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TRAINING CONTENT 

3.2.  Internalised weight bias & health motivation 
 

When encountering weight stigma, an individual will either react adaptively or 
maladaptively depending on the characteristic of the motivation they receive to adopt 
health-promoting behaviours. Their reaction may either be a way of conforming to 
behaviour they believe is expected of them without truly internalising that attitude 
(controlled motivation), or it may be a genuine reaction based on internalised beliefs 
(autonomous motivation). Compared to controlled motivation, which only results in 
an external behaviour change, the latter results in a permanent change of behaviour, 
and should be the focus when treating people who experience internalised weight bias 
(Tauber et al., 2018). 

 
These concepts are based on Self Determination Theory (SDT; Deci & Ryan, 2013) and 
are used to explain the effects that different types of motivation have on behaviour 
and internal attitudes. The distinction between autonomous motivation and controlled 
motivation is outlined below: 

 

Autonomous and controlled motivation 

Autonomous motivation involves carrying out behaviour that you intrinsically believe 
to be good, and this comes from within the self rather than the outside world. This 
behaviour is considered to be self-determined. Since the behaviour is a result of 
personal choice, individuals are more likely to stick to this behaviour and feel a sense 
of autonomy. This helps the individual to feel like an autonomous agent, without 
outside control. This means that no external incentives are needed for the individual 
to persist with the behaviour, as it originated internally. Individuals who are 
autonomously motivated are more likely to effectively self-regulate their behaviour.  
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In contrast, controlled motivation concerns the engagement in behaviours to please 
external actors, or gain rewards. As opposed to feelings of autonomy, individuals with 
controlled motivation feel a sense of obligation and pressure to carry out a particular 
behaviour. This means that the removal of external objects of motivation will result in 
a cessation of behaviour. Thus, individuals are controlled by outside influence and are 
less likely to engage in self-regulating behaviour (Hagger et al., 2014). 

How can the type of motivation affect people who have internalised weight bias? 

It is suggested that individuals living in large bodies who encounter weight stigma will 
either experience autonomous or controlled motivation. For example, Tauber et al. 
(2018) write that when individuals living in large bodies are faced with moral aspects 
of being seen as ‘overweight’ (such as statements that it’s immoral to eat too much), 
they are more likely to display controlled motivation and temporarily change their 
eating/exercise behaviours, without committing to long-term health changes. In 
contrast, when these individuals are presented with statements about competence in 
relation to weight (such as statements that it’s a good skill to exercise), they are more 
likely to adopt autonomous motivation and create long-lasting lifestyle changes to 
support their overall health. Autonomous motivation in relation to weight stigma is, 
therefore, more powerful because it involves the individual internalising attitudes 
rather than temporarily changing behaviour to please others, as is the case with 
controlled motivation.  

To illustrate the connection between the type of motivation and resulting health, a 
study by Pelletier & Dion (2007) found that autonomous motivation was the main 
causal factor in the participant’s healthier relationship with food. Furthermore, their 
study found a negative correlation between controlled motivation and healthy 
relationship with food, suggesting that this type of motivation is counter-productive 
when tackling dysfunctional relationships with food. This supports the conclusion that 
the type of motivation plays a role in changing behaviour, and focusing on 
autonomous motivation will ensure that people who face weight stigma are able to 
truly internalise attitudes and behaviours promoting physical and mental health. It 
further suggests that controlled motivation is not only less effective, but it actually 
encourages dysfunctional behaviours and should therefore be carefully recognised and 
tackled in patients who experience internalised weight bias (Hayward et al., 2018).  

 

Self-Determination Theory 

In order to better understand the connection between autonomous/controlled 
motivation and resulting behaviour, it is important to consider their roots in Self-
determination Theory (SDT) developed by Deci and Ryan in 1985 (cited in Deci & Ryan, 
2013). 
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The theory mainly concerns how the meaning given to internal and external stimuli 
influences whether a behaviour or attitude will be internalised or not. To clarify, if 
meaning is given to internal stimuli, such as one's own desire to adopt health-
promoting behaviours in their life, then this would result in a genuine behaviour and 
attitude change (autonomous motivation). Whereas giving meaning to external 
stimuli, such as the opinions of other people that one must lead a ‘healthy lifestyle’ 
would only result in a superficial behaviour change (controlled motivation). The theory, 
therefore, focuses on the basis of motivation and its impact on behaviour. 

Self-Determination Theory states that autonomous motivation requires a combination 
of intrinsic motivation, and identified regulation type of extrinsic motivation 
(Vallerand, 2000).  Identified regulation of extrinsic motivation means recognising the 
external object of motivation and valuing the associated behaviour. For instance, a 
person with overweight recognises if a health professional is providing an external 
stimulus for promoting health - such as engaging in joyful movement. This extrinsic 
motivation is not the main motivating factor, unlike intrinsic motivation. However, 
autonomous motivation requires the individual to also value this external behaviour. 
Therefore, when the individual is intrinsically motivated and identifies the source of 
extrinsic motivation, then autonomous motivation is achieved according to SDT.  

The gradual shift from extrinsic to intrinsic motivation is outlined in the table below: 
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This table presents the steps that lead to intrinsic motivation, suggesting that an 
individual becomes interested and satisfied when reaching the final stage of intrinsic 
motivation and regulation. It is important to recognise that it is a gradual process, and 
individuals may lie on different parts of the scale. So, health practitioners could work 
with patients to identify their current type of motivation and guide them towards 
becoming intrinsically motivated to engage in health-promoting behaviours.  

Understanding where the different types of motivation come from also helps to 
understand their connection to adaptive and maladaptive behaviour. If an individual 
who has internalised weight bias, adopts autonomous intrinsic motivation, then they 
are more likely to have an adaptive attitude concerning the adoption of health-
promoting behaviours, because the motivation originated within themselves. This also 
explains why controlled motivation leads to maladaptive responses, as the individual 
only changes their behaviour to please those external to themselves. They, therefore, 
do not truly adopt the attitude and this can become maladaptive once the external 
stimuli is removed, as seen in the extrinsic motivation side of the table.  

 

Key messages for health practitioners 

Practitioners should aim to instill autonomous motivation in individuals who 
experience internalised weight bias in order to help them find intrinsic motivation 
within themselves. This can facilitate the adoption of meaningful and sustainable 
behaviours that take care of their health in a sustainable way. This would ensure an 
adaptive response from the patients as they would be internally motivated, and it 
would help them to foster a more positive attitude towards health & overall well-being. 
This would, in turn, facilitate better mental health as the patients would not be 
changing their behaviour for the approval of others but instead for their own well-
being.  

At the same time, practitioners should avoid instilling controlled motivation in their 
patients, like the application of “tough love” that we examined in sub-module 2.2.2. 
Even though such approaches may result in temporary changes that seem to have a 
positive effect, it would overall be more harmful to the patient. This type of motivation 
would not create long-lasting change and it would instead serve to damage their 
mental wellbeing, and in turn, create further barriers to engage in health-promoting 
behaviours in the long-term.  
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