
OR I G I N A L R E S E A R CH

Cognitive dissonance for weight stigma reduction: The
development and effect of a counter-attitudinal
advocacy intervention

Vanessa Montemarano | Lamia Firasta | Jason Deska | Stephanie E. Cassin

Department of Psychology, Toronto Metropolitan University, Toronto, Ontario, Canada

Correspondence

Vanessa Montemarano, Department of

Psychology, Toronto Metropolitan University,

350 Victoria Street, Toronto, ON M5B 2K3,

Canada.

Email: vanessa.montemarano@torontomu.ca

Funding information

Social Sciences and Humanities Research

Council, Grant/Award Number:

767-2020-2941

Summary

Weight stigmatization is persistent and pervasive, leading to numerous negative con-

sequences. This study developed a weight stigma reduction intervention rooted in

Cognitive Dissonance Theory aimed at reducing stigma towards individuals living in

larger bodies. Undergraduate students (N = 325) were randomized to one of three

conditions: Cognitive Dissonance (i.e., Written Advocacy or Written + Vocalized

Advocacy) or Control. Participants in both Cognitive Dissonance conditions provided

a written statement advocating for a proposal benefiting individuals living in larger

bodies that would be somewhat costly to participants. Those in the Written +

Vocalized Advocacy condition also vocalized their arguments to further enhance

dissonance. It was hypothesized that compared to Controls, participants in both Cog-

nitive Dissonance conditions would report reduced weight stigma and greater com-

mitment to a prosocial action, with the strongest effects for the Written + Vocalized

Advocacy condition. There was a significant reduction in weight stigma across all con-

ditions, but minimal support for significant differences between conditions. Partici-

pants in the Cognitive Dissonance conditions did not commit significantly more hours

towards the prosocial action compared to Controls. There was limited support that

cognitive dissonance was induced. Future studies should pre-screen participants

endorsing stronger weight stigma to help ensure they are advocating for a counter-

attitudinal cause.

K E YWORD S
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reduction

What is already known about this subject

• Weight stigma is still prevalent and pervasive in society, but the literature on weight stigma

reduction efforts and interventions is limited and mixed.

• Cognitive dissonance has been used to successfully reduce other forms of stigma and

increase prosocial actions.
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• Current use of cognitive dissonance in weight stigma reduction research has methodological

limitations that warrant refinement based on dissonance theory.

What this study adds

• This study developed a weight stigma reduction intervention rooted in cognitive dissonance

theory that was informed by social psychology research.

• This study's design differed from existing cognitive dissonance studies in the weight stigma

literature because it used a counter-attitudinal advocacy method.

• Future suggestions for further optimizing the weight stigma reduction intervention are

provided.

1 | INTRODUCTION

1.1 | Weight stigma: Definition, prevalence,
persistence, and consequences

Explicit weight stigma can be defined as holding negative attitudes

and beliefs about individuals perceived to have excess weight.1

Weight stigma and discrimination have persisted over several

decades,2 with rates of experienced or perceived weight stigma

reported as high as 57% in the United States.3 Weight stigma is

prevalent in the workplace,4 educational,5 and healthcare settings,

as well as among healthcare professionals,6,7 even specialists who

work with individuals living in larger bodies.8 Family members,

romantic partners, and close friends of individuals living in larger

bodies also hold weight stigmatizing attitudes.9,10 Experiencing

weight stigma has numerous harmful consequences to one's health

and well-being, including disordered eating, sleep disturbances,

depression, anxiety, body image dissatisfaction, and poorer self-

esteem.2,11,12

1.2 | Weight stigma reduction efforts

Despite extensive examination of the prevalence and consequences

of weight-based stigma, literature examining weight stigma reduction

strategies is sparse and the results of these interventions are mixed or

inconclusive.5,13 Commonly tested interventions include causal expla-

nations about the controllability of weight (i.e., biological factors; food

addiction), empathy induction, and social consensus (i.e., comparison

to peers or in-group's attitudes).14 Given the mixed findings, novel

weight stigma reduction strategies are needed.14

1.3 | Alternative attitude change strategy:
Cognitive dissonance

Cognitive dissonance theory posits that people experience discomfort

when their behaviours or cognitions are inconsistent with their other

cognitions, and they become motivated to change their attitudes

(or behaviours) to reduce this discomfort.15,16 Cognitive dissonance

reduction strategies are widely used to promote water

conservation,17 reduce adverse health behaviours such as smoking,18

and reduce prejudice, stigma, and discrimination.19 One of the most

common strategies to induce cognitive dissonance is counter-

attitudinal advocacy, whereby when individuals are asked to engage

in attitude-discrepant behaviour by advocating for a topic they hold

negative beliefs about or do not necessarily believe in (i.e., induced

compliance), this impacts their self-concept and induces cognitive dis-

sonance. This process motivates individuals to subsequently change

their attitudes in the direction of their advocacy in order to reduce

dissonance arousal.20,21

1.4 | Cognitive dissonance under specific
conditions

Dissonance is theorized to work optimally when individuals feel that

they have “free choice” in their counter-attitudinal advocacy, and

their advocacy is threatening to their self.20,22,23 This is exemplified

by a study where German participants who were prejudiced towards

Turkish people were tasked with generating a counter-attitudinal

argument favouring integrated housing for Germans and Turks as if

the position was their own. “Choice” to engage in the task and the

participant's self-threat (i.e., imagining Turks living next door to

them versus living in the Netherlands) were both manipulated.22

Discomfort and prejudice towards Turks were lowest for partici-

pants with a high preference for consistency who had generated

counter-attitudinal arguments under high choice and high self-

threat. Other studies have successfully used similar counter-

attitudinal advocacy methods for other racial groups.21,24,25 For

instance, White university students who advocated for a policy that

supported a $2000 tuition increase (i.e., high cost) to benefit Black

students via a written argument had less prejudice compared to

White students supporting a $200 tuition increase (i.e., low cost),

suggesting that greater attitude change occurred when the policy

was more personally costly.26

Vocalizing one's counter-attitudinal arguments could further

enhance dissonance arousal.26,27 Self-Perception Theory28 posits that

one's attitudes are inferred from observing one's behaviour, and one

way of observing behaviour is through one's speech.29 Thus, when
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engaging in more behaviours that conflict with one's attitudes, like

refraining from smoking and vocalizing one's counter-attitudes to a

peer, greater dissonance is enhanced.30

1.5 | Cognitive dissonance in weight stigma
reduction interventions

Cognitive dissonance induction has been examined as a weight

stigma reduction intervention31,32; however, studies are scarce and

some limitations of the study designs warrant improvements to

future experimental investigations. For instance, one study31 tested

the effectiveness of a cognitive dissonance intervention against a

social consensus condition and control condition in a sample of

undergraduate students (N = 64). Participants' self-concept as kind

and caring was threatened within the manipulation, such that partici-

pants were provided false feedback that their high scores on a values

questionnaire were incongruent with their reported negative atti-

tudes towards individuals living in larger bodies. Results indicated

that weight stigmatizing attitudes were significantly reduced in the

dissonance condition compared to the social consensus and control

groups from pre- to post-intervention. The study31 was replicated

and extended,33 where similarly, a values measure was completed,

and false feedback was provided about participants' values and

weight stigma. The interventions utilizing cognitive dissonance

resulted in significantly lower weight stigma compared to the control

condition. Although these studies provide evidence that cognitive

dissonance can incite attitude change towards individuals living in

larger bodies, using false feedback limits the ecological validity and

practicality of this approach.

The use of counter-attitudinal advocacy to induce cognitive dis-

sonance may be a more practical and effective weight stigma reduc-

tion strategy. Given the limitations of previous research, testing a

revised methodological design rooted in Cognitive Dissonance The-

ory15 is warranted. Individuals must feel autonomous in their choice

to comply with advocating for the specific topic in the writing

task,20,22 and a relatively high degree of costliness (i.e., self-threat)

must be present in order to prompt participants to think about their

counter-attitudinal support of the given topic.22,26 Rather than

inducing dissonance through false feedback, a more practical

approach is to ask participants to write a counter-attitudinal advo-

cacy statement, and to vocalize the statement to another person to

further enhance dissonance. It is also important to code the written

content of the advocacy statement to determine compliance with

instructions.

1.6 | The present study

The aim of the present experimental study was to examine whether a

cognitive dissonance intervention, specifically using counter-

attitudinal advocacy, reduces weight-based stigmatizing attitudes

among a sample of undergraduate students. Participants were asked

to either only write or write and vocalize a counter-attitudinal state-

ment to examine whether cognitive dissonance, and subsequently,

attitude change, can be further enhanced by including a vocalized

component.

We hypothesized that there would be a significant main effect of

condition, such that in comparison to the Control condition, partici-

pants in both Cognitive Dissonance conditions (Written Advocacy;

Written + Vocalized Advocacy) would report:

1. Significantly greater reduction in weight stigmatizing beliefs from

pre- to post-advocacy exercise.

2. Significantly lower weight stigmatizing attitudes and beliefs and

significantly more positive attitudes towards the proposal follow

the advocacy exercise.

3. Significantly greater level of commitment to a prosocial action fol-

lowing the advocacy exercise.

Further, we hypothesized that participants in the Written +

Vocalized Advocacy condition would report lower weight stigma and

greater commitment to a prosocial action compared to those in the

Written Advocacy condition.

2 | METHODS

2.1 | Participants

Undergraduate students (N = 341) were recruited from introductory

psychology courses at a Canadian university. There were no exclusion

criteria for participating in the study. Participants received a credit

towards the research participation portion of their course for com-

pleting the study. The study obtained ethics approval from the univer-

sity's Research Ethics Board (file # 2022-290). Participants provided

informed consent before taking part in the study.

Sample size was determined a priori. Medium effect sizes

(Cohen's d = 0.5; Cohen's f = 0.25) were used in the calculation due

to previous research33 finding small to medium effects (i.e., Cohen's

f2 = 0.08) for the use of Cognitive Dissonance interventions com-

pared to controls to reduce weight stigma. With an alpha level set to

.05, a sample size of 255 was determined. Additional participants

were recruited to account for participant dropout, missing data, or not

adhering to study instructions.

2.2 | Measures

The selection of several weight stigma measures post-intervention

was intentional and based on methodological considerations.

Although these measures assess overlapping constructs, each pro-

vides a unique perspective on weight stigma, including general atti-

tudes, beliefs about controllability and blame, and specific stigmatizing
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attributions or beliefs. This multidimensional approach ensures that

the intervention's effects are comprehensively assessed across dis-

tinct yet related facets of weight stigma, as previous research has

demonstrated the importance of capturing both general attitudes and

more nuanced beliefs to evaluate the efficacy of stigma reduction

interventions.31,32,34

2.2.1 | Universal Measure of Bias-Fat Scale

The Universal Measure of Bias-Fat Scale (UMB-FAT)32 is a 20-item

self-report measure of general attitudes towards individuals living in

larger bodies (time 1 α = .90; time 2 α = .92). Items are rated on a

7-point Likert scale ranging from 1 (“Strongly Agree”) to 7 (“Strongly
Disagree”). The UMB-FAT includes four subscales: (1) Judgment (time

1 α = .79; time 2 α = .89), (2) Social Distance (time 1 α = .73; time

2 α = .79), (3) Attraction (time 1 α = .89; time 2 α = .89), and (4) Equal

Rights (time 1 α = .86; time 2 α = .88).

2.2.2 | Degree of agreement with the proposal

A single item was adapted from a previous study26 to assess the

extent to which participants agreed that students must take a weight

stigma reduction workshop on an 11-point scale (0 = Disagree;

10 = Agree). Another measure derived from a dissonance study26

assessed agreement with the proposal, using seven 11-point “seman-

tic differential scales” (i.e., bad-good, wise-unwise, beneficial-harmful,

unfair-fair, unfavourable-favourable, moral-immoral, inhumane-

humane), where higher scores indicate more positive evaluations of

the advocated proposal (α = .91).

2.2.3 | Anti-Fat Attitudes Test

The Anti-Fat Attitudes Test (AFAT)35 is a 47-item self-report measure

of anti-fat attitudes towards individuals living in larger bodies. Items

are rated on a 5-point Likert scale, ranging from “Strongly Disagree”
to “Strongly Agree” (α = .93). The AFAT includes three subscales:

(1) Weight Control/Blame (α = .86), (2) Social/Character Disparage-

ment subscale (α = .83), and (3) Physical/Romantic Unattractive-

ness (α = .82).

2.2.4 | Anti-Fat Attitudes Questionnaire

The Anti-Fat Attitudes Questionnaire (AFA-Q)36 is a 13-item self-

report measure of general attitudes towards individuals living in larger

bodies. Items are rated on a 10-point Likert scale ranging from

0 (“Very Strongly Disagree”) to 9 (“Very Strongly Agree”; α = .84).

The AFA-Q includes three subscales: (1) Dislike towards individuals

living in larger bodies (α = .80), (2) Fear of Fat (α = .84), and (3) Will-

power (α = .74).

2.2.5 | Fat Phobia Scale-Short Form

The Fat Phobia Scale-Short Form (FPS)37 is a self-report measure that

assesses beliefs about individuals living in larger bodies using 14 pairs

of antonymic adjectives (e.g., “attractive” versus “unattractive”) on a

5-point scale (α = .91).

2.2.6 | Attitudes Towards Obese People

The Attitudes Towards Obese People (ATOP)38 is a 20-item self-

report measure of attitudes towards individuals living in larger bodies.

Items are rated on a 6-point Likert scale ranging from �3 (“Strongly
Disagree”) to 3 (“Strongly Agree”). Higher scores indicate more posi-

tive attitudes (α = .80).

2.2.7 | Level of commitment towards prosocial
action

To assess whether changes in self-reported stigmatizing attitudes

extend to behaviour change intentions, participants were asked to

volunteer their time at a stand on campus to advocate for improved

campus accessibility and inclusivity for individuals living in larger bod-

ies. Participants were asked how many hours in the day they would

be willing to volunteer on a scale from 0 to 6 hours. This method was

used in a previous study on cognitive dissonance induction.39

2.2.8 | Demographic questionnaire

Participants completed a demographic questionnaire that asked about

their age, gender, and ethnicity. They also reported their height and

weight, which were used to calculate their body mass index

(BMI = kg/m2).

2.2.9 | Compliance rating

The content of the Written Advocacy exercises was rated as highly

compliant, semi-compliant, or non-compliant.

2.3 | Procedure

Participants were recruited from a university's undergraduate psychol-

ogy participant pool and completed the study through Qualtrics in

exchange for credit towards their course. The study was accessed

remotely on a computer with Internet access. After providing

informed consent, all participants completed the UMB-FAT32 to

assess baseline weight stigmatizing attitudes. To conceal the true pur-

pose of the study, additional items from two stigma measures on HIV

and addictions were included. Following completion of the UMB-FAT,
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all participants were informed that the purpose of the study was to

share their opinions about a policy that would benefit a particular

group of people. Further, all participants were informed that there

were several different policy topics that they would have an equal,

random chance of being assigned to using an online random genera-

tor: Individuals living in larger bodies; Individuals with HIV; Individuals

with addiction. However, all participants received the same topic

(i.e., advocating for a weight stigma reduction workshop that would

benefit individuals living in larger bodies). All participants then

received brief, standardized background information about the socie-

tal harms caused by weight stigma, emphasizing its impact on physical

and mental health, and a policy proposal by the university to hold a

mandatory workshop for all students to learn about the harmful

effects of weight stigma in our society (see Data S1, Supporting Infor-

mation). All participants were told that this workshop would take

place in the evening and a $20 tuition fee increase is recommended to

offset the cost of developing the workshop and paying the speakers

with lived experience living in larger bodies (i.e., high self-threat/

personal relevance). The amount of the tuition fee increase was

informed by prior cognitive dissonance research, which highlights that

the perceived “costliness” to participants should be balanced to

induce dissonance effectively, as costs that are too low or too high

can undermine attitude change.21,22,25 To determine the optimal level

of costliness, a pilot test of 10 undergraduate and graduate students

was conducted whereby these individuals reported that a $10 fee felt

too low and easily manageable, whereas a $20 fee was perceived as a

more thought-provoking commitment. Based on previous research

and the findings from the pilot testing, a $20 fee was selected to

ensure sufficient self-threat/personal relevance while maintaining fea-

sibility for participants.

Subsequently, participants were randomized to one of three

conditions: Written Advocacy, Written + Vocalized Advocacy, or

Control. In both the experimental groups (i.e., Written Advocacy;

Written + Vocalized Advocacy), participants were asked to write the

strongest, most convincing argument taking the position that it

would be beneficial for students to participate in this mandatory

workshop. In line with previous studies,21 participants were

informed that they were being randomized to present arguments

“for” or “against” the proposal, and they happened to be in the

“for” group (in reality, all participants were asked to advocate in

favour of the proposal). Participants were told to take this position

and argue convincingly as if the position was their own.40 To induce

High Choice, participants were reminded that their participation was

fully voluntary, and they could leave at any time without losing their

credit.22,40

Participants in both experimental conditions were informed

that they would have approximately 10 minutes to develop and

write their arguments, and they should aim for about 250 words.

Participants randomized to the Written + Vocalized Advocacy

condition were also asked to recite their written argument to the

experimenter after completing the written statement. Participants

randomized to the Control condition were informed about the

proposal for the workshop but were not asked to write the

advocacy statement intended to induce cognitive dissonance.

Rather, participants were asked to write their personal opinions

about the proposal. All participants subsequently completed coun-

terbalanced weight stigma questionnaires (i.e., order independently

randomized), including the UMB-FAT again, their level of agree-

ment with the proposal, and a demographic questionnaire. Upon

study completion, the experimenter debriefed participants about

the true purpose of the study and provided participants with a

debriefing form.

2.4 | Data analytic plan

All hypotheses and the analytic plan were pre-specified before data

collection. A series of repeated measures ANOVAs were conducted

to evaluate whether there were group differences between the exper-

imental conditions (i.e., Written Advocacy; Written + Vocalized Advo-

cacy) and Control condition from pre- to post-experiment on the

UMB-FAT total score and subscales (Hypothesis 1). A series of one-

way ANOVAs were also conducted to evaluate whether there were

group differences (i.e., less weight stigma) between the experimental

conditions (i.e., Written Advocacy; Written + Vocalized Advocacy)

and Control condition on the weight stigma measures (Hypothesis 2)

and greater commitment to a prosocial action (Hypothesis 3). For all

analyses, when there was a significant main effect of condition, post

hoc tests were conducted.

3 | RESULTS

3.1 | Descriptive characteristics and mean stigma
ratings

Participants in each of the three conditions did not significantly differ

with respect to age, Welch's F(2, 211.66) = 0.977, p = .378, BMI, F

(2, 274) = 1.31, p = .32, gender, X2 (6) = 9.64, p = .14, or ethnicity,

X2 (20) = 22.68, p = .31. Demographic information is presented in

Table 1. In general, participants in the current study did not report

holding very stigmatizing attitudes towards individuals living in larger

bodies.

3.2 | Hypothesis 1: Change in UMB-FAT scores
pre- to post-experimental manipulation

Contrary to Hypothesis 1, the interaction between condition and

time on the UMB-FAT Total score was not significant, F(2, 315)

= 0.555, p = .575, η2p ¼ :004. The interaction between condition and

time on the UMB-FAT subscales was also not significant, including

Judgment, F(2, 318)=0.380, p= .684, η2p ¼ :002, Social Distance, F

(2, 316)= .402, p= .669, η2p ¼ :003, Attraction, F(2, 319)=0.346,

p= .708, η2p ¼ :002, or Equal Rights, F(2, 316)=1.068, p= .345,

η2p ¼ :007. However, there was a significant main effect of time on the

MONTEMARANO ET AL. 5 of 12

 17588111, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cob.70024, W

iley O
nline L

ibrary on [05/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



UMB-FAT Total score indicating that scores decreased from pre-

experiment (M=2.36, SE= .044) to post-experiment (M=2.24,

SE= .05), F(1, 315)=17.11, p< .001, η2p ¼ :05. Similarly, the main

effect of time showed a statistically significant reduction in Judgment

scores from pre- (M=2.07, SE= .054) to post- (M=1.93, SE= .062)

experiment, F(1, 318)=9.06, p= .003, η2p ¼ :028. Attraction scores

decreased from pre- (M=3.47, SE= .072) to post- (M=3.36,

SE= .074) experiment, F(1, 319)=9.377, p= .002, η2p ¼ :029, and

Equal Rights scores decreased from pre- (M=2.06, SE= .062) to post-

(M=1.92, SE= .064) experiment, F(1, 316)=10.882, p= .001,

η2p ¼ :033, but not Social Distance scores, F(1, 316)= .350, p= .555,

η2p ¼001 (Table 2).

TABLE 1 Participant characteristics as a function of condition.

Variable Written Advocacy Written + Vocalized Advocacy Control Condition Total

Age (year) (N = 106) (N = 109) (N = 110) (N = 325)

22.45 (±7.71) 21.17 (±6.02) 21.40 (±6.39) 21.67 (±6.71)

Gender N (%) N (%) N (%) N (%)

Woman 74 (69.81) 86 (78.90) 92 (83.64) 252 (77.54)

Man 25 (23.58) 19 (17.43) 14 (12.73) 58 (17.85)

Non-binary 6 (5.66) 4 (3.67) 4 (3.64) 14 (4.31)

Not specified 1 (0.94) 0 (0.00) 0 (0.00) 0 (0.00)

Ethnicity N (%) N (%) N (%) N (%)

European/White 28 (26.42) 23 (21.10) 27 (24.55) 78 (24.00)

South Asian 17 (16.04) 24 (22.02) 36 (32.73) 77 (23.69)

Caribbean/African 11 (10.38) 12 (11.01) 14 (12.73) 37 (11.38)

Middle Eastern 14 (13.21) 15 (13.76) 8 (7.27) 37 (11.38)

Southeast Asian 8 (7.55) 11 (10.09) 9 (8.18) 28 (8.62)

East Asian 11 (10.38) 6 (5.50) 7 (6.36) 24 (7.38)

Mixed heritage 6 (5.66) 9 (8.26) 7 (6.36) 22 (6.77)

Latin American 3 (2.83) 6 (5.50) 1 (0.91) 10 (3.08)

First Nations 0 (0.00) 1 (0.92) 0 (0.00) 1 (0.31)

Other 4 (3.77) 1 (0.92) 0 (0.00) 5 (1.54)

Not specified 4 (3.77) 1 (0.92) 1 (0.91) 6 (1.85)

BMI (kg/m2) (N = 92) (N = 88) (N = 97) (N = 277)

23.03 (±5.40) 23.28 (±4.59) 24.11 (±5.53) 23.47 (±5.17)

Note: Results are means (standard deviations) for continuous variables and N (%) for categorical variables.

TABLE 2 Means and standard deviations of change score variables on the UMB-FAT total and subscale scores.

Pre-experimental manipulation, M (SD) Post-experimental manipulation, M (SD) Δ score, M (SD)

Written
Advocacy

Written
+ Vocalized
Advocacy Control

Written
Advocacy

Written
+ Vocalized
Advocacy Control

Written
Advocacy

Written
+ Vocalized
Advocacy Control

Total 2.50 (0.96) 2.31 (0.82) 2.35

(0.77)

2.36 (1.02) 2.19 (0.90) 2.30

(0.86)

�0.15

(0.47)

�0.12 (0.46) �0.05

(0.61)

Judgment 2.17 (1.13) 2.01 (0.95) 2.06

(0.92)

1.99 (1.25) 1.85 (1.05) 1.97

(1.13)

�0.17

(0.75)

�0.16 (0.70) �0.08

(1.02)

Social

Distance

1.98 (1.00) 1.79 (0.81) 1.93

(0.90)

1.91 (1.06) 1.77 (0.85) 1.95

(0.98)

�0.07

(0.55)

�0.02 (0.64) 0.01

(0.80)

Attraction 3.58 (1.31) 3.39 (1.27) 3.44

(1.27)

3.44 (1.38) 3.26 (1.36) 3.37

(1.27)

�0.14

(0.75)

�0.13 (0.68) �0.07

(0.58)

Equal

Rights

2.28 (1.29) 2.04 (1.22) 1.97

(0.99)

2.08 (1.27) 1.86 (1.21) 1.92

(1.12)

�0.20

(0.81)

�0.18 (0.73) �0.06

(0.75)

Note: N = 322. Three cases were excluded from these analyses on the UMB-FAT.
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3.3 | Hypothesis 2: Between-group differences on
weight stigma

See Table 3 for the means and standard deviations of the dependent

variables as a function of condition.

3.3.1 | Hypothesis 2: Significant findings

AFAT Physical/Romantic Attraction Subscale

In partial support of Hypothesis 2, condition was significantly related

to beliefs about physical and romantic attractiveness of individuals liv-

ing in larger bodies, F(2, 322) = 4.13, p = .017, η2p ¼ :025. Tukey post

hoc analysis revealed that participants in the Written+Vocalized

Advocacy condition reported significantly lower stigmatizing beliefs

regarding the attractiveness of individuals living in larger bodies com-

pared to participants in the Written Advocacy condition (0.16, 95% CI

[0.03, 0.30], p= .012). However, neither the Written Advocacy

(p= .319) nor Written+Vocalized Advocacy (p= .319) conditions sig-

nificantly differed from the Control (M=2.06, SD= .41) condition.

AFA-Q Total. In partial support of Hypothesis 2, there was a significant

effect of condition on weight stigma, F(2, 320) = 3.576, p = .029,

η2p ¼ :022. Tukey post hoc analysis revealed that the Written

+Vocalized Advocacy condition reported significantly lower stigma

relative to the Control condition (0.49, 95% CI [0.04, 0.93], p= .027).

However, there was not a significant difference between the Written

Advocacy condition and the Written+Vocalized Advocacy (p= .738)

or Control (p= .158) conditions (Figure 1).

AFA-Q Dislike. Condition was significantly related to Dislike towards

individuals living in larger bodies, Welch's F(2, 206.863) = 3.140,

p = .045. Games-Howell post hoc analysis revealed that the Written

+ Vocalized Advocacy condition reported significantly lower Dislike

relative to the Control condition (0.35, 95% CI [0.02, 0.69], p = .038).

However, there was not a significant difference between the Written

Advocacy condition and the Written + Vocalized Advocacy

(p = .395) or Control (p = .779) conditions.

AFA-Q Willpower. In partial support of Hypothesis 2, condition was

significantly related to Willpower beliefs, F(2, 320) = 3.427, p = .034,

η2p ¼ :021. Tukey post hoc analysis revealed that the Written

+Vocalized Advocacy condition reported significantly lower stigma-

tizing beliefs about the willpower of individuals living in larger bodies

relative to the Control condition (�0.72, 95% CI [0.03, 1.41],

p= .039). However, there was not a significant difference in these

TABLE 3 Mean scores on dependent variables as a function of condition.

Measures Written Advocacy, M (SD) Written + Vocalized Advocacy, M (SD) Control, M (SD)

ΔUMB-FAT Total �0.14 (0.47) �0.12 (0.46) �0.05 (0.61)

ΔJudgment �0.17 (0.75) �0.16 (0.70) �0.08 (1.02)

ΔSocial Distance �0.07 (0.55) �0.02 (0.64) 0.01 (0.80)

ΔAttraction �0.14 (0.75) �0.13 (0.67) �0.07 (0.58)

ΔEqual Rights �0.20 (0.81) �0.18 (0.73) �0.06 (0.75)

UMB-FAT Total 2.36 (1.02) 2.19 (0.89) 2.30 (0.86)

Judgment 1.99 (1.25) 1.85 (1.05) 1.97 (1.13)

Social Distance 1.91 (1.06) 1.77 (0.85) 1.95 (0.98)

Attraction 3.44 (1.38) 3.26 (1.36) 3.37 (1.27)

Equal Rights 2.08 (1.27) 1.86 (1.21) 1.92 (1.12)

ATOP 3.51 (0.87) 3.61 (0.64) 3.43 (0.81)

AFAT Total 1.79 (0.48) 1.68 (0.36) 1.77 (0.38)

AFAT Social Character Disparagement 1.51 (0.46) 1.44 (0.31) 1.51 (0.35)

AFAT Physical-Romantic Attraction 2.15 (0.45) 1.98 (0.40) 2.07 (0.41)

AFAT Weight Control/Blame 1.88 (0.81) 1.75 (0.68) 1.89 (0.68)

AFA-Q Total 2.41 (1.58) 2.27 (1.33) 2.76 (1.21)

AFA-Q Dislike 1.25 (1.53) 1.02 (0.99) 1.38 (1.12)

AFA-Q Fear of Fat 4.59 (2.62) 4.65 (2.81) 5.21 (2.49)

AFA-Q Willpower 2.92 (2.30) 2.79 (2.16) 3.52 (2.04)

FPS 2.90 (0.76) 3.03 (0.62) 2.84 (0.65)

Hours Willing to Volunteer 1.49 (0.15) 1.63 (0.15) 1.63 (0.15)

Note: Ns range between 322 and 325 due to missing data.

Abbreviations: UMB-FAT, Universal Measure of Bias-Fat Scale-Total; ATOP, Attitudes Towards Obese People; AFAT, Anti-fat Attitudes Test; AFA-Q,

Anti-fat Attitudes Questionnaire; FPS, Fat Phobia Scale.
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weight stigmatizing beliefs between the Written Advocacy condition

and the Written+Vocalized Advocacy (p= .906) or Control (p= .110)

conditions.

3.3.2 | Hypothesis 2: Non-significant findings

Contrary to Hypothesis 2, condition was not significantly related to

fat phobia, F(2, 320) = 2.04, p = .131, η2p ¼ :013, anti-fat attitudes

overall (AFAT Total), F(2, 322)=2.13, p= .12, η2p ¼ :013, social/

character disparagement, F(2, 322)=1.08, p= .34, η2p ¼ :007, weight

controllability beliefs, F(2, 322)=1.08, p= .341, η2p ¼ :007, Fear of Fat

(AFA-Q), F(2, 319)=1.801, p= .167, η2p ¼ :011, positive attitudes

towards individuals living in larger bodies (ATOP), Welch's F

(2, 208.241)=1.584, p= .208, or attitudes towards implementing the

weight stigma reduction workshop, F(2, 318)=2.332,

p= .099, η2p ¼ :014.

3.4 | Hypothesis 3: Level of commitment towards
prosocial action

Contrary to Hypothesis 3, condition did not significantly influence

willingness to volunteer time to the cause, F(2, 322) = .304,

p = .738, η2p ¼ :002:

3.5 | Exploratory analyses

To explore whether pre-manipulation weight stigma influenced the

intervention's effectiveness, we conducted additional analyses includ-

ing Time 1 UMB-FAT scores as a covariate. The pattern of findings

remained unchanged, suggesting that baseline weight stigma levels

did not significantly impact the intervention's outcomes. This indicates

the intervention effects were consistent across participants, regard-

less of initial stigma levels.

4 | DISCUSSION

The purpose of the present study was to investigate the effectiveness

of a weight-stigmatization reduction strategy intended to induce cog-

nitive dissonance among a sample of undergraduate students. Experi-

mental condition was not significantly related to change in weight

stigmatizing beliefs from pre- to post-experimental manipulation, but

there was a reduction in weight stigmatizing beliefs from pre- to post-

experiment across all conditions. Although the reduction in stigma

was statistically significant, these findings should be interpreted with

caution due to relatively small effect sizes. These findings also suggest

that the experimental manipulation (counter-attitudinal advocacy) was

not as effective in reducing weight stigmatization. There are several

potential reasons why weight stigmatizing beliefs may have reduced

from pre- to post-experiment across the entire sample. First, there

may have been an increased awareness of weight stigma given that all

participants read the same description of the adverse impact of

weight stigma on individuals living in larger bodies, and the proposal

for the university to implement a workshop to increase awareness of

weight stigma. This description included educational elements which

may have challenged participants' pre-existing beliefs about weight,

contributing to a less stigmatizing perspective. In addition, most par-

ticipants in the present sample reported low weight stigmatizing

beliefs at the beginning of the study, and they decreased further fol-

lowing the writing tasks (including those in the control condition)

because they agreed with the value or importance of the aims of the

proposed workshop. A recent study using cognitive dissonance to

reduce weight stigma reported that after statistically adjusting for

social desirability and experiences with weight discrimination, there

was not a significant condition by time interaction on explicit weight

F IGURE 1 Mean scores on the Anti-
Fat Attitudes Questionnaire total score as
a function of condition. Participants in
both experimental conditions held
significantly lower stigmatizing beliefs
relative to participants in the Control
condition on the Anti-Fat Attitudes
Questionnaire. Error bars represent the
standard error of the mean.
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stigmatizing attitudes from baseline to post-experimental manipula-

tion.41 Similar to the current study, both groups reported a decline in

weight stigma from baseline to post-experimental manipulation.

There was partial support for Hypothesis 2, such that compared

to the control condition, participants in both experimental conditions

reported significantly less anti-fat attitudes and weight stigmatizing

beliefs about the willpower of individuals living in larger bodies. Also,

those in the Written + Vocalized Advocacy condition reported less

dislike towards individuals living in larger bodies in comparison to

those in the control condition. However, the three conditions did not

significantly differ on most of the stigma measures following the

experiment. Individuals did not significantly differ with respect to their

attitudes towards the proposal or their commitment to the cause. The

lack of significant findings on the Equal Rights subscale was surprising

given that participants were asked to write a statement advocating

for equal rights and accessibility. It was also surprising that partici-

pants mostly agreed with the proposal for the weight stigma reduc-

tion workshop, despite not evaluating the proposal positively. This

finding differed from a previous study that found these two measures

correlated when assessing attitudes towards and level of agreement

with an anti-prejudice proposal that was advocated for.26 This dis-

crepancy might be explained by the differences in the measures used

to assess this construct, in that agreement with the proposal was mea-

sured using a single item, whereas evaluation of the proposal was

measured by summing ratings on seven positive–negative traits

(e.g., beneficial versus harmful).

Collectively, these findings suggest that advocating for the weight

stigma reduction workshop was not very effective in reducing

weight stigmatizing attitudes or increasing behavioural willingness to

support anti weight-stigma efforts, and that vocalizing the advocacy

statement to another person did not further enhance cognitive disso-

nance. Considering the low levels of explicit weight stigma reported

by the present sample at baseline, the experimental manipulation may

not have been effective due to a potential floor effect.

4.1 | Explanations for low baseline weight stigma
scores

Inducing cognitive dissonance via counter-attitudinal advocacy

requires that participants hold weight stigmatizing attitudes and

beliefs at baseline, and that was not the case in the current sample.

One possible explanation is that undergraduate students may be less

weight stigmatizing than they were in the past.32 Some recent data

supports this possibility41; however, evidence is mixed, as other stud-

ies have found that undergraduate students can be weight

stigmatizing,42 challenging this notion of a universal decrease. Another

consideration is that undergraduate students want to appear non-

stigmatizing, suggested by evidence that students report low explicit,

but high implicit weight stigma.43 Another possibility is that an under-

graduate student's program of study impacts the degree of weight

stigma reported. Undergraduate psychology students might exhibit

lower explicit weight stigma due to the nature of their coursework

emphasizing open-mindedness.44 In contrast, students in health-

related majors may express more pronounced weight biases.45 These

findings are concerning given that pre-health professionals may con-

tinue to hold weight stigmatizing attitudes in their practice, given the

abundance of evidence that weight stigma is prevalent among health

professionals,10,46–48 and holding such attitudes negatively impacts

the treatment of individuals living in larger bodies.49 Given that under-

graduate samples vary in their level of weight stigma, it would be

informative for future studies to assess variables that might help

account for the level of stigma within the sample, including social

desirability, internalization of the thin/athletic body ideal, body shame,

and self-compassion.

4.2 | Future directions

Although not statistically significant, there was a general trend that

individuals who both wrote and vocalized their advocacy statements

reported the most positive attitudes compared to those who only

wrote their advocacy statements and those in the control condition

who were simply asked to write their thoughts on the proposal. It

would thus be useful to replicate this study with a pre-screened sam-

ple that holds more stigmatizing beliefs and attitudes at baseline

because true induction of cognitive dissonance using this method

requires individuals to advocate counter to their held attitudes.20

Additionally, assessing both explicit and implicit weight stigmatizing

attitudes in future studies could be useful to consider socially desir-

able reporting; however, implicit weight stigma may persist despite

reductions in explicit weight stigma.41

Exploring individual differences in preference for consistency

(PFC) could further elucidate the efficacy of counter-attitudinal advo-

cacy. PFC as a personality trait encompasses a desire to maintain con-

sistency with internal experiences (i.e., beliefs, attitudes), to appear

consistent to others, and to prefer that others are consistent. In cogni-

tive consistency paradigms, attitude change is stronger for those with

greater PFC.22,50 Understanding how PFC moderates the effects of

counter-attitudinal advocacy can refine intervention strategies.

Alternative cognitive dissonance induction approaches, like

hypocrisy induction, warrant consideration. In this approach, partici-

pants advocate for a cause or behaviour they support (e.g., smoking is

bad; drinking and driving is harmful) but are then asked to recall

instances when they engaged in these behaviours. One study39 dem-

onstrated its efficacy for reducing alcohol consumption, whereby

teens reported high agreement (pro-attitudinal) that excessive alcohol

consumption is dangerous for one's health. Since participants were

less stigmatizing in the present study, an alternative approach could

be to ask students to advocate in line with their explicit low stigmatiz-

ing beliefs, but then recall specific times when they have been weight

stigmatizing (e.g., holding negative stereotypes about a person living

in a larger body they view on television or see at the gym).

Additionally, assessing compliance with the task instructions

(i.e., participants' advocacy statements favoured the policy) is crucial.

A previous counter-attitudinal study25 found that partial compliance
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with the essay instructions did not lead to significant attitude change,

whereas full compliance led to more positive attitudes. In the present

study, compliance could not be adequately analysed due to the small

number of low compliers in the present study and the highly unequal

number of participants between the three compliance groups (high

n = 269; semi- n = 21; low n = 35). The high degree of compliance

across all conditions lends support that the present sample was low in

weight stigma to begin with, and thus the task was not actually

counter-attitudinal for many individuals. Future studies should exam-

ine whether the level of compliance with the counter-attitudinal argu-

ment writing task instructions impacts the degree of weight stigma.

4.3 | Study strengths and limitations

To our knowledge, the present study was the first to utilise counter-

attitudinal advocacy to induce cognitive dissonance among under-

graduate students for weight stigma reduction. The sample was large,

compliance with the advocacy task was high, validated measures of

weight stigma were used, and there was minimal missing data.

There are notable study limitations. First, participants reported

fairly low explicit weight stigma, thus the proposal they were asked to

advocate for may not have been counter-attitudinal. Future studies

should screen and include participants reporting elevated weight

stigma to assess the efficacy of counter-attitudinal advocacy. Second,

the study included only self-report measures of explicit weight bias,

and several of those measures include language that is highly weight

stigmatizing, which can impact participant attitudes and behaviours

towards individuals living in larger bodies.51

Despite these limitations, the present study was novel in that it

examined a new way to induce cognitive dissonance without deceiv-

ing participants by providing bogus feedback regarding their value

system and their level of weight stigma.

5 | CONCLUSIONS

There was limited support that cognitive dissonance was induced

using a counter-attitudinal advocacy exercise. Participants held rela-

tively low weight stigmatizing attitudes at baseline, with a slight

reduction in weight stigma across all conditions, suggesting that sim-

ply learning about weight stigma and accessibility barriers, as well as

reflecting on weight stigma in a written statement, might hold some

value in increasing awareness and reducing weight stigma. Future

studies should pre-screen participants to ensure that the sample is rel-

atively weight stigmatizing to adequately test the counter-attitudinal

advocacy exercise.

If future research indicates that having people advocate against

their pre-existing beliefs can lead to attitude change, the

counter-attitudinal advocacy exercise could be included within equity,

diversity, and inclusion workshops, classroom experiential learning

assignments, and institutional and employment settings, given that

several workplaces provide inclusion and anti-discrimination training

to employees. Other strategies like letter-writing campaigns and

online petition platforms could also be tested for feasibility in various

settings where weight stigma and discrimination awareness and

reduction efforts are needed. This exemplifies the potential ease of

integration of this task-based activity feasibly into real-world settings.
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