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L E T T E R TO TH E ED I TO R

Concerns regarding “Association between intelligence quotient
and obesity in England” and unjustifiable harm to people in
bigger bodies

Dear Dr. Birrell

November 26, 2020

Dr. Fraser Birrell

Editor-in-Chief, Lifestyle Medicine

We write to express our concern about a paper you recently pub-

lished in your newly established journal. The paper examines the asso-

ciation of a non-modifiable measure, IQ, and its relationship to adult

bodymass index (BMI).We are academics, health professionals, health

psychologists and lay experts inweight stigma and discrimination, pub-

lic health, patient advocacy and risk communication. We believe the

contents of this paper are likely to cause unjustifiable harm to people

in bigger bodies, some of whom may not be in a position to raise their

concerns with the authors or yourselves. We further assert that there

arenumerousethical andmethodological issues that shouldbebrought

to your attention, which limit the applicability of the results.

This paper goes against the stated aims and the scope of your jour-

nal. First, your journal states that you “advocate the principles of sound

science publishing” and that “if the science is reliable and sound, you

will publish.” Yet this paper suffers a number of methodological flaws

and, in particular, breaches two ethical principles, namely, beneficence

and justice that significantly detract from the soundness of the science.

Aswe demonstrate below, on this occasion your journal has not upheld

good scientific principles. Second, you state that your journal “exam-

ines clinical and scientific aspects of lifestyle medicine and its incorpo-

ration into clinical practice.” This suggests that you are interested in

research that identifies potentially modifiable risk factors that might

be addressed in clinical practice in a way that is beneficial to people. IQ

is neither a "lifestyle" choice nor a modifiable variable (as noted by the

authors themselves). IQ is a highly heritable trait,1 which can be influ-

enced by environmental factors,2 most of which are unmodifiable from

an individual perspective. We outline our remaining concerns below,

along with the scientific evidence that supports them.

1 HIGH RISK OF HARM

The paper is openly available for anyone to read online, including prac-

titioners, researchers, decision-makers, the general public, and media

outlets. Indeed, such articles are often misinterpreted in the media,
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adding to inaccurate portrayals, and the stigmatisation and discrimi-

nation of people with bigger bodies.3 Themedia frequently incorrectly

attributes personal responsibility4 to peoplewith bigger bodies andwe

believe that this article feeds intoanunhelpful narrative that associates

weight and measures of intelligence5 and policy decisions like barring

children’s admission to top schools because of their parents’ weight.6

Publishing this study fuels negative stereotypes that people in big-

ger bodies lack intelligence—a dehumanizing stereotype that serves

to deeply entrench discriminatory practices. There is a growing body

of evidence supporting the fact that weight-based discrimination and

prejudice are highly damaging7 and that weight-based discrimina-

tion carries both physiological and psychological health risks.8 Weight

stigma has been associated with numerous adverse psychological con-

sequences including depression, anxiety, low self-esteem, and self-

isolation.9 Weight stigma, rather than living in a bigger body, can lead

to unhealthy diets and sedentary activity9 andmay also lead to chronic

social stress, which has been demonstrated to lead to immunosup-

pression and increased risk of cardiovascular disease.10,11 It has also

been associated with inequalities in access to education, healthcare

settings, employment, and society.4,9 Given that weight stigma can

drive poor health, it must be eradicated12 and therefore the perpet-

uation of weight stigma in this paper and its conclusions are unac-

ceptable. Indeed, weight stigma is such a substantial concern that

an international committee has issued a joint statement calling for

its eradication.9 In addition, the World Health Organisation (WHO)

has recognized the profound consequences of weight stigma and has

responded by detailing how the European Region can address weight

bias and obesity stigma.13 The overwhelming evidence of the damage

caused by weight discrimination and stigma and the concerns of the

international community appear to have been ignored by the authors

of this paper, and as a result the truemagnitude of the risk to the target

population have not been considered.

We note the data for this study came from the Adult Psychiatric

Morbidity Survey (APMS), which was undertaken by the University

of Leicester, UK on behalf of the National Centre (NatCen) for Social

Research in 2007. The survey was commissioned by NHS Digital with

funding from the Department for Health and Social Care. The authors

state that ethics committee approvalwas obtained from theRoyal Free
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Hospital andMedical School Research Ethics Committee.We presume

this is for the original 2007 survey but this is not stated. In the inter-

ests of transparency, the date and reference number of the original

ethics committee approval should be provided in the paper. We have

contacted NatCen to ascertain if further permissions to use the data

for secondary analysis are needed. Their response indicated that per-

missions are not needed for the 2007 dataset, but they rely on institu-

tional reviews of research proposals using their data. Given the serious

concerns about the paper, it would be useful to determine what, if any,

scrutiny by the authors’ institutions took place prior to this research

taking place.

2 METHODS

In addition to the ethical concerns outlined above, there are also sev-

eral methodological issues that we wish to draw to your attention.

These issues highlight the critical necessity to carefully consider and

address existing stereotypical and scientific assumptions that may

negatively impact research directions, methods, and conclusions. Our

methodological concerns are divided into threemain categories, which

we review below: (1) BMI and IQ measurement, (2) the model and the

conclusionsdrawn from it, and (3) Patient andPublic Involvement (PPI).

2.1 BMI and IQ measurement

The authors justify their research question by stating that they are

exploring the controversy around BMI and IQ without providing a bal-

anced argument exploring any potential benefits or harmsof the stated

hypothesis or acknowledging known limitations of the metrics used. It

is well established that BMI is a poor indicator of health14 and the fact

that theauthors fail to highlight this is a fundamental flaw in their study.

The consequences of this underreporting and the variable conditions

in which they occur were minimally addressed by the authors, and not

addressed in the context of interpretation and analysis.

The paper also fails to acknowledge widespread concerns around

IQ testing and its negative impact on people and communities, opt-

ing only to acknowledge that familiarity with English may have biased

results. The National Adult Reading Test (NART) was originally devel-

oped to estimate premorbid intelligence in people with dementia, for

neuropsychological testing and research, because it is not possible to

assess premorbid IQ directly in these conditions. In a cohort study, in

which NART scores of 80-year olds were correlated with IQ tested at

age 11, there was only a modest correlation of 0.6.15 Therefore, the

variance in NART scores due to other factors is high, and indeed some

of these are likely to be the same structural issues affecting BMI, such

asmaterial and social deprivation.

2.2 The model and conclusions drawn

Theanalysis crudely explores theassociationbetween IQandBMImet-

rics, constructing a model with 15 predictors without explicitly con-

sidering how the predictors might be related and how they influence

any association between IQ and BMI. Furthermore, while the authors

have adjusted for individual level variables, there is no consideration

of the overwhelming evidence supporting the environmental, social,

and structural causes of higher BMI.16,17 There is no evidence of a

direct causal relationship between IQ and weight among those with

intellectual disabilities. Adults with severe and profound learning dis-

abilities have been found to have greater instances of ‘normal’ BMI

and underweight, whilst thosewithmild-moderate learning disabilities

weremore likely to have overweight and obesity than those in the gen-

eral population.18 Amongst thosewithmilder learning disabilities. who

may not be known to services (the so called "hidden majority"), fac-

tors associated with having low socioeconomic status have been asso-

ciated with poorer health (including obesity), including material and

social deprivation, living inenvironments inwhich theydidnot feel safe,

and low income.19 To propose that a direct, linear relationship between

IQ and BMI exists without any further analysis and understanding of

the underlying factors, which may link the two is thus incomplete and

misleading.

In an attempt to resolve this controversy, Jacob et al. try to con-

trol for a large number of potentially related predictors by including

them into one large multivariate logistic regression. This approach is

controversial and, without a well-informed and often explicit analy-

sis of the relationships between predictor variables, can lead to sub-

stantively inaccurate regressions that either obscure or falsely create

associations between the predictor variable of interest (IQ) and the

outcome variable (BMI).20–22 With such a large number of predictor

variables in their model and with a research topic so rife with poten-

tial harm, we believe that the authors should have explicitly used a

well-motivated directed acyclic graph (DAG) to warrant the inclusion

of every one of the 15 predictor variables included, paying particular

attention to stereotypical assumptions anddiagnostic biases.23–25 Sim-

ply knowing that a predictor variablemight be related both to IQand to

BMI is not enough to warrant its inclusion into a model for an observa-

tional study because including it may actually generate a confound. For

example, it is perhaps reasonable to consider that educational attain-

ment is causally impacted both by IQ and by BMI (discrimination at

the hands of teachers, parents, and peers impacts ability to progress

through educational programs). In this case, where educational attain-

ment is causally impacted by IQ andBMI, it is a collider—and condition-

ing on it may create a false association between IQ and BMI, known as

the Berkson’s paradox.

2.3 Public and Patient Involvement

The authors conducted secondary data analysis from an exist-

ing dataset of a survey conducted in the UK in 2006–2007. The

current research questions do not appear to have been gener-

ated with regard to PPI.26 PPI is critically important in health

research to ensure that research questions are currently rele-

vant to those whose lives may be affected. This research does

not address any of the more recently published priority issues
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for people with higher BMIs (e.g., https://mrc.ukri.org/research/

initiatives/obesity-research/, https://assets.publishing.service.gov.uk/

government/uploads/system/uploads/attachment_data/file/733038/

Obesity_workshop_series_to_support_prioritisation_of_research.pdf;

https://mrc.ukri.org/research/initiatives/obesity-research/). PPI seeks

to democratise research and aims to ensure that researchers are

accountable to the public who often directly and indirectly fund

research activity. Our collective view, which includes PPI members,

is that the topic of this paper would not have been identified as a

research priority by people in bigger bodies or members of the public

more generally. People with higher BMIs have reported a strong need

for research to explore how best to support rather than create further

harms reinforcing blame, stigmatisation, and discrimination.

3 SOCIETAL AND CLINICAL IMPLICATIONS

The paper sets out to explore the risk factors for obesity and states its

ultimate purpose is to determine effective prevention strategies. The

findings suggest that peoplewith lower IQs could be regularly assessed

forobesity,which, as suggestedabove,wouldbeahighlydiscriminatory

practice and—combined with the fact that most people’s weights and

BMIs are already frequently screened throughout their lives—a highly

ineffective and circuitous practice. There are no suggestions as to how

thismight be explored in future research and/or implemented into clin-

ical services, although good practice guidelines are available.27 The

authors state that “dietitians, physiotherapists, and general practition-

ers” can undertake preventative screening work with people with low

IQswith no acknowledgement of the complexity of this proposed activ-

ity. It is well established that healthcare professionals find it challeng-

ing to raise weight management with people,28 yet their views about

the relevance of this research question and the implications for their

practice have not been ascertained. The authors also suggest that “IQ

may be regularly assessed in specific situations such as the follow up of

children with development difficulties or the follow up of adults with

psychiatry disorders” without considering the impact of this statement

on people in these distinct groups.

Given our numerous, evidence-based concerns, we do not believe

the paper meets the journal’s criteria for publication. We seek its

retraction or, failing that, the publication of this letter alongside it to

address the balance.

Yours faithfully

Dr. Sarah A. Redsell, Honorary Associate Professor, University of

Nottingham, UK

Dr. Kiran K. Bains, Long Term Conditions Lead in IAPT, Honorary

Research Fellow, City, University of London, UK

Sarah Le Brocq, Director of Obesity UK

Romola S. Bucks, FAPS, Professor in Psychology,University ofWest-

ern Australia, Australia

Lucie Byrne-Davis, Professor of Health Psychology, University of

Manchester, UK

Lesley Gray FFPH, Senior Lecturer, University of Otago, New

Zealand

Sarah Hotham, Senior Research Fellow, Centre for Health Services

Studies, University of Kent, UK

Marita Hennessy, PhD, Postdoctoral Researcher, College of

Medicine andHealth, University College Cork, Cork, Ireland

Theodore K. Kyle, RPh,MBA, Founder ConscienHealth, USA

Dr. AmyMcPherson, Senior Scientist, Bloorview Research Institute,

Toronto, Canada

Fiona Quigley, PhD Candidate, Ulster University, Belfast, Northern

Ireland

MichelleVicari,NationalBoardChair,ObesityActionCoalition,USA

Sarah Renea Zinn, PhDCandidate, University of Chicago, USA
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