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Abstract
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3The QtawaHospital BariatriadCentre of ExcellengeOttawa,Ontarig # University of Manitoba
Winnipeg, Manitoba®Dalhousie UniversityHalifax, Nova Scotia.

Background: A recent natiorwide surveyconducted bietitians of Canad&2020) found

dietitians aralividedin their interpretation ofbody)weightevidence There is limited data on
CanadiarRegistereietitians ( R D pedspectives, experiences, &mbwledgeon this topic

Moreover, current evidence suggeStmadiarRDsarepredominantly femaleyhite, and
youngto-middleagel.1 t has been established that onebs i
how they see themselves and others, but there is limited Canadian research impacting how these
factors impact weight evidenaaterpretatiorand application

Aim: TheMSc projectaimedto list anddescribeC a n a d i al) expeilesces?) perceptions,
and3) knowledge ofweightrelatedevidencg WRE) in practicelt also ainedto test if
statistically detectable relationship(s) exist betwesmpondentiemographicandthese three
outcomes

Methods: A mixedform, face content and constructalidatedquestionnaire was launched
online using.imeSurveyfor threemonths(Julyi October, 2023)Empiricaldatawaspresented
asdescriptive(counts precenty andanalyzed usingFishet Exact Test (nonparametric,
categorical data) to determine associations

Results: Fifty-two respondents completed the questionnaire, where the majority emeatef

(sex, B.0%, n =48/90; gender, 90.0%, a 45/50, White (75.5%, n =40/49), Graduate level
education54.0%, n=27/50, middleaged (mean agd2years(SD: 12.5), thin (BMI mean:

25.2 kg/m, SD: 3.8;Pulverscale AC: 68.8%, n = 33/48andprimarily in clinical practice

(66.0%, n =3350). CanadiarRDsindicated they most frequently referneetaanalyses and
systematic reviews (94.2%, n = 49/51) and randomized contitolkési(82.7%, n = 43/52jor
weightrelated evidenc& he majority of the sample indicated they identify with the critical/
nontweight centric paradigr62.3%, n =30/48) then the health/ complicatiarentric(50.®%, n

= 24/48, and lastlydominant/ weightcentric(8.3%, n =4/48). Almost twentypercent(19.2%,n

= 10/48 identified they identify with multiple approach&3verall, a high neutrality rate was
observed irthe Likert-scaleratingquestionsAlmost a third of theespondent$31.8%, n=

14/44) responded neutrally their agreementwith fipeopl e with BMIs equal
30 kg/nt have an increased risk for developing health problems, compared to people with lower
B M| dAn association was also found between primary practice area and use of WRE tools in
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practice for: BM (p = 0.019) goal(p = 0.009, andnutrition requirement calculation® =
0.00)), where clinical practice most frequently indicated use of these aignificant
associatiorwas found between primary practice area Anthehealth/ complicatiortentric
paradigm (p< 0.00); and 2) the critical/ nemeight centric paradigm ( 0.043. This iswhere
those in clinical practice most frequently identified vitie health/ complicaticnentric
paradigm and those ipublic health/ commuty most frequently identified witthe critical/
nonweight centrigparadigmNotably, \alue forclinical practice guidelinesere associatefp =
0.013 with primary practice area (clinical), and considerfigical practice guidelineas
evidence was associated with those who identify with the health/ complicaindric paradigm
(p=0.022.

Conclusion This research is essential in providing insights io&liarRDs 6 per specti v
experiences, and knowledge of WRE in practice, from all practice areas. Statistical associations
Sshould be interpreted with caution, due to th
on important context to understanding pssienal divergence on this topic. For instance,

learning that primary practice area plays a role in how weight is conceptualized and applied,

could help unite RDs on this topithefindings from this study highlight that while the

profession may have its differences, there are also many similarities in how weight is understood

and applied in practice.
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Dedication

To my younger self who thought fat was batthere are much, much worse things in the world.
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Registered Dietitians (RDs) are regulated healthcare providers in Canada and known by the
public as nutrition experts. Dietitians work, or practice, in a variety of settings in Canada,
including but not limited to hospitals, long term care, home caretprpractice, community

clinics, industry, education, and research. Nutrition care can be explained by the Nutrition Care
Process (NCP), a stepwise cyclical process with four key stages: assessment, diagnosis,
intervention, ananonitoring/ evaluatiorl). Weight(or body mass) is relevant to all stages of
nutrition care, for example for use in assessing or monitoring risk for chronic diegages{ng

Body Mass Index) or for diagnosing malnutritiand.,using weight loss/ changa)eightis

relevant to many dietetic practice areas beyond weight management, such as nutrient and fluid
dosing for enteral or parenteral (i.e., tube feeding) nutrition, community education and policy,

and what is taught in dietetic programming.

Traditionally, RDs are known not only as nutrition experts, but also as weight loss experts, given
the common societal (ideological) tie between weight and health status. Biomedical experts
agree that excess weight causes poor health outcomes; howevelisonlinary researchers are
uncovering that the relationship between weight and health is not as direct as was once thought.
Current (2020) clinical practice guidelines (CPGs) are moving towards focusing on health rather
than weight and encourage effotd reduce weight bias; as weight bias has been found to impact
bothphysical and psychologichkalth outcomess well as theate of accessin@r avoiding)

health serviceg).

Given the current debate regarding weight interventions, use of weight in practice, and with
updated CPGs being released, it is warranted
and knowledge of weighrelated evidence in practice. Dietitians deen surveyed on similar

topics before, however with narrow inclusion criteria (e.g., only RDs who counsel overweight or
obese clients) and 116 years agd.3,4) At that time, results showed divergence in the dietetic
profession and updated findings (2022) emerging fraetitians ofCanada (DCyhow the same

(5,6). | n DCO s 0)sRbs exmessed corneednd about the divergence in the profession,
fearing it could devalue their role in weightelated practice activities and that it could impact

relationships/ collaboration with other healthcare providers. Surveying RDs ofothesrof
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identity, or intersecting demographics, as well as #rgderiences, perceptions, and knowledge
of weightrelated evidencm all practice aregxould begin to uncover whabntext(s) might

inform weightrelatedpracticeframeworks.

This studentMSc projects the second study of a twahased research project, funded by the

Canadian Foundation for Dietetic Research. Pbasevas ascoping reviewwhich followed

JBI methodologyand an a priori protocdV,8). Findings of the review informed development of

the studyods gquest i onn-®&elated Evidentesand RikgisteradDietitians t h e
Questionnaire (WRERDs-Q). The scope of the studdviSc projectwas development, including

face, content, andonstructvalidaion,i mp|l ement ati on, and analysis
ended responses, using descriptive and applicable inferential stafisBeim of theViSc

projectwas to identify and describe Canadiaggigteredietitians § C R Dexjgerences,

perceptions, and knowledge of weightated evidence in practice; as well as identify if any
statistically significant relationships exi st
(perceptions, experiences, knowleddef. a connecti on or no connect |
demographics and their experiences, perceptions, and knowledge of weight related evidence; it

could begin to reveal more or less pieces of the puzzle that should be considered when asking

why there issuch a discamect in the profession when it comes to the topic of wekghtlings

will illuminate more about the current divide the dietetic profession on the topic of weight in

various practice settingandprovide many suggestions for avenues of future research.
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2.1.Dietetic Education and Training in Canada

According to Dietitians of Canad®C), the professional association promoting RDs to the
public,ii d i ed beelievie m the power of food to enhance lives and improve béajth

Dietitians areegulatechealthcare providers who work in a variety of clinical, community,
education, research, and febdsed settingd.0 become a dietitiamnemust complete a four
year undergraduate program in foods and dietetics and an internship or practicum, covering
dietetic competencieand pass the national registration ex@metetic curriculum includes
coursesn chemistry, biochemistry, food science, nutrients, anatomy and physiology, medical
nutrition therapy, counselling, business, fgwdduction, research, professional practice, food
preparation, recipe desigandfood skills(10,11). Similar to the thre@ractice areas of Canadian
RDs(12), dietetic internshifncludes placements i) clinical (e.g., hospitaloneon-one patient
carg, 2) community(e.g., communityood centreeducation and programmin@nd3)
administrative(e.g.,long term caremenu design and implementafigracticeresponsibilities
while they receive overarching training in other competency areas such as resgacakion,

and professional practic€he Integrated Competencies for Dietetic Practice and Education and
Practice define competencies for ereyel practice and guide all dietetic education and

training,and developmertdf the national registration exaifi3).

2.2.Characteristics of Dietitians in Canada

Dietitians are a growing professidm 2011 ,a total of 8,975 RDpracticedin Canadawhereas

in 2022, 12,688 RDs practdé Canadg14,15). Despite this growth, the profession is

perceived to be homogenous in sociodemographic chastict® includingage,gender,
ethnicity,andbody sizg(12,15). Similar to nursing95-100%of Canadiardietitians identify as
female(12). More recent data (2012021)showsthe same, findin@5.2100.0% of Canadian

RDs are female, withnoutlier of the NorthwestTerritorieswith 84.6% female (2019 = 13)

(15). Data (20172021) shows the age of the majority of Canadian RDs {§8.0%) are

between 369 years of ag€l5). Few dataare availablen rates oethnicdiversity in the

Canadian dietetic profession. Despite this, several reports and sources indicate racial diversity is

an issue in Canadian dietetics, where the majority of Canadian RDs aré6hitd).
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Contributing factors such as institutional racism (socioeconomic factors, internship acceptance
rates, etc.) are proposed to explain this; however more research needs to be done to shed light on
the experiences of racialized RDs in Cangda. No nationwide reports have collected data on
dietitian body sizeExisting research mostly focuseswaightrelatedexperiences (e.g., of

weight stigma) of students in dietetic programming in Caif22l23). It is unclear how
experiencesove i ght st i g ma, weghtinfaringohdoes no¢idf@R D svd

practice approaches and beligis.concern, research exists indicating eating disorder prevalence

is higher among RDsyarranting further exploratio(24,25). In 2011, it was found that 46 7%

of Canadian RDs are involved with preceptoring dietetic intgr?)s Another area for future
researcltould beto explore if RDs of differing generations share similar outlooks towards

weight in practice or npotand how that is translated in dietetic education and training.

The majority of Canadian RDs (20@D11) work in clinical setting@5%;n = 1678/3749)
followed by community(15%;n = 548/3749 administrativg9%; n = 339/3749 and public
health(11%;n = 393/3749)12). Continually, mosCanadian RDs (49-85%)alsohave fulltime
employment (2011); however, it is unclear if fulltime employment is achieved throuljiple
parttime positiors (12). RDs often work in severareasof practice According toDietitians of
Canada(2011Canadi an RDs® pursue graduate training
career advancemernio practicein Canada, an RD needs to completaecredited
undergraduate degree and internship, and write a qualifying examir@ataziuate credentials
are only required fosome B positions(e.g, research, management, acader®gsearch
conducted in 2020 found images of dietitians onlme 839) are most commonly female (88%),
Caucasian (72%), between-36 years of age (63%), and pictured with food (7826).

2.3. Exploring theDivide: Weight in Dietetic Practice

An area of divergence in the dietetic profession surrounds opinions, use, and interpretation of
weight evidence in practicBest illustrated by the results ohationwide survey dta from
Dietitians of Canad&020), determinecb8% of expert reviewers supported endorsing ¢doent
2020 Obesity Canada and Association of Bari@uecgeonsandPhysicianClinical Practice
Guidelines (CPGs) for Adult Obesity; hever, 42% did nof6). Prior to this, research in 2004

by Barr et al. found similadivergence in the profession on weigatated priorities, this time
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relating to eating disorder riswhere3 9 . 2% di sagreed that, it he cur
contributes to eating disorders like anorexia nervosa and bulimiangreosa2 4 . 1 % wer e ne
and 36.7% agreed with the statem@)t

Frameworksan be used tonderstand and explaimow individualsandgroups understand
concepts, in this caseeight body sizg6,27) Frameworksonceptualizing weight are not
exclusive to dietitians. Medical providegsatients, activists, and the puldtiavediffered
interpretations of the evidence amginionson body weightand itsrelationshipwith health and
diseaseTwo examples afiivergingtheoreticaframeworks which can creatbifurcated
consciousnesamong the professiaare: 1) obesityor framing highemweight as a problem
needed to bemanaged or treatddhedical model)and 2) size acceptanaa framinghigher
weight as a variation in human characteristics, similar to eye color or ligogil model)28).
Bifurcatedconsciousness concept from critical theoryppeangwo diverging or conflicting
perspectives withia population(28,29) For example, in the dietetic professioaysralRDs
who belongto professional communitid&e World Critical Dieteticsyiew weight loss and
pathologizing larger bodiess unethical, biased and harmful. People holding this perspective
often advocate fodismantling exsting systemsvhom hold power, dominance, and/or
oppressior{28); with one recent exampte the professiobeing a onlinepetition against the
Canadian adult obesity clinical practice guidelimasblished in 2020n theory, this contrasts
with othas who valueinterventionbased approachésr obesity likebehavioural interventions,
pharmacotherapy andetabolicbariatricsurgery includingits positiveimpac{s) on disease
reduction (e.g., type 2 diabetes remissmaiposity dysfunction(30). Beforegoing furtherit is
important toexaminehow weight is definedandhow it has historicallypeen used in nutrition

screeningassessment, diagnosis, intervention, monitoring, and evaluafovactice

2.3.1. Weight Defined

Several words and paradigms have been formulated to describe weight. In the biomedical field,
definitions, and understandings of weight exist within the patient care process. This involves
measuringpody mass/weight and comparing it to a standard. In this paradigm words like

O6pr obl e mbéand6 @b m o m avfeed uded B describe bodies. Secondly, weight related

concepts are relevant to many dietetic practice areas and areas of clinical practice, beyond
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obesity and weight management. Weight is brought into conversations related and not limited to
malnutrition, diabeted)eart disease, canceytrition support and fluid requirementsetabolie
dysfunction associatddtty liver diseas¢MAFLD, formerly known as nofalcoholic fatty liver
diseaséNAFLD)), polycystic ovarian syndrome (PCOS), and cystic fibrosis. In dietetic practice,
weightrelated referrals are very commacross weight rangeahether it bdor low or high

body weight, or weight loss, gaior maintenance body weigBMI) (31,32)

The followingparagraph#& Chapter 2, Section 8ill explore four key example&ontextsof
weightin nutrition care including: 1)terms used to describe body size; 2) ways to measure of
body size; 3) interventions targeting weight lamsd 4) interventions targeting weight

acceptance.

2.3.2 Terms Used to Describe Body Siz&creeningAssessmenbiagnosisand Patient
Provider CommunicatiorConsiderations

In populationbased research or epidemiological studiedy Mass Index (BMljs often used

as a surrogate measure for body fat, associatecchiitmic disease riskJnderweight is defined

by BMI as less than 18.5 kgfrand as an increased risk of developing health prob{88)s

Normal weight is defined by BMI as 18.5 to 24.9 kdand as the least amount of risk of
developing health problems. Overweight is defined by BMI as-29.9 kg/n? and as an
increasedealthrisk factor(33). In popular culture and in public, overweight and obese are used
as slang terms, not relating to body mass status. They are often used as negative or bad meanings
and used as the butt end of jokes, similarly to how other injustices (e.g., gender, sexual
orientation, race) are used in comedy. Obssityefined as BMI above 3@/n? (33).

Continually, obesity isurthercategorized by severitysing BM|, class | (30.684.9 kg/m), class

Il (35.0-39.9 kg/n3), and class Il (above or equal to 40.0 k§)/roorrelating tahigh risk, very

high risk, and extremely high riskespectivelyfor developing health problen{33). Overweight
and obesity, as defined by BMI, are seen as a risk factov&r200 conditions, mainly

developing gestational and type two diabghesart disease, certain types of cancer,

hypertension, and sleep apr(84).
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Beyond BMI categories, several other terms are used to describe body size in dietetic research

and practice such as higher/ lower wejdatgegr)/ small(er)body size and fat.fiHigher weighd

andflarger body areoftenterms used bthosedisagreeing witlthe medicalization and stigma

of size that terms such adesphewi thd sandhiighe
Al arger bodyo can continue to perpetuate a st

because due to their nature, they are describ
standard or norniiFabis arecenttermintended to beeclaimed from the fadctivist

comnunity, similar to how the queer community has reclaimed the Viquden (35,36) While

fifatd has negative connotations, reclamation aims to use the word as a neutral or positive

descriptor. Like all things, critiques exisl not everyone is aware of the reclamation and can

assume its use is in the common negative intention déthe

2.3.3. Measuing Body Size in the Nutrition Care ProceSsreeningAssessmenblonitoring,

and Evaluaibn

Body size can bquantifiedin numerous ways, such as in mass, circumferences, and skin folds.

In mass, weight is measured by total body size using scales and measured using pounds (Ibs) or
kilograms (kgs). Mass, or weight, is used in medicine by several providers to measuramnmgss, g
risk assessment, and determine medicatiirient, and fluidlosing.Weighthistory and
repeatedneasurements ae¢so usedn all stages of the NCP, batemost relevant tscreening,

assessment, monitoring, and evaloiatn nutrition care

Anthropometrics are measurements of the physical human body, and are used to compare growth
and size toelativestandard$37). Anthropometrics can be used in clinical practice to assess and
evaluate under and overnutrition and growth. For example, in pediatric practice, the World

Health Organization and Centre for Disease Comtrold P r esgrewthtchadsmate used to
compare growth and size (weight and height) of an infant to the general population. Length
measurements (from head to heels) are also common in pedi@micSircumferences

measured the total length around a portion of the body (e.g., waist) and are typically measured
using a flexible measuring tapecorded ircentimeters and/ or inches. Skin folds are measured

by using two fingers to pinch a section of skin and adipose tissue, using calipers which measure

width using centimeters and millimetres. Circumferences and skin folds have a higher rate of
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inconsistency in their measurement compared to weight and figjgiit11} however, can be

used to estimatereight (when scale measurements are impossaleisk (e.g.,waist
circumferenceand heart disease, type 2 diabetes, hypertension, hyperlip)d@8)aNaist
circumference islso arequiredcriteria(above or equal to 102 centimetres (40 inches) in men,;
above or equal to 88 centimetres (35 inches) in woroernhe diagnosis diletabolic

Syndrome, a group of health conditions that increase risk for heart disease, diabetes, and stroke
(39). Additionally, waist circumference is a measure used in screening, assessment, and
diagnosis of obesity, as defined in the 2020 CBRGs and cutoff standards differ between

ethnic groups (e.gfor African American and Korean men greater cardiovasaisrincreases

at 95(37 inches) and 9€entimeterg35 inches), respectivelgndfor African American and

Koreanwomenat 99 (39 inches) and 8&entimeterg33 inches), respectively3Q, p. 5).

Body Mass Index (BMI) was created byaropean mathematician, statistician, sociologist, and
astronomer in the 183@s estimate/ establish a pattern of death among a population, instead of

risk for an individual(41). Originally called the&Quetelet Index, after the mathematician, it was
derived from his i nt er(4l 192t wasiadapted tobbeeBMii av er a g
(42). Critiques of BMI by activists, journalists, and healthcare providers are not(@dvd3

46), and can be easily found whempirically searchingi BMI  hi st or ythooghFor i ns
BMI has been updated over the years, itsoridiess cr i bes si ze of the HfAave
the 1830s, which has arguably limited applicatioadaptation tdife stages/ populations such

as pregnanc)athletesand ethnicitie®ther than Whit¢40,4). The BMI 6s ri sk cl a
should not be considered in isolation; instead, other lifestyle and genetic factors should be
considered in total health rigR3).

Another tool used tassessdividual healthrisk is theEdmonton Obesity Staging System

(EOSS) which was proposed in 200§ Drs. Arya Sharma and Robert Kush(#f,48) and is a
morecomprehensivapproach to assessing and classifying obesity beyondoBbbdy size

status. Included in the 2020 CPGs, the EOSS Staging(@®at | assi fi es fAobesitydc
(0 to 5 low to high risk), depending on preseradsence of physical symptoms, psychological
symptoms, functional limitations, and/or impairments of seelingandquality of life (49,50).

EOSSis not a measure of (doast stage)oody size, buinsteaduses metabolic, mental, and
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functional outcomes to stage individual healt
body sizg(49).

2.3.4.WeightRelated Approaches in Practice

Medical framing(s) of body weight and size have traditionally led narratives related to weight in
dietetic practice and socie®besity Canada (OG)s Canadads | eading regi s
association, and is engaged with research, education, and advocacy on the topic, with an aim to

Ai mprove the | ives of BSDa0Cadvocatels thd recognitorgandvi t h o
public acknowledgement of obesity as a chratisease in Canad&0). Research supportirige

obesity as a chronic disedsameworkdraws on evidence supporting connections between

excess weight causing harm to health, hormonal changes (e.g., leptii, @isRlin, etc), and

neurobiology (e.g., hypothalamus, mesolimbic area, cognitive lobe), all impacting appetite and

metabolicregulation(51).

One of three strategic goals the -hasessioci ati on
prevention and (60). €hssttouldinctudera eosnbinatiocistesventions and
services, such gsharmacological, surgical, andidestyle-basedsupport(i.e., healthcare

provider accessncluding RDs), of which currently are not affordable or easily accessible to all
Canadiang52) . In addition to this, OC is also committed to denouncing weight bias and
discrimination in Canadgb0). Also specific taCanada, the Canadian Medical Association
recognized obesity as a chronic disease in 2015, with several provincial medication associations
in agreement, such as Doctors of British Columbia (2021) and Nova Scotia (2023), and the
Medical Associations of Yuko(2019), Saskatchewan (2015), Ontario (2020), Alberta (2021),

New Brunswick (2021), and Newfoundland & Labrador (208B)54). Despite positive claims

for its impact on healthcare access in Canada, it is unclear how or what impacts obesity classified

as a disease will have on health and nutrition care provision in C(H&).
Similar to obesity as a chronic disease, AdipeBiased Chronic Disease (ABCD) is a medical

diagnosis based on the idea that adipose tissue is not benign, it is biologically active. For

example, adipostssue secretes proteins and hormones (e.g., lepliponectin), further
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impacting energy homeostasis and appébit9. Adiposity in this context is typically described

by amount, distribution, and functigg9). Similar to other assessment approaches, physical and
non-physical (e.g., culture, beliefs) environments, also known as contexts, are considered in
ABCD assessment and care management, as well as presence/ absence of bagaokity
complications and disse states (i.e., burdg®p). The new definition of obesity in the CAO
CPGs (2020) draws from this perspective, rooting into adiposity dysfunction

Along with this,people living with obesity are also reclaiming the téobesity as a disease
based on adipose tissue dysfunction asdneutral medical terpinstead obased orbody size,
shameandbias whichhashistorically framediobesityp 60(61).

2.3.4.1 Weight Loss Interventions

Three key classes of interventions exist in medicine for wéaght1) lifestyle, 2)

pharmacologyand 3) surger Lifestyleinterventionancludechanges irliet (e.g.,caloric

restricted, Mediterraneamegetarianandotherdietarypatterng62)) and exerciséi.e.,

increasing alories burnedw hi ch t ar get s o méseowsesurraurdinggr i ¢ bal
l'ifestyl e appr oac h easlestmove mere hgvh historicallys been the mosth a s
distributed andociallyaccepted for how to lose weigkspecially byfithess/ weight loss

personalities like Jillian Michaelg&\dvancement of weight science te®wnapproaches

beyond fieat | ess, move nabaniedvidalraed popeldichdedel t 0 t a

Pharmacological and surgieladsed interventionsrgetneurohormonal connections between the
gut and brain by improving adipose tissue dysfunction (adiposopatiaypatien{63,64).
Pharmacological interventions (i.e., medicatiogg}t totargetbiochemistry and metabolism of
an individua) therebyinduang weight losg63). Fourprescription weight lossiedications
approved by Health Canada for letegm use of obesity manageman¢ Saxend®

(liraglutide), Xenical® (orlistat),Ozempic® or Wegovy ®(semaglutide)and Contrav®
(naltrexone/bupropionyvhich are becoming more socially accepted with gaiquagularity

among celebrities in thenited StatesDespite social acceptance growing, the popularity of
GLP-1 medications in celebrity armmbp-culturecanexacerbatthe esthetic narratives of what

society views obesity treatments(as . e . , a wiiichis notaligned witk the)eyidence or
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clinical indications of medications fabesity(63). Even the slogans for these medications refute

the fAeat | ess, mo vhatexcesaveight is ordyinetaaski atagk ofail d

power, an example being the slogan for Sazéhdawe 6 ve al ways had the wil
an ot h e(65). While/tliese medications aim to support weight loss, they are very costly to a
Canadian patienEorexampleCanadaés Drug Agency describes 1t
patient for liraglutide to be $4,389 in the first year, and $4,564 after year one, and for

semaglutide to be $4,726 per yeds,67).

Surgcal interventiongrimarily targettheamount ofnutrient intake, absorption amd/digestive
organs resulting in weight loss and cardiometabolic improvem@@#$ Surgical options
targetingcaloric restriction, absorption andfdigestive organs, such as the RanY gastric
bypassthe sleeve gastrectomy and the biliopancreatic diversion with duodenal, snvjielst
metabolism, appetite regulation andight througtsurgicalchanges iranatomyand physiology
(64). Recently (2023), the Americakssociation of Pediatrid®AAP) has releasedew pediatric
obesity CPGsrecommendingpharmacological and surgical interventionsdbildrenand
adolescentiving with obesity(68). In early 2025, Canadian Pediatric CPGs will be published
(69). A key difference between the American and Canadian pediatric CPGsiisstieat] of
weight loss as target€anada focused on patiengiported outcomeeasures (PROMs)
cardiometabolic improvements, and Health Related Quality of 68¢69. At this stagepnly
time will tell the full content, recommendations, and implications of these guidelines on

Canadian pediatric weight management practioetuding surgical interventions

2.3.42. Weightinclusiw, -Neutral or Acceptance Approaches

With the example ofhe new Americanpediatric guidelines in mindyitical RDs and fat

activistshave lead the critique through madi suchweightfocused interventionslaiming the

guidelines aréatphobicand promote eating disorder developm@®71). Fat activism is a field

of its own ands advocatingagainst the injustices enacted on fat people, related to rights,

policies, and interpersonal interactidi@®). In thiscontext,the er m fif at 6 has been
the fat community as a neutral and empowering term rather than shameful, similarly to how the
2SLGBTQA+communi ty has wi(36hFattadtivasts bfeem atign fwith sizze r 0
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acceptance of fat liberatory approaches in dietetic practice, where higher weight/ larger body

sizes are celebrated

Weightinclusiveand weighineutralpractices area middle ground betweemeightcentric

obesity medicin@nd size acceptanepproachesand is a common practice approach utilized by
Canadian RDs. While few resources exist defining and comparing the terms, research has been
conducted on their application in pract{@§,73-76). From their origins, A w
Awei ght neudveightf ocused @Apemoaches, 0 aim to pro
weights, without using weight to guide their practice activif@mtinually,Health at Every Size

(HAESN) is aset of principlesaind theoreticadramework,stemming from thédea that health

should be a focusather than weight chan@@7). HAESN can also be used as an intervention in

nutrition care where it is guided bfiv e key principles (2013)1) weight inclusivity,2) health
enhancemengB) eating for wellbeing,4) respectful care, ang) life-enhancing movemeiif4).

The principles and framework have evolved over t{g2@24) led by the Association for Size,

Diversity, and Health (also known as ASDAHB). ResearchlexaminingHAESN as an

interventionhas showroverall improvements in both physical and psychological outcaines

patients(79i 81). Common arguments against HAE@re its commercialization and author

dishonesty, where it was built off of the backs of fat acti{B283). Arguably different than

other medical diagnoses or health concandyidual andsub-communities ofCanadian RDs

(e.q., criticaltheorist aligningRDs, biomedical focuse®Ds)vary in their level of agreement

with weightrelated interventionand thus the evidence supporting them.

2.4. Exploring Perceptions, Experiences, and Knowledge on Weight Evidence in Canada

Study-Specific Rationale

A scopingreview (7,8) was canpletedto list and map the existing peviewed and grey

literatureon Canadi an RDs6® perceptions andrelatedow!l edg:
evidence in practice. In the protocol developmentstagee st udy d6s t hree pri me
co-definedand conceptualized (

Figurel) by the cePrincipal Investigators and graduate student revievspexific to this multi

phased research proj€t8). Experienceva s d e f aneverd tha aceurred in the past
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when awake and/or cognizarecall and description of experiences are limited to working

memonp (7-8,84). Knowledge was defined a8, a&areness and recall of a concept or

phenomena. Knowledge informs $kif/-8,85). Finally, perceptioowa s d e f informetl a s |, A
byexperience and knowledge, an individa@El 6s vi
8,86). To add,through aconstructivist (pospositivist)lens, all three are related to power and
discourseand in an individualcan inform each oth€7-8,87). Other outcomes that are

frequently used to describe RD interactions with practice include attitudes, beliefs, view, and

practiceq3,88-89).

Experience Knowledge

Perception

Figurel. Pictorial representation of conceptualized overlap between experience and knowledge
toinformani ndi vi dual(f.s perception

Existing research on RDs06 ex(@®¥.iTeadtomnly,, often
researctexploring RD experienceperceptions, and knowledgélizes surveymethods, such as
guestionnaire§90i 92,951 102), focus group$103), and interview$93-94,99,1041 111).

Knowledge among RDs is more frequently measured using questio(@ir@2 110i 116)

surveying methods, rather than interview(i7). Knowledge in dietetic literature is typically
measured using close ended questions, including saatbsad ikert scaling,(114) or modified

version of previously validateguestionnaires (e.g., bariatric nutrition knowledge questionnaire)
(112)). Furthermore, some studies utilize mydhased surveying approaches, with stepwise
recruitment for a questionnaire and intervi@8), or an interview and focus grogp00). All

three outcomegxperiences, perceptions, knowledgejong RDsareoften paired withother
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related concepts such patterns, attitudes, practices, confidence, behaviour, and application
(99,102110i 117).

Personal experientes a speci fic form of experience happ
personal life, compared to their professional activifRessonal experience is valued in research

which informs clinical practice. Participatory action reseaame example akesearch methods
whererespondenvoice and experiencae consulteth tandem with the researcheosinform

the researc(il18). Healthcare providegpersonakxperience of illnessand for ilinesses they

provide care/ advice to patients for, has been studied in phys{ti#id21). For instance,
guestionnairéased research conductadrazil has showmp h y s i (@ + 3837 pérsonal

experience of using the emergency contraceptivevadl found tancrease the likelihood of the

physician to inform angrescribét to patientg121).
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3.0 Project Details& Methodology
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3.1 Research Probleni Rationale

Scholarly,empirical data, and current popular mealisshowcaseonflicting paradigms exish

wei ght science a dtafifom DietisahstofyCanadbiCA0D)gleseribes
disagreement and alignment between Canadian dietitidinshree selselected weight
paradigmg5). The closeendeddata ledDC to notendorsehe new Adult Obesity CPGs (2020)
due to the current divide in the professigffects of the endorsement decismannot be
prematurely determinetiowever some suggesta¢ oul d create further wunce
and value in weightelated dialogueand be underutilized by other regulated health
professionals, such as physiciavhile the CPGs are one piece of weight evidence where
divergence exists among the profesg@@0), it is unknown howthis pertains to other forms of
weight evidence (e.g., qualitative resedrsince surveying completed in the early 2000s (2004
2007) (3,4,122). Canadian RDs are trained using accredited programming and core
competenciesyet there is known divergence among the profession when weight and body size
come into conversatiokeveral RDs question if weight paradigmactices change or vary

across dietetipractice aresi(e.g, inpatient vs outpatient settings; lmariatric clinics vs eating
disorder clinic} or if personal experience witespondens oweight impacts their weight
paradigmlt is unclear in current literature if or how Canadian RD demographics, such as
practice setting, body sizage, ethnicityandyears in practice impact their experiences,
perspectives, and knowledge of weight evidence in pradtibg.is it that Canadian RDisave

such differencesf opinions on this topiavhenthey arerained the sameationally?

3.2 Theoretical Frameworks

Three key theoretical frameworgsiidedthis research studyt) grounded theory2)
intersectionality and 3)ecologicalsystems theory and contextual change
3.2.1. Grounded theory

Grounded theoris a research approach or methodol@ymingto generate new theory or
concept(s), rather than teskmown theory Grounded theory123,124) wasused in the studgs
the research topialigns with inductive approaches, to discomew information and theory
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about Canadian RDsO6 experi encerslgtedpvelencee pt i ons,
While the research is not qualitative, the research question is inductive by, askilngvh at ar e € o
and questions such asw higaweightrelated evidenc&Compaatively, the participantsould

have been providedith a definition of weightelated evidence that they are tested on, which

would have beem more deductive approach. Deductive research is used to test existing theory or
knowledge, whereas inductive researchsed to generate theord26). Drawingfrom the

scientific method, both utilize stepise processes. For inductive approaches, an observation is

made, which is explored, then a pattern is recognized, before reaching a conclusion or theory on

the topic at hand. For deductive approaches, egistieory is used to formulate a hypothesis,

then collect data, analyze the data, wherebyypethesis is finally accepted or rejectéds).

While the researchnd questionnaire developmevds framed bynductivebased guiding
frameworks, the research tool (questionnaire) was rooted in deductive mé&hexsvith using

a deductive tool (questionnaire), efforts were made to provide@pded response options, to

allow participants to provide responses in their own words. For example, mangctesk
guestions al so i remdéduedtdakesponse dptioh. Generally, im psearch,

it is important to use a method in which respondents feel comfortable sharing their perspectives
via, which a questionnarachieved for RDs, given their frequency of use in the profession.
Additionally, using a questionnaire in the study allowed the researchers to build trust with the

respondents, prior to conducting interviews or focus groups with the population on ithis top

Notably, essential to grounded theory, reflexivity, was used throughout the research process, but
particularly in interpreting the results to avoid making connections that were not found in the
data. Though typically applied more commonly to qualitatiia,d&flexivity was essential to

bring to the quantitative data, to adhere to strong, rigorous, andiased scientific methods
(123,124).

3.22. Intersectionality

Intersectionality ighe understanding dfow multiple forms of identity (e.gethnicity, gender,
size) impact human experience through social and political inequities (e.g., racism, misogynist,
sizeism)(126). Intersectionalityvasused as a theoretical framewdfiR7,128) in thestudyto

supportquestionnairgevelopment (e.g., Demographics section) amalysig(129). For
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examplejntersectionality was used to consider if any intersections of identity were found to be
related to the studyds pri mary o uUntecsectiopalty ( per s
also informed the inclusion criteria determined, to be inclusive of all CRDs, rather than a more

specific subpopulation.
3.2.3. EcologicaBystemsTheory andContextualChange

Ecology is the science of how environment impacts a living orgarii3@). (Survey

methodologyas an observational research method, is known to gieeaagical perspective of

the population of interesEcological systems theory and intersectionality, were applied to this
MSc project using a questionnaire as the study tool, to deductively test and form comparisons
(demographics, primary outcomes) with what was known about the population (CRDs) to what
was collected from this questionnaiBnth intersectionality and ecological systems theory were
used in questionnaire development (Demographics section), but also in recruitment approaches

(i.e., how to reach CRDs), and the determined inclusion criteria (i.e., various practice areas).

Ecological systems theory aims to explain raevelopment is influenced by environmental

factors and systemgypically with a child (young development) as the example of interest, and

six overlapping stagewith increasing levels of separati¢t81). In thisMSc project the theory

was used in the context of a Crel@edévideheedne!l op men
practice, where practice setting is thamvironment. Each stage of ecological systems theory is

applied to the topic, as seen in Figure 2. The centering stage is at the individual level, next is the
microsystem, mesosystem, exosystem, macrosystem, and outermost is the chronosystem. The
chronosystendescribes changes over time. One example of this for RDs could be changes to

their roles, practice area, or job position(s) over timbich is not explored in this study but

could be explored in future research.
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Macrosystem
(Diet culture, weight
stigma)

Exosystem
(Professional
regulations, discourse)

Mesosystem
(Colleagues)

Microsystem
(Practice area)

Individual
(Dietitian)

Figure2. Research Project Conceptualized Accordingdological Systems Theory

Contextual change was usaldngside ecological systems thedryjnterpret the data, given that

similar to physicians, RDs achieve core competencies through a variety of practice areas/ client

populations (e.qg., clinical, community, administrati{&32). Meaning, from education to

practicing, they must learn how to adapt and apply relevant evidence, knowledge, and skills to

thar currentpracticesetting and/ or clief).

3.3Design
The studyfollowed a descriptive crossectional research design, using a questionnaire as the
research tool. The stepwise processlfierstudy is described iRigure3. The questionnaire/as

face content, and construealidated prior to full implementatiomising thevalidation Rubric
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for ExpertPanel(VREP©) Tool (Appendix A, using horizontascoringand content analysis.
Once implemented, the questionnaire coéidclata at only one point in time. Lastly, findings
from the studywereused tadentify anddescribe the existing phenomemaeight evidence)
experiences, perceptions, and knowledg®ngRDs, including demographics of the sample.

Face, content, Describe

and construct V\Ilggggzg Analyze & findings: What
validate rotocol Interpret data is the existing

WRE-RDs-Q P situation?

Figure3. MSc ProjectFlow Diagram

3.4Sample

3.4.1 Inclusion criteria

To participaten the study (i.e., inclusion criteriagspondentiad to beRDs who spke
English,wereregistered in any Canadian province or territory, and aabirk any setting. The

problem identified and rationale for the study con®déne professional dissonan¢geelings of
internal conflict due to misalignment between personal beliefs and professional responsibilities
or expectation$133)) existingacross dietitians, not only those actively seeing patients or
practicing in clinical settings. One could hypothesize that including interns and retired RDs could
haveshown more varying data on age as a demographic; however, if interns and retired RDs

were included, the sample wouldveno longer represent the current workforce in Canada.

3.4.2. Sample sizdetermination

For thisMSc project sample size was estimated using two key approaches: 1) reviewing other
research in the field/ with the chosen population, and 2) statistical calculdiBaE35).

Recently, Dietitians of Canada (DC) conducted a survey of members to decide endorsement
towards the Canadian Adult Obes@rGs(2020), where their sample size goal was180.

This was calculated based on an estimation that the guidelines would only be of interest to 10%
of practicing dietitians (practicing RDs are considered to be about half of membés3hip)is
estimatiorwas not used for this study, as it aims to include all actively licenced RDs in Canada.

Sample sizes of existing literature surveying dietitians rangerirer5(136) to n = 514(3).
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Though the Barr et al. (2004) study was conducted almost 20 years ago, Martino et al. (2022)
were able to recruit just as large as a sample 8ize5(00) of Canadian dietitians in 2016

when their research was conducte€’ (gears agof3,137) A sample size af = 370 was

calculated for this population, which falls within the sample size range determined through a

review of the literatur€138).

Combining calculatiotbased approaches and a literature review appfeatthsimilar methods
(e.g., online questionnaireand samples (e.g., CanadRBs)], an adequate sample size for this

study was estimated tbe approximately375respondents

3.4.3. Sampling method

Nonprobability samplingvasused for tle study. Two sampling methodsereused to recruit

respondent$or the study: 1) convenience sampling, and 2) snowball sam({iaaky.

Convenience samplingasused by distributing recruitment materials to known groups of

dietitians, using organizations/ associati¢ag., Dietitians of Canada, provincial colleges

newsl etters and exi st ilnagtenipttsaddsessrpotentialbmsing. , Ger
samplingmethods snowball samplinggasal s o used t hrough déemedr d of n

appropriatdor populations that are geographically disged (e.g., RDs across Canad&p).

3.4.4. Recruitment

Peterson (2000) methods were employed for the study in tandem with a modified (i.e., via

electronic means) Dilmann Meth@¢#40,141) Sampling includegurposeful and snowball

sampling methods. Recruitment materials were circulated online using various networks such as

the Dietitians of Canada internal networRgldiction, Mental Health and Eating Disorders

Diabetes, Obesity and Cardiovascu@2ommunity and Public Health Nutritip@onsulting and

Pediatrig, provincial RD colleges, Weight Inclusive Di@its in Canada, Obesity Canada,
GerryKasten (RD, MSc,FDLC 6s Li st ser v, Di abetes Canada, Pr
Heart and Stroke Foundation, Accredited Dietetic Programs in Canada, and by the research team

on social medidn the final recruitment efforts, @eadlinewas added to the recruitment

materials (poster/ image (Version 2, Appendix C), social media pufstg)en the questionnaire
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was closingto prompt/ invite action from interested respondents to complete the questionnaire

before it closed for data collection.

3.5. Study Outcomes

Therewerethreeprimaryoutcomes of thistudy: 1)perceptions, 2gxperiences, and 3)

knowledge The three primary outcomegeremeasured using closnded andelectopen

ended question®.g., listthree examples) r oot ed i n quantitative met!l
instrument (questionnaire). The secondary outcomes of this wierdythedemographic

characteristics ahe sample.

The demographic characteristics inclddee following:

Age, measured in years.

Sex, using a selflescriptor.

Gender, using a setfescriptor.

Ethnicity, using a closended question.

Highest level of education, measured in degree(s) achieved.
Years fully licenced as an RD, measured in years.

Primary area of practice, using a clegeled question.

Body size, using a setfescripoand Pul ver 6s scal e

© © N o g~ w NP

Weight, measured in kilograms or pounds.
10. Weight history, using closended questions.

11.Height, measured in centimeters or feet and inches.

3.6. Research Question

This MSc projectaimedto answer the following research question:
What are CanadiaRegisteredDi et i t i ans0 experiencesweghpercepti

relatedevidencean practice?
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3.7. Purpose and Objectives

The purpose of #88/MSc projectwasto identify and describ€anadiarregistered dietitias and
theirexperiencegperceptions, and knowledge of weigbtated evidence in practicesing

guantitativeresponses.

3.7.1. Objective 1
Develop a questionnaire to survégnadiamr e g i st e r eegperigncesgercdptiorsnandd
knowledge of weightelated evidence in practice
1.a. Draft a questionnaire, using existing literature and findfngs Waugh et al (2025
(7.8

1.b. Face, content, and construeiidatethe questionnaire

3.7.2. Objective2
Implement a questionnairetosurn@ya n adi an Regi stered Dietitians:i
and knowledge of weighelated evidence in practice

2.a. Recrut respondentso complete the questionnaire.

2.b. Collect data fo2 monthsor unil the sample size goaf around 375espondentss

achieved

3.7.3. Objective 3
Identify anddescribeCanadian RDs and thedxperiences, perceptions, and knowledge of
weightrelated evidencm practie.
3.a. Survey Canadian RDs on theéiemographics and theaxperiences, perceptions, and
knowledge related to weight evidence in practice.
3.b.Describet h e s aemodraplisand theirexperiencesperceptions, and
knowledge related to weight evidence in pragtiseng quantitative methods.

Page37 of 181



3.8.SurveyInstrument i The Questionnaire

Thesurvey instrumentvasan online mixeeorm questionnaire (AppendiR), calledthe
WeightRelated Evidence in Registered Dietitians Questionnaire ARREQ). In the social
sciencesguestionnaires are one of the most commonly and widely used research nietBpds
with two main types of questioning: 1) clesaded, and 2) opeended Closeendedquestioning
such as dichotomousultiple choice and scalesvereused to surveZanadian RDs on
demographicas well aexperiences, perceptions, and knowledge@fht evidence.
Additionally, Likert scalingwasused to measure level of agreemanimportance oftatements
related to weightelated evidenc@VRE) (143). Openended questionsereused in tle study to
survey Canadian RDs on their experieramed how they describe practice isswasl their
opinionsrelated to weight evidence, in their own wor@sly quantitative operended responses
(e.g., three words or less) are included in Eh&c project Resposes over 34 words will
undergo thematic analysis in collaboration withfimededp r o j Researd@oordinator and

grant holders.

3.8.1. Content and question generation

Waughetal.(20® directly informed devel opment of
2000, and other landmark resources on questionnaire d&sigid144i 148). Of note,the

Pulver Rating scale (Demographics section) (1di9)items from Barr et al. (2008)€RD
attitudesstudy (Knowledge sectior{), and three items frotie AntiFat Attitudes (AFA)
Questionnaire (willpowesubscaleExperience sectior{(150) were included in the WRRDs

Questionnair€Q). Please see Appends for thefinal draft of the questionnaire.

The scopingreview identified two findings as gaps in representation (of the dietetic profession)
in the existing literature, most specifically when exploring their experiences, perceptions,
knowledge of weightelated evidence. Firggray literature (e.g., blogs) was the only source of
evidence where RDs6 weight status was ref|
and interpretatio(151,152). Thus, in the questionnaire, an item surveyed CRDs on what types
of evidence they value for WREMeightRelatedEvidence section, Append&). Secondlythe

review foundCRDs identified feeling unprepared (lack of training) to provide weiglated

Page38of 181

t

h €

ect



counselling(153i 156). This was includeth the questionnaire bsurveying CRDs owhat
training they have receivednd to describe their experieiiEgwith their WRE trainingagainin
the WeightRelated Evidence section

As the questionnaire took a broad approach, aiming to be inclusive of all/any uses of application

or interpretation of body weight and evidence in practice, the research team adopted the term
Aweirgehltat ed evidence. 0 Use aflowittobeiappliedtoblr el | a t e
practice areas, beyond obesity management (e.g., malnutrition, and more). The questionnaire was
named the WeighRelated Evidence Registered Dietitians Questionnaire, with thefsihoriof

AWRBDsQO in dissemination.

3.8.2. Face, content, and construct validation

Face, content, and constructvaljdo f t he st udy 0 sssapsedsingthe YREP&®i r e wc
tool (AppendixA), originally developed by Marilyn K. Simon and Jacquelyn Whi@1© for

use with expert panel¥REP ©has been used to validate several questionnaires in existing

literature, including in the Canadian RD conté&®,157 162). Permission to use the tool was

granted by Marilyn K. Simon and/ or Jacelyn Wha®. existing list of Delphi Members from

thescoping reviewwhich was created in consultation with tesearch team to identify experts

spanning provinces and practice area, was usexttait volunteers to participate in face,

content, anatonstructvalidity of the WRERDs-Q.

3.83. Format of distribution

The questionnaire asdistributed in EnglishThe study utilizel a formsbased survey thatas
hostedonlinevia LimeSurveyrecommended by h e U n i ResearchiEthigs@sard
(UREB) (163).

3.8.4. Ethical considerations

UREB approval was obtaindcbm MSVU prior to beginning thSc project(File # 2022260;
Student Research File # 20238). Consent by completion was used for both the face, content,
and construct validation and implementation of the questionnaire. In addition to this, a consent

cover page was includedth all distributed materialsncludinggeneral information about the
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research study, what is required to participate (e.g., time to completion, topics covered),

eligibility criteria, data usage and storage,

3.9. Statistical Analysis

For closeendedresponss, statistical analyses was conducted udigrosoft Excel and IBM
SPSS Softwaredersion 28and 29. For select opeendedresponsegthat yield categorical
data), Microsoft Word was used to create summary tables of respDesesiptive statistics
(counts, precents) were generated for all categorial and nominal data colBmrteduous data

wereanalyzed using meajstandard deviationsninimums and maximums (range).

Inferentialstatistics vereused to determinassociationgwherep < 0.05 is significant)between
independent variables (e.g., demographics) an
perceptionsknowledge); however, they should be interpreted with caution, given the small

sample size of the study. FisheExact Test (nonparametric, categorical data) was used to

determine associatiord create comparisons between groups in the data2igi2g

contingency tableslso known asrosstabulationsr crosstab$164). FisherFreemarHalton

ExactTest a version of Fisherdos Exact, was al so wu
comparing more than 2 x 2 grougpheyareFi sher 6s EX

recommended for small sample sizes, and/or when at least one cell has a value of less than five

(165).
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4.0. Results
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4.1.Questionnaire Development
Face, content, and construct validation

Eightreviewers volunteedto participatdan face content andconstruct validatiorwhom had
various areas of expertise including but not limited to bariatmesabolics, integrative and
functional health, middlage nutrition, mindfulness, weight neutrality, pediatrics, and diabetes
The reviewergprovided feedback on the questionnaire using the VREP Owb@re six

revi ewers provided scor e ®veralhtherVRERD teol wasvedy 6 s cr i
useful as it allowed reviewers to be specific in their feedback (using the table), but also provide
more detailed or overall feedback in the comments sedtmmexample, a number of typo or
guestionspecific clarity requests were able to be addressed through effective use of th&VREP
table.

Horizontal scoring was tabulated £ 6; Tablel), where the average score of the questionnaire

was 3.5/4. This is where 1 = not acceptable (major modifications needs, 2 = below expectations
(some modifications needed), 3 = meets expectations (no modifications needed but could be
improved with minor chiages), and 4 exceeds expectations (no modifications needed). The

| owest <criteria average was Onegative wording

technical | anguaged (mean: 4).

Tablel. Criteria in VREP © Tool and their mean scores forwWeightRelated Evidence
Registered Dietitians Questionnafre= 6).

Criteria in VREP © Tool Mean Score ( = 6)
Clarity 3.25

Wordiness 3.4

Negative Wording 3.1

Overlapping Responses 3.4

Balance 3.2

Use of Jargon 3.7
Appropriateness dResponses Listed 3.3

Use of Technical Language 4

Application to Praxis 3.9
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Criteria in VREP © Tool Mean Score ( = 6)

Relationship to Problem 3.6
Measure of Construct (A): Demographics| 3.8
Measure of Construct (B): Experience 3.6
Measure ofConstruct (C): Perception 3.7
Measure of Construct (D): Knowledge 3.8
Total 3.6

n = number of resp@es

Written feedback was summarized and tabulated, organized by comment, frequency, and
whether or not the feedback was integrated into the final draft of the questionnaire or not (and
rationale for each decision). Thecisionmakingprocess for feedback integration was dbne
by-line collaborativelyia team meetings with the Research Coordinator, Research Assistant,

Thesis Supervisor, and Graduate Student.

Two thirds(66.6%; n = 4/6) of reviewers wanted the term WRE definbdwever this was not

integrated as the research team wanted to learn how participants define the term, and what they
consider to be WRE, in their own words. Instead, the question prompt was edited to be more

refl ecti ve [befinewdghirelated evwdandasimggyouriown words. There is no
correctanswer Similarly, onethird (33.3%;n=2/6) wanted clarityomiqual i ty of evid
suggesting GRADE, however this was maégrated asit wasaimed to avoid questions that had

a fAright 0 orattdthved to thapas wa sought elDs baselingerceptions

experiencesand knowledgeAlong with this, some reviewepsovided their rationale foa

response té&\FA-based itemause ofterms used to describe bodiasd/ ortheir interpretation of

the evidence to support or not support the knowledge statements. This further illustrates the

current tension ongoing in the profession on the topic.

Along with additional details requested for sevduabwledge statements, probing questions
were also posed about the experience secBeweratlarity items were addressezhd
experience was a sectiarhere respondents suggested alternate ideas for questions, showing

interest inthe topic such as, asking if respondents héseughthelp from other professionals
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for managi ng tdmdanadditibnald ¥V Ksengweight hecause of what | do

for work,0for balance. T A f ear [ o f guggkstos immexample af ghé thad was
notintegratedto provide a balance of positive and negatively framed questions, as suggested by
Peterson (200Q)140). Additionally, literature supported widespread prevalence of fear of

gaining weight, but not fear of losing weight as a common concern.

Questioning eviewer bias came yn requests madeheretheir suggestions shaasechow

they wanted respondents to respond to the quéstianhandOne example of this is

requesting more detaits contexto be able to respond to the knowledge statements.

Suggestions as such were not integratedrder to not swayespondentesponses o0 a fAdesi r e
or fncomsponeede bHi ni ng t e rinolesivddwak aso suggested to be included

in the glossary; however, was not integrated given we wanted responsesftedize of
respondent sdé current u.nQveral seviewers i hge dlhad hewd € r\
helpful in questionnaire development. Several reviewers also provided positive comments about
exploiing this topic furthei n t he profession, despite it bein

many. O

4.2.Questionnaire Implementation

The implemented draft of the questionnamreluded fivesectiors, distributed at one point in
time. Thesections of the WRIRDs-Q were: 1) WeighRelated Evidence; 2) Getting to Know
You & Your Experiences with Your Weight; 3) Perceptions & Paradigms of \WREutrition
Care/ Practice; 4) Your Experiences with WRE in Nutrition Care; 5) Knowledge of WRE in
Nutrition Care. One optional (sixth) section of the questionnaire V@A$IC-19, which is not

included in thisMSc project

The final questionnaire had five sections, with 73 cleisded andevenopenended questions
(80 total). Nineof the 73 closeended questions were fixed opended questions, for example
only applicabl e when respondents weasa asked t

response option, or items asking for textual examplesh asi | i st t or examepledv.r d s
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4 3. Results

The WRERDsQ was live for a total of three months (July 21, 20Z3ctober 20, 2023),
collecting a total of 52 responses from CRDs. A total d&dpleinteracted with the
guestionnaird21 were removedee Section 3.4.4. for additional details on respondent

recruitment.

4.3.1. Sample Characteristics

Fifty-two Canadian Registered Dietitians (CRDs) completed the questiortakinga meanof

just overhalf an hou(mean: 3% minutes SD: +/- 18 minuteg to completeThe WRERDsQ
surveyed theespondentsn a variety of demographic characteristics sucgassex,gender,
ethnicity, province of residenckighest level of educatiobody size (including weight history),
additional training completed, years licenced as an RD, primary and secondary employment/

practice areas, and weigtdlated identified needs of their typical client€lable2 andTable3).

The majority ofrespondentgientified both their biological sex §30%; n = 48/50) and gender

(90.0%; n = 45/50) as femaleOnerespondenidentifiedas male 2.0%; n = 1/50), and two as

nonbinaryor gender queed(0%; n = 2/50). Three respondents (sax= 1/52; gendem = 2/50)

wrote in, which apear to be verliteral responsesr from thosewho may not have been

educated on differences between genderandses uch as fisexo for sex, a
Awhat do you i deTheraw dga pewdesansifhthat thgse regpanses likely

do come from literal thinkers, or those not educated on sex, gender, and sexuality differences,

but arenot provided inMISc projectfor protectionof identifiability of responderts).

Fifty-nine percent (59.2% = 2949) of the sample identified their ethnicity as North American/
White, 16.3% § = 8/49) European, and 14.3% € 7/49) as other. Respondergsovided the
foll owi ng t e cadian White /Mets) Ashkenazi. JewAJewisBouth Asian and
white EuropeayMiddle Easern (= 2/49), andFrench Acadian North AmericaAbout half of
respondent§52.0%;n = 26/49) residel in central Canada (Ontario; Quebec), a third in (32.10%;
= 16/49) in Western Canada (British Columbia; Alberta; Manitoba), and 16t088(49) in the
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Eastern provinces (Nova Scotia; New Brunswick). ieanageof the sample was 42 years of

age, withthe youngest respondesged 26 years and the old84&tyears of age.

Table2. Respondent sé demographics, Il ncluding
practice area, and clientele.
Characteristic (N) n (%)
Biological sex (B)
Female| 48 (96.0
Male 1.0
iSe 12.0
Gender 50)
Cisgender femalg 2(4.0
Female| 43 (8.0
Non-binary 1(2.0)
Gender quee 1 (2.0)
Male 1(2.0)
Heterosexua 1(2.0)
AWhat do yolU 1(2.0)
Ethnicity (49)
North American/ Whitg 29 (59.2)
European 8 (16.3)
Other 7 (14.3)
East Asian 3(6.1)
North American/ Indigenou 1(2.0)
Caribbean Regiotl 1(2.0)
Currently reside (50)
Ontario| 25 (50.0)
British Columbia] 11 (22.0)
Nova Scotiag 6(12.0)
Alberta 3 (6.0)
New Brunswick 2 (4.0)
Manitoba 2 (4.0)
Quebec 1(2.0)
Highest level of education (50)
Master 6| 27(54.0)
Undergraduate degreg 23 (46.0)
Primary placeof work (50)
Clinical 1 Outpatient carg 19 (3.0)
Community/Public Health 9 (180)
Clinical 1 Acute carel 8 (160)
Private practice/ Consultin 4 (80)
Private practice, primarily individual counsellir 2 (40
Population and public healt 2 (40)
Education, academia or resea 2 (40)
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Characteristic (N) n (%)

Business or industr 1(20)
Non-governmental organizatio 1(20)
Food Service Manageme 1(2.0)
Management or administratic 1(2.0)

Secondary place of work (22)

Private practice/ Consultink 7 (31.8)

Privatepractice, primarily individual counsellin 2(9.1)
Communications/ Medii 2(9.1)

Clinical i Long term care 2(9.1)

Clinical i Outpatient carg 2(9.1)

Education, academia or resea 2(9.1)

Clinical 1 Acute care 1(4.5)

Management oadministration 1(4.5)
Non-governmental organizatio 1(4.5)

Other 1(4.5)

Employed outside of dietetid 1(4.5)

* Additional experience and/or training completed on WBE
On-thejob learning| 42 (80.8)

Additional courses ocertifications| 29 (55.8)

Internship| 16 (30.8)

University level electivey 12 (23.1)

Other| 11(21.)

Volunteering 6(11.5

In a typical month, provide care to clientele that are

Pre or postbariatric surgery (48] 15 (31.3)

Seeking weight losg19) | 32 (65.3)

n = number of resp@es N = number of respondents= could select more than one response;
WRE = weighirelated evidence

For body size and weigkTable3), just overhalf of therespondent§53.1%; n = 26/49)

maintained a similar weight throughout their adult lives. Twaitypercent ofespondents

(28.4%; n=14/49) identfiedas currently | i v204% (n+1¥49%inait hi no b
Al argeo body. D=243 of respondentssdicated iinagéslA ta G.e.,

smallest bodies)f the PulverFigure ScaleAppendixB) best represents their current body.
Mostrespondent§27.1%;n = 13/48) identified with image D, 18.8%n(= 9/48) with image E,

and 12.5%71g = 6/48) with image Hi.e., midsize bodies)No respondentglentified with images

G to | (.e.,largest bodies on the scale). Relevant to lived experie6c®pin = 8/49) of the

respondents ndi cated that they have pBBVNn=d&49l v 1|1 i ve
have previously i ved in a Athino body.
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Table3. Respondents' selated figure scale and weight history.

Characteristic (N) n (%)
PulverFigure Scal€48)

2 (4.2

8 (16.7)
10 (20.8)
13 (27.1)
9 (18.8)
6 (12.5)
0(0.0)

0 (0.0)

0 (0.0)

| prefer not to respond to this questi 1(2.1)

—IT|O|mm|O0O|wm| >

*Personal weight history4Q)

I now live in a thin body 14 (2.6
I now live in a large bod 10 0.4
| have previously lived in a thin bog 18 (%.7)

| have previously lived in a large boc 8 (16.3)
| have maintained a similar weight throughout my adult 26 (8.1)
| prefer not to respond to this questi 1(2.0

n = number of resp@es N = number of respondents:= could select more than one response

With the Pulver Figure Scale, only oresponden2.1% n = 1/48) indicated they preferred not
to respond to the questicemd the same participaf®.0%;n = 1/49)also preferred not to
respond to thpersonalveight history question&able3).

Comparatively, using numeric megfi@ble4), t h e meanopréneBMs$was found to be

25.2 kg/n? (SD: 3.8 kg/m) with a range of BMIs from 19.to 33.9 kg/n¥. As an adultthe

sample had eneanlowest weight of 60.0 k§meanBMI 21.6 kg/n?), with a range of 45.Rg to

93.0 kg(BMI min: 16.3 kg/n¥; BMI max: 26.7 kg/m). For highest adult weighthe meanwas

74.3 kg (meanBMI: 26.8 kg/n?), with a range of 52 to 114.3 KBMI min: 20.3 kg/n#; BMI

max: 37.3 kg/f). As a note, all weights reported for highest twlest, were asked to be absent

of medical water retention or pregnanéjternatively, one respondemté€ 1/ 43) i ndi cat e
rul e, I do not wei ght myrs=eI/43)indicatdduheir resgbdsest i o n a |
were estimates, as they dondot weiidh diome ms é lewe¢

there is any medically necessary purpose to b
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Table4. Respondents' demographics, including age, years licensed as a dietitian, height, and

weight history.

Characteristic (unit, if applicable) [N]

Mean +/- SD
(Minimum, Maximum)

Age (years]50]

42* +/-12.5 (26, 81

Years fully licensed as an RD (yeaSj)]

15.75+/- 11.75* (1, 53)

Height (metres, m[y44]

1.67 (1.52, 1.93

Current weight (kilograms, kg#2]

70.3 49.9 112.5

Current BMI (kg/n3) [42]

25.2+/- 3.8 (19.4, 33.9

As an adult (absent of medical water retention, pregnancy)

Highestweight [41]

74.3 ++14.6 (52, 114.3

Highest BMI [41]

26.8+/- 4.4(20.3, 37.3)

Lowest weight [43]

60.0 +£ 9.4 (45, 93.0

Lowest BMI [43]

21.6+/- 2.4 (16.3, 25.9

n = number of responsel;= number of respondentSD = Standardleviation; RD =Registered

Dietitian; BMI = Body Mass Index* = rounded to the nearest quarter (0.25), for years

For highest level of education, the sample was split between 54.86%7(50) having a

Ma st er 0 and468%rf=£28&50) having anundergraduate degree. For additional training,

55.8% 6 =2952) ofrespondents ndi cat ed

t heyodve

certifications 23.1% (n = 12/52) university level electives, arld..3% (n = 6/52) completed

volunteering related taveight evidence. Whereas 8% (n = 42/52)

experienced otthe-job learning and 30.8%n (= 16/52) internship experiences/ training related to

weight evidence. Otherwise=13CRDs i ndi cat ed

compl eted addi
indicated theyobv
they received iAo

includingengagement with lived experience sharing, books, podcasts, and popular media uptake

Thesamplé s

licenced RD, with a range of 1 t@ §ears of experience. Current primary place of work varied
across the sample; however, the majorityesipondent§56.3%;n = 33/50) indicated some form

of clinical practice as their primary place of work, with outpatient being the most prevalent

mvasd Syears, 9 months (15.75 year$yy years ofexperience as a fully

(39.6%;n = 19/50), followed by community/ public health (18.8%3= 9/48), and acute care

(16.7%;n = 8/50). Forty-five percent ofespondent$45.8%;n = 22/50) have a secondary place

of work, with the majority having a secondary place of work in private practice (48.8%;
9/22), then communications/ medi@.1%;n = 2/22), long term care (9.1% = 2/22), outpatient
care (9.1%n = 2/22), and education, academia or research (9rl&w/22).
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For t he RDabie4)cl8.4%(r0/49) inglicated they work with people who identity
as fat, having a higher weight, living in a larger body, or having a BMI above or e@fal to
kg/m? one to a quarter percent of the time; 12.204 6/49) just over a quarter to fifty percent of
the time; 44.9%r(= 22/49) just over half to three quarters of the time; and 18.4%9/49)
indicated they sepatients with higher weights just over three quarters tehomelred percent of
the time.In a typical month, 65.3%n(= 32/49) of RDs sample indicated they provide care to
people seeking weight loss, and 31.3% (L5/48) indicated they provide care to people-pe
postmetabolicbariatricsurgery(Table 1).

Table5. Frequency of use ofeightrelated evidenci practice and of seeing clients living in
larger bodies.

Question 1% to 25% | 26% to 50% | 51% to 75% | 76% to 100% | | do not
(N) of the time | of the time of the time of the time use
[n (%)] [n (%)] [n (%)] [n (%)] weight-
related
evidence
in
practice.
[n (%)]
How often do 9 (18.0) 7 (14.0) 17 (34.0) 14 (28.0) 3 (6.0)
you use weight
related evidence
in practice?
(50)
How often do 9 (18.4) 6 (12.2) 22 (44.9) 9 (18.4) 3(6.1)
you work with
people who
identify as fat,
having a higher
weight, living in
a larger body, ol
having a BMI
above or equal
to 30kg/nt?
(49)
n = number of respases)N = number of respondent8MI = Body Mass Index

4.3.2. WeightRelated Evidence

Six percentn = 3/50) of our sample indicated they dot use weightelated evidence in

practice, whereas 626 (n = 31/50) indicated they use weigin¢lated evidence frequently, or
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over half their time in practice. About a third (@%; n = 14/50) of our sample indicated they
use weightrelated evidence 76 to 100% of their time in pradficble5).

When asked what they considered to be evidéRiceire4), generallyrespondentagreed on
that clinical practice guidelines (88.5%:= 46/52) and research articles (96.28+ 50/52) are
considered to be evidence, and blog posts are not (98.4%7/52). Where dietitians were
divided and had an even split (50.0% eath;26/52,each) was whether patient perspective is
considered evidence or not. However, less than tweeiyent (17.3%n = 9/52) of the sample

i ndi cat ed nevidema rwhichfinoluded divecbekperience, clinical judgement, and

blogs with reference lists

Research article s 50

Clinical practice guidelines I 46

Patient perspective] N 26

Resopnse Option

other I ©

Blog posts [l 5

0 10 20 30 40 50 60
Number of Responsesn(

Figure4. Responsed\(= 52) to, "what is evidence?"

n = number of responsel;= number of respondents

Note.Respondents could select multipésponseto this question.

Comparisons were made between considering CPGs as eviéenoe4) andthe threeveight
related(WR) paradigns (See Section3.3.1) . The results of)pehe Fi she

Pageblof 181



0.397 dominantAveightcentric paradigm(2) p = 0.388,health/ complicatiorcentric paradigm]

do not indicate a significant association between considering CPGs as evidence and either (1) the
dominant/ weightentric paradigm, or (2) the health/ complicatmantric paradigmHowever,

the results of p=0e22%dicath &siglifcantagsac@ation eteveen  (
considering CPGs as evidence and identifying with the health/ complieaidric paradigm.

All respondents whalentified with the health/ complicatiezentric paradigmn(= 24/48)

considered CPGs as evidenoe=(2452) (See Table | in Appendi® for full crosstabulation

comparisons).

Comparisons were also made between considering CPGs as evigignce4) and

respondent sé pract i3deFocesample xtt e (rSe®ulStext o font e
test[(1) p = 0.558) primary practice area; (p)= 0.360, clientele includes pend post

metabolic surgerpatients] do not indicate a significant association betweamsidering CPGs

as evidence and either (@nactice arear (2) their patient population including pr@ post

metabolic surgery patients. See TabléAppendix D for crosstabs/ additional data for these
comparisonsOt her wi se, t he r es ulpt$000dondtiidieatei sher 6s e
significant association betweeonnsideringCPGs as eviden@ndseeing patients seeking

weight loss

Table6. Comparison between responses to considetingal practice guidelineas evidence,
weightrelatedparadigms, primary practice area, and respondents' typical clientele.

Characteristic Characteristic P-value
n/N (%) n/N (%)
Clinical practice Dominant/ Weight-centric paradigm 0.397
guidelinesare Yes
evidence 4/52 (7.7)
Yes No
46/52 (88.5) 48/52 02.3
No Health/ Complication-centric paradigm 0.022*
6/52 (L1.H5 Yes
24/48 (50.0)
No
25/48 (50.0)
Critical / Non-weight centric paradigm 0.388
Yes
30/48(62.5
No
18/48 87.95
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Characteristic

Characteristic
n/N (%)

P-value

n/N (%)

Clinical practice
guidelinesare
evidence
Yes
46/52 (88.5)
No
6/52 (11.5)

Primary practice area

Admin/ Management
3/50(6.0)
Clinical
33/50(66.0
PublicHealth/Community
1250(24.0
Educatiorn Academia/ Research
2/50(4.0

0.55&

Working in bariatrics
Yes
15/48 (31.3)
No
33/48 68.7)

0.36CG

Clientele seeking weight loss
Yes
32/49 (65.3)
No
17/49 B4.7)

1.00¢

n = number of respwes N = number of respondents; *significant association

a=DerivedbyFi sher 0s

Ex act-sidEd} st ,

b= Derived by FisheFreemarHalton Exact Test, Exact Sig.-§ded)
Note.Respondentsould select multiple responsesweightrelatedparadigms.

For forms of research/ methoffagure5), CRDs in our sample indicated they typically refer to

Exact Sig.

(2

metaanalyses and systematic reviews (94.2%;:4952), randomized controlled trials (82.7%;
n=43/52), and cohort studies (53.8% = 28/52), to get weightelated evidence.

ComparativelyCRDs in our sample indicated thdg nottypically refer to animal and imitro
(92.3%;n = 48/52), casecontrol (73.1%n = 38/52), case series (84.6% = 44/52), case reports
(80.8%;n = 42/52), and editorials, commentaries, or expert opinion papers (59.6981/52).

However 40.4% ( = 21/52) of respondentdorefer to editorials, commentaries, or expert

opinion papersNo significant associationg < 0.05)were found between type of research or

methods typically referred to for WRE and identified WR paradigm or primary practice area
Almosta fifth of thesample(19.2%;n =10/52) i

ndi cated

they al so

forms of research to get weigtdlated evidencdisting qualitative research, lived experience,

and clinical judgement examples of such.
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Meta-analyses and systematic revie\iSH_ 0
Randomized controlled trial SEIIEEEE 3
Cohort studies IG5
Editorials, comiciiEa s, or expert ¢
Case-control NN 14
Other 10

Case reports Il 10

Response Option

Case seriesillll s

Animal and in vitro [l 4

0 10 20 30 40 50 60
Number of Responsesn(

Figure5. ResponsedN = 52) to, "what forms of research/ methods do you typically refer to, to
get weightrelated evidence?"

n = number of responsel;= number of respondents
Note.Respondents could select multiple responsésisajuestion.

The next set of questions askeRDs how weight exists in the nutrition care they provide to
people(Figure6). Seventysix percentof respondent§76.9%;n = 4052) said weight exists in

body image61.5% saidBMI (n = 32/52) andnutrition requirement calculations (61.5%0+

32/52), and57.7% said weight exises an outcomen(= 30/52) to their clients; whereas, others

said weight does not exist in body image (23.1%;12/52), BMI (38.5%;n = 20/52), nutrition
requirement calculations (38.5%= 20/52), or as an outcome (42.3%3= 22/52) in the

nutrition care they provide. Twitemswhere the sample had more split responses was
measurements and as goal. This is where slightly more than half of the RD sample said weight
doesnotexist with measurements (57.7%+ 30/52), or as a goal (55.8%;= 29/52) in the

nutrition care they pnade.
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Body image I 10
Nutrition requirement calculationSHl_a 32
Body Mass Index (BMI) I 32
Outcome IS 30
Goal I 23
Measurement I )
Other NN 16

Response Option

0 10 20 30 40 50

Number of Responsesn()

Figure6. Responses\(= 52) to: How does weight exist in the nutrition care you provide?

n = number of responsel;= number of respondents
Note.Participants could select multiple responses to this question.

Comparisons were made between the ways weight exists in nutrition care respondents provide
and pimary practice are¢Section 4.4.). Theresulto f t he Fi shep=00019% xac't
BMI; (2) p=0.004, goal; (3p = 0.001, nutrition requirement calculations] indicate a significant
association between primary practice areavaeight showing up as/ifi) BMI, (2) goal(s), and

(3) nutrition requirement calculations, in the nutrition care respondents praabd&().

This is where those in clinical practice most frequently identified B\ 25/31) (Tabldll,
Appendix D, weight as a godgh = 19/22) (TabldV, Appendix D, and nutrition requirement
calculationgn = 25/30) (TableVll, Appendix D as ways in which weight exists in the nutrition
care they provideFor all crosstabulations for these comparisons, see TiébMEI , Appendix

D.

Ot her wi se, the resul tpg=027% measueemént(s§2hpe=0DH’§ e x act
body image(3) p = 0.702, outcome($)do notindicate a significant association between primary

practice area and weight showing upirasither(1) measurement(sj2) body imageor (3)
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outcome(s)in the nutrition care respondents providlalfle7. Comparison between primary

practice area and how weight exists in the nutrition care respondents provide.

Table7. Comparison between primary practice area and how weight exists in the nutrition care

respondents provide.

Characteristic Characteristic P-value
n/ N (%) n/ N (%)
Primary practice area Body Mass Index 0.019*
31/50 (62.0
Admin/ Management
3/50(6.0) Goal 0.004*
22/50 (44.0
Clinical
33/50(66.0 Nutrition requirement calculations 0.00F*
30/50 (60.0
PublicHealth/Community
12/50(24.0 Body image 0.276
40/50 (80.0
Educatian/ Academia/ Research
2/50(4.0) Outcome 0.702
29/50 (57.7)

n = number of resptses N = number of respondents; * = significant association
a= Derived by FisheFreemarHalton Exact Test, Exact Sig.-&ded)
Note 1.Participants could select multiple responses to how weight exists in nutrition care.

Almost athird (30.0%; n = 15/50) of respondents a i d

wei ght

exists i

nutrition care they provide, for instancereferrals for weight loss, weight stigma education,

assessment (e.g., nutrition requirements, EOSS tool) and intervention (e.g., metabolic surgery),

and nornweight focused approaches and discussions. Examples-ofeight focused

approaches often listedcluded weight inclusive and weight neutral, and discussions with

clients included education focusing on weight not being a parameter of heatfht aml mental

health, and how their weight makes them feel.

4.3.3. Perceptions

Perceptions of the following were measured among Canadian RDs: 1)-nedgghtl paradigms;

2) importance of weightelated assessment in the NCP; and 3) quality of wealated

evidence.
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4.3.3.1.Weightrelated @mradigms

Weightrelated paradigms were defined using three categories adapted from a literature review
by Nutter and colleagues (2016), described in ®BNVeight Stigma Backgroundex resource
available to Canadian RDs. The three paradigipproaches were: 1) dominant/ weigbhtric;

2) health/ complicatiomentric; and 3) critical/ nemweightcentric(AppendixB, questionnairg

Over half ofthesample 62.820;n=3048) i ndi cated they dveighw fr om a
centrico approach 83 (nt4#Sindicaied tlkreg drawdrana wher eas
dominant/ weight centric approa@higure 4) The sample was spli5Q.0%, n = 24/48 yes;

50.0%, n = 24/48 no) on drawing from the health/ complicatioantric approach in practice.
Overall,50.0% (n = 24/48) of the sample indicated they draw from the health/ complication

centric approach in practicand 19.2%r{= 10/48) identified with more than one approach

(Figure?).

Critical/Non-Weight Centric IR 30
Health/Complication-Centric [ N R 24
Combined* I 10

Dominant/Weight-Centric [l 4

Response Option

Other Il 4

0O 5 10 15 20 25 30 35

Number of Responsesn()

Figure7. Approaches respondents £ 48) identified they draw from in their practice.

n = number of responsel= number of respondents = selected more than one response
Note.Participants could select multiple responsesémhtrelatedparadigms.

Under terpercent (7.7%n=4/48) of the sample responded that

paradigm in their practicg=igure 4) In this case, thosespondentdescribed paradigms in their
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own words, specifying portions they agree or disagree with the listed paradigm options, a hybrid

approach, ospecified how it depends on their client(s) or the practice setting.

Comparisons were made between identifying with the health/ compliezgitnc paradigm and
p 4 =001F indichtecarsigreficaptx act t e
association between primary practice area and identifying with the health/ complzatioic

primary practiceared he results of

paradigm Table8). This is where 91.7%n(= 22/31) of those primarily working in a clinical
setting, identified with this paradigm € 24/48) (Table lIlAppendix D.

Comparisons were also made between identifying with the criticaliweaght centric paradigm
ar e a.(p=0Il048) indieatda $igniscanb f t h e
association between primary practice area and identifying with the criticaleigiht centric

and primary practice
paradigm Table8). This iswhereals091.7%(n = 11/12) of thoseworking primarily in public
health or community roles identify with the crititabnweight centrigparadign (n = 30/48)

SeeTable IlandXIIl, Appendix D for crosstabs/ additional data for these comparisons.

Table8. Comparisons between respondefiNs= 48) primary practice area and theight
relatedparadigms.

Characteristic Characteristic P-value
n/ N (%) n/ N (%)
Primary practice area Dominant/ Weight-centric 0.304
Admin/ Management Yes
3/48 6.2 4/48 (8.3)
Clinical
31/48 (64.9 Health/ Complication-centric <0.00®*
Community/ PublidHealth Yes
12/48 (25.0 24/48(50.0)
Educatiort Academia/ Research
2/48 @4.2) Critical/ Non -weight centric 0.043*
Yes
30/48 (62.5)

n = number of resp@es; N = number of respondents= significant associatiar? = Fisher
FreemarHalton Exact TestExact Sig. (Zided) Note.Participants could select multiple
responses tweightrelatedparadigms.

Comparisonsvere made between identifying with tbetical/ nonweight centric paradigm and

weight history. The r es0031)sdicaté a sighfieantfassaciaten 6 s
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between identifying with the critical/ nemeight centric paradigm and previously living in a thin
body (Table IX,Appendix D. This is where 50.0%n(= 15/30) of those identifying with the
critical paradigmii = 30/48) have previously lived in a thin body, and 50.6% 15/30) have

not (See Table XAppendix D). Of those who have previously lived in a large baty 8/48),n

= 5/8 identified with the health/ complicati@entric paradignm = 3/8 with the critical/ non
weight centric paradigm, and= 1/8 with the dominant/ weightentric paradigm (Tables kX

XII, Appendix D.

The results of p+Hh003lalse indicatéd & signikicant assodiation between
identifying with the dominant/ weightentric paradigm and years fullgencedas a dietitian
(Table9). This is wheran = 2/4 identifying with the paradigm have been licenced for 31+ years
(n=2/4),n = 1/4with the paradigninave been licenced for 16 to 30 years (1/20), anch = 1/4
have been licencddr 0 to 5 yeargn = 1/12)(Table XX for crosstabulations\ppendix D.

Table9. Comparisons betweene s p o ryehes fully §icénced as a dietitian aweightrelated
paradigms.

Characteristic Characteristic P-value
n/ N (%) n/ N (%)
Years fully licenced as a dietitian Dominant/ Weight-centric 0.03®*
0 to 5 years Yes
12/50(24.0 4/50(8.0)
6to 15 years No
14/50(28.0 46/50 02.0
16 to 30 years
20/50(40.0
31+ years
4/50(8.0)
Al have previ ous| Criticall Non-weight centric 0.03®
body. o Yes
Yes 30/48 62.95
18/48 (37.5) No
No 18/48 37.H5
30/48 62.5

n = number of resp@es N = number of respondents; * = significant associatidderived by
FisherFreemanHalton Exact Test (Exact Sig;2ded; Fi s h e r Gest (HxactsSim.t-2
sided) Note 1.Participants could select multiple responseseghtrelatedparadigms.
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No other significant associationg € 0.05) between any demographics (sex, gender, age,
ethnicity, level of education, years licenced, residence, body size) and the three WR paradigms

were found

4.3.3.2.Perceived importance of weighdlated assessment in the NCP

Valued importance adissessing weighelated factors, within the context of the nutrition care
process, was asked tespondentsStatements either ask€RDs for their valued importance, or
their perception of their aver aplatedassesementd s v a
outcomes: 1history of weight loss/gain;2) i ent 6 s | i ved exanddi ence(s)

domestic lives/ living conditionéTable10).

For valued i mportance of assessimgl9ydd i entsd h
respondentsaw this as extremely or veiypportant, while 20.5%n(= 9/44) saw it as

moderately important, and 22.7%< 10/44) as slightly important or low importance. Their

perception of how their average client valued the importance of assessing their history of weight
loss/ gain differed, where 37.4% £ 1542) rated it asextremely or very important, 35.7% €

15/42) as moderately important, and 14.386=(6/42) as slightly or low importance.

For valued i mportance of discussinqn=2M2) ent sd
of respondentsaw this as extremely or very important, 16. 7% (//42) as moderately

important, 9.5%1{ = 4/42) as slightly important, and 0.0% € 0/42) saw it as low importance.

On the other handespondentperceived their average clientsvalue this less, with 38.4% €

15/39) as extremely or very important, 35.9%%<14/39) as moderately important, 10.3%<

4/39) as slightly important, and 0.0% € 0/39) as low importance.

Thirdl vy, i mportance for discussing clientsé d
nutrition care was generally valued high, with 80.5% (34/46) of respondentseeing it as

extremely or very important, 10.9% € 5/46) as moderately important, and 2.266<1/46) as

low importance. For e s p o rpereeptibns @ how clients value discussing domestic lives/

living conditions in nutrition assessments, this again differed than their perceived importance,
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with 39.0% ( = 16/41) as extremely or very important, 36.6%%~1541) as moderately
important, and 9.7%n(= 4/41) as slightly or low importance. For this sséction of the
guestionnairesix respondentsdicated they work in alternate practice ar@ble10), where
they do not work with individual clients; therefdineir responses are not reflected inabeve

percentiles or proportions

Table10. Perceived and valued importanceNaftrition Care Process assessment domains in
practice to the respondent, and their perception of this importance to their average client.

Question (N)

Low
important
[n (%)]

Slightly
important
[n (%)]

Moderately
important

[n (%)]

Very
important
[n (%)]

Extremely
important

[n (%)]

| do not
work
with
individual
clients
[n (%)]

How
important is
assessing
your ¢
history of
weight
loss/gain?
(44)

3(6.8)

7 (15.9

9(20.5

11 (25.0

8 (18.2)

6 (13.6)

How
important to
your average

clientis
assessing
history of
weight
loss/gain?
(42)

1(2.9)

5(11.9

15(35.7)

14(33.3

1(2.9)

6 (14.3)

How
important is
discussing
your ¢

lived
experience(s
with weight?

(42)

0 (0.0)

4 (9.5)

7 (16.7)

14 (33.3)

11 (26.2)

6 (14.3)
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Question (N)

Low
important

[n (%)]

Slightly
important
[n (%)]

Moderately
important

[n (%)]

Very
important

[n (%)]

Extremely
important

[n (%)]

| do not
work
with
individual
clients
[n (%)]

How
important to
your average

clientis
discussing
lived
experience(s
with weight?
(39)

0 (0.0)

4 (10.3)

14 (35.9)

10 (25.6)

5 (12.8)

6 (15.4)

How
important is
discussing
your ¢
domestic
lives/ living
conditions?

(46)

1(2.2)

0 (0.0)

5 (10.9)

21 (52.2)

13 (28.3)

6 (13.0)

How
important to
your average

clientis
discussing

domestic
lives/ living
conditions?

(41)

1(2.4)

3(7.3)

15 (36.6)

11 (26.8)

5 (12.2)

6 (14.6)

n = number of respaes N = number of respondents

4.3.3.3.Perceived quality ofveightrelatedevidence

Perceived quality of evidence was measured for seven approaches and statements; using a 5

poi nt

Li kert

scal e

ranging

very split for the seven statements/ iteffiable11).

from

fexceaedbrd ent O
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Table1ll Respondent®erceivedQuality of Evidence

Question (N) Poor Fair Good Very good | Excellent
[n (%)] [n (%)] [n (%)] [n (%)] [n (%)]
Weightinclusive 2(4.2 14(29.2 | 15(31.3 | 13(27.) 4(8.3
approache#8)
Individual body assessmer 20(42.3 8(17.0 7(14.9 9(19.) 3(6.4)
using Body Mass Index
(BMI) (47)
Population health 6(12.8) | 17 (36.2) | 13 (27.7) | 10 (21.3) 1(2.1)
assessment using Body
MasslIndex (BMI) (47)
Obesity defined using 12 (25.0) | 9(18.8) | 13(27.1) | 10(20.8) 4 (8.3)
adiposity impairing health
(48)
Size acceptance approach 5 (10.4 14 (29.2) | 14 (29.2) | 11 (22.9) 4 (8.3)
(48)
Pharmacotherapy for weigh 13 (27.1) | 12 (25.0) | 14 (29.2) | 7 (14.6) 2(4.2)
loss(48)
Bariatric or metabolic 11 (22.9) | 11(22.9) | 12(25.0) | 13(27.1) 1(2.1)
surgery for weight los&48)

n = number of resp@aes N = number of respondents

For obesity defined using adiposity impairing health, 29.4% 14/48) rated the evidence as
excellent or very good, 27.2% € 13/48) rated the evidence as good, and 43.8% 21/48)

rated the evidence as fair or poor. pbarmacotherapy for weight loss, 18.8%6-(9/48) rated

the evidence as excellent or very good, 29.8% 14/48) rated the evidence as good, and 52.1%
(n=25/48) rated the evidence as fair or poor. For bariatric or metabolic surgery for weight loss,
29.2% (= 14/48) rated the evidence as excellent or very good, 251084¢/48) as good, and
45.8% (= 22/48) as fair or poor.

The two statements relating to BMI, for individual and population health assessments, were two
that had more representation indicating that the evidence to support them is fair or poor. For
individual body assessment using BMI, 25.596(12/47) rated it as excellent and very good
evidence, 14.9%n(= 7/47) for good evidence, and 59.3%= 28/47) for fair and pooevidence.

For population health assessment using BMI, 234%11/47) rated it to have excellent and

very good evidence, 27.7% € 13/47) for good evidence, and 49.0%= 23/47) for fair and

poor evidence.
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Comparisons were made between value ratings of the evidence for population health assessment
using BMI and (1) primary practice area, and (2) yearsdiegras a dietitianT@ble2 andTable

4).Ther esul ts of t he p=i08612eeals iceneed asadietitiaa;§2) [ ( 1)
0.072, primary practice arealddhot indicate a significant association between value ratings of

the evidence for population health assessment using BMI, and either (1) primary practice area, or
(2) years licenced as a dietitighable12).

Table12 Comparisons between value of evidence ratings, primary practice area, and years
licenced as a dietitian.

Characteristic Characteristic P-value
n/N (%) n/N (%)
Value ratings of evidence for: Primary practice area 0.072
Population health assessment using Admin/ Management
Body Mass Index 3/47 6.4)
Poor Clinical
6/47(12.8 30/47 63.9
Fair PublicHealth/ Community
17/47(36.2 12/47 @5.5
Good Education
13/47(27.6 2147 4.3
Very good Years licencedof a dietitian 0.612
10/47(21.3 0 to 5 years
Excellent 12/47 @5.95
1/47(2.2) 5to 15 years
13/47 7.6
16-30years
18/47 38.3
31+ years
4/47 8.5
Value ratings of evidence for: Value ratings of evidence for: < 0.00F
Weight inclusive Size acceptance approaches
Poor/ Fair Poor/ Fair
16/48 33.3 19/48 (39.9
Good Good
1548 31.2 14/48 (29.2
Very good/ excellent Very good/excellent
17/48 (35.4) 1548 31.2

n = number of resp@es N = number of respondents; *significant association
a= Derived by FisheFreemarHalton Exact Test (Exact Sig.;s2ded)
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Moving onto weightinclusive approachesghich showed almost split even resu8s,4% 0 =
17Y48rated the evidence as excellent or very good, 3118%41§/48) as good, and 33.4% €
16/48) as fair or poor. Whereas, for size acceptance approaches, 3i-2P6/48) rated the
evidence agxcellent or very good, 29.2% € 12/48) as good, and 39.6% € 19/48) as fair or
poor.Thepval ue of t he p<i090lpindidased &sigaificant asseceation (
between value ratings for weigimiclusive approaches and size acceptance approdchgs (
12). This iswhere 87.5%{ = 14/16) of those who ratkthe quality of weighinclusive approach
dataasfair/ poor f = 16/48), ratal the quality of the size acceptance approaches similarty (
19/48) (TableXIV, Appendix D.

The last perception questieentered around perceived value for existent clinical practice

guidelines for weightelated evidenc@-igure8). This was measured using 486int Likert

scale, ranging from fistr on g lsgverapgimt enes@.1%tne= fAst r o
25/48) RDs indicated valuing the CPGs for welghtated evidence as strongly agree or agree,

22.9%(n = 11/48) as neutral (neither agree nor disagree), and 25094 2/48) as disagree or

strongly disagreeCo mpari sons were made between valuing
clientele seeking weight logstheirroles and bet ween valuing the CP(
clientele preor postmetabolic surgery in theirroleRe s ul t s of t he (Fp=sher 6s
0.511, seeing weight loss client®)(p = 0.699, seeing pre or pestetabolic surgery clientslid

not indicate a significant association between valuing the CPGasittued(1) having clientele

who seek weight los®r (2) having clientele who are prer postmetabolic surgeryTable13).

The results fr ompth0dl) iRdicatdda sighiicant assodation bedvedn  (

value ratings of the evidence f6PGs and primary practice ardablel13). This is wheren =

12/13 respondents rating the evidence for CPGs as excellent indicated clinical as their primary
practice arean(= 12/31) (TableXV, Appendix D.
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Table13. Comparison between respondents' value ratings of evidence, primary practice area, and
typical clientele.

Characteristic Characteristic P-value
n/N (%) n/ N (%)
Value ratings of evidence for: Primary practice area 0.013"
clinical practice guidelines
Stronglydisagree Admin/ Management
6/48(12.5 3/48(6.2)
Disagree Clinical
6/48 (L2.5 31/48 64.9
Neutral Public Health/ Community
11/48 @2,9 12/48 5.0
Agree Education
12/48 @5.0 2/48 @4.2)
Strongly agree
13/48 @7.])
Value ratings of evidence for: Seeing clientele seeking weight loss 0443
clinical practice guidelines
Strongly disagree Yes
6/47(12.8 30/47 63.8
Disagree No
5/47 (10.6 17/47 386.2
Neutral
11/47 (23.4)
Agree
12/47 (25.5
Strongly agree
13/47 (27.7)
Value ratings of evidence for: Seeing clientele preor post-metabolic | 0.90F
clinical practice guidelines surgery
Strongly disagree
6/46(13.0 Yes
Disagree 15/46 (32.9
5/46 (10.9 No
Neutral 31/46 (67.9
10/46 (21.7)
Agree
12/46 (26.7)
Strongly agree
13/46 (28.3

n = number of resp@es N = number of respondents; *significant associatigr? = Derived by
FisherFreemarHalton Exact Test (Exact Sig.;s2ded) Note.The counts differ between each
guestion for value ratings, as less respondents progressed onwards in the quediogniire

47, compared tdl = 46).
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Strongly agree I 13
Agree I 12
Neutral [N, 11
Disagree [INNEEGEGNGNN
Strongly disagree I 5

0 2 4 6 8 10 12 14

Likert Scale

Number of Responsesn()

Figure8. R e s p oN=d1&) percsiv@d value for existent clinical practice guidelines for
weightrelated evidence.

n = number of responsel;= number of respondents

4.3.4. Experiences

CRDswere surveyed on their experiences with: 1) wergkdatedevidencefools and data
collection methods; 2) their weight and reflections on their value as a provider of-nedajbt

evidence; and 3) biases, using #&ifat Attitudes Questionnaire

4.3.4.1.Weightrelatedevidencetools and methods

First, CRDs were asked to list three words or phrases that describe their experience with weight
relatedevidence in nutrition car@able14). Responses including three words or less 85)

are included in thisSc project Longer responses (oveid3vords,n = 23) will undergo

gualitative analysis, outside of the scope of M$c project From preliminary reviews of this

data, the longer responses were frequently describing approaches with patients, or a list of what

they donotexperience.

There was a large variety of words/ phrases submitted, where the most frequent responses,

frustrating/ frustration, wasubmittedn = 4 times. Following frustratiom(= 4), practicalvas
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next with three responses £ 3), andfive words were submitted twice €2), including
conflicting, curious/ curiosity, harms/ harmful, and research/ research focus2ddll). For a

full list of terms, including those submitted= 1, see Tabl&, AppendixE.

Tablel4. List of words (with frequencyabove= 1) t hat describe responc
weightrelated evidence in nutrition cafd € 35).

Word/ Phrase Count (n)
Frustrating/ Frustration
Practical

Conflicting

Curious/ Curiosity
Evolving

Harms/ Harmful
ResearchResearch focused 2

n = number of resp@es N = number of respondents

Note.Respondents were ablepmvide 13 responses to this question. Twetltyee responses
(n=23) were removed from Tablel (andTableA, AppendixE), for being over 3} words.See
TableA in AppendixE for all response@ncluding those with a frequency equal to one).

NINININ W S

RelatingtotheCRDs 6 e x p er i e ralated evidende m pracdce, ghbytwere asked if/
what tools and methods make them uncomfortéilgure9). Overall, the responses to the five
tools surveyed had split responses filoRDs. Skin fold calipers §3.0%; n = 29/46), body
composition scaleb@.2%;n = 24/46), and BMI calculations54.3%6; n = 25/46) were tools/
methods that had slightly mo@RDs responding that they do feel uncomfortable with these
tools in practice. On the other hand, body weight sc&le; n = 30/46) and measuring tapes
(52.2%;n = 24/46); were two toolsCRDs indicated they do not feel uncomfortable using in
practice. Despite thi§5.26 (n = 30/46) and52.2%6 (n = 24/46) still generally represents half of

the sample.

Page68of 181



Skin-fold calipers 17
Body Mass Index (BMI) calculationSii  lIENEEEEGE 21
Body composition scale< I 22
Measuring tapes | IEIGEz.2GN 24
Body weight scales | NN 30

Other 41

Response Options

0 10 20 30 40 50

Number of Responsesn()
mYes No

Figure9. Tools/ methods that make respondeNts @6) feel uncomfortable.

n = number of responsel;= number of respondents; black iy e s 0 grags pfomes® S ;

responsedNote.Respondents could select multiple responses for this question

Almost tenpercent 9.6% n = 5/46) of respondentsdicatedt h at A o tntetbadoreldted o | s
to weight evidence make them feel uncomfortable in praaften using the opportunity to

provide patient specific examples such as BMI for certain racial groups or body compositions, or
to highlight harmfulmediamessaging around electronic tools such as MyFitnessPal or

continuousglucose monitorbranding(CGM; e.g. fiwellness and weight loss CGi)

4.3.4.2.Provider weight status and reflections on weigtlated practice

Two statements related to RD weight stgflisble15), andtwo statements related tioeir
reflections on weightelated practice use practice(Table18) wereposed The reflectiorbased
questionsused5poi nt Li kert scale to deternOnecd fr eque

the RD weight status questions used the same frequency scale, whereas the othepasdd a 5
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Likert scale tadetermine level oflisagreement or agreemehty o m

Astrongly

agree. o

Nedt samgglego to

Eighty-nine (8.4%; n = 38/45) percenbfrespondents ndi cated theydve exper
commenting on their body weight. Mespondent§0.0% n = 0/45 indicated they always
experience comments on their body weight, 17.8% §/45) often, 35.6%1f = 16/45)
sometimes, 35.6%n(= 16/45) rarely, and 11.1%n(= 5/45) have never had clients comment on
their body weight.
Tablel5. Respondent sd experienced frequency of ¢
disagreement or agreement with fear of gaining weight.
Question (N) Never Rarely | Sometimes| Often Always
[n(%)] | [n(%)] [n (%)] [n(%)] | [n(%)]
Clients comment on my body 5(11.1) | 16(35.6 | 16(35.6 8(17.9 0(0.0
weight. (45)
Question (N) Strongly | Disagree| Neutral Agree Strongly
disagree | [n(%)] [n (%)] [n (%)] agree
[n (%)] [n (%)]
| fear gaining weight becaus¢ 6 (12.5 | 6(12.5 11(22.9 | 12(25.0 | 13(27.)
of what | do for work(48)
n = number of resp@es N = number of respondents
Just over half of the sample (52.1f6+ 25/48), indicated a level of agreeancewithii | f e ar
gaining weight becaus 7.1%fn=u348 strongly agreeinfand wor k,

25.0% (n = 12/48) agreeing. Almost a quarter were neutral (22.8 = 11/48), and a quarter

(25.0%;n = 12/48) indicated some level of disagreement, with%Zrb= 6/48) disagreeingand

12.8% (n = 6/48) strongly disagreeing that they, fear gaining weight because of what they do for
f r o mpt M066) did netimdicaté a sigeificantc t

work. T h e

resul ts

association between fear of gaining weight ratings and Pulver scale rataids1(6).

test (
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Table16. Comparisons between respondemis=(45) selfrated Pulver scale and fear of gaining

weight.
Characteristic Characteristic P-value
n/ N (%) n/ N (%)
Pulver scale rating Fear of gainingweight 0.066%
AtoC Disagre
18/45 @40.0 20/45 @4.4
Dtol° Neutral
26/45 67.9 8/45 7.9
| prefer not to respond to this question Agree
1/45(2.2) 17/45 @7.9

n = number of resp@es N = number of respondents

aDerived byFisherFreemarHalton Exact TestExact Sig, 2-sided)

b Pulver ratings E to | had 0 responses from respondents.

Next, respondentsvere asked how they describe their bodies, using words/ phrases, which
providesmorecontext totheir experiendg) with their own bodyTablel17). Compared to the
other operended question in this sectiohaple14), less responses oveddwords were
provided.Four responsesi(= 4/52) were over-3 words.These four responses were primarily
cent er ed o rpercemian(s)mit abraparedstdtheir actual size @/4), and their

ability to do X things in lifef=2/4)( 6 X6 i s used to minimize ident

AStrongod was t he mo=sl¥/52fdeseiptiaonebymesplondenisfrtheivownl e d  (
bodies, followed by athletic/ athletic build € 8), healthy it = 6), and thin/ thin presenting €

6), averager(= 5), and fit 6 = 5). Interestingly, three words that were provided more than once,
included responses where participants justified their use of the word. For example, saying they

are Afit for moresaghean Xcwearys d@udo, and Afat, e
abdomeno (X is included in quotes Alongwithpr event
the justification for location of fatness, providing body part descriptere also commom(=

10), such as=ndA1lthjcar timEh)hby (ar mso (

Of note, while thin/ thin presenting was the fourth most common tem®/(52), this does not
include all of the other terms used to describe small boded9/52), suchaé | e and, (
Af or memEY) fafilbag al wrasylkiede(re=LR), manfad (n=d), ipetited
(n=1), fiskinnyo (n = 1), fislended (n=1), slim h=1),fismalb(n=1), a traightfi s
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(minimalno curves) (n = 1). Thesame is said about larger bodias=(17/52), where terms
beyondficurvyo (n = 4), fifatd (n = 3), andfioverweighd (n=3) were usedi n c | ubdybanegd A
(n=1), Ahigher weighd (n = 1), Alarged (n = 1), fiplumpd (n = 1), fipudgyo (n = 1), Asoftd (n = 1),

a n dhickdb (n=1),

Height was also includeah € 5/52), such as shom & 3) and tall 6 = 2). Ethnicity was included

once (= 1/52), White (= 1). Body shapes were alsotimes listedn = 2/52) such as fdho
gl ass n=shdpeo o 0 med.iLasthy, tHe samplelwas not free from responding

with their desires fochanging their own bodyn(=5/52) , such as fAnom=1lmuscul a
Aneeds n=dni nds&ofmet i mel}andipusrea tt ti mageptDecpite this, (

several empoweringositive or ability-focusedterms were also uséd = 39/48, including

A s t r andhaghletic/ athletic buijd s u c h m@m=sl), ealtilutero=1,A c ap anb=l e 0 (

2), Aicuted (n = 1), fifunctional/functioningd (n = 2), fjuicyo (n = 1), Apowefuld (n= 1),

fresiliend (n = 1), Aresourcefud (n = 1), fiservingd (n = 1),a n dexyd(n = 1). For a full listof

words submittedsee Tabl®, AppendixE.

Tablel7. List of words/ phrases (with frequencyabove 1) of how respondent
body (N = 48).

Word/ Phrase Count (n)
Strong 17
Athletic/ Athletic build
Healthy Healthier*
Thin/ Thin presenting
Average

Fit!

Curvy?

Faf

Overweight

Short

Aging

Bottom heavy
Capable
Functional/Functioning
Lean

Muscular

Normal

NININNININNWWW OO
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Word/ Phrase Count (n)

Tall 2

Unattractive 2
n = number of resp@es N = number of respondents
*Iiée than X weHMN (s) agoo (

'néfor X=l#dpeo
iémoreso tham=M4)years agoo
Siéespecially ar(=ul8d the abdomeno
4Respondenindicated this is a line from Barbara Brown Taylor, author.
Note.Respondents were able to provid8 fesponses to this question. Four responsesi|
were removed from Table(@nd TableB, AppendixE), for being over 31 words.See Tabld3
in AppendixE for all responses (including those with a frequency equal to one).

Almost half of the sample indicated they often (46.7%;21/45) reflect on how they use
weightrelated evidence in their ddag-day activities, 24.4%n(= 11/45) always do, 26.7%(=
12/45) sometimes do, and 2.2% £ 1/45) rarely do(Table18).

Table18. Frequency ratings of feeling valued by colleaguesviEightrelated evidencand
reflecting onweightrelated evidencase.

Question (N) Never | Rarely | Sometimes| Often Always | do not
[n(%)] | [n(%)] | [n(%)] [n(%)] | [n(%)] | workina

team
environment

[n (%)]

| feelvalued by my| 1(2.2 |5(11.) | 16(35.6 | 15(33.3 | 7(15.9 1(2.2)
colleagues when it
comes to advice
related to weight
related evidence.
(45)
| reflect on how lusg 0(0.0) | 1(2.2 12(26.7 | 21(46.7) | 11(24.9 -
weightrelated
evidence in my day
to-day practice
activities (e.qg.,
clinical, research,
management)45)
n = number of resp@es N = number of respondents

Lastly, respondentsvere asked about their experience of feeling valued by their colleagues when

it comes to advice related to weiglelated evidence in practi¢€able18). Responses primarily
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span four of five Likert categories, with 15.6%7/45) indicating they always feel valued by
their colleagues for weighelated evidence advice, 33.3%1545) often, 35.6%1{ = 16/45)
sometimes, 11.1%n(= 5/45) rarely, and 2.2%n(= 1/45) never feeling valued in this area by
their colleagued\o significant associationg & 0.05) werdound betweemny demographic
characteristicand experienceoffeeling valued for WRE in practicAlso pertainingo this
guestion, two percent (2.2%= 1/45) of the sample indicated they do not work in a team

environment, meaning they do not have colleagues they engage with otoeddgybasis.

4.3.4.3.Anti-Fat Attitudes Questionnaire

Three questions from the Arffiat Attitudeg/AFA) Questionnaire were included in OMRE-
RDs-QuestionnairgQ), to determine their experience and internalized bias of people living in

larger bodies. Apoi nt Li kert scale, ranging from Astro
used to guide responsé®r a 5pointAFA,iti s scored where fAstrongly ¢
score of 0, andstrongly agreereceives a score of &cores for the three statements are

combined. he mean AFA was 1.53, with a standard deviation 0147, and a range of scores

from O to 5.39 (Table19). These values are contextualized in the discussion section

Tablel19. RespondentsN(= 44) mean, standard deviation, minimum, and maximum values for
AFA scoring.

Characteristic (unit, if applicable) [N] | Mean +/- SD (Minimum, Maximum)
AFA [44] 1.53 +/1.47 (0, 5.3)
N = number of respondentSPD = Standard deviation; AFA = Anfat Attitudes Questionnaire

Note.AFA typically uses a 1point Likert scaleln this study, a foint Likert scale was used,

for consistency within the WRRDs-Q. Inorder to form comparisors existent researcithe

sum was then multiplied by two to translate thgoint scale t@ 10-point scalescore(182).

Between the three stateme(ifable20), mostrespondentstrongly disagreed (75.0%;=

3344) wi t h, Asome people are fat because they h
willpower and weight, 11.4%n(= 5/44) disagreed, 6.8%n(= 3/44) were neutral (neither agree

nor disagree), and 6.8%0 = 3/44) agreed.

=]

Next, 61.4% 10 = 27/44)respondents t r ongl y di sagreed with the,
own f a datdttiludeastatément. For tregatement, 25.0%n (= 11/44) disagreed and 13.6%
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were neutr al The third statement, Apeopl e wh
their weight through aCRDsinhthdsampke K26%=i6/d4tpo0 pr om
agree. Twentfive percent (25.0%n = 11/44) were neutral, 40.9% € 18/44) disagreed, and
20.5% @ = 9/44) strongly disagreed with the statement.
Table20. RespondentsN(= 44) level of disagreement or agreement with AFA Questionnaire,
willpower subscale, administered within the WIRDs-Q.
Question (N) Strongly | Disagree| Neutral | Agree | Strongly
disagree | [n(%)] [n(%)] | [n(%)] | agree
[n (%)] [n (%)]
When people are fat, it is their owy 27(61.4 | 11(25.0 | 6(13.6 | 0(0.0 | 0(0.0
fault* (44)
People who weigh too much coulg 9(20.5 | 18(40.9 | 11(25.0 | 6(13.6 | 0(0.0
lose at least some part of their weig
through a little exercis€44)
Some people are fat because thg 33 (75.0)| 5(11.4) | 3(6.8) | 3(6.8)| 0(0.0)
have no willpower(44)

n = number of respaes N = number of respondents:= adapted.
Results of thé=ished exacttest(p = 0.002) indicatedh significant associatidnetween
identifying with thedominant/ weightentricparadigm(Figure 4, Section 4.4.3.1aynd @ s o me
people are fat becauTade2l) finesyswhera ©.020rir @44)wfi | | power

those who identified with the weigleentricparadigmdisagreed with the statemdiiableXVI,

Appendix D.
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Table21. Comparisons betweeméi-Fat Attitudeswillpower item and dominant/ weigltentric
paradigm.

Characteristic Characteristic P-value
n/N (%) n/N (%)
ASome people are fat becl Dominant/ Weight- 0.002*
Strongly disagree centric paradigm
33/44 (75.0) Yes
Disagree 3144 (7.7P
5/44 (11.4) No
Neutral 41/44 3.2
3/44 (6.8)
Agree
3/44(6.8)
Strongly agree
0/44 (0.0)

n = number of resp@es N = number of respondents; * = significant association
aDerived by FisheFreemarHalton Exact Test (Exact Sig;sided)

4.3.5.Knowledge

Knowledge was surveyed in tNieRE-RDs-Q using: 1) a suiset of questions from the Barr et al.
(2004) landmark studyocused on high BMI (equal to or above 30 k§/and risk to healthand

2) four original closeended questions exploring intentional weight loss as an intervention/ risk
mediatorwith high BMI.

4.3.5.1.High BMI, Risk, and Health Implications

Six closeended questions from Barr et al. (2004) were included iNMRE&-RDs-Q, in the
Knowledge Section. The statements were slightly adapted to reflect current evidence and
language (e.qg., persdinst language Thestatements are framedfasts whererespondents
were asked toespond witttheirlevel of agreement, using apgint Likert scale ranging from

fistrongly agreeto fistrongly disagree.

Among the Barr et al. (2004) adapted questi@@ble22), there were two questions where a

third of respondent§31.8%;n=14/44) r esponded O&éneutral 6: i) peop
greater than 30 kg/hihave an increased risk for developing health problems, compared to

peoplewith lower BMIs;and ii) most people who lose weight using lifestyle approaches (diet,

exercise) will regain it within a few years. Otherwise, for the comparative statement for
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increased risk for developing health problems for people with higher BMI compared to lower

BMIs (i), 36.4% (= 16/44) agreed, 15.9%n(= 7/44) disagreed, 13.6% & 6/44) strongly

disagreed, and 2.3% € 1/44) strongly agreed. For the weight regain with lifestyle approaches

statement, 20.5%n(= 9/44) strongly agreed, 15.5% agreed=20/44), and 2.3%1{ = 1/44)

disagreed.

Table22. Barr et al. (2004) adapted questions

Question (N) Strongly | Disagree| Neutral Agree | Strongly
disagree | [n(%)] [n (%)] [n (%)] agree
[n (%)] [n (%)]
People with BMIs equaltoor | 6(13.6 | 7(15.9 |14(31.8 | 16(36.9 | 1(2.3
greater than 30 kg/have an
increased risk for developing hea
problems, compared to peopléth
lower BMIs. (44)
Weight losses 8.0% of body 4(9.7) 9(20.5 | 7(15.9 | 18(40.9 | 6(13.9
weight) can produckealth
benefits.(44)
Most people who lose weight usiry 0 (0.0) 1(2.3) | 14 (31.8)| 20 (15.5)| 9(20.5)
lifestyle approaches (diet, exercis
will regain it within a few years.
(44)
Weight cycling is a risk to 1(2.3) 0 (0.0) 1(2.3) | 16 (36.4)| 26 (59.1)
psychological healt{44)
Weight cycling has negative 1(2.3) 0 (0.0) 2(4.7) | 14 (32.6)| 26 (60.5)
metabolic impactg43)
The current emphasis on weighy 0 (0.0) 4(9.1) | 10(23.6)| 14 (31.8)| 16 (36.4)
reduction in nutrition care
contributes to eating disordefd4)

n = number of respaes;N = number of respondents

Forty percent (40.9% = 18/44) of respondentagreed that weight losses18% of body
weight) can produce health benefits, where 20.6% 9/44) disagreed, 15.9%E 7/44) were
neutral, 13.6%r(= 6/44) strongly agreed, and 9.1% £ 4/44) strongly disagreed.

Overwhelmingly, mostespondentstrongly agreed (59.1%;= 26/44) or agreed (38.4% =

16/44) that weight cycling is a risk to psychological health, with 2.8% {/44) response

neutral and 2.3%n(= 1/44) strongly disagreeing with the statement. Similar breakdowns were

found for the second weight cycling statement, weight cycling has negative metabolic impacts,
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where 60.5%n{ = 36/43) stronglyagreed, 32.6%mn(= 14/43) agreed, 4.7%n(= 2/43) were
neutral, and 2.3%n(= 1/43) strongly disagreed.

Comparisonsvere made between two knowledge statementdijd)e i g ht -10%oosbodys ( 5
weight) can produce health benefité a i @ e (c@chng having metabolic impadshnd
respondent scharatteristwgy able33s;TableXVIl, Appendix Dfor

crosstabulations) The resul ts ofp=10.026)inHicate AgEgnificant e x act t e ¢
association between fiwei ght Jdableddi Regulistofahe met ab
Fi s her 0 s idaokiadrdte atsignfitant dssociat{shbetween the two knowledge

statements anall other demographic characteristics collected.

For this question, onlthose in the 50 years of age and abgnaip f = 10/43) did notall have
unanimous responsagree that weight cycling has metabolic impacts; 2010%2(43) in this
category agreed, and 10.0%%= 1/43) were neutral. All other age groups (20 toy2ars 30 to
39years 40 to 49year9 had 100.0% agreement (agree or strongly agree) that weight cycling has
metabolic impactgTableXVIIl , Appendix D.
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Table23. Comparisons between two knowledge statements and respondent age.

Characteristic Characteristic P-value
n/ N (%) n/ N (%)
nWei ght -10% ef boelysweighb can Age 0.050
produce health b 20 to 29 years
Disagree 9/44(20.9
13/44(29.5 30 to 39 years
Agree 12/44(27.3
24/44(54.5 40 to 49 years
Neutral 13/44(29.5
7/144(15.9 50+ years
10/44(22.7)
AWeight cyclinghasmet ab ol i ¢ i Age 0.026*
Disagree 20 to 29 years
1/43(2.3) 9/43(20.9
Agree 30 to 39 years
40/43(93.0) 12/43(27.9
Neutral 40 to 49 years
2/43(4.7) 12/43(27.9
50+ years
10/43(23.3

n = number of resp@es N = number ofespondents; * = significant association

aDerived byFisherFreemarHalton Exact Test (Exact Sig.;s2ded)

Lastly, mostrespondentstrongly agreed (36.4%;= 16/44), agreed (31.8%n = 14/44), or were
neutral (23.6%n = 10/44) to the following statemeniithe current emphasis on weight reduction
in nutrition care contributes to eating disordetsess than ten percent (9.1%s 4/44)

disagreed that the current emphases on weight reduction in nutrition candributing to eating

disorders.

4.3.5.2.Intentional Weight Loss as an Intervention/ Risk Mediator

Four additional closended questions surveyegspondentsn their knowledge of use of BMI

and intentional weight loss as an intervention or risk mediator in prd€Catde24).
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Table24. Respondents' level of disagreement or agreement with four knowledge statements.

Question (N)

Strongly
disagree

[n (%)]

Disagree

[n (%)]

Neutral

[n (%)]

Agree
[n (%)]

Strongly
agree

[n (%0)]

Weight loss should be encouragg
to peoplewith a BMI greater than
or equal to 30kg/fy prior to a knee

replacement surger{44)

14(31.8

12(27.3

13(29.5

4(9.0)

1(2.3

Weight loss should be encouragg

to peoplewith a BMI greater than

or equal to 30kg/f to decrease
risk for chronic diseas€44)

11(25.0

12(27.3

11(25.0

9(20.5

1(2.3

Malnutrition-related weight loss ig
a favourable outcome fer
persorwith a BMI greater than or
equal to 30kg/rh (44)

35 (79.5

8 (18.2

0 (0.0)

0 (0.0)

1(2.3)

Weight loss is megative outcome
of cancer for a person witdnBody
Mass IndeXBMI) greater than or

equal to 30kg/rh (44)

1(2.3)

3 (6.8)

6 (13.6)

10 (23.6)

24 (54.5)

n = number of respaes;N = number of respondent8MI = body mass index

Malnutrition-related weight loss was a risk mediator where disagreement was evident, with

79.5% @ = 35/44) strongly disagreeing that malnutritioelated weight loss is a favourable

outcome for a person with a BMI greater than or equalta/n¥, 18.2% ( = 8/44) disagreed,

and 2.3%1i = 1/44) strongly agreedlhis wasone of two questions in the questionnaire where

0.0% (= 0/44) respondentsesponded neutrally.

The majority ofrespondentstrongly agreed (54.5%;= 24/44) or agreed (23.6%) = 10/44)

that weight loss is a negative outcome of cancer for a person with a BMI greater than or equal to
30kg/n¥. Thirteen (13.6%n = 6/44) were neutral, 6.8%n(= 3) disagreed, and 2.3% £ 1/44)

strongly disagreed that weight loss is a negative outcome in patients with an elevated BMI.

Overall, responses were split when it came to agreement that weight loss should be encouraged
to people with a BMI greater than or equaBfikg/n?, to decrease risk for chronic disease, with
2.3% (= 1/44) CRD strongly agreeing, 20.5% € 9/44) agreed, 25.0%n(= 11/44) were

neutral, 27.3%r(= 12/44) disagreed, and 25.0% € 11/44) strongly disagreed.
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When it came to knee replacement surgery and weghtrecommendations prior to surgery for

people with a BMI greater than or equal to 30k§j/mostrespondentslisagreed (27.3%; =

12/44) or strongly disagreed (31.8%3= 14/44), also with a considerable amount responding
neutral (29.5%n = 13/44). Just over ten percent of the sample agreed (h/4/44) or

strongly agreed (2.3% = 1/44) that weight loss should be encouraged prior to knee

replacement surgery

4.4 Exit Questions: Future Research

At the end of the WRIRDs-Q, respondents were provided with the opportunity to indicate if

they would be interested in future research on the topic and with what méflabts25). An

almost even response rate was received for interest in either focus group discussion(s) (
29/35; 82.9%) and oren-one interviewsr = 28/35; 80.08%), with focus groups slightly

favored. Two

respondent s

provided

suggestions

research, which were further questionnaires, or follpaguestions. Eight respondermnts=(8/35;

22.9%) indicated they would not be interested in participating in future research.

Table25. RespondentsN(= 35) interest in future research.

Item n (%)
(N)
Focus group discussion 29 (82.9)
(35)
Oneonone interview 28(80.0)
(35)
Other 2(5.7)
(35)
I would not be interested ir 8 (22.9)
participating
(35)

n = number of resp@es;N = number of respondents
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5.0. Discussion
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The purposef this MSc projectwas to identify, explore, and describe Canadian Registered

Di et i(CRDa)expgediences, perceptions, and knowledge of weiglated evidence in

practice, using closendedand select quantitative opemdedresponses in an online

guestionnaire. ThMScprojecd o bj ect i ves wer e :t)davgohdt ed, whi c
implement and 3) analyze and interpret the findirdsan online questionnairé ultimately
identify and descri be CRDs & e xweightreleed evelence per c
(WRE) in practice. Using statistical analyses, 8c prgectalsotestedf statistically

detectable relationship(s) existed in the sample betwesgrondentdemographics and outcomes

1-3. Overall, this thesis describes the development, implementation, and findings from the

guestionnaire, henceforth known as the WREs-Q.

RespondentAttributes and Demographics

This online national questionnaire successfully sam@lR®son their perceptions of,

experiences with, and knowledge of weighliated evidence in dietetic practice, from all practice
settings Previous questionnaires on the topic of WRE in dietetics have focused in on CRDs who
provide care i n wo(i581b4), sutphtienh darg2i 166), prrispegficta n c y
obesity manageme(,4,167). FortheCRDs 6 p o p ul a bur resulfs indichtedeovet e | e,
60%work with clientswho identity as fat, having a higher weighitJiving in a larger bodyp1

to 100% of the time, meaning weightelated evidence 8ighly relevant to guide their

evidencebased practice.

Therespondentsf the WRERDs-Q werehighly educated, compared to previous research with

this population on the topic. This could showcase the increase in graduate training completion

since early 200063,12); however, still almost double (46.08§taduateeducationcompared to
25.0%)responded that were gradudggel educated, comparedtte Lichtfusset al.(2023)

sample(166). Additionally, over halfof ourrespondentsdicated they have completed

additional courses and certificates on WRE, which is interesting considering 81% of CRDs in
Lichttuss et al . 06s sampl e indi catweightfochnsedy had no f
approaches, whictould explain why so many RDs seek out additional traiopyprtunities

(8,166). Our sampleepresentediostly clinical practiceperspective$56.3%) slightly higher
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than a2011 metaanalysishatfound45% of CRDs to be working in clinical rolg&2). Our
sample was also primarily comprised of Ontario and British Columbia RDs (78.8%%6/50);
however, this is iragreementvith CRD representation nationally, where Ontario is known to
have the highest population of CRDs, followed by Quebec, and British Columbia (11).

In our sample of CRDsneanBMI was 25.2 kg/mi(SD: 3.8 kg/n¥; range 195 kg/n¥ to 33.9
kg/m?; n = 42), consistent witlpreviousliterature. Amongst UK dietitiangrown & Flint (add
ref #) found a mean BMI o£5.1 kg/ni, SD: 8.7 kg/m2, n=400)when exploring dietitians
lived experience of weight stigm&imilarly, Cassiano et al. (2022) Brazil (mean 24.72

kg/m?; SD:4.21 kg/n3; range 16.3 40.6 kg/n; n= 1,039, Roy et al. (2023) in New Zealand
(mean 24.95 kg/m, SD: 8.67kg/n?; n = 92, andDiversi et al. (2016) in Australiarean 22.43
SD 2.78 kg/n%; range:17.2- 36.7kg/m?; n = 201) haveall found RD body sizes range
considerably, but means fall within social or stereotypical norms of smaller §b68472).
While manyfactors impact BMI, and it is not an accurate measw®idual adiposity

(173,174), combined with our opeendedi d e s cr i be y oum=b2Atgrms r espons
reported describesimall bodie¥ these similaritiesupport that manyRDs live in smaller bodies.

TheMScprojecbs t hi r dn alby zecetamwe,i nterpret the sampl e
experiences, perceptions, and knowledge related to weight evidence in preasia®mpleted

and several inferential tests were run to determine if any associations existed between the

sampl ebds de neigexpenemcescperceatiors, and knowledge of WRE. The

demographic characteristics that found statistsabciationgusing Fishers exactst, wherep

< 0.05), were primary practice argsax associabnswithin the daty years licensed as a dietitian

(one associationpge(one associationand weight historygne associatign

Dietetic scope of practigd.75,176) provides insights intour findings ofprimary practice area
being associated witlhe use oBMI, weight as a goal, nutrition requirement calculations, value
for CPGs, the health/ complicati@mentric paradigm, and the critical/ rareight centric
paradigmIn our results, ihof these items had higher proportion of responses from clinical
CRDs, except for the critical/ nemeight centric paradigm, which had more response from

public health/ community CRD&or clinical practice, these are all togiscluding CPGsjhat
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are used more frequently in that practice agdgen the nature of individualized patient care
Secondly, association between the public health/ commandycriticalparadigmis growing in

the profession, with a recent position statement being released by Ontario Dietitians in Public
Health just this year (2024)77). Additionally, with the paradigms, application of the health/
complicationcentric paradigm is more feasible when interacting@mene withpatients and

the same can be said with the critical paradigm and public health. For example, on an individual
level, behavior change strategies are a key component of clinical practice, given nutrition choices
are considered lifestyle factors to chronic diseaaaagementbeyond obesity, also for diabetes,

high cholesterol, and otherd),2).

Beingan evidenceénformed profession, asvidence and research is updatéidietic

competencies are updated, aattent delivered in dietetic lectures chan@é). In practice,
dietitians engage in lifelong learning through Continu@anpetency Programs, administered

by the provincial college@l78). This can also serve as an explanation for why an association
between years licensed as a dietiaad the dominant/ weigttentric paradigmvas found as

well asbetweermageand the metabolic impacts of weight cycling knowledge staterbDeaiving
from ecological systems and context the@ms., contextual changgj CRDs are not working in
the delivery of nutrition care to people living in larger bodies (i.e., personal scope of practice),
then they would not have to be competent in/ engage with ergexggearch/ updated evidence
on the topic in their yearlyontinuingcompetencyefforts (132,17§. Instead, they may choose

set goals related fareceptoring dietetic interns, occupational health and safety legislations, risk

management, or food safety standards, all related to their practicing($¢8pe

The crosstabulations from the association wighght history (previously living in a thin boyly
and critical paradigm amgorth exploring in future research (TablesXXl, Appendix D. Of
those who have previously lived in a large bddRDsidentified with the health/ complicatien
centric paradignrather than theritical/ nonrweight centric paradigngr thewith the dominant/
weightcentric paradigmWhile thesamplefor these sulgroups is small, it is still interesting to
see the split. Coupled with the findings on how CRDs describe their oviesbsdveral
guestions for future research could be drafted, for example, if personal dissatisfaction with

weight or previous weight loss/gain history impacts positionality or views of WRE or not. Over
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50% of thesample have maintained a similar weight throughout their lives. Further exploring
how personal experiences with weight inform (or do not inform) positionality on the topic in
practice is a potential area of future research; however, our findings sdggesStpractice area
is a key factor influencing WRE perceptions and use.

The samplavasnot intersectionaland instead it wagrimarily female White, graduate level

educaed middle-aged thin, andhaving a primary practice ar@aclinical practice This is
consistent with existent r esmeanmnghre@mesantateey i ng o
sample was achievdd?2,179). Statistically speaking, a primarily homogenous sanguald be

one explanation for why other demographic factors (e.g., sex, gender, ethnicity, body size) did

not find associations with the primary outconjesperiences, perceptions, knowledge)

Additional research exploring thissearclguestion with larger sample sizesuld bewarranted
however this researchoés findings suggest cont

greater impact on perceptions of weigalated evidence interpegion and applicatio(il32).

Weight-Related Evidence

Maj or i t y useof evideRcBssc@nsistent with the hierarchy efidencebased medicine
pyramid(180), valuing metaanalysis and systematic reviews, ogditorials, commentaries, and
expert opiniongFigure5). However,CRDs valuing editorial and expert opinions more than its
initial placement in the evidendmsed medicine pyramid consistent witiRD-led publicatiors

in grayliterature sourceg8,181). For the definition ofobesity using adiposity impairing health
(48), in our samplef CRDs reporte@9.1% 27.2%and43.8%o0f evidence asxcellent or very
good, good, and fair or paaespectively Thesefindings suggesCRDsare ambivalento the

new Canadian Adult Obesity Clinical Practice Guideli@80-CPGs) which isconsistent with
thesurveying efforts and the decision for remdorsemenrtty DC (5,182). These guidelines
were created over a span of three and a half years, combining expertise and input from
researcherglinicians,primary healthcare providers, and people with lived experigig&®.
Clinical practice guidelines are typically seen as the gold standard to follow for evioksext
practice(184), however there are several barriers to implementation in practice sacteksed

knowledgetranslation abundances aecommendations, and time constraints of HCPs due to
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increasing clinical responsibilitigd85). On average, it takes 17 years for research to be
translated into practidd86), and CRDs are known to have conflicting opinions on the recent
CAO-CPGs(5,182), suggesting opinion may be another barrier to uptakehé&udsearch
should beconducted on facilitators and barriers to guidelines updpéeific to dietitians and/or
allied health providers, given existing research has been done primarily with physicians
(185187,189).

This is whereslightly more than half of th€RD sample said weight doast exist with
measurement®r as a goal in the nutrition care they provide. Primary practice area (clinical
practice)was found to have statistical association with weight as a goal, but not for
measurement(sfurrent CPGéaveshifted their messagingwardsstating weight is not a goal

or behavior(2), and this is an area where the future epeded response analysis will provide
furthercontext |t 6s possi bl e that wei gshirequemtifatoun ot s ho
sample, given nurses typically weigh patients in clinical practice, such as in screening or
admission processes in hospital, and for populations RDs see where weight can be essential to
assessment, monitoring, and evaluation such as nutrition spprenteral and enteral) and
malnutrition(189 192). If this is explored in the future, perhaps theestion should be framed
differertly for collecting weight versus tracking weight fassessmefre-assessment,

monitoring and evaluation, including context or a case study

Perceptions

Weightrelated approach or paradigm is a highly contested topic in diktetature 3-8,166),

and has traditionallpitted RDs against one another. The WRBs-Q used the same descriptors

from previous surveying effort from DC (originally adapted from the Weight Stigma PEN
Backgrounder). The three paradigms/ approaches wedendipant/ weightentric; 2) health/
complicationcentric; and 3) critical/ neweight centric (AppendiB) . I n comparison
results (203), where their sample size was 1ARDs, 0.8% 1 = 1) of their sample agreed with

the dominant/ weightentric paradigm, 49.8% & 59) with the health/ complicatiecentric

paradigm, 46.2%n(= 55) with the critical/ notweightcentric paradigm, and 3.4% preferred not

to answerif = 4) (5,182). Our datarg = 48) was very similar, however, witlightly more
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representation from the dominant/ weigletric (7.7%n = 4/48), critical/ nonweightcentric

(57.7% 6 = 3048) approaches, and n@pplicable (7.7%n = 4/48) responses. This could be

because of WRIRDs-Q recruitment efforts, that included Facebook groups where critical
representation was high (e.g., Weight Inclusi
recruitment focused solely on their membership. @/thke descriptors were kept constant

between botlyuestionnaires, DC requestexspondentsnly select one response, whereas
guestionnairaskedrespondentsti s el ect al | r es p dhmssseveereinbuat appl
sample 19.2% ofCRDs(n = 1048) selectednore than one approach, similar to whahtfuss

et al. (2023) found with 40.5% of their sampidicated they follow a combined approddb6).

Exploring the nuance between approaches in practice and prevalence of following combined
approaches should be explored further, as it is a potentialgrathity within the profession. All

of these similarities suggest that our data could be reflective of the larger CRD population,

however data with larger sample sizes and wider representation is still needed.

Statements either asked tlespondentor their valued importance, or their perception of their
average clientds val ueethted asspssmentauicomnes: 1)thistaryof hr e e
weight | oss/ gain; 2) clientdés |ived experien
conditions. For lived experiences and domestic lives, CRDs perceived their value for these
assessment outcomes more than they perceive their patients to. Whereas for history of weight
change, CRDs perceived their patientgdtue this assessment outcome more than they do.

Exploring this further, for example with a sample of patients, rather than CRDs responding for

them would gain further insights into this to improve care. Interestingly, in comparison to

Nutrition Care Procgs Terminology (eNCPT), history of weight change is seeasswo

assessment domains (anthropometric measurements, ndwitissed physical findings

whereas lived experiences and domestic lives are found in onefeadimgtritionrelated

history, client history, respectively)103).

Experience

Experience with WREndrespondentsown weight, was the outcome explored with the least

amount of existent literature for HCPs, and particularly RDs and CRDs. Barr et al. (2004)
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explored experiences and perceptions regardin
finding 50. 5% agreed that Adietitians are eff
29.7% were neutral, and 19.8% disagré®dComparatively, we asked about the experience of

feeling valued by colleagues regarding WRE/ WR advice, using a frequency scale instead of

level of agreement. Pertainirtg this, in 2022, a questionnaire was administered to UK RDs,

where almost a quarter (21.1%0= 400 felt thar weight influenced their ability as an R69).

In 2004in Canada48.0% agreedth® Ds A shoul d be role models for
keeping their BMI between 20 and 25 kgin(B). This is alsaeflected in Brazilian research,

where RDs (30.7%N = 1039, nutrition students (36.7% and | aypeopl e (52. 1%
good professional woul d be (4. Iniourduestonrdhiteal wi t h
only 16.7% indicated they never fear gaining weight because of what they do for work, and
11.1%have nevereceived comments on their body weight by patients. This is of concern and

should be explored further in future research, given the known impacts of weight stigma and
internalized weight stigma on health, as well as with UK RDs finding it to impactcéreier

decisions and experiences of weight stigma within the profe€Ei@h

Our results showeseventy percendf respondentsalway or fofteno reflect on how they use
WRE in their dayto-day practice activities, an arguably very positive finding given engaging in
reflective practice is a dietetic practicempetency, according tbe Partnership foDietetic
EducationProgram(2020, and has been found to haaeaveral benefits such as improving
service delivery and communication skill95). Reflective writing has alsbeen use@dsan
interventionto targetweight stigma reduction iHCP clinical trials where beliebased scores
improved(196).

Knowledge

Si x questions from the knowl edge $aetxabauton wer e
obesityo subsection, warranting comparison to
knowledge and opinions of WRE comparegptesent dayOf not e, Barr et al . 0:
primarily undergraduate educated, while our sample had more graduate level education, which

could explain some differences in the d@g Additionally, our sample was significantly
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smaller ( =52), whereas Barr et al. had over $368pondentsf RDs across the countrg €
512)(3). Because of this, thesatisticalcomparisons should be considered with caution,
however they could provide suggestions for future research, and should be explored with larger

samplesizes.

The two statements related to weight cycling were very similar between both samples. For
examplejmpacts of weight cyclingn psychological (2023) or psychosocial (2004) health had

95.5% agreement and 80.7% agreement, respect®elinterestingly, in 2004, psychosocial

health had more neutral responsks 9%)than in 2023 (2.3%) for this questidmghlighting a
positive outcome of the application of weight
CRDs 6 under st é@Bn@ne exgmple 6f teimehe 20B0trelease of a joint

international consensus statement for ending weight stigma, of which Dietiti@as afla
endorsed197199 For physi cal heal thdés i mpacts on heal
2023 had 93.1% agreement.

Whereas, the two statements about 1) BMI and health risk (2004: 89.8% agree, 5.1% neutral,
5.1%disagree; 2023: 38.7% agree, 31.8% neutral, 29.5% disagree); and 2) weight loss and

health (2004: 98.6% agree, 2.6% neyab% disagree; 2023: 54.5% agree, 15.9% neutral,

29.6% disagree); had stark differences between both safhplebl more neutrality in our 2023

study) suggestinga more nuanced understanding of weight, risk, and hE€gltieight science

has progressed significantly sincethe®i® 0 06 s, i ncluding highlighti
(internalized) weight stigma, first published in0Z0 and critical thinkers like the R2d World
Critical Dietetics group forming in 2002,199200).

For the items included from Barr et al. (200#),& st at e mehe currentempthasis gn, i
weight reduction in nutrition care contribute
responses (2004: 24.1%; 2023: 23.6%), however in 2023, 68.2% CRDs agreed with the

statement whereas in 2004, 36.7% ag{8&drhis finding contrasts with recent evidence

showing that weight reduction or weight management programs do not result in increased risk

for eating disorders20Q1). For regaining weight, over double the proportion of CR&ponded

neutrally (31.8%) in 2023, compared to 2004 (13.9%), where less agreed (2023: 36.0%; 2004:
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59.4%)in 20233).O6 Keef f e et a lif conne@idheXijt bebween provider d

knowl edge gaps and weight stigma scores, find
entirely cured by a commitment to following a
weight stigma scores (differencerimean stigma scor®.28 range:0.19 0.37;p < 0.0001)

(202). In our study, the Anti-Fat AttitudesQuestionnaire (AFA willpower subscalewere

included in the WRERDs-Q, to measure explicit weight stign(@03,204). In previous research,

higher scores in the willpower subscale of the AFA have been positively correlated with the

dislike subscal€205), meaning results from one subscale can translate to multiple weight
stigmatizing beliefsDrawing fromShertDagan et al. (2022)he AFA scoresvere totaled and

divided by the number of scale items (thré&66). In order to form comparisons with previous
samples, the sum was then multiplied by two to translate-fiuen scale to those using-pdint

scalesTo date, results of the AFA willpower subscale has primarily been studied in

undergraduate artealthcare students and train€237i 210).Though we only measured the

willpower scale 1§ = 44), CRDs in our sample hadiomeanAFA scores (1.53 +/ 1.47; Range: O

to 5.3, out of 9), compared to other Canadian food and nutrition student samples (mean: 2.33 +/
1.48;n=22; 2019)207), American undergraduate dietetic students, interns, and RDs (mean:

3.76 +£1.52;n =44, 2013)208) and postHAES educated students (mearsl ++ 0.73;n =

43, 2015)210). This could be explained by the ambivalence and/or cognitive dissonance found

in our sample. Previous research has recommended cognitive dissonance exposure as an
approach to reduce weight stigif2d 1). For instance, teaching individuals courgégreotypes

(e.g., intelligent, smell good, determined, accomplished) to commonly held weight stigmatizing
beliefs.Our results of the AFA could also be explained by the concept of social desirability bias,
whereas members of a professional body, CRDs

given it was a questionnaire focused onghiession212).

Of note, there was | ess strong disagreement f
some part of their weight through a little exergise c ompar ed t o the two oth
Asome people are fat because they have no wil
faultdb s uggesGRiDsg sm@er ¢ he di sconnect between body
stil |l pl ace blame that body size is an indivi

all statements are examplesofexpci t wei ght stigmabumnkepdobeéehi ef
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current weight sciend@), the fact that RDs hold more agreement with individualized

responsibility of weight when it comes to lifestyle interventj@mmmnects well to their role and

capabilities as a HC{2), and reinforces that weight stigma exists within the profession

Interestingly, nearly 8% of RDs inthe weighte nt r i ¢ p ar a damgpeopegite ed t h &

because they have no willpowerTable21), further exacerbates the stigmatizing beliefs.

Also in the knowledge section, were four statements relatBtoand intentional weight loss
as an intervention/ risk mediator, where two statements had high agréemighit loss regain
BMI and individual ri%), andtwo had high neutralityweight regain; BMI and individual rigk
Others that had high agreemerdrethe statements pertaining to malnutrition and cari¢able
24). Interestingly, the malnutrition statememas one of two questions in the questionnaire
whereno CRDs responded neutrally, reflecting clear understanding or opinion from the
population. Generally speaking, malnutrition is a topic where historically CRDs have had

consensus in advocaeyforts (213).

Two statements that had a third and a quarter of respondents respond neutrafiweighe,

loss should be encouraged to individuals with a BMI greater than or equakgdn®) prior to a

knee replacement surgebya n aveight loss should be encouraged to individuals with a BMI

greater thanorequalto30kgim t o decr ease r irasspectifetyBtudieshr oni ¢ di
show that weight loss prior to total knee replacement (TKA) surgery does not inaohmerse
outcomegpostsurgery(214), including a2020 systematic revie{215). However, some surgery

centres still recommend th{216). For both statemerd, evidence can beonflicting (217,218),

dependentn your understanding of research methaais which paradigm you align with,

potentially causing confirmation biaSonfirmation biasaboutWR approaches should be

explored in future research.
Questionnaire Implementation and Considerations for Futurelterations

Sample size estimations were used to determine a sample sizé §oarespondent§219);
however, recruitment ended at three months, due to a halt in new responsesetimat s
(i.e., legitimate and legible responses in English, progressing past the conse(22@jge)

despitere-circulating the recruitment poster online (Seetion 3.4.4 for full list of networks/
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locations)(221). In existing literature, dietitiafiocused surveys have been live for one to two
months, where the mostly frequently, surveys were distributed for two m@;@0s 91,
166,137,221,222). In 2004, Barr et al., were successful in recruiting 514 CRDs to complete their
guestionnaire; however, their sampling method included mailed out questionnaire to a
geographically stratified random sample of 695 CRDs, either members of Dietitians oACanad
or the Quebec provincial college (Ordre professionale des diététisties du Québecs ((BRDQ))
Therefor, typical response rates of online distributed questionnaires should be considered,
compared to mail outs. For example, a systematic review by Wu et al. (2022), found the average
online questionnaire response rate to be 44228)(In 2023, Lichtfuss et al. were able to

recruit 383 CRDs online from May to July 2021; and their recruitment was incentivised with the
chance to win one of ten $75 CAD Amazon gift cg(1B5).

Of note, 121 CRDs began the questionnaire, but were removed for either not providing consent,
or not answering any questions after completing the consent. This could be explained by limited
time to engage in research and workload demands of healthcaigeps(224), if completing at

work, as well as content checking. Content checking, similar tecfestking, is a phenomenon
observed primarily in social media, news, or other forms of digital sharing, where the user
reviews the content of a post or article, befartednining if they should take acti¢225).

Similar to negativity bias,antent checking is observed more frequently on controversial topics,
where polarizing views exi$226). If task switching or time was an issue, follap could have

been a way to mitigate this, however, potentially would have caused less truthful responses with
removing anonymity (i.e., in providing an email address in the consenting process). LimeSurvey
did providerespondentsf opportunity to save their responses to return to later, of which three
respondentgn = 3/52) utilized

A couple oftheoriesfor low response rate exist, such as the length, number of response options,
interest of participants, and communication (i.e., messaging of recruitment ma(@aaj228).
Additionally, the questionnaire was administered fod/ID-19 pandemic, a time where
healthcare works are still recovering from higher rates of burnout, staffing shortages, strain,
stress, and mental health distress (e.g., anxiety, depre€28n231). Another consideration is

that thetopic is highly polarized in the dietetic professiand many RDs may have felt a sense

of hopelessness or exhaustion from the tgmicpose of thguestionnaire, especially given
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results from previous recent surveyieforts 6,6). Suggestions for increasing response rates
among online questionnaires include financial renumerations, personalized invitations,
reminders, having a wetlesigned questionnaire, and more than one recruitment st(agstyy

A 2017 study found older participants were more likely to complete the questionnaire if an
incentive was available and matarticipants were more likely if they received a remin(@2s);
whereas, other research has found incentives to impact the demographic makeup of samples
(younger, greater ethnic representati@33). For thisMSc project reminders were sent out

with additional recruitment efforts (Appendtx for last call recruitmengpecific poster and an
incentive was not possible due to funding, and that CRDs are generally paid well for their work.
However, capacity for engagement with research carobeected to whether or not there is
dedicated time (FTE), or requirement for participation in research, within their dietetic role
(234,235).

Length of questionnaire

Seventythree (= 73)closeended questions created a lengthy questionnairenastibe

considered in future development and administration, giverkitown toimpact rate of
completion(236). Lichtfuss et al (2023) and Barr et al. (2004), include@20@ewer questions

in their questionnairen(= 60 andh = 55, respectively), thanithMSc project(n = 80;n=73
closeendedn = 7 operended)(3,166). However, for this administratiothhe aim wasto

explore the topic widely, to determine next stepsstadyingthe concepts in more detéile.,

refining the research questio®) recommendation for administering longer questionnaires
includes breaking it up into sections, and administering each section separately, to avoid lack of
interest or fatigu€237). Future research could take one section of the VRRIE-Q (e.g.,

knowledge) and explore it further among CRDs.

Exploring Neutrality

The Likert scale has four key strengths including its simplicity to create, each statement is of
equal value within the questionnaire, it allows unknown attitudes (e.g., undecided, the middle
anchor in even numbered Likert scales), and there is a highecb&producing a very reliable
scale(134,238).
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Another consideration for rate of completion of a questionnaire is not including too many

response options (i.e., items beyond the scope of the study) forecided questionin(239).

Providing too many response options to a clesded question can introduce fatigue and order

bias, also known as the position effeghere respongg) are chosen more or less frequently,

depending on their position in the list of response optid43). There was a high frequency of
Aneutral 0O responses .showcasingsbroemdcommittad stagoese st i onn a
uncertainty, and/ or ambivalence within the professmamch could be predicted, given the

current divide in the professidB,6). Inclusion of middle positioned responses, frequently listed

as neutral (neither agree not disagree) on ordinal scalglseén studied in existing tool

development literatur@40,241). Five key explanations have been proposed for why
respondentshaose neutral as a response option: 1) true neutral agreeanicele2)ded, no

opinion, never thought about it, dotknow; 3) respondentatigue; 4) desire to fit into the

Astatus quoo positi on; (24D241).5A)proposed solatien fawthisid i n a

t o addnotk nbolwodo esponse, however may not be as
potential social desirability big®42). Social desirability bias in the profession was showcased

in the VREP © face, content, and validation exercise, where concern over defining concepts,
providing more context clues, or details to question prompts weresaftgestedwith the

stated concern of being unsure if respondentskmilo w how t o respond or re

given the current state of evidence.

Generally speaking, the high neutrality rate could also be ambivalence. Ambivalence is a
cognitive state where individuals hold two contradictory ideas, beliefs, or thoughts on a topic or
decision(243,244). Cognitive dissonance is a similar concept, but is experiencedeasion,

rather than preor during decision, like ambivalence(15). The operended responses that will
undergo thematic analysis pdbesis, may be able to provide further context and insights into
better understanding ambivalence and/or cognitive dissonance within the population. Along with
this, considering psycholazal safety in future research on the topic will be essential. A recent
scoping review (2023) on psychological safety in simulabiased learning for healthcare

providers (HCPs) found a Aadame culture, prériefing-debriefing, and structured evidence

baed designs as enablers to psychological s¢d&t§). A-bdbmamed cul ture wil/l
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facilitation of future research and discussion(s), especially if CRDs are already experiencing

ambivalence and/or cognitive dissonance on the topic.

Anotherproposed explanation is that the neutral responses refflent specificnuance on the

topic. For example, EDs may have felt compelled to select a neutral response because every

client is differentand the questidns r e rmay vary ! eelivery of cardependingonthe

clientd seeds or expressed interest (which caldbvary/ differ from the approach theRD

characterized themselves bptentially removing neutral response future questionnaires

may force CRDs to choose a responsepinion (242247, or a Ait depends on
option could be added. suggestion for future research would be folops exploring those

who respond neutrallyto get further insight on why they chose that resp@48. Lichtfuss et

al (2023), found 40.5%n(= 155/383)espondentased a combination of practice approaches,

when ranging from solely weight focused to weight liberated. Wwast hei r fimi dd|l e o r e
for their sample of CRDs working in outpatient settings with higireight adultg166).

Similarly, high neutralitywas foundn B a r r  @004)quEstiodraire, in particular, in two of

the experience or perceptisased questionsvhere theyhad over a quarter neutralitg).

Comparatively, in our sample, we had 10/48 (20.8%) combined/R approachiesponses.
Exploring the nuanced views and approaches us
approach category could be valuable to gain their experiences, perceptions, and knowledge of the
evidence informing their practice. Along with this, if neutralgyfr | ect s a fAmi ddl e of
political/ paradigm stand@48,249), then future research should certainly explore if RDs employ

multiple approaches, given the patierg.(nuance).

WeightRelated Evidence as a Term: Misconceptions

Lastly, avoidance of the topic and terms used (e.g., wedlited evidence, obesity) due to their
historic controversial nature in the profession could be another explanation for low response
rates. Feedback was received from CRDs in the recruitmerdgzo€ such, expanding that on
first glance of the materials, they were unwilling to distribute them to colleagues, given their
weight focused nature. When given the chance to explaiashot weight focused, rather
exploring the range of paradigms, thegre then receptive in distributing the recruitment

materials, however that kind of interaction is impossible to have with every eligggendent

PageQ6 of 181



CRDs could have chosen not to respond to the VRRE-Q thinking it was weighfocused, or
solely from the weightentric paradigm lens, especially for those with views on the other end of
the spectrum. Despite this, the critical paradigm had a particglaolg representation in our
sample, suggesting this was not the case, and one explanation for this coedgtdaty bias,

where those who have feedback or are dissatisfied are more likely to engage with (26)eys
Similarly, the operended responses will provide more context to this, especially the question

exploring, A h ow -rdeol aytoeud deevfiidneen cwee? 0g h t

Despitetheincert ai nty with use -raenlda tuendd eervsitdaenndci endg aost
sampl e,r dwaet gthd has been used extensively in |
psychology and stigma literatuf250i 266), and including in dietetics, but outside of the

Canadian contextl69). Continually, given the feedback received in the development process, a
glossary of terms (AppendR) was includedt beginning of questionnaire, and each section

was defined/ introduced prior to beginning said section; except for WRE, as a goal of the
guestionnaire was to determine how CRDs define this term in their own words. Another effort to
addr ess t hseconcemswmas the face, éontent, and construct validation process,

including VREPO, where members of the population were invited to profgddback on the

survey tool.

5.1. Strengths and Opportunitiesfor Improvement

5.1.1. Strengths

A key strength of th#1Sc projectwas that it was informed by a scoping review (extensive
literaturg, and was face, content, and construct validated prior to implementation to the
population. This is a strength as it is uncommon among published surveying toifdaeet
validate, pretest/ pilot, or report detailed development procedures for a simstyment
(137,153,156,167,86274). Additionally, there was a statistically significamt € 0.05)

relationship between rated quality of evidence of weight inclusive andcieptance
approachedn alignment with questionnaire development theory (Peterson et al., 2000), these
agreeable findings show the WHIDs-Q measured what it was intending to for these items, as

repetition within the questionnaire shows alignm@40).
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A second strength of the study was the diversity of the research team in areas of expertise, lived
experience with weight, and location across Canada. The research team (grant holders, thesis
committee) has various experience in the fields of 2SLGBTQIAritimun and health, applied

human nutrition, psychology, nursing, critical theory, gerontology, biology, fat studies,
communications, and health rhetoric. Additionally, several members of the research team have

lived experiences of higher and lower weigimganing there are voices from inside the team

who are able to advocate from their experiences of the patient populations RDs serve. Lastly, the
research team has members/ representation from Eastern (Nova Scotia), Central (Ontario), to
Western (Manitobhafanada, all of which are key stakehol

experiences, perspectives, and knowledge country wide.

Another strength is the high engagement with the lsmdjing and weight history questions
among the CRDs. As mentioned, with the Pulver Figure Scale, only one respondenh(2.1%
1/48) indicated they preferred not tike Pulverandthe weight history questiorf®.0%;n =

1/49). This was a huge positive, given the personal nature of the topic.

5.1.2. Opportunities for Improvement

A limitation of this study and questionnaires in general is the lack of an ability to build trust with
therespondentsSince thergvasminimal/ no opportunity to build rapport and trust with the

respondentt is unclear howcomfortable they félto be authentically honest in their responses,
specifically demographics and opended responsel$.was aimed to address thisnitation

through clearecruitment materials and outreatiansparency of ethical approval and

procedures, and disclaimers before particularly personal questions, for instance, when asking
aboutthe espondent sd wei ght Wwassuocdsgful,givem@lyonEhi s appr
respondent selected, il prefer nayscdleoandr espond
personal weight history questiosdditionally, personal weight history was measured using
pre-determinedveight history statements, rathertharare ki ng t he Pul ver 6s s c:
' i mitation. Future research could ask RDs abo
scale, to determine what they would perceive their previous highest and losigistswbody

sizes to be, to more objectively measure this, in comparison to their initial (current) Pulver scale

rating.Additionally, psychological safety should be made a priority in future research
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approaches, especially givédre observed ambivalence in the profession, and the personal nature
of weight and body image.

The studyds sample size is a |Iimitation for t
Fisherds Exact test was used, as it can gener
Crosstabulations/ contingency tables were also used to create comparisonsyghich

recommended for smaller samp(&65,275). Additionally, notcollectinga diverse or

intersectional sample (e.g., not primarily White, female, biodies) limited the capabilities of

the data even finding such relationships when the variable representation is n@rleere.

example of this is the lack of larger bodies represented in the Pulver scaling, with no

representation i to | sizeswhich impacted the relationships able to be explored. In future
recruitment, intentional recruitment (and recruitment materials) could be a suggestioress add

this, including completing preliminary analyses to chieckn the demographicharacteristicef

the sample midvay through recruitment effortBespite not receiving an intersectional sample,

it is important to consider that the smedimple wastilv er y compar abl e to the
known makeup (demographics) and other samples on the topic pre\sanstyed3,166),

other tharhigherresponse ofraduate educate@iRDs(3,166).

Two other limitations relating to questionnaire developmeninderstandability of what is

being askednd that it was not translated or distributed in FreRohunderstandabilityif the
respondeninterprets/ understands the question a different way than the researcher intended
(276). This limitation wasminimized by completing face, content, aswhstructvalidity testing

the questionaire, prior to implementatiofeedbackvasintegratedo minimizerisk of
guestionnaire misinterpretation and increase clafity questionnairyas nottranslated to or
distributed inffench Canadads swhichoigadindrlienitagon. Bxgsting research
showsit not to be anajorlimitation, for exampleDC6 s r e cOpsarveys(w2ré dfereih

both languages, arahly hadonerespondentompletethesurveyd sperended questions in
French(5). While this limitation cannot be addressed or minimized due to the scope and nature

of the project1Sc), the research team encourafgsre researcko explorethe topic in French.
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5.2. Recommendationgor Future Researchand Implications to Practice

There are several recommendations for future research and implications to practice from this
work. First, future qualitative analysis of the opended response of the questionnaire will allow
the research team tontextualize the quantitative findings again a greater understanding of
topic. Findings will be summarized in a pe&viewed manuscript and a potential oral
conference presentationisseminating the findings from this study couleassure CRDs that
others in the profession are equally adbaaent, torn, or also experiencing cognitive

di ssonance as they are, with the frequency

Additionally, the findings could help remove

positions than their own, d@smay not be provider weight stigma that influences paradigm choice
or weightrelated approach, but rather primary practice area to be reflective of their scope of
practice. Though our study found a significant associdt@ween primary practiceea and two

of the WR paradigms, this finding should not be considered in isolation, and should be further

tested in future research, along with in larger sample sizes.

Secondly, exploring the primary outcomes with a larger sample size and with true qualitative
methods are needed to better understand the topic among CRDs. In the future, a shorter version
of the questionnaire, or taking a section of the questionnaire Keayvledge, perceptions/
paradigms, or experience) and expanding or exploring it in more detail, given the results from
this study, is a strong recommendation to gain a greater understdralifigiure questionnaires

on the topi c, rrespanseioptian cauld leelp tlecraakedenee sitting. Mixed
method approaches could also help researchers better understand if high neutrality in our study

could have been due ttientspecificnuance, or CRDs & ambi val ence

The questionnairevas comprehensivandany multipleitem(s) or findings) could inspiration

for a future research project. Oaeampleof interest to the graduate studenfuigtherexploring
weightstigmain the professionincluding internalized weight stigma, and how/ if confirmation

bias, cognitive dissonance, or black/ white thinking impetéespretation and application of
weightrelated frameworks in practicd/hen contextualizinghe AFA findings for this study, it

was noted that existent weight bias research has primarily been done in student populations, and
researclshowsknow students typically have higher bias scores than(®R&8. Another
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recommendation is to explomaplicit (i.e., unconscious) weight stigma among CRDs in future
research to study prevalence and determine strategies for reduction. Globally, three studies have
measured implicitveight bias in RDs, finding almost half hold stretogmoderate implicit

weight stigma (43% of = 402, U.K. RDs; 56.4% t61%o0f n= 147, German RDs; 76% of=

98, U.S. RDs)169,277,278). When measuring both, implicit weight bias scores have been found
to be higher in RDs compared to their explicit weight stigma s¢@iy. Reduction in all forms

of biases (i.e., sizethnicity, gender) is known to improve quality of patient o&29).

Continually,h i g h | i cgrhbtnédramprodchesr nuance in dietitiawclient relations looks

like a promising avenue to bring the profession together on this tofgoviewsor focus groups
couldbe a fitting method to explore this topic in future research, allowing the interviewer
respondent(s) to build rapport. Results from this study show that CRDs are interested in both
methods for future research on the topicemistructured approach for interviews may work
best, given the discussion would be lexatory in nature, with minimal research exploring the
topic to datg280).

Furthermore, beyond CRD and other HCPs weight bias samesidering sources of nutrition
(mis)information is also an important piece to the puzzle to consider and explore where clients
are receiving weightelated messages that may be harmful or perpetuating weight titigga

beliefs and coupling weight and health/ weight and nutrition

Clientfocused research is anottemsentiabvenue for future research. For instance, exploring

the valued importance statements with cli€atg., of weightelated assessment outcomes)

rather than CRDs 6 mimpodangeisneeded e todr miheiimg cd li ieen t
experiences with such in practice is important to determine any strengths or areas for

improvement of CRDs in practice.

Lastl vy, updating the questionnaireb6s ter minol
the topic progresses. One example of this is how since launchiggekgonnaireawarenessf
usinghh me t abarmafridsawr ger y 0 i n st e a dtodedcribéthegprocedutethasc s ur ¢

increasedin an effort to remove stigma and align with updated definitions of obesity (adiposity
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impairing health/metabolic function, rather than based solely on(Bily size). Along with

this, given the disconnect in the profession, a greater understanding of the physiology of obesity,
or impaired adiposity function, is warranted as a recommendation for dietetic education
programmingThe results of this study show CRDs are highly engaged and critical thinkers of

the topic of weight in the profession, which is positive, and supports CRDs as lifelong learners,

critically engagedn continuous profesonal development efforts.
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6.0. Significance and Conclusions
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The findings of this studwill inform further research on the topia key goal osurvey
researchThe questionnaire was face, content, and construct validgtew®mbers of the
profession, prior to being administered for 3 months (July to October 2023), online via
LimeSurvey Fifty-two respondents completed the questionnaire, whestwere female

White, graduate level eduaad, middle-aged thin, andprimarily in clinicalpractice.

CRDs indicated they most frequently refentetaanalyses and systematic revieavsl

randomized controlled trigland editorials, commentaries, or expert opinion papers the least

frequent. No significant associatiofps< 0.05)were found between type of research or methods

typically referred to for WRE and identified WR paradigm or primary practice Betaeen
2004and 202 s mi | ari ties of CRDségoknowmpbadgeoof pwgrcoyl
healthandd f f er ences ( per c e phas)sofevéighttdRdie @ nwriiom s ee e m
care as a contributor to eating disordersre observe(B,166) The differences coulderhaps

be explained byritical perspectives existing more widely in the profession than béflaney
guestionsalsohadahigh number of neutral responsesiggesting CRDare indecisive,

ambivalent, or experiencing cognitive dissonance on the tOpie.example, specific to weight
stigmawas a quarter of o uragreaenenp bpeople vehs wemnttbe d A neu
much could | ose at | east some pWhietthissdecifit hei r w
statement waifrom the AFA questionnaire, a measur@iajudicial attitudes towards people in

larger bodies (also known as weight stignaa)alternative explanation fohis resultcould be

CRDs interpretinghuancewith the statementlependent on the client or scenario.

The majority of the sampleadicated they identify with the critical/ nemeight centric paradigm,
then the health/ complicatierentric, then dominant/ weiglaentric. Almost twentypercent
selectednultiple approachesuggesting they use a combined approach in praétsseciations
were found betweeprimary practice area and 1) the health/ complicatentric paradigm, 2)
the critical/ noaweight centric paradig. An association was also found between primary
practice area and use of WRE tools in picacfor: BMI, goal, and nutrition requirement
calculations, where clinical practice most frequently indicated use of thesévalois.for CPGs
were associated with primary practice aaa] considering CPGs as evidence was associated

with those who identify with the health/ complicatioantric paradigm.
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Bringing the profession togethesxploring combined approaches or nuacceld bea way to
further explore the impact of context, or potentially contextual chéi8§#, on decision making
of application and implementation of WRE in practibeetitians have diverse practice roles and
settings, and each respective scope of practice differs badbé tasks performed in each role.
Future qualitative analysis of the opended responses will provide further insights and context
to thequantitative findings described in this thesighen disseminating to other Canadian RDs,
the findings could help RDs gain a greater understandiegaifothe® giewpoints and
demographicharacteristics that may impabeir perspectivesuch as primary practice area,
age, or years licenced as a dietiti@tudying decisiormaking processes (i.e., nuance,
individualized approach with clients), client experiences with dietitians, and weight stigma (and
internalized weight stigma) scores among CRDs, are all potential next step for future research.
Furthermore, building towards collective understanding and respect is an important first step to
fostering trusting relationships witine anothe interprofessionatolleaguesand clientsrather
than competing against each other forfileminand viewpointor approach irdieteticpractice.
As Audre Lorde American author, feminist, and civil rights activist,ote inher1984essay
(281,282):
fAs women, we have been taught either to ignore our differences, or to view them as
causes for separation and suspicion rather than as forces for change. Without community
there is no liberatiod But community must not mean a shedding of our differences, nor

the pathetic pretense that these differenc
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Appendix A:Adapted VREP E Tool for this study6s us:¢

Survey/Interview Validation Rubric for Expert Panel- VREP©
Created by: Marilyn K. Simon with input from Jacquelyn White

Adapted by: Rachel Waugh with input from Shannan Grant, Phillip Joy, Deborah Norris,
Christina Lengyel, and Jennifer Brown

Criteria Operational Definitions |Score Questions NOT
meeting standard
1=Not Acceptable(major
modifications needed) (List pageand
guestion number)
2=Below Expectations and need to be
(some modifications revised.

needed)
Please use the
3=Meets Expectationgdno [comments and
modifications needed but [suggestions section
could be improved with  [to recommend
minor changes) revisions.

4=Exceeds Expectations
(no modifications needed)

1 2 3 4

Clarity
1 The guestions aré

direct and
specific.

T Only one questiof
is asked at a time

1 Theparticipants
can understand
what is being
asked.
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There are no
doublebarreled
guestions (two
guestions in one)

\Wordiness

Questions are
concise.

There are no
unnecessary
words

Negative
Wording

Questions are
asked using the
affirmative (e.g.,
Instead of asking
AWhich m
are not
researcher asks,
AWhich m
areused?o]

Overlapping
Responses

No response
covers more than
one choice.

All possibilities
areconsidered.

There are no
ambiguous
guestions.

Balance

The questions arg
unbiased and do
not lead the
participants to a
response. The
guestions are
asked using a
neutral tone.

Use of Jargon

The terms used a
understandable b
the target

population.
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There are no
clichés or
hyperbole in the
wording of the
guestions.

Appropriateness
of Responses
Listed

The choices liste(
allow participants
to respond
appropriately.

The responses
apply to all
situations or offer
a way for those td
respond with
unique situations,

Use of Technica
Language

The use of
technical languag
is minimal and
appropriate.

All acronyms are
defined.

Application to
Praxis

The questions
askedrelate to the
daily practices or
expertise of the
potential
participants.

Relationship to
Problem

The questions aré
sufficient to
resolve the
problem in the
study

The questions arg¢
sufficient to
answer the
research

guestions.
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Thequestions are
sufficient to obtait
the purpose of th¢
study.

Measure of
Construct:

A:
Demographics

The survey
adequately
measures this
construct.
Demographics
include gender,
sex, age, practice
setting, size,
education, and
years of
experience.

Measure of
Construct:

B: Experience

The survey
adequately
measures this
construct.
Experiences are
fevents
occurred in the
past when awake
and/ or ¢
[1,2].

Measure of
Construct:

C: Perception

The survey
adequately
measures this
construct.
Perception is

Ai nfor me
experience and
knowledge, an

i ndividu
paradigm, or
outlook on a topid
or i ssue

Measure of
Construct:

D: Knowledge

The survey
adequately
measures this

construct.
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Knowledge is
Nnawar ene
recall of a concep
or phenomena.
Knowledge

i nf or ms
[1,4].

*Permission to use this survey, and include in the dissertation manuscript was granted by the
author, Marilyn K. Simon, and Jacquelyn Whigl rights are reserved by the authors. Any
other use or reproduction of this material is prohibited.

Comments and Suggestions

Types of Validity

VREP is designed to measure face validity, construct validity, and content validity. To establish
criterion validity would require further research.

Face validity is concerned with how a measure or procedure appears. Does it seem like a
reasonable way to gain the information the researchers are attempting to obtain? Does it seem
well designed? Does it seem as though it will work reliably? Face validity is indeperiden
established theories for support (5).

Construct validity seeks agreement between a theoretical concept and a specific measuring
device omprocedure. This requires operational definitions of all constructs being measured.

Content Validity is based on the extent to which a measurement reflects the specific intended
domain of content (6, p.20Experts in the field can determine if an instrument satisfies this
requirement. Content validity requires the researcher to define the domainsetiagigmpting to
study. Construct and content validity should be demonstrated from a variety of perspectives.

Criterion related validity , also referred to as instrumental validity, is used to demonstrate the
accuracy of a measure or procedure by comparing it with another measure or procedure which
has been demonstrated to be validafter an extensive search of the literature, such an
instrument is1otfound, then the instrument that meets the other measures of validity are used to
provide criterion related validity for future instruments.

Pagel360f 181



Operationalization is the process of definingancepior construct that could have a variety of
meanings to make the term measurable and distinguishable from similar concepts.
Operationalizing enables the concept or construct to be expressed in terms of empirical
observationsOperationalizing includes describing what is, and what is not, part of that concept
or construct.
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Appendix B: WRE-RDs-Questionnaire (Last updated: July 12, 2023)

Glossary

Body Mass Index (BMI): Calculated using a formula [BMI=weight(kg)/height@inklassifies
health risk. The BMI Nomogram, which defines BMI categories, can be foairt

Evidence: Facts or proof of a concept, theory, relationship, or scefBsa@ence guides patient
care, and includes patient perspective, to create shared decision faking.

Experience: An event that occurred in the past when awake and/or cognizant. Recall and
description of experiences are* |l imited to an

Knowledge: Awareness and recall of a concept or phenomena, and knowledge infornts skill.
Paradigm:Ain A f r amewor k, model, or pattern used to 1
based on shared assumptions, concepts, questions, methods, practices, and values that structure

i nquiry. o

Perception:i s i nf ormed by experience and knowl edge,
outlook on a topic or issue.

Weight-related evidenceWe pur poseful ly hawd anctd dkefiidreendk efd
work, to better understand how you do/ would.

Section 1: WeightRelated Evidence

Instructions:

This section explores how you define, have been trained in, ovaightrelated evidence in

your practice and nutrition care. Your participation in this questionnaire is optional, and you can

skip or omit any questions/ responses.

1.1. Define weightelated evidence using your own words. There is no correct answer. Use the
text box below to enter your response (maximum 150 words).
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[Text Box]
1.2. List three examples of weigldlated evidence.

1) [Text Box]
2) [Text Box]
3) [Text Box]

1.3.a. What is evidence? Please select all that apply.
1 Blog posts
T Clinical practice guidelines
1 Patient perspective
1 Research articles

1 Other

1.3.b. |l f you selected fAothero for question 1
evidence.

[Text Box]

1.4.a. What forms of research/ methods do you typically refer gettoveightrelated evidence?
Please select all that apply.

1 Animal and in vitro

1 Casecontrol

1 Case series

1 Case reports

1 Cohort studies

1 Editorials, commentaries, or expert opinion papers
1 Metaanalyses and systematic reviews

7 Randomized controlled trials
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1 Other

1.4.b. | f you selected Aothero for question 1
forms of research/ methods you typically refer to, to get weigated evidence.
[Text Box]

1.5.a. How does weight exist mutrition care you provide to people? Please select all that apply.
1 Bodyimage
1 Body Mass Index (BMI)
T Goal
1 Measurement

T Nutrition requirement calculations

1 Outcome

1 Other
1.5.b. I f you selected Aothero for question 1
weight exists in the nutrition care you provide to people.
[Text Box]

1.6. List three examples (words/phrases) of how weight existed in your dietetic training. This
could be at the high school, undergraduate, or graduate level (accredited program).

1) [Text Box]
2) [Text Box]
3) [Text Box]

1.7. List three examples (words/phrases) of how weight existed in your dietetic training at the
internship level (if applicable).

1) [Text Box]
2) [Text Box]
3) [Text Box]
Section 2A:Getting to Know You & Your Experiences with Your Weight

Instructions:
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This section is about getting to know you in effort to gain insights on the diverse positionalities
related to weightelated evidence in the dietetic profession, and this includes gathering data on
the variance/now ar i ances
shape/size. The findings from this research aim to inform future practice, dietetic curriculum, and
policy. The research team is engaged in advocacy to increase diversity in the profession. Your
participation in this qugtionnaire is optional, and you can skip or omit any questions/ responses.

n

d i e dinterseationalify, intledmgbgpdya p hi ¢ s

2.1. What is your year of birth? Enter your response in the text box below.

[Text Box]

2.2. What word or phrase do you use to describe is your biological sex? Enter your response in
the text box below.

[Text Box]

2.3. What word or phrase do you use to describe your gender? Enter your response in the text
box below.

[Text Box]

2.4.a. What ethnicity do you identify with mo%t?

1

African

Australian or New Zealander
Caribbean Region

East Asian

European

Indian-Caribbean

Latin American

South Asian

Southeast Asian Oceania
North American/ Indigenous
North American/ White
West Asian

Other
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24b.fyou sel ected Aot hero f
you identify with most.

[Text Box]

or

guestion 2.

2.5. Where do you currently reside? Select the response that best applies to you.

il

Alberta

British Columbia
Manitoba

New Brunswick
Newfoundland and Labrador
Northwest Territories
Nova Scotia

Nunavut

Ontario

Prince Edward Island
Quebec
Saskatchewan

Yukon

2.6. What is your highest level of education completed?

High school

College

Undergraduate degree
Masterds degree

Doctoral degree
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2.7.a. What additional experience and/or training have you completed on-wetagatl
evidence? Select all responses that apply to you.

1 Additional courses or certifications
T Internship

1 Onthejob learning

1 University level electives

1 Volunteering

1 Other

2.7.b. 1 f you selected fAiAdditional courses or
which course or certification you have completed on weiglated evidence.

[Text Box]

2.7.c.lfyouselecteot her 6 for question 2.7. a, pl ease s¢g
experience you have completed on weighated evidence.

[Text Box]

2.8. How many years have you been fully licensed as a dietitian? Enter your response in the text
box below.

[Text Box]
2.9. What is your primary place of work? Select the response that best applies to you.

1 Business or industry
1 ClinicalT Acute care
1 Clinical T Outpatient care
1 ClinicalT Long term care
1 ClinicalT Homecare
T Communications/ Media
1 Community/Public Health

7 Education, academia or research
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il

Employed outside of dietetics
Food Service Management
Government and public policy
Management or administration
Non-governmental organization
Population and public health

Private practiceConsulting

Private practice, primarily individual counselling

Regulatory body
Rehabilitation
Sports
Unemployed

Other

2.10.a. Do you have a secondary place of work?

f

1

2 .

select the response that best applies to’you.

==

Yes

No

10. b. | f answered

Business or industry
Clinical i Acute care
Clinical i Outpatient care
Clinical i Long term care
Clinical i Homecare
Communications/ Media

Community/Public Health

iy e ssecondary plaae ef svork? ®lease2 . 1 0 .
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1 Private Practice/ Consulting

T Education, academia or research
1 Food Service Management

1  Government and public policy

1 Management or administration

1 Non-governmental organization

1 Population and public health

1 Private practice, primarily individuabunselling
1 Regulatory body

1 Rehabilitation

1 Sports

1 Employed outside of dietetics

1  Unemployed

1 Other

2.11. How often do you use weigtgtlated evidence in practice?
T 1to 25% of the time
1 26 to 50% of the time
1 51 to 75% of the time
1 76 to 100%of the time

1 | do not use weightelated evidence in practice

2.12. How often do you work with people who identify as fat, having a higher weight, living in a
larger body, or having a BMI above or equal to 30kg/m

7 1to 25% of the time
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1 26 to 50% of the time
1 51 to 75% of the time
1 76 to 100% of the time

1 1 do not use weightelated evidence in practice

2.13. In a typical month, do you provide care to peopleqrpost bariatric surgery?

1 Yes

7 No

2.14. In a typical month, do you providare to people seeking weight loss?

1 Yes

T No

Section 2B: Getting to Know You & Your Experiences with Your Weight (Continued)

Instructions:

This section of the questionnaire gathers data on the varianee/aoni ances in dieti't
demographics and intersectionality, including body shape/size, and the following questions relate

to your weight history, Body Mass Index (BMI), and sddfscriptos of your body. This may be

triggering for some respondents. Your participation in this questionnaire is optional, and you can
skip or omit any questions/ responses.

2.15. How do you describe your weight loss/gain history? Please select all responses that apply
to you.

1 | have previously lived in a thin body
T | have previously lived in a large body

T I nowlive in a thin body

Pagel46o0f 181



1 I now live in a large body
1 | have maintained a similar weight throughout my adult life

1 | prefer not to respond to this question

2.16. Which image (figure 1) best represents your current Bbdy?

T A

1T B

T C

1T D

1T E

1T F

17 G

T H

T |

1 None

1 | prefer not to respond to this question

Pagel47of 181



Figure 1: Pulvers (2004) sc#leshowing images of bodies of various sizes. The top row shows
masculine body shapes, where AAO0O is the smal/l
feminine body shapes, where AAO0O Iis the smalle

Use the text box below to enter your response
2.17. What is your current weight? Please indicate if it is in kilograms or pounds. If you do not

know, please provide an esti mat e. Use the tex
prefer not to answer this question. o

[Text Box]

1 | prefer not to respond to this question

2.18. As an adult, what has been your highest weight (absent of medical water retention,
pregnancy)? Please indicate if it is in kilograms or pounds. Use the text box below to enter your
response or select Al prefer not to answer th
[Text Box]

1 | prefer not to respond to this question
2.19. As aradult, what has been your lowest weight (absent of medical water retention,
pregnancy)? Use the text box below to enter 'y
guestion. o
[Text Box]

1 | prefer not to respond to this question
2.20. What is your height? Please indicate if in centimeters, inches, and/ or feet. If you do not
know, pl ease provide an esti mate. Use the tex
prefer not to answer this question.o

[Text Box]

1 | prefer not to respond to this question

2.21. List three examples (words/phrases) of how you describe your body.
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1) [Text Box]
2) [Text Box]
3) [Text Box]

Section 3: Perceptions & Paradigms of WeighRelated Evidence in Nutrition
Care/Practice

Relevant definition(s):

Perception:i s i nf or med by experience and knowl edge,
outlook on a topic or issue.

Paradigm:i A f r amewor k, model , or pattern used to
based on shared assumptions, concepts, questions, methods, practices, and values that structure
inguéiry. o

Instructions:

This section explores your perceptions of weigdiated evidence in dietetic practice including
your positionality, seHdentified practice paradigm(s), and your beliefs and opinions. Your
participation in this questionnaire is optional, and you can@kgmit any questions/ responses.

3.1. Weight can be viewed from different paradigms. What paradigms do you draw from in your
practice?*'? Pl ease select all responses that apply

1 Dominant/weight-centric approach - obesity is understood as a modifiable risk factor
for chronic diseases and weight loss is recommended for people who are classified as
Aover weight o and fAobeseo to achieve i mprov

1 Health/complication-centric approach- obesity is classified as a chronic disease. The
focus is to assess the type of adipose tissue, distribution and function, with the intention
to provide clinicians with individualized treatment options that are independent of weight
or Body Mass Index (HlI). The intent is to ensure that body weight and BMI are not sole
indicators for the diagnosis of obesity. It supports body diversity and a focus on health
related behavior changes that are universal across all bodhtaedizes and BMI
categories rather than targeting healthy eating and physical activity messaging
predominantly to people with | arger bodies

1 Critical/non -weight centric approach- aims to raise awareness of body diversity, the
impact of weight stigma on health and wedling, and how weight stigma intersects with
other social determinants of health. Aims to prevent/treat health issues through the lens of
health equity and sociglstice, in addition to individual health behavior changes. Does
not support obesity as a disease approach.

1 | prefer not to respond to this question.
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1 Other

3.1.b. If you selected fiothero for 3.1.a, wuse
positionality in your own words (maximum 150 words).

[Text Box]

3.1.c.Provide additional context/ rationale for your response to 3.1.a. Use the below text box to
enter your response (maximum 150 words).

[Text Box]

3.2. For the following statements/ questions, please choose the response that best applies to
youl3

a . How i mportant is assessing your <clientso6 h
1 Not important at all
1 Low importance
1 Slightly important
1 Neutral
1 Moderately important
T Very important
1 Extremely important

1 | do not work with individual clients

b. Howimportant to your average client is assessing history of weight loss/gain?
1 Not important at all
1 Low importance
1 Slightly important
T Neutral

1 Moderately important
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1 Very important
1 Extremely important

1 | do not work with individual clients

C . How i mportant is discussing your <clientds

1 Not important at all

1 Low importance

1 Slightly important

T Neutral

1 Moderately important
1 Very important

1 Extremely important

1 | do not work with individual clients

d. Howimportant to your average client is discussing lived experience(s) with weight?

1 Not important at all

1 Low importance

1 Slightly important

1 Neutral

1 Moderately important
T Very important

1 Extremely important

1 | do not work with individual clients
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eHow i mportant is discussing your <clientsd do
1 Not important at all
1 Low importance
1 Slightly important
T Neutral
1 Moderately important
1 Very important
1 Extremely important

1 | do not work with individual clients

f. How important to your average client is discussing domestic lives/ living conditions?
1 Not important at all
1 Low importance
1 Slightly important
1 Neutral
1 Moderately important
T Very important
1 Extremely important

1 | do not work with individual clients

3.3. Which response best describes the quality of the evidence available to you on the following
topics? For the following approaches, select the response that best applies to you.

a. Weightinclusive approaches
T Poor

1 Fair
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1 Good
1 Very good
1 Excellent
b. Individual body assessment using Body Mass Index (BMI)
1 Poor
1 Fair
1 Good

Very good

=

1 Excellent
c. Population health assessment using Body Mass Index (BMI)
1 Poor
1 Fair
1 Good

Very good

==

1 Excellent
d. Obesity defined using adiposity impairingalth
1 Poor
1 Fair
1 Good
1 Very good

1 Excellent
e. Size acceptance approaches

1 Poor

1 Fair
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1 Good
1 Very good
1 Excellent

f. Pharmacotherapy for weight loss

T Poor

1 Fair

1 Good

1 Very good
1 Excellent

g. Bariatric or metabolic surgery for weight loss

T Poor

1 Fair

1 Good

1 Very good
1 Excellent

3.4 Please select your level of disagreement or agreement with the following statement: | value
clinical practice guidelines for weigin¢lated evidence.

T Strongly disagree

1 Disagree
T Neutral
1 Agree

1 Strongly agree

Section 4: Your Experience with WeightRelated Evidence in Nutrition Care

Relevant definition(s):
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Experience: An event that occurred in the past when awake and/or cognizant. Recall and
description of experiences are* |l imited to an

Instructions:

The following section focuses on your experiences of waigated evidence in practice. This
includes your experiences with your own weight and weiglated evidence. Your participation
in this questionnaire is optional, and you can skip or omit aepgtoquns/ responses.

4.1. Describe your experience with weightated evidence. Use the text box below to enter your
response (maximum 200 words).

[Text Box]

4.2 List three words that best describe your experience with wetgteéd evidence in nutrition
care.

1) [Text Box]
2) [Text Box]
3) [Text Box]

4.3.a. Do any of the following tools/ methods make you uncomfortable? Select all responses that
apply to you.

1 Body composition scales

1 Body weight scales

1 Skin-fold calipers

1 Measuring tapes

1 Body Mass Index (BMI) calculations

1 Other
4.3.b I f you selected fAothero for question 4.
methods that make you uncomfortable.

[Text box]
4.4. For each of the followingtatements, select the response that best applies to you.

a. | feel valued by my colleagues when it comes to advice related to welgietd evidence.
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1 Never

1 Rarely

1 Sometimes

1 Often

1 Always

T 1do not work in a team environment.

b. Clients comment on my body weight.

1 Never

1 Rarely

1 Sometimes
1 Often

1 Always

c. | reflect on how | use weighelated evidence in my dag-day practice activities (e.qg.,
clinical, research, management).

1 Never

1 Rarely

1 Sometimes

1 Often

1 Always
4.5. Please select yolavel of disagreement or agreement with the following statement: | fear
gaining weight because of what | do for work.

1 Strongly disagree

1 Disagree

17 Neutral
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1 Agree
1 Strongly agree
Section 5: Knowledge of WeightRelated Evidence in Nutrition Care

Relevant definition(s):

Knowledge: Awareness and recall of a concept or phenomena, and knowledge infornts skill.
Instructions:
The following sectio#f-®> explores your knowledge of weightlated evidence in practice. This

includes asking about your knowledge of Body Mass Index (BMI), weight loss, exercise, and
weight cycling (cyclical weight loss and weight gain), for example. Your knowledge will not be

it estedo or scored in this section. l nst ead,

within the sample, contextualized to current literature. Your participation in this questionnaire is
optional, and you can skip or onaihy questions/ responses.

For each of the statements below, please select the response that best represents your
disagreement or agreement based on your knowledge.

5.1. When people are fat, it is their own fault.
1 Strongly disagree
1 Disagree
1 Neutral (neither agree nor disagree)
1 Agree
1 Strongly agree

5.2. Individuals with BMIs equal to or greater than 30 Kgfave an increased risk for
developing health problems, compared to individuals with lower BMIs.

1 Strongly disagree

1 Disagree

1 Neutral (neither agree nor disagree)
1 Agree

1 Strongly agree

5.3. Weight losses {50% of body weight) can produce health benefits.
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1 Strongly disagree

1 Disagree

1 Neutral (neither agree nor disagree)
1 Agree

1 Strongly agree

5.4. People who weigh too much could lose at least some part of their weight through a little
exercise.

=

Strongly disagree

=

Disagree

=

Neutral (neither agreeor disagree)
1 Agree
1 Strongly agree

5.5. Most people who lose weight using lifestyle approaches (diet, exercise) will regain it within
a few years.

1 Strongly disagree
1 Disagree
1 Neutral (neither agree nor disagree)
1 Agree
1 Strongly agree
5.6.Weight cycling is a risk to psychological health.
1 Strongly disagree
1 Disagree
1 Neutral (neither agree nor disagree)
1 Agree
1 Strongly agree

5.7. Weight cycling has negative metabolic impacts.
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1 Strongly disagree
1 Disagree
1 Neutral (neither agree nor disagree)
1 Agree
1 Strongly agree
5.8. The current emphasis on weight reduction in nutrition care contributes to eating disorders.
1 Strongly disagree
1 Disagree
T Neutral (neither agree nor disagree)
1 Agree
1 Strongly agree
5.9. Some people are fat becatlsgy have no willpower.
1 Strongly disagree
1 Disagree
T Neutral (neither agree nor disagree)
1 Agree

1 Strongly agree

5.10. Weight loss should be encouraged to individuals with a BMI greater than or equal to
30kg/n?, prior to a knee replacemesurgery.

1 Strongly disagree

1 Disagree

1 Neutral (neither agree nor disagree)
1 Agree

1 Strongly agree
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5.11. Weight loss should be encouraged to individuals with a BMI greater than or equal to
30kg/n?, to decrease risk for chronic disease.

1 Strongly disagree

1 Disagree

T Neutral (neither agree nor disagree)
1 Agree

1 Strongly agree

5.12. Malnutritionrelated weight loss is a favourable outcome in an individual with a BMI
greater than or equal to 30kg/m

1 Strongly disagree

1 Disagree

1 Neutral (neither agreeor disagree)

1 Agree

1 Strongly agree
5.13. Weight loss is a negative outcome of cancer for someone BMI greater than or equal to
30kg/nt.

1 Strongly disagree

1 Disagree

1 Neutral (neither agree nor disagree)

1 Agree

1 Strongly agree

Section 6:COVID -19 [Optional Addendum]

Instructions:
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The following section of the questionnaire explores the impacts of C&¥9Ibn your
experiences, perceptions, and knowledge of weiglated evidence in practice. This includes
your experiences, perceptions, and knowledge of existent eexistent reldabnship(s) between
COVID-19 and weight or weigkgvidence. Your participation in this questionnaire is optional,
and you can skip or omit any questions/ responses.

6.1. In general, were your clients with a Body Mass Index (BMI) equal to or over 30 kg/m2 more
concerned about COVH29 than others?

7 Yes
7 No
T Unsure

1 1 do not have clients with a BMI equal to or over 30 kg/m

6.2. Is there a link between having a BMI equal to or higher than 3¢ kgwinCOVID-19
complications?

7 Yes
7 No
T Unsure

6.3. Is there a link between having a BMI equal to or higher than 3¢ kguinCOVID-19
mortality?

7 Yes
7 No
T Unsure

6.4.a Did you see aielaitechconcezns dueng tipandemic? ent sd6 weii

1 Yes

T No

1 Unsure

9 1 candt remember

6.4.b | f you selected Ayeso for question 6. 4.

weightrelated concerns during the pandemic? Select all responses that apply to you.
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1 Increased sedentary behaviours

1 Media messages

1 Concerns of the relationship between higher BMI and COY®D
1 Increased rates of cooking at home

1 Increased rates of emotional eating

1 Body shaming related to pandemic weight gain

M Increased desire lfeor 6control é in personal
T I dondt know
1 Other

1 | prefer not to answer this question

. C I f you selected fAothero for gwheysd i on 6
nk there was an -ralated comerrs during the gahdeneicnt s 6 wei gh

6.5.a Did the panderetedbehamquaszt cl i entsd heal th

T Unsure

6.5. b. | f you selected Ayeso for question 6.5
cl i e nt-eelatedbehaviourd? Select all responsesaially to you.

1 Increased sedentary behaviours

1 Lack of access to healthy foods

1 Lack of access to usual physical activities methods
1 Media messages

1 Mental health
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=

Quarantine regulations/ restrictions
T 1 dondt know

1 Other

=

| prefer not to answer this question

6.5. cC. I f you selected fAothero for question 6
you think was the r oot-relatedbehavioirsnpacti ng cl i ent

[Text Box]

6.6.a. Did COVID19 impact your weightelated practicactivities (e.g., clinical, research,
management)?

T Yes
T No
1 Unsure
6. 6. b. |l f you selected Ayeso for quest-19o0n 6. 6

impacted your weightelated practice activities (e.g., clinical, reseanchnagement).
1 [Text Box]
6.7.a. Did the pandemic impact your own perceived body image?
1 Yes
T No
1 | prefer not to answer this question

6. 7. b. | f you selected Ayesodo for question 6.7
perceived body image?

1 In a positive way
1 In anegative way

1 Unsure, but | know it changed
6.8. Did your body weight change during the pandemic?

7 Yes
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T No

1 | prefer not to answer this question
6.9. Do you have any other comments to share about your knowpetgeptions, or
experiences with weighlated evidence and COVID9? Use the text box below to share your
response (maximum 200 words).

[Text Box]

Section 7: Thankyou!

Thank you for completing this questionnaire.

[Optional]

7.1 What type of research would you be interested in participating in the future on this topic?

1 Focus group discussion
1 Oneon-one interview
1 Other

1 I'would not be interested in participating

7.2 |1 f you selected fAother o f orsperifywsattypoal 7. 1,
future research you would be interested in participating in on this topic.

[Text Box]
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Appendix C: Study Recruitment Posters

Version 171 Original, Red

Are you a Dietitian in
Canada who is interested in
sharing your beliefs and
knowledge on weight
evidence in practice?

We want to hear your voice!
Research Study:

Researchers at Mount Saint Vincent University are looking to
explore Canadian Registered Dietitians' Experiences, Perceptions,
and Knowledge of Weight-Related Evidence Implementation in
Practice, Framed by the Nutrition Care Process.

What's involved? Completing a 45-75 minute online survey.

You can take part if:
e You are a dietitian who is fully licensed and reside in Canada.

Want to participate? Email Rachel.Waugh@msvu.ca

SAINT VINCENT

OUNT  Thisresearch study has been approved by _ ‘
; . Canadian Foundation
& universiTy - MSVU Research Ethics Board UREB#2022-260. e ‘ for Dietetic Research
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Version 171 Original, Purple
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