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Abstract

In this study, researchers examined the meaning of obesity among marriage and family Therapists utilizing a
qualitative methodological approach (phenomenology). A total of 15 MFTs engaged in semi-structured interviews
and reflected on their epistemology regarding obesity and weight-related concerns among individuals, couples and
families, in addition to reflecting on their level of preparation regarding working with obese clients in clinical
treatment. This study illuminated three themes: 1. Being unhealthy, being overweight; 2. personal knowledge and
self-perceptions; and 3. Lack of knowledge and confidence. In this study, authors discuss clinical implications as well
as provide recommendations regarding obesity training for therapists.

Keywords: Obesity; Marriage and family therapy; Clinical
intervention

Introduction
Obesity is an issue that impacts individuals, couples, and families,

here in America and abroad, and has been recognized as a national
epidemic since 1999 when the centers for disease control and
prevention (CDC) published a series of maps that exposed the issue’s
prevalence [1]. In the following years, many health organizations
started to categorize obesity as a disease and the American medical
association officially recognized it as such in 2013 [2,3]. The most
recent CDC obesity data brief prepared by Ogden et al. reported that
just over 36% of adults and 17% of youth in the United States fall into
the obese category [4].

Despite the extensive discussion of obesity within scholarly
literature, a significant amount of the literature has focused on health
professionals and medical interventions used to induce weight loss and
relinquish associated comorbidities [obstructive sleep Apnea (OSA),
Type 2 diabetes mellitus (T2DM), hypertension, hypercholesterolemia,
various cancers, and heart disease, among others] [5]. However,
paucity exists in the discussion regarding the role and training of
behavioral specialists, such as marriage and family therapists (MFTs)
who may work with obese populations. Arguably, marriage and family
therapists may be uniquely qualified to assist clients who struggle with
the psychological, psychosocial, and relational aspects of obesity,
weight loss, eating disorders, body image, and other weight-related
concerns, given their attention to systemic, relational, and biopsycho-
social perspectives towards clinical treatment [6].

While a few Medical Family Therapy (MedFT) training programs
have emerged (master’s programs, post-master’s certificate programs,
and doctoral programs) as well as a couple of MFT programs that are
uniquely housed in a medical school or nursing school, the extent to

how meticulous these programs are in training specifically on the topic
of obesity is unknown. Likewise, though some traditional programs
may offer a health-related elective, obesity is not a topic that is covered
thoroughly in traditional MFT programs (non-MedFT) based on a
review of core courses in COAMFTE-accredited master’s programs,
which serves as the primary mechanism for training MFTs in the
united states. Consequently, these limits the exposure graduates have
to proper training and methodologies in addressing the needs of this
population. Obese clients often experience medical, psychological,
social, and emotional impacts that instructors do not readily discuss in
courses or trainings aimed at addressing diversity within couple and
family relational systems. Additionally, how graduates perceive obesity,
which can ultimately influence their work, does not receive the
necessary attention.

While some students may gain exposure and training specifically in
working with obese populations during their internship experiences,
the standard preparation process for potentially working with this
population during the didactic portion of these students’ clinical
training remains unclear. With the exception of a few studies [6-8],
there has been a lack of discussion regarding the training methods
used to prepare marriage and family therapists to work with obese
populations. In addition, the existing work has been focused on
perspectives of treatment, with limited exploration regarding
epistemology, knowledge, and perceptions of obesity as a phenomenon
and as a clinical treatment issue. The researchers utilized this study to
explore how MFTs, as individuals and as members of the MFT field,
construct meaning around the topic of obesity. Essentially, this study is
about epistemology: What one knows (about obesity) and how that
individual knows what she/he knows. While previous researchers have
assessed how marriage and family therapists think about treatment
utilizing quantitative measures, to date there has not been a study that
specifically explores what marriage and family therapists know about
obesity in terms of their general knowledge. While it is known that
MFTs have a unique lens to treat obesity and conceptualize how
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obesity fits within family systems [6], what is not known is information
about marriage and family therapists’ epistemology as it relates to
obesity. Arguably, epistemology informs therapists’ attitudes,
perceptions, and beliefs, which all may have implications for clinical
treatment. Therefore, exploring this topic may inform the future of
MFT training. The research may illuminate gaps or potential
shortcomings in general knowledge of obesity that may merit attention
in educational programs.

Existing Literature

Obesity treatment and research in marriage and family
therapy

Researchers in the mental health field have found that in addition to
physical health concerns, obesity also impacts mental health and
quality of life in general. For example, research has shown a correlation
between obesity and depression [9], though further research is needed
to determine the exact direction of the relationship. In addition,
researchers have noted that obesity contributes to negative lifestyle
outcomes (self-stigma, shame, and perceptions of enduring
discrimination, along with an overall diminished quality of life)
[10,11].

The field of Marriage and Family Therapy has emphasized the role
of the family in regards to the issue of obesity. According to Gibson et
al. [12], family members of individuals with obesity play a vital role in
supporting weight-loss efforts and behavior change. Some investigators
support talk therapy and see this as a crucial step in order for
professionals to have an understanding of family structure and
dynamics, behavioral functioning, emotional coping skills,
comorbidity, and motivation when working with an obese client [13].
Researchers in the field of marriage and family therapy as well as
human development, family studies, and medicine have noted the
effectiveness of marriage and family therapy in working with clients
regarding the matter of obesity [14-17]. Furthermore, a significant
number of researchers have found that family-based interventions are
effective for the treatment of obesity [18]. However, family-based
interventions may or may not be conducted by marriage and family
therapists [19].

While some scholars have discussed obesity within the MFT field
[20,21] obesity among children, obesity and bariatric surgery patients
[22-26], along with other obesity research conducted by MFTs [27], a
lack of discussion exists regarding how MFTs specifically define and
understand obesity from a personal and clinical perspective.
Furthermore, the discussion of obesity within the field of MFT has not
been substantive beyond individuals reporting that they apply a
“systemic lens” to the issue of obesity. In addition, the field still lacks a
utilitarian definition and understanding of obesity.

In a study by Pratt et al. a majority of Marriage and Family
Therapists reported the use of cognitive behavioral therapy and
solution-focused therapy to conceptualize working with obese
populations. However, how therapists specifically apply these theories
remains unknown. Other theories or frameworks discussed in the field
of MFT related to obesity, such as systemic, FIRO approach, structural,
bowenian, and strategic, among others emerged in research published
over 15 to 20 years ago [28-32] coupled with a limited discussion
regarding application in recent years. Also, a dearth of discussion exists
regarding how MFT educators utilize, teach, and assess for knowledge
regarding some of the above-mentioned theories. Furthermore, self-of-

the therapist or personal knowledge and experiences with obesity have
not been discussed in the literature utilizing qualitative methodology-
beyond open-ended questions on a survey.

Obesity education in MFT
In a review of accredited Master’s programs, authors found only a

few programs-master’s, post-Master, and doctoral-that offered
certificates and degrees in medical family therapy that explicitly
addressed the issue of obesity. However, in a review of the curriculum
of both traditional and MedFT programs, the focus remains on
processes of therapy and collaboration, rather than on discussions and
training regarding specific medical illnesses such as obesity, oncology,
and infertility, among others [33].

Marriage and Family Therapists work with obese populations and
increasingly work in collaborative healthcare settings [34]. Despite this
fact, little information exists regarding the training procedures for
master’s students, in relation to specific medical illnesses. In a study
conducted by Pratt et al. of MFTs regarding weight-related behaviors
among MFT students and therapists, researchers found that the
majority of therapists lacked training in working with obese
individuals. In this study, therapists also remained unclear as to how to
relate family systems theory to the clinical treatment of patients
dealing with weight loss and other weight-related behaviors. Likewise,
other researchers have indicated that weight bias education may be
needed within marriage and family therapy training programs as an
increasing number of therapists interact with obese populations. For
example, Pratt et al. [7] conducted a study among 162 marriage and
family therapy students and found that some therapists present an
explicit weight bias. If marriage and family therapy educators do not
adequately train students on how to broach working with obese clients,
they may adversely impact client outcomes (engagement in treatment
and adherence to treatment among therapists and other medical
professionals) when they matriculate into the field. In addition, other
researchers have explored the topic of weight bias in the field of
marriage and family therapy and have suggested that it definitely
deserves attention in the process of training therapists to work in the
field of obesity and weight-related behaviors [7]. The focus of this
study was to explore the meaning of obesity among Marriage and
Family Therapists-specifically to explore epistemology as it relates to
obesity among Marriage and Family Therapists. The researchers
focused on exploring what marriage and family therapists know about
obesity and how they know what they know.

Methodology
The authors employed qualitative research methods as the main

purpose of the study in order to gain in-depth information regarding
the topic of obesity among MFTs. In particular, the authors
incorporated phenomenology in efforts to capture how MFTs
construct meaning regarding obesity and to understand MFTs’
experiences in the course of their graduate training programs. The
MFT field has utilized phenomenology as an interpretive inquiry and
has incorporated this approach as a mechanism to understand the
construction of meaning [35]. This study’s researchers utilized
phenomenology to assess how marriage and family therapists
construct meaning. The researchers formulated the following
overarching research question for the study: “what is the meaning of
obesity among marriage and family therapists?” subsequent questions
for the study included: 1. “What do marriage and family therapists
know about obesity?” and 2. “What have MFTs learned about obesity
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during their graduate education?” This study’s researchers integrated
these questions and this methodological approach to examine both
current knowledge and experiences transpiring within the graduate
level training of future MFTs.

Research Design
This study aims to explore marriage and family therapist’s

perspectives regarding the topic of obesity. The authors attempted to
gain an in-depth understanding of the subject matter and, therefore,
elected to conduct individual interviews with participants. In the study,
individuals participated in a 45 to 60 minute semi-structured interview
conducted by the Primary Investigator or other co-investigators. The
authors used a semi-structured interview format to allow for flexibility
and an organic interview [36]. Semi-structured interviews afforded the
researchers the opportunity to ask probing questions as well as follow-
up questions that may not have been allowed using a standardized
interview protocol. The use of probing questions, prompts, and follow-
up questions resulted in an in-depth exploration of MFTs’ experiences
and perspectives congruent with the utilization of phenomenological
approaches [37].

Due to the nature of the study and efforts to gain access to MFTs
from across the nation, the researchers conducted phone interviews.
While other technology such as Skype has been used in previous
studies [38], the authors wanted to ensure that not having access to
computer technology in respondent’s private homes would not pose a
barrier to participating in research. Phenomenologists note the
importance of exploring topics in their natural environment and stress
the significance of respondents being comfortable when participating
in research [34]. Therefore, the authors employed the use of telephone
interviews to maximize the comfort of the study’s participants since
they can use telephones at home, in the workplace, or any other
setting. Likewise, telephone interviews do not require connection to
the Internet, which some participants may not have in their home
environment. The authors selected individual interviews to ensure that
respondents have the freedom and flexibility of answering questions
honestly without due influence of others in a focus group. In particular,
the authors wanted to omit any opportunities for the Hawthorne
Effect, social desirability, or the “group effect” present within the
context of larger interviews or focus groups [39]. Qualitative research
determines sample size based on the concept of saturation. Saturation
occurs when no new themes emerge in the data [40]. In this study,
interviews continued until the questions resulted in no new
information.

Credibility and Transferability
Two important aspects of qualitative research design include

credibility and transferability. Credibility refers to the trustworthiness
of the research, specifically relating to both the methods and results
[41]. The researchers incorporated credibility through the use of
member-checks; after conducting the interviews, researchers noted any
questions that emerged after finishing the data collection. To ensure
credibility, the researchers relied on the utilization of multiple coders
(consensus). The research team also utilized reflexivity during the
research process, a tool that that identifies the positionality of
researchers as well as potential biases that may exist [42]. Before
starting the research study, members composed a narrative about their
perspectives and epistemology regarding the topic of obesity, and then
discussed this narrative with the PI. The research team members also
notated their experiences and reactions while immersed in the

research study to ensure that they monitored their own perspectives in
relation to the research subject. A brief review of each team member’s
credentials follows:

The first author is an associate professor and site director of an MFT
program, as well as a licensed marriage and family therapist. His area
of research is obesity and weight loss, related to individuals, couples,
and families, with an emphasis on health disparities among men,
African American families, and other unique or marginalized
populations. He has developed courses regarding the topic of obesity
within an undergraduate program and has integrated obesity
education within some of his work teaching in an MFT and medical
school program. The second researcher is an assistant clinical professor
of pharmacy in a graduate program at a university in the southern
United States. Her research focus includes health disparities and
pharmacy education, as well as inter-professional education and
collaboration. The third researcher is an assistant professor at an
undergraduate institution as well as a multi-systemic therapist. Her
research interest’s span clinical supervision, health and mental health,
and working with youth and families, as well as working with child and
adult criminal offenders. The fourth researcher is an assistant professor
in a marriage and family therapy graduate program on the west coast.
Her research interests include health disparities with an emphasis on
autism spectrum disorders, health, and minority student education.
The fifth author is an advanced marriage and family therapy student at
an institution in the south, and she has an interest and research focus
on health disparities among women in marginalized populations. The
sixth author is a third year medical student at a school in the South,
and his research focuses on the relationship between bariatric surgery
patients and marriage and family therapists. In addition to reflexivity
assignments, the researchers employed the use of bracketing
throughout the research process [43].

Another important aspect of research hinges on the concept of
transferability. Transferability or external validity refers to the extent to
which findings of a study applies to other areas of research [44]. In
regards to transferability, the researchers developed the research
questions by accessing extant literature. Likewise, the research focus
served to add to the current literature and assist in addressing apparent
gaps regarding obesity and MFT education. In addition, through the
discussion of the results and future directions of research, the authors
provided recommendation’s that may be applicable to other groups
(clinical social workers, professional counselors, and psychologists)
regarding obesity education and clinical practice. Additionally, the
results can provide preliminary data for larger studies (quantitative or
mixed methodological studies) to further investigate the topic of
obesity education within graduate schools in other fields such as
medicine, nursing, and physical therapy, among others.

Recruitment
After gaining Institutional Review Board approval to conduct the

study, the investigators (some of whom are current MFT students or
MFT faculty) used their social and professional networks to advertise
for the study. Members of the research team contacted their local MFT
chapters affiliated with the national organization, the American
association for marriage and family therapy. Authors also used
snowball sampling [45] to identify recent graduates who might have an
interest in the study. The research team sent fliers via email and text
messages to individuals who might have potential interest in the study
or knew of others who might be eligible for the study. Text messaging
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represented another effective form of recruitment used to reach
participants in research [46].

The authors also recruited online using social media, mainly
Facebook, as they posted the recruitment flier on their personal or
professional Facebook pages. Likewise, authors sent the recruitment
fliers via direct messaging on Facebook as well as on some public
Facebook pages typically accessed by marriage and family therapists.
Utilizing Facebook as well as other social media has worked well in
previous research to solicit potential research subjects [47]. The
recruitment flier included contact information of the PI to assist
potential candidates for the research. Once individuals contacted the
PI and expressed an interest in the study, the PI determined their
eligibility and then scheduled a date and time for an interview.

Data Collection
Respondents who expressed an interest in the study reviewed the

eligibility requirements and returned a signed informed consent
document to the PI via email. To participate in the study, individuals
had to self-report their status as recent graduates of a COAMFTE-
approved marriage and family therapy program (within the last five
years), in addition to meeting age requirements for the study (older
than 18) and requirements regarding residency (U.S. based program).
Interviews took place during times deemed convenient for participants
and started with an overview of the study. During this interaction, the
authors reviewed the purpose of the study and important information
regarding informed consent and compensation. For the study,
participants received a $20 stipend. The authors then asked
participants to select a mock name (pseudonym) to protect their
confidentiality. After selecting a pseudonym, participants answered
demographic questions focused on personal history and institution(s)
attended, as well as individual and family history related to the topic of
the study. After logging the participants’ responses to the demographic
questions, the interviewers verbalized that they would start audio
recording and then proceeded to ask the formal interview questions
designed to explore the meaning of obesity among marriage and family
therapists. To review selected interview questions, see appendix A:
Selected interview questions. For this study, authors based the sample
size on data saturation as interpreted by two members of the research
team. After each interview, two members of the research team
reviewed the data and made notes before moving on to the next
interview. Two researchers compared each interview to the previous
interview, and interviews ceased after the two determined that
additional interviews would yield redundant results [48].

Analysis
The research team uploaded the audio-recorded data into a

password protected media sharing computer program for the purpose
of archiving, sorting, and coding the data. Members of the research
team transcribed the text from the audio files before engaging in the
analysis process. Data analysis consisted of a two-pronged approach
which included: 1. each member becoming independently immersed
in the data and coding data, and 2. members meeting as a group to
assess preliminary findings and determine final themes.

Immersion of the data consisted of the PI and three of the co-
investigators independently reviewing the data. During the analysis
stage, each individual listened to the interviews multiple times while
taking notes regarding content. Consistent with phenomenology [49],
research members focused on data that illuminated how Marriage and

Family Therapists construct meaning in regards to the concept of
obesity. The researchers compiled notes regarding content, paying close
attention to interview questions as well as key phrases and statements
used by participants. In particular, each member coded the data using
Microsoft Word to highlight codes and make notes in the margins.

According to Bradley et al. [50] coding provides the analyst with a
formal system to organize the data, uncovering and documenting
additional links within and between concepts and experiences
described in the data. Likewise, codes represent “labels,” which are
assigned to whole documents or segments of documents (i.e.,
paragraphs, sentences, or words) to help catalogue key concepts while
preserving the context in which these concepts occur (p.1761).

After members individually identified codes, they attempted to
group the codes into categories if and when possible, and then used
these categories to develop overarching themes. The reviewers utilized
a constant comparative approach [37] to assess commonalities among
the participants and to develop preliminary codes and to determine
final emergent themes.

The second part of the analysis phase of the study consisted of a
team meeting where the PI and the co-investigators specifically
involved in the coding process met to discuss their initial thoughts,
reactions, and perspectives regarding the data. Members presented
their individual findings as well as reviewed how they conceptualized
the emerging themes. After members presented their independent
results, they engaged in a collaborative discussion regarding
developing a master list of emergent themes. This discussion spanned
three meetings among team members before solidifying the study’s
emergent themes. The research team also addressed areas needing
clarification in follow-up meetings and discussed any negative or
unique cases that surfaced.

Demographics
A total of 15 MFTs participated in the study, and researchers

attempted to recruit individuals from various parts of the United
States. The study consisted of a gender breakdown of five males and 10
females. Participants self-identified their race/ethnicity, with 11
identifying as African American, with the remaining four participants
reporting “various races and ethnicities.” The average age of
participants was 32. The average height of participants was 62.2 inches,
ranging from 58 to 73 inches. With an average weight of 191.4 pounds,
the participants’ weight ranged from 125 pounds to 313 pounds. With
an average body mass index of 30.767 (class I obese), participants
ranged from 22.5 (normal weight) to 57.2 (class III obese). In the study,
seven MFTs reported having a personal history of issues related to
obesity, weight, body image, or food compulsion, with three
specifically mentioning hypertension. Likewise, 11 MFTs reported that
obesity, weight, body image, or food compulsion directly impacted
their immediate or extended family members, with diabetes and
hypertension being the most prevalent.

Theme 1: “Being unhealthy, being overweight", “obesity means to be
significantly overweight. Obesity is mainly viewed within the context
of the medical model, using body size ‘normal standards’ as the main
way that obesity is viewed” (John).

“Being unhealthy, being overweight” represented the study’s first
emergent theme. Researchers asked participants in the study to define
obesity and discuss how they understood it within the context of
clinical work. When asked about the term “obesity,” all of the
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participants (n=15) referred to obesity as a medical disease and used
phrases such as “being unhealthy” and “being overweight”. Some
individuals also referred to obesity as “having an excess amount of
body weight” or as being determined by one’s Body Mass Index. When
asked about how participants defined obesity, Wadell stated the
following:

“Obesity is when a physician does an evaluation and tests your BMI.
It may be anything over 32. It means when normal things become
exhausting (walking up stairs and getting dressed) and you become
immobile. It also means having excess weight”.

Likewise, brian, another participant, stated, “obesity is defined as
being very unhealthy, inactive, and having poor eating habits over a
long period of time”. Furthermore, another participant, Cara, stated,
“There is the medical definition of obesity; it is related to body weight
and health, as well as other things.” Grace, another participant,
suggested that “Obesity is being overweight to the point where your
health is affected and it is physically obvious.” Whereas, vela, another
participant, suggested that obesity is “Not being able to participate in
everyday activities and not being able to have a good quality of life”.

Researchers also asked respondents to describe how they
understood obesity within a systemic framework. During the
interview, a majority of the participants (n=12) provided information
about couples and families and reported that obesity can have a
negative impact on the entire family system, specifically on romantic
relationships. During Brian’s interview as he discussed obesity, he
reported: “I think it can have a huge impact on the family and
relationships because depending on that person’s health, you know,
they can become ill or hospitalized, and it brings stress on the family
financially. It can also result in death with that person not being here
anymore or it can spiral other family members into a similar pattern”.

Another interesting response during the interview came from TC,
who stated the following: “Obesity can be, for some, a form of
protection; so that they don’t have to interact with others and
sometimes it could be a reflection of a lack of discipline and not
knowing how to take care of yourself ”’.

Several participants (n=10) discussed how obesity can impact a
person’s self-esteem. For example, in Destiny’s response to the
question, “What does it mean to be an obese individual?” she stated
that “It means to feel some sort of shame and to have people look at
you, feeling shame if you are a woman, in regards to no man will want
you”. Another participant, Waddell, communicated a similar
perspective and responded, “an obese person is burdened”. One
participant discussed how obesity can impact intimate relationships.
For example, Ryan stated the following:

“It can definitely cause issues, particularly if one is obese and the
other person is an ideal body weight or doesn’t have any struggles with
body weight, guilt, or shame. A person may also feel as if they are not
adequate for their spouse and not attractive to their partner”.

Lionel also discussed the role that obesity has on families and stated
the following: “Obesity can play a major role among family and
romantic relationships (i.e., marriage), and it can affect both aspects
similarly. In some instances, the partner has to help manage the
circumstances of the other person who is obese or with health
problems”.

John also reported similar aspects and articulated that “Families
deal with the stigma of obesity as well as physical health issues, and
potentially obesity can impact sexual relationships”.

Theme 2: Personal knowledge and self-perceptions

“My parents are overweight, and I see how that can affect day-to-
day interactions with people and day-to-day how it can affect what you
eat and what clothes you wear” (Cindy).

The research team determined “Personal Knowledge and Self-
Perception,” as the second theme that emerged. Participants (n=12)
reported that their knowledge and perspectives regarding obesity
emerged from their own experiences of weight issues as well as
problems related to obesity that family members or friends
experienced. In particular, individuals reported that exposure to
obesity in their personal lives, more so than their professional lives,
have allowed them to empathize with clients who faced weight
challenges. For example, when a researcher asked cindy to express her
familiarity with working with obese clients, she mentioned how she
personally exercises and tries to maintain a healthy weight. However,
she added that her parents are overweight and then stated that she
could understand how obesity may affect an obese person’s daily
interactions with people and personal preferences regarding food and
clothing selections. Due to her personal experiences and knowledge in
motivational interviewing, Cindy stated that she is very knowledgeable
about obesity and expressed a sense of confidence in her interactions
with obese clients and her ability to provide support for them. Another
participant, Brian, mentioned his familiarity with obesity and self-
confidence in working with obese clients due to his personal
experiences with family members who have had gastric bypass surgery
for weight loss, while participant, Lionel, mentioned a heightened level
of comfort in working with obese individuals due to his own personal
struggles with his weight.

Although a few participants mentioned feeling comfortable working
with obese populations, they also reported a lack of professional
knowledge about obesity. During the study, researchers asked
participants if they could describe specific weight-loss interventions
(specific diets, nutrition plans, and food supplements), prescribed and
over-the-counter medications (i.e., Orlistat, Dexatrim, Phentermine),
weight-loss procedures (i.e., liposuction), surgery (i.e., lap band, gastric
bypass), lifestyle modifications, and medications that may contribute
to weight gain (i.e., corticosteroids, antipsychotics and
antidepressants), general Body Mass Index guidelines (underweight,
overweight, obese). An overwhelming majority (n=12) failed to name
more than one or two in each category. In the study, participants
(n=12) described more than two over-the-counter diet programs and
at least one type of surgical intervention. However, when asked to
describe the diet plan or provide details about surgical interventions,
participants struggled. Respondents could not articulate general
knowledge regarding the topic of obesity related to Body Mass Index,
weight-loss interventions, medication, or other types of interventions.

Personal knowledge and self-perceptions of obesity also impacted
how participants viewed themselves. During the interview, researchers
asked participants if they knew their Body Mass Index. In the study,
the majority of the participants (n=14) reported that they did not
know their body mass index. Likewise, only one individual (Destiny)
reported that she was aware of her BMI and noted that she knew this
since she recently had an appointment with her medical provider who
discussed her BMI. In the study, members of the research team also
asked participants how they self-identified in terms of their weight and
body size. In particular, individuals responded to the following
question: “Do you identify as being underweight, having a normal
body weight, being overweight, or being obese?” In the study, only one
individual self-identified as “obese” although based on BMI, five
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participants fell into the category of “obese.” In the study, a total of
eight participants self-identified as “overweight”. However, four of the
individuals identified as “overweight” which would technically classify
them as “obese”. Likewise, six participants in the study identified as
having a “normal body weight”; however, four of the six fell into the
category of “overweight,” according to Body Mass Index.

In the study, several participants (n=8) self-identified in a way that
was incongruent with their Body Mass Index. When researchers asked
participants about BMI, at least two individuals who reported
identifying as overweight mentioned an awareness that, based on BMI,
they would fall into the category of “obese”. Two participants reported
that due to the stigma of obesity, they preferred not to apply the term
when self-identifying. For example, when asked to self-identify, John
stated, “Ah (laugh), I identify actually as overweight, just because I
think of the stigma attached to the word obese. However, medically,
you know it would be obese, but I identify as overweight”.

Theme 3: Lack of knowledge and confidence

“Um, I haven’t had any obese clients, but I would say that I wouldn’t
come into the room thinking that I would need to treat them
differently than I would treat any of my other clients” (Cindy).

The research team cited “Lack of knowledge and confidence” as the
third theme that emerged in the study. During the interviews, some
participants (n=9) expressed that marriage and family therapists are
familiar or somewhat familiar with the term “obesity” and some of the
issues that obese patients may face in life; others expressed less
familiarity. In the study, participants (n=10) reported that they learned
about issues that obese individuals may face from other colleagues, the
Internet, family members, friends, and the media. During the
participants’ interviews, several of the individuals (n=10) noted that
they knew very little about obesity as it relates to therapy and reported
having limited exposure to the topic in their master’s training program.

During the interview process, one participant (n=1) mentioned that
while he did not have exposure to working with obese clients, a few of
his classmates did internships in a pediatric obesity clinic or a primary
healthcare facility and therefore had some exposure. For example,
during interviews, Wadell stated, “I am pretty familiar with my current
position. I work in an outpatient center. I work with people from a
biospychosocial level. We have hypertension, high cholesterol,
diabetes, and chronic heart failure. We see that stuff every day”. Other
participants reported having some exposure tangentially to working
with clients who presented with comorbidities such as diabetes and
hypertension. However, participants reported that they did not discuss
obesity or comorbidities in-depth, outside of teaching coping skills. In
addition, a few participants (n=3) mentioned that they engaged in
some discussion about the topic of obesity in their graduate programs.
For example, during the interviews, Ryan reported that teachers did
not cover obesity in his MFT training program, with the exception of
minimal discussions in an addictions course and during clinical
supervision. However, all participants (n=15) reported that the
instructors in their graduate level training programs did not
specifically address the topic of obesity in a meaningful way.

During the study, researchers asked participants if they learned
about various weight-loss interventions or if they had the opportunity
to work with patients who reported with issues related to obesity and
an overwhelming majority (n=10) reported zero chances to work with
clients regarding issues of obesity. Likewise, participants reported that,
for the most part, they did not gain experience applying traditional
MFT theories to obesity and weight-related issues during didactic and

clinical training in their graduate programs. Although participants
could verbalize how they might apply traditional theories (modern and
post-modern) with obese patients, they reported no formal training in
discussing theory and obesity in their graduate programs. The majority
of the participants (n=12) noted that they would provide limited
feedback to clients dealing with issues related to obesity due to their
own lack of knowledge and formalized training. During the interviews,
participants repeatedly discussed their lack of confidence in working
with clients regarding weight-related concerns. For example, when
asked about level of comfort in working with clients, Grace stated the
following: I am not that confident with my current knowledge, but I
would take the initiative to research some information. I would contact
a doctor that I work for or research online. I would start with Googling
obesity and the effects. I have not faced any challenges working with
obese clients and therapy. I also have not worked with clients who want
to specifically lose weight.

Furthermore, participants reported that they felt unprepared to
address some of the issues that obese individuals might express in a
therapy setting. For example, when asked about her level of comfort in
interacting with obese clients, Bridget stated, “I am not 100 percent
confident working with a client who is trying to lose weight, I would
like more training in the area”. Other participants communicated less
confidence in working with obese individuals due to their inadequate
knowledge of obesity and weight-loss guidelines, as well as
interventions for weight loss. One participant, Varnes, stated that she
has never interacted with any obese clients in her current practice in
addition to a lack of awareness of interventions or guidelines related to
obesity; as a result, she expressed an insecurity regarding her ability as
a therapist to relate to this specific population.

Although participants (n=10) primarily mentioned not having
formalized training in the area of obesity, many (n=14) expressed a
desire to gain more competence in the area. Likewise, most
participants expressed that further education in obesity would increase
their knowledge about obesity and confidence in working with obese
clients. They also mentioned that collaborating with other healthcare
professionals, such as physicians, would increase their expertise in the
field as therapists. In addition, participants stated that increased
knowledge regarding obesity terminology, receipt of direction towards
obesity guidance and resources from a clinical and non-clinical
perspective, and engagement in multidisciplinary collaborations with
other healthcare professionals would, in turn, increase their comfort
level and confidence when working with obese clients.

Discussion
The purpose of the study was to explore the meaning of obesity

among marriage and family therapists. Therefore, the focus of the
study was on asking questions that would illuminate attitudes,
thoughts, perceptions, and experiences of marriage and family
therapists. The themes that emerged in the study (“being unhealthy,
being overweight,” “personal knowledge and self-perceptions,” and
“lack of knowledge and confidence”) directly related to the research
questions. MFT participants’ knowledge of the condition of obesity
stems from vague limited general medical knowledge and, at times,
personal experiences. While personal experiences can enhance
knowledge, objective education may be needed to work with clients
effectively and competently. The research for this study was consistent
with other scholars who have explored the topic of obesity knowledge
among medical students [51], medical residents, [52], nursing staff,

Citation: Moore D, Williams L, Kimbrough A, Taylor C, Jacob M, et al. (2017) The Meaning of Obesity among Marriage and Family Therapists. J
Nutr Weight Loss 2: 108. 

Page 6 of 9

J Nutr Weight Loss, an open access journal Volume 2 • Issue 1 • 108



exercise professionals, and behavioral health specialists [53],
specifically related to a need for increased education.

The research team’s findings highlight the fact that recent graduates’
understanding of obesity rests mainly on the medical understanding of
this condition which takes into account some understanding of body
size and ideal weight. While a few recent graduates had a general
understanding of the physical characteristics of obesity (i.e., BMI),
their responses solidified the mindset that a more in-depth knowledge
of obesity could help ensure that MFTs understand obesity as well as
their potential role in addressing this issue. In addition, this study
warrants that the scope of practice implemented by MFTs regarding
obesity deserves more attention.

Similar to previous studies [7], some participants in the study
struggled with the notion of what their roles entail in working with
obese clients. This study also highlights and confirms other findings
that reflect that the role of bias merits consideration when developing
training programs, some of which may be shaped by personal
experiences. These findings remain consistent with previous research
that indicated that a lack of clinical training and bias towards persons
experiencing weight-related issues, such as obesity [7], can serve to
influence how therapists interact with obese patients in their future
work. While revamping the training process [6] prefaces the idea that
instructors in the MFT programs must ensure that student clinicians
receive the necessary tools to provide sensitive treatment to clients
impacted by obesity, it is also pertinent that future research focus not
only on biases about clients, but therapists’ own personal perceptions
and experiences regarding weight as well. The complex issue of obesity
requires that clinicians move beyond merely the physical presence that
may dominate the other effects of the condition. Furthermore,
clinicians must consider emotional, psychological, and familial
implications of obesity, while balancing their own personal beliefs and
perceptions. Because of these complexities, recent graduates require
better preparation in their training programs. Likewise, participants
voiced a concern for additional training to better prepare clinicians to
meet the needs of this growing population.

Recommendations for Training
Based on the results of the study, MFTs and presumably other

mental health professionals would benefit from enhanced training
regarding obesity and weight loss within the context of individual,
couple, and family relationships. Categorizing obesity as one of the
most challenging issues to combat due to its impacts in the areas of
physical health and mental health in America and abroad, the authors
recommend training via a course in graduate school as part of a
standard MFT curriculum, or as an elective course that students can
take outside of the standard MFT curriculum, perhaps through a
public health, health psychology, nursing, pharmacy, or medical school
training program. The authors also suggest that this training addresses
both didactic and clinical/experiential perspectives and recommend
that it covers biological, psychological, and relational aspects of obesity.

Those who have completed their degrees could participate in a post-
graduate training curriculum offered in a variety of formats and
developed to address the needs of therapists who have already finished
their education. The authors also argue that a course within graduate
school should also include or at least consider personal experiences of
obesity and how this may impact epistemology, attitudes, and beliefs
about treatment. In addition to didactic training, a course that
specifically highlights potential issues in supervision may also be worth

considering when conceptualizing obesity education, as recent
graduates may have individual or family experiences with obesity and
comorbidities (diabetes mellitus, hypertension, and
hypercholesterolemia) and weight-related mental health concerns
(depression, bulimia, binge- eating, negative body image) that may
impact their education and ultimately their work with clients.

Limitations
A number of limitations surfaced for the research team during the

course of this study. As a qualitative study, this research is subject to
the limitations related to a lack of generalizability. However, the
authors contend that the results can readily apply when considering
some dimensions of MFT education. The authors noted that one
limitation of the study emerged from the fact that the authors focused
on master’s level training, without addressing training at the doctoral
level. Including doctoral level therapists in the research data may
provide an additional perspective about the needs of therapists in
terms of clinical training. However, the Master’s degree in MFT
constitutes a terminal degree and carries with it a license to practice.
While some MFT doctoral training programs provide enhanced
training in clinical intervention, such as a doctorate in MFT (DMFT in
most states or a Ph.D in MFT in California), many doctoral programs
(Ph.D.) focus on research rather than clinical training. Therefore,
including a focus on obesity for the terminal degree may make more
sense when considering direct clinical practice.

Another limitation of the study cited by the researchers included the
sample, which consisted of a majority of African American therapists
(n=11). Despite this research study’s limitations, the authors believe
the findings add to the literature regarding obesity and the field of
MFT training, which can be useful for program directors and other
faculty as they consider ways to expand the knowledge base of
therapists among COAMFTE-accredited master’s programs.
Furthermore, one limitation of the study was the small sample size.
However, the authors contend that the research can be used as a
preliminary study for a larger study. Likewise, the authors argue that
sample size in qualitative research is based on saturation [54] and the
purpose of the study was to explore a phenomenon, not produce
results that are generalizable.

Future Research
Although this project utilized a qualitative approach to gain an

understanding of the opinions, perspectives, and beliefs among
marriage and family therapists, this study provides insights into
developing ideas and hypotheses for potential quantitative research
that further explores the knowledge of obesity and other health-related
medical concerns. Furthermore, numerous perceptions about body
mass index from participants suggest the need to consider personal
experiences of obesity and perceptions of BMI.

The research team contends that further studies exploring
interdisciplinary collaborations between marriage and family therapy,
pharmacy, and medical educators may prove to be beneficial when
exploring obesity competency in education. This study provides a good
starting point for assessing the need of interdisciplinary collaborations
that will lead to the development of curricular changes and new
strategies for teaching core and elective competencies in marriage and
family therapy programs, in addition to improved patient health
outcomes. Interdisciplinary collaborations may also lead to advanced
expertise and knowledge that may have been previously missed in
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didactic or experiential settings conducted solely by marriage and
family therapists. These collaborations may also lead to further
research that assesses the awareness and a better understanding of
obesity among other mental health professionals (clinical social
workers, psychologists) and allied health professionals (pharmacists,
nurses, medical doctors, dietitians). Additional research that may be
warranted include a large quantitative study that specifically assesses
the general knowledge of obesity and weight-related behaviors of MFTs
that may cover such topics as Body Mass Index, medical treatment,
nutrition, eating disorders, surgical procedures, medication, and
behavioral interventions. A formalized assessment or established and
validated instrument could provide an objective baseline measure that
could be used when determining the exact need of MFT graduates.
Future research could also include assessing the personal experiences
of therapists regarding obesity and eating disorders, in addition to
obtaining collateral data from clients and medical professionals about
their thoughts regarding knowledge that MFTs may need to possess
when working with clients who present with concerns regarding
weight-related behaviors.

The researchers have produced results that impact not only the field
of marriage and family therapy, but also in collaborative health in
general as it adds the voices of marriage and family therapy graduates
to the discussion in a way that has not been done before. Although
previous researchers have explored the topic of obesity among
marriage and family therapists [6], to date, there have not been a
significant number of researchers who have utilized qualitative
methodological approaches such as semi-structured interviews and
focused on clinician’s knowledge of obesity.
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