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Abstract

Background: Understanding the knowledge and beliefs of key stakeholders is crucial in developing effective public

health interventions. Knowledge and beliefs about obesity and eating disorders (EDs) have rarely been considered,

despite increasing awareness of the need for integrated health promotion programs. We investigated key aspects

of knowledge and beliefs about obesity and EDs among key stakeholders in Australia.

Methods: Using a semi-structured question guide, eight focus groups and seven individual interviews were

conducted with 62 participants including health professionals, personal trainers, teachers and consumer group

representatives. An inductive thematic approach was used for data analysis.

Results: The findings suggest that, relative to obesity, EDs are poorly understood among teachers, personal trainers,

and certain health professionals. Areas of commonality and distinction between the two conditions were identified.

Integrated health promotion efforts that focus on shared risk (e.g., low self-esteem, body dissatisfaction) and

protective (e.g., healthy eating, regular exercise) factors were supported. Suggested target groups for such efforts

included young children, adolescents and parents.

Conclusions: The findings indicate areas where the EDs and obesity fields have common ground and can work

together in developing integrated health promotion programs.
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Background

Obesity and EDs are significant public health problems

characterised by substantial impairment in quality of life,

high burden of disease more generally, and resistance to

treatment [1, 2]. Current trends suggest that eating and

weight-related health issues are increasing and are likely

to present public health challenges for the next few de-

cades [3, 4]. Given the adverse physical and mental health

outcomes associated with these conditions [1, 2, 5]. con-

tinued efforts to reduce this burden are essential [6].

Overweight and obesity are defined by the World

Health Organization (WHO) as an excessive fat accumu-

lation that presents a risk to an individuals’ health [7].

They are typically measured using the Body Mass Index

(BMI), a population-level measure of weight relative to

height. Adults with a BMI ≥ 25.0 and < 30.0 are classified

as overweight, while those with a BMI ≥30 are classified

as obese [5, 7]. Additionally, obesity is divided into mild

(BMI ≥ 30.0 and < 34.9), moderate (BMI ≥ 35.0 and <

39.9) and severe (BMI ≥ 40.0) categories. Obesity is

often, but not always, associated with physical health im-

pairment, the degree of this impairment being related to
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the degree of overweight [2, 5]. It is not classified as a

psychiatric disorder [8] and is typically not associated

with mental health impairment in the absence of medi-

ating factors, such as body dissatisfaction and physical

health impairment [9, 10].

EDs are a disparate group of mental health problems

that are characterised by body image disturbance in the

form of extreme concerns about weight or shape and the

regular occurrence of eating and/or weight-control behav-

iours that are deemed to be “pathological” or “disordered”

[11]. There are several types of EDs, including anorexia

nervosa (AN), bulimia nervosa (BN), binge eating disorder

(BED) and variants of these disorders such as “purging

disorder” and “night eating syndrome” [11, 12]. Patho-

logical behaviours associated with these disorders include

binge eating, purging (self-induced vomiting and/or mis-

use of laxatives or diet pills), extreme dietary restriction,

and excessive exercise [13]. EDs are by definition associ-

ated with marked impairment in mental health and may

also be associated with physical health impairment, where

body weight is very low or very high and/or when frequent

use of purging behaviours is present for example [2, 12].

To date, public health programs for obesity and EDs

have remained largely disparate, despite increasing

awareness of the overlap between these conditions and

the fact that treatments for both conditions remain sub-

optimal [14–16]. Various shared risk (e.g., dieting and

weight-control behaviours, body dissatisfaction, low self-

esteem, depression symptoms and anxiety, media and

marketing exposure) and protective (e.g., enjoying phys-

ical activity, high self-esteem, positive body image) fac-

tors for the respective conditions have been identified

[17–19]. Furthermore, there is extensive overlap between

obesity and EDs in that these conditions can co-occur in

the same individual and individuals can move from one

condition to another over time [3, 20]. In particular, in-

dividuals experiencing overweight or obesity are at a

higher risk of disordered eating and EDs than the gen-

eral population [21], and individuals with BED have par-

ticularly high rates of overweight and obesity [22].

Despite these commonalities, dialogue between the

obesity and ED fields is rare and collaboration in the de-

velopment of integrated prevention and health promo-

tion programs rarer still. Reasons for this likely include

the different backgrounds of prevention and health pro-

motion researchers in their respective fields – obesity

primarily in public health, EDs primarily in clinical

psychology – (cf. [23]) and the fact that certain obesity

health promotion messages (e.g., increased focus on

body weight and/or diet) may be seen to conflict with

certain EDs health promotion messages (e.g., reduced

focus on body weight and/or diet) [6, 24]. Indeed, one of

the consequences of the lack of collaboration between

researchers in these respective fields is that little

consideration has been given to the possibility that the

messages being delivered to the public from these fields

may be conflicting or at least confusing.

An additional impediment to collaboration between

the fields, in our view, is that there is a paucity of in-

formation concerning knowledge of and beliefs about

obesity and EDs – and the overlap between these

conditions – among key stakeholders. In the field of

health communication, it is generally accepted that

improved understanding of the knowledge and beliefs

of target audiences is conducive to the development

of more effective message communication [25, 26]. In

recent years, there has been considerable interest in

public perceptions of the framing of obesity preven-

tion messages (e.g., [27]) and the importance of eluci-

dating public knowledge and beliefs about EDs as a

platform for health education efforts is increasingly

recognised [23, 28]. Both obesity and ED are highly

stigmatised conditions [29–32] and stigmatising atti-

tudes and beliefs would be expected to manifest

themselves in distinct ways among different stake-

holders, including healthcare providers [33, 34]. Im-

portantly, there is growing support for “bottom-up”

approaches to public health interventions for both

obesity and EDs, in which public opinion is solicited

in the course of policy development [28, 35].

Information from other key stakeholders, such as health

professionals and educators, is also important, however,

both in promoting cross-sectoral collaboration and in

informing the conduct of proposed interventions [36, 37].

For example, information from key stakeholders may be

helpful in developing a set of potential integrated health

promotion messages for obesity and EDs, the perceived

acceptability and persuasiveness of which in different

demographic subgroups might then be systematically ex-

amined (e.g., [27, 38]). While the opinions of key stake-

holders, most notably school educators and parents,

concerning the design and conduct of interventions for

obesity (e.g., [39, 40]) and EDs (e.g., [41]) have been exam-

ined, these studies have typically been confined to the

opinions of one or a small number of stakeholders. Fur-

ther, this research has been confined to studies of stake-

holder opinions concerning interventions for obesity and

ED considered separately.

With these considerations in mind, the goal of the

current study was to elucidate knowledge and beliefs

concerning obesity and EDs – and the relation between

these conditions – among a broad range of stakeholders

(e.g., health professionals, teachers, academics, and obes-

ity and ED consumer group representatives). The aspects

of participants’ knowledge and beliefs considered in-

cluded the seriousness of and relative importance of

obesity and EDs as public health problems, the links be-

tween obesity and EDs, the desirability and feasibility of
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an integrated approach to prevention, specific health

promotion messages likely to be most effective in the

context of an integrated approach, the optimal methods

for delivering these messages and barriers to integrated

health promotion strategies.

Methods

Participants

The study sample was comprised of 62 Australian indi-

viduals who agreed to participate in focus groups and in-

terviews. Participants were recruited based on their

knowledge and expertise with weight and shape related

issues. While the type and composition of stakeholder

groups were determined in advance, we recruited eligible

participants primarily through convenience sampling

techniques. All participants were contacted via emails

and relevant agencies, with an invitation to take part in

the study.

Eight focus groups were initially conducted with 55

participants. The first three focus groups (focus group 1

(n = 6); focus group 2 (n = 12); focus group 3 (n = 5)

were held during the 2015 National Eating Disorders

and Obesity Conference held in the Gold Coast,

Australia. These focus groups were inter-disciplinary

and included a range of people, including psychologists,

teachers, general practitioners, registered dietitians,

nurses, public health professionals, social workers, and

endocrinologists. The next five focus groups were intra-

disciplinary; one focus group was conducted with

teachers (n = 5), another with psychology academics

(n = 4), personal trainers (n = 6), professionals from ED

consumer/advocacy groups (Butterfly Foundation/Na-

tional Eating Disorders Collaboration (NEDC); n = 7)

and one with members of an obesity consumer/advocacy

group (Obesity Support Council; n = 10).

Seven in-depth individual interviews were then con-

ducted with health professionals working with individuals

with obesity and/or EDs, including dietitians, psycholo-

gists, an endocrinologist and an exercise physiologist. The

individuals who participated in the interviews were not in-

volved in the focus groups. Table 1 summarises the partic-

ipants’ demographic characteristics.

Procedure

The qualitative interviews and focus groups were guided

by phenomenological and interpretive theories. Phenom-

enological approaches prioritise participants’ experiences,

folk and professional categories and models, reasoning,

and meaning of illness and wellbeing (see [42]). Interpret-

ive paradigms direct attention to in-depth descriptions

and the meaning of shared experiences, categories, and

metaphors (see [43]). From this, our analytic framework

followed an inductive approach drawing on grounded

theory [44, 45], which cultivated an analytical space per-

mitting participant themes to emerge from the data [46].

Prior to the start of each focus group/interview, the

consent form was reviewed and signed by both the

participant and facilitator. The focus groups were

guided by a series of semi-structured, open-ended

questions that were developed based on the extant lit-

erature [14, 18, 24], and goals of the research. Ques-

tions were drafted to elicit the categories, concepts,

and beliefs that participants felt were important. The

guide focused on several relevant topics, such as

knowledge and beliefs about the seriousness and rela-

tive importance of obesity and EDs as public health

problems, beliefs about the links between obesity and

EDs, beliefs about the desirability and feasibility of an

integrated approach to prevention, beliefs about the

specific health promotion messages likely to be most

effective in the context of an integrated approach,

Table 1 Demographic characteristics of participants

Focus groups Interviews

Total number 55 7

Gender

Male 14 2

Female 41 5

Age (years)

18–24 6 0

25–34 18 4

35–44 11 2

45–55 14 1

Over 55 6 0

First language

English 49 6

Other 6 1

Position

Dietitian 5 3

Psychologist 4 2

Endocrinologist 1 1

Exercise physiologist – 1

Personal trainer 6 –

General practitioner 3 –

Project coordinator 3 –

Social worker 1 –

Nurse 2 –

Teacher 6 –

Public health professional 3 –

Psychology academic 4 –

Butterfly Foundation/NEDC 7 –

Obesity Support Council 10 –

Bullivant et al. BMC Public Health         (2019) 19:1681 Page 3 of 10



and the optimal methods for delivering such messages

(see Table 2). Both inter- and intra-disciplinary focus

groups were conducted to capture a wide range of

perspectives, and to see if the resultant discussion

and interactions between participants revealed areas

of consensus, tension, and/or disagreement.

Individual interviews were then scheduled with indi-

viduals representing selected professions in order to gain

additional insight into their perspectives. The interviews

allowed these participants to express their views on

these topics outside of a group setting and its limitations

[47]. The same questions asked of focus group partici-

pants were asked during these interviews, along with

additional questions exploring participants’ understand-

ing of disordered eating behaviours and the barriers to

integrated health promotion efforts.

The duration of focus groups was approximately 1 h,

while the duration of the interviews ranged from 20 to

40min. Every focus group and interview was audio re-

corded and transcribed verbatim, with identifying infor-

mation (names of participants, places of employment)

removed. Data collection continued until saturation of

themes had been achieved [48]. Saturation was deemed

to have been reached when no new themes were arising

from the discussions. Immediately before the focus

groups/interviews started, participants filled out a ques-

tionnaire collecting socio-demographic information. All

participants received a gift card for participating in the

study. Ethics approval for this study was obtained by the

Macquarie University Human Ethics Committee.

Data analysis

Inductive thematic analysis, an approach to data analysis

common to the constructivist paradigm, was used to

identify major themes in the textual data [49]. Two

members of the research team read and re-read the tran-

scripts to familiarise themselves with the data, identify

patterns and develop the thematic codes related to the

research questions [50]. The focus groups and interviews

were coded using NVivo software and the codes were

compared to increase intercoder reliability. The codes

were integrated, assessed and used to develop the major

themes. The major themes were also compared within

and between the focus groups and interviews.

Results

The participants’ knowledge and beliefs concerning EDs

and obesity and their views on integrated health promo-

tion strategies were the primary topics explored. The

participants’ conversations about obesity and ED health

promotion and prevention revealed both shared posi-

tions and points of disagreement. Below we address find-

ings relating to the following themes: (a) awareness and

understanding of obesity and EDs; (b) beliefs about the

links between obesity and EDs; (c) attitudes towards in-

tegrated obesity and ED health promotion; and (d) be-

liefs about target groups (i.e., who should be targeted) in

such programs .

Awareness and understanding of obesity and EDs

Discussions began by asking participants how they de-

fined the terms ‘obesity’ and ‘EDs’. Obesity was typically

defined by participants in terms of elevated BMI (e.g.

BMI > 30) or outward physical size. Participants from all

focus groups and interviews identified this clinical defin-

ition of obesity and described the associated risk factors,

comorbidities and health outcomes.

Participants defined EDs as mental health conditions

that are centred around problematic eating behaviours.

AN and BN were most commonly referenced when de-

fining EDs. Fewer references were made to BED or other

specified/unspecified feeding and EDs. ED practitioners

expressed frustration about the lack of recognition sur-

rounding BED. One psychologist remarked, “It’s actually

quite neglected, the focus on anorexia and bulimia,

whereas the binge eating disorder, medical doctors don’t

even recognise it, so it’s very frustrating.”

Disordered eating practices were also discussed among

participants and were identified as unhealthy eating

practices, such as binge eating, dieting, restricting, pur-

ging and having food rules. Participants distinguished

between disordered eating practices and EDs, “I think

there are obvious similarities between eating disorder

behaviour and eating disorders,” remarked an exercise

physiologist, “particularly around poor eating habits, but

eating disorders are a more severe expression of that.”

Those participants working primarily in an obesity set-

ting, teachers, public health workers, and personal trainers,

noted that they didn’t have a great depth of knowledge of

Table 2 Selected focus group and interview research questions

What is your understanding of obesity?

What is your understanding of eating disorders?

To what extent do you believe obesity/eating disorder behaviours are
public health
problems requiring intervention?

What are your beliefs regarding the links between obesity and eating
disorders?

To what extent do you believe there is a need for integrated obesity
and eating disorders
health promotion?

What kind of efforts/messages do you believe would be most effective
for
targeting both obesity and eating disorders?

Which modes of delivery, do you believe, are optimal for delivering
integrated messages
for obesity and eating disorders?

What are some of the barriers that you can see to integrated health
promotion efforts?
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EDs and that their education and training programs often

did not include information on EDs. A student remarked

that information on EDs has not been included in their

public health course curriculum. “So, it’s interesting,” they

said, “that we talk about obesity, but we don’t even neces-

sarily talk about the binge eating that goes with obesity.”

Participants across stakeholder groups expressed con-

cern about how the public perceives these conditions.

Those working primarily within the domain of EDs de-

scribed the public as unaware of the breadth of symp-

toms and the diversity of diagnostic labels within the

larger category of EDs. For example, misperceptions that

only young women are at risk and that EDs are a

method for drawing attention to oneself are widespread.

In terms of obesity, participants remarked on the stigma

surrounding obesity from the public and health profes-

sionals, particularly around personal responsibility, label-

ling people with obesity as fat, less hardworking and

unhealthy. Health professionals were concerned this

stigma poses a barrier to people with obesity accessing

health services.

Regarding the seriousness of obesity and disordered

eating behaviours, many participants viewed obesity as

an important public health problem. They frequently

cited the high prevalence rates among adults and chil-

dren, severe health comorbidities, and cost to the health-

care sector and society. It is not just the costs to the

public health system, as a nurse working in an obesity

setting explained, “[It is] also a cost to the family and

the individual as well” in terms of financial and emo-

tional burdens.

When compared to obesity, participants across the pro-

fessional groups viewed EDs as less of a public health con-

cern, noting how obesity leads to many other health

problems, affects a greater number of people, and costs

the public health sector more than EDs. There are signifi-

cant public health challenges with obesity alone that link-

ing EDs to obesity, according to a psychology academic, is

a “relatively small kind of component. So, I see the obesity

as the biggest issue perhaps.” However, those working in

the ED field noted that an increase in not only EDs but

also disordered eating behaviours is a public health con-

cern. Increases in these behaviours were seen as a signifi-

cant issue by a psychologist since they can be a “precursor

or an aftereffect of an eating disorder.”

Beliefs about the links between obesity and EDs

Across all focus groups and interviews, participants

identified areas in which the obesity and EDs fields hold

common ground. This generally related to shared risk

factors, such as binge eating, dieting, disordered eating,

unhealthy relationships with food, and low self-esteem.

Shared protective factors, including healthy eating,

healthy lifestyle, a good relationship with food, strong

self-esteem, and social support, were also acknowledged.

How the risk and protective factors and shared health

outcomes are identified and often treated individually,

rather than as a set of interconnected problems, was

raised as an issue. As a participant from the EDs con-

sumer/advocacy focus group commented:

I think the danger is we always see these in silos as

conditions rather than looking at risk factors and

protective factors. Actually, a lot of the risk and protective

factors can protect against lots of different things.

Participants working with people with obesity also

recognised that EDs and obesity can co-occur and are

interrelated. That is, they identified how dieting and

binge eating can lead to weight gain and how many indi-

viduals who are overweight or obese meet the criteria

for BED. An exercise physiologist described how binge

eaters might respond to messages about obesity preven-

tion, stating:

The binge eating, even people responding to messages

about obesity that they should stop eating, they should

eat less, so they might be doing that type of eating and

then rebound and do the opposite as well.

Participants in separate focus groups described how

eating behaviours, weight, and body image issues exist

on a continuum and often intersect. For instance, an in-

dividual in the ED consumer/advocacy focus group said:

I’d say there is a spectrum, there’s healthy functioning,

healthy eating, and we go along the spectrum, then we

come across to a space that perhaps includes disordered

eating, and that can both include people who may be suf-

fering from obesity or suffering from an eating disorder,

and eventually we get into a medical diagnosis of both.

Similarly, in a separate interdisciplinary focus group, a

dietitian noted:

It’s like a continuum that we’re both working together

on the same end of. [It’s] important to consider the

psychology of it along the way as well...you can’t address

obesity issues or restriction issues or any other eating-

related problems without acknowledging that there are

thought processes and behaviours and feelings behind

what people are doing.

Others, however, viewed these conditions as separate

and were sceptical about the links between obesity and

EDs. These participants noted that obesity is not always

associated with disordered eating or an ED. Health profes-

sionals described the treatment of these conditions are

separate. A manager at an ED support organisation stated,

“I tend to split them in my mind and treat them quite sep-

arately, even though I’m very well aware that you may

have an increased risk, for instance, if you have obesity.”

Mental health practitioners identified emotional or

psychological issues as a key distinction between EDs
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and obesity. Thus, the classification and treatment of

obesity and EDs were viewed as separate issues. A

psychologist remarked, “I think, EDs obviously are a

mental health issue, I don’t think that obesity is on its

own.” Differences in opinion were apparent both across

and within stakeholder groups. For example, two

teachers disagreed about whether obesity has a mental

health component:

It would depend on the situation of the person be-

cause some people their link to obesity might be some

mental health issues. Others their link to obesity could

be, for example, some cultural links. (Teacher 1).

Whereas I would say they are completely linked because

I think obesity is an eating disorder in itself. (Teacher 2).

Attitudes towards integrated obesity and ED health

promotion

Across stakeholder groups, many participants expressed

a need for an integrated approach to public health inter-

ventions. Greater collaboration between the obesity pre-

vention and ED prevention fields was seen as critical in

establishing core beliefs that both sides share, and which

can form the basis of messaging. A project coordinator

for an ED organisation noted:

It’s really important to have cross-sector collaboratio-

n...it’s important, with the potential for unintended harm

in messaging from both obesity and eating disorders,

that we work together to come up with health promo-

tion campaigns which do their best to cause no harm,

whilst achieving the goals that we want to achieve.

There was considerable support across stakeholder

groups for integrated health promotion messages that

addressed the shared risk and protective factors for both

conditions. Suggested ideas for integrated messages in-

cluded focusing on health and well-being, positive body

image, healthy eating, strong self-esteem, eating in mod-

eration, and regular physical activity. Some participants

considered it to be particularly important that any inte-

grated messages focus on improvements in health and

not weight loss. A psychologist suggested that, “health

promotion messages need to be weight neutral and posi-

tive in order to improve those messages.”

Not all participants were supportive of this approach,

however. Disagreement about an integrated approach

can be seen in the exchange below between a nurse

working in an obesity setting and a clinical psychologist

also working in an obesity prevention setting:

I’m not really sure if communities are ready to hear

that message, I think that it would confuse them…I’d be

very concerned that they would be conflicted and just if

you look at the prevalence rates, because obesity is a far

greater, more prevalent problem, I think that perhaps re-

quires addressing first. (Nurse).

I’d respectfully disagree...I think we should be sending

a single, united, strong message about, ‘this is healthy

eating, this is a healthy lifestyle’ and having a healthy re-

lationship with food. (Clinical psychologist).

Participants who were less supportive of an integrated

approach preferred the use of separate messages for the

different conditions. As a dietitian noted, “I think it

would be best for these two conditions to be targeted

separately.” These participants saw obesity and EDs as

distinct issues and expressed concern that connecting

the two issues for health promotion purposes would

cause confusion. Participants also mentioned the stark

differences between AN and obesity as an obstacle to

finding common ground for integrated messages. “I

think there is some overlap,” a psychology academic

said, “but I think you’re going to repel people by putting

it in the bunch because people don’t want to be

associated.”

The feasibility of integrated health promotion efforts

was questioned, even among those who were supportive

of this approach. The cost of an integrated approach to

health promotion program was frequently cited as a bar-

rier. As a dietitian noted, “I guess the funding issue is

probably the biggest one, always with health promotion.”

Another perceived challenge for an integrated approach

was the lack of collaboration between the obesity and

ED fields. Participants were concerned about whether

and how these fields could come together and decide on

appropriate integrated messages.

Other participants supported an integrated approach to

addressing obesity and EDs but one focusing on macro-

level factors rather than health promotion messages. Thus,

there was strong support for greater regulation of advertis-

ing directed towards children on television, advertising at

sporting events, diet advertising and the availability of

healthy food. A public health professional elaborated on

the need for regulation:

I think health promotion messages are great, but at

the end of the day, you need to make certain things af-

fordable, certain things unaffordable, certain things

available, certain things unavailable, and that will start to

change things.

The need for interventions simultaneously targeting

individual-level (e.g., mental health and media literacy)

and macro-level (e.g., free access to fruit and vegetables

in schools) determinants of health behaviours was also

noted by some participants.

Beliefs about target groups in integrated health

promotion initiatives

Participants identified several appropriate target groups

for integrated public health interventions, including,

children, adolescents, parents and adults in the work-

place. Participants also supported more education for
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health professionals working with vulnerable popula-

tions, including teachers, school nurses, general practi-

tioners and personal trainers. As one personal trainer

suggested, “Rather than trying to target the kids, target-

ing the teachers, same as parents because they’re the

ones teaching them”.

Several participants supported interventions for

young children. A participant from the obesity con-

sumer/advocacy focus group suggested that “If you’re

hitting them young, it has a long-term effect and that

will have a generational change.” Further, several par-

ticipants highlighted the need for better education

programs around healthy food and eating in schools.

A psychologist remarked:

In schools, I really think that’s important because you

don’t necessarily have to shift their views like your start-

ing fresh. So, I think schools would be extremely import-

ant and I mean through schools you could even educate

parents potentially.

Many participants noted how children first learn about

food from their parents, and how they form an emo-

tional connection with food. Hence, there was also

strong support for educating teachers and parents

around healthy eating and cooking. A nurse commented:

“I think education is very important and obviously it

starts in the home, and the parents need to know what

they should be feeding their children because a lot of

parents don’t really know.”

Suggested modes for reaching these target groups in-

cluded social media and smartphone applications, televi-

sion, radio, the internet, advertising in community

centres (e.g., shopping centres, community health cen-

tres), and via workplace and school education programs.

Participants noted that a multi-component program is

more likely to be effective. They also emphasised the im-

portance of having standards around the method of de-

livery, as well as examining the long-term effects of

public health messages.

Discussion

Focus groups, supplemented by in-person interviews,

were used to explore key stakeholders’ knowledge and

beliefs about obesity, EDs and their possible intersec-

tions. The results of this study contribute to a growing

area of research exploring the potential for collaboration

in the development of integrated health promotion pro-

grams for obesity and EDs. The findings illustrated that

while participants were universally aware of the signifi-

cance of obesity as a public health problem, awareness

and understanding of EDs was relatively poor among

several participant groups including obesity practi-

tioners, public health professionals, teachers and per-

sonal trainers. This included poor understanding of the

different types of EDs and the behaviours comprising

these disorders. Also, relative to obesity, participants

viewed EDs as less of a public health concern.

In these respects, the current findings are consistent

with those of previous research indicating that while the

public, health professionals and other key stakeholders are

generally aware of the nature and adverse consequences of

obesity [51, 52], awareness and understanding of EDs

among key stakeholders is relatively poor [53, 54]. This is

perhaps not surprising given that public health campaigns

designed to improve awareness and understanding of

obesity are well established and have been extensively

employed in recent years [51, 55]. By contrast, the need

for public education programs for EDs is only now being

recognised [23, 28]. Efforts to improve public awareness

and understanding of the occurrence and adverse effects

of EDs have, however, gained momentum in recent years

[28, 38]. Improving awareness and understanding of EDs

and eating-disordered behaviour among key stakeholders

in obesity research may be particularly important moving

forward. At the same time, it is apparent that misconcep-

tions concerning obesity also exist. Thus, some partici-

pants in the current study appeared to believe that obesity

is in fact a form of EDs or other mental health disorder,

that obesity is invariably associated with physical and/or

mental health impairment and/or that all people who

meet accepted criteria for obesity need treatment of some

kind.

There is growing awareness among public health re-

searchers of the commonalities in risk, protection and

intervention between obesity and EDs [14, 17]. Many of

the participants in the current study identified links be-

tween these conditions, particularly in terms of shared risk

and protective factors. They also identified that BED often

co-existed with and shared pathways of relevance to obes-

ity. Recognition of these commonalities is encouraging in

that it suggests areas where the two fields of studies can

start a dialogue. However, other participants, while ac-

knowledging these links, were less sanguine about the po-

tential for collaboration, describing the overlap as

overstated, particularly given obesity’s lack of classification

as a mental health or behavioural disorder [8].

These differences notwithstanding, there was consider-

able agreement among stakeholders about the need for,

or at least the possibility of, an integrated approach to-

wards health promotion. This included strong support

across the stakeholder groups for integrated health pro-

motion programs that focus on health and well-being,

healthy eating, self-esteem, positive body-image, discour-

aging dieting, and physical activity, rather than weight

loss. Targeting children, adolescents and parents in such

efforts was also strongly supported. The targeting of

shared risk and protective factors has been suggested as

an area for greater collaboration and an effective way to

offset the potential for harm [18, 24].
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Support for an integrated approach was often

expressed by participants out of a concern that certain

obesity prevention messages may have unanticipated

harmful effects. This is reflected among ED re-

searchers, who are concerned that weight-focused

obesity prevention messages may promote body dissat-

isfaction and eating-disordered behaviour among vul-

nerable individuals [14, 56]. There has also been

increased concern in recent years, among advocates

for the Health at Every Size and Body Acceptance

movements in particular, about the adverse impact of

weight-related-stigma (e.g. [6, 32]). Indeed, use of the

term “obesity’ is itself seen as stigmatising and there-

fore inappropriate by some commentators, e.g. [57].

Obesity researchers, by contrast, are more likely to be

concerned that the messages likely to be used in ED

prevention programs, such as those encouraging body

acceptance, may detract from obese individuals’ mo-

tivation to change diet and exercise behaviour [58, 59].

These considerations highlight, first, the need to in-

clude assessment of potential adverse outcomes of in-

terventions for both obesity and EDs [60, 61]; and

second, the challenges inherent in developing inte-

grated health promotion messages that are likely to be

acceptable to all stakeholders [14, 24].

Concerns about the feasibility of an integrated ap-

proach towards health promotion for obesity and EDs

were expressed by some participants, including concerns

about the lack of collaboration that currently exists be-

tween the respective fields. As has been noted, the differ-

ent backgrounds and training of health promotion

researchers in the respective fields has proven problem-

atic in terms of collaborative efforts. While interventions

for obesity have originated primarily from the public

health domain, interventions for EDs have tended to ori-

ginate from the field of clinical psychology. This has led

to a lack of dialogue and, at times, ill-feeling [23, 60].

Acknowledgement and open discussion of these differ-

ences and their implications for the development of inte-

grated programs will be critical if the two fields are

going to work together moving forward. We hope that

the findings presented here provide an incentive for dis-

cussion of this kind.

Limitations and future directions

At least three limitations of the current research should be

noted. First, the extent to which the findings can be general-

ised to all relevant groups is unclear. Although a broad range

of stakeholders in the obesity and/or ED fields was repre-

sented, we may not have captured the full range of experi-

ences. Further, it is possible that individuals with certain

attitudes and beliefs, including stigmatising attitudes and be-

liefs, were over-represented among individuals who agreed to

participate in the study. Alternatively, or in addition, the

findings may have been biased by a perceived need to express

socially desirable opinions among some participants. How-

ever, the repeated emergence of key themes within and

across focus groups and interviews suggests that the most sa-

lient ideas were captured. Second, the recruitment approach

did not permit stratification of findings according to demo-

graphic or other characteristics likely to be of interest (e.g.,

gender, age). Finally, additional information which could de-

scribe the participants in more detail (e.g. their level of ex-

perience working with or their attitudes towards people with

these conditions) was not collected. Strengths of the research

included, in addition to the recruitment of a broad range of

stakeholders, the collection of data until saturation of themes

was achieved and the use of two investigators to code

themes. Perhaps most importantly, the current research was

novel in soliciting stakeholder beliefs concerning obesity and

EDs as these conditions are seen to relate to each other ra-

ther than beliefs concerning either condition alone.

The current findings may have implications for both

health practitioners and health promotion researchers. For

health practitioners working in the obesity setting, better

training and education around EDs appears to be needed,

particularly around the shared risk and protective factors

for overweight/obesity and disordered eating/EDs. For

practitioners in both fields, it may be important to con-

sider looking at EDs and obesity as interconnected condi-

tions and to review preconceptions about these conditions

that may be embedded in current professional training

programs. At the same time, it is important to be aware of

the potential for stigmatisation and undue pathologising

or “medicalisation” – of both ED and obesity [62], and the

need to promote holistic frameworks when assessing and

addressing the causative factors, perceptions of risk and

responsibility, and potential solutions [63].

Having multidisciplinary input into curriculum devel-

opment and teaching of health professional programs

may be helpful in bringing about change of this kind

and in pre-empting some of the challenges inherent in

promoting greater collaboration between ED and obesity

researchers referred to above. For health promotion re-

searchers, the findings highlight the need for, and pro-

vide a platform for, a more collaborative approach to

intervention development. As has been suggested, re-

searchers across the respective fields will need to work

together to develop a set of integrated health promotion

messages that are acceptable to all key stakeholders. The

perceived acceptability and persuasiveness of these mes-

sages among the public should then be examined. A po-

tential benefit of such collaboration is greater coherence

of messages being communicated about various eating

and weight-related problems [23]. Integrated health pro-

motion programs also have the potential to reach a

wider audience and could be more cost-effective than

implementing separate programs [14].
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Conclusion

Findings from this study contribute to growing interest

in the integration of public health interventions for obes-

ity and EDs. They uncovered previously unknown as-

pects of stakeholders’ knowledge and beliefs about these

conditions, particularly around the awareness and un-

derstanding of EDs. The findings indicate areas of con-

vergence and divergence among researchers and health

professionals from the different fields and provide a plat-

form for greater collaboration moving forward.
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