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Abstract 

Healthcare providers work hard to support patients in optimizing their health. Typical care 

prioritizes use of the body mass index (BMI) which has widely been criticized for its 

ineffectiveness at measuring health, and which perpetuates a white European male body as 

“normal”. From individual care to public health policy, the measurement of health through BMI 

and thinness has created and enforced weight stigma. Literature over the past 20 years has 

continued to demonstrate the negative health impacts of weight stigma, not only in harming 

physiological, psychological, and behavioral health, but also in fact contributing to weight gain. 

Notably, the research also shows that weight loss is not achievable or sustainable for the vast 

majority of people, and that weight cycling, or losing and re-gaining weight repeatedly, which is 

the most common outcome of weight loss attempts, is profoundly harmful to metabolic health. 

Evidence-based practices which empower patients to focus on individualized measures of 

health rather than weight loss may provide providers an opportunity to support and improve 

the health of patients of all sizes.  

Quick Points 

● The common and widely promoted approach to health for patients in larger bodies 

centers around weight loss which is rooted in and contributory to anti-fat stigma.  

● Higher weight/BMI has been strongly associated with illness, but the cultural narrative 

that it is causative to illness is not supported by the science.  

● The research does not support weight loss as either effective or sustainable for the vast 

majority of people.  

● Alternative health-promoting strategies without attention to weight or intentional 

weight loss are available and evidence supports their effectiveness in practice for 

patients of all body sizes.  

● It is incumbent upon healthcare providers to move away from stigma and bias toward a 

liberatory healthcare that prioritizes eliminating systemic barriers and enhancing 

weight-neutral interventions.  
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INTRODUCTION 

Patients in larger bodies are often told the key to “getting healthy” is to lose weight. 

Evidence continues to show that this is not only highly unlikely to be successful, but the advice 

may cause more harm than good. Typically, the weight loss advice is reduced to a simple 

explanation: obesity is harmful to health. This may not be true. Research supports an 

association between higher body weight and various disease states, but has not shown a 

causative link; rather, the etiology remains unclear.1-3 Stating that higher weight is a “risk 

factor” for disease may be inaccurate; rather, there is a notable correlation which could be 

explained by a number of different things including genetics, activity level, environmental 

factors, stigma, weight cycling, and more.1,4-6 It is important to use caution when interpreting 

the relationship between weight and health concerns – oversimplification can have a serious 

impact on patient care and health outcomes. This paper examines evidence about healthcare 

for patients in larger bodies, including the impacts of weight stigma and provider bias, what is 

known about weight loss as a “health” intervention, and the alternative approaches studied for 

non-weight-based interventions to promote health in patients of all sizes.  

Background 

The terms “obesity” and “overweight” are common in healthcare. These terms are both 

pathologizing and stigmatizing of higher weight bodies.7 This medicalization is correlated with 

discrimination, bias, and negative attitudes toward people in larger bodies which can, in turn, 

have negative effects on both physical and psychological health.8,9 Higher weight bodies exist 

across the human experience. While there are stereotypes and social pressures that prioritize 

size and shape differently in different cultures and communities, size diversity has been present 

globally throughout history. Historical representations of fat bodies exist from as long as 20,000 

years ago in stone-carved figurines of large-bodied women that are understood to represent 

fertility and womanhood.10 In the present day, as the conversation around the “obesity 

epidemic” has been codified into public consciousness, the narrative has often employed 

deeply racist foundations, implicating the “deviant” nature of blackness, specifically, as a driver 

of perceived negative health implications across generations.11 This discourse relies on the 

purported sensualism or overindulgence associated with blackness, and black women in 
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particular, as a driver of excess, including excess weight, and does not attend to the natural 

variation in body size, the sociocultural differences, or perhaps most importantly, the actual 

health of black people.11 

Obesity and overweight are also terms predicated on the validity of the body mass index 

(BMI) as a measure of health. BMI was developed in the 19th century by a statistician to 

measure the “average man”, using a population of western European men to find an 

average.12,13 With this limited sample, BMI notably does not take into account body diversity 

including muscle mass, bone density, body composition, or natural variation in body size 

associated with different regional historical norms.14 A weight-focused approach to healthcare 

takes the BMI from a population level and applies it to individuals, also reinforcing the 

“personal responsibility” philosophy of weight management, which is known to represent only 

a very small part of the reasons for an individual’s body habitus. Commonly used language 

preferred over these terms include “larger bodied”, “higher weight”, “fat”, and “people of 

size”.  

WEIGHT STIGMA 

Weight stigma, or the negative attitudes, beliefs, and discriminatory behaviors directed 

toward individuals based on their body size, is pervasive in American culture and has been 

documented for many years.15,16 Stigma may show up in ways as seemingly innocuous as 

labeling a person based on their weight status or body habitus17,18 or in the overt stereotyping 

of fat people as “lazy, stupid, and worthless”.2(p 3) Weight stigma impacts people of all sizes and 

has significant negative health consequences for those experiencing it.1,2,18-20 While there is a 

cultural narrative that suggests stigmatizing higher weight bodies may motivate a person 

toward weight loss, in fact, fat stigma is widely recognized as having a negative impact on 

psychological, physiological, and behavioral health outcomes.16,18,19,21 In fact, the experience of 

stigma that accompanies simply labeling a person as “overweight”, regardless of actual body 

size, is strongly associated with dysregulation in cardiovascular, inflammatory, psychological, 

and metabolic functioning as well as higher blood pressure and weight gain.1,17,22,23 Notably, 

weight stigma, weight discrimination, and anti-fat environments are also repeatedly shown to 

increase, rather than decrease, population weight.1,18,19 
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Lest this be seen to only impact people in larger bodies, longitudinal studies in the US 

including both the Health and Retirement Study (13,692 older adult participants) and the 

Midlife in the United States (MIDUS) study (including 5,079 adults), have shown that “people 

who reported experiencing weight discrimination had a 60% increased risk of dying, 

independent of BMI”.18(p 2) Another study showed that among “non-obese” persons, those who 

reported experiencing weight discrimination were 2.5 times more likely to fall into the obese 

category by the study’s four year follow-up.21 Further, even after adjusting for confounding 

factors including initial BMI, income, family education, race, and some metabolic measures, a 

2014 study showed that at age 19, there was a high likelihood of having a BMI categorized as 

obese if at age 10 the child had been labeled as “too fat” regardless of their actual body size or 

weight.17 

As  the relationship between between higher weight and poor health outcomes is 

investigated, it is critical to note that whether or not a higher weight status is causative of poor 

health outcomes, “stigma and poor treatment on the basis of fatness” absolutely is.2(p 5) In fact, 

in a study published in 2018 by Mensinger et al., there was a marked association between 

higher weight status and a more negative health-related quality of life, but this was only true 

for those individuals who reported persistent and significant experiences of internalized weight 

stigma. Another study showed the same: physical health impairment was notable for those 

with higher BMIs who also held significant weight bias, but not for those with low internalized 

weight bias.22 Yet another study shows that perceived weight discrimination increases 10-year 

allostatic load risk twofold.23 

One of the ways weight stigma correlates with poor health outcomes is the relationship 

between stigmatizing experiences and avoidance of engagement with the healthcare 

system.15,18,19,24,25 This is most notable when looking at rates of cancer screenings. 

Gynecological cancers, breast cancers, and colorectal cancers are screened for less frequently 

among people with higher BMIs.15,18,25,26 This fact may be associated with a combination of 

healthcare avoidance and less evidence-based care offered by healthcare providers to their fat 

patients, which is discussed further in the Implications for Practice section.  

Providers Are Not Exempt  from Bias 
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Unfortunately, healthcare providers are not exempt from the sociocultural messaging 

that promotes anti-fat bias. The dominant philosophy around treatment of patients in larger 

bodies remains focused on weight loss. As evidence continues to demonstrate the 

ineffectiveness of weight loss as a long-term option for the majority of people, providers need 

education and strategies to provide alternate care that will meet the physiologic and 

psychologic needs of patients.27 In fact, studies continue to show pervasive and insidious anti-

fat bias on the part of healthcare providers from physicians to dieticians, nurse practitioners to 

radiology technologists.2,15,18,19,24,26  

DOES WEIGHT LOSS WORK? 

Higher-weight patients are no stranger to this recommendation: “eat less and exercise 

more”. Advice often given freely without regard to what the patient is already doing, this 

recommendation rests on the popularized input/output model, wherein an individual’s weight 

is determined by the relationship between energy expenditure (caloric output) and food 

(caloric intake).28,29 Despite years of research demonstrating the futility of this approach, failing 

to show long-term weight suppression, and having no notable benefits to long-term morbidity 

or mortality, the advice persists. While it is tempting to attribute size to a simple formula, a 

person’s weight is determined by a far more complex interplay between factors: “host genes, 

dietary habits, lifestyle, metabolic factors, psychological issues, gut microbiota, and 

environmental factors”.30(p 1-2) Evidence shows that, regardless of method used, after weight 

loss, nearly all patients gain back what they’ve lost, and up to two-thirds gain more than they 

had initially lost.1 Notably, this is not limited to diet and exercise-based weight loss 

interventions, but weight regain is also the most common outcome to weight loss through 

surgical and medication interventions.31-34  

 Consistently, research shows that weight loss by any means is most often followed by 

weight regain: nearly all weight is regained within five years of weight loss, and one- to two-

thirds of people gain back more than they had initially lost.1,4,35 This leads into what Gaesser 

and Angadi term the Weight Loss Futile Cycle.36 The Center for Body Trust outlines a similar 

cycle.37 Rather than viewing this as an individual problem, both contextualize the cycle as a 

systemic problem informed by the pervasive cultural messaging prioritizing thinness and 



7 
 

warning of the supposed dangers of higher weight bodies. They describe that the cycle begins 

with a desire to change one’s body, followed by planning and initiating attempts to lose weight. 

As people fail to reach their weight loss goals because of metabolism or life events, or 

decreased tolerance to rigidity and restriction, they become frustrated, increasing shame and 

self-blame, and leading to regaining or overshooting the initial weight. Again due to the cultural 

messaging, individual healthcare provider recommendations, social pressures and more, this 

restarts the cycle, reinforcing or reigniting the desire to change one’s body.36,37 In the literature, 

this is referred to as “weight cycling” or more commonly known as “yo-yo dieting”, and has 

been repeatedly linked to very negative health outcomes. Several studies have found that 

weight cycling can lead to increased risk for hypertension, high blood pressure, high 

cholesterol, diabetes, and heart disease.35,36,38-39 Weight cycling can also negatively impact 

psychological health, leading to decreased self-esteem, increased anxiety, and disordered 

eating behaviors. Additionally, weight cycling has been shown to decrease metabolic rate which 

can make it harder to lose weight, and easier to gain weight, in the future.42 The negative 

health outcomes associated with higher weight may in fact be related to weight cycling. This is 

supported by growing research showing that maintaining a steady higher weight has better 

health outcomes than weight cycling.3,17,39 Knowing that intentional weight loss inevitably leads 

to the metabolic, physiologic, and psychological harms associated with weight regain, serious 

thought must be given to the ethical responsibility of healthcare providers in recommending 

weight loss in this context.  

ALTERNATIVE APPROACHES 

 Understandably, this is where many providers feel stuck. There has traditionally been 

limited training on alternatives to weight management in working with people in larger bodies. 

Fortunately, there is a large growing body of research demonstrating the efficacy of alternate 

approaches to caring for fat people, from conservative care to very liberatory approaches. Non-

weight-based approaches have many names and have developed over the past few decades. 

These studies largely focus on encouraging health-promoting behaviors, irrespective of weight. 

One well recognized approach is called Health at Every Size® (HAES®). In a landmark study in 

2011, Bacon and Aphramor reviewed the available randomized controlled trials (RCTs) that had, 
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to that point, assessed non-weight-based interventions on a number of health outcomes in fat 

women.4 At that point, HAES® was relatively new, so the parameters of evaluated studies 

included those using HAES®, “non-diet”, and “intuitive eating” models of care for the 

intervention groups.  

More recently in 2018, another systematic review was completed of RCTs and non-

randomized clinical trials using HAES® models to care for patients.27 The studies evaluated here 

were representative of a global focus, with primary interventions in English-speaking countries. 

Across all studies, which reviewed patients with BMIs greater than 25 or greater than 30, 

results showed that non-diet interventions led to equal or better outcomes than weight-loss 

approaches.3,4,6,27 The intervention groups in nearly all studies demonstrated statistically 

significant improvement in each area measured. This included health-promoting behaviors 

(physical activity level, eating behaviors, diet quality, eating disorder pathology), physiological 

measures (blood pressure, body weight/BMI/hip-to-waist ratio), and psychological outcomes 

(self-esteem, body image, disinhibition, internal locus of control).4,27 The control groups 

demonstrated some improvement in some areas, but notably in several studies, participants 

did not lose weight, and other measures were inconclusive. Across all groups that investigated 

lipid outcomes, some improvement was seen but results were varied and thus researchers 

were unable to draw conclusions about the difference between HAES® and care as usual on 

lipid profile.4,27 An important finding across the research relates to participant retention: in 

HAES® or non-diet intervention groups, retention of participants was higher.3,4,6,27 Given the 

attrition rates of conventional weight management programs, using interventions that engage 

patients for sustained participation is a significant finding.  

In evaluating the research on weight-based vs behavior-based health focus it is critical 

to attend to two significant points: first, the weight-focused research rarely has a follow-up 

timeline longer than a few months, or at best one to two years; and second, the weight-focused 

research almost exclusively measures [even temporary] weight loss as a successful outcome, 

without attention to other outcomes. This means if a person loses 30 pounds during the study 

and regains 28, they are considered a “success” as at the time the study ended they had a net 

loss. It also means if a person did not lose weight, but did gain an ability to walk a longer 
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distance, reduce their need for hypertension medication, or achieve any other non-weight-

focused measure of health improvement, it would not be considered success.  

IMPLICATIONS FOR PRACTICE 

 Care as usual is not working, and is causing more harm to higher weight people, 

prescribing ineffective strategies toward achieving “health” and frequently contributing to 

healthcare avoidance on the part of higher weight people. This paradigm perpetuates 

frustration on the part of both providers and patients. The research provides promising 

alternatives. First, we must address the structural problems that create bias. Healthcare 

environments that are not prepared with a variety of equipment (blood pressure cuffs in all 

sizes, operating tables with higher weight capacities, varieties of speculum sizes, waiting room 

chairs comfortable for all bodies, etc.) are inaccessible and unable to provide equitable care. As 

Ragen Chastain writes, “One way to think about this is ‘Did the decision maker here not know 

that fat patients existed, or did they just not care if fat patients got the same care as thinner 

ones?’ Either way it’s an absolute failure of the healthcare system, not the patient”.43 Second, 

as healthcare providers we must shift our approach to incorporate the best current evidence. 

Evidence shows that intentional weight loss is not safely sustainable for the overwhelming 

majority of patients and promotes health-reducing stigma and weight cycling. Additionally, 

there are no diseases that occur exclusively in larger-bodied patients, and we have many 

evidence-based ways of treating and preventing disease and improving health for patients of all 

sizes. For example, Gaesser demonstrates that physical activity and cardiorespiratory fitness are 

at least as beneficial to prevention and management of Type 2 diabetes mellitus as weight loss, 

without the associated risks of weight cycling.44 

CONCLUSION 

This review has investigated the stigmatization of higher weight bodies through 

application of the BMI, the fallacy of weight loss as a health-promoting intervention, and the 

promising research demonstrating the efficacy of alternate approaches to the dominant 

paradigm of weight-focused health care. Research suggests that while higher weight may be 

associated with poor health outcomes, the role of stigma and the unattainable cultural bias 

towards thinness might be more contributory to health disparities experienced by patients in 
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larger bodies. Research suggests that weight itself may not be causal to poor health outcomes, 

but rather the culture and stigma which prioritizes thin bodies and eschews fat bodies is 

contributory to any health disparities seen between these populations. As weight loss has been 

repeatedly shown to be ineffective for anything more than very short-term manipulation of 

body size, and the weight regain/weight cycling that nearly always follows is correlated with 

poor health outcomes, alternate approaches to health promotion must be considered and 

applied. Healthcare providers are well positioned to positively impact the health of patients of 

all sizes by addressing personal biases, challenging systems which center thinness, and focusing 

on health rather than weight status of their patients. In fact, given the profession’s 

commitment to non-maleficence and beneficence, it is an obligation.  

 

  



11 
 

Table 1: A brief overview of key concepts  

Correlation vs 
Causation 

Health outcomes for fat people are at risk. Typically, this is reduced to a simple 
explanation: obesity is harmful to health. This may not be true. While the 
correlation between higher body weight and other diseases is clear, the 
etiology is far from it. A significant body of evidence demonstrates that: many 
providers feel ill-equipped to manage the care of their fat patients; weight 
stigma, rather than weight, may be more causal to these poor health 
outcomes; and an approach to care that focuses on health-promoting behavior 
without attention to weight may in fact produce better and more sustainable 
positive outcomes than the current standard of weight-loss focused care. 
Stating that higher weight is a “risk factor” for disease may be inaccurate; 
rather, there is a notable correlation which could be explained by a number of 
different things including genetics, activity level, environmental factors, stigma, 
weight cycling, and more. It is important to use caution when interpreting the 
relationship between weight and health concerns – oversimplification can have 
a serious impact on patient care and health outcomes.2,5,27.45 

The importance of 
language 

The terms “obesity” and “overweight” are common in healthcare but are 
widely understood to be pathologizing and stigmatizing of fat bodies (fat being 
used here as a neutral descriptor). This medicalization is correlated with 
discrimination, bias, and negative attitudes towards people in larger bodies. 
This can, in turn, have negative effects on both physical and psychological 
health. Obesity and overweight are also terms predicated on the validity of the 
body mass index (BMI) as a measure of health. BMI does not take into account 
body diversity including muscle mass, bone density, and body composition, 
and that a weight/BMI-focused approach to healthcare reinforces the 
“personal responsibility” of weight, which is known to represent only a very 
small part of the reasons for an individual’s body habitus. Commonly used 
language preferred over these terms include “larger bodied”, “higher weight”, 
“fat”, and “people of size”.17,18,46,47 

BMI is not only a poor 
measure of health, but 
has deeply racist origins 
and implications  

The body mass index, or BMI, has deeply racist origins and implications that 
have had a lasting impact on how we think about health and body weight. The 
formula for BMI was developed in the 19th century by Belgian statistician 
Adolphe Quetelet, who was interested in measuring the "average man." 
Quetelet's ideas were rooted in the eugenics movement, which promoted the 
idea that certain races were biologically superior to others. Quetelet's BMI 
formula was later adopted by the insurance industry as a way to determine risk 
and set premiums, further entrenching the idea that certain bodies were more 
valuable than others. Today, the use of BMI as a measure of health is highly 
controversial, as it ignores the complexity of individual bodies and health and 
reinforces harmful stereotypes about weight and race. The medical 
establishment must confront the deeply racist origins and implications of the 
BMI and work towards more inclusive and equitable measures of 
health.12,14,48,49,50 

Diets don’t work  There is abundant evidence that intentional weight loss (IWL) is typically not 
effective for the majority of the population in achieving long-term weight loss. 
While some people may experience short-term weight loss, studies 
consistently show that the vast majority (up to 95%) regain the weight they 
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lost, with many (up to 66%) gaining back more weight than they’d lost. While 
some suggest that this refers only to “fad diets” and that “lifestyle 
modifications” or weight loss drugs/surgeries are more sustainable IWL 
strategies, no strategy has demonstrated consistently efficacious or 
sustainable weight change for any but a small number of people. There is 
simply no way to achieve negative energy balance for a sustained period of 
time, and even if one does, weight suppression does not continue.4,35,51 

Weight cycling is bad  Weight cycling, also known as yo-yo dieting, has been linked to a variety of 
negative health outcomes. Some studies have found that weight cycling can 
lead to increased risk for hypertension, high blood pressure, high cholesterol, 
diabetes, and heart disease. Weight cycling can also negatively impact 
psychological health, leading to decreased self-esteem, increased anxiety, and 
disordered eating behaviors.  Additionally, weight cycling has been shown to 
decrease metabolic rate, which can make it harder to lose weight in the future 
and easier to gain weight.  We should be suspicious that the negative health 
outcomes associated with higher weight may in fact be related to weight 
cycling, as there is growing research showing that maintaining a steady higher 
weight has better health outcomes than weight cycling. Knowing that 
sustaining weight loss by any means is unlikely (at best) for the majority of the 
population, weight cycling is an almost inevitable consequence of intentional 
weight loss. Recommending weight loss in this context may then be 
unethical.35,38-41 

Weight stigma is 
dangerous  

Weight stigma, or the negative attitudes and beliefs about individuals based on 
their body size, has serious health consequences. While social pressure is often 
posited as a useful tool to “support” individuals in prioritizing weight loss with 
the end goal of improving population health, there is growing research 
showing that in fact, “weight stigma can trigger physiological and behavioral 
changes linked to poor metabolic health and increased weight gain”. 
Experiencing weight stigma has been associated with increased risk of 
depression and anxiety, risk of disordered eating and development of eating 
disorders, higher cortisol levels and lower self-regulation, and lower levels of 
physical activity. Notably, weight stigma has also been demonstrated to lead to 
lower quality of healthcare for people currently in larger bodies.15,16,18,52-56 
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Table 2: Annotated Resource List  
Membership Organizations  
  
   Who we are  What we offer  
Association for Size 
Diversity and Health  
ASDAH  

“The Association for Size Diversity and Health 
(ASDAH) is a non-profit organization with an 
international membership started in 2003. Our 
members and leaders are committed to the 
Health At Every Size® (HAES) principles... 
ASDAH partners with service providers, 
educators, and advocates to dismantle weight-
centered health policies and practices, with a 
focus on people who live with multiple forms 
of oppression.”  

Education (blog, conference, 
trainings, HAES curriculum), 
advocacy (abolish the BMI 
coalition), and connection 
(provider directory, collaboration 
with colleagues)  

HAES®  “The Health At Every Size® movement is a 
continuously evolving alternative to the 
weight-centered approach to treating clients 
and patients of all sizes. It is also a movement 
working to promote size acceptance, to end 
weight discrimination and stigma, and to 
lessen the cultural obsession with weight loss 
and thinness.”  

Principles: Weight inclusivity, 
health enhancement, eating for 
well-being, respectful care, life-
enhancing movement  
   
   

National Association 
to Advance Fat 
Acceptance  
NAAFA  
   

The National Association to Advance Fat 
Acceptance (NAAFA) is a non-profit, all 
volunteer, fat rights organization dedicated to 
protecting the rights and improving the quality 
of life for fat people.  

Brochures and toolkits: Guidelines 
for Healthcare Providers with Fat 
Clients as well as guides for fitness 
professionals, nutritionists/RDs, 
therapists; child advocacy toolkit  
  
Fact sheets (bullying, body weight 
as proxy for health).  
  
Fat death planning resources  

Medical Students for 
Size Inclusivity  

“Founded in April 2022 on the principles of 
respect, equity, and inclusion, we believe all 
people, regardless of their weight, body shape, 
and size, have the right to pursue health, 
however that may look for each individual.”  

Advocate for curriculum reform in 
medical education; Community 
education through social media; 
student-led research; Policy work; 
networking and community  
 
 
 
  

Provider learning resources   
The Fat Doctor  
By Dr. Asher Laramie  

offers web-based trainings for professionals, a 
podcast, and patient training on self advocacy  

NoWeigh 
https://www.noweigh.org/ “for 
professionals” a free Q&A style 
masterclass in weight-inclusive 

https://asdah.org/
https://naafa.org/
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0b09af80014b16bbb2cd/1616710410284/2020+Guidelines+for+Healthcare+Providers.pdf?fbclid=IwAR14eIyC0y5tyJZymPAlmYoWYV0hQKhTUkBz00QYdoHtiF5UeLNk-71tnUA
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0b09af80014b16bbb2cd/1616710410284/2020+Guidelines+for+Healthcare+Providers.pdf?fbclid=IwAR14eIyC0y5tyJZymPAlmYoWYV0hQKhTUkBz00QYdoHtiF5UeLNk-71tnUA
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0b09af80014b16bbb2cd/1616710410284/2020+Guidelines+for+Healthcare+Providers.pdf?fbclid=IwAR14eIyC0y5tyJZymPAlmYoWYV0hQKhTUkBz00QYdoHtiF5UeLNk-71tnUA
https://sizeinclusivemedicine.org/
https://sizeinclusivemedicine.org/
https://www.fatdoctor.co.uk/
https://www.noweigh.org/
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healthcare, walking through the 
history of the BMI, weight stigma, 
and more.   
  
A series of 1.5hr webinars “The 
Weighting Room” diving into a 
diagnosis from a weight-inclusive 
perspective  

Weight and 
Healthcare substack 
by Regan Chastain  

A newsletter examining weight science, weight 
stigma, and what evidence, ethics, and lived 
experience teach us about best healthcare and 
public health practices for higher weight 
people. Created by Ragen Chastain, a 
professional speaker and writer, researcher, 
co-author of the HAES Health Sheets, multi-
certified health and fitness professional and 
queer, fat, woman (she/her)  

Current, up-to-date responses to 
issues in the life and care of 
people in larger bodies.  

Health Not Diets by 
Fiona Willer AdvAPD, 
PhD  

The mission of Health, Not Diets is to create a 
better world for people of all sizes by 
providing high quality training in size inclusive, 
weight-neutral approaches for health 
professionals.  

Podcasts, webinars, trainings and 
resource lists  
   

Center for Body 
Trust  

“Dismantle systemic weight stigma within 
yourself and the world around you.”   

Online and in person training for 
professionals and individuals.  

Patient education  
HAES Health Sheet 
Library  
   

This site has a list of disease-specific health 
sheets with basic information about each 
condition.   
Topics include: What is it? What causes it? 
How is it diagnosed? Fatphobia and Body 
Weight in Diagnosis and Treatment. Treatment 
options.   
   

 Current conditions: Heart Disease, 
HTN, high cholesterol, 
hyperthyroidism, 
hypothyroidism/Hashimoto’s, 
Joint pain, joint replacement, 
NAFLD, OSA, OA, PCOS, T2DM  
   

Fat Body Care 
(working document)  

This is a crowdsourced list of self-care tips for 
fat folks. Many fat folks don't have community 
to share the body needs they encounter. 
Check here for some practical resources to 
share.  

Examples of topics include: Skin 
care (intertrigo, “chub rub”, 
hidradenitis suppurativa), toilet 
and menstrual hygiene, plantar 
fasciitis, sex, and movement  

 Weight Inclusive 
Nutrition handouts  
  

Created by Meghan Cichy, RDN and health 
justice advocate. Condition-specific resource in 
plain language covering an explanation of the 
condition/disease, gentle nutrition tips, and 
other recommendations for care. Each page 
includes information about caring for overall 
health. Very accessible language, available in 
English and Spanish.  

Over 20 topics including iron 
deficiency anemia, NAFLD, PCOS, 
Celiac Disease, Diabetes, 
Migraines, and Sports Nutrition  

Podcasts  

https://weightandhealthcare.substack.com/
https://weightandhealthcare.substack.com/
https://www.healthnotdiets.com/
https://centerforbodytrust.com/
https://centerforbodytrust.com/
https://haeshealthsheets.com/the-health-sheet-library/
https://haeshealthsheets.com/the-health-sheet-library/
https://docs.google.com/document/d/1KxRXFlcT9nKc6R-hkQLVW2J5NvkvyHhqFvI3nBcCx1U/edit
https://docs.google.com/document/d/1KxRXFlcT9nKc6R-hkQLVW2J5NvkvyHhqFvI3nBcCx1U/edit
https://drive.google.com/drive/folders/15dSypccNhGNyir7a642UZvfgKkHnI196?usp=sharing
https://drive.google.com/drive/folders/15dSypccNhGNyir7a642UZvfgKkHnI196?usp=sharing
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Maintenance Phase  “Weight loss and wellness, debunked and decoded” biweekly podcast addressing 
the data science behind wellness culture   

Books  
Author  Title  
Lindo Bacon, PhD  Health at Every Size: The Surprising Truth about your Weight  
Jennifer L. Gaudiani, 
MD, CEDS, FAED  

Sick Enough: A Guide to the Medical Complications of Eating Disorders  

Aubrey Gordon  What We Don’t Talk About When We Talk About Fat  
Aubrey Gordon  You Just Need to Lose Weight and 19 Other Myths About Fat People  
Da’Shaun L. Harrison  Belly of the Beast: The Politics of Anti-Fatness as Anti-Blackness  
Edited by Esther 
Rothblum and Sondra 
Solovay  

The Fat Studies Reader  
  

Abigail C. Saguy  What’s Wrong With Fat?  
Sabrina Strings, PhD  Fearing the Black Body: The racial origins of fat phobia  
Sonya Renee Taylor  The Body is Not an Apology  
Jessica Wilson, MS, 
RD  

It’s Always Been Ours: Rewriting the Story of Black Women’s Bodies  

   
 
 
 
  

https://www.maintenancephase.com/
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Table 3: Scenarios you may encounter 
My patient came in requesting IWL/meds   
A patient comes in requesting ozempic for weight loss. (Or bariatric surgery. Or diet advice for weight 
loss.) You’ve read the research, you know that IWL works for an almost negligible portion of the 
population in the long term and attempts at IWL most often have significant physiologic and 
psychological complications. How do you navigate this conversation with a patient?   

• Approach with curiosity. This is a great place to use Motivational Interviewing. 
Consider questions like: “What do you know about ozempic?” “What isn't working for you 
right now that you are hoping to change?” “What would be different if your body was 
smaller?”   
• Establish/re-establish your intention: emphasize that you are committed to your 
patient’s health and well-being and share that your recommendations are based on the 
current evidence and your overall understanding of health.   
• Ask permission to share some more. Explain the limitations of IWL, including research 
about the low success rate and the potential negative impact on long-term health 
outcomes. Reiterate that weight is not the most meaningful marker of health and some of 
the other measures you look to as indicators of well-being.   
• Discuss risks/benefits of the IWL method they are requesting. You may include the 
mechanism of action for ozempic in managing diabetes, the nature of ozempic as a weight 
loss medication, and the likely life-long commitment to this medication to maintain any 
weight loss. Include information about side effects.   
• Introduce a holistic approach. This may include some Health at Every 
Size principles including increasing health enhancement, eating for well-being, and life-
enhancing movement.  
• Provide resources and support. Offer education materials, book recommendations, and 
referrals to other care providers who may support their health – dieticians, therapists, even 
peer support.   
• Remember – all the evidence in the world doesn’t make the world a safe or comfortable 
place for people in larger bodies. Knowing the risks and long term health consequences of 
IWL won’t help a person fit comfortably in a chair at the restaurant, avoid being mocked 
and tormented walking down the street, or offer affordable clothes designed to fit their 
body.    

My patient needs access to specialty care:  
But they have BMI limits  

• This is a consistently reported barrier for primary care providers seeking specialty care 
for their patients. Whether it’s for a necessary orthopedic surgery, gender affirming surgery, 
or any of many other procedures, finding providers who will operate or even work with 
patients in larger bodies can be a real challenge.   
• Is there anyone in your own clinic who can offer some advocacy? Sometimes a social 
worker, care management nurse, or navigator can help advocate for a patient.   
• Read up! There are several great resources to support you in these conversations with 
colleagues. Regan Chastain has a three-part series on this topic part 1 part 2 part 3 and Dr. 
Louise Metz has written a great article about osteoarthritis, weight-neutral care options, 
and orthopedic surgery.     

But they may cause harm/give conflicting advice  
You’ve worked so hard with your patient navigating their past trauma with the healthcare system – 
overcoming years of being told to restrict food, or having necessary care withheld until their body 

https://asdah.org/health-at-every-size-haes-approach/
https://weightandhealthcare.substack.com/p/bmi-limits-healthcare-held-hostage
https://weightandhealthcare.substack.com/p/options-to-deal-with-bmi-based-healthcare
https://weightandhealthcare.substack.com/p/fighting-bmi-based-denials-part-3
https://mosaiccarenc.com/uncategorized/joints-weight-inclusive-care-osteoarthritis/
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changes, or avoidance of healthcare at all. You’ve got a good thing going, and they’re engaged in their 
healthcare. Now they are going to see another provider. Whether for an acute concern, going to a 
specialist, or for something else entirely, you understandably want that provider’s care to be trauma-
informed and weight-inclusive.   

• You have a few options. First, there are several resources for identifying colleagues 
aligned with similar weight-inclusive philosophies of care. Mary Lambert has a resource 
listing, as well as the re-released ASDAH listing and the growing network of Body Trust 
Providers. There are also Facebook groups like this one which can be helpful in seeking 
recommendations. Many states and professions have their own weight inclusive Facebook 
groups to network, refer, and seek collegial support.   
• Prep your patients. “Your weight is not a problem. You may encounter other providers 
who have a different philosophy of care. If you get information from them that is different 
from our plan, please let me know. I would be happy to talk with you about how to fit their 
advice into the care plan we have developed.”  
• Provide tangible resources like this Don't Weigh Me card (available in English, Spanish, 
French, and a special version for parents) which helps patients communicate with their 
providers about their need for weight-neutral care. This may also be a great time to 
introduce these condition-specific health information sheets to provide some context and 
anticipatory guidance in preparation for these visits. Two great options can be found here 
and here     

How to address weight loss using informed consent  
What about situations where you are providing care for someone who is seeking intentional weight 
loss? Perhaps they’ve come to you after bariatric surgery or require medically necessary procedures and 
their best option is to pursue weight loss to meet a BMI requirement to access this care.   

• Even given everything we know about the risks of IWL, we *do* know how to make 
bodies smaller (in the short term). In order to ethically support patients in efforts to lose 
weight, we do the same thing as for all care: a thoughtful process of informed consent.   
• Be sure to educate a patient about health and weight including weight cycling. Many 
patients have been led to believe the myth that regaining weight after losing it is a personal 
failing. However, the science is abundantly clear that it is not.   
• You can also refer them to some great educational opportunities to dive in more, 
including this course from the Center for Body Trust, this article from the Huffington Post, 
or this podcast from Maintenance Phase.   
• Make a plan. Weight loss can be seductive. People are often praised for making their 
bodies smaller without regard to the mechanism, the health, or the sustainability of it. 
Discuss how you and your patient will know when the weight loss is no longer safe. Our 
“stop points” may be signaled by a too-low blood pressure, lab markers of under-
nourishment, or recognizing disordered eating behaviors. (Remember the behaviors we 
often applaud in fat people are the same ones we worry about or admonish in thin people – 
more about this here and here.)  
• Consider what is and is not attainable. If a patient is required to get to a BMI of under 
30 in order to access necessary surgery and their starting BMI is over 50, even as a short-
term measure to access care, this weight loss may be unattainable and cause more 
metabolic harm than good.    

My practice wants me to follow the new AAP guidelines for weight management in children  
The American Academy of Pediatrics (AAP) released Clinical Practice Guidelines for the Evaluation and 
Treatment of Children and Adolescents with Obesity in January 2023. These guidelines dramatically 

https://docs.google.com/spreadsheets/d/1-uu8nSoip1et80P6HHTOVKYB5aJI_PT0lX_AxQsBbJw/edit#gid=0
https://asdah.org/listing/
https://centerforbodytrust.com/body-trust-professional-network/
https://centerforbodytrust.com/body-trust-professional-network/
https://www.facebook.com/groups/302128423576431
https://more-love.org/resources/cards-worksheets/
https://haeshealthsheets.com/the-health-sheet-library/
https://drive.google.com/drive/folders/15dSypccNhGNyir7a642UZvfgKkHnI196?fbclid=IwAR1PU6Uka3Nxv6l00_Irsxs6AeR3kD_pxW7gmOhnGH-Exs7RrqP3C0Vr6us
https://centerforbodytrust.com/no-more-weighting/
https://highline.huffingtonpost.com/articles/en/everything-you-know-about-obesity-is-wrong/
https://maintenancephase.buzzsprout.com/1411126/9551555-is-being-fat-bad-for-you
https://maintenancephase.buzzsprout.com/1411126/8231380-eating-disorders
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9035356/
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change the recommendations for caring for growing children who are in larger bodies and have been 
widely criticized since their introduction.   

• First, read up on the criticisms: Creating Peace with Food has created a resource guide 
for understanding and navigating these guidelines. Read up on other perspectives in the 
New York Times, on National Public Radio and in the Weight and Healthcare Substack.    
• Look into some of the resources available on children and eating. Kids Eat in Color is a 
great resource and has an excellent (and colorful) Instagram presence for bite-sized 
information. The Ellyn Satter Institute has additional resources including a webinar 
addressing AAP guidelines.    

I need to talk with my patient about weight. What do I say?  
First, consider why. Are you trying to establish yourself as a weight-neutral provider to a new patient 
who has experienced weight-based care harm in the past? Are you trying to meet an insurance directive 
about making recommendations for diet and exercise? Is it part of your standard practice and you don’t 
yet have an alternative plan? Is this a well-child check and you want to discuss growth and 
development? Your purpose can make a big difference in the framing of the conversation.   

• Most patients, especially those in larger bodies, expect their healthcare providers to 
have an opinion about their weight. As we know, if we don’t mention something our 
patients are worried about, they may very well leave continuing to worry. In this case, you 
might consider saying, “Is it okay if I share some of my thoughts about weight? I know a lot 
of healthcare is really interested in patient weights. From what I know about the research, 
weight is not a very useful measure of health and doesn’t add a lot to our care plan. I do not 
plan to talk about your weight with you unless there is a very specific reason – something 
like needing anesthesia or another medication that is dosed based on weight, or if you are 
changing weight rapidly with or without trying because that could signify something else 
going on. If you have any concerns about your weight, or if you do want to discuss it, let me 
know. Otherwise we will focus on other things like lab work, blood pressure, life-enhancing 
movement, and eating for well-being to optimize your health.”  
• If insurance or your healthcare system requires that patients are weighed, first – find 
out if that is true. Often weight is a convenient and easy metric to gather but is not explicitly 
required. Consider ways you can advocate for patients by changing the standard to weigh 
them on the way in. At the very least consider harm reduction – not weighing in a public 
area, offering blind weights, or asking permission before gathering weights from patients.   
• For a well-child check, the goal is to ensure our young patients are getting everything 
they need to grow their bodies, brains, and spirits. Reviewing growth charts can offer some 
interesting information on whether their growth is consistent along their trajectory. That 
said, the advice we give is generally the same whether a child is growing faster, slower, or 
staying along the same trajectory: encourage lots of variety of foods, eating meals together 
as a family when possible, and getting outside and play with your children. You may also 
consider connecting the family with a (weight-inclusive) dietician to add support. See the 
resources above for more information on child eating/feeding.   

I just feel stuck. I don’t know how to treat this problem without focusing on weight. I am unprepared 
for this!  
First, thank you for caring. You’re right. Most of us were very underprepared by our education to care 
for patients in larger bodies in a way that is liberatory and trauma informed, and in fact the evidence to 
support thoughtful care remains lacking. You’re in the right place.   

• You DO know how to care for this patient. The basic premise: what would you do for 
this condition/problem/disease for a patient in a smaller body? Do that.   

https://creatingpeacewithfood.com/wp-content/uploads/2023/04/2.0-Provider-Guide-to-AAP-Guidelines-1.pdf
https://www.nytimes.com/2023/01/26/opinion/aap-obesity-guidelines-bmi-wegovy-ozempic.html
https://www.nytimes.com/2023/01/26/opinion/aap-obesity-guidelines-bmi-wegovy-ozempic.html
https://www.npr.org/2023/02/15/1155521908/eating-disorder-obesity-guidance-risk-weight-loss,
https://weightandhealthcare.substack.com/p/serious-issues-with-the-american
https://kidseatincolor.com/
https://www.ellynsatterinstitute.org/
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• Remember: as weight loss isn’t sustainable past a few years for the majority of people, 
and as the consequences of weight cycling are consistently shown to be harmful to health, 
taking intentional weight loss off the table as an intervention is not only logical, but the 
ethical choice.   
• Keep learning. Check out webinars. Read articles. Get lost in a great book. Seek out 
mentorship from experienced weight-inclusive providers. Every patient interaction makes a 
difference.   
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