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When Too Much is Not Enough:  Is Psychotherapy a safe place to explore Anti-Fat Bias, Fat Shame and Fat Acceptance
A Critical Literature Review

Anti-Fat bias and Fat Shame
Anti-fat bias and Fat shame are caught in an unhealthy relationship, feeding into one another.  This Critical Literature Review speaks to the absence of research in academic psychotherapy focused on fat shame and the prevalence and harms of anti-fat bias and fat shame potentially circulating within the therapeutic space.  Shame has seen a surge in academic attention over the past 25 years, the literature now vast, ranging across disciplines, shame development theories in psychology coming from functionalist, social-adaptive and attachment perspectives (Etherson, 2023). Empirical work focusing on shame in psychotherapy, has grown rapidly since 2016 (Di Sarno et al, 2024).  The harms of anti-fat bias and fat shame are increasingly recognised in healthcare research, implicit anti-fat bias known to influence the quality of care for patients, even in encounters with practitioners who consider themselves unbiased (Meadows et al, 2017). A scoping review of sizeism (Muzacz et al. 2024) in US peer reviewed counselling journals, reveal that between 2000 and 2020 counselling researchers did not publish sizeism related scholarship, in official journals from the American Counsellors Association.  Of 71 publications retained for review, 16 articles discussed implications of sizeism related to mental health or therapeutic practice, but none specifically addressed counsellors, with only 1 published in a counselling journal (Muzacz et al, 2024). Feminist scholarship has long called for greater attention to be paid to anti-fat bias in psychotherapy, sporadic voices, noting its prevalence and implications since the 1980’s (Kinavey and Cool, 2019). A small flurry of articles published in a special edition of Women & Therapy (2019), calls for greater attention to be paid to anti-fat bas and fat shame within psychotherapy as a discipline (Kosardo, 2019).  Since 2020, there has been some momentum in UK based psychology research, in relation to the use of Compassion focused therapy to address body weight shame in therapy, yet this work also aligns itself with normative biomedical perceptions of fat as a problem (Carter et al 2021) (Carter et al, 2023), (Carter et al. 2023) whilst acknowledging the prevalence of anti-fat bias in society but ignoring potential harms in the therapy room. Fat activist and  therapist Fahs (2022) highlights, the body is central in psychotherapy as a site of feelings and traumas, yet psychotherapists are rarely trained to think and talk about the body or meaningfully discuss the complex material qualities of embodiment relating to bodily diversity or fatness, a point raised by Hanson (2009) noting the lack of documentation of the role of fat bodies and their visible otherness within the therapeutic space. Hanson called for Fat to be recognised as a marginalized social identity, similar to race, gender, sexuality and disability.  10 years later the authors of the Women & Therapy (2019) issue Making space for everybody in psychotherapy (2019) call again for this, offering recommendations of how psychotherapy might be made safe for exploring fat shame.  In 2025 this critical literature review amplifies their concerns.

The absence of attention to the harms of anti-fat bias and fat shame within psychotherapeutic literature is concerning, as psychology and psychotherapists, typically align with the normative medical model and perceptions of fat as problem effectively treated by behaviour change (Bergen& Mollen, 2019) or fat perceived as an indicator of mental instability (Kosardo, 2019) or caused by emotional eating, or addiction (Moller, 2014), with DSM 5 framing fatness as a psychopathology (Brown-Bowers, Ward & Cormier, 2017) and previous authors of DSM 4, proposing obesity should be included in the manual as a mental illness (Caplan, 2012).  Psychologists (Watkins & Gerber 2016) and psychology students are documented as having as a high level of implicit and explicit weight bias as students in other healthcare disciplines (Watkins, 2016) (Cameron, 2017).  Given the lack of research within the discipline focused on fat shame, this review relies heavily on research from inter-disciplinary Fat Scholarship and healthcare research to illustrate the pervasive nature of anti-fat bias, fat shame, fat oppression and resultant harms experienced by fat individuals, alongside a handful of articles written by therapists. This review also discusses concepts of Shame Sensitivity and Shame Competence, recent history of shame research, approaches and assessments of the experience of shame, asking if Humanistic Psychotherapy is a safe space for Fat Shame.

Shame Sensitivity and Shame Competence
The Shame and Medicine Project (2015) and The Shame Space (2022) are collaborative, British, ongoing, interdisciplinary research projects, exploring and examining shame within medical culture and clinical encounters, to advance shame awareness, shame resilience and shame sensitive practice within healthcare. Shame Sensitivity and Shame Competence (Dolezal & Gibson, 2022) are blossoming concepts, recognising the need for practitioners to be “shame competent” ie, able to understand how shame operates, how it is evoked, the behaviours it evokes and how it can be hidden, alongside shifting, differential boundaries of shame experienced by individuals living with different pressures, standards, contexts and histories.  Shame Competence requires an openness towards critical reflection on past and future practice and an understanding of the way shame circulates between individuals, with unique shame experiences of practitioners known to impact ways of thinking, actions, attitudes and behaviours towards others (Dolezal & Gibson, 2022). Shame sensitivity and shame competence appear rooted in psychotherapeutic reflexive practice and understandings of transference and countertransference, possibly taken for granted, an assumed part of psychotherapy training and practice, yet given the pervasive nature of cultural anti-fat bias, Fat-Shame Sensitivity and Competence in psychotherapy cannot be assumed, recognising that psychotherapists are as susceptible to prejudice and diet culture as other individuals (Kinavey & Cool, 2019) and the scarcity of research. The entangled relationship between psychology and psychotherapy and lack of research within the discipline leads to important questions – How might the lack of research filter into practice? Are psychotherapists aware of the circulation of anti-fat bias and fat shame within therapeutic space?  How are anti-fat bias and fat shame experienced by clients and therapists and what does transference and countertransference of fat shame look like in therapy?  Does Humanistic Psychotherapy lead to Fat Affirmation, Fat Acceptance and the discovery and acceptance of an authentic self in accordance with self-actualisation and the paradoxical theory of change or does it perpetuate cultural norms, reinforcing cultural constructions of an idealised thin self “trying to get out”  intimated by Calogero (2019). 

Shame
It could be argued that shame is the bread and butter of Psychology and Psychotherapy, associated with multiple mental health conditions - body dysmorphia, eating disorders, depression, OCD, anxiety, personality pathologies, (Disarno et al. 2024) and PTSD, manifesting as anger. aggression, violence, narcissism, excessive pride, apathy, addiction, perfectionism, insecurity, self-hatred, excessive deference, loneliness, disconnection, alienation, hopelessness, helplessness and ultimately ideations of suicide (Dolezal, 2022) (Ferriera et al, 2022).  Culturally it is used as an umbrella term to describe a range of experiences from feeling slighted, disrespected, demeaned, treated with contempt, to mocked, rejected, humiliated,  inadequate, unworthy, or small – all these terms these sharing one thing – a felt sense of being judged negatively by others (Dolezal & Gibson, 2022) provoking feelings of despair, inferiority, powerlessness, ineffectiveness, being flawed and unlovable, with feeling ashamed triggering feelings of shame for being ashamed (Dolezal & Lyons, 2017) (NG, 2021).  Shame may be the issue bringing a client to therapy, yet clients are often reluctant to talk about shame, for fear of  shame and their therapists negative evaluation, therapists, potentially avoiding exploring shame  due to their own counter transference (Meulman, 2019).

Shame has been written about extensively, with multiple models developed to measure it, including Body Image as Shame Scale (Duarte et al. 2019), Other as Shamer Scale measuring external shame (Matos et al, 2015), Compass of Shame (Schalkwijk, 2016) theorising defensive shame avoidance patterns of withdrawal, avoidance, attack-other or attack-self, the Multi-Dimensional Shame Related Response Inventory, measuring affective and behavioural responses to shame (Garcia et al, 2017), External and Internal Shame Scale (Ferreira et al, 2022) and the SHAME assessment measure, distinguishing between Adaptive or Maladaptive shame (Scheel, 2020).  Coming from Sociology and aligning with Humanistic principles, Shame Resilience Theory (SRT) developed by Brown (2006) highlights the painful nature of shame, understanding it as a powerful biopsychosocial process.  This allows shame to be understood holistically, considering its entanglement of difficult to separate, social, physiological and psychological factors.  Shame has predominantly been discussed in relation to its negative affect, triggering withdrawal or avoidance, yet it is also argued, shame has positive pro-social functions, motivating social approach and connection (de Hooge et al, 2018). Recently Shame Containment Theory (Etherson, 2023) taking an attachment approach, describes shame as being vital to self-protection with Gilbert (2016) seemingly aligned with these ideas, arguing that shame has an important evolutionary function, connected to the development of important social relationships, social competencies and caring.  Human survival is dependent on others and the capacity to connect, humans having a lifelong need to feel safe and born with a social engagement system, stimulating social communication, co-regulation and the development of social bonds, social connectedness, key to feeling safe (Porges, 2022).  Although prior to Shame Containment Theory, Corrigan (2018) taking a Comprehensive Resource Model Approach supports Gilbert, describing shame as separation distress, an abandonment response and relational trauma, stemming from the neurobiology of attachment, contributing to acceptance of ones rank within social hierarchy.  Shame plays a key role in the development of self-identity and the formation of social and moral behaviours (Ferriera et al, 2022), crucial to growing and maintaining mutually beneficial relationships, suggesting we are biologically predisposed to be particularly sensitive to verbal and non-verbal communications signalling social approval or disapproval, our very survival depending upon it (Gilbert, 2016). We learn early in life to value ourselves through the eyes of others via the early process of socialization, with shame providing the opportunity to protect and repair our social standing or connections, either through hiding or correcting social transgressions committed by ourselves or directed towards us (Elliot & Greenburg, 2021). 
When a child is rejected for spontaneous gestures transgressing socially accepted boundaries, they lose their feeling of safety and “I’m ok” (Joyce & Sills, 2018), as physiological responses, triggered by the potential threat of social exclusion  (Gilbert, 2016), create the physical experience of shame, that Corrigan (2018) describes intolerable pain of shame, felt somatically in the upper abdomen and chest or cumulatively, longer term, in the muscles around the shoulder joints.  This socialization process continues throughout life, through our interactions with significant others, as shame events are recorded in emotional memories, functioning as primary threats and affecting our body memory, our felt sense of self, cognitive and emotional processing and the activation of defensive fight/flight/freeze strategies in triggering moments (Matos et al, 2014).  With social criticism known to be amongst the most powerful stress stimulators (Gilbert, 2016), shame has been found to work through similar physiological pathways as physical pain (McDonald & Leary, 2005).  With each shaming event, of either external shame experience - where the individual focuses on how they are perceived by others or internal shame experience, in which the individual judges themselves (Wetherall, 2019), “collages of shame memories” form (NG, 2020). If primary caregivers are shame prone they pass on their shame based behaviours via their negative responses. to their child, which become internalised, forming deeper, wider collages of shame, changing from healthy adaptive shame, important for the maintenance of social relationships, to a maladaptive, hidden core shame belief,  “I am bad” (Brown, 2006).
 
Shame is central to human experience, connected to social control and powers that determine normative social and cultural boundaries, linked to social worth (Dolezal & Gibson, 2022), research showing that shame experiences can be separated into Acute or Chronic experiences.  Because the intense pain of shame can be excruciating, the body involuntarily organises itself away from the pain, blocking the processing of it as well as social repair (Corrigan, 2018), resulting in unresolved Chronic shame, which can be marked by its absence or invisibility, ie experienced in the “negative space” created by anticipation of and avoidance of the potential shame experience, rather than its presence (Dolezal, 2022).  Etherson’s (2023) Shame Containment Theory describes this as Contained Shame.  Where acute shame is occurs unexpectedly, taking individuals by surprise in discrete moments of exposure, chronic shame is characterised by emotional attunement to, anticipation of and avoidance of painful, shaming encounters, which are frequently linked to power differentials, politicized identities, stigma and oppression. When multiple experiences have been infused with the shame, reinforcing the expectation of future shame possibilities, it stands to reason ‘affective attunement’ to shame comes to dominate future potentialities (Dolezal & Gibson, 2022).  

Chronic shame is not as well researched as acute shame, its hidden nature rooted in shame of shame, not as easily expressed (NG, 2020).  Acute shame is visible in non-verbal physiological clues like blushing, physical shrinking, lowered gaze, looking away, holding of breath, appearing uncomfortable or in a frozen quietness, dissociation (Joyce & Sills, 2018), sweating, blanching, hesitating, cowering, covering the face (Dolezal & Gibson, 2022), speech halted, stuttering and the chest pulling in as the fight/flight/freeze system is activated. These non-verbal cues help appease or reduce anger in others.  Chronic hidden shame is less apparent in its absence, obscured by secondary emotions.  Three clues can reveal hidden shame – how a person responds to compliments, criticism or making a mistake and whether or not their fight/flight/freeze/fawn response is activated (Rubin, 2021).

Psychotherapists work frequently with clients experiencing chronic core shame beliefs, yet the painful and invisible nature of this complex emotion make it difficult to recognise by clients and therapists, its hidden nature detrimental to relationships with self and other (Etherson, 2023).  With shame connected to caring relationships, social status, belonging and inclusion, the quality of care elicited from caregivers, is partially linked to our ability to hide our defects to create a good impression, meaning the entanglement of shame within medical or psychotherapeutic encounters make them fraught with shame filling potential as clients present aspects of their body, mind or behaviours deemed socially unattractive or shameful to the gaze of a high status caregiving expert.  Practitioners, equally vulnerable to shame, typically operate within a high pressured, system, in which political notions of individual health responsibility, stigmatized conditions (eg. obesity) and biases relating to who might deserve care, or the likeability of those being helped, shape the encounter, as well as personal concerns regarding competence, skill and professional reputation. Both parties are striving to create a positive impression (Gilbert, 2017) and potentially avoiding their own chronic shame.
 
Pervasiveness and Harms of Weight Stigma and Fat Shame
Shame is determined by one’s social and cultural norms (Brown, 2006) (Gilbert, 2016) (Ng, 2020) (Ferrier, 2022), with chronic weight stigma and fat shame part of everyday life for large bodied people, shaping institutional, government, healthcare policies and practices, as well as healthcare seeking behaviours of clients (Lee & Pause, 2016).  Individuals of all sizes are vulnerable to weight shame although those with BMI’s over 30 are more prone (Carter et al, 2023). The “propaganda of weight control” is promoted by all institutions, weight management perceived as  being within our control, the duty of a good citizen (Calogero et al, 2018), a slim body evidence of wellness (Brown-Bowers, Ward & Cormier. 2017). In neoliberal society, failure to manage weight is understood as a personal or moral failing, a poor lifestyle choice, the individual seen as a burden upon  healthcare systems (Dolezal & Spratt, 2023).   Fat bodies are problematized, deemed public property, subject to increased scrutiny, discussion, judgement and unsolicited advice, taught their offensive fatness is the problem, bodies too big, rather than the world too small, and fatness undesirable, unhealthy, rooted in laziness, lack of self-control or self-care, stemming from compulsion or addictive eating (Maharaj, 2023).  Weight Stigma is particularly harmful for women (Web et al 2016) and non-white people (Warbrick et al, 2019), although research suggests men are increasingly experiencing weight related body dissatisfaction (Carter, Gilbert & Kirby, 2018).  Weight stigma is experienced in employment and healthcare settings, shame weaponized in medical encounters, obesity policies and public health campaigns (Khost, Jamie & Mohr, 2024). Anti-fat attitudes have been documented in children, adolescents and adults, reproduced through the family, the media, social media, in interactions with friends, colleagues, teachers and intimate relationships (Lee and Pause, 2016), with teasing, bullying, physical aggression and cyber bullying common (Bergen & Mollen, 2019), fat phobia driving friendships, behaviours, parenting practices and life choices (Fahs. 2019). Holding negative views of fat has been associated with devaluing those with larger bodies and a distancing of oneself from those embodying fatness, via participation in denigrating, reciprocal “fat-talk” with peers (Web et al, 2016) (Englin & Salk, 2016).  Internalised fat shame, fear of fat and disdain for fat bodies has been documented in qualitative phenomenological research (Fahs and Swank, 2017). With participants asked to hypothetically imagine the significant weight gain of a future self, expressing strong emotional distress and visceral fear at the prospect – sharing anticipated feelings of personal failure, loss of confidence, self-disgust, inward directed anger, a sense of a “good” thin self, versus a “bad” fat self, feelings of unworthiness or devastation, a desire to hide, to not be seen or never leave the house, the assumption people become fat due to personal deficiencies, fear of loss of attractiveness, self-hatred or depression, loss of enjoyment in relationships or life activities and the imagining of an eating disorder to remedy fatness, or fantasies of choosing death or suicide over significant weight gain.  Fahs & Swanks’ (2017) research offered participants, the safety to openly share their true feelings about fat, through imagining a future possible self, rather than asking participants how they felt about other fat bodies, enabling them to reveal deep, visceral desire to avoid the chronic shame of fatness, reinforcing Dolezal & Gibson’s (2022) assertion that although chronic shame may be experienced as mild, moderate or severe, marked by possibility, absence and chronic fear, an individual may or may not be aware of, of being objectified, judged, labelled or rejected.
Although anti-fatness is framed as a health priority, weight loss for health is a 20th century (Pause, 2019) construct, celebrating European, white body-shape ideals (Warbrick et al, 2019) with Christianity long associating fatness with gluttony, sloth or a lack of restraint, and fasting linked to purity of body or spirit in multiple world religions,, even Buddhism viewing fatness as a karmic representation of a moral failing, during the 12th Century (Hanson, 2009).  The publication of  20th Century height and weight charts, precipitated biomedical assessments of normality, morality and health, based on physical measurements (Pause, 2019), with weight loss for health, perpetuated by a growing “pedagogy of disgust”, using stigmatisation to shape sociocultural norms (Lupton, 2015).  Disgust is a noxious stimulus, telling us we are in the presence of something bad for us, that needs rejecting, applying to substances or people (Elliot & Greenberg, 2021, p.33), leaving individuals devalued or dehumanised, positioned as disgusting, vulnerable to increased risk of intense self-hatred and shame as they internalise their violation of social norms.  

Health disparities experienced by fat individuals are widely documented, people with larger bodies less likely to seek health care due to fat shame (Bergen & Mollen, 2019), to receive bias free healthcare (Lee & Pause, 2016), more likely to experience shorter, poorer interactions with healthcare professionals, subjected to weight-based stereotyping, treated discourteously and to internalise weight based stigma (Williams & Annadale, 2019), Fat phobia is experienced in leisure and fitness settings (Khost, Jamie & Mohr, 2024). Systematic shaming of fat individuals, women in particular, insidiously disparages and disempowers them in every area of their life, fat hatred, justified by healthism disseminated by healthcare systems (Fahs, 2019).  Shame researcher, Brown (2006), uses grounded theory to explain the competing rigid sociocultural expectations women experience in relation to “who they are supposed to be”, as a collection of normative ideals imposed and reinforced by others, describing shame vulnerability as a “web of shame” in which appearance and body image intersects with multiple other expectations. Fahs (2019) describes the detrimental effect this has on women’s mental health, increasing their vulnerability to stress, depression, low self-esteem, poor body image, binge eating, yo-yo dieting and disordered eating (Williams and Annadale, 2019), whilst many psychiatric drugs prescribed to individuals experiencing mental health conditions, cause weight gain, exacerbating “failure” and internalised fat shame, with psychiatrists and psychologists seemingly reluctant to  recognise this (Caplan, 2012). Large cohort studies reveal, weight stigmatisation is associated with 60% higher mortality risk as biochemical stress responses, neuroendocrine modulators, immune system activation and inflammatory responses, create destructive feedback loops, perceived weight stigmatisation doubling the 10 year risk of high allostatic load (Calogero et al, 2018).
Women & Therapy – “Making Space for Every Body: Ending Sizeism in Psychotherapy and Training” (McHugh & Chrisler, 2019)
Any relationship in which power differentials are experienced is potentially shame inducing (Dolezal, 2015) (NG, 2020), the sharing of vulnerabilities, and intimate details of pasts, lives and families by individuals in psychotherapy exacerbating this (Gilbert, 2016).  When shame is not acknowledged within the therapeutic space, it impacts the quality of the relationship, disrupting positive outcomes, leaving clients struggling with shame after therapy is over (Drini, Kent & Frith, 2023). To be truly Fat Shame Competent,  Psychotherapists need to be able counteract systemic causes of fat shame, through being attentive to its’ circulation, acknowledging the significance to individuals.  30 years after their first call to notice fat oppression in psychotherapy, the journal, Women & Therapy (2019), called again, for increased attention  focusing on fat shame in therapy.  The articles within the journal, although not included in Muzacz’s (2020) scoping review, reflects their findings, highlighting the dearth of academic literature relating to anti-fat bias and fat shame in counselling, whilst calling for psychology to stop locating fat shame in the bodies of clients, instead recognising it is located  in society, and asking psychotherapists to consider how to avoid enacting it within their practice (McHugh & Chrisler, 2019).  Authors of this volume, regularly publish work in Fat Studies, an interdisciplinary journal rather than therapy journals.  It must be asked is this due to preference or lack of opportunity?  Although the term therapist is used in most articles, 3 apply specifically to counsellors, however this may simply reflect US mental healthcare in which psychologists and social workers fall under the umbrella category of therapist, alongside counsellors. 

Harrup (2019), a clinical psychologist who researches the intersection of weight stigma and Eating Disorders, offers a personal case study discussing the overvaluation of weight in society alongside her therapist’s missed opportunities to share critical perspectives of anti-fat bias, becoming an instrument of weight oppression rather than healing, by modelling disordered behaviours, invalidating Harup’s experiences, illness and emotions, fat shaming her for not “looking” like a person with an eating disorder.  Harup asserts, therapists need to become more educated on fat activism and weight stigma to open up conversations about body shame. Contrasting with Harup (2019), Akoury et al (2019) offer a phenomenological qualitative study focused on the micro-aggressions fat women experience in therapy, their results more positive, suggesting psychotherapists may address weight stigma and fat shame better than other clinicians, although participants also reported being more likely to avoid sessions due to weight shame, or being evasive, feeling reluctant to talk about weight and feeling self-conscious of the space they take up or of furniture being too small or uncomfortable, with one participant in group therapy perceiving her therapist as showing more concern for thin clients.  Akoury et al, argue further research is needed to understand how clients feel about working with body size in therapy.  Less positively, Meulman (2019), a doctoral clinical psychology student shares her experience of feeling fat shamed by her clinical supervisor when her supervisor, fat shamed her client during supervision – disregarding the clients need for more comfortable furniture and  suggesting, Meulman rather than examining and challenging cultural constructions of weight, health and self-worth with her client or exploring the realities of feeling trapped in an unhealthy relationship, should instead offer her client realistic expectations, relating to her ability to find a meaningful relationship whilst not living up to idealised beauty standards.  Meulman avoided discussing her client in supervision, sticking to her own strategy, with her client ultimately freeing herself from shame and an unhappy relationship.
“The work of therapy is not to help clients to adjust to oppression”, state Kinavey & Cool (2019), psychotherapists  who offer weight inclusive therapy, writing anecdotally about the high numbers of clients they work with who have experienced inadvertent harms as a result of prior psychotherapists internalised weight shame.  They highlight the importance of using a trauma informed approach when working with clients who have experienced body oppression.  Throughout the journal, Fat activists offer suggestions for working with internalised Weight stigma and Fat shame, from exploring beliefs about food, health and disordered eating or diet culture, using size inclusive language, avoiding pathologizing medical language, encouraging clients to inform therapists if they find the language they use shaming, to acknowledging that mental health issues may be an appropriate response to fat shaming and ensuring office furniture or waiting room reading materials are weight inclusive (Kinavery & Cool, 2019).  Taking a Harvard implicit attitudes test relating to body size, reading and signposting clients to non-scholarly texts about lived experience of fatness or empowering activist work from the Fatosphere, or promoting the Health At Every Size project and helping clients presenting with weight loss goals to unpack why they want to lose weight, what they hope to gain and  develop coping skills to deal with weight stigma are other suggestions (Pause, 2019).  Scott (2019) signposts clients to the Body Positive Model rooted in Buddhist Psychology, encouraging clients to turn inwards with love, compassion and kindness to become aware of how sizeism impacts us all, learning to practice intuitive self-care, enjoying inhabiting our unique bodies  guided by a deep connection to pleasure and knowing what is good for us and stepping away from shame related to appetites whilst cultivating self-love.  The Body Positive model turns fears into allies, focusing on building a body positive community, honouring human need for connection, and to speak and accept shame.  Other authors suggest ways in which ant-fat bias and weight shame might be taught in training programmes, helping therapists to develop fat affirmative practice (Rothblum & Gartrell, 2019) (Bergfen & Mollen, 2019) (Brocu, 2019). 
Reflecting the literature found in Fat studies, this journal shares the lived experiences of Fat activists working within psychotherapy, echoed later by Muzacz (2020) in calling for more qualitative research focusing on subjective experiences of fat individuals in psychotherapeutic literature.  
Conclusion
This critical literature review focuses predominantly on the absence of fat shame research in counselling and psychotherapy, sharing recent history and developments in shame research as well as the growth of interest in pervasive anti-fat bias in health and its harms, amplifying the calls of fat activists for pscychotherapy as a discipline to show interest in Fat Shame Sensitivity and Fat Shame Competence in counselling.  Much of the research in this review is drawn from Fat Studies – an emergent, inter-disciplinary scholarship, growing alongside the online Fat Activism movement which calls for Fat to be understood as a marginalised, oppressed, diverse social identity, akin to Race, Gender, Sexuality and Disability (Kasardo, 2018).   Without this recognition or further research it is unclear whether or not Humanistic Psychotherapy can be considered a safe space for speaking about and exploring Fat Shame.
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