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ABSTRACT

Person-centred care (PCC) has been touted as a
promising paradigm for improving patients’ experiences
and outcomes, and the overall therapeutic environment
for a range of health conditions, including obesity.

While this approach represents an important shift away
from a paternalistic and disease-focused paradigm, we
argue that PCC must be explicitly informed by a social
justice lens to achieve optimal conditions for health and
well-being. We suggest that existing studies on PCC for
obesity only go so far in achieving social justice goals as
they operate within a biomedical model that by default
pathologises excess weight and predetermines patients’
goals as weight loss and/or management, regardless

of patients’ embodied experiences and desires. There
remains a dearth of empirical research on what social
justice-informed PCC looks like in practice with larger
patients. This interview study fills a research gap by
exploring the perspectives of 1) health practitioners
(n=22) who take a critical, social justice-informed
approach to weight and 2) larger patients (n=20)
served by such practitioners. The research question that
informed this paper was: What are the characteristics

of social justice-informed PCC that play out in clinical
interactions between healthcare practitioners and larger-
bodied patients? We identified five themes, namely: 1)
Integrating evidence-based practice with compassionate,
narrative-based care; 2) Adopting a curious attitude
about the patient's world; 3) Centring patients’ own
wisdom and expertise about their conditions; 4) Working
within the constraints of the system to advocate for
patients to receive equitable care; 5) Collaborating across
professions and with community services to address

the multifaceted nature of patient health. The findings
illustrate that despite participants’ diverse perspectives
around weight and health, they shared a commitment
to PCC by upholding patient self-determination and
addressing weight stigma alongside other systemic
factors that affect patient health outcomes.

INTRODUCTION

Person-centred care (PCC) has been touted as a
promising paradigm for improving patients’ expe-
riences and outcomes, and the overall therapeutic
environment (Kalra et al. 2020; Wakefield and Feo
2017). PCC focuses on the whole person rather than
just their medical conditions, and its related prin-
ciple, person-directed care, positions the individual
to lead care-based decisions (Lines, Lepore, and
Wiener 2015). Within this framework, clinicians
move beyond the traditional biomedical approach,
attending not only to a person’s medical diag-
noses and physical measurements, but their social,
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psychological and emotional needs, as well as their
strengths, weaknesses and values (Lines, Lepore,
and Wiener 2015). This approach represents an
important shift away from a paternalistic, disease-
focused and traditional top-down paradigm in
which power and authority are placed largely in the
hands of health professionals (Franklin et al. 2021).
However, PCC runs the risk of reinforcing neolib-
eral individualistic approaches to care in which the
management of health conditions is shifted away
from social responsibility towards the individual
patient, amplifying moralistic judgement of patients
who do not adhere to health directives (Lewis et al.
2022). As a counter to the increasing individuali-
sation of healthcare, we suggest that PCC must be
explicitly ‘reconfigured within a social justice [...]
framework’ (Pulvirenti, McMillan, and Lawn 2014,
303) to achieve optimal conditions for health and
well-being. We define the concept of social justice
as the distribution of goods, services, opportunities
and rights within a societal context that allows all
individuals to maximise their capacities (Russell-
Mayhew 2006). This framework allows individuals
to have self-determination over their own bodies
and lives, while understanding self-determination
as a fundamentally social process that is engendered
by supportive relationships and environments
(Raines 1989). We distinguish the concept of self-
determination from the discourse of individualism,
in that the former enables the person to narrate
their strengths and their understandings of health,
whereas the latter compels the individual to strive
towards a narrowly defined ideal of health. The
transformative social justice potential of PCC lies
in shifting the practitioner-patient power dynamic,
as well as in addressing the intersecting social deter-
minants of health, such as income, social support,
education and discrimination. Such an approach
is particularly important for centring the voices
of historically marginalised groups who face chal-
lenges in accessing care and getting health needs
met (Drury and Louis 2002; Wilson and Neville
2008).

PCC has been applied as a framework to study
a range of medicalised conditions, including
diabetes (Bostrom et al. 2014), dementia (Kim and
Park 2017), cancer (Pel, Engelberts, and Schermer
2022) and obesity (Kalra et al. 2020). While under-
standing patients’ values and preferences has been
embraced in theory, it is often less clear what should
be done in practice when patients’ values, knowl-
edge and preferences diverge from practitioners’
(Carey 2016; Franklin et al. 2021). Research
suggests that even practitioners who claimed to
be person-centred reported taking on the role
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of ‘expert’ and ‘privileging their professional knowledge over
patient knowledge’ (Franklin ez al. 2021, 345). Carey (2016),
in his critique of the current model of PCC for mental health,
notes that improving patient compliance—often cited as a key
benefit of PCC—appears to be fundamentally incongruent with
the core tenet of patient self-determination. This notion of
compliance, also referred to as adherence, has been discussed
in relation to obesity to describe patients’ ability to maintain
health behaviours such as exercise and weight loss (Shay 2008).
While PCC is presented as the solution to countering pervasive
weight stigma and discrimination in healthcare (see Cardel et al.
2022), the goals of weight management and loss may still be
promoted. This model of care places the power of diagnosis in
the hands of so-called obesity experts and obscures the voices of
larger patients who do not desire medical intervention on their
weight. We contend that a social justice informed approach to
PCC in the context of working with larger individuals must seek
to facilitate a safe environment where individuals can leverage
their strengths to direct their own healing journeys—which may
or may not include weight management.

In the following sections, we begin by outlining the value of
integrating PCC with social justice. We then demonstrate how
the existing studies on PCC for obesity seek to combat weight
stigma in healthcare settings, but only go so far in achieving
social justice goals as they operate within a biomedical model
that pathologises excess weight and predetermines patients’
goals. There remains a dearth of empirical research on what
social justice-informed PCC looks like in practice with larger
patients. This study fills a research gap by exploring the perspec-
tives, experiences and relational dynamics of (1) Health prac-
titioners who take a critical, social justice-informed approach
to weight and (2) Patients served by such practitioners. The
research questions that informed this paper were: What are the
characteristics of social justice-informed PCC that play out in
clinical interactions between healthcare practitioners and larger-
bodied patients? How does this approach to care impact larger
patients’ experiences?

INTEGRATING PCC AND SOCIAL JUSTICE

The integration of PCC and social justice presents a potentially
powerful framework for addressing a range of health issues.
This framework understands individual health behaviours as
circumscribed by the broader context (Pulvirenti, McMillan,
and Lawn 2014) and recognises that individuals have situated
agency to direct changes in their life conditions (Gkiouleka
et al. 2018). The concept of situated agency emphasises
interconnectedness, departing from individualistic accounts
of the self as divorced from its economic, political, social,
cultural, and environmental contexts (Bevir 2017). Research
on patient-practitioner interactions in relation to chronic
disease management illustrates the pernicious effects of
the discourse of individualism: patients who were unable
to successfully self-manage were deemed as moral failures,
thereby undermining the therapeutic relationship (Lewis
et al. 2022). Mol (2008) proposes a relational logic of care
as a contrast to the pervasive logic of choice: Good care goes
beyond patients’ individual choices, and requires clinicians’
collective efforts to interweave technical expertise, critical
consciousness, and compassion to create safe environments
for patients. Within such environments, patients can leverage
their strengths to direct their own healing journeys, which
for larger patients may or may not include weight manage-
ment. Ultimately, patients’ capacities for self-determination

can only be optimised if ‘society at large, healthcare policy,
healthcare infrastructures and health care professionals alike
[...] both reflect and promote this orientation’ (McWilliam
2009, 284).

PCC challenges the traditional model of clinician-patient
communication, premised on the assumption that patients
and clinicians necessarily have the same beliefs and values
towards medical information, and that such information will
be regarded by patients as a resource to acquire (Kennedy
et al. 2017). Frank (2002) argues that this misguided assump-
tion is what underpins ‘the conflict between the story [that
the patient] is caught up in and the story that medicine tries
to impose on [them]’ (19). PCC seeks to resolve this conflict
by cultivating practitioners’ narrative competence, defined
as the ability to elicit, acknowledge, comprehend, and act
on patients’ stories (Charon 2001). It allows practitioners
to attend to how beliefs and values arising from social and
behavioural factors shape the clinician-patient interaction
(Ha and Longnecker 2010). Some patient beliefs and values
include a preference for alternative therapies and a distrust of
the healthcare system and prescribed therapies (Ha and Long-
necker 2010). To demonstrate narrative competence, clini-
cians can ask questions beyond patients’ presenting health
conditions to uncover other underlying issues in their social
contexts (Kalitzkus and Matthiessen 2009). More unstruc-
tured and unpredictable than traditional medical history
taking, this approach asks open-ended questions like ‘would
you like to tell me why you came here?’, ‘what would you like
to return to?” and ‘what are your goals?’ (Naldemirci et al.
2020, 239). Although time constraints and other barriers may
limit clinicians’ abilities to fully delve into patients’ stories,
clinicians can briefly scan patients’ records in advance to
maximise time spent with patients, avoid repeating ques-
tions and help themselves ‘[imagine] and [predict] the social,
personal story of the patient’ (242).

Another essential component of PCC is interprofessional
collaboration (IPC), which is based on the understanding
that patients’ complex needs require collaborative efforts
across professions and coordination with community
stakeholders (Hines-Martin and Nash 2017). IPC can take
different forms, such as organising healthcare practitioners
into teams or coordinating and networking efforts (Oelke,
Thurston, and Arthur 2013). Referrals to other professionals
is an important first step in building relationships and
sharing patient-related information to meet patients’ needs
(Aboueid er al. 2018). Referrals may not necessarily lead
to collaboration, but they nonetheless offer opportunities
for continuity in the delivery of care (Aboueid et al. 2018).
Although interprofessional practice is widely regarded as an
ideal to strive towards, its implementation is undermined
by some key barriers: Territoriality, mistrust, perceived
lack of respect, and power differentials (McDonald, Jayas-
uriya, and Harris 2012; Oelke, Thurston, and Arthur 2013).
Research on IPC shows that within the hierarchy of health-
care, doctors are still regarded as the experts and attempt
to protect their professional autonomy and independence
in their relationships with other practitioners (McDonald,
Jayasuriya, and Harris 2012). Power differentials in health-
care settings are often understood implicitly but not
confronted head on, leading to unresolved tensions and
conflicts (Oelke, Thurston, and Arthur 2013). Nevertheless,
these issues can be mitigated by conducting training activ-
ities for different professionals to engage in self-reflection
and dialogue, thereby gaining a deeper understanding of one
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another’s roles and working styles (McDonald, Jayasuriya,
and Harris 2012).

PCC AND ALTERNATIVES TO THE DOMINANT MODEL OF
OBESITY TREATMENT
Weight stigma is widespread in healthcare settings, evident in
how many health practitioners blame and shame heavier patients
for their weight, undermining patient dignity and quality of life
(Phelan et al. 2014). Practitioners who hold such prejudicial
attitudes tend to attribute obesity to a lack of personal control
and conflate weight management with moral worth, revealing
an individualistic ideology that places responsibility for health
solely within the hands of patients (LeBesco 2011; Nutter et al.
2016). The dominant model of obesity treatment within biomed-
icine and public health has tended to focus on individual-level
factors such as a person’s genetics and lifestyle choices (Saguy
2013). Many clinicians subscribe to the energy deficit or calorie
model, which focuses on controlling food intake and exercise for
weight management (Schaefer and Magnuson 2014). However,
this approach to treating obesity has been found to have detri-
mental outcomes for larger patients, including increased psycho-
logical distress and disordered eating patterns (Schaefer and
Magnuson 2014). In light of these concerns, numerous studies
have explored how PCC can be used to improve the quality and
success of obesity treatment (Kalra et al. 2020; Leske, Strodl, and
Hou 2012). These studies define PCC in varying ways, though
common themes include treating patients with compassion and
respect, including patients in shared decision-making, allowing
patients to take ownership of goals, and listening to patients’
health narratives. Other studies have examined how IPC can
improve clinical outcomes for obesity by fostering an exchange
of knowledge on weight management among physicians, dieti-
cians, psychologists, nurses, and physical therapists, among
others (see Aboueid et al. 2018; Ward, Gray, and Paranjape
2009). Collectively, the research on PCC for obesity suggests that
individuals are empowered to resolve their ambivalence around
lifestyle behaviour change and seek medical help for obesity (see
Kyle, Stanford, and Nadglowski 2018). However, these studies
(see Leske, Strodl, and Hou 2012) foreground weight manage-
ment as the goal and label larger people as sick, irrespective of
patients’ overall health status and desire to lose weight, and are
thus incompatible with social justice goals (Saarni et al. 2011).
Another proposed counter to the dominant model is the Health
at Every Size (HAES) or weight-inclusive approach, which shifts
the focus away from weight towards enhancing health, regardless
of where individuals fall on the weight spectrum (Aphramor and
Gingras 2011; Burgard 2009; Rich, Monaghan, and Aphramor
2011). HAES promotes the adoption of a healthy lifestyle
including exercise, nutrition, and sleep, and recommends that
indicators of health beyond body mass index (BMI) and body
weight be established (Rich, Monaghan, and Aphramor 2011).
HAES is a fluid movement taking multiple directions, and some
configurations of HAES have been criticised for their individu-
alistic emphasis on lifestyle factors and for positioning health—
rather than weight—as a moral imperative (Gingras and Cooper
2012; Lupton 2013). Other strands of HAES explicitly adopt
a social justice lens that locates individual choices and behav-
iours within broader social and economic inequities (see Burgard
2009 for a counter-response to critiques of HAES). Although the
HAES model has been extensively explored in the theoretical
literature and intervention studies measuring clinical outcomes
(see Bacon et al. 2005; Steinhardt, Bezner, and Adams 1999),
there remains a lack of qualitative research on how this lens

shapes the patient-practitioner relationship and interaction. A
smaller body of literature has examined practitioners’ beliefs and
attitudes towards alternatives to weight loss counselling such as
HAES and intuitive eating practices (Barr et al. 2004; Schaefer
and Zullo 2016; Willer, Hannan-Jones, and Strodl 2019). Willer,
Hannan-Jones, and Strodl (2019) found that HAES is a ‘familiar
and accepted (though somewhat misunderstood) practice’ (412)
among Australian dieticians, some of whom were misguidedly
using this approach for the purpose of weight management.
While these studies pave the way to subverting the dominant
paradigm of obesity treatment, they tend to focus on HAES’
principles of non-dieting and body acceptance, paying less atten-
tion to how weight stigma is entangled in other systemic ineq-
uities such as racism and colonialism (Harrison 2021; Strings
2019).

We contend that a social justice-informed approach to PCC
for larger patients must not only centre their perspectives but
connect individual agency with the broader social context.
Furthermore, weight stigma should not be tackled as an isolated
issue but located within other systems of oppressions that patients
are immersed in. This theoretical framework of integrating social
justice and PCC that we adopt will guide our research methods,
which we outline in the following section.

METHODOLOGY

Language, labels and reflexivity

We adopt the stance that researcher reflexivity is not inherently
radical nor transformative (Lynch 2000), as ‘we do not escape
from the consequences of our positions by talking about them
endlessly’ (Patai 1994, 70). Nevertheless, we do not believe
that the solution is to give up on reflexivity, but rather, to use
our positionalities in ways that encourage open discourse and
awareness-raising (Pillow 2003). As part of the first author’s
larger PhD study, she engaged in reflexive writing, exam-
ining how her social identity and background had shaped her
values and beliefs, including her choice of research topic and
approach to data collection and analysis. She also engaged in
regular reflexive dialogue with her PhD supervisors, who are
this paper’s coauthors, to explore feelings and thoughts that
emerged during her interactions with participants. During the
entire research process, a key issue that came to light was the
nuances and tensions in participants’ perspectives on obesity and
its associated language, which echoes what has been found in
the literature.

Within these linguistic and ideological debates, the domi-
nant biomedical model considers excess weight to be a health
problem warranting intervention, and uses the terms ‘obese’ and
‘overweight’ to describe bodies that deviate from weight norma-
tive standards (Campbell 2022). Conversely, critical fat/weight
scholars reject such biomedical language, which they regard as
pathologising and stigmatising larger people (Burgard 2009;
Cooper 2011). Some of these scholars connect antifat discourse
with other systems of oppression, such as white supremacy,
classism and patriarchy; they also seek to reclaim historically
denigrated terms such as ‘fat’ in order to diminish their nega-
tive power (Guthman and DuPuis 2006; Strings 2019). Never-
theless, reclaiming language is a fraught process, as evident in
how patients displayed contesting preferences around weight-
related terminology (Volger et al. 2012; Ward, Gray, and Paran-
jape 2009). Aligning with a PCC approach, we asked patients
to self-identify with descriptors during the interview process. In
this article, we have decided to use the term ‘larger-bodied’ to
capture patients’ collective experiences. While we strive to be
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allies in fat acceptance, we are not self-identified fat people and
thus do not use fat as an identity descriptor. In light of fat’s polit-
ically contentious underpinnings, we believe that the decision
should lie with the individual to self-identify as such. When using
the term fat, we refer to participants’ own descriptions of their
bodies and identities. We use the term obesity to represent the
divergent discourses around the phenomenon, which comprise
both dominant biomedical and critical fat/weight approaches.

Data collection: interviews

The data presented here are part of the first author’s doctoral
study featuring qualitative one-on-one, in-depth and semistruc-
tured interviews with 22 healthcare practitioners and 20 of their
patients. Each interview lasted between 45 min to 1.5 hours and
was conducted over the phone or Zoom, enabling the recruit-
ment of participants from different Canadian provinces. The
doctoral study featured (A) practitioners who self-identified
as social justice-oriented and (B) patients under their care, in
order to examine how social justice is understood, enacted and
experienced in weight-related clinical interventions. An inter-
view guide for the study was designed around four overarching
questions pertaining to interactions between practitioners and
larger patients: (1) What does social justice mean to practitioners
and patients? (2) How do practitioners translate principles of
social justice into concrete practices and behaviours when inter-
acting with larger patients? (3) What are the challenges of prac-
tising social justice that practitioners encounter when working
with larger patients? (4) How does social justice-informed
care impact larger patients’ experience? Both practitioners and
patients were asked about their definitions of social justice in
practice, the nature of patients’ involvement in healthcare deci-
sions, the manner in which patients’ social challenges were iden-
tified and addressed, and how they dealt with experiencing and/
or witnessing weight-stigma in healthcare. Practitioners were
also asked about their views on weight management practices,
and patients were asked about whether they felt their weight
impacted their health, and what they appreciated most about the
care they received from practitioners. Since interviews took a
semistructured format, follow-up and clarifying questions were
determined according to what participants revealed and high-
lighted during the discussion.

A combination of methods was used for recruitment, begin-
ning with purposive sampling of practitioners. To start, the
first author reached out by email to healthcare professionals in
Canada who in their public profiles self-identified as advocates
of social justice and/or weight-inclusive approaches that encom-
passed a variety of terminologies such as HAES and intuitive
eating. Practitioners were provided with sample interview ques-
tions exploring social justice in healthcare practice to determine if
they would be a good fit for the study. Those who confirmed that
they were able to speak to social justice practices and had expe-
riences interacting with larger patients were then included in the
study. Next, the first author drew on the healthcare practitioner
liaison approach, which refers to leveraging personal contact
from a fellow healthcare practitioner to recruit participants
(Asch et al. 2000). Her PhD committee member, a physician-
activist, served as the key liaison point. Finally, using snowball
sampling, shortlisted candidates were asked to refer other rele-
vant practitioners. Given that this paper was part of a broader
PhD study that explored the intersections among weight stigma
and other oppressions, where possible clinicians of colour and
those serving marginalised communities including low-income
and non-dominant racial groups were targeted. Clinicians who

agreed to participate then assisted with recruitment of their
patients by disseminating flyers at their clinics or e-flyers via
their patient electronic mailing lists. The flyers outlined the
study and invited patients who self-identified as being larger-
bodied, fat, overweight or living with obesity to participate. This
approach of self-identification of bodily experience is aligned
with PCC and critical fat/weight studies which avoid BMI as an
inclusion criterion (Bombak, McPhail, and Ward 2016). All 20
patients who participated were recruited from 6 out of the 22
practitioners in the study; the remaining practitioners could not
recruit their patients either because of recruitment restrictions
or a lack of patient interest. Patients were seeing practitioners
for a variety of reasons including weight management, coping
with weight stigma and/or for general medical appointments. As
an equity measure for historically disenfranchised communities
(Collins et al. 2017), each patient received $50 remuneration
for participation. All participants provided written informed
consent. Participants were assigned numeric identifiers (10XX
for practitioners and 20XX for patients) to retain confidenti-
ality. Online supplemental figure 1 indicates the breakdown of
participants’ demographics. The majority of the practitioners
were registered dieticians, female and white, and the majority
of the patients were female and white, and were seen by medical
doctors.

Patient and public involvement
Patients and the public were not involved in the design of the
study.

Data analysis

The first author transcribed the interviews verbatim and exam-
ined the interview material using the method of critical thematic
analysis (Lawless and Chen 2019), which is compatible with a
PCC and social justice framework that seeks to uncover critically
informed themes of power hierarchies and social inequities in
interview discourses. The data analysis process integrated both
deduction and induction, but began deductively with theory
(Smith and Elger 2014). A deductive coding scheme was devel-
oped a priori based on the theoretical framework of social justice-
informed PCC, the literature review and research question, all of
which were broadly focused on thematic categories of the social
determinants of health, weight-based discrimination, patient
self-determination, narrative competence, IPC and community
linkages. Next, the first author developed preliminary themes,
applied them to a few transcripts and assigned codes to their
corresponding themes. Through this process, the original themes
and codes were refined, combined, and reorganised. Drawing
on the established comprehensive code manual, the process was
repeated with both the initial and remaining transcripts. Induc-
tive coding was concurrently used to examine the repetition,
recurrence and forcefulness of themes that had not been initially
listed but were nevertheless connected with the broad thematic
categories (Owen 1984). To enhance rigour, the first author’s
two PhD supervisors and coauthors independently reviewed and
critiqued the preliminary themes and findings.

FINDINGS

In the following section, we discuss five themes, with each theme
reflecting the perspectives of both practitioners and patients.
These themes include: (1) The need to integrate evidence-based
practice (EBP) with compassionate care; (2) The value of prac-
titioners taking a curious attitude about the patient’s world;
(3) Centring patients’ own wisdom about their conditions; (4)
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Advocacy for patients to receive equitable care, and; (5) The
benefits of IPC and community linkages.

The need to integrate EBP with compassionate care: ‘This is
not a “fluffy approach”’ (practitioner)

All practitioners conveyed that narrative-based skills such as
active listening and compassionate witnessing were essential
components of clinical practice that had to be brought to the
forefront of the patient-practitioner interaction, particularly
with marginalised patients who had been repeatedly disap-
pointed by the system. A dietician called attention to how EBP
and its associated principle of scientific objectivity tended to be
privileged over a narrative approach that explored the individual
stories of patients. Noting that practitioners often had their
‘science blinders’ (1002) on, he contended that ‘the biggest chal-
lenge arising from that is [practitioners] don’t have good people
skills and [...] need to [...] work on that [...] so that [they] can
talk to people about their lives and how their lives are impacting
their health’ (1002).

Similarly, a doctor pointed out that compassionate communi-
cation was crucial with patients who were ‘outside of the norms,
whether it’s with weight or [...] color, or [...] other issues’ and
who had already experienced ‘lot of communication that [was]
hurtful’ (1021). He cautioned against the lack of ‘helpful healing
communication [...]" with patients:

Patients will come away from interactions that have been hurtful with
the idea, well, who cares? Why should I care? [...] I'm not worth
it. [Patients] will [...] do things that further reduce their health as
opposed to being inspired to do things that improve their health and
happiness. (1021)

As a dietician professed, even though this approach to care
was ‘often seen as [...a...] fluffy approach [...] as a clinician’, it
was ultimately what ‘makes or breaks the deal’ (1016).

Correspondingly, patients’ narratives overwhelmingly demon-
strated the need for practitioners to integrate scientific knowl-
edge with compassion. One patient alluded to how knowledge
itself was a contested terrain, evident in the range of conflicting
evidence around obesity and weight management. As such, she
viewed knowledge alone as insufficient to guide the clinical
encounter, and highlighted the need for clinicians to display
compassion when discussing scientific evidence:

The knowledge part can be tricky because if you want to believe a
certain thing, you can find research to back that up. [...] If you've
got a patient who is reading different things, [...] a health care prac-
titioner [...] needs to have compassion to meet me where I'm at in
my journey. (2001)

Another patient concurred that compassion and knowledge
were intertwined, as practitioners who were well read on issues
of weight stigma and its intersecting inequities were able to
display greater awareness of patients’ struggles:

My dietitian was the first one to introduce to me [the notion of rac-
ism and weight stigma being intertwined...] Anytime we talked about
[it] and she lends a compassionate ear, I find this very impactful be-
cause she’s [...] reinforcing what I know [and] that’s very healing.
[...] A lot of the [...] things I've read about, she has read about too.
[...] There’s an exchange of knowledge around [...] the issue [...].
(2004)

On the other hand, a patient pointed to how the lack of knowl-
edge could detract from compassion. Describing her mother’s
doctor (not featured in the study), the patient remarked: ‘her

doctor [...] believes that the compassionate thing to do is to
try to motivate her to not eat doughnuts, except that it’s not
working.” (2001). The patient noted that such an approach
had the unintended consequence of exacerbating her mother’s
shame, and emphasised that she wanted to see more doctors
familiarise themselves with the ‘research [on weight-neutrality]
that says [...] maybe it’s not possible to actually lose weight
[...] in a sustainable way’ (2001). Ultimately, doctors who did
not understand the complexity of weight could have a well-
intentioned, but misguided approach to caring for patients.

The value of practitioners taking a curious attitude about
the patient’s world: ‘I'd rather they ask a lot of questions’
(patient)
All practitioners underscored the importance of displaying inquis-
itiveness about patients’ lives beyond their presenting medical
issues and asking difficult questions about their social context,
including experiences of discrimination and barriers to care. A
social worker contended that body size needed to be recognised
as a social justice issue to counter the prevailing choice narra-
tive: ‘[There’s an idea] that people are choosing to make bad
choices about food and [...] exercise. And that it’s all about [...]
individual behaviors rather than wider determinants’ (1007). A
general practitioner echoed: “When a person has a problem it’s
almost always from their social environmental situation. [...] I'm
quite comfortable asking because I think that’s where the meat
is’ (1022). He went on to say: ‘One of the challenges is to make
sure that the patient actually feels you’re comfortable with the
answer. [...] You want to make sure that in a negative answer [...]
there’s room for it” (1022). Some questions that practitioners
asked included “What is going on in your life? [...] Are you
stressed out because of finances?’ (dietician, 1008).

Another general practitioner noted that initiating lines of
inquiry fostered a sense of emotional safety for patients:

A lot of people suffer things and [...] don’t tell us [...They...] have
been burned by [...] not being able to have conversations [...] in a
way that makes them [...] feel okay about themselves. [...] They’re
very hesitant to start that conversation because they don’t want to be
belittled, especially by a doctor. [...] (1014)

At the same time, probing had to be done respectfully, given
that the very nature of the clinician-patient relationship involved
an asymmetrical power dynamic. Approximately a third of the
practitioners brought up the role of obtaining patients’ consent:
‘[...] A huge piece of what I’'m working on is [...] asking [...]
consent to talk about those things, and if they’re even an issue for
them [....] and not make assumptions that they are’ (Dietician,
1008). Another dietician conveyed that she ‘always [thought]
about autonomy and asking for permission [...]" and would reas-
sure patients of their ‘[...] choice [...] to respond or not’ (1006)
whenever she enquired about what they were going through.

About a quarter of the practitioners conveyed that despite
having awareness about extraclinical factors that affected
patients’ health, it was nevertheless challenging to incorpo-
rate such discussions into patient interactions. As one dietician
remarked: “There’s still a part of me that [doesn’t] think a person
expects me to ask these questions or [...] it could just be [...]
my own [...] hang ups about talking about money’ (1003). A
general practitioner explained that sometimes what stood in the
way was his ‘lack of confidence in [his] own ability to sufficiently
address the issues [...whereas...] if it was something that [he] felt
[...] confident [...assisting...] with more readily, then [he] would
be more likely to address it” (1019). A white dietician admitted
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that she approached sensitive topics such as racial oppression
with caution: ‘[I hesitate to ...] just outright say what is your
experience based on [...] the colour of your skin in accessing
healthcare [...] T don’t want [...to...] insult the client or open
up something that is really traumatic for them’ (1004). Addi-
tionally, time constraints could undermine practitioners’ ability
to have in-depth discussions about a patient’s social challenges.
A general practitioner explained: ‘the difficulty [...] is you don’t
want to open a can of worms that’s going to take 30 minutes
when you have a 10-minute patient appointment’ (1014). To
work around these challenges, she attempted ‘to start the ball
rolling and start thinking about things, [...and then...] refer
them to somebody else who can do more counseling [...and...]
those deep dives’ (1014).

For their part, the majority of patients expressed that they
appreciated practitioners who proactively demonstrated a
genuine interest in their lives by asking thoughtful questions.
One patient described her dietician as a refreshing change from
her previous practitioners: ‘I always felt that she was actually
interested in me as a person [...] The questions that she asked in
response to [...] whatever I had to say [...] felt like she honoured
[...] where I was at [...]” (2001). For another patient, there was
no such thing as too many questions: ‘I’d rather they ask a lot of
questions. [...] I find it better for them to have the information.
That way they can tailor it to care better for you” (2011). The
kinds of questions patients wanted to be asked revolved around
their priorities, concerns and challenges. For example, a patient
listed her desired questions such as ‘How long have you dealt
with this? What are your symptoms? [...] What does your day to
day [...] look like?’ (2018).

Moreover, this narrative approach represented an important
shift away from weight-normative care towards PCC that sought
to explore patients” own goals, whether weight-related or not. In
one patient’s words:

[There should be] a curiosity for [...] what the patient [...] wants [...
for...] their health or [....] what the patient’s ideals are [...] and not
putting on an assumption of [....] you must want to lose weight [...]
or their [...] own ideas of [....] health onto the patient. (2007)

Another patient echoed that she appreciated how her doctor
(not included in this study) would gently explore her preferences
during weigh-ins: ‘she asked me if I want to be weighed and I
can decline so [...] as someone [...] with an eating disorder that’s
super helpful’ (2002). The patient explained how such simple
yet thoughtful gestures could be healing for patients who experi-
enced weight-related anxiety and who sought to let go of bodily
scrutiny.

Centring patients’ own wisdom about their conditions: 'You
know yourself best, | don’t know you best’ (practitioner)
While practitioners in the study had their own stances on the
relationship between weight and health, almost all highlighted
that effectively caring meant positioning patients as the experts.
Over half of practitioners viewed obesity discourse and inten-
tional weight loss as harmful, but sought to balance their ethical
positions with patients’ goals. One dietician contended that
the word obese was stigmatising: “There’s a lot of history with
that word. [...] I feel like it would [...] perpetuate the perspec-
tive that [...] a higher body weight is bad or negative.” (1008).
Another dietician similarly challenged the paradigm of obesity
management but emphasised honouring patients’ desires even
if they contradicted her own: ‘I may have [...] this inner desire
to want [...] them to have a specific perspective [of acceptance]

around their own bodies and weight. But [...] that’s just not
my approach of forcing that on them. [...] T just plant a seed’
(1010). Another dietician said she preferred to facilitate client
self-discovery despite her own opposition to dieting:

If a client’s still very insistent after they’ve been seeing you for a while
that they really want weight loss, [...] I'll tell them [...] let’s do an
experiment [with restrictive eating plans], since this is very important
to you, and you know yourself best, I don’t know you best. (1009)

She described how many of her clients reported observing a
negative impact on their well-being after such experimentation,
and through the process came to look beyond dieting and weight
control. As the dietician remarked: ‘[the patient’s] own experi-
ence is much more valuable than anything anyone else can ever
tell [them]” (1009).

The remaining practitioners were not categorically opposed
to obesity discourse, but were careful not to prescribe weight
management unless patients had specifically indicated an interest
in pursuing this goal. For example, a dietician who worked at an
obesity medicine clinic and who believed in the disease model
of obesity stressed that treatment always accounted for patients’
values: ‘I work with my patients in regard to what matters to
them. [...] I do a lot of shared decision-making [...] talking to
patients about the pros and the cons [of different treatment
options]” (1006). A general practitioner similarly felt obesity
posed health risks but refrained from assuming larger patients
wanted or needed treatment for their weight. Instead, he took
an exploratory approach:

I first ask them, [...] what are their views about this? [...] What have
they tried? [...] I do not have a prescribed approach. [....] If you're
wanting to help people, you need to align with their belief system.
[...] You first need to understand it and [...] determine where they
want to go with it. [Then] you need to try and encourage and facili-
tate that. [...] (1021)

All patients recounted the value of being placed ‘in the driv-
er’s seat’ (2018) and having their own expertise recognised.
One patient articulated that she wanted to be ‘acknowledged as
someone who [...] is [...] an expert as [...] the only person who’s
had this body for [...] 32 years [...]" (2007). She highlighted the
importance of practitioners asking patients if it was okay to talk
about BMI or weight, explaining that it represented ‘a shift in the
power relationship [...] based on consent and permission, [...]
rather than [...] one person being the expert and [...] the one
who [...] can make all the decisions and [...] withhold treatment
or [...] referrals’ (2007). Another patient expressed appreciation
that the clinic staff played a facilitative rather than directive role
in his health journey:

They are here just to show you different methods of living. And it’s
up to you to decide [if] you want to choose this path or that path. [...]
There wasn’t any direct instruction [....]. (2012)

As with practitioners, patients’ views on weight differed, and
about a third of patients rejected weight management entirely.
One patient described directing attention away from weight loss
towards overcoming internalised weight stigma. She praised
her practitioner for respecting and supporting her goals: ‘She’ll
discuss suggestions and [...] ask my opinion on them [...] There
are things that I don’t agree with [...but...] she’s open minded.
She listens to me. [...] She puts the power in my hands’ (2004).

In contrast, other patients sought out weight loss yet wanted
autonomy to define their own goals. As one patient described:
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I don’t feel like T was ever instructed to lose weight. [...] I brought
forth myself [that] [ wasn't comfortable at my weight [...] No one has
ever said to me, this is how much weight you need to lose [...] which
is actually different than other doctors I've had. [...] It was [...] very
refreshing to [...] have doctors not be forceful with [...] putting a
restrictive weight number on you. (2014)

Likewise, another patient showed appreciation for her clin-
ic’s compassionate and non-judgmental approach to weight loss:
‘They give you strategies [...] to use if you choose to use them.
[...] Pve never heard [...any...] guilt invoking word [...] from
that place’ (2016). A patient who attended the same obesity
clinic noted that the clinic’s intake assessment revolved around
understanding the patient’s underlying goals: ‘Is [weight] what’s
important to you? [...] Is it your health? Or is it your weight?
They ask you all those questions in the beginning’ (2010). As
with other patients, she underscored the importance of being
fully involved in decision-making around weight and health.

Promoting equitable care for patients: 'l try and advocate for
myself, up to a point’ (patient)

Because weight-based discrimination was prevalent in health-
care, most practitioners highlighted that being person-centred
meant standing up for patients and ensuring that they received
fair treatment. As a dietician declared: “To make sure that my
patients are getting proper care [...] I bust weight bias and
discrimination when I see it and hear it’ (1006). A general practi-
tioner described how the injustices she witnessed against patients
could feel ‘immobilizing’ yet she recognised that her ‘incredible
[...] power’ (1017) could be used for activities such as writing
letters for patients to access the care they needed.

Over a third of practitioners conveyed that advocacy could
be challenging, particularly given the lack of like-minded practi-
tioners, as noted by a dietician: ‘It’s very easy to feel isolated [...]
being the only one with this approach [...]" (1001). She described
having to tread carefully and ‘maintain professionalism’ (1001)
while contesting her colleagues’ views. Another dietician echoed
that advocacy against weight discrimination was tricky when it
involved other, higher-ranked healthcare practitioners:

It’s a bit more delicate because you are dealing with a physician [who
sees] themselves as the expert. So, in my notes, I [...] delicately [...]
give my opinion as to why I think that the patient’s problem is not
weight-based or why I focus on behaviour change rather than weight

itself [...]. (1004)

Likewise, a dietician expressed frustration that patients often
still deferred to the authority of doctors even when other weight-
inclusive practitioners had attempted to educate them about the
harms of dieting:

Unfortunately, people will still hold the doctor in higher regard. So
if the doctor’s saying [...] the keto diet is best, then [the patient is]
going to be doing a keto diet [...] even if they fail over and over again
at it, and then [...] blame themselves for failing at it. (1016)

Advocacy also entailed supporting the patient to speak up
for themselves against weight discrimination. A social worker
described techniques she had used to empower her clients such
as ‘role playing to help the client be able to gain some confi-
dence in [...] explaining to their doctor why the doctor’s weight
loss recommendation is not going to be helpful to them’ (1012).
A doctor working in obesity medicine similarly related how he
taught his patients assertiveness skills:

If someone makes a [...] comment about your weight, stand up to
them, right to their face and say it’s not appropriate, how dare you

talk to me about my weight and offer me advice. And if it’s a phy-
sician, report them to the College of Physicians and Surgeons. [...]
(1020)

Nonetheless, all practitioners recognised that individual-level
approaches to PCC such as defending and empowering patients
had constraints in the face of a fat-phobic society. As a general
practitioner remarked, speaking up on behalf of larger patients
was not a straightforward process. She recalled that when she
had offered to talk to her patient’s specialist, the patient’s first
response had been ‘oh god [...] don’t ever draw attention to
me’ (1014). Similarly, a dietician lamented that being deluged
with antifat messages was ‘very demanding of the patient [...]
because [...] it calls for the patient to really tap into [...] deep
within themselves, to find the strength to deal with this crap that
shouldn’t be happening in [...] the first place’ (1001).

Over half of the patients reported attempts to self-advocate
during negative encounters with clinicians and others in their
social circles. One patient mentioned resisting clinicians’
attempts to force tests on her solely because of her BMI:

[T don’t want to] let [...] outdated ideas on BMI and health impact
the level of care I'm receiving. [Self-advocacy] looks like asking more
questions and getting [...] fuller answers on why you're asked to do
certain things. [...] Where’s the research? [....] What is this based
on? (2006)

Another patient asserted that self-advocacy meant not settling
for suboptimal care and finding alternative practitioners who
were better able to meet her needs:

If [...] the person I'm seeing is not really into social justice or [...]
treating me [...] as a person as opposed to a number, [...] I'll ask to go
see somebody else. [...] I'll tell my doctor [...] I didn’t really like them
[....] My doctor [will say] okay, I have somebody else who’s better in
mind for you. (2009)

Patients also asserted that advocacy was often limited by
broader sociocultural constraints. One patient described with a
sense of resignation that she could only do so much to change
others’ deep-seated weight-bias: ‘I try and advocate for myself,
up to a point. [...] But at the end of the day, [...] I can’t rely on
[my doctor]. [...] So I don't spend as much energy trying [...] to
explain where I'm coming from [...]” (2007). Another patient
noted the challenges of larger-bodied people being taken seri-
ously when they were advocating for weight inclusivity and felt
that the interviewer’s thin privilege could be used responsibly to
raise awareness about the issue:

People will take [...] weight inclusive words from you, they won’t
take it from me [...]. If people in smaller bodies stand up and say [...]
diet culture is wrong [...] then people will listen [...and...] take it in
a little easier than somebody [...] like me ranting and raving because
they're going, you’re fat, you got to do that. (2003)

Likewise, a patient asserted that individuals should not be
expected to single-handedly solve the problem of weight-based
discrimination: ‘I think we’re [...] told that [...] if only I can be
better then [...] I can change the world. [...] I mean, it’s good
to start with ourselves but systemically, [...] there has to be a
huge change’ (2002). In her view, the solution was about ‘finding
where [...] self-care and [...] community-care can coexist’
(2002), which meant not only taking care of herself, but being
part of a community where she could leverage her privilege to
provide care that benefited others.
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The benefits of IPCs and community linkages: ‘It can’t happen
in a silo’ (practitioner)

All practitioners highlighted that IPCs and community linkages
were crucial for a social justice-informed approach to PCC that
entailed addressing patients’ intertwined health and social needs.
In the words of a dietician: ‘Social justice [has to] happen across
the board. It can't happen in a silo’ (1006). A social worker
remarked that ‘more voices together are sometimes helpful
depending on the needs of the person if they're more complex’
(1007). Furthermore, when seeking to address patients’ needs,
practitioners did not automatically assume that larger patients
had weight-related health issues; rather, they sought to identify
what kinds of support would benefit patients most. A general
practitioner emphasised that ‘being larger doesn't necessarily
mean that someone’s having health issues, but if they’re having
health issues, then [...] we [address those issues] with the
people that they need’ (1017). A dietician reported that when
she received referrals from a provider that were weight-related,
she did not take the referral at face value and would ‘find out
from the patient exactly what [...] the issue [was]. It may not be
weight related at all’ (1004).

Given their difficulties finding similarly oriented practitioners
who adopted a weight-inclusive and social justice lens, almost
half of the practitioners expressed that they were prudent about
patient referrals, so as to avoid causing patients more harm. A
general practitioner stated:

I'm [...] constantly worried about sending patients to specialists
[who] are going to traumatize them. [...] Knowing that someone is
social justice oriented is super important and [...] helpful [...] But
it’s tough because [...] we also oftentimes have to just [...] try to get
people to whoever can see them sooner [...] (1017)

In particular, mental health interventions and referrals were
mentioned by most practitioners as key to addressing patients’
internalised weight stigma and emotional issues related to
weight. From this perspective, the psychology of ‘fearing fatness
and feeling fat’ (Windram-Geddes 2013, 42) was no less impor-
tant than the material reality of fatness and its accompanying
health issues. As one dietician remarked, ‘the literature shows
that weight bias internalization affects everybody across the
BMI spectrum’ (1001) rather than just those of heavier weight,
suggesting that weight stigma is in itself an important health
issue independent of BMI. Similarly, another dietician noted:
I [...] had a fair number of referrals on to [...] counselling
support [...] because the issue isn’t that [they’re] fat but rather,
[they’re] feeling bad about being fat” (1002). A social worker
highlighted that weight-related anxiety was intertwined with
other social factors such as racism, and had to be addressed
with an intersectional lens. She described working with clients
of colour to explore issues related to disempowerment, control
and belonging:

Wanting to [...] fit in [...and...] be a part of this [...] culture some-
times can [...] lead to an increased desire to restrict food and lose
weight. [...] That’s what they sort of feel like they have control of.
They can’t change their race, but at least they [...] become thin and
then fit better with all of their white colleagues [...] (1012)

Apart from collaborative efforts with fellow clinicians, all prac-
titioners emphasised linkages to social and community services.
As a dietician explained, enhancing patients’ well-being entailed
improving the social determinants of health: ‘It’s very hard to
feel food secure or to work on better nutrition or [...] physical
activity if you don’t have stable housing’ (1006). A social worker

remarked that since social isolation was a key factor to tackle,
she had facilitated her patients’ participation in activities such as
‘accessible gym programs, [...] art classes through a local church,
[...and...] more volunteer programs to get them connected’
(1007). These perspectives underscore that weight itself was not
necessarily the core issue that larger patients needed support
with, and what took priority was assessing patients” well-being
holistically to see what would benefit their lives most.

Most patients appreciated practitioners collaboratively making
referrals to other practitioners and community services to address
the multifaceted nature of their health conditions. Praising her
clinic, one patient mentioned that ‘they’ll look into [....] every
[...] facet of [your health]’ (2015). She pointed out that it was a
welcome change from ‘other clinics and other doctors [who did]
everything by piecemeal, and [not] want to [...] touch an area
that’s not theirs’ (2015). Another patient acknowledged that
practitioners understandably had gaps in their knowledge, and
wanted them to ‘take some time to actually refer [patients] some-
where [...] if they [didn’t] know [how to deal with an issue]’
(2020). One patient suggested that practitioners could ensure
continuity of care by asking questions such as: ‘Is there anything
that we can do for you after you leave this setting? [...] Are
there any resources that we can refer you to [...] after you leave
this office [...]?* (2011). Another patient stated that in order for
referrals to be helpful, they had to account not only for patients’
health conditions but also their socioeconomic positions:

Sometimes [...] family doctors or clinicians will say [...] here’s a re-
ferral to go to a counselor, [or] a dietitian, [or] a nutritionist [...] And
I can't afford to go to any of those places. [...] I don't know where to
go from [there]. (2014)

She stressed the need for clinicians to be more sensitive
to patients’ barriers to care and to provide free or low-cost
resources for lower-income patients.

A couple of patients spoke up about the lack of IPC they had
observed in healthcare. One patient related the ‘gap in services’
(2002) that was characterised by a lack of dialogue between
professionals serving the same client. She explained that neither
her dietician nor psychologist had addressed body image issues
with her: ‘It was sort of like [...] my dietitian assumed that I
would be discussing those issues with my psychologist, and then
my psychologist assumed that I would be discussing those issues
with my dietician’ (2002). In her view, ‘branches could be talking
to each other more’ (2002) to ensure that patients did not fall
through the cracks.

DISCUSSION

Collectively, the five themes demonstrate how patients and prac-
titioners experienced, understood and enacted social justice-
informed PCC. To begin, they underscored that the quality of
compassion was brought to the forefront of clinical practice
despite the prevalence of EBP and its elevation of scientific
knowledge above patient experience. They noted that prac-
titioners who displayed curiosity about the patient’s world by
proactively asking questions fostered environments in which
patients felt safe to disclose their concerns without judgement.
Both practitioners and patients valued approaches that allowed
patients to uncover their own expertise without having predeter-
mined goals imposed on them. Participants sought to defend the
right for patients to receive equitable and weight-inclusive care,
though their efforts were often undermined by a system steeped
in weight stigma. Finally, they suggested that the delivery of
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equitable and comprehensive healthcare required IPC as well as
mobilising and connecting patients with community resources.

Findings from this study must be contextualised within
broader discursive tensions between EBP and person-centred,
compassionate care (Baker et al. 2018; MacLeod 2011). The
dominant discourse in medicine continues to be EBP, which has
privileged research-based scientific knowledge while silencing
other kinds of knowledge such as patient experience (Baker
et al. 2018). In line with Natvik, Raheim, and Sviland (2021)
narrative phenomenology of a larger-bodied female patient,
participants’ accounts in the present study reveal how ‘medical
and experiential narratives seem partly incongruent, favouring
normalization of bodies and lives over uncertainties, failure and
vulnerability’ (258). However, Heney (2016) has suggested that
rather than position EBP and PCC as diametrically opposed, we
can reconcile the insights from the two models. Evidence matters
in clinical practice, though what is needed is a ‘broader under-
standing of what counts as evidence’ (Heney 2016, 117), particu-
larly the recognition of patient narratives as a form of evidence.
The transformative power of research exploring the historically
subjugated narratives of larger individuals in healthcare lies in
exposing their experiences of marginalisation, opening up spaces
where resistance and change are possible, and generating new
knowledge about health and illness (see Bombak, McPhail, and
Ward 2016; LaMarre et al. 2020; Pausé 2014).

While the debates around obesity persist, participants’
accounts indicate that qualities such as narrative competence,
compassion and empathy associated with PCC must be combined
with scientific evidence on the complexity of weight and health
to effectively address patients’ needs. This finding supports
past research demonstrating that practitioners who asked about
patients’ lives in a sensitive and caring way motivated patients
to open up about their symptoms and concerns (Halpern 2001).
In the present study, patients had varying health goals, ranging
from weight management to fat acceptance and encountered
a range of structural forces such as discrimination and lack of
social support that impacted their health. Most patients shared
the sense that clinicians honoured their needs, goals and exper-
tise. Clinicians in the study displayed principles of PCC by tran-
scending weight-specific outcomes derived through a biomedical
lens, and by accounting for patients’ subjective understanding
of their health priorities. Thus, clinicians encouraged patients
to communicate the extent to which their weight and other
determinants of health affected their day-to-day living, if at all.
Even clinicians who subscribed to the obesity model were careful
not to lead with weight loss as a prescription and demonstrated
respect for a patient’s decision about whether or not they desired
to lose weight. In turn, patients who sought out weight manage-
ment reported that they were able to approach treatment as a
partnership rather than as a directive imposed on them. These
findings depart from prior research on PCC for obesity that draw
on principles such as patients’ goal ownership and increased
self-efficacy to facilitate their compliance with weight loss prac-
tices (see Armstrong ef al. 2011; Wakefield and Feo 2017). In
contrast, participants in the present study eschewed the notion
of adherence to obesity treatment, which is part of the same
moralistic and blaming discourse that demonises larger patients
for not taking responsibility for losing weight (Lupton 2013).

Correspondingly, both practitioners and patients felt compelled
to advocate for weight-inclusive treatment as part of a person-
centred approach. The theme of patient advocacy aligns with
past research indicating that though larger patients experienced
healthcare as a persistent struggle, some attempted to assert their
needs with their healthcare providers or find alternative providers

who were able to honour their preferences (see Buxton and
Snethen 2013; Merrill and Grassley 2008). Buxton and Snethen
(2013) report that patients in their study confronted their initial
discomfort with being assertive because they believed that they
‘Thad] a responsibility to say what they want and to seek it out’
(257). In this study, however, both patients and practitioners
perceived self-advocacy to be a valuable trait, yet recognised that
patients’ abilities to assert themselves were dependent on their
social positioning. Thus, they were careful not to place the onus
on patients to single-handedly resolve the systemic problem of
inequitable treatment. This finding supports research by LaMarre
et al. (2020) on the healthcare experiences of women and trans
men diagnosed as ‘overweight’ or ‘obese’ who are pregnant or
seeking to become pregnant. LaMarre et al. (2020) found that
patient self-advocacy sometimes did result in better care, though
patients highlighted that they should not be required to engage in
this level of self-advocacy. Rather, what was needed was a collec-
tive shift towards more inclusive healthcare spaces that were
accepting of differences around weight and other intersecting
identities. In the present study, participants’ accounts similarly
demonstrate the importance of systems-based practice, which
refers to recognising and responding to the broader system of
healthcare and seeking out innovative solutions (Bourgois et al.
2017). Hence, the vast majority of participants rejected the
notion of individual responsibility for health, instead empha-
sising IPC and community linkages, though some challenges in
executing these goals remained. For example, practitioners found
it difficult to make appropriate referrals due to a lack of weight-
inclusive practitioners in a system rife with weight stigma. This
theme of enhancing collaboration among healthcare practitioners
to improve patient outcomes has been found in previous studies
that examine IPC for obesity management, though such studies
adopt a weight-normative perspective (see Claridge et al. 2014;
Teixeira, Pais-Ribeiro, and Maia 2015). As Aboueid et al. (2018)
demonstrate in their systematic review of IPC for obesity with
a focus on dietetic referrals, dieticians are critical team players
because nutritional counselling has been shown to enhance
patient adherence to lifestyle modifications. Other studies on
weight management across pregnancy and postpartum care like-
wise explore the important role of IPC between midwives and
maternal and child health nurses to provide basic advice on estab-
lishing healthy food environments in the home (see Walker et al.
2019). In contrast, the present study takes a stance that IPC is
beneficial not necessarily for the narrowly defined goal of weight
management per se, but for advancing social justice through
holistically addressing interlocking behavioural and social factors
implicated in patients’ overall well-being.

LIMITATIONS

Practitioners who were successfully recruited were limited to
medical doctors, dieticians and mental health professionals.
Research indicates that weight stigma is also rampant among
other clinicians such as physiotherapists (Setchell et al. 2015)
and nurses (Mulherin et al. 2013). The majority of the patients
enjoyed good access to healthcare, including dietetics and mental
health counselling, which are not covered by Canada’s public
health insurance. Future studies could examine the perspectives
of larger patients who encounter more severe health inequities
in basic care to offer a more comprehensive understanding of
patient needs.

CONCLUSION
To our knowledge, the present study is the first that draws on
perspectives from the practitioner-patient dyad to examine how
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an explicit social justice framework addressing systemic ineq-
uities can inform PCC for larger-bodied patients. The findings
illustrate that despite the divergence in participants’ perspectives
around weight and health, they shared a commitment to PCC
by promoting patient self-determination and acting on systemic
factors that affect health outcomes. In light of participants’ chal-
lenges finding weight-inclusive and person-centred practitioners,
it is pertinent to raise awareness about such approaches among
interdisciplinary healthcare teams and to ensure that patients
receive consistent messaging across the board. Ultimately, a
social justice-oriented approach to PCC for larger patients
requires both individualised and collective approaches that inte-
grate micro-level strategies for individual healing and empow-
erment with a macro-level framework that targets the broader
social determinants of health.

Acknowledgements The authors thank the study participants for their openness,
courage, vulnerability, generosity and insight.

Contributors DK: conceptualisation (lead); data curation (lead); formal analysis
(lead); funding acquisition (lead); investigation (lead); methodology (lead); project
administration (lead); writing—original draft (lead); writing-review and editing
(lead); guarantor. LH: conceptualisation (supporting); formal analysis (supporting);
funding acquisition (supporting); investigation (supporting); methodology
(supporting); project administration (supporting); writing—review and editing
(supporting). MN: conceptualisation (supporting); formal analysis (supporting);
funding acquisition (supporting); investigation (supporting); methodology
(supporting); project administration (supporting); writing—review and editing
(supporting).

Funding During the project, the first author was supported by a Doctoral
Fellowship from the University of British Columbia (UBC) and a research grant from
the School of Kinesiology, UBC for the research, authorship and/or publication of this
article.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved by the
University of British Columbia’s Behavioural Research Ethics Board (ethics reference
ID: H20-01979). Participants gave informed consent to participate in the study
before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement The full data set is not publicly available as this
was not a part of the consent process. Deidentified data may be available upon
reasonable request to the authors.

Supplemental material This content has been supplied by the author(s). It

has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have
been peer-reviewed. Any opinions or recommendations discussed are solely those
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local requlations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

ORCID iD
Deana Kanagasingam http://orcid.org/0000-0001-6070-5625

BIBLIOGRAPHY

Aboueid, S., C. Pouliot, I. Bourgeault, and I. Giroux. 2018. "A Systematic Review of
Interprofessional Collaboration for Obesity Management in Primary Care, A Focus on
Dietetic Referrals.” Journal of Research in Interprofessional Practice and Education 8
(1): 1-15.

Aphramor, L., and J. Gingras. 2011. “Helping People Change: Promoting Politicised
Practice in the Health Care Professions.” In Debating Obesity, edited by E. Rich, L. F.
Monaghan, and L. Aphramor, 192-218. London: Palgrave Macmillan.

Armstrong, M. J., T. A. Mottershead, P. E. Ronksley, R. J. Sigal, T. S. Campbell, and B. R.
Hemmelgarn. 2011. “Motivational Interviewing to Improve Weight Loss in Overweight
and/or Obese Patients: A Systematic Review and Meta-Analysis of Randomized
Controlled Trials.” Obesity Reviews 12 (9): 709-23.

Asch, S., S. E. Connor, E. G. Hamilton, and S. A. Fox. 2000. “Problems in Recruiting
Community-Based Physicians for Health Services Research.” Journal of General
Internal Medicine 15 (8): 591-99.

Bacon, L., J. S. Stern, M. D. Van Loan, and N. L. Keim. 2005. “Size Acceptance and Intuitive
Eating Improve Health for Obese, Female Chronic Dieters.” Journal of the American
Dietetic Association 105 (6): 929-36.

Baker, L. R., M. A. T. Martimianakis, Y. Nasirzadeh, E. Northup, K. Gold, F. Friesen, A. Bhatia,
and S. L. Ng. 2018. “Compassionate Care in the Age of Evidence-Based Practice: A
Critical Discourse Analysis in the Context of Chronic Pain Care.” Academic Medicine
93 (12): 1841-49.

Barr, S. I, K. V. Yarker, R. Levy-Milne, and G. E. Chapman. 2004. “Canadian Dietitians'
Views and Practices Regarding Obesity and Weight Management.” Journal of Human
Nutrition and Dietetics 17 (6): 503—12.

Bevir, M. 2017. “Situated Agency: A Postfoundational Alternative to Autonomy.” In Finite
but Unbounded: New Approaches in Philosophical Anthropology, edited by T. S.
Wentzer, M. Gustafsson, and K. M. Cahill, 47-66. Berlin: De Gruyter.

Bombak, A. E., D. McPhail, and P. Ward. 2016. “Reproducing Stigma: Interpreting
'Overweight” and 'Obese’ Women's Experiences of Weight-Based Discrimination
in Reproductive Healthcare.” Social Science & Medicine (1982) 166: S0277-
9536(16)30437-3: 94-101.

Bostrom, E., U. Isaksson, B. Lundman, A. Lehuluante, and A. Hornsten. 2014. “Patient-
Centred Care in Type 2 Diabetes - an Altered Professional Role for Diabetes Specialist
Nurses.” Scandinavian Journal of Caring Sciences 28 (4): 675-82.

Bourgois, P, S. M. Holmes, K. Sue, and J. Quesada. 2017. “Structural Vulnerability:
Operationalizing the Concept to Address Health Disparities in Clinical Care.”
Academic Medicine 92 (3): 299-307.

Burgard, D. 2009. “What Is 'Health at Every Size"?" In The Fat Studies Reader, edited by E.
D. Rothblum and S. Solovay, 41-53. New York, NY: New York University Press.

Buxton, B. K., and J. Snethen. 2013. “Obese Women's Perceptions and Experiences of
Healthcare and Primary Care Providers: A Phenomenological Study.” Nursing Research
62 (4): 252-59.

Campbell, S. M. 2022. “Expanding Notions of Equity: Body Diversity and Social Justice.”
Psychology in the Schools 59 (12): 2387-2404.

Cardel, M. I., . A. Newsome, R. L. Pearl, K. M. Ross, J. R. Dillard, D. R. Miller, J. F. Hayes,
et al. 2022. "Patient-Centered Care for Obesity: How Health Care Providers Can Treat
Obesity While Actively Addressing Weight Stigma and Eating Disorder Risk.” Journal of
the Academy of Nutrition and Dietetics 122 (6): $2212-2672(22)00007-7: 1089-98.

Carey, T.A. 2016. “Beyond Patient-Centered Care: Enhancing the Patient Experience in
Mental Health Services through Patient-Perspective Care.” Patient Experience Journal
3(2): 46-49.

Charon, R. 2001. "Narrative Medicine: A Model for Empathy, Reflection, Profession, and
Trust.” JAMA: The Journal of the American Medical Association 286 (15): 1897—1902.

Claridge, R., L. Gray, M. Stubbe, L. Macdonald, R. Tester, and A. C. Dowell. 2014. “General
Practitioner Opinion of Weight Management Interventions in New Zealand.” Journal
of Primary Health Care 6 (3): 212-20.

Collins, A. B., C. Strike, A. Guta, R. Baltzer Turje, P. McDougall, S. Parashar, and R. McNeil.
2017. "'We'Re Giving You Something so We Get Something in Return’: Perspectives
on Research Participation and Compensation among People Living with HIV Who
Use Drugs.” The International Journal on Drug Policy 39: S0955-3959(16)30299-7:
92-98.

Cooper, C. 2011. "Fat Lib: How Fat Activism Expands the Obesity Debate.” In Debating
Obesity, edited by E. Rich, L. F. Monaghan, and L. Aphramor, 164-91. London:
Palgrave Macmillan.

Drury, C. A.A., and M. Louis. 2002. “Exploring the Association between Body Weight,
Stigma of Obesity, and Health Care Avoidance.” Journal of the American Academy of
Nurse Practitioners 14 (12): 554-61.

Frank, A.W. 2002. ""How Can They Act like That?" Clinicians and Patients as Characters in
Each Other's Stories.” The Hastings Center Report 32 (6): 14-22.

Franklin, M., K. Willis, S. Lewis, A. Rogers, and L. Smith. 2021. "Between Knowing and
Doing Person-Centredness: A Qualitative Examination of Health Professionals’
Perceptions of Roles in Self-Management Support.” Health (London, England 25 (3):
339-56.

Gingras, J., and C. Cooper. 2012. "Down the Rabbit Hole: A Critique of the ® in HAES ®."
Journal of Critical Dietetics 1 (3): 1-4.

Gkiouleka, A., T. Huijts, J. Beckfield, and C. Bambra. 2018. “Understanding the Micro and
Macro Politics of Health: Inequalities, Intersectionality & Institutions - A Research
Agenda.” Social Science & Medicine (1982) 200: S0277-9536(18)30025-X: 92-98.

Guthman, J., and M. DuPuis. 2006. “Embodying Neoliberalism: Economy, Culture, and the
Politics of Fat.” Environment and Planning D 24 (3): 427-48.

Ha, J. F, and N. Longnecker. 2010. “Doctor-Patient Communication: A Review." The
Ochsner Journal 10 (1): 38-43.

Halpern, J. 2001. From Detached Concern to Empathy. Oxford: Oxford University Press.

Harrison, D. 2021. Belly of the Beast: The Politics of Anti-Fatness as Anti-Blackness.
Berkeley, California: North Atlantic Books.

Heney, D. B. 2016. "Practitioner Narrative Competence in Mental Health Care.”
Philosophy, Psychiatry, & Psychology 23 (2): 115-27.

Hines-Martin, V., and W. Nash. 2017. “Social Justice, Social Determinants of Health,
Interprofessional Practice and Community Engagement as Formative Elements of

Kanagasingam D, et al. Med Humanit 2023;49:436-446. doi:10.1136/medhum-2021-012351 445

ybuAdoo Ag perosiold 1senb Ag 20z ‘0T My uo /wod g ywy/:dny woij papeojumoq "€z0z Arenuer ZT uo TGEZTO-TZ0Z-WNYPasw/9eTT 0T St paysignd 1siy :ssniuewny paiy


http://orcid.org/0000-0001-6070-5625
http://dx.doi.org/10.22230/jripe.2018v8n1a266
http://dx.doi.org/10.1111/j.1467-789X.2011.00892.x
http://dx.doi.org/10.1046/j.1525-1497.2000.02329.x
http://dx.doi.org/10.1046/j.1525-1497.2000.02329.x
http://dx.doi.org/10.1016/j.jada.2005.03.011
http://dx.doi.org/10.1016/j.jada.2005.03.011
http://dx.doi.org/10.1097/ACM.0000000000002373
http://dx.doi.org/10.1111/j.1365-277X.2004.00562.x
http://dx.doi.org/10.1111/j.1365-277X.2004.00562.x
http://dx.doi.org/10.1016/j.socscimed.2016.08.015
http://dx.doi.org/10.1111/scs.12092
http://dx.doi.org/10.1097/ACM.0000000000001294
http://dx.doi.org/10.1097/NNR.0b013e318299a6ba
http://dx.doi.org/10.1002/pits.22586
http://dx.doi.org/10.1016/j.jand.2022.01.004
http://dx.doi.org/10.1016/j.jand.2022.01.004
http://dx.doi.org/10.35680/2372-0247.1139
http://dx.doi.org/10.1001/jama.286.15.1897
http://dx.doi.org/10.1071/HC14212
http://dx.doi.org/10.1071/HC14212
http://dx.doi.org/10.1016/j.drugpo.2016.09.004
http://dx.doi.org/10.1111/j.1745-7599.2002.tb00089.x
http://dx.doi.org/10.1111/j.1745-7599.2002.tb00089.x
http://dx.doi.org/10.2307/3528129
http://dx.doi.org/10.1177/1363459319889087
http://dx.doi.org/10.1016/j.socscimed.2018.01.025
http://dx.doi.org/10.1068/d3904
http://dx.doi.org/10.1093/acprof:osobl/9780195111194.001.0001
http://dx.doi.org/10.1353/ppp.2016.0011
http://mh.bmj.com/

Original research

a Nurse Practitioner Managed Health Center.” International Journal of Nursing &
Clinical Practices 4 (1): 1-5.

Kalitzkus, V., and P. F. Matthiessen. 2009. “Narrative-Based Medicine: Potential, Pitfalls,
and Practice.” Permanente Journal 13 (1): 80-86. https://doi.org/

Kalra, S., N. Kapoor, S. Kota, and S. Das. 2020. "Person-Centred Obesity Care - Techniques,
Thresholds, Tools and Targets.” European Endocrinology 16 (1): 11-13.

Kennedy, B. M., M. Rehman, W. D. Johnson, M. B. Magee, R. Leonard, and P. T. Katzmarzyk.
2017. "Healthcare Providers versus Patients” Understanding of Health Beliefs and
Values.” Patient Experience Journal 4 (3): 29-37.

Kim, S. K., and M. Park. 2017. "Effectiveness of Person-Centered Care on People with
Dementia: A Systematic Review and Meta-Analysis.” Clinical Interventions in Aging
12:381-97.

Kyle, T. K., F. C. Stanford, and J. F. Nadglowski. 2018. "Addressing Weight Stigma and
Opening Doors for a Patient-Centered Approach to Childhood Obesity.” Obesity (Silver
Spring, Md.) 26 (3): 457-58.

LaMarre, A., C. Rice, K. Cook, and M. Friedman. 2020. “Fat Reproductive Justice:
Navigating the Boundaries of Reproductive Health Care.” Journal of Social Issues 76
(2): 338-62.

Lawless, B., and Y.-W. Chen. 2019. "Developing a Method of Critical Thematic Analysis
for Qualitative Communication Inquiry.” Howard Journal of Communications 30 (1):
92-106.

LeBesco, K. 2011. “Neoliberalism, Public Health, and the Moral Perils of Fatness.” Critical
Public Health 21 (2): 153-64.

Leske, S., E. Strodl, and X.-Y. Hou. 2012. " Patient-Practitioner Relationships Desired
by Overweight/Obese Adults.” Patient Education and Counseling 89 (2): S0738-
3991(12)00266-2: 309-15.

Lewis, S., K. Willis, M. Franklin, and L. Smith. 2022. “Challenging Times: Disconnects
between Patient and Professional Temporalities in Chronic Condition Management.”
Critical Public Health 32 (4): 438-49.

Lines, L. M., M. Lepore, and J. M. Wiener. 2015. "Patient-Centered, Person-Centered, and
Person-Directed Care: They Are Not the Same.” Medical Care 53 (7): 561-63.

Lupton, D. 2013. Fat. New York, NY: Routledge.

McWilliam, C. L. 2009. “Patients, Persons or Partners? Involving Those with Chronic
Disease in Their Care.” Chronic lliness 5 (4): 277-92.

Merrill, E., and J. Grassley. 2008. “Women's Stories of Their Experiences as Overweight
Patients.” Journal of Advanced Nursing 64 (2): 139-46.

Lynch, M. 2000. "Against Reflexivity as an Academic Virtue and Source of Privileged
Knowledge.” Theory, Culture & Society 17 (3): 26-54.

McDonald, J., R. Jayasuriya, and M. F. Harris. 2012. “The Influence of Power Dynamics and
Trust on Multidisciplinary Collaboration: A Qualitative Case Study of Type 2 Diabetes
Mellitus.” BMC Health Services Research 12 (1): 63.

MacLeod, A. 2011. "Caring, Competence and Professional Identities in Medical
Education.” Advances in Health Sciences Education 16 (3): 375-94.

Mol, A. 2008. The Logic of Care: Health and the Problem of Patient Choice. London:
Routledge.

Mulherin, K., Y. D. Miller, F. K. Barlow, P. C. Diedrichs, and R. Thompson. 2013. “Weight
Stigma in Maternity Care: Women's Experiences and Care Providers Attitudes.” BMC
Pregnancy and Childbirth 13 (1): 19.

Naldemircj, 0., N. Britten, H. Lloyd, and A. Wolf. 2020. “The Potential and Pitfalls of
Narrative Elicitation in Person-Centred Care.” Health Expectations 23 (1): 238-46.

Natvik, E., M. Raheim, and R. Sviland. 2021. “The Hamster Wheel: A Case Study on
Embodied Narrative Identity and Overcoming Severe Obesity.” Medicine, Health Care,
and Philosophy 24 (2): 255-67.

Nutter, S., S. Russell-Mayhew, A. S. Alberga, N. Arthur, A. Kassan, D. E. Lund, M. Sesma-
Vazquez, and E. Williams. 2016. “Positioning of Weight Bias: Moving towards Social
Justice." Journal of Obesity: 1-10.

Oelke, N. D., W. E. Thurston, and N. Arthur. 2013. "“Intersections between Interprofessional
Practice, Cultural Competency and Primary Healthcare.” Journal of Interprofessional
Care 27 (5): 367-72.

Owen, W. F. 1984. “Interpretive Themes in Relational Communication.” Quarterly Journal
of Speech 70 (3): 274-817.

Patai, D. 1994. “(Response) "When Method Becomes Power."” In Power and Method,
edited by A. Gitlen, 61-73. New York: Routledge.

Pausé, C. 2014. "Die Another Day: The Obstacles Facing Fat People in Accessing Quality
Healthcare.” Narrative Inquiry in Bioethics 4 (2): 135-41.

Pel, E., I. Engelberts, and M. Schermer. 2022. “Diversity of Interpretations of the Concept
'Patient-Centered Care for Breast Cancer Patients’; A Scoping Review of Current
Literature.” Journal of Evaluation in Clinical Practice 28 (5): 773-93.

Phelan, S. M., J. F. Dovidio, R. M. Puhl, D. J. Burgess, D. B. Nelson, M. W. Yeazel, R.
Hardeman, S. Perry, and M. van Ryn. 2014. "Implicit and Explicit Weight Bias in a
National Sample of 4,732 Medical Students: The Medical Student CHANGES Study.”
Obesity (Silver Spring, Md.) 22 (4): 1201-8.

Pillow, W. 2003. " Confession, Catharsis, or Cure? Rethinking the Uses of Reflexivity as
Methodological Power in Qualitative Research.” International Journal of Qualitative
Studies in Education 16 (2): 175-96.

Pulvirenti, M., J. McMillan, and S. Lawn. 2014. "Empowerment, Patient Centred Care and
Self-Management.” Health Expectations 17 (3): 303-10.

Raines, J. C. 1989. "Toward a Relational Theory of Justice.” Cross Currents 39 (2): 129-60.

Rich, E., L. F. Monaghan, and L. Aphramor. 2011. “Introduction: Contesting Obesity
Discourse and Presenting an Alternative.” In Debating Obesity, edited by E. Rich, L. F.
Monaghan, and L. Aphramor, 1-35. London: Palgrave Macmillan.

Russell-Mayhew, S. 2006. "Eating Disorders and Obesity as Social Justice Issues:
Implications for Research and Practice.” Journal for Social Action in Counseling &
Psychology 1 (1): 1-13.

Saarni, S. I., H. Anttila, S. E. Saarni, P. Mustajoki, V. Koivukangas, T. S. Ikonen, and A.
Malmivaara. 2011. “Ethical Issues of Obesity Surgery—a Health Technology
Assessment.” Obesity Surgery 21 (9): 1469-76. https://doi.org/

Saguy, A. C. 2013. What's Wrong with Fat. New York: Oxford University Press.

Schaefer, J. T, and A. B. Magnuson. 2014. “A Review of Interventions That Promote Eating
by Internal Cues.” Journal of the Academy of Nutrition and Dietetics 114 (5): $2212-
2672(13)01896-0: 734-60.

Schaefer, J. T, and M. D. Zullo. 2016. "Validation of an Instrument to Measure Registered
Dietitians'/Nutritionists' Knowledge, Attitudes and Practices of an Intuitive Eating
Approach.” Public Health Nutrition 19 (17): 3114-22.

Setchell, J., B. Watson, L. Jones, and M. Gard. 2015. “Weight Stigma in Physiotherapy
Practice: Patient Perceptions of Interactions with Physiotherapists.” Manual Therapy
20 (6): S1356-689X(15)00070-3: 835—41.

Shay, L. E. 2008. "A Concept Analysis: Adherence and Weight Loss.” Nursing Forum 43 (1):
42-52.

Smith, C., and T. Elger. 2014. " Critical Realism and Interviewing Subjects.” In Studying
Organizations Using Critical Realism: A Practical Guide, edited by P. Edwards, J.
0'Mahoney, and S. Vincent, 109-31. Oxford: Oxford University Press.

Steinhardt, M. A., J. R. Bezner, and T. B. Adams. 1999. “Outcomes of A Traditional Weight
Control Program and A Nondiet Alternative: A One-Year Comparison.” The Journal of
Psychology 133 (5): 495-513.

Strings, S. 2019. Fearing the Black Body: The Racial Origins of Fat Phobia. New York
University Press.

Teixeira, F. V., J. L. Pais-Ribeiro, and A. Maia. 2015. “A Qualitative Study of GPs' Views
towards Obesity: Are They Fighting or Giving Up?" Public Health 129 (3): S0033-
3506(15)00009-8: 218-25.

Volger, S., M. L. Vetter, M. Dougherty, E. Panigrahi, R. Egner, V. Webb, J. G. Thomas, D. B.
Sarwer, and T. A. Wadden. 2012. “Patients' Preferred Terms for Describing Their Excess
Weight: Discussing Obesity in Clinical Practice.” Obesity (Silver Spring, Md.) 20 (1):
147-50.

Wakefield, K., and R. Feo. 2017. “Confronting Obesity, Stigma and Weight Bias in
Healthcare with A Person Centred Care Approach: A Case Study.” Australian Nursing
& Midwifery Journal 25 (1): 28-31.

Walker, R., E. K. Olander, B. Hill, S. Willey, and H. Skouteris. 2019. "Weight Management
across Pregnancy and Postpartum Care: The Need for Interprofessional Education and
Collaboration.” Nurse Education in Practice 41: S1471-5953(19)30471-8.

Ward, S. H., A. M. Gray, and A. Paranjape. 2009. “African Americans’ Perceptions of
Physician Attempts to Address Obesity in the Primary Care Setting.” Journal of General
Internal Medicine 24 (5): 579-84.

Willer, F., M. Hannan-Jones, and E. Strodl. 2019. “Australian Dietitians’ Beliefs and
Attitudes towards Weight Loss Counselling and Health at Every Size Counselling for
Larger-Bodied Clients.” Nutrition & Dietetics 76 (4): 407-13.

Wilson, D., and S. Neville. 2008. “Nursing Their Way Not Our Way: Working with Vulnerable
and Marginalised Populations.” Contemporary Nurse 27 (2): 165-76.

Windram-Geddes, M. 2013. “Fearing Fatness and Feeling Fat: Encountering Affective
Spaces of Physical Activity.” Emotion, Space and Society 9: 42—49.

446 Kanagasingam D, et al. Med Humanit 2023;49:436-446. doi:10.1136/medhum-2021-012351

ybuAdoo Ag perosiold 1senb Ag 20z ‘0T My uo /wod g ywy/:dny woij papeojumoq "€z0z Arenuer ZT uo TGEZTO-TZ0Z-WNYPasw/9eTT 0T St paysignd 1siy :ssniuewny paiy


http://dx.doi.org/10.15344/2394-4978/2017/218
http://dx.doi.org/10.15344/2394-4978/2017/218
http://dx.doi.org/10.7812/TPP/09.996
http://dx.doi.org/10.17925/EE.2020.16.1.11
http://dx.doi.org/10.35680/2372-0247.1237
http://dx.doi.org/10.2147/CIA.S117637
http://dx.doi.org/10.1002/oby.22084
http://dx.doi.org/10.1002/oby.22084
http://dx.doi.org/10.1111/josi.12371
http://dx.doi.org/10.1080/10646175.2018.1439423
http://dx.doi.org/10.1080/09581596.2010.529422
http://dx.doi.org/10.1080/09581596.2010.529422
http://dx.doi.org/10.1016/j.pec.2012.07.002
http://dx.doi.org/10.1080/09581596.2022.2046705
http://dx.doi.org/10.1097/MLR.0000000000000387
http://dx.doi.org/10.1177/1742395309349315
http://dx.doi.org/10.1111/j.1365-2648.2008.04794.x
http://dx.doi.org/10.1177/02632760022051202
http://dx.doi.org/10.1186/1472-6963-12-63
http://dx.doi.org/10.1007/s10459-010-9269-9
http://dx.doi.org/10.1186/1471-2393-13-19
http://dx.doi.org/10.1186/1471-2393-13-19
http://dx.doi.org/10.1111/hex.12998
http://dx.doi.org/10.1007/s11019-021-10002-x
http://dx.doi.org/10.1007/s11019-021-10002-x
http://dx.doi.org/10.1155/2016/3753650
http://dx.doi.org/10.3109/13561820.2013.785502
http://dx.doi.org/10.3109/13561820.2013.785502
http://dx.doi.org/10.1080/00335638409383697
http://dx.doi.org/10.1080/00335638409383697
http://dx.doi.org/10.1353/nib.2014.0039
http://dx.doi.org/10.1111/jep.13584
http://dx.doi.org/10.1002/oby.20687
http://dx.doi.org/10.1080/0951839032000060635
http://dx.doi.org/10.1080/0951839032000060635
http://dx.doi.org/10.1111/j.1369-7625.2011.00757.x
http://dx.doi.org/10.33043/JSACP.1.1.1-13
http://dx.doi.org/10.33043/JSACP.1.1.1-13
http://dx.doi.org/10.1007/s11695-011-0386-1
http://dx.doi.org/10.1016/j.jand.2013.12.024
http://dx.doi.org/10.1017/S1368980016001336
http://dx.doi.org/10.1016/j.math.2015.04.001
http://dx.doi.org/10.1111/j.1744-6198.2008.00095.x
http://dx.doi.org/10.1093/acprof:oso/9780199665525.001.0001
http://dx.doi.org/10.1093/acprof:oso/9780199665525.001.0001
http://dx.doi.org/10.1080/00223989909599758
http://dx.doi.org/10.1080/00223989909599758
http://dx.doi.org/10.1016/j.puhe.2015.01.004
http://dx.doi.org/10.1038/oby.2011.217
http://dx.doi.org/10.1016/j.nepr.2019.102651
http://dx.doi.org/10.1007/s11606-009-0922-z
http://dx.doi.org/10.1007/s11606-009-0922-z
http://dx.doi.org/10.1111/1747-0080.12519
http://dx.doi.org/10.5555/conu.2008.27.2.165
http://dx.doi.org/10.1016/j.emospa.2013.06.006
http://mh.bmj.com/

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) Med Humanit

Supplementary Figure 1.

Practitioners Patients
25 25
20 20
15 15
16 10
5
5
0
0 Profession of practitioner Gender Race
Profession Gender Race seen by patient
Mental Health .
RO M M MentalHez B Male [ Female W POC M White MRD W MD j Mental Health W Male [ Female EPOC W White

Professionals

Kanagasingam D, et al. Med Humanit 2023;0:1-11. doi: 10.1136/medhum-2021-012351



	Integrating person-­centred care and social justice: a model for practice with larger-­bodied patients
	Abstract
	Introduction
	Integrating PCC and social justice
	PCC and alternatives to the dominant model of obesity treatment
	Methodology
	Language, labels and reflexivity
	Data collection: interviews
	Patient and public involvement

	Data analysis

	Findings
	The need to integrate EBP with compassionate care: ‘This is not a “fluffy approach”’ (practitioner)
	The value of practitioners taking a curious attitude about the patient’s world: ‘I'd rather they ask a lot of questions’ (patient)
	Centring patients’ own wisdom about their conditions: ‘You know yourself best, I don’t know you best’ (practitioner)
	Promoting equitable care for patients: ‘I try and advocate for myself, up to a point’ (patient)
	The benefits of IPCs and community linkages: ‘It can’t happen in a silo’ (practitioner)

	Discussion
	Limitations
	Conclusion
	Bibliography


