016), psychological (Campbell et al., 2016; Imperatori
et al., 2016; Murphy et al., 2020), and social-environmental (Mundi et al., 2021; Ferraro
et al., 2016; Wall et al., 2019) impacts have been explored as possible pathways leading
to overweight/obesity risk.

The purpose of this qualitative research project was to learn the stories of adults
with histories of early life adversities in treatment for weight loss in hopes to understand
their experiences with their providers. These insights can provide more detailed
information above the complex, interrelated factors that affect the patient-provider
relationship in this population and overall treatment efficacy. The hope was to build
knowledge for more trauma-informed approaches for weight loss treatment in primary

care settings.



17

Search Strategies

The literature search for this study included peer-reviewed articles written in the
English language. The search terms used were adverse childhood experiences or ACEs or
early life adversity or early life adversities or childhood adversity or childhood
adversities or child abuse or child neglect or childhood trauma, obese or obesity or
overweight or high BMI or unhealthy weight, and provider relationship or treatment
outcomes or efficacy or effectiveness or recovery or adherence or compliance, or self-
efficacy or weight management challenges, narrative inquiry, biopsychosocial, theory or
theories. Multiple databases were searched including MEDLINE with Full Text,
CINAHL Plus with Full Text, Academic Search Complete, APA Psyclinfo,
ScienceDirect, Complementary Index, APA PsycArticles, and SocINDEX with Full Text.
To ensure no critical literature was missed, reference lists were reviewed for additional
relevant research in the literature that was selected to be reviewed.

Theoretical Framework

The theoretical framework which grounds this study was the biopsychosocial
model. Engel first proposed this model in 1977 as an alternative to the biomedical model,
which was designed solely for the study of disease through biological factors excluding
any potential psychosocial factors (Engel, 1992). The biopsychosocial model broadens
the approach and offers a more holistic lens to explore the intersection of biological,
psychological, and social-environmental processes (Engel, 1992). Engel proposed the
biopsychosocial model as a new way to conceptualize health and disease by including

diverse human processes, such as those involved in the etiology of overweight and
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obesity (Campbell et al., 2016; Danese & Tan, 2014; Felitti et al., 1998; Ferraro et al.,

2016; Imperatori et al., 2016; McLaughlin & Lambert, 2017; Mundi et al., 2021; O’Neill
et al., 2018; Palmisano et al., 2016; Rehkopf et al., 2016; Windle et al., 2018; Wiss et al.,
2020). The stress from early life adversities, such as abuse, disadvantage, and family
disruption can have a lasting impact on adult health that span the life course (Campbell et
al., 2016; Cuevas et al., 2019; Felitti et al., 1998; Wiss & Brewerton, 2020; Wiss et al.,
2020). The biopsychosocial framework provided an opportunity to explore more in-depth
what is known about the detrimental long-term biological, psychological, and social-
environmental effects for individuals who experience early life adversities.

Previous researchers have used this theoretical framework to study this research
topic. McLaughlin and Lambert (2017) used the biopsychosocial model to review the
biological and psychological impacts of childhood trauma, the mechanisms that may
explain these, and the resiliency factors that could reduce these adverse effects. Wiss et
al. (2020) applied the biopsychosocial model to review current literature related to the
biological, psychological, and social-environmental factors that link ELA and the
contextual factors associated with food addiction. Wiss and Brewerton (2020) reviewed
obesity literature related to childhood adversities and demonstrated an increased
susceptibility and predisposition to overeating and subsequently obesity in adulthood.
While no known studies had explored the exact research questions in this study, the
existing literature crosses multiple disciplines and includes a variety of the mediating
factors that lead to adult overweight and obesity in this population, including alterations

in the neuro and biological functioning, (Berens et al., 2017; Herzog & Schmahl, 2018;
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McEwen et al., 2016) and psychosocial health such as psychiatric disorders (Wiss et al.,
2020).

The literature has demonstrated that early life adversities drive adaptations to
neurobiological, psychological, and social-environmental long-term functioning
throughout the lifespan (Berens et al., 2017; Campbell et al., 2016; Ferraro et al., 2016;
Herzog & Schmahl, 2018; Miller & Lumeng, 2018; Mundi et al., 2021; Palmisano et al.,
2016). Studies on the physiological and biomolecular effects of early life adversities have
demonstrated adverse impacts on adult health, such as chronic alterations in the
dopamine systems, glucocorticoids functioning, and dysregulation of the hypothalamic-
pituitary-adrenal (HPA) axis (Berens et al., 2017; Herzog & Schmahl, 2018; McEwen et
al., 2016). Additionally, the literature has a well-established link between all categories of
childhood maltreatment and long-term psychological adult health with increased risk of
psychiatric disorders, such as substance abuse, depression, anxiety, binge eating disorder,
post-traumatic stress disorder, and mood disorders (Campbell et al., 2016; Imperatori et
al., 2016; Murphy et al., 2020). These findings suggest that distinct types of childhood
adverse experiences may impact adult weight problems in adulthood through various
mechanisms.

Early life adversities have also been shown both to be impacted by and impact
long-term social-environmental factors. Women, people of color, and individuals from
families with lower incomes are more at risk of childhood abuse and the subsequent
development of obesity (Mundi et al., 2021). Ferraro et al. (2016) demonstrated early

childhood disadvantages, such as lower family income and family disruption in
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composition, was strongly associated with developing obesity in adulthood. Ferraro et al.
also found that early life disadvantage had long-term effects on adult social functioning
that may drive weight loss challenges, such as social and family support and a sense of
personal control. Additionally, adults living with obesity have internalized weight stigma,
which can reduce motivation and comfort level within the patient-provider relationship
and therefore negatively impact weight loss goals (Salas et al., 2019). Maladaptive
coping such as emotional eating has also been shown to contribute to the risk of adult
weight problems in adults with histories of ELA (Ansari et al., 2018). A comprehensive
yet structured framework is needed to consider how these multi-disciplined and
intervening mechanisms, such as neurobiological adaptations, mental health concerns,
and psychosocial functioning, are potentially related to this research topic.

In sum, the biopsychosocial model was uniquely aligned with this study’s
exploration of the experiences of adult survivors of childhood adversities living with
overweight or obesity. This descriptive model provided an organized framework and a
more comprehensive understanding of relevant and interconnected factors such as the
known neurobiological adaptations, psychological risk, and socio-environmental
problems associated with childhood adversities. The research has shown cumulative and
interrelated effects of early life adversities on the developing brain and body, which
impact both physiological and psychosocial functioning (Berens et al., 2017; Miller &
Lumeng, 2018). The biopsychosocial model allowed this study to build on existing
knowledge related to the research question and further demonstrate the complexity of

early life adverse experiences on long-term health.
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Literature Review

The original term ACE was used by Felitti et al. (1998) to describe seven
categories of childhood adversities during the first 18 years of life, including physical
abuse, psychological abuse, sexual abuse, substance abuse by a family member, a family
member experiencing mental illness, mother or stepmother being a victim of violence,
and incarceration of a family member. Studies have used similar timeframes of exposure,
mainly up to age 18, but have added to the original ACE categories of childhood
adversities to include specific communities, populations, and purposes (Cuevas et al.,
2019; Hughes et al., 2017; Joung et al., 2014). In addition to the term “ACE,” researchers
have conducted studies using various terms, such as “childhood maltreatment” (Murphy
et al., 2020) and ““childhood trauma” (Mundi et al., 2021).

In a study exploring the underlying mechanisms of ACE and adult obesity, Joung
et al. (2014) were the earliest known authors to define the term “early-life adversities”
(ELASs) as exposure to physical, sexual, or emotional abuse and neglect before the age of
18. For this study, the term ELAs was used to incorporate all the original ACE categories
plus additional psychosocial risk factors before the age of 18 such as abuse of any kind,
neglect, chronic stress due to food insecurity, and housing instability. The term ACE or
ACEs was used in this literature review if the study being reviewed used that term or the
ACE screen.

Early Life Experiences and Obesity-Overweight Risk
There is a large collection of literature that demonstrates the persistent and

detrimental impacts of ELASs on adult healthy weight in adulthood (Boynton-Jarrett et al.,
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2012; Campbell et al., 2016; Danese & Tan, 2014; Felitti et al., 1998; Ferraro et al., 2016;

Mundi et al., 2021; O’Neill et al., 2018; Rehkopf et al., 2016; Windle et al., 2018; Wiss
& Brewerton, 2020). One of the earliest studies linked ACE exposure to an increased risk
of many of the leading adult causes of death, including heart disease, stroke, cancer,
diabetes, chronic respiratory disease, alcohol abuse, and obesity (Felitti et al., 1998). This
study was the first known study to explore how numerous categories of childhood
adversities impact long-term adult health (Felitti et al., 1998). It was conducted at Kaiser
Permanente’s San Diego Health and Appraisal clinic, was supported by the Centers for
Disease Controls, and included a large sample of 8,506 middle-class, middle-aged adults
who had been evaluated by their medical practitioner at the clinic the week before. Seven
categories of ACEs were grouped from 17 questions related to childhood abuse, parental
mental health or substance abuse problems, and parental criminal behavior (Felitti et al.,
1998). The study demonstrated a direct relationship between the number of ACEs and the
likelihood of long-term adverse health risks, including the risk of obesity increased
significantly as the number of ACEs increased (Felitti et al., 1998). Specifically,
individuals with four or more ACEs showed a 1.4 to 1.6 increase in the risk of obesity
(Felitti et al., 1998).

Since then, a growing body of research has explored correlations between various
forms of childhood adversities and obesity (Boynton-Jarrett et al., 2012; Campbell et al.,
2016; Danese & Tan, 2014; Ferraro et al., 2016; Mundi et al., 2021; O’Neill et al., 2018;
Rehkopf et al., 2016; Windle et al., 2018; Wiss & Brewerton, 2020). In an earlier seminal

study, Boynton-Jarrett et al. (2012) found that exposure to early life physical or sexual
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abuse raised the risk of adult obesity in Black women even after controlling for health
and lifestyle factors. Subsequent studies have confirmed the higher risk of sexual abuse
for the risk of obesity over the lifespan (Campbell et al., 2016).

In 2014, a systemic review of 41 studies and meta-analyses explored the
association of childhood maltreatment and obesity over the life span (Danese & Tan,
2014). After examining and removing some studies for possible sources of bias, the
authors found comparable results with a 1.36 elevated risk of obesity over the life course
in individuals who had experienced childhood abuse or family violence (Danese & Tan,
2014).

In a 10-year longitudinal study, Ferraro et al. (2016) demonstrated how
socioeconomic disadvantage and exposure to childhood abuse increased the risk of health
problems and obesity over the lifespan (Ferraro et al., 2016). One longitudinal Australian
study examined the impacts of ACE exposure on adult women’s health including double
the risk of severe obesity and self-reported poor health in women with four or more
ACEs compared to women with no ACE exposures (Loxton et al., 2021). These results
further contributed to the predictive association between stressful psychosocial
experiences in childhood and adult obesity, independent of the exact definition of
childhood adversity or potential intervening factors such as household socioeconomic
status and frequency of physical exercise.

Early life adversities have also been shown to be associated with weight problems
without reaching obesity levels. Windle et al. (2018) showed a correlation between higher

ACE scores and the risk of higher body mass indicator (BMI) in college students ages 18
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to 25. In another systemic review, Hughes et al. (2017) explored the combined effects of
multiple ACEs with a risk factor of developing overweight or obesity of 1.39. These
authors reviewed 37 cross-sectional studies, including 253,719 participants using a
random-effects model (Hughes et al., 2017). This review showed more moderate
associations with overweight and obesity than other studies, and physical inactivity
demonstrated a weaker relationship than the risk of overweight and obesity (Hughes et
al., 2017). These results suggest that other physiological mechanisms may be involved in
the etiology of weight problems in adults in this population.

More recent reviews have explored this ELA and long-term health association in
more detail. Wiss and Brewerton (2020) completed a systemic review and meta-analysis
to highlight known contributing factors between ELA and the risk of experiencing adult
obesity. Consistent with earlier research (Felitti et al., 1998; Danese & Tan, 2014), Wiss
and Brewerton’s meta-analysis demonstrated a 46% increase in the risk of obesity for
adults with a history of ACEs, and risk increased with the number of ACE exposures.
However, Wiss and Brewerton’s primary goal of this review was to investigate the
mediating mechanisms that influence the ACE-obesity association, including
neurobiological changes, chronic stress response, psychological impacts, and behavioral
patterns such as overeating, which was reviewed in more detail in subsequent sections of
this chapter.

Recent research has also validated these associations and provided further
evidence to the link between childhood trauma and varying degrees of risk for developing

obesity in adulthood. In a survey of 2,211 adults, Mundi et al. (2021) found the risk of
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obesity increased significantly with respondents’ history of childhood abuse.
Interestingly, this study separated the factor of obesity into distinct categories based on
BMI and demonstrated that the relationship between childhood abuse and adult obesity
was strengthened as BMI increased (Mundi et al., 2021). One plausible explanation is
that respondents with childhood abuse reported experiencing overweight earlier in life.
Varying Effects of Early Life Adversity Types

Researchers have also explored how specific types of ELA may contribute to the
risk of adult weight problems. Rehkopf et al. (2016) used data from the National
Longitudinal Survey of Youth in 1979 to explore the association between the risk of
developing adult obesity and exposure to specific ELAS, including physical abuse,
household mental illness, and household alcohol abuse. After controlling for potentially
confounding demographic variables, these authors found only physical abuse led to a
higher risk of developing obesity in adulthood, while household mental illness or alcohol
abuse was not significantly associated with the risk of developing obesity (Rehkopf et al.,
2016). Rehkopf et al. also demonstrated that adults with ELA exposure had similar risks
of obesity at age 25 and age 40, adding further evidence to previous research
demonstrating that adverse experiences in childhood have negative health impacts across
the lifespan (Felitti et all, 1998).

Campbell et al. (2016) used an 11-item survey of ACE-related questions to
explore the relationships between higher ACE scores by category and several adult health
risks including obesity. Sexual abuse and verbal abuse were the two strongest predictors

of poorer adult health outcomes, with sexual abuse having the most significant
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correlation with obesity (Campbell et al., 2016). By using a multiple logistical regression
model, the researchers were able to evaluate the different effects of individual ACE
categories on adult health outcomes, suggesting various mechanisms are involved
(Campbell et al., 2016). This study provided further evidence of the well-established link
between ELAs and adult poor health and offers an additional understanding of the
cumulative and individual effects of several types of adverse experiences (Campbell et
al., 2016).

In addition to these findings, a French study found that emotional abuse and
neglect were the largest predictors of developing binge eating disorder and overweight in
a large sample of individuals experiencing severe obesity (Quilliot et al., 2019).
Emotional abuse was shown in another study to influence the risk of emotional eating
(Michopoulos et al, 2015). These diverse findings confirm the need for further
understanding of the complexity of how diverse types of ELAs may contribute to the risk
of adult overweight/obesity.

Contrary to the well-established link between ELA and obesity and overweight
later in life, Ruiz and Font (2020) found that only physical abuse and physical neglect led
to the probability of developing overweight/obesity. However, Ruiz and Font (2020) did
not explore other common ELAS such as emotional abuse and neglect. These results may
be indicative of the cumulative effect of living longer with ELA impacts.

Another study did not find any significant relationship between childhood abuse
and obesity in young adulthood (Brown et al., 2017). Brown et al. sampled 500 college

students, between the ages of 18 through 25, using the Childhood Trauma Questionnaire
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(CTQ) to assess five types of abuse: physical abuse, physical neglect, sexual abuse,
emotional abuse, and emotional neglect. The authors posited that their conflicting results
from previous studies may be due to using the CTQ rather than self-report, or that the
individuals assessed for childhood abuse in this sample of college students were
potentially more equipped with healthier coping strategies and therefore higher
functioning (Brown et al., 2017). Additionally, this study used a cross-sectional design
limiting the ability to infer causality and directionality, while other studies have
demonstrated the risk of obesity and overweight after experiencing childhood
maltreatment using longitudinal designs (Campbell et al., 2016; Felitti et al. 1998; Mundi
et al., 2021; O’Neill et al., 2018; Rehkopf et al., 2016).

However, in the largest population study reviewed, O’Neill et al. (2018) used a
data sample of 10,894 adults from the U.S. National Longitudinal Study of Adolescent to
Adult Health to highlight the risk of adult obesity based on childhood maltreatment types.
The authors found that adults with histories of sexual abuse in childhood were 27% more
likely to meet the criteria for obesity and 72% more likely to meet the criteria for extreme
obesity (O’Neill et al., 2018). Adults with histories of physical abuse were 37% more
likely to meet the criteria for extreme obesity, but no significant risk was found for lower
levels of obesity for the category of childhood abuse (O’Neill et al., 2018).

The Biopsychosocial Pathways Associated With ELA-Overweight Risk

Numerous intervening biopsychosocial pathways are implicated in the risk of
overweight and obesity in adults with histories of ELAS, including biological (Berens et

al., 2017; Herzog & Schmahl, 2018; McEwen et al., 2016), psychological (Campbell et
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al., 2016; Imperatori et al., 2016; Miller & Lumeng, 2018; Murphy et al., 2020), and

social-environmental (Mundi et al., 2021; Ferraro et al., 2016; Wall et al., 2019). Miller
and Lumeng (2018) reviewed research related to potential physiological abnormalities
between early life psychological stress and adult risk of obesity. These authors described
the interacting biological systems impacted by early life stress that they described put
both children and adults at risk of obesity (Miller & Lumeng, 2018). Additionally, adults
living with overweight or obesity are prone to psychological stress which can then
contribute to the interacting biochemical, physiological, behavioral, and cognitive
pathways which will be reviewed later in this chapter (Tomiyama, 2019). Numerous
researchers from multiple disciplines have attempted to explain these potential pathways,
which is too extensive to review all here. However, | have selected the most recent and
relevant research and highlighted it below.
Potential Biological Pathways Associated With Early Life Adversity

The development of the brain often referred to as neurodevelopment, is highly
adaptive and dependent on environmental stimuli particularly in early life (Bick &
Nelson, 2016). The regions of the brain most impacted by ELAs are involved with
emotional and cognitive functioning, including the prefrontal cortex, hippocampus, and
amygdala (Bick & Nelson, 2016). Bick and Nelson reviewed the sensitive periods of
neurodevelopment, particularly the importance of caregivers being able to respond to the
child’s distress in supportive and nurturing ways. This interactional process then leads to
the development of different neurobiological processes suggested to have cumulative

effects on the developing brain and body that interact and impact the individual
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throughout the lifespan, including self-regulation, emotional regulation, learning, and the
neurobiological systems that are involved in each of these (Berens et al.; 2017; Bick &
Nelson, 2016; Duffy et al. 2018; Miller & Lumeng, 2018; Miller et al., 2018).

As described above, there is a well-established understanding of the association
between ELA and long-term weight gain including obesity; however, the exact biological
mechanisms, or the physiological adaptations and plausible pathways that may explain
this association, are less understood (Berens et al.; 2017; Campbell et al., 2016; Felitti et
al., 1998; Mundi et al., 2021; Wiss & Brewerton, 2020; Wiss et al., 2020). McEwen et al.
(2016) reviewed the neural adaptations of three brain structures after periods of acute and
chronic psychological stress in the adult brain: the amygdala, the hippocampus, and the
prefrontal cortex. Hippocampal volume is reduced in ELA exposed adults, but not in
children (Berens et al., 2017). These findings suggested that ELA may change the
trajectories of neural functioning in these areas over time.

There is a growing understanding of how adverse psychosocial exposure early in
life impacts multiple physiological systems that influence weight over the human lifespan
(Miller & Lumeng, 2018). The literature crosses multiple disciplines to demonstrate how
early-life exposure to traumatic experiences, chronically stressful environments, or other
ELAs lead to biological embedding (Berens et al., 2017; Wiss et al., 2020). Berens et al.
described biological embedding as the altered physiological development in various
systems of the brain and body. For example, living in a chronically stressful environment
in childhood has been shown to lead to dysregulation in the stress response system, often

referred to as toxic stress and allostatic load (Berens et al., 2017; Miller et al., 2018;
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Tomiyama, 2019). Wiss et al. described allostatic load as “... the price of adaption that
leads to disease over time.” (2020, p. 7). This allostatic load leads to subsequent
physiological changes that have been shown to increase the risk of some of the leading
causes of death such as ischemic heart disease, addictions, cancers, depression, and
obesity (Felitti et al., 1998).

Potential Effects of Early Life Adversity on Brain Structure and Activity

Early life adversity has also been shown to lead to reduced brain volume (Bick &
Nelson, 2016). Chronic psychological stress in early life drives long-lasting alterations in
the brain, including changes in the structure, function, and connection in the areas of the
brain involved with stress response, cognition, and emotional regulation (Berens et al.,
2017; Bick & Nelson, 2016; Hemmingsson, 2018; McEwen et al., 2016; Tomiyama,
2019; Wiss & Brewerton, 2020; Wiss et al., 2020). Part of the biological embedding
associated with exposure to ELA is the phenomenon of neural structural changes that can
impact functioning and long-term risk of obesity and eating behaviors (Berens, et al.,
2017; Tomiyama, 2019; Wiss & Brewerton, 2020; Wiss et al., 2020).

Berens et al. (2017) reviewed the literature summarizing structural variation in
grey and white brain matter that has been seen in adults with ELAs. These changes in
structure can be seen in matter volumes as well as microstructures that could impact
connectivity of the prefrontal cortex and limbic regions of the brain (e.g., the
hippocampus and amygdala). Such structural alterations and connectivity dysfunction
may lead to long-term hyperarousal to stress, emotional dysregulation, deficits in social

functioning, and impaired executive functioning, which can lead to planning and
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inhibitory control issues (Berens, et al., 2017; Bick& Nelson, 2016; Hemmingsson,
2018). These neural functions involve the self-regulation of emotions and behaviors such
as eating (Wiss et al., 2020).

Other brain regions known to drive eating behaviors are impacted by ELA,
including the reward network of the brain (Osadchiy et al., 2019). One study
demonstrated that early life trauma impacted functioning in the extended reward network
region of the brain, potentially creating susceptibilities to food addiction (Wiss et al.,
2020), but could also be a result of food addiction (Osadchiy et al., 2019). These neural
structural changes can potentially contribute to disruptions in the development of
emotional regulation, learning, memory, self-control, and social functioning.

In a functional neuroimaging study, Hanson et al. (2016) found that cumulative
psychological stress in childhood led to blunted reward response via the ventral striatum,
a region of the brain that supports motivation, responsiveness to rewarding stimuli, and
positive affect such as experiencing feelings of hopefulness. However, this association
was only significant when the stressors occurred during the grades of kindergarten
through grade 3, not in grades 4 through 12 (Hanson et al., 2016). Hanson et al. posited
that alterations in this area can lead to blunted responsiveness to reward stimuli,
decreased motivation, and negative affect and mood. While this study was limited by
only including men and mostly African American participants, it contributed to the
understanding of how cumulative psychological stress in early childhood at least can lead
to neuroadaptations that impact overall motivation, rewards responsiveness, and overall

mental health (Hanson et al., 2016). These findings provided a further understanding of
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the associations between depressive symptoms, ELA, and the risk of overweight and
obesity previously found (Felitti et al., 1998; Osadchiy et al., 2019).

In a longitudinal study of European young adults, Luo et al. (2020) used
neuroimaging at age 14 and again at 19 to investigate how childhood trauma potentially
impacted structural brain changes and BMI, while accounting for genetic predispositions
to obesity, socioeconomic status, substance use, and elevated depressive symptoms as
possible confounding factors. Luo et al. found that childhood trauma was strongly
associated with higher BMI and reduced volume in the frontopolar region in the
prefrontal cortex, which the authors described as the area of the brain key in cognitive
pathways associated with controlling food intake. The authors described how the
frontopolar region of the prefrontal cortex is in the “transition zone” between the lateral
prefrontal cortex which is associated with inhibitory control, and the medial prefrontal
cortex which is involved with obesity risk due to reward and emotional processing
(Osadchiy et al., 2019). This observation demonstrates the complexity of neurological
adaptations that may contribute to the risk of adult obesity after ELA exposure.

In a sample of adults meeting the criteria for obesity, Hawkins et al. (2020) used
neuropsychological testing to examine the potential impacts of ACE exposure on adult
cognition as it relates to BMI. The authors discovered that higher numbers of ACE
experiences led to increased BMI and lower functioning scores in two neurocognitive
domains, episodic memory, and executive control, which would impact self-regulation
and the ability “to inhibit reactions to certain stimuli while initiating a response to others”

(Hawkins et al., 2020, p. 53). Functional changes in these areas in ACE-exposed
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individuals may partially explain previous research that has linked lower levels of self-
regulation to obesity in this population (Hemmingsson, 2018). Additionally, individuals
with three or more ACE experiences were significantly more likely to be affected in these
domains, suggesting that reactivity and impulse control may be moderated by the number
of ACEs experienced (Hawkins et al., 2020). The results of this study provided additional
understanding of the possible neurobiological adaptations in this population that may
contribute to the well-established risk of overweight/obesity.
Potential Effects of Early Life Adversity on Neuroendocrine Systems

In addition to structural change, ELA exposure can alter other physiological
processes, including endocrine, metabolic, and immune processes (Berens et al., 2017,
Hemmingsson, 2018). Early life chronic stress can lead to altered neurotransmitter
metabolism and production (Berens et al., 2017). These functional changes can be related
to dysfunction in neurotransmitter signaling or levels, and involve key neurotransmitters
that regulate stress, mood (e.g., serotonin, dopamine, GABA, and glutamate; Berens et
al., 2017). The neurotransmitter alterations may both contribute to known psychological
disorders associated with ELA such as depression and have been posited to increase the
risk of developing obesity and food addiction (Wiss et al., 2020). Glucocorticoid
receptors bind to stress hormones found in abundance in the hippocampus and lead to
dysregulation in neuroendocrine functioning (Berens et al., 2017).
Potential Effects of Early Life Adversity on the Autonomic Nervous System

In addition to neural changes, the toxic stress associated with ELA exposure has

been shown to create an imbalance in the autonomic nervous system (Berens et al., 2017;
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Miller & Lumeng, 2018; Tomiyama, 2019). Specifically, the autonomic nervous system
is comprised of both the sympathetic nervous system, often referred to as the “fight or
flight” response as it involved threat assessment and response, and the parasympathetic
nervous system, which drives reversal of the alert system, and regulates and calms the
body. However, the autonomic nervous system can be impacted by ELA, leading to an
imbalance of both hyperarousal and hypo-arousal, autonomic reactivity, and eventually
long-term health problems such as obesity (Berens et al., 2017). This autonomic
imbalance is thought to be overlapping pathways with the hypothalamic-pituitary-adrenal
(HPA) axis which can also been impacted by ELA exposure (Berens et al., 2017).

Chronic stress like that with ELA exposure leads to heightened neural responses
and elevated stress hormones, and a cumulative effect of stress hormones that alter the
HPA axis and predicts dysregulation (Berens et al., 2017). Wiss and Brewerton (2020)
named the chronic stress response of the HPA as one of the most cited mechanisms for
the relationship between ELA and obesity in their recent systemic review.

In one longitudinal study exploring the ELA-adult obesity link, Miller et al.
(2018) found that ELA exposure led to disruptive functioning of the HPA axis using a
frequent measure of HPA functioning, the cortisol awakening response. As previously
described, HPA dysregulation has been linked with the risk of higher BMI, and Miller et
al. posited in part due to the cortisol awakening response and the influence it the
biological mechanisms described above. The results indicated a significant link between
HPA dysregulation and the risk of higher BMI in adulthood (Miller et al., 2018). The

authors reviewed the limitations of their study, including being able to explore the exact
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however, additional studies have explored this and are reviewed later in this chapter.
Potential Effects of Early Life Adversity on Metabolic Functioning

Changes in metabolic functioning have also been linked to ELA (Berens et al.,
2017; Delpierre et al., 2016). In a British cohort study, Delpierre et al. (2016) used a life-
course analysis to demonstrate how early life psychological stress measured by ACE
exposure and socioeconomic disadvantage was a predictor of developing metabolic
syndrome. Metabolic syndrome is a term used to describe obesity and other commonly
associated risk factors such as hypertension, hyperglycemia, elevated triglycerides, and
low-density lipoproteins (Delpierre et al., 2016). However, the authors determined that
ACE exposure alone was not significantly linked to the risk of metabolic syndrome over
the life course, after ruling out potential confounders such as socioeconomic adversity
(Delpierre et al., 2016). These findings suggest the complexity of the relationship
between biological and sociological mechanisms that may influence the relationship
between the risk of weight problems and exposure to different ELAs. | will explore socio
environmental pathways between ELA and overweight risk later in this chapter.
Potential Effects of Early Life Adversity on the Immune System

Early life adversities and the subsequent biological embedding that occurs also
drive immune abnormalities (Herzog & Schmahl, 2018; Nusslock & Miller, 2016).
Nusslock and Miller proposed the “neuro-immune network hypothesis” to illustrate the
bidirectional relationships between many of these physiological processes in ELA-

exposed adults (2016, p. 23). These authors described adversity early in life as amplifying



36

the multidirectional threat assessment and neuro-immune responses resulting in increased
chronic systemic inflammation and the risk of self-medicating behaviors (Nusslock &
Miller, 2016). Specifically, heightened reactivity to stress or emotional stimuli leads to
emotional dysregulation and increased stress hormone levels, which increases systemic
inflammation (Nusslock & Miller, 2016).

Adults with histories of ELA exposure are also at risk of elevated pro-
inflammatory markers (Herzog & Schmahl, 2018; Nusslock & Miller, 2016). Herzog and
Schmahl described ACE exposure as being linked to elevated pro-inflammatory markers,
such as C-reactive protein, the interleukin-6 cytokine, and tumor necrosis factor, leading
to a “pro-inflammatory state in adulthood” (2018, p. 4). Chronically elevated stress
hormones associated with ELA contribute to increased pro-inflammatory markers in the
blood, which can result in depression due to increased cytokines in their bloodstream that
can cross the blood-brain barrier (Miller & Lumeng, 2018). Pinto Pereira et al. (2019)
found that ELA led to increased markers of inflammation in a sizable number of adults in
both U.K. and U.S. general population cohorts. Adult weight was found to be a mediating
factor for elevated inflammation in this population, suggesting that excess weight may be
a risk factor for obesity and other chronic diseases caused by elevated inflammation
(Pinto Pereira et al., 2019). Inflammatory markers have been linked to other health risks
such as metabolic and cardiovascular disease in ACE exposed adults (Felitti et al., 1998).
Potential Effects of Early Life Adversity on the Microbiome

More recently, researchers posited that chronic inflammation in ELA-exposed

adults may be linked to disruptions in gut microbiome health, including the healthy
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balance of gut bacteria (Dong & Gupta, 2019). Dong and Gupta (2019) reviewed the

research explaining the association between ELA and the risk of obesity later in life due
to microbiome changes. These authors described how important early life is in
developing the adult composition of the microbiome. Chronic stress during this time has
been shown to lead to the risk of obesity and other diseases due to the imbalance the gut
bacteria in both animal and human studies (Dong & Gupta, 2019). While this is new and
developing research, many researchers have posited further need for the exploration of
the association between the gut microbiome and the risk of overweight/obesity in the
ELA population (Berens et al., 2017; Dong & Gupta, 2019; Miller & Lumeng, 2018;
Wiss et al., 2020).
Health Risk Behaviors Associated With Neurobiological Adaptations

Researchers have also explored how these neurobiological alterations possibly
impact behaviors associated with obesity/overweight risk. Duffy et al. (2018) reviewed
the research related to neurobiological adaptations resulting from ELA exposure and
proposed a model to conceptualize how this exposure leads to decreased health
behaviors, such as unhealthy diets, lower physical activity, unhealthy sleep patterns, and
use of tobacco or other substances (Duffy et al., 2018). These behaviors put an individual
at risk of developing a wide scope of chronic illness over the life span (Duffy et a., 2018).
Several changes in the neurodevelopment previously associated with ELA exposure were
reviewed, including the blunted reward response, lower emotional regulation capacity,
heightened emotional reactivity, and increased delay discounting (Duffy et a., 2018). In

their model, the authors demonstrated these resulting neurodevelopmental adaptations
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from ELA exposure are likely pathways to increased health risk behaviors and therefore
predispose the individual to weight management risk (Duffy et a., 2018).

In one longitudinal Australian birth cohort study, Abajobir et al. (2017) studied
the association between childhood maltreatment and high dietary fat intake in adulthood.
Physical abuse was significantly shown to increase the risk of increased dietary fat in
young adulthood, while sexual abuse, emotional abuse, and neglect did not have this
association unless they co-occurred with physical abuse (Abajobir et al., 2017). This
difference speaks to distinct types of abuse affecting obesity risk through various
mechanisms. Additionally, Abajobir et al. found that abuse occurring between the ages of
5 and 14 led to a higher risk of dietary fat intake. This study was limited by a high
number of loss of participants due to follow-up, and substantiated childhood
maltreatment was only 4.5 percent which was significantly lower than other studies
showing much higher prevalence rates (Campbell et al., 2016; Felitti et al., 1998; Jia &
Lubetkin, 2020). The authors suggested the lower prevalence may be explained by the
commonly known under-reporting of childhood maltreatment to child protection agencies
(Abajobir et al., 2017).

In a German study, Wingenfeld et al. (2017) compared the stress response to food
intake in four groups of women with a history of ACE and Major Depressive Disorder.
The authors showed an increase in food intake in response to stress across groups, but no
difference in food intake in response to stress in the group with ACE exposure compared

to the control groups (Wingenfeld et al., 2017). However, this study excluded individuals



39

meeting criteria for obesity, which Wingenfeld et al. (2017) described may have
inadvertently omitted individuals most at risk for the stress-response eating behaviors.
Potential Psychological Pathways Between Early Life Adversity and Obesity

In addition to these potential long-term biological impacts on adults with histories
of ELAs, early life maltreatment impacts aspects of adult psychological health that have
been linked to overweight-obesity risk (Murphy et al., 2020; Loxton et al., 2021,
Palmisano et al., 2016; Ramirez & Milan, 2016; Sacks et al., 2017; Sokol et al., 2019;
Stapp et al., 2020; Windle et al., 2018), including maladaptive coping mechanisms such
as over-eating (Hemmingsson, 2018) and eating disorders such binge eating disorder
(Bakalar et al., 2018; Belli et al., 2019; Imperatori et al., 2016; Nunes-Neto et al., 2018;
Palmisano et al., 2016; Quilliot et al., 2019). Childhood traumatic experiences have also
been shown to impact overall psychological health, which has been measured by a variety
of factors including overall psychological resiliency, self-regulation, and self-efficacy
(Turk-Kurtca & Kocatiirk, 2020). These factors may be particularly relevant when
treating weight loss in the ELA-exposed population, as studies have shown these
individuals are more likely to describe feeling judged and overall negative perceptions of
their interactions with their primary care providers (Mundi et al., 2021).

Psychological resilience is widely considered to be the broad growth in coping
skills and overall emotional flexibility to overcome a challenge (Tlrk-Kurtca &
Kocatlrk, 2020). In one study of 291 participants who were mostly female Turkish
university students, the researchers measured self-efficacy and internal locus of control to

explore how childhood trauma impacts psychological resilience. They found that
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exposure to childhood trauma led to lower levels of psychological resilience and that as
both self-efficacy and internal locus of control increase, psychological resilience
increases (Turk-Kurtca & Kocattrk, 2020). While this study did not compare self-
efficacy and resilience to overweight or obesity risk specifically, other studies have
shown that lower self-efficacy negatively influences weight loss success in obese adults
(Annesi, 2018; Annesi, 2020). The implication of these studies is that general
psychological concepts such as resilience and self-efficacy may explain some of the
pathways between ELA exposure and overweight/obesity risk.

In addition to these more general psychological impacts, specific psychiatric
diagnoses have been linked to ELA exposure (Herzog & Schmahl, 2018). These include
depression, attention deficit-hyperactivity disorder (ADHD), anxiety, posttraumatic stress
disorder (PTSD), and binge eating disorder (Loxton et al., 2021; Murphy et al., 2020;
O’Neill et al., 2018; Windle et al., 2018). However, while there are others, this review
will only include mental health diagnoses that have been linked to overweight and
obesity later in life.

Murphy et al. (2020) conducted a study including 2,980 adults, who screened for
different classes of childhood maltreatment related to physical, sexual, and emotional
abuse. The results demonstrated a significant correlation between each class of abuse and
adult psychiatric outcomes, including depression, PTSD, and anxiety (Murphy et al.,
2020). In one Australian study, researchers found that women with ACE exposure were
more likely to report symptoms of depression, anxiety, self-harm, and suicide ideation,

and risk increased with the number of ACE exposures (Loxton et al., 2021). Women with
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more than four ACE exposures were three times more likely to report recent “very high
psychological distress” (Loxton et al., 2021, p. 6). As previously described, there is a
well-known link between psychological stress and adult overweight/obesity risk.

In a large population study of 10,894 adults, O’Neill et al. (2018) used data from
the U.S. National Longitudinal Study of Adolescent to Adult Health to investigate
whether depression and adolescent BMI influenced the risk of adult BMI in adults with
histories of childhood maltreatment. Experiencing depressive symptoms in adolescents
and higher adolescent BMI were both shown to predict the adult risk of obesity in adults
with histories of physical and sexual abuse (O’Neill et al., 2018). These results suggest
that early intervention may help reduce the risk of adult obesity in adolescents with
depression and higher BMls.

Windle et al. (2018) showed how the number of ACE exposures predicted
increased symptoms of depression and ADHD leading to higher BMI in a large college
sample. Sokol et al. (2019) also found an association between childhood maltreatment
and impulsivity. These findings are consistent with previously reviewed literature linking
ELA exposure with neurobiological adaptions that lead to lower self-regulation and
inhibition control, including impulse control and eating behaviors. Depression is another
psychosocial effect of ELA stress due to elevated stress hormones which contribute to
elevated inflammatory markers in the blood (Nusslock & Miller, 2016).

Some studies have implicated depression as possibly being involved in the link
between ELA and overweight/obesity risk. Sokol et al. (2019) demonstrated a predictive

association between depressive symptoms and early life maltreatment, specifically
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physical abuse, physical neglect, and sexual abuse with co-occurring physical abuse and
neglect. Stapp et al. (2020) used a large national-representative sample of adults to
demonstrate the significant impacts of ELA on the development of mood disorders,
obesity, and other medical conditions across the life course. Grigsby et al. (2020) found
that as the number of ACE exposure increased, so did the risk of suicide ideation, suicide
attempt, depression, self-injury, and obesity.

In one study of adult women exploring how depression moderated the association
between ELA and risk of adult obesity, Ramirez and Milan (2016) found that histories of
childhood sexual abuse alone did not predispose them to adult obesity. However,
approximately half of the women experiencing both obesity and childhood sexual abuse
screened for elevated symptoms of depression, when only 15 percent of the obese women
without childhood sexual abuse showed these symptoms (Ramirez & Milan, 2016). This
study reinforces the association between mental health symptoms and at least one type of
ELA, childhood sexual abuse, and demonstrated how these mental health symptoms have
a moderating effect on the risk of obesity (Ramirez & Milan, 2016).

In a large sample of 13,362 U.S. adolescents and young adults, Sacks et al. (2017)
explored how depression might mediate the association between several types of
childhood maltreatment and the overall BMI trajectory in this population (Sacks et al.,
2017). These authors used latent class analysis to account for comorbidity between the
different maltreatment types to show how depression more strongly contributes to the risk
of higher BMI in more severe maltreatment classes, such as dominant physical abuse and

emotional neglect, but more so in females (Sacks et al., 2017). Another large population
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study found that adults meeting the criteria for obesity and exposure to childhood sexual
maltreatment reported lower self-rated obesity than adults with any other type of
childhood maltreatment (O’Neill et al., 2018). These results may indicate that
dissociative symptoms commonly seen in PTSD may play a role in perceived individual
weight status.
Early Life Adversity-Eating Disorder Risk

In addition to these psychological disorders, several researchers have explored the
possible link between ELA exposure and eating disorders as possible mechanisms
leading to adult overweight-obesity risk. Palmisano et al. (2016) completed a systematic
review of potential mediating factors between ELA and obesity and co-occurring binge
eating disorder (BED), including depression, insecure or anxious attachment style,
dissociation, and maladaptive coping behaviors. Imperatori et al. (2016) showed a
connection between food addiction and overweight and obesity in adults with histories of
childhood trauma. Disordered eating and BED are impacted by frequent HPA activation
which drives addictive behaviors and over-eating (Danese & Tan, 2014). Palmisano et al.
(2016) also reviewed several factors associated with the etiology of obesity and BED due
to emotional eating and eating higher caloric food. Bakalar et al. (2018) found that active-
duty U.S. service members who had experienced ELA had higher BMI and disordered
eating, assessed with the Eating Disorder Examination Questionnaire.

In a Turkish study, Belli et al. (2019) studied the impact of childhood trauma by
separating 241 adult individuals experiencing obesity and screened for BED into two

groups: individuals who met the criteria for BED and individuals who did not. The
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researchers assessed one group for both childhood trauma and dissociation, an instinctive
and common defense mechanism resulting from trauma (Belli et al., 2019). Belli et al.
revealed that 31.1% of the total sample met the criteria for BED, and those who met these
criteria had higher dissociative symptoms as well as the occurrence of physical and
emotional abuse. This study may have been limited by its selective sample of bariatric
surgery patients with more severe obesity; however, these results provide further
evidence of the higher prevalence of BED in adults with histories of ELA (Belli et al.,
2019).

In a large population Brazilian study, a sample of 7,639 adults, food addiction was
independently associated with early life physical and sexual abuse (Nunes-Neto et al.,
2018), suggesting the ELA-adult obesity risk crosses cultures and food systems. In
another study of patients experiencing severe obesity and being considered for bariatric
surgery in France, Quilliot et al. (2019) further confirmed the link between ELA, BED,
and adult obesity, with more than 80% of their sample reporting at least one ACE. The
authors showed those individuals with exposure to ACEs had a significant risk of
developing BED (Quilliot et al., 2019). And finally, Hymowitz et al. (2017) demonstrated
that emotional abuse predicted disordered eating in a sample of young adult college
students, which was mediated by negative self-perception measured with the self-
perception subscale of the Weight and Lifestyle Inventory.

Potential Socio-Environmental Pathways Associated With Early Life Adversity

In addition to biological and psychological pathways, potential socio

environmental mechanisms between ELA exposure and adult overweight/obesity risk
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have been researched. Sokol et al. (2019) used data from the National Longitudinal Study
of Adolescent to Adult Health to explore whether social supports influence the trajectory
of higher BMI in young to middle-aged adults with ELA. The authors used data from
three different periods in the same participants' lives: ages 13 to 21, ages 18 to 28, and
24 to 31, with a total sample of 17,696 (Sokol et al., 2019). Quality of peer friendship
was found to be protective of developing higher BMI in all age groups, but social
support, in general, was not a mediating factor between childhood maltreatment and
excessive BMI overall (Sokol et al., 2019). The results of this study suggest that exposure
to early life maltreatment may limit the social support resources that are otherwise
potentially protective of the development of overweight across the life span.

In a nation-wide, longitudinal study, Non et al. (2016) demonstrated an increased
risk of obesity and higher BMI in adults who grew up with more family instability and
lower socioeconomic advantage, but interestingly these two childhood advantage
indicators were not significantly correlated with unhealthy diet or lower physical activity
in this adult sample. These authors suggested respondents over-reported healthy eating
and physical activity, and further understanding of how early life stress can impact the
adult risk of obesity is needed (Non et al., 2016). Additionally, Font and Maguire-Jack
(2016) used a large population sample of 29,229 respondents from five states and that
individuals with ACE exposures were more likely to be separated or divorced, suggesting
that individuals impacted by ELA may have fewer social supports.

In a sample of mostly African American adults in lower socioeconomic levels,

Michopoulos et al. (2015) validated that childhood maltreatment, PTSD symptoms,
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depression, lower monthly income, and emotional dysregulation predicted increased
emotional eating. The authors demonstrated that emotional abuse had the strongest
relationship to emotional eating, and emotional dysregulation and depression influenced
the relationship between childhood maltreatment and emotional eating more than PTSD
(Michopoulos et al, 2015). In a Dutch study of 700 adult men and women, Ansari et al.
(2018) studied the association between childhood trauma and emotional eating. The
authors demonstrated that higher levels of childhood trauma led to increased emotional
eating (Ansari et al., 2018), similar to the graded relationship that has been shown
between ACEs and overall adult obesity (Felitti et al., 1998). Additionally, emotional
dysregulation, or the maladaptive strategies used to cope, was shown to be a predictor of
emotional eating (Ansari et al., 2018). These studies provided possible critical findings in
further understanding the pathways between ELA and the risk of weight problems later in
life.

Various social and behavioral factors have been linked to ELA. In one study,
individuals who experienced sexual abuse were more likely to have higher BMIs when
they had higher levels of impulsivity using multiple hierarchical regression models
(Brown et al., 2017). The results indicated that impulsivity potentially moderates weight
problems in adults who have experienced sexual abuse in childhood (Brown et al., 2017).
These results support other studies which have shown how lower self-regulation skills are
linked to lower levels of health behaviors and less success in weight loss (Annesi, 2018;
Annesi, 2020). Exposure to ACEs has also been associated with lower consumption of

fruits and vegetables and lower average hours of sleep in a large sample of college
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students (Windle et al., 2018). This research demonstrates the importance of intervening
early in life to assess for trauma in individuals experiencing weight control issues and
refer to behavioral health providers to learn self-regulation skills and promote healthier
choices.
Protective Factors Associated With Early Life Adversity

Despite the breadth of literature on the adverse impact of ELA, some research has
described protective pathways to reduce these risk factors (McLaughlin & Lambert,
2017; Schneiderman et al., 2021). McLaughlin and Lambert reviewed research related to
the positive impacts of improving nurturing, supportive caregiving relationships,
increasing sensitivity to positive stimuli and reward processing, and heightened
emotional regulation that can reduce the adverse effects of ELA. In one study,
Schneiderman et al. (2021) investigated these potential protective factors in a sample of
adolescents and young adults, ages 15 to 23 with a mean age of 18.3, who had
documented child protective services maltreatment. The authors used latent profile
analysis to classify three groups of psychosocial functioning to compare to long-term
health and overweight/obesity, demonstrating that individuals with lower levels of social
support and higher levels of internalizing symptoms, such as depression and anxiety,
were more at risk of experiencing overweight/obesity, chronic pain, and lower self-
reported health quality (Schneiderman et al., 2021).

In one Canadian systemic review and qualitative study, Meng et al. (2018)
explored the possible resilience and protective factors following distinct types of

childhood maltreatment. The authors concluded early life maternal caregiving was most
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protective of reducing long-term adverse effects of childhood maltreatment, while
supportive school environments and quality of peer support were more positively
influential in adolescence (Meng et al., 2018). Additionally, resiliency led to improved
overall adult well-being, including better mental health, adaptive coping, reduced risk of
addictive behaviors, and reduced internalization (Meng et al., 2018). Although this study
did not review the risk of obesity directly, these factors have been linked to higher self-
regulation skills and higher self-efficacy, which have been shown to influence health-
related behaviors and successful weight loss (Annesi, 2018; Annesi, 2020).
Pediatric Effects Associated With Early Life Adversities

Adverse health outcomes from ELAs do not only begin in adulthood. Oh et al.
(2018) conducted a systematic review of 35 studies related to pediatric health outcomes
associated with ACEs, excluding studies where the physical health problems were related
to direct trauma such as brain injury and studies related to mental health outcomes. As
many previous studies have been cross-sectional, the authors in this review focused on
longitudinal studies to improve the understanding of the biological mechanisms of
exposure and outcomes (Oh et al., 2018). The review demonstrated several significant
associations between adolescent weight problems and childhood abuse.

One study illustrates the complexity of the relationship between ELA and obesity.
In a sample of 948 pediatric patients, Purswani et al. (2020) used univariate analysis to
demonstrate a significant association between higher ACEs and risk of obesity and
overweight. However, this association was attenuated when confounding variables, such

as race, age, low birth weight, and types of insurance, were included in a multivariable
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model. Wall et al. (2019) further confirmed the complexity of socio-demographic factors
when they found that poverty mediated the ELA-obesity link in a sample of 24,350 adults
meeting criteria for obesity who reported not being overweight in childhood.
Prevalence of Early Life Adversities

The studies reviewed consistently demonstrated a surprisingly common
occurrence of exposure. In Felitti et al. (1998), the prevalence of ACEs for the first time
became clear when more than half of those surveyed described at least one category of
ACEs. Using data from one large population survey of 48,526 adults, Campbell et al.
(2016) found that 55.4% reported exposure to at least one ACE, while 13.7% reported
more than four exposures. Providing further evidence in another large population sample,
more than half the respondents reported at least one ACE and 17% four or more ACEs
(Font & Maguire-Jack, 2016). In a young adult study, 51.7% reported at least one ACE,
further confirming this range of ACE exposure (Grigsby et al., 2020).

In an even larger population sample of 91,472 respondents, Jia and Lubetkin
(2020) found that 61.8% reported at least one exposure to ACE. Specifically, 23.3%
reported only one ACE, 13.5% reported two ACEs, 9.1% reported three ACEs, 6.3%
reported four ACEs, 4.4% reported five ACEs, and 5.1% reported six or more ACEs (Jia
& Lubetkin, 2020). The authors demonstrated that ACE exposure, especially three or
more ACEs, leads to significant adverse impacts on morbidity and mortality, using two
generalized questionnaires of life expectancy and current overall health (Jia & Lubetkin,

2020). As in other studies, the relationship between the number of ACE exposures and
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risk was graded, with the increasing risk of poor health outcomes increasing
proportionally to ACE exposure (Jia & Lubetkin, 2020).
At-Risk Populations

Health disparities among diverse groups related to how ELA influences weight
later in life have been revealed. In a sample of 10,894 adults from the U.S. National
Longitudinal Study of Adolescent to Adult Health, O’Neill et al. (2018) found that
individuals meeting criteria for extreme obesity were more likely to be female, to be
people of color, and to have a history of childhood maltreatment. In a study exploring
gender differences in a young adult study, exposure to more than one ACE increased the
risk of obesity in the biological female gender, but not male (Grigsby et al., 2020).
Campbell et al. (2016) demonstrated an increased risk of exposure to ACEs in female
adults, adults with lower incomes, minorities, or adults with less education. Consistent
with this study, other studies have shown that adult women with histories of childhood
maltreatment may be more at risk of obesity over the lifespan (Boynton-Jarrett et al.,
2012; Danese & Tan, 2014).

Gender-specific adverse effects of ELA have been investigated. Ruiz and Font
(2020) demonstrated that women with a history of physical abuse, sexual abuse, or
overall neglect were more likely to be overweight than men. In a large nationally
representative sample of 24,350 adult men and women with ELA exposure but who did
not experience overweight in childhood, Wall et al. (2019) found that women were more
likely to experience extreme obesity. Wall et al. (2019) further demonstrated that women

experiencing obesity had higher exposure to ELAS than the men experiencing obesity. In
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one study, a sample of female adolescents and young adults with histories of documented
child protective services cases were shown to be more at risk of experiencing lower social
support, developing internalizing symptoms such as depression and anxiety, and increase
risk of overweight and obesity (Schneiderman et al., 2021).

In a longitudinal international study, Fleischer et al. (2021) compared two large
population samples from two different regions in Germany to explore the relationship
between exposure to different childhood abuse categories and sex-specific waist to height
ratio (WHTR), an alternative measurement of weight. The results aligned with previous
research, as overall childhood abuse, led to increased WHTR in adulthood, but not in
women after socioeconomic variables were factored in (Fleischer et al., 2021).
Additionally, emotional abuse and neglect had a stronger association with WHTR in
women, while physical abuse and neglect influenced WHTR more strongly (Fleischer et
al., 2021). These findings demonstrate the complex and conflating factors that impact the
risk of obesity in this population over the lifespan.

Other studies have also contributed to how exposure to ELA that leads to weight
problems may be disproportionally higher in different race and ethnicity groups
(Boynton-Jarrett et al., 2012; Brown et al., 2017; Curtis et al., 2016; Kim, et al., 2020;
Mundi et al., 2021). Brown et al. (2017) demonstrated that when compared to Caucasian
adults, non-white races and ethnicities report higher levels of exposure to physical abuse,
physical neglect, sexual abuse, emotional abuse, and emotional neglect. In their study,
Boynton-Jarrett et al. (2012) showed that Black women were more at risk of obesity after

early life physical or sexual abuse, even after controlling for potential mediators such as
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diet, physical activity, mental health, and socioeconomic status. In a college sample of
young adults, Curtis et al. (2016) confirmed their hypotheses that African Americans
reported higher exposure to ELAS, lower background socioeconomic position, and BMI
when compared to a Caucasian group. Mundi et al. (2021) surveyed 2,211 adult patients
experiencing obesity and found that patients who were female, people of color, or
individuals from families with lower incomes were more likely to report abuse.

Using the 2010 Hawaii Behavioral Risk Factor Surveillance System data,
Remigio-Baker et al. (2016) demonstrated the impacts of ACEs in Asian and Native
Hawaiian/Pacific Islanders (NHOPI) women were significantly correlated with adult
overweight and obesity. This association is consistent with other studies where the risk of
overweight and obesity increased as the score of ACEs increased (Felitti et al., 1998; Jia
& Lubetkin, 2020; Wiss & Brewerton, 2020). However, the risk of obesity did not change
with race/ethnicity (Remigio-Baker et al., 2016). These results may indicate, at least
according to the Asian and NHOPI female populations, ACEs may have similar dose-
related impacts on overweight and obesity across races/ethnicities for women.

Research into socioeconomic conditions in this population has also revealed
possible at-risk populations. In a large population sample of 29,229 respondents, Font
and Maguire-Jack (2016) found that lower-income levels and less education achievement
were significantly associated with the development of adult obesity after exposure to
ACEs. Interestingly, these socioeconomic factors did not indirectly influence obesity in
individuals with only one ACE exposure but increased exponentially with the number of

ACE exposures (Font & Maguire-Jack, 2016). At four or more ACES, socioeconomic
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factors indirectly impacted the risk of obesity in this population by 14.7% (Font &

Maguire-Jack, 2016).

In a large sample of adults meeting the criteria for obesity as an adult but not as a
child, Wall et al. (2019) demonstrated them to be more at risk of obesity if they
experienced childhood poverty. This association was found to be stronger for women
than men (Wall et al., 2019). In a comprehensive longitudinal study, Ferraro et al. used
the cumulative inequality theory, described as “growing inequality over time” (2016, p.
2), to survey 1,748 adults twice over 10 years. Three categories were coded: childhood
abuse, socioeconomic status, and family composition which included single parenthood,
divorce, or death of a parent (Ferraro et al., 2016). Multivariate analysis attenuated for
age, sex, and race; however, ELA socioeconomic disadvantage and childhood abuse were
found to increase the risk of adult health problems over time, including obesity and new
health problems later in life (Ferraro et al., 2016).

Other studies have linked lower levels of socioeconomic prosperity to an
increased risk of obesity in adults with ACE exposure in women (Kim et al., 2020).
Hemmingsson (2018) reviewed how socioeconomic disadvantage may influence the risk
of developing overweight/obesity in adulthood. Family strain and self-medicating with
food to mitigate living in chronically stressful environments were reported to be the
mechanisms that linked socioeconomic ELA with adult risk of overweight/obesity
(Hemmingsson, 2018). Additionally, adult women with histories of childhood sexual
abuse and lower socioeconomic levels are at higher risk of developing obesity (Ramirez

& Milan, 2016).
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Despite the breadth of existing literature on the increased risk of ELA in less
advantaged populations, further understanding of the impact of social determinants on
weight problems in this population is needed (Campbell et al., 2016). With an additional
understanding of how these factors influence healthy coping strategies related to weight,
appropriate prevention, screening tools, and interventions can be developed, and
healthcare providers would be better equipped to provide appropriate trauma-informed
treatment for weight loss.

Patient-Provider Relationship
Overview of Patient-Provider Relationship

The prevalence of obesity and overweight rising steadily in the United States over
the last few decades prompted a large amount of literature to investigate what might be
contributing to this trend. Considering the persistent and harmful effects of ELA
including the increased risk of developing obesity and overweight problems in adulthood,
the influence of the patient-provider relationship is important. Complex and interrelated
factors that impact the patient-provider relationship are both strengths and obstacles to
effective weight loss treatment (Baker et al., 2015; Bloom et al., 2018; Hayes et al., 2017;
Walker et al., 2018). However, few studies have explored how ELA exposure may
impact the patient-provider relationship in weight loss treatment. In a comprehensive
systemic review, McDonnell and Garbers (2018) did not find any articles related to
treatment for overweight or obesity for women with ACE exposure, despite an expansive
number of studies that have linked the risk of overweight and obesity to ACE exposure

(Boynton-Jarrett et al., 2012; Campbell et al., 2016; Danese & Tan, 2014; Felitti et al.,
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1998; Ferraro et al., 2016; Mundi et al., 2021; O’Neill et al., 2018; Rehkopf et al., 2016;

Windle et al., 2018; Wiss & Brewerton, 2020).
Patient Perspectives of Provider Relationship

When individuals affected by overweight or obesity seek weight loss support
from their PCPs, they describe a variety of responses and reactions to these interactions.
Patients in weight loss treatment described the importance of having positive
relationships with their PCPs (Baker et al., 2015; Bloom et al., 2018; Walker et al., 2018).
In one study, Bloom et al. (2018) explored how patients living with obesity experienced
weight loss treatment from their PCPs and strategies that PCPs can use to create a more
supportive environment in the primary care setting. Bloom et al. described how patients
reported wanting providers to bring up the subject of their weight and talk about it. The
study included the use of four focus groups and four interviewers, who separately coded
and analyzed the data into themes (Bloom et al., 2018). This process offered credibility to
the results when after the fourth focus group, no new themes emerged, and data saturation
was determined (Bloom et al., 2018). Patients described the importance of positive
feedback from their providers, “It feels good when someone tells you you’re doing
good.” (Bloom et al., 2018, p. 392). Four overall themes emerged from the data,
including the recognition that a lack of patient motivation is a primary obstacle to weight
loss success, the need for positive PCP relationships who can be seen as partners in their
weight loss goals, specific goal-oriented weight loss plans, and the limitations of the PCP

training and scope of visits (Bloom et al., 2018).
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Patients’ perspectives on their PCP’s training and capability of managing weight
loss have also been studied (Bloom et al., 2018; Hayes et al., 2017b). Patients described
not feeling that their PCP was trained to support their weight loss goals adequately
(Bloom et al., 2018). They described wanting clear, specific diet and exercise plans,
including what to eat such as a meal plan (Bloom et al., 2018). The participants
demonstrated insight into the appropriateness of a team-based approach to their weight
loss support, including referrals to nutritionists, behavioral health providers, and other
appropriate medical professionals (Bloom et al., 2018).

Both patients and providers have described the limitation placed on time as a
common obstacle in effective weight loss treatment (Baker et al., 2015; Bloom et al.,
2018). In Bloom et al. (2018), the study participants reported being very aware of the
constraints of PCP visits, and one of the participants compared discussions with their
PCP to “speed dating,” describing attempts to discuss weight as “it’s like they are not
even hearing you ...” (Bloom et al., 2018, p. 393). There is also confusion about what
can be discussed in each visit, as insurance plans have pressured the healthcare industry
to reduce the scope of treatment into one problem per visit outside the annual wellness
check (Bloom et al., 2018). Participants described not feeling comfortable talking about
weight if they are there for another reason such as a cold and stated, “You’re not going to
the doctor because you’re overweight or have weight problems” (Bloom et al., 2018, p.
394). Participants reported questioning whether insurance would even cover a visit for

weight problems, and some described being less likely to schedule a visit related to
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weight if they could not afford to pay for the appointment out of pocket (Bloom et al.,
2018).

Some participants described not feeling seen by their PCPs as a whole person
(Bloom et al., 2018). They described the PCP was overly focused on weight and not the
issues that may be contributing to the issue, “Even after I mentioned to her about certain
stressors that were taking place in my life, she was just like a recorder, ‘If you lose
weight and exercise ...”” (Bloom et al., 2018, 393). Patients described the sensitivity of
the topic of weight and how challenging it is to discuss something so personal (Bloom et
al., 2018).

Walker et al. (2018) discussed the discrepancies in how different providers and
patients perceive both the way they communicate with each other and how they are
communicated with. A commonality is both providers and patients recognize the need for
more effective and standardized protocols for weight loss treatment in the primary
healthcare setting (Baker et al., 2015; Bloom et al., 2018; Hayes et al., 2017; Walker et
al., 2018). To improve their weight management support, many participants recognized
the need to advocate for themselves in both time and resources (Bloom et al., 2018).
Provider Perspectives

Despite the evidence that patients desire more conversations about their weight
management (Bloom et al., 2018), some providers reported they are hesitant to bring up
weight at each visit for fear of how the patients perceived this, “You know you are just
sort of beating them over the head with it, and now you feel like you’re nagging ... at the

same time you can’t completely offend them.” (Walker et al., 2018, p. 21). Providers
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reported that behavioral counseling was ineffective in weight loss treatment (Walker et
al., 2018). Additionally, providers described confusion about how to approach weight
loss treatment (Hayes et al., 2017). Hayes et al. found that various health care providers
reported being unclear about both their roles and the responsibilities of other roles such as
nutritionists and psychologists in the treatment of patients affected by obesity.

Other constraints and obstacles in treating obesity and overweight problems have
also been described. Providers described challenges including other health complications
impacting the patients’ weight (Baker et al., 2015; Walker et al., 2018) and medication
side effects (Bloom et al., 2018; Walker et al., 2018). Patients with weight issues often
are also experiencing depression, neuropathy, and fatigue (Baker et al., 2015). “They
have five or six medical problems ... directly attributable to their obesity. We find them
on blood pressure medicines and we’re talking about their knee arthritis or they’re not
sleeping well, and they have poor energy ...” (Walker et al., 2018, p. 21). Providers
described challenges with payor issues for referral options such as dieticians or
nutritional counseling (Baker et al., 2015). “Often, we have to wait ‘til our patients have
diabetes before their insurance will cover nutritional counseling.” (Baker et al., 2015, p.
6).

Various providers have described struggling with the lack of standardized
protocols for treating obesity and overweight problems (Hayes et al., 2017; Walker et al.,
2018). “Maybe physicians need common resources or other stuff to recommend.”
(Walker et al., 2018, p. 25). Hayes et al. demonstrated the confusion within the field of

medicine related to treating obesity. Interviews of different health care professionals,
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including physicians, physician assistants, and nurse practitioners, illustrated the lack of
understanding of standardized protocols, roles responsibilities, and even the
acknowledgment of obesity as a chronic disease (Hayes et al., 2017). One provider stated,
“A condition, I don’t think it is, because again, it is something you can change, you can
work on, do a lot of different things for it and change that.” (Hayes et al., 2017, p. 51).
This perspective speaks to what might be contributing to the judgment and weight stigma
patients have historically reported.

Researchers have also sought to explore how physicians perceive addressing
weight loss challenges within specific populations. Using focus groups, Walker et al.
(2018) conducted interviews with family and internal physicians about their attitudes,
beliefs, and perceptions when treating women experiencing overweight or obesity. These
research participants posited the importance of health education about nutrition and
exercise, social support, the incorporation of treating the individuals with
multidisciplinary teams, the potential use of an individualized health plan, and the
patient’s attitudes towards weight loss (Walker et al., 2018). The motivation was
identified as a key indicator in successful weight loss by many of the participants, and
some described the importance of an internal locus of control, versus an external locus of
control (Walker et al., 2018). This was consistent with other studies that have suggested
increased feelings of personal control in the forms of self-regulation and self-efficacy are
influential factors in weight management (Annesi, 2018; Annesi, 2020).

Baker et al. (2015) focused their research on the providers’ perceptions using

semi-structured interviews to gain in-depth, descriptive information about how they treat
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weight management in cancer patients. Results again demonstrated the importance of a
positive patient-provider relationship and motivation of the patient to lose weight (Baker
et al., 2015). Other factors that this study demonstrated were of importance were having
supportive spouses in their weight loss journeys, being younger ages, and hearing similar
weight loss messages from multiple medical providers (Baker et al., 2015).

Provider Stigma

Weight bias and stigma in the patient-provider relationship have been explored in
numerous studies. Weight stigma has been defined as the generally negative attitudes
toward people with large body weights which can come from a society in general or
health care providers, which can include prejudice, discrimination, or being negatively
treated (Tomiyama, 2019). Providers seem to recognize how commonly patients
experience this stigma, as they described fear of bringing up the topic of weight due to
fear of offending (Walker et al., 2018). Walker et al. also demonstrated providers not
understanding barriers to healthy lifestyles due to patients living in high crime
neighborhoods and not having the ability to exercise outdoors or healthy food choices not
being available due to poor access or being too costly.

Patients in treatment for overweight and obesity experience various adverse
effects of weight stigma (Tomiyama, 2019). Tomiyama (2019) reviewed the pathways
between the stress caused by living with weight problems and other systems that can
potentially lead to additional weight gain. These include cognitive processes that impact

self-regulation and emotional eating, as patients experiencing stress related to living with
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obesity may experience an attempt to reduce this stress with unhealthy or excessive foods
(Tomiyama, 2019).

In one large epidemiological U.S. study of 21,357 men and women, Udo and
Grilo (2016) explored the associations between perceived weight discrimination, history
of childhood maltreatment, and BMI. The results indicated that both men and women
with histories of childhood maltreatment were more likely to report perceived
experiences of weight discrimination and an increase in BMI (Udo & Grilo, 2016). The
authors posited that psychological stress from the perceived weight discrimination
experience which has been previously linked (Tomiyana, 2019), may contribute to this
weight gain (Udo & Grilo, 2016).

It is unclear how the issue of weight stigma is addressed in primary care settings.
Some providers assigned responsibility to the patients for their weight management
problems, while others spoke about trying to personalize their recommended lifestyle
changes, including using the example of playing in the park with their grandchildren
(Walker et al., 2018). Lawrence et al. (2021) completed a systematic review of 41 studies
between 1989 and 2020 and found that health care professionals demonstrated both
implicit and explicit weight bias towards patients experiencing obesity (Lawrence et al.,
2021). The authors described weight bias as a contributing factor to poor obesity
outcomes that could be improved through the consistent use of a standardized uniform
screen that all health care professionals could potentially use as an intervention to reduce

this bias.
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Weight bias and stigma have also been studied in specific populations' patient-
provider relationships. In a study including 87 AI/AN patients, Gonzales et al. (2017)
explored the relationship between provider’s perceived weight bias and patient activation
and working alliance. Using regression analysis, the results indicated that patient
activation increased as perceived patient-provider working alliances increased. Gonzales
et al. found that as providers’ level of perceived weight stigma increased, patient
activation decreased, providing further evidence of the importance of a positive patient-
provider relationship for weight loss treatment.

Pregnant patients have even described experiencing weight bias and stigma from
their health care providers (Incollingo Rodriguez et al., 2020). Incollingo Rodriguez et al.
surveyed 501 pregnant women to explore their experiences with weight stigma with
health care providers. The researchers demonstrated that one in five pregnant or
postpartum patients described experiences of weight stigma in different health care
disciplines, including feeling shamed, guilted, or judged. They conducted a thematic
analysis and found common key themes: disrespectful or negative attitudes toward their
patients, statements related to birth or pregnancy that only highlight high risk or worst-
case scenario outcomes, inappropriate provider comments, and evaluative comments
about weight, such as “Do you want a vaginal delivery or a donut? Your vagina gains
weight too.” (Incollingo Rodriguez et al., 2020, p. 7). Such comments clearly illustrate
the negative attitudes towards patients experiencing weight control issues and lead to

weight bias and stigma.
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Early Life Adversity and Patient-Provider Relationship

While no known researchers have explored the storied experiences of ELA-
exposed individuals in weight loss treatment, some researchers have used the quantitative
approach to investigate the factors associated between ELAs and the patient-provider
relationship (Mundi et al., 2021). Mundi et al. surveyed patients with histories of
childhood abuse on their experiences with their health care providers and overall self-
esteem. Using both binomial and multinomial logistical regression analyses and
controlling for BMI, the authors demonstrated that patients experiencing obesity with
histories of childhood abuse were more likely to feel judged by their providers, treated
with less respect by their providers, and reported overall less self-esteem (Mundi et al.,
2021). The authors posited that there may be a connection between the neuro-structural
adaptations from early life abuse and negative perceptions of their treatment by their
providers. Mundi et al. contributed valuable findings to understanding more of the lasting
impacts of ELA on the patient-provider relationship, specifically as it related to the
possible risk of high negative perceptions within the relationship due to increased risk
appraisals.

Other researchers have used the qualitative approach to explore the storied
experiences of individuals living with obesity but did not target ELA-exposed individuals
specifically (Sala et al., 2019). Salas et al. explored opportunities for social, professional,
and individual change in obesity treatment using a narrative inquiry to identify themes
including weight bias, obesity stigma, and discrimination in society. Salas et al. used their

interviews to uncover the stories of these individuals living with obesity, which the
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authors described as internalized weight bias and stigma. This internalization of weight
bias led to feelings of stress, vulnerability, blame, shame, depression, and suicidal
thoughts (Salas et al., 2019). While the participants were not specifically ELA-exposed, it
may be helpful to learn that their stories included behavioral responses such as social
isolation, avoidance of healthy behaviors, and lack of engagement in obesity treatment
(Salas et al., 2019). The authors used a narrative repair model to collaborate with the
participants to develop more self-compassionate and self-accepting counter-stories,
which Salas et al. posited may allow for reduced internalized shame and stigma and
improve motivation for personal change.

Despite these impacts, there is no protocol for screening adults struggling with
weight loss for ELA in primary practice (Felitti, 2017; Mason et al., 2016). In fact, Felitti
(2017) described how ACEs are not screened for in the medical profession even after the
evidence of long-term health risks has been known for more than 20 years. Mason et al.
(2016) reviewed the importance of incorporating trauma-informed care into primary
practice to reduce the risk of obesity in individuals with ELA exposure. The authors
proposed potential intervention efforts would be to screen for exposure to ELA as well as
ongoing adversity in both children and adults (Mason et al., 2016). Primary care
providers can then refer families and individuals to appropriate mental health services,
social services, food banks, or other community resources (Mason et al., 2016). For
adults already experiencing weight management challenges, Mason et al. posited weight

loss treatment be tailored to a treatment reflective of their ELA exposure such as
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treatment of commonly comorbid psychological disorders with early life trauma such as
depression (Murphy et al., 2020).

Using data from the U.S. National Survey of Midlife Development Kuhlman et al.
(2018) purported the need to screen for childhood adversity and reviewed how ELAS
significantly predicted obesity and other chronic health risks across the life span.
Kuhlman et al. posited that screening for ELAs will allow practitioners to identify
individuals in this population and to offer early intervention, which could potentially
change the trajectory of their health throughout their life course.

In addition to the challenges in weight management that come with lower levels
of self-esteem in adults with ELA exposure (Mundi et al., 2021), Hymowitz et al. (2017)
determined that negative self-perception mediated the associations between early-life
emotional abuse, disordered eating, and obesity risk. Hymowitz et al. (2017) used a latent
variable analysis to evaluate a model of obesity prevention through the screening for
emotional abuse early in an individual’s weight management problems.

In a Canadian study, Royall et al. (2017) explored both providers’ and patients’
perspectives on the development of new obesity prevention and management services.
The study included seven focus groups of healthcare providers in different roles and four
focus groups of patients, and descriptive and interpretive content analysis revealed 11
themes: raising awareness in patients, screening for obesity risk, appropriate assessment,
education counseling/skill-building, ongoing support, social and peer support,
coordination/collaboration/referral to specialists, creating awareness among health

professionals, adding expertise to the healthcare team, marketing of group treatment or
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fitness classes, and lobbying for increased healthy lifestyle behaviors in the community,
such as workplace education (Royall et al., 2017). Relating these themes to individuals
with histories of ELA, the appropriate assessment theme would include screening for
both BMI and other related necessary screens such as mood disorders commonly found in
this population (Felitti et al., 1998; Murphy et al., 2020; Loxton et al., 2021).

Additionally, the theme related to coordination and referral to a specialist would
be appropriate for referral to mental health counseling to treat mood disorders, anxiety, or
other ELA-related psychological impacts that may be contributing to unhealthy coping
such as binge eating. Royall et al. (2017) posited that the theme of adding expertise to the
team could include specialists in the fields such as psychology and physical activity to
help this population develop motivation or intention. This study is unique in that it
included perspectives from both distinct roles and disciplines in healthcare and patients,
contributing valuable recommendations to the prevention and treatment of obesity
(Royall et al., 2017), but also the possibility of early detection of histories of ELASs that
may be driving obesity risk.
Psychological Concepts Shown to Impact Weight Loss Treatment

Several studies have explored how known pathways between ELA and
overweight-obesity risks, such as self-regulation and self-efficacy, impact weight loss
treatment (Annesi; 2018; Annesi, 2020). Annesi (2018) found that teaching self-
regulation skills and goal setting to women in obesity treatment led to improved health
behaviors such as exercise and nutrition and overall improved self-efficacy. In another

study, Annesi (2020) found that higher self-regulation, self-efficacy, and mood led to
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improved results in women in weight loss treatment in the first 6 months (Annesi, 2020).
Self-efficacy, self-regulation, and health behaviors related to exercise and eating were
lower in the group that regained weight in 6 to 24 months (Annesi, 2020). These results
suggest the importance of behavioral health interventions and a team-based approach in
weight loss treatment, as both self-regulation and self-efficacy may need to remain high
to sustain weight loss success.
Summary

As reviewed above, there is a wide breadth of literature that has linked ELA
exposure to the risk of adult obesity or overweight (Boynton-Jarrett et al., 2012;
Campbell et al., 2016; Danese & Tan, 2014; Felitti et al. 1998; Ferraro et al., 2016;
Mundi et al., 2021; O’Neill et al., 2018; Rehkopf et al., 2016; Windle et al., 2018; Wiss
& Brewerton, 2020). Existing research has explored the cumulative and interrelated
effects of ELA on biological (Berens et al., 2017; Herzog & Schmahl, 2018; McEwen et
al., 2016), psychological (Annesi; 2018; Annesi, 2020; Campbell et al., 2016; Imperatori
et al., 2016; Murphy et al., 2020), and social-environmental (Mundi et al., 2021; Ferraro
et al., 2016; Wall et al., 2019) functioning that may lead to adult overweight and obesity
risk. The studies reviewed above demonstrated a surprisingly similar prevalence of ACE
and ELA exposure, each showing more than half the population experiences at least one
ACE (Campbell et al., 2016; Felitti et al., 1998; Font & Maguire-Jack, 2016; Grigsby et
al., 2020; Jia & Lubetkin, 2020).

Several potential pathways of the neurobiological changes associated with early

life stress were reviewed. Early adverse experiences can lead to deficits in neuro
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processes such as emotion regulation, executive functioning, and fear-response learning
(Berens, et al., 2017; Bick & Nelson, 2016; Delpierre et al., 2016; Hemmingsson, 2018;
Miller & Lumeng, 2018). These neuroadaptations are believed to impact eating behaviors
and stress coping (Tomiyama, 2019; Wiss & Brewerton, 2020; Wiss et al., 2020).

Exposure to ELASs has also been linked to psychological deficits and disorders
that increase the risk of adult obesity and overweight, including depression (Felitti et al.,
1998; Murphy et al., 2020; Loxton et al., 2021) and binge eating disorders (Belli et al.,
2019; Imperatori et al., 2016; Nunes-Neto et al., 2018). Some studies have explored the
factors associated with psychosocial functioning that buffer the long-term adverse
impacts of ELA (McLaughlin & Lambert, 2017; Schneiderman et al., 2021), and self-
efficacy (Turk-Kurtca & Kocatlrk, 2020). Links have also been made between emotional
eating and the risk of obesity in adults with ELAs (Ansari et al., 2018; Michopoulos et al,
2015).

Socio environmental factors influence the link between ELA exposure and
overweight-obesity risk as well. Higher scores of ACE have been associated with health-
related behaviors that impact overweight-obesity risk, such as lower physical activity
(Duffy et al., 2018), increased intake of unhealthy foods (Abajobir et al., 2017), and
lower consumption of fruits and vegetables, and lower average hours of sleep (Windle et
al., 2018). The existing research has shown that the pathways to developing overweight
and obesity through the lifespan may differ based on the types of ELA (Font & Maguire-

Jack, 2016). Fewer social supports are both a risk for developing weight problems in



69
adults with ELA exposure (Non et al., 2016) and a lasting effect of ELA exposure,

including increased risk of divorce or separation (Font & Maguire-Jack, 2016).

The risk of overweight/obesity and ELA exposure crosses cultures and borders of
countries (Belli et al., 2019; Nunes-Neto et al., 2018). While a breadth of literature exists
relating ACEs to long-term negative effects, extraordinarily little research has explored
how this correlation may differ in underserved populations, such as minority
races/ethnicities (Campbell et al., 2016) and race and socioeconomic disparities (Curtis et
al., 2016). The research that has been completed shows clear evidence that health
disparities exist among different groups related to how ELA influences weight across the
life span, including women (Grigsby et al., 2020; O’Neill et al., 2018; Ruiz & Font,
2020), non-white races and ethnicities (Boynton-Jarrett et al., 2012; Brown et al., 2017,
Curtis et al., 2016; Kim, et al., 2020; Mundi et al., 2021), and lower socio-economic
levels (Campbell et al., 2016; Font & Maguire-Jack, 2016; Hemmingsson, 2018; Kim et
al., 2020). Additionally, women are more at risk of experiencing ELA exposure (Wall et
al., 2019).

Considering the range of interrelated physical and mental health impacts of ELA
exposure, it is critical to explore how the patient-healthcare provider relationship can
influence weight loss treatment first. Patients have described the importance of positive
relationships with their PCPs, where they are listened to, can talk openly, and are
considered partners in the treatment plan (Baker et al., 2015; Bloom et al., 2018; Walker
et al., 2018). This is consistent with other research that has demonstrated the need to

reduce risk factors associated with ELA exposure through supportive and nurturing
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relationships (McLaughlin & Lambert, 2017; Schneiderman et al., 2021). Adults with

ELA histories are more at risk of lower levels of self-esteem, and they are also more
likely to report perceived experiences of weight discrimination and feeling judged and
treated with less respect by their providers (Mundi et al., 2021; Udo & Grilo, 2016). In
addition, research has demonstrated providers have higher perceived weight bias towards
certain ELA-exposed races and ethnicities, including AIAN patients (Gonzales et al.,
2017).

Despite the extensive research on the vulnerability of the ELA population to
weight problems and other physical and mental health problems, there are no protocols
for weight treatment for this population (Baker et al., 2015; Bloom et al., 2018; Hayes et
al., 2017). Insights about the patient-provider relationship reviewed here are just the
beginning of understanding what may be needed and applied to screening, early
intervention, prevention, and trauma-informed weight loss treatment (Meng et al., 2018).
Mason et al. (2016) reviewed the importance of incorporating trauma-informed care into
primary practice to reduce the risk of obesity in individuals with ELA exposure.
Developing improved weight loss treatment in primary care settings is essential due to
the range of comorbid physical and mental health conditions that have been associated
with ELA exposure. In fact, Pinto Pereira et al. (2019) posited that weight management
and obesity interventions can reduce the risk of chronic disease due to elevated
inflammatory markers in adults with ELA exposures.

Previous researchers have explored the relationships between ELA exposure and

perceptions of weight loss treatment in primary care settings (Mundi et al., 2021). Other
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researchers have used qualitative methods such as narrative inquiry to learn more about
the contextualized experiences of a broad population of individuals living with obesity,
but not specifically ELA-exposed individuals in weight loss treatment in the primary care
setting (Salas et al., 2019). | designed the present study to explore the storied experiences
of ELA-exposed adults in weight loss treatment in primary care settings using narrative
inquiry, which filled a gap in the ELA literature. These stories can provide valuable
insights into how individuals in this population interact with and experience weight loss
treatment with their PCPs. The stories of these individuals offer rich insights into the
specific challenges this population faces in weight loss treatment in primary care settings.
This research improved the overall understanding of how ELA exposure potentially
influences the patient-provider relationship, affects weight loss outcomes, and alters the

trajectory of overall health and weight management.
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Chapter 3: Research Method

Introduction

The purpose of this qualitative study was to gain an improved understanding of
how adults with histories of ELA both perceive and experience weight loss treatment in
healthcare settings. This new understanding can contribute to developing more
appropriate and trauma-informed weight loss management protocols in current healthcare
settings for this population. The major sections of this chapter include an explanation of
the research design and rationale with the research questions. The next section includes
the role of the researcher, which defined my role as a researcher and explored any
potential bias or ethical issues that may have influenced the data. The methodology
section includes the procedures for participant selection, recruitment, pilot study, data
collection, and data analysis plan. Lastly, the last section reviews any issues of
trustworthiness and ethical procedures that could have impacted the research project.

Research Design and Rationale

Research Question 1

What are the stories of adults with ELA exposures about their experiences of
physical health in weight loss treatment?
Research Question 2

What are the stories of adults with ELA exposures about their experiences of

psychological health in weight loss treatment?
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Research Question 3

What are the stories of adults with ELA exposures about their experiences of
social-environmental factors in weight loss treatment?
Phenomenon of Interest

The phenomenon of interest for this research project was the perceptions and
experiences of adults with histories of ELA in weight loss treatment. This inquiry focused
primarily on how the participants describe both their interactions with their PCPs related
to their weight and how they experience their weight loss treatment overall. As reviewed
above, the ELA-overweight/obesity association encompasses a range of compounding
and interrelated pathways that impact biological, psychological, and socio-environmental
functioning and their responses to weight loss treatment. Previously reviewed research
from multiple disciplines demonstrated that the patient-provider relationship can be
impacted by these diverse influences (Bloom et al., 2018; Hayes et al., 2017; Lawrence et
al., 2021; Walker et al., 2018).
Research Tradition

A qualitative approach was used for this study, as it provided for an in-depth
understanding of the experiences of the participants. A key component of qualitative
research is the investigation of the research topic by exploring how individuals make
sense of their experiences rather than just what happened (Maxwell, 2009). Qualitative
tradition is used to explain how and why particular phenomena take place (Sutton &

Austin, 2015), which was appropriate for this complex research topic.
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Additionally, a narrative inquiry was used for this research project to gain a
deeper understanding of the participants’ experiences, by hearing their stories related to
their perceptions of, conversations with, and overall weight loss treatment by their PCPs.
As Clandinin and Connelly (2000) described, a foundational process in the narrative
approach is seeking to uncover the meaning that participants give their particular
experiences.

Rationale for This Tradition

Using a qualitative approach is grounded in the participants’ contextualized
experiences and allowed them to share their personal weight loss stories in a way that
respects the complexity and personal nature of the ELA and overweight/obesity
association. The narrative inquiry was a natural fit for this research topic, as it is rooted in
the belief that participants provide the researcher a more comprehensive understanding of
the topic through their descriptive stories (Clandinin & Connelly, 2000). This qualitative
approach was appropriate for the complexity of these research questions and allowed the
participants the space to describe their contextualized experiences, as a core foundational
principle of narrative inquiry is to enable researchers to uncover the in-depth, temporal
meaning participants give to their experiences through listening to and analyzing their
stories (Clandinin & Connelly, 2000).

Previous researchers have used narrative inquiry to explore how adults living with
obesity give meaning to their weight management experiences, but not specifically ELA-
exposed individuals (Salas et al., 2019). The present study used narrative inquiry to

explore the specific population of ELA-exposed individuals in weight loss treatment in
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the primary care setting. This narrative approach aligned with the research purpose and

what is known about the complexities associated with this research topic and informed

the design of the study including the research procedures and my role as the researcher.
Role of the Researcher

A qualitative researcher both influences and is influenced through the research
process (Patton, 2015; Rubin & Rubin, 2012). The qualitative researcher has a critical
role in how the data are collected, interpreted, analyzed, and presented (Sutton & Austin,
2015). As the researcher, it was important to explore and understand how my own
internalized biases and experiences may influence the data collection and analysis
process, as internal biases can impact the validity and credibility of the research data
(Patton, 2015; Sutton & Austin, 2015). My role as the researcher was to maintain
neutrality in the data collection and analysis process, as well as to acknowledge and plan
for any potential undue influence of bias on the results.

My researcher role here was different than my primary clinical role, which may
have influenced how | observed, related to, interpreted, and presented the data. For
example, my professional role outside of this research project is a licensed professional
counselor, treating individuals with histories of trauma and chronic health conditions.
This population is the same population that this study’s research participants raised the
likelihood of unintentional subjectivity. My normal role would require empathetic
validation when hearing a client’s trauma story, but in my research project, this type of
response may have inadvertently influenced the next answer. Instead, Patton (2015)

described a concept of empathetic neutrality, which allows for authentic empathetic
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response, while still maintaining objectivity. This technique was used to reduce the
likelihood of undue influence and improve the project’s overall trustworthiness (Patton,
2015). To reduce the risk of bias in my interpretation of the data, peer debriefing was
used to ensure information was recorded and interpreted correctly.

Another strategy that was employed was the use of reflective journaling during
and after the data collection process, as this method has shown to reduce the risk of
potential bias (Patton, 2015). This process of reflexivity includes raising awareness of and
addressing any of the researcher’s internal biases, opinions, perspectives, worldviews, or
overall subjectivity (Patton, 2015; Sutton & Austin, 2015). To reduce the risk of these
influences, | maintained a journal to write reflective notes throughout the data collection
and analysis process, including interpretations and comments about participants and my
reactions, as qualitative researchers can reduce risk of bias by increasing their own
awareness of internal and attempting to learn from it (Sutton & Austin, 2015). My
reflective journaling included notes on my own cultural and relational interpretations, as
a core principle of narrative inquiry is that the researcher is part of and can influence the
data collection and interpretation (Clandinin & Connelly, 2000).

Ethical issues that may have impacted my role as a researcher included the
potential for power differentials within the researcher-participant relationship and dual
relationships (Patton, 2015). My clinical experience and skills as a professional counselor
automatically placed me in a position of potential power over the participants. |
recognized my professional role would put me in a directive role, as an interventionist.

My role here was non-directive. Through this self-awareness, | planned to maintain
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ethical boundaries and carefully avoided intervention-like language that was jargon-filled
but used rapport that was both professional and empathetic. Another ethical boundary |
maintained was to avoid the existence of a dual relationship with any of the participants,
which exists when the researcher has a relationship with them professionally or
personally other than the research purpose.

Methodology
Participant Selection

The target group of interest was individuals who self-report as being in treatment
for overweight or obesity and have also experienced some form of ELA exposure. The
participants needed to have been in weight loss treatment with their PCPs. For selection
of participants, | used the criterion sampling strategy, which is purposeful sampling
strategy that allows the selection of individuals who have experienced the research topic
being studied (Patton, 2005).

The participant selection was based on several inclusionary and exclusionary
criteria. The criteria for inclusion were that participants must be age 25 or older, live in
the United States, speak the English language fluently, be able to read and write at a
minimum of a fifth grade reading level, and be mentally and physically able to engage in
interviews related to these sensitive topics. The criteria for exclusion were individuals
who are not able to give written and verbal consent for participation in the study, as well
as those who may have been negatively affected by being interviewed about this research

topic.
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The number of participants for this study was 18. As with narrative inquiry,
researchers seek more in-depth and descriptive data rather than larger sample sizes that
may provide more generalizability (Clandinin & Connelly, 2000). The number of
participants was planned to be increased if new concepts were introduced to confirm data
saturation, where no other significantly different key concepts related to the research
questions are given (Guest et al., 2006). The number of participants was planned to be
sufficient to provide data that can be potentially generalized to other individuals in this
population not included in this study.

Participants were identified and recruited from open and closed social media
groups related to weight loss, the Walden University participant pool, and the website
ResearchandMe. A recruitment flyer (see Appendix B) was created to post on these sites,
and | sent direct email messages to interested respondents. These potential participants
were invited to participate in the study using an encrypted email server.
Instrumentation

The data collection instruments for this study were primarily interviews and my
reflective journaling notes. The interview questions (see Appendix A) were semi-
structured and open-ended. The interviews included five main questions with follow-up
questions to allow the participants to explain their full stories and the development of key
concepts and themes (Rubin & Rubin, 2012). This process is appropriate to use when the
research topic is complex and contextualized (Rubin & Rubin, 2012).

Interviews were an appropriate data collection tool for the research questions, as

in-depth interview questions allowed individuals to tell their stories related to their
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experiences with weight loss treatment in the current healthcare system. This process,
referred to as meaning-making in narrative inquiry (Clandinin & Connelly, 2000), created
space for the interviewees to describe the context of their experience as they saw fit.

The interview guide consisted of questions informed by the literature review and
the overall research questions. Additionally, the research notes and journaling compiled
during the literature review were considered in developing the interview questions. These
methods combined with using the narrative approach’s focus on the participants’
“stories” (Clandinin & Connelly, 2000) were believed to align with the research purpose
and be an appropriate data collection instrument for this study.

The overall theoretical framework, the biopsychosocial model, was considered as
each research question addressed one aspect of the human experiences according to this
model: biological, psychological, and socio-environmental (Engel, 1992). Interview
Question 1 addressed the biological aspect of the biopsychosocial model, as it asked how
the participants experience their physical health as it relates to their weight loss treatment.
Interview Question 2 addressed the psychological aspect of the biopsychosocial model, as
it referred to how the participants experience their mental health in their weight loss
treatment. Interview Question 3 addressed the potential socio-environmental aspects of
the biopsychosocial model, which allowed the participants to share how they experience
their relationship with their provider, race, ethnicity, gender, or other sociodemographic
issues in their weight loss treatment. Interview Questions 4 and 5 may have applied to all

three research questions, as these questions allowed the participants to share any other



80

information about their weight loss stories, including any other specific challenges they
have experienced in their primary care settings.

In addition to the interview questions, the interview instrument included an
opening statement that explained the purpose of the interview, reviewed the procedures to
ensure privacy and confidentiality, and asked if the participant had any questions before
beginning the interview. The interview instrument also included a closing statement to
review the study’s procedures, asking if it is okay to follow-up, an explanation of what
came next, and for what the research findings will be used. A debriefing statement
provided the participants resources, including the National Crisis Hotline number to call
if they felt emotional distress after exiting the interview.

Procedures for Pilot Study

To ensure the interview questions answered the research questions that were
explored in this study, a pilot study was employed as a strategy. Pilot studies have been
shown to improve the efficacy of researcher-developed instruments during a larger study
(Malmagvist et al., 2019). Another purpose of this pilot study was to gain critical feedback
from the pilot interviewees on the interview questions, which is helpful for researchers to
improve their overall study (Malmgquvist et al., 2019). The interview questions for the pilot
study were informed by the research questions and by what is already known about the
research topic, as summarized in the literature review.

Interviewees for this pilot study were three of my friends and family members,
and they were recruited through in-person conversations and emails. The interviewees

were informed of the purpose of the pilot study and allowed to ask any preliminary
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questions for clarification. Feedback on the interview guide was asked for, and this
feedback informed changes to the interview guide and overall procedures to improve the
credibility and validity of the original study. Common changes derived from a pilot study
include adding to, modifying, or removing interview questions based on this feedback
(Malmaqyvist et al., 2019). The interviewees’ feedback was useful to assess the efficacy
and appropriateness of the interview questions, guide, and overall research design of the
larger study.
Procedures for Recruitment, Participation, and Data Collection

The procedures for the overall study were sent to the university’s Institute Review
Board (IRB) for approval. Once IRB approval was granted (approval number 05-05-22-
0087738) to begin the data collection process, the recruitment process began to seek
potential participants who met the inclusionary criteria described above. The participants
were voluntary and recruited using the researcher-developed recruitment flyer (see
Appendix B), which was sent electronically through open and closed social media sites
that are related to weight loss topics, the Walden University pool, and the
ResearchandMe website. The potential participants were contacted using encrypted email
to ask them if they meet the inclusion criteria for participating in the study. Potential
participants were asked to use this email and not respond to the original social media
post.

After the selection of participants, the university’s IRB consent form was sent via
encrypted email, and the participants were asked to confirm consent electronically by

responding “I consent” to the email. Once IRB consent was received, the participants
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were assigned an alphanumeric number such as “P1” to deidentify any personal
information and ensure confidentiality throughout the study. The participants were
contacted via encrypted email or phone to schedule an initial interview time convenient
to each participant. The participants were able to select a time and place that they were
comfortable with for the interview. The participants were given the option for video-
based, audio, or email interviews, based on their comfort levels.

The interview guide (see Appendix A) was used during the interview, and the
interview was recorded by the video or audio call software for later transcription. In
narrative approaches, recordings are critical to ensure accuracy of the interviewee’s
wording, as the core feature of narrative inquiry is the individual’s story (Clandinin &
Connelly, 2000). I then transcribed the data manually and typed it into a Microsoft Word
software program. If the participant was uncomfortable with recording, the interview was
transcribed in real-time.

The participant was given informed consent at the onset of the interview, which
included an explanation of ending the initial interview early if the participant became
tired or distressed and scheduling potential follow-up interviews. The duration of the
interviews was 45 to 60 minutes, depending on the level of detailed information given by
the participant, but no longer than 60 minutes. A plan was also in place for another 2 to 3
hours to transcribe the interview after completion of the interview to capture potential
reflections immediately. Participants were verbally debriefed immediately after their
interviews, which included appreciative comments, resources/referrals for support if

appropriate, my contact information if they feel the need for follow-up, and a description
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of the next steps in the research project. These next steps included follow-up for
clarification needed, and a summary of the results when the study is complete. A gift card
in the amount of $20 was offered at the completion of the interview to thank each
participant for their participation.

A plan for additional recruitment of participants was in place before the study
began. If data saturation was not achieved upon completion of the interviews, a plan was
in place to add more participants to the study until no new information was added and
sufficient information had been given to answer the research questions. More participants
were also possibly needed to replace any that may not have been able to complete the
interview the first time.

To reduce the risk of having discrepant cases, the interview guide provided
structure to attempt to keep interviews on track. Every effort was made to keep the
interviewee on track, including the use of steering probes to help redirect their answers
back to the question. If the interviewee’s answers were significantly different than the
other responses, additional themes or subthemes were considered.

Data Analysis Plan

Once the 18 interviews were completed and transcribed, a thematic analysis was
used for the data sorting and analysis process. Thematic analysis was an appropriate
method to use for this study, as it incorporates an inductive and interpretative data
analysis process (Braun & Clarke, 2006) suitable for what was sought out in this study’s
research questions. An advantage of thematic analysis was that it allowed for both

psychological and socio-environment interpretation of data (Braun & Clarke, 2006),
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aligning with the overall theoretical biopsychosocial framework of this study. This
approach provided comprehensive methods to sort and analyze the data for this study,
while also maintaining fidelity to the individuals’ stories (Braun & Clarke, 2006).
Microsoft Word was used to organize and analyze the narrative data. Data analysis tables
were used to do the following.

To organize and find meaning-making, | used a 6-phase thematic analysis
framework that allowed me to identify themes in the data, as well as support the
interpretation of the data that was grounded in the individuals’ experiences (Braun &
Clarke, 2006). In the first phase, I transcribed the narratives into the Microsoft Word data
analysis table, familiarized myself with the initial ideas and data items (each interview)
by reading and re-reading the data, and made notes to reflect what I, as the researcher,
may bring into this process from previous experience (Braun & Clarke, 2006). In the
second phase, | began to identify codes systemically, including selecting phrases or
passages in the transcription to label as a key concept in the data, named categories, and
adapted them as | continued to reflect on the data throughout the analysis process (Braun
& Clarke, 2006). The coding process was complete when no new themes or subthemes
were seen.

In the third phase of thematic analysis, | actively began to group similar codes,
while remaining open to alternative interpretation. Themes were unified by a central
concept, but | took care to ensure they did not represent only one data set (Braun &
Clarke, 2006). During the fourth phase, I continuously reviewed the potential themes by

revisiting the original data to ensure the themes accurately reflected the data and finalized
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the thematic map (Braun & Clarke, 2006). In the fifth phase, | named themes with a label

that defined what the theme represented using a dynamic and fluid process of compiling
codes (Braun & Clarke, 2006). In the final and sixth phase, | began to write and report the
research data, which according to Braun and Clarke (2006) also included final data
analysis. The final synthesized data presentation included an explanation of how the data
related to the original research questions and research previously completed.

Braun and Clarke (2006) described good thematic analysis as recursive and an
interpretive process that includes reading, re-reading, and revising the codes and themes
throughout the data analysis process (Braun & Clarke, 2006). To support this, I used
researcher notes to document and raise awareness of any internal subjectivity | may have
had with the data, as Braun and Clarke described this reflexivity as the individual is
engaged in the data. | used the 15-point thematic analysis checklist of key criteria
presented in Braun and Clarke (2006). Since a core concept of this framework is the
reflexivity of the researcher throughout the process, this checklist provided this with a
standardized method to safeguard against potential unintentional assumptions in the
interpretation of the data.

Narrative inquiries are interested in the rich and contextualized stories of the
research participants (Clandinin & Connelly, 2000). For this reason, they commonly have
fewer participants as this study did, reducing the need for use of larger QDM software
programs that are not generally used in the thematic analysis (Braun & Clarke, 2006).
Hand coding provided me the opportunity to be more involved in the analysis process. |

was familiar with and used the software program Microsoft Word for this process, which
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allowed for the ability to create tables. Data analysis tables were created and transitioned
into the text body of the document using Microsoft Word. This type of software program
has been shown to be useful and effective in the data collection, analysis, and reporting
processes for qualitative research studies (LaPelle, 2004).

Issues of Trustworthiness

The concept of trustworthiness is critical in qualitative research, which is the
confidence that the study’s findings are true and represent what the researchers intended
to (Patton, 2015; Shenton, 2004). Trustworthiness can be improved by ensuring the
research procedures demonstrate credibility, transferability, dependability, and
confirmability (Shenton, 2004). For this study, each of these four concepts were
considered separately.

The credibility of a study refers to the notion that the study’s findings accurately
represented how the participants perceived and described their experiences (Shenton,
2004). Credibility also is concerned with if the study’s data procedures and findings are
in line with what is intended to be measured (Shenton, 2004). These questions were
considered carefully in this project and several strategies were taken to improve the
study’s credibility. First, neutrality was considered when writing the interview questions
to allow the participants to share their individual contextualized experiences, reducing the
risk of researcher assumptions or bias to improve trustworthiness (Patton, 2015).
Secondly, the interview questions were carefully considered and developed from the
extensive literature review above as well as the overall research questions, which

increased the assurance that the study’s findings aligned with what was being explored.
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Thirdly, this study had consistent data collection methods which were clearly
explained both to the participants and in the reporting which has been shown to
strengthen overall credibility (O’Grady, 2016). To increase the likelihood that
participants shared truthful stories, I provided informed consent of the details of the
study, potential for harm, and gave them the opportunity not to participate in the study,
which is a credibility-enhancing strategy (Shenton, 2004). Another technique that was
employed that contributes to credibility is building authentic rapport and a respectful,
reciprocal relationship between me and the participant, which increased the comfort level
and openness in the data collection process and the likelihood that the participant
answered the interview questions in a forthcoming and truthful manner (O’Grady, 2016;
Rubin & Rubin, 2012; Shenton, 2004).

Additionally, the credibility of this study was strengthened using evidenced-based
data analysis and reporting processes, such as thematic analysis (Braun & Clarke, 2006).
This framework has been used and cited in thousands of studies and articles and includes
the use of credibility-enhancing features (Braun & Clarke, 2006). As the researcher, |
used this framework which allowed for acknowledging and building in checks for
reflexivity in data collection, interpretation, analysis, and reporting process, as well as
revisiting and reviewing the entire data set exploring themes (Braun & Clarke, 2006). In
addition to revisiting the data, | reviewed the data with my chair to explore other
interpretations of the data, as Patton encouraged researchers to look for “alternative
explanations” while analyzing the data to decrease potential researcher influence or bias

and increase credibility overall (2015, p. 654).
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Another strategy that was used to improve the credibility of this study was peer
debriefing, which included having a peer review the transcripts to ensure information was
captured correctly (Shenton, 2004). | used peer debriefing as needed to increase that
credibility that the interpretations accurately reflect the raw data. As this is a narrative
inquiry that relies heavily on the stories being told, these processes contributed to the
credibility and overall trustworthiness of the research study.

Lastly, credibility was considered during the review process. The research design
and procedures were reviewed by the study’s committee members and university IRB
before initiating recruitment and data collection, as well as throughout the data analysis
process. | incorporated recommendations and feedback into the overall procedures, as
credibility is improved when researchers use feedback from supervisors and professors
(Shenton, 2004). Feedback was also sought by a peer debriefer which could add
additional credibility and overall value to the study’s overall design and procedures
(Spall, 1998). Chair members’ perspectives can add to the credibility of the overall study,
as they offer more neutral perspectives and an opportunity for analytical discussions
about the efficacy of the research procedures.

Trustworthiness can also be improved through the concept of transferability, or
how the study’s findings relate to populations or organizations outside of this one
(Shenton, 2004). For this project, | attempted to improve transferability by including
detailed procedural information about the data that will be collected and the overall
context in which the study was conducted, as well as considered a diverse sample of

participants to increase the likelihood that their weight loss experiences represent others’
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experiences outside of this study. Transferability can be improved by using detailed
information about the research design, including providing information about the number
of participants, the number and length of sessions, the exclusionary criteria used, the data
collection methods, and overall research procedures (Shenton, 2004). This detailed
information allows others to judge how the study’s findings may apply to other
populations or individuals in other settings and contexts. Using a narrative approach
allowed me to document the participants’ experiences in a rich and contextualized way
(Clandinin & Connelly, 2000), contributing to the probability that the study’s findings
will be able to be applied outside of this specific population and the themes uncovered
will more likely be applicable outside the context of this study.

Another core concept of the trustworthiness of a study is dependability, which
refers to the notion that if the research procedures were repeated using similar samples,
the research findings would be similar (Shenton, 2004). To increase dependability, the
research processes and procedures were reported in enough detail that future researchers
could repeat the study (Shenton, 2004). | informed the participants fully of the research
goals, methods, and what the findings are intended to be used for (Shenton, 2004).
Dependability was strengthened by providing details related to any changes or
shortcomings in the overall research design, procedures, or evolution of the study, which
has been shown to improve the dependability of the study’s procedures (Patton, 2015).
These in-depth procedural descriptions strengthened the dependability and overall

trustworthiness of the study.
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Confirmability is another core feature of trustworthiness and refers to the
objectivity of the study (Patton, 2015), which includes the inevitability that my own
biases could be present and without safeguards in place, might have influenced the
findings. To reduce this risk, I continuously acknowledged any potential for internal bias
and used reflexive journaling notes to promote self-awareness throughout the data
collection and analysis process, a process that has been shown to improve confirmability
(Shenton, 2004). In addition, | used the technique of empathic neutrality, which will
allow me to portray authentic understanding and empathy towards the participants’
experiences during the interviewing process, while also maintaining an objective, neutral
stance (Patton, 2015). I have also provided information above about my role, position,
and the context in which the study was conducted, which has been shown to improve
confirmability (Patton, 2015). Other strategies that improve confirmability were
employed in this study, including detailed procedural descriptions to allow for evaluation
of methods, triangulation of different methods to collect data, and explanation of
limitations and how they impact the research findings (Shenton, 2004). This transparency
reduced the risk of researcher bias influencing findings, as well as increased the overall
trustworthiness of the study.

Ethical Procedures

Another strategy that contributes to trustworthiness in qualitative research is to
maintain ethical boundaries and transparency, including providing detailed and clear
information about the study’s goals, methods, and expectations to the participants and

potential readers (Orb. et al., 2001; Patton, 2015). In this project, | followed all
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requirements of the university’s IRB to address these issues and included all forms
demonstrating the research plan has been submitted for review and approval. Any IRB-
requested changes were made before recruitment began. Recruitment excluded
individuals who do not meet the inclusionary criteria, including individuals who were not
able to give verbal and written consent for participation in the study or those who may
have been negatively impacted by being interviewed about this research topic. Once it
was deemed that a participant meets inclusionary criteria, the university’s IRB consent
form was sent to the participants via email, and they were asked to confirm informed
consent to the study by responding “I consent” to that email. The participants were
contacted using encrypted email to ensure the protection of personal information.

A critical feature of research procedures is trying to predict and plan for any
possible ethical issues that could occur during the recruitment, data collection, or
reporting process (Patton, 2015). As such, | attempted to find a balance between the
study’s overall purpose and the well-being of the participants (Orb. et al., 2001). Due to
the sensitivity of the research questions, the potential for participants to experience
mental or emotional distress during the interview process was a key ethical consideration.
Experiencing obesity, overweight, and early life adversity including abuse, are very
personal and likely highly sensitive topics. For this reason, | included detailed informed
consent about these risks. A complete list of interview questions was included on the
consent form, to empower potential participants to make a more informed decision about
their own risk. Mental health resources and the National Crisis Hotline were included on

the consent form as well.
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Additionally, Orb et al. (2001) described the importance of the concept of

autonomy, which refers to ensuring that the participants have the information they need to
make informed decisions on their behalf. As a licensed professional counselor, I have an
in-depth understanding of the importance of continuous informed consent and ensured
this was a priority throughout this study due to the sensitivity of research topics and any
potential vulnerability of the participants. Continuous informed consent was detailed and
included details about research procedures. The participants were given the incentive at
the completion of the interview during the debriefing process.

Another key factor informing this study’s ethical procedures was beneficence,
which refers to the principle to “do no harm” while maintaining the intent to do good for
others (Orb et al., 2001). Maintaining confidentiality and privacy was a critical key as of
this principle and was a priority throughout this project. As the researcher, | was the only
individual who had access to the participants’ data. As mentioned earlier, an encrypted
email was used to communicate with participants. Additionally, alphanumeric numbers
were assigned to each interviewee, and any document containing personal information
was shredded if paper and deleted if electronic after the content of the interview has been
transcribed. Privacy was a priority in scheduling the interviews, which the participants
were active in this process, giving final approval of the time and place when the
interviews took place. After the interviews were completed, debriefing included a closing
statement that provided additional information about how to follow up should the

participants want to include any additional information.
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As it is ethically the researcher’s primary role to protect the well-being of the
participants (Rubin & Rubin, 2012), this project also considered the principle of justice,
which Orb et al. (2001) described as ensuring the participants are treated fairly and not
exploited in any way. To do so, protection of participants’ well-being was critically
considered in all methods and at all points in the study’s process. The potential
vulnerability of each participant was carefully thought through before inclusion in the
study. This process included discussing possible emotional risks with each participant. A
plan was in place if at any time they reported discomfort, | would stop the interview,
direct them to the list of mental health resources on the consent form, and remove the
participant from the study. To reduce potential exploitation, | thanked participants for
their time and participation, as well as explained how their contributions will help
promote social change. Additionally, I ensured participants represent historically
marginalized groups, as was critical for this research topic and discussed in the above
literature review.

It was also important to consider any potential for power differentials in the
researcher-participant relationship (Orb et al., 2001; Rubin & Rubin, 2012). To reduce
the risk of power differentials, | did not consider any past or current client as a potential
participant. Additionally, no participants were considered from my professional or
personal life to reduce the risk of potential conflicts of interest and eliminate the risk of
dual relationships.

As mentioned earlier, every attempt was made to plan and prevent for potential

ethical issues to protect the participants’ well-being and privacy. However, unexpected
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ethical risks are a risk, and a plan was in place for this possibility as well. Because of this,
I worked closely with the university chair and other committee members and remained in
constant contact with them throughout this research project. Additionally, every attempt
was made to establish open and authentic rapport with the research participants to
establish trust and a line of communication for addressing potential ethical concerns.
Summary

As discussed above, this qualitative research project sought to contribute
additional understanding of how individuals with histories of ELAS experience weight
loss treatment in their healthcare. A narrative inquiry was used to gain valuable insight
into how these individuals told their stories and made meaning of their experiences. Other
researchers have used a narrative approach to explore how individuals in weight
treatment experience the relationships with their healthcare providers (Salas, et al., 2019).
A core feature of narrative analysis is the role of the researcher’s influence on how these
stories are interpreted, analyzed, and retold (Clandinin & Connelly, 2000). As the
researcher, my role was to reflect on my own potential subjectivity, in the form of
internal biases, worldviews, perspectives, and positions on this research topic particularly
during the interviewing process (Rubin & Rubin, 2012). Reflexive notes and journaling
were used throughout the research process to provide observational information and
transparency about any potential influence of bias.

In addition to these notes, interviews were the main data collection instruments.
Interview questions were derived from the literature review. Additionally, a pilot study

was conducted with the proposed interview questions, which provided critical feedback
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and ensure the researcher-developed interview questions were consistent with what the
study hoped to seek to understand (Malmqvist et al., 2019).

Thematic analysis was used for data analysis and reporting (Braun & Clarke,
2006), which provided the opportunity to organize themes in the data for additional
understanding of the individuals’ experiences. The strategies described above helped
strengthen the study’s trustworthiness, including the concepts of credibility,
transferability, dependability, and confirmability (Shenton, 2004). These strategies
included but were not limited to providing detailed descriptive information about the
study’s procedures and the use of peer debriefing to reduce the risk that interpretation of
data was biased. Providing the participants detailed information about the study’s goals,
procedures, and expectations to this study’s participants and future readers, helped to
establish trust between the researcher and participants.

Ethical considerations were also reviewed above in detail. To summarize, |
remained in constant contact with the study’s committee members during the research
process and follow all university IRB rules and recommendations. I also worked to
establish authentic, open rapport with research participants, a line of communication for
addressing potential ethical concerns, and healthy researcher-participant boundaries,
ensuring no dual relationship or exploitation of participants. Lastly, | provided clear and

detailed information about the research methods to promote transparency.
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Chapter 4: Results

Introduction

The purpose of this narrative inquiry was to learn the stories of how individuals
with exposures to ELA describe their experiences with weight management treatment in
primary care settings. These stories can contribute to what is already known about the
topic of weight management with a specific focus on how the ELA population
experiences it. This improved understanding can inform intervention efforts by providers,
enhance, provider awareness, and promote overall person-centered care in the treatment
of overweight and obesity in primary care settings. This study was designed to answer
three primary research questions:
Research Question 1

What are the stories of adults with ELA exposures about their experiences of
physical health in weight loss treatment?
Research Question 2

What are the stories of adults with ELA exposures about their experiences of
psychological health in weight loss treatment?
Research Question 3

What are the stories of adults with ELA exposures about their experiences of
social-environmental factors in weight loss treatment?

In this chapter, the pilot study is reviewed in detail, including how it informed
changes to the original interview guide and overall research procedures. The setting and

any personal conditions that were present at the time of data collection and may have
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influenced the data are also reviewed. Any demographic information that participants
brought up and related to the study is described. Data collection and analysis procedures
are described in detail, including any unusual circumstances encountered in data
collection and how discrepant cases were managed in data analysis. Related to the study’s
trustworthiness, the study’s implementation of strategies, and any adaptations needed are
also reported here. Finally, the study’s results are presented in detail, including narratives
from the participants’ interviews, data analysis tables, and a summary of results
organized by each of the three research questions.

Pilot

After making changes to the interview guide requested by my chair, | conducted a
pilot study to improve the overall quality of this study by assessing the interview guide
and overall research procedures. Pilot studies have shown efficacy in ensuring the
interview questions elicited rich and detailed answers relevant to the overall research
questions in qualitative studies, particularly with researcher-developed instruments
(Malmagvist et al., 2019). This section will explain in detail how the pilot study was
conducted and then describe how the interview guide and overall study was adapted
based on the results of the pilot interviews.

The overall pilot study procedures were informed by Malmqyvist et al. (2019) and
included five main steps: recruitment, informed consent, interviews, follow-up questions
for feedback, and adaptations to the interview questions. First, three of my close friends
and family members were selected as potential participants through phone calls and in-

person conversations, which included informing them of the overall purpose of the pilot
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study and overview of procedures. A time requirement of 45 minutes for the interview
questions and 15 minutes for follow-up questions for feedback was reviewed with each
participant. Second, | reviewed the informed consent and then inquired with each of them
if they had any questions before deciding if they would like to participate in the study.
Third, | asked the participants if they had any questions before beginning, and when they
were ready, | conducted the interviews using the initial interview guide, which included
writing researcher notes.

In the fourth step, | asked the participants after the final interview question for
feedback about any part of the interview, the overall procedures, and the interview
questions. The participants described their experiences with the questions, and | asked
specifically if there were any other questions which might have prompted additional and
relevant information about the overall research topic, which is a question shown to be
helpful in improving trustworthiness of the instrument (Malmqvist et al., 2019). |
completed the fourth step by giving the participants a sincere thank you for their
assistance in improving the overall quality of the research study, which they were happy
to help with. In the last step, I critically reviewed the feedback from each participant in
the pilot study and made several changes to the original interview guide.

The first change to the interview guide was the removal of the final follow-up
question to Question 5, as it elicited the same information to previous questions in each
interview and was considered redundant. Instead, a closing statement was added to the
interview guide that included a broader question about whether the participants had any

other information they believed to be important to the research topic that was not asked
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about. As mentioned earlier, this question allows the interviewee to offer any additional
information that was not asked about and therefore improves the likeliness that the main
study produces comprehensive, detailed, and critical data related to the research topic
(Malmaqyvist et al., 2019).

One pilot participant asked for clarification about what weight management
treatment consisted of, which was a reminder to explain this inclusion criteria in more
detail in the recruitment process of the main study. Another pilot participant added
additional critical information about how her gender impacted several of her answers to
the interview questions, which was not included any of the original interview questions. |
considered this an oversight in designing the original interview questions, as the literature
review included studies related to gender and the research topic (Campbell et al., 2016;
Grigsby et al., 2020). Gender is also considered relevant to the main study’s overall
biopsychosocial theoretical framework (Engel, 1992). Therefore, another question was
added to the interview guide related to gender, “Can you tell me if you have ever
experienced challenges related to your weight loss treatment due to your gender?”

In addition to this critical feedback, the pilot interviews informed the overall
management of the interview process before beginning the main study. Pilot studies have
been shown to be useful in analyzing the interview format and how the interviewer
conducts them (Malmgquvist et al., 2019). For example, the average time to answer each
question was considered and noted, so that | could improve my time management with
the study’s participants. This was particularly pertinent to the first interview question,

which required the most time for each pilot interviewee to answer. It was also noted that
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the follow-up questions created an open dialogue that produced new and helpful
information. This was valuable information in conducting the main study’s interviews to
increase the likelihood that the interviews would produce rich and detailed information
about the complexities of this research topic.

Since my main source of data for this study was interviews, the pilot study
provided an opportunity to practice and assess the interview questions. As Malmaqvist et
al. (2019) posited, interviewer competence and techniques homed in pilot studies can
improve overall interview data. The pilot study provided me a chance to practice my
interviewing skills, preplan for the main study, improve the overall interview guide, and
allow for the opportunity to gain even greater depth of understanding about the research
topic. As this is a narrative inquiry, the hope for this study was to learn the personal life
stories related to each research question by recreating the open dialogue and natural flow
of conversation produced in this pilot study.

Settings

The research study was conducted in the United States, and most interviews were
conducted and recorded using the platform Zoom. Three participants selected phone
interviews and three selected email interviews. The email interviews included several
back-and-forth emails for follow-up questions from me. For the phone and video
interviews, each participant was given multiple days and times to choose from and was
encouraged to select a time that they would be comfortable giving the interview. No

obvious distractions were noted, and most participants were in their own homes or office
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while giving the interview, providing privacy and apparent comfort with the interview
process.
Demographics

Although no demographic information was asked for during the interviews, some
participants shared demographic details that related to the study’s research questions. For
example, some participants spoke about how their age, race, or financial status impacted
their weight loss treatment. These data are reviewed as they relate to Research Question
3, which referred to the socio-economic experiences related to the biopsychosocial
model. They were then included in the thematic analysis and will be reviewed in detail in
the results section of this chapter. Not all participants shared demographic information as
they answered Question 3, so no demographic table will be outlined here.

Data Collection

This study was approved by the Walden University IRB board, approval number
05-05-22-0087738. Purposive sampling was used to include participants living with
overweight or obesity in care with a primary care provider also with a history of ELA
exposure. The study was posted on Researchandme website, the Walden Participation
pool, and on a Facebook closed group related to weight loss, after gaining approval from
the group’s administrator. I received participant inquiry emails almost immediately,
which included comments describing interest in the study due to the topic being an
important one. These comments were included in the data and will be reviewed later in
the results section. The primary data collected were from interviews with each

participant, which took place between May 9, 2022, and June 15, 2022. Additional data
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included my researcher observation notes that were handwritten in a journal. Data
saturation was achieved when no new codes or themes emerged.

The study included a total of 18 participants living in the United States and self-
reported meeting inclusionary criteria of having experienced ELA and in treatment with
their PCP for overweight or obesity. For privacy, each participant was de-identified by
assigning an alpha-numeric with the letter and number such as P1, which is how the data
will be reported in the following sections.

The interviews took place using the platform Zoom for video interviews, and
three were phone interviews. Each video and phone interview were between 36 and 59
minutes long. Each participant had one interview, although several followed up with
email. Three participants selected email interviews, and these included several response
emails from me to ask follow-up questions to elicit more detailed information about their
experiences. The interviews were recorded using the Zoom platform software and then
transcribed into a Microsoft Word document. No variations were needed from the
original data collection procedures outlined in Chapter 3. No unusual circumstances
presented themselves in the data collection process, although I was surprised by many of
the participants’ comments both during the recruitment process and during the interviews
about their excitement to share their stories, as they described it being a particularly
important research topic. | was also surprised and honored that many of the participants
were willing to share such personal and intimate information about such sensitive topics

such as early life traumatic experiences and living with overweight or obesity.
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Data Analysis

The first step in thematic analysis was used to familiarize myself with the data
though the process of listening to interview answers several times while transcribing and
typing the data. During transcription, the recordings were played for a few seconds at a
time, while each answer was slowly and carefully typed out and reviewed. Reflective
journaling provided a central place for me to record my interpretations and experiences
with the data. The transcripts were thoughtfully re-read several times to allow for all
possible interpretations of the interview answers and were considered through the lens of
the biopsychosocial framework and three main research questions.

Through this recursive process, certain phrases and quotes stood out as
particularly relevant to the research questions and overall theoretical framework. These
data began to form patterns about concepts related to the research questions or new
information that was unexpected. These pieces of data relevant to the research questions
were highlighted and entered the first data analysis table using Microsoft Word, named
Table for Interview Excerpts. Several interview excerpts were reviewed with my
committee chair to explore alternative meanings and gain supervisory feedback on the
process. Each interview excerpt was considered and compared to label data-derived
codes, which were also entered into the data analysis table, column three.

After this second phase of thematic analysis was complete, all codes were
analyzed to identify patterns that repeated throughout the data set. A codebook was used
to track how often a code occurred, its definition, and for which research question it

related to. Several codes had shared meaning as they related to multiple research
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questions, which will be reviewed in more detail in the results section. Both the
frequency of the appearance of each code and the codes’ relevance to the research
questions were considered. For example, even if a code appeared rarely in the interview,
it was still considered if relevant and meaningful to the research questions. Some codes
were not included in the next Microsoft Word data analysis table, named Table for
Codes, if they appeared in only one data set or were not as relevant to any of the research
questions. The coding process was complete when no new patterns were found in the
dataset.

In the third phase of this thematic analysis, each of the codes was considered to
identify any similarities in their significance and patterns were seen. This process was
repeated thoughtfully, while allowing for alternative interpretations, until subthemes and
themes were identified. Categories were considered in how they may be grouped under
main themes and subthemes, which were grouped together in another Microsoft Word
data analysis table, named Table for Categories. Caution was taken to ensure no theme or
subtheme was derived from only one dataset.

In the fourth phase, the subthemes and themes were continuously compared to the
original interview answers and revised as needed. As is common in narrative inquiry
(Clandinin & Connelly, 2000), I moved back and forth throughout the transcripts, codes,
and categories, constantly revising and organizing categories and subthemes until 14
themes emerged. In the fifth phase, themes were labeled with a phrase that represented

the category of codes and subthemes identified under it. Themes may not have



105

represented all datasets but were selected based on how well they told the participants’
stories aligned with the main research questions.

In the sixth phase, the final themes and subthemes were decided on, and narrative
passages from the interviews were selected to support these. A final Microsoft Word data
analysis table, named Table for Themes, was used to illuminate how the categories led to
the subthemes, and subthemes led to themes. Using the steps outlined in the Braun and
Clarke (2006) 15-point thematic analysis checklist allowed an in-depth analysis of the
interview data. This process allowed for a comprehensive analysis and interpretation of
complex psychological and socio-environment data addressed by each of the three
research questions that correlated with the biological, psychological, and socio-
environmental data of the biopsychosocial model.

Evidence of Trustworthiness

Strategies to improve credibility, transferability, dependability, and confirmability
described in Chapter 3 were used throughout the data collection and analysis process. To
increase credibility, I conducted a pilot study to increase the likelihood that the interview
questions would prompt answers to the research questions. | made changes to the
interview guide based on the feedback collected in the pilot study, which contributed to
the overall credibility of the study and the likelihood that the participants’ interview
answers would provide their descriptive stories relevant to this research topic.

To improve the transferability of this study, | used three different recruitment
methods, including the Researchandme recruitment site, the Walden University

Participant pool, and a closed group on Facebook related to the weight loss. These
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assorted recruitment sources provided a diverse sample of participants that increased the
likelihood that the results could be applied outside of this sample to a larger population. |
used narrative inquiry to learn their detailed, contextualized stories, which contributed to
the likelihood that the themes could be found outside the context of this study as well
(Clandinin & Connelly, 2000).

This research study was designed to learn more about how this population
interprets and interacts with medical providers related to their weight management, rather
than concerned with the type of traumatic or adversities they experienced in childhood.
For this reason, | developed questions and asked specifically about their current
functioning related to this topic. | used steering probes to gently redirect the interviewees
back to the interview questions when they initiated tangential topics.

To improve the study’s dependability, detailed procedural descriptions were given
in both chapter 3 and the data collection and analysis sections in this chapter, a strategy
known to increase a study’s overall credibility (O’Grady, 2016). These procedures were
reviewed and approved by Walden University IRB board and each participant was given
written informed consent. Each participant was told that quotes may be used in the
publication, but that alpha-numeric such as “P1, P2 ...” would be used throughout the
data collection, analysis, and final reporting.

In addition to the strategies outlined in Chapter 3 to improve confirmability and
overall objectivity of the study, I spent time building rapport with each participant, a
practice that has been shown to increase participants’ trustfulness and openness with the

researcher (O’Grady, 2016; Rubin & Rubin, 2012; Shenton, 2004). | used follow-up



107

questions and check-ins to clarify meaning during the interview process. Additionally, a
process of reading and re-reading the transcripts and review with my committee chair
provided other potential interpretation of the data and the analysis process.

The 15-point checklist provided by Braun and Clarke (2006) gave me guidelines
to follow to strengthen the trustworthiness of my data analysis. For instance, in doing my
own transcribing and hand coding, | gave each data item equal attention and read and re-
read interviews and transcripts for accuracy and other potential interpretations. I
consistently compared themes and subthemes to each other and checked them against the
codes and categories. The narrative texts have been interpreted and analyzed, rather than
just rewritten in the results section below. Lastly, this active process allowed me to be
highly involved in the selection of themes and subthemes, improving the likelihood that
they accurately reflect the stories shared.

Results

The final data analysis revealed 14 themes and 14 subthemes that captured the
essence of these 18 participants’ stories about their experiences with weight loss
treatment in the primary care settings. Using a narrative inquiry approach allowed for me
to uncover the following rich insights about the three research questions and the
categories embedded in each research question, including physical health, psychological,
and socio-environmental. The themes were originally intended to be organized in the
order of the research questions; however, many of the codes demonstrated shared
meanings for multiple research questions, which will be explained in each section. The

sections below will review each of the themes and any subthemes that were also analyzed
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from the data for that theme. Narratives are included to illuminate examples of the types
of stories told related to each theme and subtheme. The themes are organized under each
of the three research questions, beginning with first two themes related to how the
participants tell their stories about how they experience their physical health and their
weight loss treatment, as highlighted in Table 1.

Table 1

Themes and Subthemes Related to Research Question #1 — Physical Health

Themes Subthemes (if applicable)

1. Co-occurring physical health la. Physical health problems
problems that impact weight negatively impact weight loss
management treatment 1b. Overwhelmed by managing both

weight and physical health problems

2. Importance of person-centered treatment  2a. Importance of provider’s
understanding of how physical
health problems impact weight loss
2b. Importance of referrals to other
providers

2c. Importance of consistent
communication with provider
about weight

Theme 1: Co-Occurring Physical Health Problems That Impact Weight
Management Treatment

The first theme applied to the first research and interview questions, asking how
these participants with ELA exposures experience their physical health in weight loss

treatment. This interview question resulted in the most commonly occurring code and
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theme throughout the data analysis: co-occurring physical health problems that
negatively impact their weight loss treatment. Sixteen participants described multiple
physical health illnesses impacting their weight loss treatment in some way. When one
participant, P15, was asked about how his physical health impacted his weight loss
treatment, he described this in this way:
Well, um, actually, osteoarthritis, knee replacement, hip replacement... | have a
respiratory condition which makes it hard for me to breathe carrying the weight
around with obesity. And | have some other issues. | have spinal stenosis that
affects my weight loss because it affects my back. That’s why I was on my way
out because | was getting measured for a back brace. Yeah. Also, it impacts my
daily life, daily living, housework, my mobility, everything. Yeah, it takes me
awhile to get things done... So, it affects everything. My weight affects
everything. It slows me down. It also affects my breathing. I also have restrictive
airway disease. So, it affects all of that.
Subtheme l1a: Physical Health Problems That Negatively Impact Weight Loss
Other participants described a subtheme of this theme, how their chronic pain
from a physical health problem impacts their abilities to exercise and therefore make any
progress in their weight loss treatment. P3 described how his pain impacts his ability to
exercise:
I have a problem with chronic back pain which doesn’t give me a lot of options to

exercise. | have some pain medications, but they do not always help. It can feel
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like I am being tortured when it acts up, so this is very limiting for me. | try to

exercise regularly but I sometimes cannot.

P1 described the challenges of managing both weight and chronic illnesses, while
highlighting the importance of the medical provider treating both at the same time:

I have high blood pressure so it’s quite hard to manage both... | feel that my

primary care provider that | am getting services from is helping so much in

ensuring that my bp is stable, but at the same time she’s like, you also have to

work on your weight. Yeah. So, she’s like managing the two of them.

Several participants recalled how their weight became unmanageable due to a
delay in an appropriate diagnosis. P4 explained her struggle with this:

The physical stuff, ah, getting my thyroid levels checked, that took a long time,

because | had just given birth. And | was like, I am having a hard time losing the

baby weight... I know I need to exercise. I know I need to watch what I am

eating. I’'m doing that, it’s not helping. So that took a very... you would think that

that would be something they would check first. But they didn’t. That took a long

time... I wish that it wouldn’t have taken as long to identify the primary cause,

you know, like a lot of hormonal stuff happened.

Other participants also felt their weight loss treatment was impacted by a delay in
an appropriate diagnosis. P18 described a delay in her diagnosis of bone cancer:

The medical profession has always told me that the answer to everything that |

come into the doctor’s office with is to lose weight, drink more water, exercise.

And apparently, it doesn’t matter if it is cancer. Because I walked in with bone
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cancer more than once, and a broken leg, and was told if you would exercise and
lose weight you would feel better.
Subtheme 1b: Overwhelmed by Managing Both Weight and Physical Health Problems
In addition to chronic pain and delays in diagnosis, a second subtheme was
analyzed as some participants described stories of feeling overwhelmed with managing
both chronic physical health problems and their weight. P12 shared more about the
challenges of managing both chronic illness and weight, while also describing how the
two are related:
I have diabetes, which is from my weight. But then that affects my weight...The
diabetes treatment is quite challenging at times. It is a lot. There are a lot of
medications, appointments, sugar to check... it is just a lot. It really affects my
health, such that weight loss. It takes up a lot of my brain and it can be
exhausting. And then when | try to focus on the weight, it is too much to think
about up. Basically, at times I’m not really motivated to focus on the weight loss
and many times, when | am not feeling okay.
In addition to their chronic illnesses, some participants described their medication
or medication regimens interfering with weight loss. P7 described:
| mean the rheumatologist doctor that has been my doctor for years, he always
told me that the weight would be my main problem because he told me my joints
can’t hold the weight. I was taking prednisone at the time and prednisone is a
medication that makes your joints narrow. And | was taking it for the pain

because the pain was so severe. So, it was helping and hurting at the same time. It
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took over my hunger... he always told me “(Name) you have to lose weight. You

have to lose weight.” And he knew that it was going to be hard for me because he

had me on the highest dosage of the prednisone.

P15 shared his story about his medication regimen interfering with his weight loss
treatment due to having to eat more frequently when taking his medications. He also
describes a previously mentioned subtheme here related to the difficulty of managing a
chronic illness:

It’s a lot to stay on a medication regimen. It takes relentless work... So, it’s a lot

to manage. It really throws my diet off because I couldn’t eat like I do. I had to

take my medication. | had to eat this and that just with that one medication.

Several participants described how their older age seemed to impact their physical
healthy in ways that negatively affected their ability to manage their weight. P15
described this:

My metabolism has slowed since | have gotten older. | have these other joint

issues, you know the osteoarthritis, which slows you down. Um, my age, you

know. So, all that kind of takes into factor with weight gain.

P13 shared more about her age and the subsequent changes in her body impact her
overall weight management, “I think that it’s harder for females to lose weight especially
when you get older and go through menopause or having stress. | think it gets harder and
harder. I can’t blame my gender on it though.”

There was also a common subtheme about the awareness about the participants’

chronic illnesses may be connected to exposures to ELAS. Several participants described
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always suspecting or being curious about the connection either during the interviews or in
the introductory emails and gave this as the reason for wanting to be part of the study. It
was initially a concern that | would be able to recruit 15 to 20 participants to agree to give
an interview about sensitive topics as weight and early life trauma. However, | was
surprised that I had more than 30 people reach out within the first 2 weeks of recruitment.
Many of them described their interest in this study as a way to help them learn more
about the possible connection between ELA and their weight loss challenges.

Most described suspecting there was a connection but never knowing for sure.
However, one non-conforming participant, P7, described her awareness of the connection
between her chronic obesity and ELA as follows:

I have been obese since | have been 8 years old. Never have | met my goal for

weight ... | have never reached that goal because my mind was not occupied

enough to want to reach that goal. | was always depressed | was always stressed
out, which brought on a lot of physical problems from a lot of dysfunctional
problem with my family... I was diagnosed with what is called systemic lupus
erythematosus. So, he said to me and my mom that this was kind of a big problem
where so much of the stress and pain and anguish that | have been through
brought on and caused this obesity and this lupus to come on me. So, the more
pressure and the more things | was going through, I was having organ problems,
foot problems, like I do now. And | take over 10 medications to try to keep my

body in control.
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Theme 2: Importance of Person-Centered Treatment Plan

The stories shared in the excerpts above begin to demonstrate the complexity of
each person’s experience with their medical providers, specifically related to how their
physical health impacts their weight loss treatment. Many of the participants also
described the importance of their medical providers seeing their unique and having an
individualized treatment plan. I named this theme the importance of a person-centered
treatment plan. The participants described that this would be helpful for a variety of
reasons, and necessary if they do not currently have one with their provider. Only two felt
that they did have an individualized treatment plan currently. The participants further
described related topics to this theme, which | categorized under three additional
subthemes: 2(a) the importance of their provider’s understanding of how their physical
health issues impact weight, 2(b) the importance of their medical provider making
appropriate referrals to other providers, and 2(c) the importance of consistent
communication between them and their provider about their weight.
Subtheme 2a: The Importance of Their Provider’s Understanding of How Their
Physical Health Problems Impact Their Weight

One participant, P4, described the importance of this first subtheme and how she
wishes her provider understood more about how her physical health limitations impact
her ability follow standardized guidance:

| still get told, “You need to go running. You need to go walking. You see the scar

on my leg.” You know? | wear a brace almost all the time. ‘What do you want

from me?’ They have the same, it feels like it’s just a like mantra... Go for a
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walk. Eat more salads. Go for a walk. Eat more salads. It just feels like that is all
they know how to say. It’s a little discouraging, I guess... a better list of things
that you can do if you have like, knee problems.... My treatment plan is my
treatment plan, not the general population’s treatment plan. It feels like it is just
one size fits all. When it’s really not. There are so many aspects of it.
P8 described more about how the common and standardized suggestions of eating
healthy and losing weight are unhelpful:
The only thing I feel is, as the doctor gives you advice to lose weight, to offer or
give some emotional help too. Or its probably never going to work. Cause you
can tell me to eat salads and eat breakfasts, well I don’t eat breakfast now, so it
tells me to gain weight. Some of this stuff it doesn’t pertain to me, and they don’t
know this. It’s kind of hard. I do understand that some of these things do not
pertain to me, and they are giving me general advice. Where | can see that would
be problematic for someone else. Emotional support.
Subtheme 2b: The Importance of Their Provider Making Appropriate Referrals to
Other Providers
P5 further reiterated the importance of having a plan and brings up the second
subtheme of the importance of making appropriate referrals to other providers such as
dieticians:
Yeah, like asking me about it and coming up with a plan. We don’t have a plan,

but I don’t know if they do that. He asks sometimes, and sometimes | ask for
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advice. But we do not have a plan to follow or a plan for me to eat. Like a

dietician plan? Or a food plan? That may help.

Another participant, P6, described a recent diagnosis that changed her perspective
on her weight, prompting her to talk more to her medical provider about it. She described
her frustration with standardized response she received and touched on the second
subtheme of the importance of referrals to appropriate providers:

Eight months ago, | got diagnosed with breast cancer...Just thinking wise,

mentally wise. Umm, and just since | retired, I’ve been thinking more and more

about trying to get healthy and trying to do the right things. And obviously they
don’t really bring that up previously now to you. And all of a sudden you are hit
with, ‘Oh you’re obese.” And it’s like. ‘Since when?” And it just kind of hits you
like a brick wall. All she says is take a walk for half an hour. And that’s it. She
can say, you know, here’s a diet, or a referral to a dietician. Anything along those
lines would help. But ‘take a walk’ gives you no help... Or give me guidance on
which way | should go. Which I have none...

When asked about what she feels would have been helpful to support her weight
during after her cancer diagnosis, P6 revealed that she had found a weight loss center
right there in the medical office on her own:

Referrals, encouraging me. Saying ‘There’s a weight loss center here for people

who have had cancer. Maybe go there. See what they can do.’ I found out about

that just last week that they have such a center there, but nothing has ever been

said to me that they have such a thing.
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In total seven participants referred to the second subtheme: the importance of
offering appropriate referrals to other providers to support weight loss success. This
subtheme had shared meaning in other themes and subthemes both as previously
discussed above and will be in other themes that will follow. P12 described how referrals
may help inform her treatment plan, but she also referred to the third subtheme, which is
the importance of consistent communication about her weight:

I know they do not have time, but it may be good to check in with me more often,

send me referrals, have like group or team to help me and have them work

together. They don’t work together, and I think this is key. I don’t know how each
thing works on its own. I don’t know how they relate. They expect you to know
these things, and I don’t. I don’t think anyone does... I’'m not sure they really
help. They just tell me what to do. Well, actually they just say ‘Watch what you
eat. Get some exercise.’ | know how to do that but obviously that is not what I am
doing. It is just not that easy.

Subtheme 2c: The Importance of Consistent Communication Between Them and

Their Provider About Their Weight

Another participant told his story which related to all three subthemes under this
main theme of the importance of person-centered treatment plan. He shared more about
his experience with not being given any personalized feedback about his weight, referrals
to support his weight management treatment, or being communicated with regularly

about his weight. P16 told his story in this way:
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We need to have a talk. Even if they would just recommend me to a dietician or
something. Um, but if they did anything, if they recommended me, they always
say just lose weight, but we never go from there. If they would go to the next step,
even if I’'m not happy about it. That would be fantastic. If my doctor would just
say ‘hey,” now I’d be mad, but my doctor is looking out for me down the road...

It's almost as if they are waiting for you to tell them something is wrong, and you

have to tell them something is wrong. And then they start working on us. It’s

almost like they are not proactive, as opposed to reactive.

P10 described frustration with a lack of solutions versus just being told she was
obese by her provider. She described feeling judged by her provider which has shared
meaning with another theme that I will review later in this chapter. Below she explained
this as well as the second and third subthemes, including the importance of referrals to
other providers and regular communication about weight with her provider:

The doctor that told me years ago, you know he made fun of me by the way he

said, “You’re obese.” Because at the time I didn’t even think I was obese and for

you to put that down and tell me that, made me feel like a pig. Excuse my French.

And he didn’t even tell me things to lose weight. I think he said a few things, but

he did not say much. He made fun of my weight. ‘You’re obese. Is that all you

can say? Can you not help me out with helpful tips? Can I stop being obese? Can

I go for walks?’ So, there was really no help or feedback from my providers. |

didn’t get any advice or things to do, like exercise or go join a gym. No one was

giving me any help on that... | would say that they should that they need to be a
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little more ... what’s that word, I can’t use that word... persistent on helping

you...they should tell you more about the health concerns and what they can do to

help you, even give you a list of things or just something that would help you to
actually remind you... Maybe I need to go to a doctor just for weight.

Another participant, P7, described the importance of the personalized guidance
and communication about her weight, even when she did not like the way it was
delivered:

I was kind of offended about how he addressed the issue of losing weight. But I'm

glad that he gave me some advice about it. But his tone of voice and how he

addressed it to my face, he said, ‘Let me tell you something, you need to seriously
lose weight.” That’s how he said it to me.... but I just decided to take the advice

and keep moving. | said to myself that | just need to take the advice. He gave me a

diet plan and set me up with a dietician.

P7 and P15 were the only two participants that described having an individualized
treatment plan and a positive experience communicating with their providers. P15 also
shared how important having an individualized plan with a what he referred to as a
weight loss team is:

Just by being there and being accessible when they need to be. And which I think

it is, because | have My Chart and I can send messages to use. Um, | find that

more, how | can say, they answer that more than phone calls. You can get ahold
of them better that way... | have a primary care doctor. | have an infectious

disease doctor. | have an endocrinologist. | have a pulmonologist. | have and
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ophthalmologist. You name it I have it...The weight loss surgeon. My sleep apnea

doctor. The most helpful thing is people being on my side. You know, being on

my side. And if | wanted to try something and, um, they were there with me. And
| think what is very important is that they do their homework as well. So that has
been very helpful.

However, many participants described a lack of communication with their
providers about their weight. Seven participants explained they felt time limitations
impacted their ability communicate effectively with their providers, as P2 described:;
“They do not have time for this.” P13 stated, “All | can say, that communication is the
key in building good relationships with your health care provider and getting the best
possible care.” P6 shared her frustration with her doctor not communicating with her
about her weight:

Other than putting comments at the end. ‘I recommend taking a walk a day. Uh,

he put a half a mile a day and this last time he put in there... Maybe watch what

you eat.” But he didn’t say anything to me. He just put that in the notes.

P14 touched on this subtheme related to the importance of communication, but
also referred to the first theme of co-occurring physical health problems that impact
weight management treatment:

I don’t usually talk to them about the obesity. They don’t mention it. I have back

issues and I have arthritis and I don’t know if that is because of the fat or not... I

went to a back doctor because | have all these issues with my back, and all he said

was to lose weight. I’'m 73, I mean I don’t know that that’s going to happen.
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Table 2

Themes and Subthemes Related to Research Question #2 — Psychological

Themes Subthemes (if applicable)
3. Importance of recognition of mental 3a. Importance of provider’s
health in weight loss treatment for recognition of and stress from
this population co-occurring physical and mental
health

3b. Importance of referral to mental
health counselor

3c. Weight management negatively
impacted by mental health

3d. Awareness of connection
between mental health and
weight

3e. Awareness of ELA impacts

4. Eating as a coping mechanism

5. Chronic stress related to weight

6. Importance of self-efficacy

Theme 3: Importance of Recognition of Mental Health in Weight Loss Treatment
for This Population

The most frequently occurring codes and subthemes were related to the
participants’ stories about how their mental health impacted their weight loss treatment,
highlighted in Table 2. These concepts came up in many of the interview questions and
prompts, in addition to the second interview question, which was the only question
referring specifically to how the participants’ experienced their mental health related to
their weight loss treatment. These codes and categories had shared meanings with the

other research questions, so | will describe how they may have related to other themes in
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those sections. To simplify and clarify this second research question related to how
participants described how they experienced their mental health related to their weight
loss treatment, | used five subthemes to organize them: 3(a) importance of provider’s
recognition of and stress from co-occurring physical and mental health issues, 3(b)
importance of referral to mental health counselor, 3(c) weight management negatively
impacted by mental health, 3(d) awareness of connection between mental health and
weight, and 3(e) awareness of impacts of ELA.
Subtheme 3a: The Importance of Provider’s Recognition of and Stress From Co-
Occurring Physical and Mental Health Issues
P4 described the importance of her provider needing to recognize her history of
eating disorder and the triggers that need to be avoided, as well as the subthemes related
to weight management being negatively impacted by her mental health and awareness of
the connection between her weight and mental health:
But they definitely suck at the mental health aspects though... I get told to journal
a lot and I say that’s a trigger and they are like, “Well maybe you can count your
calories instead.” And I’m like, that’s a trigger. I’d say probably more than the
everyday person again with that history of eating disorder. It is very distressing to
see myself this big and I have to fight that a lot. You’re not, you’re unhealthy
physically, but it’s better than the mentally unhealthiness that you were in. So, it’s
a constant like, I understand that my weight is not healthy. | need to work towards
getting it healthy, but I can’t think about it too much because then I get depressed.

It makes me not want to eat and I spiral out of control. And I feel a lot like I'm
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alone. Doctors don’t really understand what I’'m going through. You don’t ever
want to be like, “Hey I think I’'m going to develop an eating disorder,” because
then there’s that fear that they are going to hospitalize you again. It’s a very
difficult terrain, I guess, to navigate through. It feels more stressful to talk about
than it does then like get help. I understand that it is probably very rare to see
somebody that had an eating disorder now be overweight. I’'m not sure she really
understands how she is supposed to treat that. | can get how that would be very
confusing.
Subtheme 3b: The Importance of Referral to Mental Health Counselor
P9’s story related to three of these subthemes, as she described her awareness of
the connection between her mental health and weight, the importance of a referral to a
mental health counselor, and the importance of her provider recognizing these things:
Just helping me with finding a good counselor who has the ability to help me
overcome my stresses... Just what I need when it is available...like mental health
counseling. I feel like I’'m good with that... Helping me to know that it is not me
alone. Helping me to monitor and relate to my condition. And giving me solutions
for what | can with my anxiety. Yeah. Because that affects me a lot.
Subtheme 3c: Weight Management Negatively Impacted by Mental Health
P17 explained how connected her mental and physical health are, as she described
how receiving unwelcome news impacts her:
The physical health challenges I'm experiencing now leading to weight loss is

diabetes type 2. | feel emotional and often depressed especially when | receive
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bad news regarding my health. Over thinking and depression are one of the issues
related to my weight loss... | overthink as a result of this weight loss and often get
depressed, also causing me physical stress.
P1 described more about how important it is to her that her provider understands
how her stress related to her physical health problems may impact her weight treatment:
First, they should be able to understand that I have been like somehow stressing,
so they should be coming to give solutions and not problems. And in terms of the
condition of high blood pressure, they should be able to help me monitor it and
also help the support system around me to help me manage my weight and my bp.
One participant, P8, described her medical provider recognizing her depression
and treating it at least with an antidepressant. However, this participant was not asked
about or referred to a mental health counselor. She also described a previously reviewed
subtheme of the importance communication in this passage:
I do have a doctor. I haven’t seen her for over a year and something. I mean, I just
go in, she asks how | am doing. Refills my prescriptions and is gone. We don’t
interact. She did help me 4 years ago when | started to gain the weight from the
stress. She put me on an antidepressant... Depression. Sometimes | get into a
thing. When | allowed her to give me antidepressants, um | had been crying for
months and it would not stop. So, she stepped in to help me there... She doesn’t
know. I tell her that part of the depression is because I’'m getting too heavy. I have
a lot of concerns. | hate myself. My self-esteem goes down. [ um ... I get

depressed. It is a cycle. The more depressed | get, the more | eat.
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The passage above also touches on another theme that will be reviewed below,
eating as a coping mechanism.
Subtheme 3d: Awareness of Connection Between Mental Health and Weight
Another subtheme of the theme of the importance of the recognition of mental
health when treating this population is the awareness of ELA impacts. Most participants
did not connect their weight or physical and mental health problems to their ELAS, but P7
was well-informed of the link. She described her story below:
| was facing so many medical issues going through chemotherapy and the pain,
the inflammation, you know the stress that | was getting from my family who was
mistreating me. It brough on physical pain each and every time... Because | was
facing so much but I had nobody to really to lean on and talk through, because a
lot of people had issues themselves and they did not have time to hear mine... |
was bullied by my dad a lot, teasing me, calling me fat as a way of making me
stop eating... a lot of women did make fun of me for being overweight. And that
was pressure and stressed me out too. They can generally check on me and gave
me a weight loss plan. They can also set me up with therapy.
Subtheme 3e: Awareness of Impacts of ELA
Another participant, P16, was curious about the link between ELA and his obesity
and other physical health problems. He cited this as a reason for wanting to participate in
this study and shared his story in this way:
So, one of things that | talk about, that | talk about with only a couple of people,

because I don’t like to talk about it, cause I was sexually abused as a child. So um,
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I don’t know if sometimes that might affect me in certain ways. Um, I kind of try
to push it away, push it to the other corner of my brain, um but I still remember it.
Um, it’s still there. I just kind of, um, move it to the side when I can. Sometimes |
if that might be an issue. I’ve never brought it up with a doctor. Um, I’ve never
gone to a mental health specialist or nothing like that. I just kind of pushed it to
the side... They’ll ask me the general question, you know, ‘How do you feel
mentally.” And I say, ‘I’'m fine.” And typically, | am. And when | am sitting there,
you can’t tell what happened in my past... | think once a physician asked me
about it, and they just kind of moved on. I said it happened when | was young. It
might’ve been a questionnaire. They just kind of put it in the system... I think it
would have been nice to have been asked more questions about that.

In my journal, several observational notes referred to how open and forthcoming

many of the participants were about their history of trauma and adversity, even though

none of the interview questions asked specifically about their traumatic experiences.

There was more than just a willingness to share their stories, and several of them

described this process being helpful in understanding their weight loss challenges more.

After describing the passage above, P16 confirmed this observation by stating without

prompt:

| really think, not only communication with your doctor and primary care
physician, but I really think communication within your family and with your
friends. Sometimes that can help too, having someone to talk to. I think it’s

important to have someone to talk to, whether it’s a doctor, stranger or friend,
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someone in your class, someone at your job. If you could talk to someone,

sometimes just letting it out will make you feel better, like talking to you about

this makes me feel better. You know? I think that’s encouraging for me. Just
constant communication. Having someone to talk to about things like this.

In addition, some participants reported wanting to understand more about
contributing factors to their weight, and as described earlier, were motivated to take part
of this study due to this curiosity. These inquisitive parts of their stories demonstrated the
overall theme of the importance of recognizing mental health in weight loss treatment for
this population.

Theme 4: Eating as a Coping Mechanism

The next major theme that was named grouped many different codes under the
main theme of eating as a coping mechanism. These codes included eating to cope with
various experiences, including depression, anxiety, sadness, stress, and sleep problems.
This interview excerpt has shared meaning with the first theme of physical health
conditions impacting weight loss treatment, as P7 described eating to cope with sleep
problems caused by her physical health problems:

Cause at times that I cannot sleep, I replace it with food..., I replace it with

something to eat to make me go back to sleep. Like turkey, or what else makes

you sleepy, like pork steaks. Or beans, or anything. Some of those foods can make
you sleep. So, whether | was either not hungry or not sleepy, food would be my

first choice... Because | am always stressed out and | take it out on eating. You
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know, I’m binging in the middle of the night... It’s like when an obstacle comes

my way, eating through it has always been my scapegoat.

P4 described eating to cope with stress, as well as another theme related to
chronic stress that will be discussed later:

And being a student, and mom of 4 children, that I love very much, but they are

toddlers, and they are a pain the butt, and being on top of that, and while being

intentional when you have had a very stressful day and all you want is a sugar-

filled coffee drink. It is difficult to kind of manage the remaining intentional part.

You have to take accountability for your own health and that can be very difficult

at times.

In her story, P8 also described eating to cope with stress in this way:

Not eating the chips or chocolate to soothe myself when I’m stressed. And it

would be, I gotta figure out something better. So, when I still work part-time to

take my lunch. Because I’m grabbing, cause I’m running late a lot. [ need to make

myself something good. | get home and it is after 7:00 at night, so | really

shouldn’t eat at all from what I read. So, therefore that means I shouldn’t eat

dinner. And I don’t care for breakfast, so that would just leave lunch. So, I'm

going to eat a cookie or chocolate, chocolate.

This theme at times had shared meaning with a previous subtheme: the
importance of recognizing the long-term impacts of ELA. P16 demonstrated this when he

described in his story that he feels his eating may be related to his history of ELA. Below
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he also referred again to the importance of being asked about what happened to him by a
provider who is treating his weight problems:

There’s been times when I am stressed, and when I’m stressed, I just want to eat.

That’s kind of a big problem for me in terms of my eating habits... | guess | never

really thought about, um, cause | see stuff on tv about how mental health can

affect you. But | always think what happened to me happened a long time ago.

You know, I don’t think it affects me. But then sometimes I think about it, and

I’m like ‘maybe it did.” Um, but I wish they would, there would be a way I could

get in more depth with my PCP and there was a way we could talk about some

options. I don’t like medication, so they say medication. So, it would have to be
something like I’d have to go talk to someone or something like that. I would like
them to know. Even if it is something that | have to let off my chest, and they just
say this is something you need to do. That would be great. It’s just never
happened.

Another participant added further meaning to the theme of eating as a coping
mechanism, by explaining more about a previously referred to subtheme: the importance
of talking to someone. P12 described realizing the possible link between eating as a
coping mechanism, feeling overwhelmed, and being motivated to choose healthier
choices:

The most challenging part? Being able to monitor everything | eat and having the

motivation to work out. Maybe not eat so much when | am sad or feeling low or

stressed. It is too much work when | am already feeling overwhelmed and no



130
motivation. They don’t get that. It is why I am this size. And I really just kinda

figured that out.... Just talking to you ... I guess just talking it through in a few

short minutes and hearing myself say these things... that was really helpful.

Eating to cope with stress was a commonly occurring concept in the stories told
by these participants. Several other themes and subthemes were often linked, including
the participant describing chronic stress and isolating from their support group, two
addition themes which will be reviewed next. P2 explained it this way:

For me, I am an emotional eater and struggle with diabetes. But it’s quite hard...

Especially when | am going through something that is quite tough, especially

when there are many things going on in my life. | tend to eat emotionally more

which is not healthy and I isolate. It is very frustrating.
Theme 5: Chronic Stress Related to Weight

All the participants described stress related to their weight impacting them in
some way. Several of them described clothing as a big stressor. P14 described, “I feel bad
when I try to find clothes. You can’t find anything that fits. You always look fat. So, it’s
very stressful yes.” P15 reiterated this point, “I have very few clothes that I fit. And I'm
not buying any more clothes because I plan on going this journey.” P16 shared that... I
just kind of feel bad when | put on triple X shirts and pants.”

The loss of mobility due to the weight or other co-occurring physical health
problems, a previously discussed theme, was also an example of a stressor commonly

revealed in the narratives. P15 described this in this way:
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Before | gained this weight, | was very active. | used to bowl. I hiked. I swam. I

played soccer. | did all kinds of things. Now, with the joint things and the weight,

I can’t do those things anymore. I can’t even bend over without assistance. You

know what 1 mean? When | go to the market, | have to get a shopping cart. Not a

shopping cart, one of those electric scooters. Because I can’t walk... stand up that

long. My back starts hurting. You know, so. | have to pick markets that have
those electronic scooters. It’s just a lot that you have to be aware of, that you have
to plan.

Other stressors included family obligations such as parenting or a family
member’s illness, which had shared meaning with another theme that will be reviewed
later, the importance of their social support system. P6 explained stress brought on by her
husband’s illness in this way:

Just recently my husband had a major heart attack and had to have a defibrillator

put in and a pacemaker. And I got all wired over that, but I’m trying to get over

that. But that’s about it... | have an exercise bike that | put in my living room. |
have no desire to do that to get up and go over to it.
Theme 6: Importance of Self-Efficacy

Participants also revealed a common awareness of their difficulty managing their
chronic stress. Several participants described the importance of self-efficacy and their
ability to have self-directed behavioral change. P8 described how self-efficacy related to

the previously reviewed theme related to chronic stress:
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But as things change, a lot of stress comes into the life. Um, less activity. It just is
coming back. I can’t take stress... | had to work really hard for many years to get
a little bit of self-esteem to think that I like myself again. And | feel like a loser
when | gain the weight again. Because when you are fat people say means things
to you. And | have had that all my life. Self-esteem for myself depends on trying
to stay smaller.
P15 told his story of lower self-efficacy due to his weight affecting his self-
esteem and overall self-concept:
It actually affects how I feel about myself. I am self-conscious about my weight.
S0, you know, it’s kind of hard to explain, but it affects how other people are
looking at me. I wish I didn’t give a damn, but you know, I know that people do.
P4 described the importance of self-efficacy in setting intentions and advocating
for herself:
It’s kind of hard to feel heard, unless, you have to be a very strong advocate for
yourself... I guess taking more control over my own medical health and keeping
my records has definitely been helpful... Um, the most challenging part, let me
think about that. To manage weight loss, it’s a very intentional thing. You have to
work towards it. You have to be very intentional about what you are eating. You
have to be intentional about working out. You have to be intentional about, you

know, your activity levels.



133

Another participant, P11, described a non-conforming experience with self-
efficacy. She shared how much confidence she had in her ability to work towards weight
loss despite her ELA exposures:

I think it’s mind over matter. I think you can talk yourself into anything and that

goes with weight loss too. There are some many bad things that have happened to

me, and | can get upset and cry over it. So, | just try to be positive... It’s a

mindset and you have to make it pleasant. You can’t make it, “God I have to lose

weight. I hate this.” You have to say, I’'m doing this to get healthy and weight loss
is a side effect of that, great. I think until you’re healthy, you are not going to lose
weight. And I think people think it’s the other way around I’m going to lose
weight and then I’ll be healthy.

P14 shared how his confidence in his ability to manage his health and led him to
find resources for his weight treatment on his own:

We went through trying to find things to help me lose weight. What is it? Contre,

which my insurance wouldn’t cover, and I couldn’t get it any kind of way. I

talked to the pharmacist at my clinic, and she couldn’t get it. I’m a resource

person. I’'m very adept. I help other people get things. That’s what I used to do at
work. So, I winded up finding out how to get it.

P7 explained this as well as two previously related themes and subthemes,
including the importance of provider’s understanding of how physical health issues

impact weight and communicating about weight, and eating as a coping mechanism:
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But when obstacle hit me like health moods, that’s when I start to eat and crying,

because | think about family members, I wish were still here to help me and they

are not. | think about that, so I try not to pick things that cause me stress, that’s

part of lupus.... The doctors tell me all the time weight is half the reason I am so

stressed... Right now, | have a good doctor and he doesn’t pressure me about that

I need to lose weight. But he can’t help but keeping telling me the truth each and

every time. But it is really up to me to deal with the stress and change my food

choices. Cut down on sugar. You know if I’'m stressed out go out and talk a walk.

Table 3

Themes and Subthemes Related to Research Question #3 — Socio-environmental

Themes Subthemes (if applicable)
7. Importance of support system in weight
loss treatment
8. Chronic stress related to economic status ~ 8a. Stress related to joblessness
8b. Chronic stress due to financial
limitations
9. Importance of provider being respectful 9a. Perceived weight stigma
9b. Perceived discrimination
10. Importance of having a good relationship
with medical provider
11. Importance of relatability
12. Importance of encouragement
13. Challenges to weight loss
14. Recommendations for improved weight

loss treatment by participants
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Theme 7: Importance of Support System in Weight Loss Treatment

The importance of social support was highlighted during many of the interviews.
Many participants described wanting to be healthier for their family and friends, but also
feeling that they support system can help their weight loss journey.

P11 highlighted this in this social support system in this way:

If you have friends with the same goals, I think that will help you more. Because |

always loved, sometimes after work after we did a class, we would just walk

around the track where people could run, and we would just catch up.

Some participants described their weight affecting their social support system
negatively as well. P5 stated, I feel bad, as a father, not being able to do much with my
kids and take care of myself.” Other participants described their family members being
concerned, as P16 explained, “My mother has come to me about it multiple times. Family
members have come to me about it multiple times.”

P7 described “Because I’m sick and I want to get out, I want to go out with my
friends to club or something and I can’t go. And I get depressed, and I’m stressed.” P9
shared how her weight impacts her social functioning due to fear of how others perceive
her weight:

Thankfully just anxiety. It makes me feel ‘how will people perceive me?’ I don’t

like being asked questions, especially when | meet new people. So, | barely like

meeting people. And | barely like looking at myself, especially in eating

conditions. It’s like self-esteem...And I believe mental health should go hand and
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hand with physical health. So, | am also working more on mental health well-

being.

P15 reiterated the negative impact of his weight on being able to socialize with his
friends:

A lot of times I can’t do things with my friends, because I don’t want to hold them

back, because I am a lot slower than they are. Even though we are the same age...

It’s just a lot. It affects your whole life.

Others described the importance of losing weight for their family, including P5: “I
feel like 1 should be at less weight in order to be able to do more activities and just be
very active. That would be good for my family.” P6 described wanting to have more
guidance not just for herself but to help her family as well: “I want to provide guidance
for my family to be able to do but I can’t even do that. You know, I need guidance in
order to help others.”

Several participants shared how disruptions in their social support system
impacted their weight loss treatment. P8 described being divorced twice and other
disrupted relationships with her brother and son. “I had finally went in and told her (her
doctor) that it was really upsetting me. And that | had gone through a break-up with
someone. And that was when my son and | are estranged.”

Another concept that multiple participants mentioned was the difficulty of cutting
back on food when we use it so much during social occasions. P14 described this and a

previously discussed theme, eating as a coping mechanism:
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We use food to celebrate. We use food for sorrow. We use food for anger. We use
food for everything. It’s not like when you are an alcoholic you just gotta give up,
like with the alcohol. You can’t just stop eating period.
When | asked the participant if this was something she felt she could change, P14
responded, “Probably not, or | would have already.”
Theme 8: Chronic Stress Related to Economic Status
Under this theme of how economic status impacted weight management
treatment, two subthemes emerged: 8(a) chronic stress due to financial limitations and
8(b) stress related to joblessness.
Subtheme 8a: Chronic Stress due to Financial Limitations
P16 explained how stress and financial limitations may interrelate, and led to a
previously described theme of eating as a coping mechanism:
I do not make a whole lot of money. So, a lot of times it is hard to especially
when I am running low on money, it’s hard to eat healthy. It always winds up
being cheaper, especially when | am here all day. It is cheaper just to go down the
street to get fast food as opposed to um maybe getting something that is a little bit
healthier for me. That’s how it will affect me when I don’t have money. When I
have money | can eat, I eat fairly healthy, but that’s part of it. It’s financial. And
then you are stressed because you are worried about paying bills. Sometimes the
stress can lead to eating.
P2 described the financial limitations of balancing both healthy eating and

medical treatment, which was a common sentiment:
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If you are not in a position to afford it or your insurance does not pay for it, then it
would be challenging. At first, | could not afford both copays and to eat healthy
but then I got another job where | can.

P11 explained a similar story in this way:

It’s a challenge now because with the pandemic, they raised my rent $80. It’s
scary to go to grocery store. Medications have gone up...But yeah, money, that’s
a big stressor... I’ll put it this way, there are supplements that I really should be
on that | have to put by the wayside. Right now, I should be taking a zinc
supplement, because I’m usually low in zinc. Um, but I should be taking a
multivitamin, vitamin D, vitamin B-12 for energy, a multi-vitamin, and fish oil for
omega-3. You know, but I look and it’s like you kind of juggle.

Three participants described their providers recommending cost prohibitive

treatment options for them. P18 was prescribed a weight loss medication that was helpful,

but was then marked up, “And then the medicine that did work, was recently since March

31 was marked up to $790 for 30 pills, and I no longer have access to it.” P7 shared,

“My doctor told me “’You can get liposuction.” And I’m like, “Who’s going to pay for

that?’... Because I have tried everything else.” In addition to treatment options, other cost

prohibitive health-related ideas were also suggested. P8 explained:

And she says maybe you should do Weight Watchers and maybe | should give
that a try. And I’'m on a very strict budget. So, that really doesn’t help me a lot....
I do not want to talk to them about it... [ was getting $500 a month in social

security. And that was from my own earnings... With the money that | have |



139

have to buy a lot more fattening type of foods. | cannot good pieces of meat. All

the fresh fruits and vegetables. It does impact you.

Several participants had experienced disruptions in their health insurance over the
years that had impacted their weight loss treatment. P8 explained how this made her feel:

I had some very good insurance from an ex-husband and then he took that away.

And then, | am semi-retired. | had Obamacare medical card and with that | do

believe you get the worst medical care that you can get. You are not important.

That is just the way it is. And now I just started getting Medicaid and | um and |

am not even sure what that covers and what that does.

P7 shared how working part-time jobs with fluctuating hours impacts her weight
loss management:

It very frustrating when | see diet things that I think can help and I cannot get

ahold of them. That’s stresses me out as well... I do not have the money to

purchase them. I don’t work a lot of hours. My hours fluctuate.
Subtheme 8b: Stress Related to Joblessness

Under the subtheme of stress due to joblessness emerged, several participants
described their how their unemployment impacted their weight management. P13
reported losing his job during the pandemic, “To begin with which was the Pandemic. As
soon it started, | was not getting enough sleep, stressed, lost my job, and had anxiety.”
Other participants described joblessness negatively impacting their stress levels. P7

described:
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It stresses me out where I live in an area where there’s not a lot of jobs. It kind of
makes you stressful. I live in a complex where there’s a lot of people where they
are not clean in my apartment, and I just found out that my rent just went up $150
here. That’s kind of stressful. And I don’t know how I’m going to afford that
especially being laid off. There’s all types of stress besides my weight. You know,
each and every day | try to take it one day at a time.

P8 described this subtheme of his joblessness led to increasing weight, as well as
a previously discussed theme of his physical health impacting his weight treatment due to
chronic pain:

| would probably say, years ago it was with my back, my lower back, the left side.

| was in a lot of pain for many, many years. But | did do a lot of walking because

I was younger. But | stopped working for a while and then | started my weight

started escalating. I wasn’t running around as much, getting up early, getting

ready for work, doing the daily grind. You know? And at any normal job you are
probably standing or burning calories, or walking, and you know, just doing
maybe productive work, like cleaning, or things like that.

However, one participant was non-conforming in that she described a dissimilar
experience with joblessness. P6 shared feeling more motivated since retiring, suggesting
that joblessness may be more related to the stress of financial limitations: “Since I retired,
I’ve been thinking more and more about trying to get healthy and trying to do the right

things.”
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Additionally, a subtheme that will be reviewed below, Perceived weight
discrimination also had shared meaning with the subtheme stress due to joblessness, as
P18 explained: “I do really well in zoom interviews and then | show up, and you see their
faces, and | do not get the job offer.” P7 shared her experience with this:

I remember there was a couple of positions | was trying to get, and | found out

that they did not hire me because of my weight.... So, overeating and obesity

overpowers your work experience. Yeah, that affected me a lot because | was
trying to better myself and get a full-time job. I had been working part-time and
wanted to get the benefits. I was so hurt.

Theme 9: Importance of Provider Being Respectful

Many participants highlighted the importance of providers being respectful while
answering different interview questions. | grouped these parts of their stories into two
subthemes: 9(a) perceived weight stigma and 9(b) perceived discrimination.

Subtheme 9a: Perceived Weight Stigma

Under the first subtheme of perceived weight stigma, several participants
described feeling judged by the medical providers due to their weight, including people in
their medical offices. P14 described how it feels at times in the primary care office, “Well
they just look at you like your fat. You are wasting our time sometimes. If you just lose
weight, everything would be fine... it’s the way they act towards you.” P17 shared this
part of his story in this way, “I've been judged by my medical provider. He blames me for
being the cause of it due to the fact that he warns me against my sugar level, but |

disregard him.”
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When | prompted more information about what their providers do specifically to
make them feel judged, P4 shared:
I think the tone in how you’re telling me I’m gaining weight is probably the not
helpful part. I realize I’'m wearing sweatpants because I’ve gained weight. I don’t
need you to tell me... I don’t think that you’re actually walking, because you
gained weight. Or “I don’t think that you’re actually dieting, because you gained
weight. You say something and they just naturally go, “No you are not.” That
skepticism.
Subtheme 9b: Perceived Discrimination
Under the subtheme of perceived discrimination, two participants described
feeling discriminated by their providers due to the color of their skin. P5 stated, “Okay,
my ethnicity is I’m Black and my provider is White. You have to explain more. You have
to get in details maybe he is discriminating you at times maybe, but at first but now it’s
okay.” P12 explained:
Because of my race, in previous years, yes... it was this white doctor, and it was
not me alone. | had some many people come tell me he treated them the same...
He made me feel unmotivated and this is someone that would expect to motivate
you but that is definitely not what he did.
Theme 10: Importance of Having a Good Relationship With Medical Provider
In addition to the importance of providers being respectful, another common

theme revealed in the stories of these participants was the importance of having a good
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relationship with their medical providers. P11 shared how important having a consistent
and good relationship with her medical provider was:
| have a great medical provider. Maybe you do not hear this from a lot of people. |
think | started seeing him in 2002. Um, and | was starting to feel like crap, but I
could not figure out why. And I thought, ‘okay I’m gaining a little bit of weight in
my stomach, but that first doctor was still doing a lot of foot surgeries, and |
thought okay that’s from that... He listens. Um, he sat down with me, and we
figured out a plan...But I’m feeling, right now, and my doctor, he doesn’t care
about the number... But they know | take care of myself... He is very sensitive to
how I feel about that. When you go to someone for 20 years, they kind of know
you inside and out, and that’s a nice feeling. He knows as this is a serious critical
illness, and I think, one of the nurses once said, “He respects that you take really
good care of yourself, and you can tell.” It’s kind of obvious with blood work and
blood pressure. He’s well aware of how I feel with that. I think he said, “It’s out
of your control with food. It’s all chemical and hormonal.” ... | do the best I can.
She also related this theme to two previously discussed themes, co-occurring
physical health problems that impact weight management treatment and the importance
of self-efficacy as she described that her doctor knows she takes care of herself.
Another participant described having a good relationship with his provider. P15
shared this part of this story, while also touching on a previously reviewed theme of the

importance of self-efficacy.
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He understands me. I understand him. I’m the one who makes the decisions. He

gives me options and | make the final decision. | also come to him with things.

You know | always do my research 24-7. Cause when I go see him, it’s only for a

half an hour... The most helpful thing is people being on my side. You know,

being on my side. And if | wanted to try something and, um, they were there with
me. And | think what is very important is that they do their homework as well. So
that has been very helpful.

Some participants experienced inconsistency in medical providers in their
community due to a shortage and having to rely on short-term contract doctors. P3 said:
“l guess they have to change them because there are not a lot of doctors available in my
town. You may go in and see one doctor one time and have another one another time.”
Two other participants described having trouble getting regular appointments during the
pandemic.

However, most participants shared concerns that they did not have a good
relationship with their provider which they felt negatively impacted their weight
treatment. Several revealed that they felt their providers did not understand what their
experiences were. P4 described, “Doctors don’t really understand what I’'m going
through... It feels more stressful to talk about than it does then like get help.” Other
participants added on to this concept of the importance of understanding. P4 related her
provider’s lack of understanding her history of eating disorder in this way:

| guess, but it is kind of hard to say that she understands. Like she cannot relate to

that. And I’m not sure she really understands how she is supposed to treat that.
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But | try to keep a lot of empathy for the situation, because | know it has to be
difficult for her. It’s difficult for me but I am trying not to be mean about it. But |
don’t think that she really understands.
P16 described how witnessing his friend’s weight-related health deterioration has
impacted his perspective about his relationship with his medical provider:
My best friend is 10 years younger than me, and he’s got a million things wrong
with him. He’s diabetic. He’s about to lose his leg. All this stuff. But he didn’t
have a relationship with his doctor. And everything happened quickly for him.
And uh, you know, and now he’s getting recommendations to dieticians, and he
needs to exercise. But now, he’s almost like, ‘You know I don’t even care
anymore.” And that’s rough. And I worry that, you know that my relationship
with my doctor is not strong enough to withstand something like that, with him.
Theme 11: Importance of Relatability of the Provider
In addition to having a good relationship, participants also revealed the
importance of feeling that their providers could relate to them. P14 described:
I don’t think he understands anything about weight loss... I need to find a fat
doctor so they know what to ask, know what I’m going through... Oh they can’t
(relate). I don’t anyone who has not had this problem can’t. They just look at you
like you can just change so much. And I’ve done, trust me. I’ve done that Like I

said, I don’t think anyone asks.
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P10 shared the importance of feeling understood by her provider which she felt
may improve if her provider was the same gender. In her story, she also revealed a
previously discussed subtheme of perceiving weight stigma by her provider:
They don’t know me personally. They don’t know what I’'m going through... |
don’t know if he was still there, but he was a male. I don’t know if there was a
female here, but he was going to look down at me, like “You’re just a fat
woman.” You know what I’m saying. I feel disgusted at my own self. That is a
horrible way to tell someone that you are overweight. That I’'m obese? That is a
horrible word. That’s like telling someone they’re stupid. You can just say, you
are overweight and need to lose a few pounds. It’s dehumanizing me... If you just
give them a label and not ask them why they are gaining this weight, like ‘hey
what is going on that you are getting this chunky.
P8 shared more about how important relatability is to her when being treated for
weight management by a medical provider:
| called and asked her once what she thought about me doing the Keto, and she
said sure go ahead and try that. Well, now I read that that’s really not good for
older women. It doesn’t give you what you need. Now when I go in, she’s lost a
lot of weight. She’s a young lady, maybe late or early 30s. Somewhere in there.
Another participant described a non-conforming story, as she revealed that she
felt her provider could relate to her. P2 explained:
| feel like she understands the position I am in... because she is struggled with

weight loss herself and | believe | look up to her because she has managed to her
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weight. | know she also struggled after giving birth. I think 1 am dealing with
someone who has really lived my life.
Theme 12: Importance of Encouragement
Several participants described the importance of their provider being encouraging
to them during their weight management treatment. P5 commented on this as well as
previously discussed subtheme of awareness of the need for self-directed behavior when
he shared, “He cannot fix these problems for me, but I don’t know. Maybe he could offer
encouragement.” And P2 explained further:
By being there to encourage me and see the progress | have made over the years,
especially if I have been dealing with it for a number of years. Don’t just tell me
what’s wrong, but when someone tells me this, it feels really nice... By telling me
positive things and offering encouragement, not just focusing on what is wrong.
P17 contributed a similar sentiment:
He can support my weight loss treatment by providing encouragement, having or
suggesting a health care therapy that will encourage me to feel better and ensure |
take my medication for improvement. Also, he should research more on how to
make better improvement toward my weight loss problem.
Theme 13: Challenges to Weight Loss
As a narrative inquiry, | ended the interview by asking two broader questions
about overall challenges and if there is anything else the participants would like to share,
as is a common technique in narrative approaches (Clandinin & Connelly, 2000). This

strategy led to a variety of answers to these questions, but two common themes were
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obvious: (a) challenges to weight loss and (b) recommendations for improving weight
loss treatment. Related to the challenges to weight loss, many participants revealed a lack
of ability to control their food choices and intake, similar to another theme, the
importance of self-efficacy. P2 described, “The most challenging thing is being able to
eat the right amount of food when to say no and when to say yes and being able to avoid
certain foods.”

Some participants described not knowing what could help them in succeeding in
their weight management treatment. P3 stated, “I just don’t know how to help myself.
And I don’t think they know either.” Other participants said that they do know what to
do, such as P5 “I know what I’m supposed to do, but it is hard.” P18 shared:

There’s lack of understanding that if I knew how to be skinny, that I wouldn’t do

everything to do that. There’s a lack of understanding that I know how to diet.

Most of my fat friends are diet experts. We know down to the milligram what we

are putting in our mouth, even if it’s a Cheeto. Most of us haven’t seen a Cheeto

or eaten one in 20 years.

Other participants shared their biggest challenge of weight management treatment
was the difficulty with maintaining their weight loss. P14 shared:

I have been obese my whole life. I have been to so many doctors for it. I don’t

know. | have done everything there is to do, short of having my mouth wired shut.

When | was younger, | went to a Weight Watchers for Kids. Then I tried every

diet in the world that | was prescribed, Nutrisystem, Weight Watchers, Jenny

Craig. | have a lap band that is disconnected and not working. Whatever else, the
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Y, exercise programs, umm, keto, low carb, low calorie... umm. I think you name
it I have probably done it... | would lose it and then gain it back. They all were
when | was doing them. Then as soon as | quit and went back to real life, I gained
them back... you do gain it back.... I think most of these people know exactly

what to do or not to do it. It’s just the fact of doing it...It is very hard to stay on a

no carb diet for the rest of your life. It would be very hard to only drink water for

the rest water for the rest of your life. It would be very hard to not have a piece of
cake at a graduation party. Um, so every day is a challenge.

Others had difficulty with maintaining weight loss despite successes, such as
weight loss surgeries. P8 described it this way, including previously discussed subtheme
of eating as a coping mechanism:

I’ve gained weight again. Bounce up and down. And, you know, my blood is a

tiny bit high, and my diabetes is up. | got up to 274 pounds and things were

starting to happen. I went and had a lap band put in. Um, and I lost almost 100

pounds and for 10 years | pretty much kept it off, working out and everything.

Then 1 got the esophageal problem and they removed everything out of the lap

band. | would not let them take it out of my body. It is like a crutch for me. But

over these last two years, | have gained about maybe 35 to 40 pounds. So, things
are starting to act up again. I eat when I’m sad and stressed.

P4 described the challenge of slow progress, “It’s very slow and it’s something

that I don’t really like. Small steps in the right direction. I’m still going in the right
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direction. And | try to be positive about it.” P5 reiterated this, “It’s slow but its progress.”
P1 shared, “It is not drastic, but | can see progress.” P15 shared:
It is going slow, but I have to realize something. I didn’t gain this all overnight.
It’s going pretty well. It’s just at a stand-still right now. When | started revisiting
weight loss surgery, I was 352 pounds. Now I’'m down 315, so it’s slow progress,
but I feel like it’s working.
P16 explained his biggest challenge is a sedentary lifestyle:
My sedentary lifestyle. I will be quite honestly with you... If I do it, it works. If |
do weights, it works. Everything works. The problem is that I live mostly a
sedentary lifestyle... | just live a sedentary lifestyle. | need to get out of my
sedentary lifestyle and start moving. That’s really what I need to do. | need to
move. That’s my personal problem. And I eat too much. I do eat too much, but
there are people right now to me eating just as much as I am.
Theme 14: Recommendations for Improved Weight Loss Treatment by Participants
Many participants responded to the “Is there anything else you would like to
add?” with suggestions for improvement to weight loss treatment. Even though, at no
time did | specifically ask for recommendations, many participants shared insightful
suggestions that they feel would help them. P6 recommended, “I mean even if they can
just send out a newsletter, giving you hints about what to do, or even just to be able to
pick up in the office. But there’s nothing like that.”
P7 shared her suggestions and one that also related to a previously discussed

theme, having a person-centered treatment plan:
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They can generally check on me and gave me a weight loss plan. They can also
set me up with therapy and go to gym and go to exercise classes. They can
probably set up teleconferences with me. They can probably do that. And pretty
much go to dietician seminars... seminars where we can learn what foods or what
can we do to replace our habits. Because a lot of people have different ideas out
there and I like to hear what other people are saying about the topic.

P10 shared a common sentiment from other participants who reported that they
would like to know more about contributing factors, such as comments made in their
introductory email for their reasons for wanting to be part of this study:

Be a little more concerned and caring for my weight loss program. Maybe help

me with my diet. Give me some type of substitutes, on what I should buy and

what | should not, at the store. Give me a paper pamphlet. Here... here’s your to
do list. And maybe have me come in every other month. Because a lot of people
don’t let to go to doctors, because they’re embarrassed... So, they need to give
you a little more information about what the problem is, even information about is
contributing to the weight.

P18 expressed her frustration with the lack of not knowing more about
contributing factors in this way:

So, | read a really helpful book written by a physician in 2012, that said obesity is

not a root cause. It’s a symptom. And obesity is the symptom of something

broken. And I cried. I cried hard. Because | have been told over and over again

that | need to lose weight to be healthy. That I cannot be healthy fat.



152

P8 described several recommendations and revisited the themes of the importance
of communication and referral to mental health provider:

You know | would like it if they even ask you about it. Seeing you more often

would be very helpful to talk to you and see how you are doing. And I think, it

would be very important to send someone to a psychologist along with it. Because
if we could do it on our own, we would. I think you need both of those.

P16 recommended more time with patients and reiterated the themes of the
importance of consistent communication and having a good relationship with their
patients:

Hopefully doctors today can establish more time with their patients... I think

doctors, its different than back in the 80s and maybe even in the early 90s.

Doctors had special relationships with their patients. It’s almost like they were

family. I don’t feel like that with my doctor. So, | think they should do that... |

guess it’s just the lack of explanation or talk. I mean communication would be the
word that | am looking for... Cause I’'m sure if I brought it up, it’d be like, ‘yeah
you need to lose some weight.” I’'m sure I’d hear it, umm, cause we talk about
everything else. So yeah. Maybe it is. That might be it. It’s uncomfortable. And |
don’t want it, that to be what kills me. I don’t. I don’t want it to be what kills me,
but at the same time, it’s the way it’s looking. If I don’t change.

Where thematic analysis considered all transcript data, the narrative approach
allowed me to identify key part of the stories repeatedly told and patterns of new

meanings related to the categories that were embedded in the research questions,
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including physical health, psychological, and socio-environmental elements of their
stories. | combined these commonalities to produce a general story that represented and
was congruent with the lived experiences of these participants. This overall narrative was
repeated across the individual stories. As called for when using the narrative approach, |
attempted to retell the 18 stories told by these participants with ELA exposure in weight
loss treatment as one over-arching narrative that captured the context of their personal
experiences and in the framework of their social setting (Clandinin & Connelly, 2000).
The story of individuals with ELA exposure in weight loss treatment demonstrates the
long lasting physical and mental health challenges that contribute to living with chronic
stress, increased by the lack of social supports, financial/employment insecurity, and
overall stress from living with obesity/overweight. Their story also includes the
recognition that self-efficacy deficits, eating as a coping mechanism, and the perceived
disrespect from their medical providers are common elements of their experiences and
pose challenges to their weight loss treatment.

| reviewed discrepant and non-conforming responses within each section
reviewing themes. Compared to other participants, P7 described more awareness in the
connection between her ELA and chronic health and overweight problems. Additionally,
P11 described a non-conforming experience than other participants, as she explained
more hope with managing her weight and physical health problems with a more positive
mindset. P6 described feeling more motivated since retiring, while the other participants

felt not working negatively impacted their weight treatment. Unlike other participants, P2
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shared that her provider could relate to her weight loss management since she was a
mother and had struggled with losing weight after having her child as well.
Summary

In this chapter, | reviewed the results related to each research question, which
were each informed by the biopsychosocial model (Engel, 1992). The first research
question sought to explore how the participants with ELA exposures described their
stories related to their experiences with weight loss treatment, specifically related to their
physical health. This research question informed the first interview question and brought
forth the more consistent and conforming answers from the participants. The overall first
theme was co-occurring physical health problems that impact weight management
treatment. There were two distinct subthemes that fell under this theme: (1a) physical
health problems negatively impact weight loss and (1b) overwhelmed by managing both
weight and physical health problems.

A second theme under this first research question related to physical health was
the importance of the provider developing a person-centered treatment plan. Three
subthemes under this second theme were: (2a) the importance of provider’s
understanding of how physical health issues impact weight, (2b) the importance of
referrals to other providers, and (2c) the importance of consistent communication with
provider about weight.

The second research question sought to uncover how these participants told their
lived stories about their experiences with weight loss treatment, specifically related to

their mental health. This research question illuminated a number of themes and
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subthemes. The first theme that applied to this research question that related to
psychological health was theme number 3: the importance of recognition of mental health
in weight loss treatment for this population. Due to the complexity of this issue, | divided
this overall theme into five subthemes: (3a) importance of provider’s recognition of and
stress from co-occurring physical and mental health issues, (3b) importance of referral to
mental health counselor, (3c) weight management negatively impacted by mental health,
3(d) awareness of connection between mental health and weight, and (3e) awareness of
ELA impacts.

Participants also described other themes related to how their psychological health
and weight loss treatment relate. | selected theme four, eating as a coping mechanism,
from several codes such as eating to cope with sadness, eating to cope with anxiety,
eating to cope with depression, and eating to cope with stress. | selected theme five,
chronic stress related to weight, from a group of codes and categories that related to
stressors caused and contributing to the participants’ weight. Theme Six grouped concepts
related to the importance of self-efficacy, which included the importance of self-concept
and self-esteem.

| designed the third research question to learn how these participants described
their stories during weight lost treatment, related to any socio-environmental experiences.
The importance of support system in weight loss treatment was theme number seven.
Socioeconomic factors were brought up frequently and grouped into theme eight:
chronic stress related to economic status. Two subthemes fell under this theme: (8a)

chronic stress due to financial limitations and (8b) stress related to joblessness.
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Several themes related to interactions and relationships with their providers.
Theme nine was the importance of provider being respectful, which I divided into two
subthemes: (a) perceived weight stigma and (b) perceived discrimination. Theme ten
related to the importance of having a good relationship with their PCP. Theme eleven
included a group of categories about the importance of relatability of the provider. |
selected theme twelve from a group of codes that related the importance of
encouragement. The final two themes related to broad questions that I asked at the end of
the interviews: (13) challenges to weight loss and (14) participants’ recommendations for
improved weight loss treatment.

In Chapter 5, I will review the study’s purpose and approach. Additionally, each
of these themes will be compared to the literature reviewed in Chapter 2, and the findings
will be interpreted to explore how they support, extend, confirm, or disconfirm the
existing research related to these topics. | will also review the limitations to this study,
recommendations for additional research, and implications for positive social change that

these findings might contribute.
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Chapter 5: Discussion, Conclusions, and Recommendations
Introduction

An important part of narrative inquiry is learning the inner experiences of
individuals through hearing their stories. | selected narrative inquiry to learn the personal
stories of how the ELA-exposed population experienced weight management in their
primary care settings, specifically related to aspects of their biological, psychological,
and socio-environmental functioning. I conducted this study to gain a better of
understanding of this population’s experiences that can improve screening, prevention,
and intervention efforts in treatment.

The key findings consisted of 14 themes: co-occurring physical health problems
that impact weight management treatment, the importance of the provider developing a
person-centered treatment plan, the importance of the recognition of mental health in
weight loss treatment for this population, eating as a coping mechanism, chronic stress
related to weight, the importance of self-efficacy, the importance of the support system in
weight loss treatment, chronic stress related to economic status, the importance of the
provider being respectful, the importance of having a good relationship with the provider,
the importance of relatability of the provider, the importance of encouragement by the
provider, challenges to weight loss, and finally the participants’ recommendations for

improved weight loss treatment.
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Interpretation of Findings

The literature reviewed in Chapter 2 revealed a complex set of interrelated
pathways between ELA exposure and adult psychosocial and physical health problems
(Berens et al., 2017; Campbell et al., 2016; Felliti et al., 1998; Ferraro et al., 2016;
Herzog & Schmahl, 2018; Imperatori et al., 2016; McEwen et al., 2016; Mundi et al.,
2021; Murphy et al., 2020; Wall et al., 2019). I sought to expand on these findings to
learn more in-depth, contextualized experiences of ELA-exposed individuals in treatment
for overweight/obesity. Using the biopsychosocial model provided structure to organize
the participants’ stories as they related to the research questions while also honoring the
complexity of the participant’s experience (Engel, 1992). This theoretical framework
proved to have been an ideal fit for exploring this research topic as the participants
described many co-occurring and interrelated factors in their stories about their weight
loss management.
Research Question 1 - Theme 1: Co-Occurring Physical Health Problems That
Impact Weight Management Treatment

This study’s findings support and confirm many of the previously reviewed
studies and extend the knowledge of the ELA-exposed population’s experiences in
weight management treatment.
Subtheme l1a: Physical Health Problems That Negatively Impact Weight Loss

Beginning with the first theme, co-occurring physical health problems that impact
weight management treatment, most of the participants in this study described co-

occurring physical health problems that negatively impact their weight loss treatment,
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which confirmed existing research results in general populations (Baker et al., 2015;
Walker et al., 2018). Most participants in this study confirmed physical health issues that
included cancer, diabetes, chronic respiratory disease, high blood pressure, obesity, and
several different autoimmune disorders, all of which they described interfered in some
way with their weight management. This finding is consistent with the results of the first
seminal study linking ACEs with increased risk of several leading adult causes of death,
including cancer, diabetes, heart disease, stroke, chronic respiratory disease, alcohol
abuse, and obesity (Felitti et al., 1998).

All the participants who reported chronic physical health problems described in
their stories that these illnesses negatively impacted their weight loss treatment in some
way, which previous research has shown with more general populations (Walker et al.,
2018). Seven of the participants in this study described chronic pain negatively impacting
their weight management treatment, which previous research has shown in more general
populations (Baker et al., 2015). Five participants described believing that their older age
negatively impacted their ability to lose weight. P7, P11, and P18 spoke about
medications that may impact their weight loss treatment, and P7, P15, and P18 described
not being able to exercise due to their physical health problems. Each of these findings
support previous findings that demonstrate how physical health problems can negatively
impact weight loss treatment in more general populations (Baker et al., 2015; Walker et
al., 2018). Previous research has suggested that patients feel that their providers do not
take into consideration how other contributing factors contribute to their weight problems

(Bloom et al., 2018), which participants in this study echoed. P7, P12, and P15 described
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feeling that their obesity was either the cause or contributed significantly to their physical
health problems.
Subtheme 1b: Overwhelmed by Managing Both Weight and Physical Health Problems

The participants consistently described another subtheme in these stories of being
overwhelmed trying to manage both their weight and their physical health problems, such
as diabetes or chronic respiratory problems. Five participants reported that their intensive
medication regimen was overwhelming or stressful. Three participants, P4, P6, and P18,
described a delay in their physical health diagnosis, such as thyroid problems and cancer,
that negatively impacted their weight loss treatment. These findings were not found in
previous research and add to the understanding of what unique challenges this population
may experience in their weight loss treatment.

The previously reviewed literature found elevated risk of obesity increased across
the lifespan in this population (Felitti et al., 1998; Mundi et al., 2021; Rehkopf et al.,
2016), which this study confirmed as several participants described struggling with
obesity since childhood. A French study linked emotional abuse and neglect to
developing adult obesity and binge eating disorder (Quilliot et al., 2019), and in another
study, emotional abuse was shown to increase emotional eating (Michopoulos et al,
2015). Campbell et al. (2016) found history of sexual abuse and verbal abuse were most
correlated with adult obesity. While 1 did not design my study to explore correlation, it
was interesting that the only two examples of childhood abuse participants spontaneously
volunteered were sexual and emotional abuse even though I did not ask any direct

questions about trauma histories. Both participants self-reported meeting criteria for
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obesity; however, neither seemed to connect their abuse to their weight struggles. The
lack of awareness of the connection between sexual abuse and other ELAs and obesity is
particularly concerning when one recent large population study of 10,894 adults in the
United States demonstrated that sexual abuse in childhood were 27% more to experience
obesity and 72% more likely to experience extreme obesity (O’Neill et al., 2018).
Research Question 1 - Theme 2: Importance of Person-Centered Treatment Plan

The stories summarized above related to physical health problems are consistent
with what is known about the long-term, interrelated, and cumulative effects of ELA on
the body (Felliti et al., 1998). Despite most of the participants reporting these potential
adverse health effects, many of them described feeling that they did not have a
personalized treatment plan that incorporated their individual needs. This finding is
consistent with previous research in more general populations that found that patients do
not feel that their providers see them as an individual or whole person, but that they are
more singularly focused on their weight without considering how other issues may be
affecting it (Bloom et al., 2018).
Subtheme 2a: The Importance of Their Provider’s Understanding of How Their
Physical Health Problems Impact Their Weight

Many of the participants’ stories included statements relating to the first subtheme
under this theme of the importance of their provider’s understanding how their physical
health problems impact their weight loss. They described frustration with the
standardized guidance of providers telling them to lose weight or watch what you eat.

They shared how unhelpful this feedback was, especially when they felt other physical or
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mental health issue may be hindering their weight loss treatment. P8 explained that
providers told her to eat more salads and exercise would not work but being given more
personalized guidance and emotional support would be more helpful. Their stories
included as a consistent message that they wanted a plan or detailed instructions, which
aligns with other research findings (Bloom et al., 2018). Like this previous study, this
study’s participants described wanting clear weight loss goals, specific weight loss plans,
detailed exercise plans, and specific diet or meal plans, including what to eat and what
not to eat (Bloom et al., 2018).
Subtheme 2b: The Importance of Their Provider Making Appropriate Referrals to
Other Providers

The second subtheme relating the importance of referrals to other providers,
participants expressed the need for their providers to refer them to weight loss specialists
or other appropriate providers such as dieticians or nutritional counselors. This finding is
consistent with the previous literature in more general populations which demonstrated
that patients do not feel that their primary care providers are adequately trained to support
them in their weight loss treatment (Bloom et al., 2018), as well as the need for
coordination and collaboration with other specialists and adding expertise to the team
(Royall et al., 2017). Several the participants explained they felt they needed a weight
loss team. This finding supports previous research in more general populations that
demonstrated the need for a team-based approach to weight loss including other medical
professionals specializing in what the individual needs (Bloom et al., 2018). One

participant, P6, on her own found a weight loss wellness center for cancer patients at the
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same medical center after being treated for breast cancer. This example speaks to the
importance of providers having awareness of the need for a more person-centered
treatment plan.

Under the subtheme relating the importance of consistent communication with the
provider about weight, several participants described wanting their providers to initiate
the topic of their weight and talk about it more often, which aligns with Bloom et al.
(2018). One participant, P16, shared that his provider does not bring it up and worries
that this may be due to him inadvertently intimidating her. He described wanting the
provider to be more “proactive versus reactive.” This finding supports other findings in
more general populations that providers are apprehensive about bringing up the topic of
weight, because they fear offending their patients (Walker et al., 2018).

Subtheme 2c: The Importance of consistent Communication Between Them and Their
Provider About Their Weight

The importance of talking about weight more often before it gets to the point of
obesity was a common subtheme. P6 shared her frustration with reading advice about
walking a half a mile a day for weight loss in the notes, but the provider never
mentioning weight in the appointment. P15 was one of only two participants who
reported that he had a weight loss team, and he explained how using My Chart to
message his provider about his weight management treatment was helpful. Another
previous finding in more general populations related to the importance of communication
was the importance of hearing similar messages about weight loss from all medical

providers (Baker et al., 2015). No participant in this study stated this directly, but P3,
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P12, P14, and P18 all reported being confused about the different advice their providers

have given them.
Research Question 2 - Theme 3: Importance of Recognition of Mental Health in
Weight Loss Treatment for This Population

Most of the participants described varied experiences with mental health
symptoms, which is consistent with previous ELA literature. The existing research has
demonstrated significant and long-term detrimental effects of ELA on adults, including
alterations in the neurotransmitter metabolism and functioning that regulate mood and
emotional regulation (Berens et al., 2017; Herzog & Schmahl, 2018; McEwen et al.,
2016) and increased risk of psychiatric disorders (Campbell et al., 2016; Imperatori et al.,
2016; Murphy et al., 2020). However, this study contributed improved understanding into
these relationships, as the participants shared their in-depth storied experiences about
how their mental health symptoms impacted their weight loss treatment.
Subtheme 3a: The Importance of Provider’s Recognition of and Stress From Co-
Occurring Physical and Mental Health Issues

An over-arching subtheme that presented itself under this main theme was the
importance of the provider’s recognition and awareness of the co-occurring mental and
physical health conditions that this population experiences. Depressive symptoms were
the most cited mental health symptoms in this study that impacted the participants’
weight loss treatment, including feelings of sadness, low motivation, sleep problems, and
feelings of hopelessness. This finding supports other research that has found predictive

relationships between early life maltreatment and the development of adult depressive



165
symptoms and weight control problems (Hanson et al., 2016; Miller & Lumeng, 2018;

Murphy et al., 2020; Schneiderman et al., 2021; Sokol et al., 2019; Stapp et al., 2020;
Windle et al., 2018). Many of the participants described feelings of hopelessness
associated with their weight loss treatment, which supports previous research that
demonstrated adaptations in neurological functioning of ELA exposed adults that can
lead to lower motivation, dysregulation in responsiveness to rewarding stimuli, and
negative affect such as perceptions and feelings of hopelessness (Hanson et al., 2016).
Most participants referred to increased eating habits when feeling sad, which 1 will
discuss in more detail under the next theme, eating as a coping mechanism.
Subtheme 3b: The Importance of Referral to Mental Health Counselor

Despite these findings, only two participants had been referred to mental health
counseling, the second subtheme. Only one participant had been treated for depression
with an antidepressant. Most of the participants shared that their providers did not ask
direct questions about how their mental well-being was associated with their physical
health and weight problems. P16 answered a question directly about childhood trauma on
his intake form, which he answered openly that he had been sexually abused as a child.
He reported that his provider did not discuss this with him, despite his life-long struggle
with obesity, and the provider made no mental health referral.

Some of the participants felt their physical health problems contributed to their
mental health symptoms. However, most of them were not referred to mental health
counseling, which may explain why no participant cited other commonly linked mental

health disorders with ELA exposure, such as PTSD, ADHD, mood disorders, and
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substance abuse disorders (Murphy et al., 2020). These findings extend the understanding
of how physical and mental health may influence each and negatively impact weight loss
treatment for this population, which has not been clearly demonstrated in any other
known study.
Subtheme 3c: Weight Management Negatively Impacted by Mental Health

A third subtheme under this theme was the awareness that their weight loss
treatment was negatively impacted by their mental health symptoms. Many of the
participants told stories of long-term mental health impacts that they feel impacted their
weight loss treatment and described that their providers seemed unconcerned. P3 and P14
described struggling with any weight loss plan due to inability to remain focused on it.
This finding supports previous research that links executive functioning and symptoms of
ADHD with ELA which contributes to higher BMI over the lifespan (Windle et al.,
2018).
Subtheme 3d: Awareness of Connection between Mental Health and Weight

Several participants described anxiety, which has been shown to be correlated
with ELA exposure in previous literature (Murphy et al., 2020). However, this was the
first known study to explore how anxiety impacts weight loss treatment in ELA-exposed
adults experiencing overweight or obesity in this way. Despite this gap in the
overweight/obesity-ELA research, most of the participants demonstrated awareness that
their anxiety led to challenges in their weight loss treatment, which led to the fourth
subtheme: participants’ awareness of the connection between their mental health

symptoms and weight. Eight participants described eating to soothe their anxiety or
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stress. P5, P7, and P8 described a feedback loop between their anxiety and eating, where
they ate more when anxious, which then led to increased anxiety and stress. P6 and P12
described lower motivation to work on their weight loss when stressed. P9 stated that she
felt treatment for anxiety would benefit her weight loss treatment.
Subtheme 3e: Awareness of Impacts of ELA

The fifth subtheme that emerged in the participants’ stories, was the awareness of
impacts of ELA on their mental health and weight loss treatment. This study was the first
to explore this topic in this way and contributed an improved understanding to what was
already known. Previous research has demonstrated that adults with ELA exposure are
more likely to report negative experiences with their medical provider when discussing
weight loss treatment (Mundi et al., 2021). However, most of these participants described
confusion about how their ELA exposure may continue to affect them. Only two
participants, P1 and P7, were aware that there was a possible connection between their
ELA exposure, their obesity, and their mental health. Most participants considered this
during the interview process, and some commented that they would like to learn more
about the long-term effects of their ELA exposure as it relates to their weight control
problems. P10 and P18 expressed that they would like to know more about contributing
factors to the challenges in weight loss treatment that they have experienced.

The two participants that had been to counseling confirmed that it was helpful for
their mental health, but also confirmed previous research that it was ineffective in helping
them progress in their weight loss treatment (Walker et al., 2018). This finding suggests

that further understanding is needed to determine the type of interventions that may be
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more efficacious therapeutic interventions for treating weight loss in this population. One
study previously demonstrated that providers do not fully understand how mental health
professionals can help weight loss treatment (Hayes et al., 2017).

Research Question 2 - Theme 4: Eating as a Coping Mechanism

Another commonly occurring theme told in their stories, were the participants
descriptions of using food as a coping mechanism. Eight participants described eating to
cope with stress or anxiety. Three reported eating to cope with sadness, and two reported
eating to cope with depression. Two participants described using food to cope with
emotions, and four participants reported eating when not hungry. One participant, P7,
used food to cope with sleep problems, sharing that she ate in the middle of the night to
help her fall back to sleep. These findings were surprising since there were no direct
interview questions about eating behaviors or coping. These findings also are consistent
with previous research outside of this population that demonstrated the correlations
between emotional dysregulation, maladaptive coping strategies, and emotional eating
(Ansari et al., 2018; Hemmingsson, 2018).

Additionally, participants described choosing unhealthy food when stressed, and
most reported feeling chronically stressed for a variety of reasons that | will explain in
the following themes. These findings are consistent with previous research that has
shown that individuals living with stress related to excessive weight may attempt to
reduce this stress by over-eating or choosing unhealthy foods (Tomiyama, 2019).
Another study found adults with ELA exposure consumed fewer fruits and vegetables

(Windle et al., 2018). A busy mother of four, P4 described often reaching for a sugary
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coffee drink after a stressful day of managing her family. P8 confirmed wanting cookies
or chips “to soothe” herself when she has a stressful day at work.

Additionally, emotional dysregulation and overactive stress responsiveness are
two of the more common potential long-term impacts ELA exposure due to alterations in
brain regions these and the reward network that increase risk of emotional eating
(Osadchiy et al., 2019). Neurocognitive deficits have been found in areas of the brain
associated with executive control and self-regulation, including reduced volume in the
prefrontal cortex area involved in controlling food intake (Hawkins et al., 2020; Luo et
al., 2020). Despite the extensive literature linking lower self-regulation and obesity in this
population (Hemmingsson, 2018; Hanson et al., 2016; Mundi et al., 2021; Osadchiy et
al., 2019), many of the participants described their lack of control over their eating habits
with limited understanding of what may be contributing to them. P16 was the only
participant that described suspecting that his stress eating was related to his history of
childhood maltreatment. This theme over-lapped significantly with the next theme,
chronic stress related to weight, as P12 described not having the motivation to work on
his weight when he is already stressed and overwhelmed.

Research Question 2 - Theme 5: Chronic Stress Related to Weight

Each participant described experiencing chronic stress. They reported various
stressors, which is consistent with previous research that demonstrated adults with ELA
exposure had increased risk of multiple and cumulated stressors across the lifespan
(Cuevas et al., 2019). Examples of these stressors included limited social support

resources (Font and Maguire-Jack, 2016; Sokol et al., 2019), adverse life events in
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adulthood (Cuevas et al., 2019), sleep problems (Windle et al., 2018), financial strain

(Cuevas et al., 2019), and overall chronic stress from living with overweight (Tomiyama,
2019). I will review social support and economic stressors in more detail further on in
this chapter as they were additional themes.

However, this study’s findings confirmed these existing findings, as many of the
participants’ described the stress of living with overweight or obesity. P15 explained how
he wished he did not care how people looked at him, but that he did. Other participants
described stress from being able to find clothes or dress the way they want. Existing
research has demonstrated how living with overweight or obesity and weight stigma, can
led to increased chronic psychological stress (Tomiyama, 2019). There is a well-
established link between early life chronic psychological stress and lifelong biological
embedding and allostatic load, which alters the areas of the brain and body involved in
responding to stress (Berens et al., 2017; Miller & Lumeng, 2018). The cumulative effect
of chronically elevated stress hormones in the developing brain and body in childhood
leads to dysregulation in the autonomic nervous system and certain areas of the brain that
result in heightened perceived threat assessment, response, and emotional reactivity
(Berens et al., 2017; Duffy et a., 2018; Miller & Lumeng, 2018). These alterations impact
neuroendocrine functioning dysregulation in neurotransmitter metabolism and
production, including serotonin, dopamine, and glucocorticoid receptors which regulate
stress and mood (Berens et al., 2017). These participants unknowingly are likely being
impacted by neurobiological and behavioral responses to stress that put them at risk to

physical health, mental health, and overweight/obesity problems (Felitti et al., 1998;
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Miller & Lumeng, 2018), while at the same time living with increased risk of stressors
across the lifespan (Cuevas et al., 2019; Tomiyama, 2019).

Many of participants described wanting their providers to understand the chronic
stress that they live with. P15 described how his obesity limits his life adding to his
chronic stress, such as having to plan his trips to the grocery store to make sure they have
an electric chair to be able to shop. Other participants described resistance going to their
providers due to the way they are looked at. This finding is consistent with previous
research, which has shown that patients do not feel that their providers consider the
stressors that impact their weight management (Bloom et al., 2018).

Research Question 2 - Theme 6: Importance of Self-Efficacy

Another consistent theme that most participants in this study described in their
stories was the awareness that they struggled with managing their stress or the obstacles
in their weight loss treatment. P8 stated, “I can’t take stress,” and how this negatively
impacted her self-esteem. P7 reiterated this finding when describing how her weight
caused her stress. However, even with the awareness that she can do other things like
take a walk when she is stressed, she feels she cannot. Many of the participants shared
related stories about their self-esteem and overall self-concept being affected by their lack
of ability to lose weight. This finding is consistent with existing literature on the known
negative effects of living with chronic and cumulative ELA, such as negative affect and
self-perceptions (Hanson et al., 2016; Hymowitz et al., 2017).

Some participants shared that they believed that they needed to be strong

advocates for themselves. P4 described how when she began to advocate for herself, she
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felt more heard and received more helpful advice. P14 described his confidence in his
ability to overcome his insurance not paying for his weight loss medication by contacting
the pharmacist himself to find another way to get it. This finding is consistent with what
patients have described in previous research about the importance of advocating for
themselves for both time with their providers as well as available resources (Bloom et al.,
2018).

These increased feelings of personal control and self-efficacy have previously
been shown to influence weight loss treatment success (Annesi, 2018; Annesi, 2020).
Some research framed this concept as an internal versus an external locus of control,
which demonstrated decreased prognosis for ELA exposed women in weight loss
treatment (Walker et al., 2018). Other research has shown that overall negative self-
perception was a key mediator between childhood emotional abuse and obesity risk
(Hymowitz et al., 2017). These findings confirm the importance of self-concept and self-
efficacy when treating this population.

P11 shared a non-conforming story about her self-efficacy helping her manage
chronic physical health challenges that led to chronic adrenal problems that led to weight
gain. She stated, “I think it’s mind over matter.” She described feeling confident in her
ability to manage her weight and take care of herself despite still not being where she
would like to be in her weight loss treatment. “There are so many bad things that have
happened to me, and | can get upset and cry over it. So, | just try to be positive.” This
finding is consistent with a Turkish study that found that self-efficacy and internal locus

of control increases psychological resilience from childhood trauma (Tulrk-Kurtca &
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Kocatlrk, 2020). This previous study did not relate these factors to weight control issues,
suggesting that the ELA population may experience the same or similar resiliency
potential, which may then inform more trauma-informed healthcare approaches.

Previous research supports this approach, as Annesi (2018) found that overall
self-efficacy and health related behaviors such as nutrition and exercise, can be improved
by teaching goal setting and self-regulation skills. Annesi (2020) found that increased
self-efficacy, self-regulation, and overall mood predicted successful weight loss treatment
for women in the first 6 months. While these studies were not exclusively ELA-related,
they relate to key concepts previously reviewed about the well-researched long-term risk
of negative mood and self-dysregulation in the ELA population (Felitti et al, 1998).
These findings combined with the participants stories related to their chronic stress and
feelings of defeat in coping with this stress demonstrate the importance of incorporating
addressing self-efficacy in weight loss treatment for the ELA population.
Research Question 3 - Theme 7: Importance of Support System in Weight Loss
Treatment

The importance of social supports was another theme that the participants
included in their stories. Many of the participants described wanting to be healthier for
their family and friends, which contributes new understanding to the ELA weight loss
experience. P5 and P16 described feeling guilty that their families were concerned about
their weight. P5 described wanting to be more active with his kids. P6 shared that she
would like to learn healthier behaviors so that she can share them with her family

members.
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P7 explained how her physical health limited her ability to socialize with friends
which left her feeling more depressed. P15 described how his physical health and obesity
limited his ability to go out with friends due to mobility limitations. While previous
research has linked ELA to adult social isolation and deficits in social support resources
(Salas et al., 2019. Sokol et al., 2019), these participants explain how physical health and
obesity itself may be interrelated.

Several of the participants described disrupted social relationships, including with
life partners and their adult children. This finding supports previous research that
demonstrated increased risk of cumulative relationship stressors in across the lifespan in
the ELA population including loss of peer relationships (Cuevas et al., 2019; Sokol et al.,
2019). As P7 described, limited social supports can lead to depressive symptoms, which
is consistent with previous research that has demonstrated female young adults with
histories of childhood maltreatment were at risk of internalized symptoms such as anxiety
and depression and overweight and obesity due to fewer social supports (Schneiderman et
al., 2021). The frequency of divorce and separation was also seen in this study as
previous research has shown the ELA population are more likely to be divorced or
separated (Font and Maguire-Jack, 2016).

Several participants also shared the value of incorporating social supports into
their weight loss treatment. P11 gave examples of successfully combining social time
with friends with a walk around the track or taking a class after work. This finding
confirms previous research that interviewed physicians from various roles who reported

recognizing the importance of incorporating a patient’s support system into their weight
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loss treatment (Baker et al., 2015; Royall et al., 2017; Walker et al., 2018). Quality of

peer friendship was found to be protective of developing higher BMI in all age groups
(Sokol et al., 2019). The results of this study suggest that exposure to early life
maltreatment may limit the social support resources that are otherwise potentially
protective of the development of overweight across the life span.

Research Question 3 - Theme 8: Chronic Stress Related to Economic Status
Subtheme 8a: Chronic Stress due to Financial Limitations

Many participants described chronic stress related to two subthemes: financial
limitations and stress related to joblessness. Under the first subtheme, most participants
described financial stress, which is consistent with previous research that has shown this
population is at increased risk of financial stressors (Cuevas et al., 2019). Several
participants described not having enough money to buy healthier foods which is
consistent with previous research findings (Walker et al., 2018). P16 shared how
challenging it is to eat healthier when he is low on money, but usually must eat fast food
during these times.

Recent rising inflation rates may have impacted the results of this study, as
several participants described stress related to recent, significant rent, food, or medication
price increases. P7 described just finding out that her rent will go up $150, and P11 plans
to come out of retirement and return to work. These experiences added additional stress
to these participants, which they described will impact their ability to invest money in
healthier eating, copays, or medications/supplements for their weight loss treatment. This

is a new finding that may be related to current economic experiences post-pandemic.
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Several participants described having to balance eating healthier with other costs
related to their weight management or treatment, such as copays and supplements. P7,
P8, and P18 shared examples of their medical providers recommending weight loss
treatment options that were cost prohibitive for them, such as expensive weight loss
programs or meal delivery services. P18 gave the example of her provider recommending
a weight loss drug that cost $790 for 30 pills, which she was not able to continue
purchase. These findings contribute new more in-depth understanding to the literature of
what was already known about the risk of socioeconomic disadvantage in this population
(Ferraro et al., 2016; Font and Maguire-Jack, 2016).

Several participants described confusion about what their insurance covered and if
their insurance would pay for any referrals such as dieticians or counselors. This finding
is consistent with previous research, which found both patients and providers had
questions about if insurance would pay for referrals to nutritional counseling or dieticians
(Baker et al., 2015). Also related to insurance, several participants described challenges
maintaining their insurance plans consistently due to divorce or joblessness, which leads
into the next subtheme.

Subtheme 8b: Stress Related to Joblessness

Many of the participants described difficulty securing or maintaining full-time
employment. P7 reported a friend had told her that her weight caused her to lose a full-
time job with insurance benefits, resulting having to live in an unsafe neighborhood

where she is limited in her ability to exercise due to safety. This finding is consistent with
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previous research about how high crime neighborhoods can impact individuals’ ability to
exercise (Walker et al., 2018).

P13 described losing her job during the pandemic, resulting in chronic financial
stress and mental health concerns such as anxiety. P7 described living in an area of an
inner city that does not have a lot of jobs. These findings are consistent with previous
research that has found that the ELA population is more prone to obesity due to lower-
income and less education achievement (Font & Maguire-Jack, 2016).

Research Question 3 - Theme 9: Importance of Provider Being Respectful

That majority of participants described in separate ways the importance of their
provider being respectful. | selected two common subthemes from these stories:
perceived weight stigma and perceived discrimination.

Subtheme 9a: Perceived Weight Stigma

P17 described feeling “blamed” by his medical provider for not being able to
reduce his weight. Other participants described feeling judged by the way their providers
or people in their office “look™ at them. P14 described feeling like the healthcare staff
would look at her like she is wasting their time. P4 and P18 described believing that the
provider did not believe that they were taking active steps to be more physically active
and lose weight. They both later described having undiagnosed physical health problems
at the time that they feel contributed to the weight gain they experienced. These findings
are consistent with previous research that has shown that healthcare providers experience
both implicit and explicit weight bias towards obese patients (Lawrence et al., 2021). And

other research findings have confirmed that even pregnant or postpartum patients
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reported feeling shamed, guilted, or judged by their providers for their weight (Incollingo
Rodriguez et al., 2020).
Subtheme 9b: Perceived Discrimination

In addition to perceived weight stigma, two participant described feeling
discriminated against due to their race. P5 and P12 described feeling that they were
treated differently because of they are African American, and their providers are
Caucasian. This finding is consistent with previous research that has shown people of
color report increased perceived discrimination by their providers. This finding is similar
to another finding that related to AI/AN patients, which showed that as perceived weight
stigma by the provider increased, patient motivation and action decreased (Gonzales et
al., 2017). These findings confirm the importance of the patient-provider relationship
being respectful for optimal weight loss treatment.

These findings also confirm another previous finding that both ELA exposed
women and men are more likely to perceive weight discrimination (Udo & Grilo, 2016)
and to feel judged or report negative perceptions of provider interactions (Mundi et al.,
2021). Other findings highlight the importance of conceptualizing this issue as
interrelated to previously reviewed influential factors, such as the ELA associated risk of
internalization of perceived weight stigma that have been shown to increase feelings of
blame, shame, and vulnerability (Salas et al., 2019). Additionally, internalized perceived
weight stigma reduces motivation and comfort with providers, which contributes to

challenges weight loss progress (Salas et al., 2019).
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Research Question 3 - Theme 10: Importance of Having a Good Relationship with
Medical Provider

Consistent with the literature reviewed, this study’s findings support the
importance of positive relationships between individuals and their providers in weight
loss treatment (Baker et al., 2015; Bloom et al., 2018; Walker et al., 2018). Some
participants described good and helpful relationships with their providers, while most
others did not. These findings support one previous research study that demonstrated the
disparity between how providers perceive their patients’ role in their weight management
(Walker et al., 2018). Walker et al. highlighted how some providers hold their patients
solely responsible for making changes, while other providers try to help patients develop
personalized solutions, such as playing in the park with their grandchildren.

Several participants described not feeling it is possible to have good relationships
with their providers due to limited time. P16 stated that he noticed a change in his
provider relationships when larger companies purchased their medical offices. The lack
of time was cited as a common obstacle in weight loss treatment both by participants in
this study, as well as previous research findings (Baker et al., 2015; Bloom et al., 2018).
Both patients and medical providers have previously reported frustration with the lack of
time to plan weight loss treatment (Baker et al., 2015; Bloom et al., 2018).

Some participants described a lack of consistency with their providers due to
shortages of healthcare providers in their communities or only have short-term “contract
doctors.” P4 described the difficulty being limited to only seeing military doctors, which

she felt negatively impacted their understanding of treating her unique positive of being
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overweight but also recovering from a restrictive eating disorder. She described her
provider repeatedly weighing her and advising her to count calories, despite the
participant telling this provider repeatedly these are triggers for her eating disorder. This
finding confirms existing literature for more general populations that has shown that
patients do not trust their providers can treat their weight loss or understand how other
factors contribute to their weight status (Bloom et al., 2018).

These findings demonstrate the importance of increased provider awareness about
how their ELA exposed patients experiencing obesity/overweight may more likely feel
judged, have negative perceptions about the patient-provider relationship, and have lower
overall self-esteem (Mundi et al., 2021). This problem is a complex and interrelated set of
factors that influences the stability of the patient-provider relationship. However, it is
clear from these findings and from the literature that the establishment of a secure
relationship is key in weight loss success for this population.

Research Question 3 - Theme 11: Importance of Relatability of the Provider

Related to the previous theme, many of the participants described in numerous
ways the importance of feeling that their provider could relate to them. This may be due
to what previous research has shown as an increased risk of internalization of weight bias
which can lead to feelings of stress, blame, vulnerability, and shame (Salas et al., 2019).
P14 described wanting “a fat doctor, so they know what to ask ... know what I am going
through.” As participants described various ways in which they wished their provider
related to them more, it became clear to me as a clinician that these participants were

describing this theme in a way that seemed to be a combination of many of the other
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themes: the importance of social supports, the importance of the provider understanding
their limited financial resources, the acknowledgement of their higher or lower self-
efficacy, the importance of a person-centered treatment plan, the importance of feeling
respected, and the provider understanding how their physical and mental health impacted
their weight loss treatment.

Previous research has shown that providers feel unprepared to treat weight loss
even in non-ELA exposed populations, including what approaches to take and what their
specific roles should be versus other providers such as nutritionists and psychologists
(Hayes et al., 2017). It could be even more complicated treating overweight and obesity
in the ELA-population with their unique experiences. Although no providers were
interviewed in this study, many of the participants seemed to support this finding as they
described not believing their providers knew how to help them with their weight lost
goals.

Research Question 3 - Theme 12: Importance of Encouragement

Several of the participants described wanting more encouragement, which is
consistent with other findings that demonstrated how patients desired more positive
feedback from their providers about their weight lost treatment (Bloom et al., 2018). P5
acknowledged that his doctor “cannot fix these problems for me, but I don’t know.
Maybe he could provide me encouragement.” P2 described how not just hearing negative
things from her doctor would be encouraging. P17 incorporated several other themes
previously reviewed when he described wanting his provider to offer encouragement as

well as research how he can improve his weight loss plan.
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These findings also contribute further understanding about what at least these
participants feel they may need more of in weight loss treatment with their PCP. The
concept of encouragement may also relate to previous findings that individuals with ELA
exposure experiencing obesity or overweight internalize weight bias which can lead to
feelings of vulnerability, blame, and shame (Salas et al., 2019). Incorporating more
provider encouragement into weight loss treatment could be a key aspect of creating
more trauma-informed interventions.

Research Question 3 - Theme 13: Challenges to Weight Loss

In this study, most participants described their biggest challenges were related to
not being able to engage in more health-related behaviors, such as controlling their food
intake or engaging in physical activity. However, as previously described, there were
many physical health, mental health, and socioeconomic obstacles. Most of the
participants did not seem to feel that they could overcome these challenges, which adds
further understanding to what is already known about the importance of self-efficacy in
weight loss treatment. P2 described not being able to control the quantity and quality of
foods. These findings illuminate how self-regulation and self-efficacy intersect. Previous
studies have shown that health behaviors such as exercise and eating are positively
related to self-regulation and self-efficacy (Annesi, 2020), and lower self-regulation and
emotional dysregulation are correlated with an increase in emotional eating (Ansari et al.,
2018).

Self-efficacy related to another common challenge reported which was the

difficulty with maintaining any progress they have made. P14 described “I have done
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everything there is to do, short of having my mouth wired shut.... It is very hard to stay
on a no carb diet for the rest of your life.” P8 described losing 100 pounds and keeping
this off for 10 years, until he experienced a physical health complication and gained more
than a third of it back. These findings contribute a unique understanding of how physical
and mental health challenges may influence self-efficacy and therefore impact weight
loss treatment success overall.

One participant, P16, described his sedentary lifestyle being his biggest challenge
to weight loss, but no other participant described this as an obstacle. Other participants,
P4, P5, and P5, explained how slow the progress is as the main challenge they face in
their weight loss treatment. This finding suggests that maintain motivation may be a key
factor in treating this population, as previous research has shown that motivation is an
important component of weight loss treatment (Bloom et al., 2018).

One finding that was not previously found in the literature is the different levels
of awareness about what to do to improve their weight loss treatment success that these
participants described. Some participants shared that they knew what they needed to do
but struggled to execute these things due to the barriers previously mentioned, such as
physical health problems. P5 explained, “I know what 1I’m supposed to do, but it is hard.”
P18 stated, “There’s a lack of understanding that I know how to diet. Most of my fat
friends are diet experts.”

Others described not knowing what they could do to improve their weight loss
treatment prognosis. P3 reported, “I just don’t know how to help myself. And I don’t

think they know either.” These findings were not found in previous research on this topic



184

and add to the understanding of the complexity of treating weight loss in this population
and the need to incorporate patient education into the treatment plan.
Research Question 3 - Theme 14: Recommendations for Improved Weight Loss
Treatment by Participants

As mentioned above, | used a narrative inquiry technique to finish the interviews
with a broad question about anything else the participants might want to add. Many of the
participants answered this question with recommendations for improve weight loss
treatment for this population. These suggestions included P6 suggesting that primary care
offices send out an educational newsletter with helpful suggestions to try, and P8 shared
how important it was for him to have his provider ask him more regularly about his
weight loss. P7 also shared that more regular check-ins with her provider and having a
weight loss plan specific for her would be helpful. She suggested teleconferences in
between appointments or attending dietician seminars to learn from others. These
findings reinforce the previously reviewed themes and subthemes of the importance of
social supports, person-centered treatment plan, and communication. These findings are
also consistent with previous research that has demonstrated both providers and patients
want more standardized and effective interventions for weight loss treatment in primary
care settings, including providers having more resources to provide patients (Baker et al.,
2015; Bloom et al., 2018; Hayes et al., 2017; Walker et al., 2018).

Several other participants described wanting to know more about the contributing
factors to weight gain. P10 and P18 described needing more information about what is

causing their weight gain, as P18 shared how impactful it was for her to read a book that
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described “obesity is the symptom of something broken.” This finding contributes new
understanding to the literature and suggests the importance of providers addressing and
validating contributing factors such as physical or mental health problems or chronic
stress from socioeconomic factors that may be impacted weight loss treatment outcomes.

Many of the participants also described the importance of exploring mental health
effects from their ELA exposure as potential contributing factors towards their weight
control challenges. Although none of the participants reported knowing the well-
researched link between ELA and obesity across the lifespan (Felitti et al., 1998; Mundi
et al., 2021), they described suspecting this as a contributing factor both in several of
their introductory emails for the study and during the interviews. As mentioned earlier,
many of the participants described in their emails requesting to be included in the study
an interest due to a curiosity or suspicion that their challenges with their weight loss
treatment were someone connected to their physical health or ELAs. This finding is
consistent with previous studies that have shown adverse childhood experiences are not
screened for by most medical professionals despite knowing the associated long-term
obesity risk for more than 20 years (Felitti, 2017).

Limitations of the Study

Two main limitations were present in this study. First, the data collection
procedures were mainly self-report, which poses the risk that not all participants were
forthcoming and fully honest in their responses (O’Grady, 2016; Rubin & Rubin, 2012;

Shenton, 2004). | used interview prompts and follow-up questions to elicit additional
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information or clarification when needed, and I provided the interview questions to the
participants in the consent form.

Secondly, there was a risk of unintentional researcher bias. My role as a licensed
professional counselor specializing in trauma potentially created subjective interpretation
and internal bias throughout the data collection, analysis, and reporting processes. | used
empathic neutrality to maintain research versus clinical boundaries (Patton, 2015).
Additionally, the influence of the researcher is expected and built into the narrative
inquiry approach, and | used reflective journaling notes to provide transparency and
reduce the risk that this influence unintentionally altered meaning of data (Clandinin &
Connelly, 2000).

Recommendations

The cumulative long-term impacts of living with chronic psychological stress
exposure in childhood have been reviewed here, and the participants in this study
confirmed many of them. Despite this knowledge, several gaps in the research became
clear while reporting these results. First, additional research is needed to develop more
comprehensive screening of ELA exposed adults in treatment for weight loss, including
possible physical and mental health problems and chronic stressors related to commonly
occurring adverse life events such as unemployment, financial stressors, and lack of
social supports. Increased understanding is needed about the mechanisms that may link
ELA with weight loss challenges, particularly the negative impacts of chronic physical
health, chronic pain, and limited ability to be physically active due to physical health

problems.
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The original ACE study was completed with a predominately higher income and
education population (Felitti, 2017). Further awareness of the impact of social
determinants of health on weight problems in this population are necessary, including
financial limitations and how these may impact weight loss treatment. Additional
understanding may be needed to understand how current post-pandemic economic
influences are impacting weight loss treatment for this population.

Additionally, more research is necessary to develop appropriate protocols for
screening for ELA exposure and potential need for referral for mental health counseling.
Considering the extensive literature related to this population’s increased risk of
developing psychiatric disorders (Campbell et al., 2016; Imperatori et al., 2016; Murphy
et al., 2020), the next obvious research area is the how to bridge the gap between the
disciplines of physical and mental health and raise awareness of common ELA exposure
long-term effects, particularly as they relate to weight loss interventions.

In the field of mental health, additional research is needed to create evidence-
based therapeutic interventions for this population. Further understanding is needed to
determine the type of interventions that may be more efficacious for weight loss for this
population. For example, previous research has explored the use of a narrative repair
model for treating obesity in a more general population (Salas et al., 2019). Exploring the
use of narrative therapeutic approaches combined with trauma-informed approaches that
promote self-efficacy may be a promising approach to develop more self-compassionate
and self-efficacious coping and to reduce internalized weight stigma and shame.

Additional understanding is needed to explore how some individuals in this population
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are able to develop a strong sense of self-efficacy as an adult even without counseling,
while others cannot.
Implications

This study explored a well-researched topic but with the intent to broaden the
scope of what has been studied in the past. First, | choose the term ELA as a broad
definition of childhood maltreatment and other chronic psychological stress that may
impact adult weight loss treatment. Secondly, | choose this study’s framework to gain a
comprehensive understanding of the research problem, which is consistent with the
medical community’s transition away from the biomedical model, towards a
biopsychosocial approach to treating the whole individual (Felitti, 2017). The ACE Study
originally established the link between ELA and long-term obesity and other health
outcomes in 1998; however, the medical community in general has not been able to
incorporate these findings in any significant way (Felitti, 2017).

The results of this study crossed multiple disciplines to confirm many of the
biological, psychological, and socio-environmental associations and pathways involved
in the etiology of obesity and overweight in this population. For this reason, the
biopsychosocial model was a natural framework choice for this study and informed each
the three research questions. The results of this study build on the wide breadth of
existing literature related to the impacts of ACEs and ELAs across the life span and offer
more comprehensive and contextualized understanding of how individuals experience

weight loss in the current medical system.
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Many of the well-researched known effects of cumulative and chronic childhood
psychological stress were confirmed with this study’s results. These participants’ stories
extended this knowledge in richly detailed ways that can bring about positive social
change at the individual or larger societal level in the areas of public policy, healthcare
organizations, and physical and mental health screenings and interventions. Key findings
included the need for increased awareness of the interrelated physical and mental health
challenges this population faces during weight loss treatment. With this improved
understanding of how these challenges impact patients in this population, providers may
be more likely to ask specific questions about their challenges, which would promote
more meaningful communication between patient and provider. These findings
demonstrate the need for a more holistic approach to treating weight loss in this
population and could lead to lasting social change by motivating insurance companies to
offer additional benefits, such as more frequent visits.

Another key finding that could lead to social change is the need for individualized
treatment planning due to the increased prevalence of physical and mental health
conditions across the life span that this population faces. These participants almost
universally reported the need for their providers to incorporate other specialists into their
weight loss treatment and posited that the development of person-centered plans would
include these specialists as part of their weight loss team. This is consistent with other
research that has demonstrated the need for including other healthcare professionals who

specialize in an area that the individual needs (Bloom et al., 2018).



190

Sharing this knowledge with providers benefits them as well. Previous research
has shown the hesitancy of providers of bringing up weight due to fear of offending
patients (Walker et al., 2018). The participants in this study described wanting providers
to address their weight concerns, before reaching obesity levels. They explained that they
should not have to read their diagnosis of obesity or recommendations for losing weight
in the notes, but that they need to trust that their providers care enough to have these
difficult conversations. These findings could contribute towards social change by
informing providers that patients in this population want to have these conversations and
want to improve their health. This information could be reassuring and motivating for
providers to engage patients in productive conversations that could reduce perceived
stigma and discrimination.

Most of these participants described living with chronic stress, which was related
to physical or mental health problems, financial stress, joblessness, or poor social
supports. These findings could bring about positive social change by adding to the
awareness of the importance of considering social determinants of health when treating
this population. Providers recommending high-cost weight loss options to patients
already experiencing financial stress could demotivate them even more. Public policy
may consider implementing food programs that work to overcome the commonly
reported challenges that healthy foods and gym memberships can be cost-prohibitive to
many.

Additionally, asking a patient about possible ELA, such as parental abuse and

childhood sexual abuse is difficult for providers to do (Felitti, 2017). Mundi et al. (2021)
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described the importance of bringing up the topic of childhood trauma in a
nonjudgmental manner (Mundi et al., 2021). The participants in this study reported
wanting to know more about the link between ELA and their challenges with their
weight, including citing this as the reason they wanted to participate in this study. With
this study’s findings and the previously reviewed literature, trauma-informed screening
and interventions could be developed for providers in multiple disciplines who may
interact with this population. The findings related to the importance of self-efficacy could
inform approaches, which could include planning for shared challenges, as described in
these stories. Considering the high prevalence of ELA exposure and overweight/obesity,
implementing these improvements would bring wide-reaching positive social change in
the disciplines of physical and psychological health.
Conclusion

Over the past two decades, extensive literature has demonstrated ELA exposure
increases individuals risk of obesity, depression, and various other physical and mental
health problems across the life span. Despite the persistent and cumulative adverse
effects of ELA, most of the participants in this study had never been screened for
exposure to ELA and had never been referred to a mental health counselor. Many were
unaware of this connection, and some reported that they had always suspected there was
a link. These findings demonstrate that need for more ELA screening and trauma-
informed interventions in primary care settings. With these changes, early screening and
appropriate referrals for mental health counseling could change the trajectory of health

for so many adult survivors of ELA.
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Appendix A: Interview Guide

1. Let’s begin with what you can tell me about any physical health issues that may
impact your weight loss treatment?
a. How do you feel your medical provider understands how your physical
health may affect your weight loss treatment?
b. How can your provider better support your weight loss treatment related to
your physical health challenges?

2. Can tell me if you have ever had mental health issues that you feel may impact
your weight loss treatment?

a. How do you feel your medical provider understands how your mental
health may impact your weight loss treatment?

b. How can your provider better support your weight loss treatment related to
your mental health?

c. Can you tell me if your weight has ever caused you stress?

i. If so, in what ways?

3. Can you tell me about any other issues that may impact your weight loss
treatment?
a. Tell me about your relationship with your medical provider.
b. Can you tell me if you have ever experienced challenges related to your
weight loss treatment due to your gender?
c. Can you tell me if you have ever experienced challenges related to your
weight loss treatment due to your race or ethnicity?
d. Can you tell me if you have ever experienced challenges related to your
weight loss treatment due to your education level?
e. Can you tell me if you have ever experienced challenges related to your
weight loss treatment due to your financial status?
f. Can you describe how well do you feel your medical provider understands
weight loss challenges?
Can you describe if and how you feel heard?
Can you explain if you have ever felt judged by your provider or anyone
else within their medical office?
i. How can your provider better support your weight loss goals overall?
j. Is there anything else you would like to tell me about your interactions
with your healthcare providers?
k. Do you feel like any healthcare providers contributed to this progress? If
so, in what ways?

s

4. How do you feel about your weight loss progress overall?
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a. Can you give me a specific example of what was helpful?
b. Can you give me a specific example of what was unhelpful?

5. What is the most challenging part of managing your weight loss progress?
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Appendix B: Recruitment Flyer

Seeking volunteers to take part in a study exploring the
experiences of adults with histories of childhood hardship and

treatment for overweight or obesity

If you are 25 or older and are being treated for weight loss by your primary care
physician, you may be eligible to participate.

Your participation in this study will help medical providers treat and understand the
specific challenges adults with histories of childhood hardships experience in weight
loss treatment. This information may help reduce weight stigma in the healthcare
profession and inform improved and more trauma-informed weight loss interventions.

If uncomfortable at any point during your participation in the study, you may choose to
no longer participate and resources will be available if you feel you need support.
A small gift card will be offered as appreciation for your participation

Contact: Megan Propps at xxx for more information.
Location: Appointments will be made at your convenience for virtual, phone, or
electronic interviews.

If you are unsure about eligibility, please feel free to email Megan Propps at xxx for
clarification.

The study is being conducted for the completion of a dissertation under Walden University.

Eligibility: You are eligible if you are 25 years or older, have seen a medical
provider before for treatment of overweight or obesity, and have a history of early
life adversity, including any chronically stressful experience such as any form of
abuse, neglect, food or housing insecurity, or any family member with substance
abuse, mental health issues, or incarceration.
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