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Puppies! 



Healthcare professional              Fat person/patient 



#1 

 
 The primary vector for the oppression of 

higher-weight people in a culture saturated in 
healthism* is the accusation that we are, by 
definition, diseased.   
 
* Healthism is the moral freighting of health status such that bodies/persons 
without health struggles or impairments are good and people with health 
struggles/impairments are bad. 



 
 The primary vector for the oppression of 

higher-weight people in a culture saturated in 
healthism is the accusation that we are, by 
definition, diseased.   
 

I am defined as a sick person in the eyes of 
others – especially health care providers – 
solely on the basis of my BMI. 



 We are toxic 

http://mumbrella.com.au/heart-foundation-launches-anti-obesity-offensive-in-weekend-west-100506 



And contagious to our friends 

http://www.rd.com/slideshows/8-
things-that-are-making-you-fat 



#2 

 
 The primary barrier to the health of any person  

is to not address the actual causes of disease 
and distress. 



 
 The primary barrier to the health of any person  is to not 

address the actual causes of disease and distress. 

 
I am at higher risk of disease/distress because my healthcare is saturated in 
weight bias, and because social inequities like poverty, racism, sexism, 
ageism, violence, disabling environments, homophobia and transphobia, and 
so on, remain unacknowledged and unaddressed. 

 

Because my healthcare providers focus on pursuing weight loss, I am not 
offered the same treatments that they would give a thin person with my 
conditions.  Because of weight bias, my healthcare providers are more likely to 
dislike me as a patient or not believe my description of my health practices. 

 



Higher BMI is correlated with these social determinants of health.  It is a 

risk factor, not a cause. Correlation is not causation. 

http://www.businessweek.com/magazine/correlation-or-causation-12012011-gfx.html 



 
 The primary barrier to the health of any person is failing 

to address the actual causes of disease and distress. 

  

When weight loss is seen as the answer (rather than 
addressing the actual causes of ill health), my medical 
care is held hostage to a weight loss demand, I am not 
allowed access to medical care. My doctors are hamstrung 
by guidelines organized around BMI. Doctors concerned 
about their performance rating do not want me in their 
practices. 

 

 

 



Follow the money 

Obesity is a Disease! 
Big Pharma 
Weight Cycling Industry 
Bariatric Surgeons, Obstetricians 
AMA, APA, AND 
 

But then we would have 
to pay for it! 
Health Insurers 
Medicare 
Republicans 



 
 Fat people are being described as “persons with 

obesity” by groups that represent the weight cycling 

industry, Big Pharma, and bariatric surgeons. 



A kinder, gentler bias? 



 

 In the name of “reducing weight bias,” higher-weight people are 
being described as “persons with obesity” by groups that represent 

the weight cycling industry, Big Pharma, and bariatric surgeons. 

 

But when my body is deemed diseased, and  
I am exposed to multiple messages daily that   
 

my body is wrong       I am to be eliminated 
I am a burden             I make others fat too  
I should be able to be a thin person 
 

it makes me sick. 



#3 

 
 Is it possible to support the health of fat people 

as you plan to eliminate them from the 
population in a generation? 





BBC News 5-9-2011 



© Association for Size Diversity and Health 



Healthcare professional              Fat person/patient 



#4 

 
 Defining diversity as disease creates markets.   

 The growing of said markets depends on perpetuating 
characterizations of differences as diseases.  

 Creating chronic disease identities creates lifelong 
customers, especially if you can provide “treatments” 

that fail to “work” but because the customers blame 

themselves, they keep coming back for more 
“treatments.”   



Creating Epidemics By Changing Definitions 

Slide by Paul Ernsberger (ASDAH, 2007) 



And then those categories were further widened: 

PRE-

Diabetes 
 
Blood sugar ≥ 100 
 

 

(original definition of  

diabetes ≥ 140,  

current definition  

of diabetes≥ 126 ) 

 

CHANGED IN  2003 

 

QUADRUPLES  
the  population deemed a 

market for intervention: 

 

 

8.3→40% US adults 

 

PRE-

Hypertension 
 
≥ 120/80 
 

 

(original definition of  

hypertension ≥ 160/100, 

current definition of 

hypertension ≥ 140/90 ) 

 

CHANGED IN 2003 
 

DOUBLES  
the population deemed a  

market for intervention: 

 

 

30→60% US adults 

Childhood 

Overweight 
 
BMI at or above  

85th percentile* 
 
(original definition of 85th 

percentile was “at risk of 

overweight” and “overweight“ 

was 95th percentile*) 

 
CHANGED IN 2007 

 

TRIPLES  
the range of weights deemed a 

market for intervention and 

DOUBLES the population deemed a 

market for intervention: 

16→33% US children 

 
 

Childhood 

Obesity 
 
BMI at or above  

95th percentile*  
 
(Did not exist  

as a term before) 

 
 

 

CHANGED IN 2007 

 

CREATES 
a new disease category for  

children to be able to say, 

“1 in 3 children are  

overweight or obese.” 
 

0→16% US children 

 
*percentiles defined  

  using 1975 data 

16→33% US children 



It makes me sick  

that my profession is jockeying with the RDs to become the 

“experts in weight loss” in the primary care setting 



It makes me sick  

that my profession is perpetuating iatrogenic ‘treatments”  

and weight stigma for monetary gain 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.apa.org/monitor/2012/04/letters.aspx 



The Pursuit of 
Weight Loss 

Health at  
Every Size 

Promoter, Profiteer, or Peacemaker: 
What Role Will We Play  

in the  

War on Obesity? 



#5 
Weight bias is rampant among healthcare providers and 

policy makers, especially in the field of obesity 

 Barry CL, Brescoll VL, Brownell KD, Schlesinger M. Obesity metaphors: How beliefs about the causes of obesity 
affect support for public policy. Milbank Quarterly. 2009 Mar;87(1):7-47. 

 O'Brien KS, Puhl RM, Latner JD, Mir AS, Hunter JA. Reducing anti-fat prejudice in preservice health students: A 
randomized trial. Obesity. 2010 Nov;18(11):2138-2144 

 Puhl RM, Heuer CA. The stigma of obesity: A review and update. Obesity. 2009 Jan;17(5):941-964. 

 Puhl RM, Heuer CA. Obesity stigma: Important considerations for public health. American Journal of Public 
Health. 2010 Jun;100(6):1019-1028. 

 Puhl RM, Latner JD, King KM, Luedicke J. Weight bias among professionals treating eating disorders: Attitudes 
about treatment and perceived patient outcomes. International Journal of Eating Disorders. 2013 Sep:1-11. 

 Puhl RM, Luedicke J, Grilo CM. Obesity Bias in Training: Attitudes, Beliefs, and Observations Among Advanced 
Trainees in Professional Health Disciplines. Obesity. 2013 Dec:1-8. 

 Puhl RM, Luedicke J, Peterson JL. Public Reactions to Obesity-Related Health Campaigns. American Journal of 
Preventive Medicine. 2013 July;46(1):36-48. 

 Puhl RM, Peterson JL, Luedicke J. Fighting obesity or obese persons? Public perceptions of obesity-related 
health messages. International Journal of Obesity. 2012 Sep:1-9. 

 Puhl RM, Wharton CM, Heuer CA. Weight bias among dietetics students: Implications for treatment practices. 
Journal of the American Dietetic Association. 2009 Mar;109(3):438-444. 

 Sabin JA, Marini M, Nosek BA. Implicit and explicit anti-fat bias among a large sample of medical doctors by BMI, 
race/ethnicity and gender. PLoS One 2012;7:e48448. 
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http://www.yaleruddcenter.org/resources/upload/docs/what/bias/BiasAmongMentalHealthProfessionals_EAT_9.13.pdf
http://www.yaleruddcenter.org/resources/upload/docs/what/bias/BiasAmongMentalHealthProfessionals_EAT_9.13.pdf
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http://www.yaleruddcenter.org/resources/upload/docs/what/bias/WeightBiasDieteticsStudents.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Photo by Ewa-Maj Rasmusson Säter, Association of Obese People, used with permission.  

Last slide of a surgeon’s Stockholm Obesity Days presentation.     

 

 



  

 
 

 "It is difficult to get a man to understand  
something when his salary depends upon 
his not understanding it."  - Upton Sinclair 



 
 Do we really think the policies and guidelines 

that are developed in this context will be free 
from weight stigma? 

 What is keeping us from looking at our own 
weight stigma and its reproduction in our “War 

on Obesity”? 



Mirror avoidance 



Weight-warrior memes 

 Fat is toxic 

 Clear cause of ill health and unacceptable costs to the 
public 

 Two-thirds of the population is overweight or obese 

 “Sensible” weight loss habits are desirable 
(vs.“extreme” or “unhealthy” weight loss behaviors)  

 It’s time to tell the truth 

 Important to prevent fat children 

 Shame/fear/stigma works:  smoking, seat belt use 

 



Evidence-based memes 

 Fat is toxic 

 Clear cause of ill health and unacceptable costs to the 
public 

 Two-thirds of the population is overweight or obese (by 
BMI definitions) 

 “Sensible” weight loss habits are desirable 
(vs.“extreme” or “unhealthy” weight loss behaviors)  

 It’s time to tell the truth 

 Important to prevent fat children 

 Shame/fear/stigma works:  smoking, seat belt use 

 



Stigmatizing public health campaigns focus on: 

 

 “Informing” people that they are fat (policing stigmatized identity) 

 Assigning negative status to fatness (“fat = disease”) 

 Complaining that the majority of people are too fat (privileging the 
thin minority) 

 Implying that fat people must not have healthy practices (no “credit” 
for practices = learned helplessness) 

 Implying that doing healthy behaviors will make fat people into thin 
people (no “results”= learned helplessness) 

 Implying that maintaining weight change is possible, not dangerous, 
and worth the effort (prescribing for fat people what we diagnose as 
eating disordered in thin people) 

 Implying that personal practices are the determinant of health status 
(ignoring the social determinants of health) 

 
 



The campaigns we generate from our weight bias  

in turn amplify the weight bias of providers 



List of representative campaigns 

Puhl RM, Luedicke J, Peterson JL. Public Reactions to Obesity-Related Health Campaigns. 
American Journal of Preventive Medicine. 2013 July;46(1):36-48. 

http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf
http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf
http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf


Puhl RM, Luedicke J, Peterson JL. Public Reactions to Obesity-Related Health Campaigns. 
American Journal of Preventive Medicine. 2013 July;46(1):36-48. 

[more empowering] 

http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf
http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf
http://www.yaleruddcenter.org/resources/upload/docs/what/bias/PublicPerceptionsObesityCampaigns_AJPM_6.13.pdf


Stigmatizing campaigns legitimate the bigotry of everyday people as well 



 

An o-bigotry epidemic? 
 



Experiencing stigma is bad for health 



MDs are being recruited as marketers for the weight cycling industry 



$60bil weight cycling industry 

or, more accurately, 

WeightCyclers 



Conventional thinking about the pursuit of weight loss 



What you learn as an eating disorders clinician 



People who try to lose weight 
l 

i 

2-5 years outcomes 

Regain 88-95% Maintain 5-12% 
 

l l m m 

m 

No further          Disordered eating          No further        Disordered eating     AN, BN 
disordered          or BED, BN,             disordered  eating                                   EDNOS 
eating, but           EDNOS                          eating                                              BED?   
probably fatter                                                                                         

?%             ?%                               ?%       2-5%? ? 
The only good outcome   

http://www.dianapeterfreund.com/books/unicorns/research/ 



 Ratio of  

 Good outcomes: Attempts to lose weight 

Good outcomes 
 
Range of possibly 
good outcomes 
 
Poor outcomes 



MDs are accepting the role of weight cycling marketers, body 

size police, “educators” of low-income parents 



Fat people and parents “in denial” 

 Justifying the “shock” campaigns 

 Justifying the drastic interventions (if fat people die, well 
being fat kills you anyway) 

 Justifying the prescription of interventions that don’t 

change weight (we have to do SOMETHING!) 

 Justifying experimenting on children (won’t someone 

please think of the children!) or taking them away from 
their families 

 

Many of these communities and families are 
already vulnerable to racism, discrimination, and 
lack of access to legal protections 







Problems with using BMI data as the basis for children’s public health policy 

http://www.cdc.gov/healthyweight/assessing/bmi/childrens_bmi/about_childrens_bmi.html#My%20two%20children 

 Kids that grow faster than the 1970s are going 
to be deemed higher BMI. 
 

 The category of “overweight” was the 95th 
percentile before 2007 and was tripled to 
include the 85th percentile and above after 
2007. 
 

 The cutoffs for diabetes were lowered so that 
a FBG of 126 is now the cutoff for diagnosis. 
 

 The CDC states that Type 2 diabetes is so 
rare in children that they do not have data. 
The majority of new cases in non-adults are in 
people who have reached their adult stature 
in their late teens and even then the rate is 
about 18 in 10,000 in the US. 
 

 Because we were not screening for Type 2 
diabetes in youth before and because the 
cutoffs are lower now, it is not knowable 
whether there are more cases now. 





Note this and many other campaigns are being aimed at communities of color, who public 
health authorities fret are “in denial” and “too comfortable with a range of body sizes.” 







Whose voices are heard? Whose are not heard? 
 
Whose bodies are seen? Whose are not seen? 
 
Whose bodies are here today? Whose are not? 
 
 
How do these facts influence our perceptions? 



 
“The point is that neglecting study of the health impact of 

racism means that explanations for and interventions to 
alter population distributions of health, disease, and well-
being will be incomplete and potentially misleading, if not 
outright harmful” (Professor Nancy Krieger, 2003, p.197) 

 



 

It is not enough to notice that there are more people at 
higher weights in certain demographic groups. 

 

It is not enough to frame that as a “health disparity.” 

 

We keep failing to understand that our point of view is not 
neutral because it has been formed without the 
participation of the people in question – because of the 
very power and privilege differences that create barriers 
to health. 



Weight Bias Beliefs 

We believe humans doing the same practices will all be 
basically the same body size. 



100 Babies Thought Experiment 

But if we imagine 100 babies from around the world who are 
somehow fed and exercised the same throughout their lives, does 
anyone believe that they would all end up the same weight?  The 
same height? 
 
 
Does it violate the laws of thermodynamics that the babies end up 
different sizes? 



But maybe we are more like breeds of dogs, our bodies evolving over 

thousands of years to use fuel for a range of purposes 



BODY  DIVERSITY  IS  USEFUL  FOR  ACCOMPLISHING  DIFFERENT  THINGS 



And it is as if poodles are the dominant group 



And it is as if  

what is normal for poodles is declared normal for all dogs 



Note that in our metaphor, poodles do not have to be the most numerous 

or most representative dog to be the dominant breed 

TRENDING 

Exclusive! First look 
BABY PIX! ADORBZ! 

P! SHOW 

RED CARPET LOOKS 



Note that when it comes to dogs in real life, because we understand that dog breeds 

are diverse, the poodle weight norm is not the norm for greyhounds or mastiffs 



A poodle could be below or above “normal” weight and that 

might be the result of some kind of problem 



But if all you have is weight data and you only imagine poodles, you will 

make errors in diagnosis. 

“Underweight” BMI: healthy 

greyhound or starving poodle? 

“Overweight” BMI: healthy 

mastiff or poodle kept caged too 
much of the day? 





Use of BMI as a proxy for health is a failure to account for 

diverse bodies and lived experiences, and: 

 Misdiagnoses nearly 2 in 5 people, with associated misery and cost 

 Exposes people without health problems to treatments that are not harmless and 
may be iatrogenic 

 Exposes people with health problems to treatments that are not harmless and may 
be iatrogenic 

 Poisons the healing relationship between health care providers and patients 

 Reinforces the existing weight stigma of health care providers, family members, 
workplace authorities, and intimate partners 

 Adds to the internalized oppression of people across the weight spectrum but 
especially higher-weight people 

 Adds to the burden of recovery for people with eating disorders 

 Makes it harder for people to find intrinsic and sustainable motivations for the 
practices that support their well-being 

 Diverts resources from challenging and addressing structural inequalities and social 
justice issues in public health 

 



#6 Problems with the relationship with one’s body 

 If you are told your body is wrong and you are rejected or stigmatized, you 
will blame your body 
 Less likely to want to care for it 

 Less likely to listen to its cues 

 Loss of body as regulator 
 

 If you are taught that you need to diet and lose weight, you will are being 
trained that your mind is a better regulator for eating choices  
 Cognitive “discipline” is a very limited resource 

 “Good” and “bad” foods make forbidden foods more compelling, not less 

 Restriction and weight cycling train brains/bodies to prefer highly palatable food 
 

 The feast and famine pattern of dieters reinforces people’s sense that their 

appetites are not to be trusted and they must be as bad as the stereotype 
says. 

 

 



#7 Problems with the relationship with one’s health 

care provider 

 If you are taught that your body is not OK and you need to diet and lose 
weight, you will avoid going to the doctor   
 People across the weight spectrum delay going to the doctor after being told (or out of 

fear they will be told) they are “overweight” or “obese”  

 Patients are not given a way to permanently change their weight but are still expected 
to do so 

 Doctors don’t believe patients’ descriptions of what they are doing if they 

don’t match the stereotypes of how their bodies should look 
 Dangerous to discard information and substitute stereotypes  

 Prescribe the wrong intervention or fail to detect a problem they would test for in a 
thinner person 

 Patients don’t believe doctors.   
 How do we know their advice is free from weight bias? 

 We don’t feel our doctors want the best for us. We feel they would rather be right that 

our bodes are somehow wrong. 

 

 

 

 



Show me the data 

 

 In order to argue that more fat causes health problems and that losing weight 

will reduce risk of health problems, you would need to compare higher-weight 

people who do not lose weight and higher-weight people who do lose weight, 

and show that the weight-suppressed people have better outcomes and 

longevity. 

 

 

 

 



Show me the data 

 

 In fact, because there are so few people who maintain weight loss, the 

entirety of “obesity research” compares higher-weight people and people who 

have always been average weight.  It is therefore silent on the two most 

pivotal arguments of the traditional weight-normative model.   

 

 

 

 

 

 

 That this essential flaw in the science is never discussed or even noticed is 

evidence of the ideological bias of our culture. 

 

 



Note that if we ask, which dogs live the longest? We might find that poodles do; 

but does that mean that a starved mastiff will live as long as a poodle?  Or longer 

than a mastiff that is not starved? 



In a world where even poodles wish  

they were greyhounds, the mastiffs are very vulnerable 

29.5 kg (65 lbs),  
45kg (100 lbs) underweight 

29.5 kg (65 lbs),  
normal weight 



Artist Julie Kozerski documented how the “after” of 

before/after weight loss does not turn you into a greyhound 

juliakozerski.com/half 



Metabolic demands of a WEIGHT SUPPRESSED 

person are 4-500 calories less each day 

   Intake that would maintain a person at a given weight is  
   “overeating” for a weight-suppressed person at that weight. 

Never been at a higher weight 
= right amount of food 

Lost weight to become x weight 
= “too much” food  



Weight Bias Beliefs 

We believe suppressing a higher-weight person’s 

weight will be a different process from that of a 
thin person.  Why? 



Weight loss maintainer or eating disorder patient? 

 I avoid anything with sugar or white flour. 

 I carry a scale when I travel. 

 [M]y body would put on weight almost instantaneously if I ever let up. 

 I weigh myself every morning and record the result in a weight diary. 

 I drink 5 20-oz bottles of water a day. 

 I devote my life to not gaining weight.  

 I exercise from 100 to 120 minutes a day, six or seven days a week. 

 I write down everything I eat. At night I transfer all the information to an 
electronic record.  

 I weigh everything in the kitchen.  

 I can never stop being “hypervigilant” about what I eat. 

 My goal is to do 90 to 120 minutes a day of exercise. I learned from six 
months of marathon training that [it] takes an impossible toll on my family 
life. 
 http://www.nytimes.com/2012/01/01/magazine/tara-parker-pope-fat-trap.html    http://www.huffingtonpost.com/jean-fain-licsw-msw/fat-trap_b_1184847.html 
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#8 

 
 

What happens when the “persistent lack of 

recognition of the seriousness of the current low 
body weight” (a criteria for diagnosing Anorexia 

Nervosa) is coming from the medical authorities 
themselves? 



“Maybe in DSM-7” 





What is the impact on the health of higher-weight people to: 

 be told we are less healthy than we are? 

 

 believe we are less healthy than we are? 

 

 associate health practices only with the pursuit 
of weight loss or a specific body size? 



#9 Nocebo Effect 

 “You won’t live to see your child graduate high    
   school.” 

 “Unless you get weight loss surgery you won’t  
   see 45.” 

 “You may seem to be healthy now but in a few  
   years you will get diabetes and you will die an  
   early death.” 

 No one seems happy that “overweight” people  
  live the longest of all . . . ? 



 
The weight warriors often argue that the solution 

for ending the oppression of fat people is to 
leave the stigmatized group.  “Weight stigma” 

is sometimes listed as a consequence of being 
at a higher-weight, as if higher BMI was itself 
the source of stigma. 



www.sizediversityandhealth.org 



 

 

What if we health care providers and policy makers actually told the public,   
  “We were wrong.” 



Peter Attia’s viral video 



Changing the goal of public health 

 
 

Weight-normative  
(making sure we change the bodies  
 to all be one size) 
 

vs 
 

Weight-inclusive 
(making sure we change the policies to 
 support all the bodies) 





If we stop focusing on weight 
and start focusing on health, 
how does the picture 
change? 



What is HAES? 

 How we define health/illness 

 Not by BMI but rather ACCESS to care 

 Goals we have for the interaction/policy 

 Development of sustainable practices vs. “makeover” 

 Remove barriers to the practices people choose 

 Weight inclusivity 

 Access and practices generate definition of “healthy” weight 

 Input from the communities about what is needed 

 Body acceptance and self-care 

 More likely to care for body you accept 

 Stereotype management skills 

 Stigma is real, and skills help 

 Change discriminatory cultural/political practices 

 Not just individual interventions but social justice/cultural change also 

 Policy and environments that support human health, address racism, SES 

 Critical reading of “obesity epidemic” studies - Show me the data 



 

The courage to change the things I can 

 
The things that make people healthier are not 

dependent on weight loss! 
 Good nutrition 

 Pleasurable physical activity 

 Social support 

 Restful sleep 

 Access to quality medical care 

 Meaningful work 

 Physical safety 

 A clean environment 

 Social justice 

 Freedom from stigma 

 



And the wisdom to know the difference 

The HAES model is an approach that evolved 
from  

 The critical and careful reading of thousands of research 
studies 

 the clinical experience of thousands of healthcare 
professionals who have grown concerned about 
traditional weight-centered approaches that do not work 

 the lived experiences of thousands of people who have 
tried to follow decades of advice about losing weight as 
a path to health, who ended up less healthy, more 
discouraged, and more at war with the very bodies they 
must value enough to sustain the effort to be healthy. 



What studies show: 

 

 Medical problems resolving with practices without weight loss 
 Practices as sustainable over longer than 2 years 
 Calmer and more consistent eating behavior 
 Other confounded factors as causal for medical problems at 

higher BMI 
 Failure of fat tissue loss to produce health benefits 

(liposuction vs. “diet and exercise” interventions) 
 Higher BMI as protective at times (“obesity paradox”) 
 Implausibility of sustained weight loss for vast majority of 

people 
 Distinctive genetic and metabolic factors that determine BMI 

(vs. practices under individual control)  (continued) 
 



What studies show (cont’d): 

 Similar eating practices/eating disorders across the weight 
spectrum 

 Resilience of higher-BMI people despite stigma, and interventions 
that create resilience for members of stigmatized groups 

 Scientific and medical bias among researchers and healthcare 
providers based on weight stereotyping 

?   “Nocebo effect” of medical predictions of doom for high-BMI people 
 Psychological and medical problems associated with weight 

dissatisfaction, independent of BMI 
 Psychological and medical problems due to weight cycling 
 Interference with sustainability of practices from weight loss focus 
 Higher risk of eating disorders from weight loss attempts (dieting as 

“gateway” drug) 



Representative Research 

 Flegal 2007 (BMI and all-cause mortality) 

 Mann 2007 (Long-term weight regain) 

 Muennig  2008 (Health depended on gap between 
perceived and ideal body size, not actual BMI) 

 Neumark-Stzainer 2006 and 2011 (Adolescent dieting 
correlated with higher BMI and disordered eating later, 
regardless of initial BMI) 

 Puhl and Brownell 2006, 2007, 2008 (Weight stigma and 
ill health) 

 Bacon 2005 (HAES intervention showed sustained 
practices and health benefits) 

 Tylka 2006 (Better body image leads to better self-care) 

 



 Muennig, 2008 
 “Our results raise the possibility that some of the 

effects of the obesity epidemic are related to the 
way we see our bodies.” 

 Neumark-Sztainer, 2006 
 “Adolescents using unhealthful weight-control behaviors at Time 

1 increased their body mass index by about 1 unit more than 
adolescents not using any . . . and were at approximately three 
times greater risk for being overweight at time 2. . . (They) were 
also at increased risk for . . . extreme weight-control behaviors 
such as self-induced vomiting and use of diet pills, laxatives, and 
diuretics . . .” 



 Puhl et al., 2006, 2007, 2009 
 “More frequent exposure to stigma was related to more attempts 

to cope and higher BMI. Physicians and family members were 
the most frequent sources of weight bias reported. Frequency of 
stigmatization was not related to current psychological 
functioning . . .”  

 “Participants who believed that weight-based stereotypes were 
true reported more frequent binge-eating and refusal to diet. . . 
These findings challenge the notion that stigma may motivate 
obese individuals to engage in efforts to lose weight.” 

 

www.ruddcenter.org for a list of publications  

and training for healthcare providers. 

http://www.ruddcenter.org/


Bacon, 2005 

 Randomized controlled clinical trial, 6 months of weekly 
meetings, 6 months of monthly follow up meetings 

 Traditional weight loss vs. HAES intervention 

 2-year follow-up 

 Health improvements in both groups initially, although no 
weight loss in HAES group.  Over time, weight loss 
group regained weight and lost health benefits.  The 
HAES group was still exercising and eating well 2 years 
later and maintained their health benefits. 

 Attrition was very low in the HAES group (8%) compared 
to the weight loss group (42%). 

Bacon et al. (2005). Size acceptance and intuitive eating improve health for obese, 
female chronic dieters. Journal of the American Dietetic Association, 105: 929-936.    





 Tylka , 2006 
 Intuitive eating is associated with psychological 

well-being. “Women who accept their bodies are 

more likely to eat healthy.” 





Stereotype management skills 

 We respond to the stigmatizing of fat people with one strategy: To take 
them out of the stigmatized group through weight loss.  It does not work, 
and it makes no dent in the stigma itself. 

 Most people who want weight loss are not coming for their health – they are 
very often in fine health.  The lengths people go to to lose weight far 
outstrip the efforts they typically make to improve their health.  They do it to 
escape actual or threatened social humiliation – whether they are actually 
experiencing it or worrying about experiencing it, whether they are fat or 
thin. They do it to gain social currency. 

 We have ways of helping people who are suffering from stigma – those of 
us who are alive today have over the course of our lives seen many groups 
change our culture.  Making the world a place where body size does not 
carry meaning – and is just a characteristic like eye color or height – would 
make people healthier and happier. 



Social support 

 Along with many other obvious and not-so-
obvious factors that correlate with health, 
social support is one of the most robust.   

 Social networks change people’s practices, 

attitudes, and provide critical safety nets when 
individuals get in trouble.  No amount of 
insurance or healthcare can take the place of a 
strong social network. 

 All the components of HAES rely on building 
strong social support systems. 



Supporting our clients’ activism 

 Understanding that experiences of 
discrimination are not your body’s fault 

 Learning from the experiences of other people 
who have learned how to fight stigma and live 
good lives 

 Taking action on the issues that concern that 
individual 
 



Resilient responses from 
people in the fat community: 
Make stigma into a game!  
Budget it in! 
Get five in a row and you win! 

Recognize any of these? 
Note especially, “Won’t 

someone please think of the 
children?” 



“In every fat body there is a human being trying to live their 

life in dignity and peace, with general respect as a 
human being. Many fat people will confuse this with a 
thin person, because thin people are usually awarded 
the privilege to live their life in dignity and peace, with 
general respect as a human being. So they try to 
become thin to get that respect, dignity and peace, 
rather than demanding something that is already theirs 
as a human right. Mostly because we’re led to believe 

that thinness is something that can be achieved, that it’s 

something within our control. Attempting to become thin 
won’t solve the problem of fat stigma, but ending fat 

stigma certainly will.” ~ Kath Read 
http://fatheffalump.wordpress.com/about/ 

 

 



Non-conforming bodies 

 

 

 

 

    “. . .  Anytime we choose to follow our deepest desires 

over the protests, the coercion, and the relentless 
messaging of the dominant discourse, we move more 
deeply into our empowered, authentic selves.” 

    Keiko Lane, MFT         

 http://lgbtpov.frontiersla.com/2012/01/30/lane-the-best-choice-i-ever-made-or-why-queer-is-revolutionary/ 



Another thought experiment, seen in the context of lessons from the past 

 
 Sarah, a 17-year old whose BMI is 40, is considering 

weight loss surgery. 

 Spencer, a 17-year old in 1952, is gay.  

 
Can Sarah or her parents make an informed choice 
about the surgery if they cannot imagine a future where 
Sarah could be healthy, long-lived,  and a loved and 
respected person in society? 



    
How many more people would have died in  
the AIDS epidemic if we had capitulated to the 
campaign to “prevent homosexuals” rather 

than focused on healthy practices for sexually 
active people (of any orientation)? 

 
 



If we fought the AIDS epidemic the way we are fighting “obesity, we would be: 

 Trying to “prevent” homosexuality (i.e., diversity) rather than trying to promote safer sex 

(behaviors) for everyone 

 Aiming for the elimination of homosexuality in a generation 

 Urging the adoption of “people first” language, i.e., “persons with homosexuality” 

 Arguing for intensifying the stigma of being gay because hey, it worked for smoking! 

 Talking about the link between being gay and poorer health as if it is being gay that causes 

AIDS 

 Talking about the economic burden of caring for gay people 

 Suggesting practices that are unsustainable, like refraining from any sexual activity, ever, 

for the rest of your life, and starting a “Sexual Control Registry” of 4000 people who were 

celibate for at least a year as proof that it is possible  

 Maintaining the fiction that sexual orientation is changeable despite the lack of evidence  

 Positioning psychologists to provide reparative therapy in order to have a stake in the 

coming healthcare system. 



 http://abclocal.go.com/kabc/story?section=news/state&id=8682889 

State Senator Ted Lieu (D-Torrance) 



APA advises against therapy to change sexual orientation 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.apa.org/monitor/2009/10/orientation.aspx 



APA is willing to let gay people be 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.apa.org/monitor/2009/10/orientation.aspx 



But not fat people. 



 

 

 

 

 

 

 

 

 

 

 

 

http://www.apa.org/monitor/2012/04/letters.aspx 



Check your own associations 

https://implicit.harvard.edu/implicit/Study?tid=-1 



 

 The minute you make progress getting rid of your weight 
stigma, you are in opposition to a weight stigmatizing 
society 

 It threatens livelihoods and industries to challenge 
weight stigma 

 We can offer people stigma management skills – hate 
management not weight management 



The Pursuit  
of 
Weight Loss 

 

 

 

• Uncritical support for the pursuit of weight loss 
• Including weight loss presentations at  conferences 
• Use of BMI as a proxy for healthy weight 

 

• Implying that “obesity” is an eating disorder 
• Including “obesity treatment” in journals about eating disorders 
• Using the language of “AN, BN, and obesity”  
• Equating BED and obesity 

 

•  Policy initiatives that further the risk of disordered eating 
• Joint initiatives with organizations trying to prevent obesity or promote 
    bariatric surgery and weight loss programs 
• Staying silent about “childhood obesity prevention”  
• Staying silent about the bullying of fat children in schools 
 

• Creating guidelines for pursuing weight loss (APA) 
 

• Professional engagements in the pursuit of weight loss 
• Doing screenings for bariatric surgery but not feeling brave enough 
    to advise against it sometimes 
• Presentations on bariatric surgery that are not about the  
    disordered eating symptoms pre- or post-  
• Sharing  tips on framing  your research as anti-fat to get the obesity  
    grant money 
• Marketing ED programs with weight loss programming 
• Counseling clients with difficulties from weight stigma that the  
    solution is to leave the stigmatized group by losing weight 



Health at  
Every Size 

• Understand that weight stigma is the problem for us all  
      at any size 
• No assumptions about practices, health, or worth    
      based on body size 
• Help people practice well-being and let their bodies 
      decide what size to be 
• Call it the what it is, the weight cycling industry, and  
      refuse to be their marketer  
• If you are reviewing for a journal or a conference,  
      insist that all studies that are purporting to show 
      weight loss must have a follow up period after the 
      end of the intervention of at least 2 years 
• Demand much more research on weight stigma and  
      weight cycling 
• Demand public policy based on health, not hate 
• Our own body liberation version of Stonewall? 
• Just showing up?  Tell the truth about your own  
      experience 
• Join the resistance to APA: SUDAPA! 
• Help create a set of BEST PRACTICES for the Care of 
      Higher-Weight People 



REFUSE TO BE OCCUPIED BY THE EATING DISORDER VOICE 



I STAND AGAINST 
WEIGHT BULLYING 









“We are not having the hard conversation needed to build the truly solid 

foundation of inclusivity and diversity that we rest much of our argument of anti-
oppression upon. This is particularly important since both government programs 
and the diet industry have been specifically singling out and targeting people of 
color in recent campaigns. From Michelle Obama's selection of Beyonce 
Knowles as the face of her national campaign against obese children to the 
disproportionate number of children of color represented in the state of 
Georgia's "Strong4Life" campaign, the face of the "obesity epidemic" in public 
policy has largely become people of color. Similarly, the diet industry has 
focused several of its most recent national advertising campaigns around 
African American celebrity icons, including the selection of Janet Jackson as a 
representative of Nutria System, and Charles Barkley and Jennifer Hudson as 
spokespeople for Weight Watchers.” http://www.nolose.org/activism/POC.php 



 

The Georgia campaign "Strong4Life“ . . . features a high number of children of 

color, and is being primarily aimed at children of color in Georgia's poor 
neighborhoods. The primary organizer of "Stand4Kids/I stand against weight 
bullying" does not share these lived experiences, and while that truth does 
not mean that the organizer should not lead the project, it does raise a flag 
that the difference in experience between the organizer and the communities 
being addressed must be bridged in order to develop authentic and lasting 
relationships.”  
 
http://www.nolose.org/activism/POC.php 





















































































Resources: Review of Literature - Bombak (2014) 

Andrea Bombak.  Obesity, Health at Every Size, and Public Health Policy. American Journal of 
Public Health: February 2014, Vol. 104, No. 2, pp. e60-e67. doi: 10.2105/AJPH.2013.301486  

tel:2013.301486


RECESS (BREAK!) for ALL! 



For more information 

 Join the HAES SIG and email list: 
HAESinPractice-subscribe@yahoogroups.com 

 

 Join ASDAH 
www.sizediversityandhealth.org  
 

 Email debburgard@gmail.com  

mailto:HAESinPractice-subscribe@yahoogroups.com
mailto:HAESinPractice-subscribe@yahoogroups.com
mailto:HAESinPractice-subscribe@yahoogroups.com
http://www.sizediversityandhealth.org/
mailto:debburgard@aol.com

