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Disclaimers

Content Disclaimer

This paper will discuss the following themes: colonization, racism, slavery, weight-
based discrimination, and eating disorders.

Language Disclaimer  

We acknowledge that language is constantly changing and evolving. While the 
following terms are used in this position statement, we recognize that they may 
not be appropriate for everyone or they may be distressing for some. It is always 
up to the individual to decide how they want to describe themselves. 

•	 The terms “obese” and “overweight” medicalize and pathologize 
larger bodies and are rooted in racism and sexism.”[1] [2] [3] There are 
significant harms in using these terms. When the research cited 
in this position statement uses these terms, they will be placed in 
quotation marks to acknowledge the harm these terms cause to 
people with higher weights/larger bodies. 

•	 This paper will use the terms ‘higher weight’ or ‘larger bodied’, as they 
are non-stigmatizing and weight-inclusive.[4] [5] [6]  Although the word 
‘fat’ is preferred by fat activists to reclaim the word as neutral and to 
normalize ‘fat’ bodies,[3] [6] this paper will not use this word due to our 
positionality (see Acknowledging Positionality). 

•	 The word ‘White’ is capitalized in this paper, as recommended by the 
National Collaborating Centre for Determinants of Health (NCCDH), to 
acknowledge that White is a social category of race that is not neutral 
and contributes to society’s racial inequities.[7]
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Executive Summary
Weight bias and the resulting stigma and discrimination is a significant  
public health problem and social justice issue that leads to health inequities.  
A weight-inclusive approach is necessary to reduce harm and promote health for 
individuals in larger bodies.

The purpose of this position statement is to raise public health professionals’ 
awareness of the systemic injustices and harm that results from weight bias, 
stigma, and discrimination. It also provides recommendations to mitigate harm 
through a weight-inclusive approach.

All public health professionals need to work together to support a weight-
inclusive approach that improves health outcomes for all. 

Background
The prioritization of health from a Western viewpoint is evident in the World 
Health Organization’s (WHO) definition of health as “a state of complete 
physical, mental, and social well-being and not merely the absence of disease or 
infirmity”. This definition can create unrealistic expectations and lead to feelings 
of inadequacy and self-blame, which can negatively impact individual health 
and well-being. It is important to note that health is dynamic and can vary 
depending on cultural, social, environmental, and historical contexts. As such, 
the notion of achieving “health” is not absolute and is subject to relativity and 
constant evolution. 
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The public health field often frames health as modifiable through individual 
behaviour change, thereby creating a moral imperative that a state of “good” 
health is attainable and should be desired or pursued by all. However, achieving 
health is subjective and different for everyone, as health is influenced by complex 
systemic, structural, physiological, psychological, environmental, economic, 
political, and social factors, referred to as the Social Determinants of Health (SDH).

Like health, weight is complex and multifactorial. Many healthcare professionals 
and researchers associate higher weights and Body Mass Index (BMI) with 
poorer health and increased mortality. Despite its widespread use, Body Mass 
Index (BMI) on its own is not, nor was it intended to be, a valid measure of an 
individual’s overall health. This oversimplified view results in weight focused 
recommendations that contribute to weight bias, stigma and discrimination while 
increasing health inequities and negatively impacting health outcomes. 

Weight bias, stigma, and discrimination also intersect with other forms 
of discrimination and systems of oppression, including, but not limited to, 
colonialism, homophobia, transphobia, racism, classism, ableism, and sexism. 
Beauty and weight ideals in Western culture are rooted in anti-Black and anti-
Indigenous racism, colonialism, classism, and sexism. Centuries of colonial 
policies have created a system of hierarchy that privileges Whiteness, resulting 
in racial discrimination and ongoing settler colonialism. This has worsened 
health outcomes for Black, Indigenous, and other racialized peoples. Public 
health professionals must seek to better understand how systemic racism and 
colonialism has influenced societal and medical beliefs about body size. 

Weight bias, stigma, and discrimination impact individuals across the lifespan. 
Weight ideals and stereotypes about larger bodies are taught to young children 
by society, through family, peers, media, school, and other settings. Women 
experience weight stigma more frequently than men. As well, racialized groups 
and 2SLGBTQ+ communities experience higher rates of weight stigma than White 
and heterosexual individuals. 

Widespread weight bias and stigma leads to discrimination for people in larger 
bodies in the following settings:

Healthcare: Negative attitudes across a range of health disciplines 
impacts quality of care. For example, patients are often blamed for their 
weight, prescribed weight loss for unrelated complaints, and restricted 
from accessing medical care. 
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Employment: Weight discrimination in employment occurs through 
hiring decisions, salaries, promotions, and termination decisions 
which results in restricted economic opportunities.

Education: Weight stigma can appear in schools through weight-
based bullying, curriculum, and educator actions (or inactions), 
which can impact academic achievement.

Media: Through popular media, social media or health promotion 
campaigns, media perpetuates stereotypes about individuals in 
larger bodies while normalizing weight stigma. 

Interpersonal Interactions: Family is the most frequent source of 
weight stigma, which can be especially harmful to children and youth. 
Experiencing weight-based teasing and inappropriate comments 
at any age is associated with feeling less satisfied in relationships 
with others. It can also occur with complete strangers and has been 
reported while grocery shopping, riding the bus, and out walking.

Mitigating Harm Through a Weight-Inclusive Approach
Weight normative and health/complication-centric approaches place blame on 
the individual for their health status and focus on weight and/or BMI as a health 
concern to be resolved. In contrast, the weight-inclusive approach is the only 
option that actively works to mitigate and eliminate harms caused by the weight-
normative and health/complication-centric approaches. Public health must not 
frame higher weights as a disease or epidemic as this contributes to weight 
discrimination. A weight-inclusive approach is necessary to reduce harm and 
promote health for individuals in larger bodies.  

The weight-normative approach regards larger bodies as having a disease 
requiring treatment rather than a normal variation of human body size. Assigning 
a disease label to larger bodies causes those in larger bodies to feel dehumanized 
and experience bias, stigmatization, and discrimination. The weight-inclusive 
approach opposes blame on the individual for their health status and highlights 
the impact of social, cultural, and environmental conditions on one’s health.

A weight-inclusive approach recognizes the importance of trauma-and-
violence-informed care. Weight and weight loss are not elements of treatment 
or intervention, and this approach advocates for care for everybody by using 
research, tools, equipment, and best practices that include larger-bodied 
individuals in its development.
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The Role of Public Health in Perpetuating Weight Bias
The public health sector has contributed to weight bias by framing “obesity” 
as a public health crisis, economic burden, and treating weight as a personal 
responsibility. Such campaigns and messaging do not increase motivation to 
improve health and well-being; rather, they decrease individuals’ feelings of 
control over their health status. They also contribute to increased weight bias, 
which leads to weight-related teasing, bullying, harassment, violence, hostility, 
ostracism, pressure to lose weight, and negative appearance commentary.

Impacts of Focusing on Weight Loss
There is no evidence of effective approaches to achieve long-term weight loss. 
When weight loss is pursued, there are often adverse consequences including 
increased mortality, disordered eating and eating disorders, emotional distress, 
poorer mental well-being, and weight cycling. 

Impacts of Weight Bias, Stigma, and Discrimination on Health
The stigma and discrimination experienced by people in larger bodies are 
independent risk factors for mortality and morbidity. Additionally, weight stigma 
and discrimination result in mental, physical, social, and economic consequences. 
These outcomes exist even after controlling for BMI, suggesting that weight 
stigma and discrimination, rather than higher weights alone, increase the risk for 
mental and physical health concerns. 

Recommendations for Public Health Practice 
Weight bias, stigma, and discrimination dehumanize people and contribute to 
the oppression of people living in larger bodies. Differences in treatment create 
inequities, disregard individual needs, and cause harm on a physical, mental, and 
emotional level.

To improve population health, public health must apply an anti-racist, anti-
oppressive, and trauma-and-violence-informed lens, and divest from a weight-
centric lens when moving towards a weight-inclusive approach as a component 
of equity-informed practice. 

The following recommendations outline how this position statement can be 
applied to public health practice. Recommendations are grouped into four 
primary categories: communications, supportive environments and policy, 
collaboration and partnership, and education and training/capacity building. 
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This list is not exhaustive; we recognize that much more can be done in public 
health practice to end weight bias, stigma, and discrimination. All public health 
professionals need to work together to support a weight-inclusive approach that 
improves health outcomes for all.

Collaboration and Partnership
▶	 Foster partnership and collaboration among communities and 

individuals with lived experience (e.g., those living in larger 
bodies) and commit to amplifying their voices as experts. Ensure 
their work is compensated appropriately. 

▶	 Consult with local partners (e.g., schools, workplaces, health 
care providers) to raise awareness of weight bias, stigma, and 
discrimination. Support them in their efforts to reduce its 
perpetuation, such as through training and advocacy initiatives 
within their organization and the broader community.

▶	 Encourage and support partners in discontinuing programs and 
resources that do not align with a weight-inclusive approach.

▶	 Empower and support partners with updating policies and 
resources to reflect a weight-inclusive approach.

Communications
▶	 Review, discontinue, or update resources and messages to 

ensure alignment with a weight-inclusive approach. Consider 
involving people with lived experience in co-creation and/or 
review of resources.  

▶	 Remove all references to “healthy weights”, “normal weight”, and 
BMI categories, and replace it with information on weight bias, 
stigma, and discrimination.

▶	 Align with a weight-inclusive approach by using positive, non-
stigmatizing images.

▶	 Avoid using the terms “obesity” or “overweight” in messaging, 
and incorporate more inclusive language. 

▶	 Avoid listing “obesity” as a chronic disease and framing it as a 
public health crisis, as evidence suggests it may be harmful.
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▶	 Avoid referring to “overweight/obesity” as a health behaviour as 
there is strong evidence weight is not a behaviour and should not 
be treated as such.

▶	 When developing messaging around health behaviours, ensure 
the impact of the SDH are also communicated.

▶	 Avoid reporting on BMI information.

Supportive Environments and Policy
▶	 Create a weight-inclusive environment throughout the space as 

well as including furniture and equipment (e.g., chairs, bathroom 
stalls) that are designed to accommodate people of diverse body 
sizes. When meeting with clients, ensure a quiet, private, and 
comfortable space is available. Ask clients how the space may be 
changed so that they feel safer and more comfortable. 

▶	 Develop and implement a checklist to support a weight-inclusive 
environment and review regularly.

▶	 Remove images or materials (e.g., magazines, wall photos) that 
promote thin ideals and stigmatize larger bodies and replace 
them with ones that feature positive portrayals of a diverse group 
of individuals in different bodies (e.g., ability, race, gender, etc.).

▶	 Develop and implement policies that promote a weight-inclusive 
approach. Incorporate continuous quality improvement and 
evaluation processes. 

◆	 This includes inclusive clinical and weight-based practices, 
such as how to obtain informed consent when weight 
measurement is necessary (e.g., medication and vaccine 
dosing), an option for taking a blind weight, ensuring privacy, 
and not making comments about a client’s weight.

◆	 Amend policies related to equity, diversity, and inclusion to 
address discrimination based on appearance and weight.

◆	 Amend accessibility policies to accommodate people  
in larger bodies. 
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◆	 Acknowledge, utilize, and amplify the voices of folks with lived 
experience of living in a larger body and those who may have 
experienced weight bias. Seek informed consent and provide 
appropriate compensation for lived experience feedback.

◆	 Ensure a transparent process for complaints and feedback 
takes a trauma-informed approach. 

◆	 Conduct regular reviews of policies, procedures, programs, 
spaces, and plans by engaging those with expertise in and 
lived experience of weight stigma .

◆	 Refrain from using programs and activities that perpetuate  
weight stigma, such as weight loss programs, using weight or  
BMI as eligibility criteria, or measuring weight when not  
medically necessary.

◆	 Staff are supported to complete training and continuing 
education opportunities on weight-inclusive care.

▶	 Encourage the use of trauma-and-violence-informed care to be 
sensitive to the experiences of all people who have been stigmatized 
or marginalized. For example, acknowledge the emotional and 
mental labour involved with seeking and accessing services. 

▶	 Promote the inclusion of weight as a protected characteristic in the 
Ontario Human Rights Code (OHRC) by advocating for its recognition 
and protection under the OHRC.

▶	 Advocate for upstream programs and policies that address the SDH 
instead of focusing specifically on individual behaviour change.
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Education and Training/Capacity Building 

▶	 Seek to understand the issue of weight bias through critical self-
reflection and awareness of personal attitudes, biases, beliefs, 
cultural identity, power, and privilege.

▶	 Provide training and discussion opportunities for reflecting on  
diet culture within the workplace, and practicing responses 
to diet talk in various settings. Recognize that disrupting diet 
culture in the workplace is important to help make safer spaces 
for people in all bodies.

▶	 When reviewing evidence or conducting research, approach it 
with a weight-inclusive lens.

▶	 Commit to unlearning colonial narratives of racial superiority 
and oppression, and how this intersects with weight-based 
discrimination.

▶	 Provide training and resources on a weight-inclusive approach 
to improve the skills, knowledge, and attitudes of public health 
professionals, educators, community partners, and related 
provincial organizations.

▶	 Commit to continue learning about tools and supports for people 
in larger bodies without focusing on weight loss (e.g., mobility 
supports, physical therapy, and skincare).

▶	 Promote and distribute the position statement and its 
accompanying appendix across all teams in Public Health Units in 
Ontario to maintain consistency in messaging.
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Position
Weight bias and the resulting stigma and discrimination is a significant  
public health problem and social justice issue that leads to health inequities.  
Public health must not frame higher weights as a disease or epidemic as this 
contributes to weight discrimination. A weight-inclusive approach reduces  
harm and promotes health for individuals in larger bodies. 

This document is based on the best available evidence at the time of writing, and 
will replace the previous position statement: Ontario Dietitians in Public Health, 
Health (ODPH) and Wellbeing Philosophy and Approach to Weight (2018).
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Introduction
The world has an obsession with weight. In Western culture, there is a pervasive 
societal desire for thinness that is heavily influenced by cultural norms.  
Often, being thin is equated with beauty, success, and health. On social media, 
people often use filters or editing apps to alter their size and appearance in 
photos to conform to societal beauty standards and avoid negative comments. 
Greetings between relatives and friends after a prolonged period of absence 
typically include some comment on weight. There are industries eager to sell 
the latest product that claim one could achieve their “ideal” weight. With such 
excessive preoccupation with weight, it is understandable that so much  
value, self-worth, and judgement are placed on one’s weight and body size.  
This contributes to diet culture, a system of beliefs that equates thinness with 
goodness and health.[8]

Standards and ideals of body size are informed by long-standing cultural values 
and can vary across cultures. For example, there are non-Westernized cultures 
that praise body fat and value larger-bodied individuals.[9] To understand how 
cultural norms around body size influence people’s experience and perception 
of weight, it is important to consider history and how social systems have shaped 
standards of “normal”.  As Friedman et al. writes in the introduction to their book 

“Thickening Fat: Fat bodies, intersectionality, and social justice”, “[t]he presence 
and history of fat is deeply embodied and deeply emotional but is also bound up 
in other structural zones of oppression and privilege”.[10] 
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Before proceeding further, it is helpful to be familiar with the following terms:

▶	 Weight bias includes negative attitudes, beliefs, assumptions, 
and judgements about individuals based on their weight, shape, 
appearance, or Body Mass Index (BMI).[11] [12]

▶	 Weight stigma is negatively stereotyping people based on body 
weight, shape, or size.[13] 

▶	 Weight discrimination refers to the unfair treatment of people due to 
body weight, shape, or size.[14] 

ODPH acknowledges that the public health sector continues to reinforce and 
perpetuate weight bias, stigma, and discrimination for those in larger bodies 
through stigmatizing health promotion images and messaging[13] [15] public health 
continues to frame “obesity” as a public health crisis and epidemic focused 
on individual responsibility.[13] [15] [16] ODPH does not support framing “obesity” 
as a disease or as an epidemic because it contributes to weight stigma and 
discrimination. This weight-focused lens impacts the overall well-being of those 
in larger bodies.[13] [15] 

The purpose of this position statement is to raise public health professionals’ 
awareness of the systemic injustices that result from weight bias, stigma, and 
discrimination, and to provide recommendations for public health to advance 
weight-inclusive practices.  All public health professionals need to work 
together to support a weight-inclusive approach that improves health 
outcomes for all. This position statement has an appendix, which provides 
applicable scenarios for implementing a weight-inclusive approach in public 
health. The issues raised in this paper also extend beyond public health and are 
applicable to other healthcare professionals and settings. 

Acknowledging Intersectionality
Weight bias, stigma, and discrimination are oppressive and detrimental to one’s 
overall well-being.[14] Weight bias, stigma, and discrimination also overlap with 
other forms of discrimination and systems of oppression. This is known as 
intersectionality, which includes, but is not limited to, colonialism, homophobia, 
transphobia, racism, classism, ableism, and sexism. Living at multiple 
intersections of social identity further exacerbates the risk of experiencing health 
and social inequities.[17] [18] [19] Some of these intersecting systems are discussed in 
this position statement.
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Why ODPH?
ODPH is the official voice of Registered Dietitians working in Ontario’s public 
health system.[20] ODPH provides leadership in public health nutrition by 
promoting and supporting member collaboration to improve the health of 
Ontario residents through the implementation of the Ontario Public Health 
Standards (OPHS).[20] The concepts in this position statement strongly align with 
topics in the OPHS, including health equity, mental health promotion, healthy 
growth and development, school health, and chronic disease prevention 
and well-being.[21] ODPH’s guiding principles of evidence-informed practice, 
comprehensive health promotion, and health equity, align with this critical 
advocacy work.[22]

Acknowledging Positionality
We acknowledge the unearned power and privilege that comes from:

▶	 Working at local health units, which are funded by the municipal 
and/or provincial government. Government systems are shaped by 
colonialism and White supremacy culture that continue to perpetuate 
systemic racism and discrimination, in which we are often complicit.[7] 
For example, national and provincial nutrition guidelines are often 
informed by Western values. 

▶	 Being Registered Dietitians, who are regulated health professionals 
in Ontario. The profession of dietetics, along with other helping 
and health professions, is shaped by colonialism and the dominant 
culture of White supremacy. This can create a power imbalance or 
perceived power imbalance when working with partners and clients. 

◆	 Additionally, the foundation of nutrition and dietetics in Canada 
was built on unethical nutrition experiments on Indigenous peoples 
by intentionally starving children in the residential school system, 
which subsequently informed the development of Canada’s Food 
Guide.[23] The Canada’s Food Guide is a key document that dietitians 
regularly use today in their practice. As a result of this human 
maltreatment, the food guide, food access, and food itself have 
been, and continue to be, weaponized against Indigenous Peoples. 
In addition to the long-term impacts of malnutrition Indigenous 
Peoples endured, they also were robbed of their connection to their 
land, culture, and language during treaty negotiations, Residential 
Schools, the Indian Act, and many other acts of colonialism.
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◆	 It is important to note that the dietetic profession predominantly 
consists of White, cisgender, women from middle and upper 
classes.[24] [25] [26] [27]

◆	 Studies show high rates of disordered eating and eating 
disorders amongst nutrition and dietetics students world-wide.
[28] [29] [30] [31] [32] The stereotypical dietitian is thin; this can result in 
additional societal pressure and expectations for prospective and 
current nutrition students and dietitians. While there is limited 
data about the body size of dietitians, it is our experience that thin 
privilege is common and should be acknowledged as many of the 
authors do not have experience living in a larger body.

▶	 Being members of a provincial group, which allows us to advocate 
using the ODPH platform. 

▶	 Our own unique privileges, which impact our perspectives on this work. 

Research Disclaimer 
This position statement used the best available evidence at the time of writing. 
The effects of weight bias, stigma, and discrimination have been studied for 
several decades; however, there are limited studies available that are considered 
to be the highest quality of evidence based on Glover et al.’s[33] Evidence-Based 
Medicine Pyramid (i.e., systematic reviews, meta analyses).[34] Currently, research 
that focuses on “obesity” prevention and control is highly funded while research 
on weight bias, stigma, and discrimination is not. Quality of evidence for “obesity”-
focused research varies. Additionally, studies may be funded or conducted by 
groups with a conflict of interest (e.g., pharmaceutical companies marketing 
weight loss drugs). 

“Obesity” research often does not address weight stigma and the unintended 
impacts of interventions; the amount of effort and resources required to attain 
low levels of weight loss; or the feasibility of the intervention in non-research 
settings. When reviewing research articles, it is critical to read them in their 
entirety as titles and abstract of articles can misrepresent the research findings. 
There has also been a documented account in which significant efforts were 
made to discredit and conceal research findings that indicated that Body Mass 
Index (BMI) had a less significant association with death compared to the findings 
of a similar research study.[35] Cumulatively, this perpetuates weight bias, stigma, 
and discrimination.
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While research related to weight bias, stigma, and discrimination is continuing to 
emerge, it may be beneficial to apply more robust research methods to produce 
research that would be considered high quality evidence.[36] With this being said, 
ethical concerns associated with research in this topic area must be considered. 
For example, conducting a randomized controlled trial (RCT) on weight stigma 
in an ethical manner may not be possible. We must also acknowledge the value 
of qualitative literature, as well as other types of knowledge systems not based 
on the Western scientific method in providing context to the topic area of weight 
bias, stigma, and discrimination.  

Finally, it is important to acknowledge that many of the researchers and 
participants in the field are not representative of diverse genders, sexualities, 
races, ethnicities, classes, and ages.[10, p. 2] Efforts must be made to support a more 
diverse representation of researchers and participants. 
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Background

The Complexity of Defining Health 
While there are several worldviews of health that focus on a holistic lens,[37] [38] 
the Western perspective on health currently dominates our healthcare system, 
including public health.[38] [39] This perspective stems from a White supremacist 
lens that is individualistic, biomedical, and excludes other perspectives.[38] [40]

The prioritization of health from a Western viewpoint is evident in the World 
Health Organization’s (WHO) definition of health as “a state of complete 
physical, mental, and social well-being and not merely the absence of disease 
or infirmity”.[41] Although it recognizes that health is beyond living disease-
free, it does not capture the reality that populations are living longer and thus 
have an increased risk of illness.[42] According to the WHO definition, anyone 
with a chronic illness or disability is deemed unhealthy due to the requirement 
of “complete” health.[43] This definition can create unrealistic expectations and 
lead to feelings of inadequacy and self-blame, which can negatively impact 
individual health and well-being. It is important to note that health is dynamic 
and can vary depending on cultural, social, environmental, and historical 
contexts. As such, the notion of achieving “health” is not absolute and is subject 
to relativity and constant evolution.[44] 

Healthism is a concept coined by Robert Crawford, which refers to the 
preoccupation with personal health and the notion that health is within one’s 
personal responsibility and control.[45] It reinforces a belief in a moral duty to be 
healthy.[45] “Healthists” equate an individual’s worthiness to their health status, 
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associate health with weight, and often overlook the impact of external factors 
on health outcomes.[45] [46] Healthism can lead to disordered eating and eating 
disorders by pressuring individuals to “fix” their health, enabling self-blaming and 
shaming, and viewing individuals as morally inferior if they fail to “do the right 
thing”.[47] Lee and Pausé[43] further add that healthism is a “form of oppression 
based on actual or perceived health status”. Healthism contributes to multiple 
oppressive systems,[45] including racism, sexism, transphobia, homophobia, 
ableism, ageism, weight stigma, anti-fat bias, and discrimination.

The public health field often frames health as modifiable through individual 
behaviour change, thereby creating a moral imperative that a state of “good” 
health is achievable and should be desired or pursued by all.[48] However, achieving 
health is subjective and different for everyone, as health is influenced by complex 
systemic, structural, physiological, psychological, environmental, economic, 
political, and social factors.[49] [50] [51] The Social Determinants of Health (SDH) 
influence one’s well-being and are evident in the conditions in which people live, 
learn, work, and play. SDH include income, education, employment, housing, food 
insecurity, early childhood development, social safety network, health services, 
geography, globalization, colonialism, culture, and gender. [52] [53] The commercial 
determinants of health, which shape physical and social environments through 
economic development, trade policies, political systems and financial investment 
flow, also influence health. The commercial determinants of health are driven by 
the private sector, where their interests and agendas could prevent or weaken 
regulation, limit liability and litigation or steer the direction and volume of medical 
education and research.[54] The social and commercial determinants of health play 
a crucial role in determining health outcomes, which are often beyond individuals’ 
control, and directly contribute to health inequities.[49] [54]  

The Complexity of Understanding Weight 

History of the Body Mass Index (BMI)

Like health, weight is complex and multifactorial, influenced  
by a range of biological, environmental, and social factors.[55] An overarching issue 
with simplifying the relationship between weight and health is the problematic 
history and utility of the Body Mass Index (BMI). BMI is a widely used mathematical 
calculation that divides an individual’s weight in kilograms by their height in 
metres squared to classify individuals into categories of “obese”, “overweight”, 

“normal”, and “underweight”.[56] Despite its widespread use, BMI on its own is not, 
nor was it intended to be, a valid measure of an individual’s overall health. 
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Historically, the calculation of weight proportional to the square of height was 
proposed in 1832 by Adolphe Quetelet, a Belgian astronomer, mathematician, 
statistician, and sociologist.[57] Using weight and height measurements of White 
European men, Quetelet derived the Quetelet Index (QI) in order to determine  
the characteristics of the “average” man who represented the social ideal.[1] [58]  
The QI was never designed to assess individuals’ health status.

In the early 1900s, insurance companies began assessing the mortality risk of 
their policyholders by collecting weight and height information from working, 
middle class White males.[1] That data aided in the production of ideal weight-to-
height tables to determine a person’s insurance coverage.[56] Despite the lack of 
scientific and medical rigour in obtaining these actuarial tables, doctors began to 
use them as a convenient tool to assess their patients’ weight and health.[1]

In the 1970s, unsatisfied with the actuarial weight-to-height tables, Ancel Keys 
revisited the QI in his attempt to discern the relationships between body mass, 
body composition, health, disease, and survival.[59] Keys rebranded the QI into 
what we know today as BMI. He took weight and height samples from men in 
predominantly White nations, with a small subset from Japan and South Africa, 
in an effort to show that BMI is the better indicator in correlating body fat and 

“obesity”.[60] However, Keys admitted the difficulty in estimating how variables like 
body type have biological or medical significance.[60]

Despite these flaws, Keys used his influence in the American medical sphere to 
recommend the use of BMI over ideal-weight tables.[1] The National Institutes of 
Health began using BMI as their weight-based health indicator in 1985.[1] In 1995 
the World Health Organization (WHO) reported on the use and interpretation 
of anthropometry, and defined three new levels of “overweight” into BMI 
categories with cut-offs at 25, 30 and 40. The “classification is based principally 
on the association between BMI and mortality” and “do not imply targets for 
intervention”.[61] The report did not use the label “obesity” and described the 
methodology to establish these cut-off points as largely arbitrary. [61] [62] [63]

The Influence of the Commercial Determinants of Health 

Commercial interests affect health policy and public perceptions of weight. [54] 
In 1995, the International Obesity Task Force (IOTF) was founded with the explicit 
purpose to convince the WHO to hold a special consultation devoted to “obesity”. 
The IOTF was funded almost entirely by the pharmaceutical industry[64] which 
provided a substantial grant to the WHO to fund the 1997 consultation. The IOTF 
then drafted and released an interim report to more than 200 ministers of health, 
prior to the official release in 2000.[63] 
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In 1998, the National Institute of Health (NIH) lowered the BMI classification of 
“overweight”. [63] This instantly caused 30 million Americans to be classified as 
“overweight”,[65] [66] perpetuating the “epidemic” discourse.[65] [67] Of note, the NIH 
panel informing this decision received the interim IOTF-funded WHO report, and 
was chaired by and included three members of IOTF.[63] [68] Since that time, public 
health officials have framed “obesity” as an “epidemic,” furthering the belief that 
weight is within one’s control. [65] [67] [69] 

Bombak, Adams and Thille[70] further describe how the process of 
pharmaceuticalization has informed the development, promotion, and lobbying 
in support of the Obesity Canada Clinical Practice Guidelines. The authors point 
to a shift by pharmaceutical companies from marketing drugs to creating and 
marketing diseases. The medicalization of “obesity” has created an opportunity 
for pharmaceutical intervention. Through funding of research and guidelines, 
pharmaceutical companies are able to shift the focus from structural and societal 
changes such as addressing poverty, racism and other social determinants 
of health, to industry-aligned treatments.[70] [71] Direct marketing to healthcare 
professionals takes the form of guidelines and education, as well as research 
funding and promotion of results. [72] [73] [74] [75] [76]

	 International standardization of BMI categories, largely 
motivated by the introduction of weight loss drugs and funded 
by the pharmaceutical industry, has resulted in the creation and 
overuse of arbitrary BMI categories that don’t identify the same 
level of health risks across individuals or populations. [63]

Today, many healthcare professionals associate a higher BMI or body weight 
with various health issues,[77] and believe individuals living in larger bodies are 
responsible for their weight due to their lifestyle behaviours.[78] These beliefs, 
influenced by commercial interests, have been ingrained in our collective 
consciousness; however, the link between weight and health is complex.[79] [80] [81] [82]

The Relationship Between Weight and Health

Research on mortality risk across BMI categories has found that mortality risk 
is greater for the highest and lowest BMI categories.[83] [84] The lowest all-cause 
mortality was found in the BMI categories considered “overweight” and “grade 
1 obesity” compared to the BMI considered to be “normal”.[83] [84] In short, this 
reiterates the arbitrary nature of the BMI categories, as there is no meaningful 
increased risk of death for the vast majority of individuals who are labelled as 

“overweight” or “obese”.
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The presumption that high weight causes poor health is, in most cases, 
oversimplified and inappropriate.[79] [80] [82] [85] It assumes that correlation between 
weight and health indicates causation and ignores the potential of other 
confounding factors known to predict, or cause, both higher weight and poorer 
health.[80] [82] [85] These include SDH, health behaviours, weight cycling, and the 
impact of weight stigma and discrimination.[80] [82] It also ignores the potential 
for reverse causation (chronic conditions causing weight gain). [82] [86] As Wann 
writes in their forward for “The Fat Studies Reader”, “[t]he only thing that anyone 
can diagnose with any certainty, by looking at a fat person, is their own level of 
stereotype and prejudice towards fat people”.[87]

Furthermore, healthcare providers recommend weight loss to individuals with a BMI 
classified as “overweight” and above, despite the lack of evidence that weight loss in 
individuals is retained long-term or that losing weight will improve health.[63] [79] [80] 

[82] [88] Numerous studies show that most weight lost is regained within the first two 
years; by five years the majority are at their pre-intervention body weight and more 
likely to enter into a cycle of losing and regaining weight, known as weight cycling.[80] 

[88] [89] [90] [91] [92] Weight cycling alone has been shown to negatively impact health.[61] [80] 

Healthism, reliance on BMI and weight, the influence of commercial determinants 
of health and healthcare’s systemic focus on weight loss are fundamental 
drivers of weight bias, stigma, and discrimination. This often leads to healthcare 
avoidance, which can result in adverse physical and psychological outcomes for 
individuals living in larger bodies, further exacerbating health inequities.[78] [93]

The Relationship Between Racism and Weight
Weight has been examined through many sociological lenses since the 1970s, such 
as feminist theory, queer feminist theory, and Black feminist theory.[2] [94] [95][96] Using 
the lens of race, class and gender, sociologist Sabrina Strings traced the origins 
of fat bias to the transatlantic slave trade and the spread of White, Anglo-Saxon 
Protestantism in Europe and the Americas.[1] [96]

In Europe during the period of the High Renaissance (late fifteenth to mid-
sixteenth centuries), male artists and intellectuals pursued the definition of 
beauty in women, using standard procedures and mathematical calculations to 
replicate the ideal length and breadth of body parts that personified beauty. It 
was derived that aesthetic ideals in women, whether White European or Black, 
were well-proportioned bodies, preferably those that are “plump and voluptuous” 
as opposed to thin.[1]
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From the late 1600s to the 1800s, various events played a role in shifting 
perspectives on body weight. The slave trade started growing during this time 
into enterprises in Europe. There was also an intellectual and philosophical 
movement (The Enlightenment) that emphasized reason and intellect to attain 
truths about the world, politics, religion and human condition.[97] This gave way 
to the preoccupation with humanity’s fundamental differences and the origins 
of racial theories, where external physical features, such as skin colour was used 
as a major factor for ranking people.[1] Once again, women’s physicality, this 
time the racialized female body, became the centre of discourse about racial 
superiority and inferiority by elite White English males.[1] Scientists went so far as 
to criticize White upper- and middle-class women for being “overweight” or too 

“underweight”, to the detriment of their “superior” race.[1]

The Reformation—the splitting away from the Catholic Church—led to another 
shift of thinking by elite White English male scholars and philosophers over the 
next 200 years, that aligned weight to spirituality (i.e., fatness was immoral) and 
beauty and intelligence to slim White bodies (i.e., fatness was linked to lowbrow, 
vapidity, and irrationality).[1] “The height of beauty, they [English philosophers 
and moralists] suggested, should reflect the nation’s moral compass as well as 
its racial caliber”.[1, p. 107] These factors all contributed to a social hierarchy that used 
assumptions about weight, race, and class to justify the superiority of the White 
race. Other races, particularly Black Africans, were considered “savage”, with larger 
bodies as evidence of their race being idle, lazy, hypersexual, and morally corrupt.[1]

It was the belief that White Europeans, particularly men, were the better race 
compared to people of colour in terms of physical form, culture, and intellect. 
This view made it morally acceptable and legal for Europeans to steal lands that 
were already occupied by sovereign Indigenous nations in the Americas, the New 
World.[98] A series of formalized orders from Pope Alexander VI in 1493 helped 
shape the political and legal construct of the “Doctrine of Discovery”, which 
prompted European nations to aggressively pursue colonization.[98] [99] [100]

In North America, settler colonizers systematically put into place policies and 
legislation meant to dehumanize all Indigenous peoples and to destroy, eradicate, 
and replace Indigenous cultures, structures, practices and ways of knowing.[99] [100] 
While Indigenous communities often viewed difference as a variation of nature, 
settler colonizers imposed their belief systems and standards of “normal”, which 
pathologized difference. Settler colonizers carried with them the belief that 
slender bodies were racially and morally superior, and that thinness demonstrates 
American exceptionalism.[1]
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Indigenous women, girls, and gender-diverse people, in particular, were viewed 
by settlers as worthless, no better than animals throughout colonization.[100]  
They were and continue to be physically and violently assaulted, eroding what they 
knew about their own bodies, identity, position, and impact in their communities.
[100] [101] New Zealand researchers working with Indigenous Māori populations, 
draw attention to the racist edge to fat shaming which is most openly expressed 
as weight stigma. Authors argue that fat shaming occurs as a manifestation 
of entrenched societal racism.[102] Similarly Gillon and Pausé[103] “suggest a shift 
away from public health approaches to fatness that can often be oppressive 
and perpetuate healthism, in favor of Kaupapa Māori and fat studies pathways 
that promote self-determination and agency, supporting the community 
and collective, and body sovereignty.” Body sovereignty seeks to address the 
inequitable systems of oppression that perpetuate healthism and inaccessibility 
to health—incorporating the intersection of identities, power, and agency.[103]

Beauty and weight ideals in Western culture are rooted in anti-Black and anti-
Indigenous racism, colonialism, classism, and sexism. These notions persist into 
the present-day and are embedded across the healthcare system. Public Health 
must understand how racism has influenced societal and medical beliefs about 
body size. From public health prevention initiatives to clinical treatment services, 
weight ideals fuel the pervasiveness of weight bias, stigma, and discrimination. 

Prevalence of Weight Stigma and Discrimination
Weight discrimination and implicit bias against fatness have been increasing over 
time.[78] [104] [105] [106] The Ontario Human Rights Code (OHRC) recognizes the dignity 
and worth of every person to provide for equal rights and opportunities without 
discrimination.[107] However, people who experience discrimination based on 
weight are not protected in the OHRC. 

Weight stigma impacts individuals across the lifespan.[108] Weight bias and 
stigma towards those in larger bodies have been found in children as young  
as three years old.[109] [110] Meanwhile, middle and older adults are also not 
immune from the pressures of societal messages and ideals of thinness.[111] [112] [113]  
While all genders experience weight stigma, women experience weight stigma 
more frequently, and experience it at a lower body weight compared to men.[11] 

[114] Racialized groups and the 2SLGBTQ+ community experience even higher 
rates of weight stigma.[11] [115] [116] Inequities, stigma, and discrimination manifest 
in poorer health outcomes. These external and internalized stressors intersect 
with weight bias and pressures to conform to societal ideals and exacerbate the 
impacts of weight stigma.[116]
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This widespread weight bias and stigma leads to discrimination for people in 
larger bodies that is experienced in healthcare settings, employment, education, 
media, and in interpersonal interactions.[14] [78] 

Weight Stigma and Discrimination in Healthcare Settings

Healthcare providers across a range of disciplines have been found to have 
significant negative attitudes towards individuals in larger bodies, viewing 
them as lazy, less-respected, non-compliant, and undisciplined.[14] [36] [80] [117]  
A survey of family physicians in Canada found different beliefs 
demonstrating weight bias among participants; for example, 19% stated 
they felt disgusted when treating a patient with “obesity”.[118] These biases 
result in stigma and discrimination, which impacts the quality of healthcare 
that individuals in larger bodies receive. Recent research found that higher 
weight people were significantly more likely to report discrimination in 
health care than those whose BMI was not considered “obese”.[119]

Individuals in larger bodies are blamed for their weight when receiving 
healthcare for unrelated concerns; prescribed weight loss rather than be 
provided with necessary testing and treatment; and do not receive proper 
medical care until their conditions are more advanced.[14] [117] [120] Additionally, 
healthcare settings are not accessible to all body sizes and further contribute 
to shame and stigma.[14] In many healthcare facilities, the furniture, medical 
supplies, and equipment available—from chairs, to blood pressure cuffs 
and exam gowns, to MRI machines—are not able to accommodate larger 
body weights and sizes.[14] BMI cut-offs are often used to restrict access 
to health care, including fertility treatments, labour and delivery care, joint 
replacement surgeries, and gender affirmation surgeries.[121] [122] [123] [124] [125] [126] 
Individuals in larger bodies have been found to avoid healthcare by delaying 
or skipping medical visits and preventative screenings to avoid experiencing 
harm as a result of stigma and discrimination.[78] [117] These studies highlight 
the compounding impact of the lack of training and education for healthcare 
providers on weight bias, stigma, and discrimination and the need for 
structural changes in the healthcare system.[119]

Weight Stigma and Discrimination in Employment

In employment, weight discrimination can impact hiring decisions, salaries, 
promotions, and termination decisions.[14] [82] [117] [127] Weight stigma in 
employment is frequently reported by individuals who identify as “overweight” 
or “obese”. In one survey study, 25% reported experiencing job discrimination 
because of their weight, while 54% reported weight stigma from co-workers 
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and colleagues.[128] In a cross-sectional study, it was found that every 10% 
increase in BMI resulted in 1.9% wage reduction in males and a 3.3% wage 
reduction in females.[129] This discrimination limits the economic opportunities 
available to individuals in larger bodies, which further impacts health.[82] 

Weight Stigma and Discrimination in Educational Settings

Weight bias is commonly experienced by individuals in larger bodies in 
educational settings from both peers and educators.[117] [130] [131] Body-based 
harassment has been found to start as young as age eight for females.[132] 
In the school environment, weight-based bullying is reported as the most 
frequent type of bullying and students of higher weights experience greater 
bullying than their peers.[21] [130] [133] Anti-fat attitudes are reinforced to both 
victims and bystanders with consequences for children and adolescents with 
large bodies, including body dissatisfaction and disordered eating behaviours.
[134] It is also important to note that students learn messages about weight 
and health in school curricula; as Tingle et al.[135] writes; “[b]ecause health is 
so constantly linked to body size in Western cultures, health promotion in 
schools often takes a weight-centric approach which can lead to unintended 
consequences with regard to weight bias and eating disorders”. 

High rates of explicit and implicit weight bias have been found in educators, 
including the belief that children living in a larger body are a burden and 
have control over their body weight.[130] Weight bias among educators 
impacts their perception of the academic ability of students, which in turn 
impacts students’ academic performance.[130] [131] [136] Weight bias may also 
contribute to a higher incidence of missed school days, poor academic 
performance, and dropping out of high school due to the impacts of weight-
based bullying among larger-bodied student.[21] [137] [138] The impact of weight 
bias on overall academic achievement can have lifelong ramifications and 
should be addressed by focusing on preventing and addressing weight bias 
in academic settings. 
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Weight Stigma and Discrimination in the Media
Media perpetuates negative stereotypes of individuals in larger bodies, 
and illustrates the social acceptability of weight stigma.[14] [117] [131] Individuals 
at higher weights are more likely to be the target of harmful jokes and 
derogatory remarks, cast as minor characters, and be depicted engaging 
in stereotypical behaviour.[117] [131] As well, larger bodied characters, including 
characters in children’s programming, are often portrayed as more 
aggressive, anti-social, evil, unattractive, and unfriendly.[117] [131] News stories 
about “obesity” often frame body size as a matter of individual responsibility. 
They also tend to show stereotypical images that dehumanize individuals 
in larger bodies, such as portraying the individual’s torso without providing 
context.[14] [117] [131] Additionally, advertisements for weight loss diets and 
programs promote the belief that weight is easily modifiable and therefore 
increase stigmatization of individuals in larger bodies.[117] 

Health promotion campaigns contribute to stigmatizing media and societal 
views about weight.[15] [139] [140] [141] Historically, public health campaigns 
targeting weight have also singled out people at the intersections of 
multiple equity-deserving groups including larger-bodied people of colour, 
immigrants[65] [95] [142] [143] and Indigenous populations.[101] This racial targeting 
in anti-“obesity” campaigns has also been described as a way to shape 
and control populations.[65] [101] Moving forward, public health can play an 
important role in creating media guidelines, utilizing media advocacy to 
shift public and political opinion and perceptions, and to ensure that public 
health messaging is designed to avoid perpetuating weight bias.

Weight Stigma and Discrimination in Interpersonal Interactions
Family has been identified as the most frequent source of weight stigma 
experienced by individuals in larger bodies. Weight stigma is also commonly 
experienced from friends and spouses.[117] Individuals experiencing stigma 
reported being the target of weight-based teasing and inappropriate 
comments, and feeling less satisfied in their relationships with others.[117] [131] 
Stressful events, such as experiencing weight stigma and bullying, can have 
lifelong consequences. Research on Adverse Childhood Experiences (ACEs), 
highlight the important role of family and caring-supportive adults in helping 
children and youth to better tolerate stressors.[144] When parents are the 
perpetrators of weight stigma and bullying, it can be especially harmful.  
In contrast, positive family relationships and limiting the focus on weight 
can be protective for children and adolescents.[145] [146] [147] In addition to 
experiencing discrimination from people they know, individuals in larger 
bodies also report experiencing weight discrimination from complete 
strangers. This includes inappropriate comments made while grocery 
shopping, riding the bus, or out walking.[148] [149] [150] Evidently, weight bias has a 
significant impact on interpersonal interactions across the lifecycle. 
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Perspectives on Weight
Language used in research, government reports, and healthcare influence 
societal perspectives on weight. The different ways in which weight is understood, 
studied, and talked about is important when addressing weight bias, stigma, and 
discrimination in public health.

Approaches Used to View Weight in Healthcare
Three approaches with which weight is viewed in the context of healthcare 
include the: 

1	 Weight-normative or weight-centred health  
paradigm (WCHP) approach

2	 Health (complication-centric) approach, and 

3	 Weight-inclusive approach. 
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Table 1: Approaches Used to View Weight in Healthcare

Views “obesity” as a chronic 
disease and acknowledges 
the impacts of weight 
stigma and the various 
factors that affect weight 
change

Acknowledges the 
inaccuracy of using BMI 
as a primary indicator of 
health and aims to focus 
on behaviour changes 
regardless of body weight, 
shape, or size

Organizations that follow 
this approach may use 
alternative assessment tools 
(e.g. Edmonton “Obesity” 
Staging System, King’s 
criteria) with the intent to 
measure health from a more 
holistic perspective rather 
than focusing on weight, BMI, 
or body shape

May advocate for weight loss 
surgery or pharmaceutical 
interventions to promote 
weight loss

A social justice-oriented and 
anti-oppressive approach

Focuses on mitigating and 
dismantling systems and 
institutions that perpetuate 
oppression for those with 
higher weights/larger bodies

Applies an intersectional lens

Discerns that weight-based 
discrimination and the SDH 
have a signifi cant effect on 
one’s overall health

Recognizes that weight and 
BMI are inaccurate indicators 
of health

Does not support the 
perspective of “obesity” 
being a disease or the use 
of the term “obesity”, as this 
further marginalizes those 
with higher weights/larger 
bodies

Focuses on weight loss as 
a means to improve one’s 
health status and prevent 
or treat chronic diseases, 
particularly in those with a 
higher BMI

Blame is placed on 
individuals, fear-based 
messaging is often used to 
motivate one to lose weight

Promotes modifi ed eating 
behaviours (i.e., calorie and/
or macronutrient restriction) 
and physical activity as a 
means to lose weight

Weight-normative/ 
Weight-centred health 
paradigm (WCHP) Approach

Health/Complication-
centric Approach

Weight-Inclusive 
Approach

[13] [19] [151] [152]
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Mitigating Harm Through a Weight-Inclusive Approach
The weight-normative and health/complication-centric approaches place blame 
on the individual for their health status and focus on weight and/or BMI as a 
health concern to be resolved.[13] [151] In contrast, the weight-inclusive approach is 
the only option that actively works to mitigate and eliminate the harms caused by 
the weight-normative and health/complication-centric approaches.[13] [151] 

Critical weight and Fat Studies scholars argue that when a person is viewed 
through the lens of “obesity”, they are viewed as a member of a pathological 
group, through dehumanizing stereotypes, which results in bias, stigmatization 
and discrimination.[153] Thus, the “obesity”-as-a-disease model cannot successfully 
address weight stigma. “Simply put, there is no way to simultaneously pathologize 
and destigmatize fat people.”[153]

As health practitioners, our code of ethics sets out requirements to “do no harm”.
[154][100] ODPH acknowledges that given institutional structures, western values and 
historical harms, it’s unlikely that any health professional has never caused harm. 
We strongly believe in the need to learn about the harms we’ve done in order to 
do better. It is our position that the weight-inclusive approach follows this ethical 
principle. The weight-inclusive approach opposes placing blame on the individual 
for their health status and instead identifies the impact of social, cultural, and 
environmental conditions on one’s health.[151] Weight and weight-loss are not 
elements of treatment or intervention. A weight-inclusive approach advocates for 
care for everybody by using research, tools, equipment, and best practices that 
include larger-bodied individuals in its development.[80] [155] It is an approach that 
reduces harm for people in all body sizes, particularly for those in larger bodies.

Training on trauma- and-violence-informed care is an important part of a 
weight-inclusive approach.[151] Research on ACEs notes that adverse food-related 
experiences in childhood, including body shaming, may contribute to negative 
health impacts in adulthood,[156] such as internalized weight stigma in women 
with higher weights.[157] Trauma is a risk factor that healthcare professionals need 
to acknowledge and assess as it relates to weight stigma and discrimination.
[18] [158] For example, people living in a larger body may have experienced 
trauma in previous healthcare interactions (see Prevalence of Weight Stigma 
and Discrimination). Weight-inclusive approaches can reduce the harm and 
retraumatization from experiencing weight stigma and discrimination, as well as 
allow individuals to heal from disordered eating and eating disorders.

As such, ODPH recommends that a weight-inclusive approach be applied to all 
aspects of healthcare, which includes public health. 
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The Role of Public Health in 
Perpetuating Weight Bias
The public health sector has been criticized for contributing to weight bias by 
framing “obesity” as a public health crisis or epidemic, and focusing on weight  
as a modifiable chronic disease risk factor that can be controlled by an 
individual’s behaviour change.[15] [159] Additionally, public health has framed 

“obesity” as an economic burden, both directly and indirectly to the healthcare 
system, by inferring that people in larger bodies are responsible for higher 
healthcare costs. [159] [160] [161] This framing perpetuates weight bias because it 
implies that weight is controllable, that an individual’s inability to control their 
weight is a moral failing, and ignores the effect of the social and commercial 
determinants of health on weight. 

More recently, public health has viewed certain BMI categories of “overweight” 
and “obesity” as medically problematic, requiring mediation by addressing the 

“obesogenic environment”.[162] These approaches fall into the weight-normative 
or health-centric paradigms, placing weight at the centre of health discourse and 
framing “obesity” as a public health crisis and epidemic. Despite the perspective 
within the medical community and general population that a higher BMI causes 
poor health, data does not support this link.[35] [79] [80] [82] 

An evidence review conducted by Toronto Public Health[15] reports that exposure 
to messages that emphasize personal responsibility for weight are associated 
with more weight bias. This weight bias leads to many forms of weight stigma 
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including weight-related teasing, bullying, harassment, violence, hostility, 
ostracism, pressures to lose weight, and negative appearance commentary.[80] 

Campaigns that frame “obesity” as a public health crisis do not increase 
motivation to improve health and decrease feelings of self-efficacy over one’s 
health status.[15] These findings are consistent with literature indicating that if 
attempts to reach and maintain a “healthy” weight continually fail or are seen 
as futile given available resources, the practice of health promoting behaviours 
may be abandoned. In addition to weight stigma, a focus on weight as a measure 
of health can also cause harm by increasing the risk of weight cycling, which has 
been linked to adverse physical health and psychological well-being.[80] 



37Towards a Weight-Inclusive Approach in Public Health: A Position Statement by the Ontario Dietitians in Public Health

Impacts of Focusing  
on Weight Loss 
Our current culture oversimplifies the complex and multifaceted causes of 
weight gain and neglects to consider the SDH. It promotes the misconception 
that weight loss is desirable, prolongs life, and can be achieved quickly and 
sustainably through health behaviour change. However, evidence has shown that 
the pursuit of weight loss is ineffective long-term, associated with health risks, 
such as disorderd eating and eating disorders, and is also an act of colonialism. 
Despite this, health care providers continue to recommend weight loss as a health 
promotion intervention.[79] [80] [82] [151] Such messaging is not only ineffective, as it 
rests on the assumption that weight and disease are related in a linear fashion,[80] 
but further marginalizes individuals living in larger bodies and widens existing 
health inequities.[82] [163] [164] Additionally, increasing evidence indicates that weight 
loss greater than 10% has been associated with increased mortality.[81] [165] [166] 

Disordered Eating and Eating Disorders

Many attempts to lose weight may begin with rigid and restrictive rules related 
to exercise, food, and eating. Such behaviours can harm one’s relationship with 
physical activity, food, and body image, increase instances of weight cycling, 
contribute to negative metabolic health outcomes, and lead to disordered eating 
and eating disorders.[151] Dieting through food restriction often results in weight 
cycling and disordered eating, and is one of the strongest risk factors for the 
development of an eating disorder.[167] [168] [169] A 2021 retrospective study of people 
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receiving intensive treatment for an eating disorder identified anti-“obesity” 
messaging as a factor that may increase the risk of vulnerable individuals to 
eating disorders onset.[170] Despite these indelible damages, many people are 
encouraged to continue disordered eating behaviours by their healthcare 
providers in the name of weight loss.[81] 

Since the COVID-19 pandemic, there have been increasing trends in 
hospitalizations for eating disorders, disordered eating behaviours, weight 
preoccupation and weight-based discrimination.[171] [172] [173] [174] [175] Individuals part of 
the 2SLGBTQ+ community are more likely than cisgender people to be diagnosed 
with an eating disorder or experience disordered eating.[116] [176] [177] Despite the 
stereotype of thin, White, affluent, young females being most impacted by eating 
disorders, eating disorders and disordered eating occur across age, gender, race, 
and class spectrums, and in people of all sizes. Additionally, those experiencing 
food insecurity have been found to be at greater risk for body dissatisfaction and 
eating disorder pathology.[178] [179]

Evidence suggests that children and youth are particularly vulnerable to the 
negative impacts of diet culture that idealizes weight loss, being thin and 
dieting.[180] [181] [182] [183] Traditional “healthy” eating and nutrition messaging directed 
at children can contribute to anxiety around food, body dissatisfaction, and 
disordered eating behaviours.[184] [185] [186] Research has found that students who 
engaged in moderate dieting increased their risk of an eating disorder fivefold, 
and those who severely restricted their diet were found to be 18 times more likely 
to develop an eating disorder than students who were not dieting.[167] Additionally, 
children and youth who engage in dieting and disordered eating behaviours 
have been found to be at an increased risk for these behaviours 10 years later.[187] 
According to the Ontario Student Drug Use and Health Survey (OSDUHS) in 2021, 
almost half (46%) of students are preoccupied with (i.e., constantly worried about) 
their weight or body shape.[188]

Ineffectiveness of Weight Loss Attempts and Weight Cycling

While attempts to lose weight may result in short-term success, it is well 
documented that the vast majority of individuals will regain weight lost in the 
long-term (1-5 years later).[80] [189] This trajectory of weight fluctuation is an 
expected biological response; however, individuals who are unable to achieve and 
maintain long-term weight loss are often seen as non-compliant in adhering to 
interventions due to failings in willpower or motivation.[80] [117] [190] [191] [192] Repeated 
weight loss followed by weight regain, known as weight cycling, can result in 
numerous harmful health consequences. These include increased inflammation, 
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hypertension, insulin resistance/type 2 diabetes risk, dyslipidemia, negative 
cardiovascular impacts, and increased risk of mortality[81] [108] [193] [194] [195] [196] as well 
as lower muscle mass and strength.[197] Weight cycling has also been associated 
with increased emotional distress.[80] [198] Research has shown that repeated 
weight loss/weight cycling increases the risk for premature death among people 
in larger bodies.[81]

Impact on Indigenous Peoples

Losing weight was a result of the human maltreatment experienced by 
Indigenous peoples, and is connected to the currently high rates of diabetes 
and other chronic diseases in these populations.[199] The nutrition experiments 
conducted in several Northern Manitoba Indigenous communities and the 
Residential Schools between 1942–1952 took advantage of already starving 
Indigenous people to “test theories” on “experimental subjects” about mineral 
and vitamin supplementation on malnourished populations.[23] Testimonies 
from survivors of Residential Schools spoke about starvation tactics employed 
by the school administrators, and intentional underfunding by the Canadian 
government to provide sufficient quantity and quality of food to students 
at those schools.[23] [99] Thus, to recommend weight loss as part of a health 
promotion intervention neglects the roots of historical trauma and political 
oppression of Indigenous peoples.[199]
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Impacts of Weight Bias, Stigma, 
and Discrimination on Health
The stigma and discrimination experienced by people in larger bodies have been 
shown to be independent risk factors for mortality and morbidity. In fact, people 
who experience weight bias, stigma, and discrimination experience mental, 
physical, social, and economic consequences, independent of their weight.[5] [120] 

[200] [201] [202] [203] [204] [205] 

Weight stigma increases the risk for depression, anxiety, low self-esteem, poor 
body image, substance abuse, suicidality, and eating disorders.[14] [78] [117] [131] 
Children and youth who experience weight-based teasing have been found to 
have a 2–3 times increased risk of suicidal ideation and are more likely to engage 
in disordered eating behaviours.[82] [131] Weight stigma has also been found to 
impact physical health such as increased blood pressure, inflammation, cortisol 
reactivity, allostatic load, and mortality risk.[13] [82] [131] [204] [206] [207] These differences 
exist even after controlling for BMI and other potential confounding factors, 
suggesting that weight stigma and discrimination, rather than higher weights 
alone, increase the risk for mental and physical health concerns.[82] [131] Additionally, 
individuals with higher weights can internalize negative societal attitudes about 
weight. Internalized weight stigma is associated with a range of negative health 
outcomes as individuals devalue themselves because of their weight status.[13] [82] [207]
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Despite what some health advocates may promote, practices that perpetuate 
weight stigma do not lead to improved health outcomes. Studies have 
consistently shown that individuals who report experiencing weight stigma 
are more likely to engage in harmful health behaviours.[80] [82] [131] [207] This 
includes disordered eating (e.g., binge-eating) and exercise avoidance.[80] [82] 

[131] [207] Experiencing weight stigma also impacts healthcare utilization, which 
exacerbates negative health outcomes.[80] [131] 
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Conclusion
The public health sector has contributed to weight bias, which perpetuates 
stigma and discrimination. Weight bias, stigma, and discrimination dehumanize 
people and contribute to the oppression of people living in larger bodies. These 
differences in treatment and experience create inequities, disregard individual 
needs, and cause harm on a physical, mental, and emotional level. To improve 
population health, public health must apply an anti-racist, anti-oppressive, and 
trauma-and-violence-informed lens, and divest from a weight-centric lens 
when moving toward a weight-inclusive approach as a component of equity-
informed practice. 

Ontario Dietitians in Public Health appeals to public health agencies across 
Canada to prioritize addressing the harms caused by weight bias, stigma and 
discrimination and move towards a weight-inclusive approach.
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Recommendations for 
Public Health Practice
The following recommendations outline how this position statement can be 
applied to public health practice. Recommendations are grouped into four 
primary categories: collaboration and partnership; communications; supportive 
environments and policy; and education and training/capacity building. This 
list is not exhaustive; we recognize that much more can be done in public 
health practice to end weight bias, stigma, and discrimination. All public health 
professionals need to work together to support a weight-inclusive approach that 
improves health outcomes for all.

Collaboration and Partnership
▶	 Foster partnership and collaboration among communities and 

individuals with lived experience (e.g., those living in larger bodies) 
and commit to amplifying their voices as experts. Ensure their work is 
compensated appropriately. (Please see Resources—Engagement).

▶	 Consult with local partners (e.g., schools, workplaces, health 
care providers) to raise awareness of weight bias, stigma, and 
discrimination. Support them in their efforts to reduce its 
perpetuation, such as through training and advocacy initiatives within 
their organization and the broader community.

▶	 Encourage and support partners in discontinuing programs and 
resources that do not align with a weight-inclusive approach.

▶	 Empower and support partners with updating policies and resources 
to reflect a weight-inclusive approach.

Communications
▶	 Review, discontinue, or update resources and messages to ensure 

alignment with a weight-inclusive approach. Consider involving 
people with lived experience in co-creation and/or review of 
resources. 
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▶	 Remove all references to “healthy weights”, “normal weight”, and BMI 
categories, and replace it with information on weight bias, stigma, 
and discrimination.

▶	 Align with a weight-inclusive approach by using positive, non-
stigmatizing images (Weight-inclusive and Body Size Diversity 
Image Galleries).

▶	 Avoid using the terms “obesity” or “overweight” in messaging, and 
incorporate more inclusive language (Language Disclaimer). 

▶	 Avoid listing “obesity” as a chronic disease and framing it as a public 
health crisis, as evidence suggests it may be harmful.

▶	 Avoid referring to “overweight/obesity” as a health behaviour as 
there is strong evidence weight is not a behaviour and should not be 
treated as such.

▶	 When developing messaging around health behaviours, ensure the 
impacts of the SDH are also communicated.

▶	 Avoid reporting on BMI information.

Supportive Environments and Policy
▶	 Create a weight-inclusive environment throughout the space as well 

as including furniture and equipment (e.g., chairs, bathroom stalls) 
that are designed to accommodate people of diverse body sizes. 
When meeting with clients, ensure a quiet, private, and comfortable 
space is available. Ask clients how the space may be changed so that 
they feel safer and more comfortable. (See Appendix - Scenario 11)

▶	 Develop and implement a checklist to support a weight-inclusive 
environment and review regularly. 

▶	 Remove images or materials (e.g., magazines, wall photos) that 
promote thin ideals and stigmatize larger bodies and replace them 
with ones that feature positive portrayals of a diverse group of 
individuals in different bodies (e.g., ability, race, gender, etc.) 
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▶	 Develop and implement policies that promote a weight-inclusive 
approach. Incorporate continuous quality improvement and 
evaluation processes. 

◆	 This includes inclusive clinical and weight-based practices, such 
as how to obtain informed consent when weight measurement 
is necessary (e.g., medication and vaccine dosing), an option for 
taking a blind weight, ensuring privacy, and not making comments 
about a client’s weight. (See Appendix - Scenario 8) 

◆	 Amend policies related to equity, diversity, and inclusion to 
address discrimination based on appearance and weight.

◆	 Amend accessibility policies to accommodate people  
in larger bodies. 

◆	 Acknowledge, utilize, and amplify the voices of folks with lived 
experience of living in a larger body and those who may have 
experienced weight bias. Seek informed consent and provide 
appropriate compensation for lived experience feedback.

◆	 Ensure a transparent process for complaints and feedback takes  
a trauma-informed approach. 

◆	 Conduct regular reviews of policies, procedures, programs, 
spaces, and plans by engaging those with expertise in and lived 
experience of weight stigma.

◆	 Refrain from using programs and activities that perpetuate 
weight stigma, such as weight loss programs, using weight or BMI 
as eligibility criteria, or measuring weight when not medically 
necessary. (See Appendix - Scenario 8).

◆	 Staff are supported to complete training and continuing education 
opportunities on weight-inclusive care.

▶	 Encourage the use of trauma-and-violence-informed care to be 
sensitive to the experiences of all people who have been stigmatized 
or marginalized. For example, acknowledge the emotional and mental 
labour involved with seeking and accessing services. 
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▶	 Promote the inclusion of weight as a protected characteristic in the 
Ontario Human Rights Code (OHRC) by advocating for its recognition 
and protection under the OHRC.

▶	 Advocate for upstream programs and policies that address the SDH 
instead of focusing specifically on individual behaviour change.

Education and Training/Capacity Building 
▶	 Seek to understand the issue of weight bias through critical self-

reflection and awareness of personal attitudes, biases, beliefs, 
cultural identity, power, and privilege (Reflecting on Weight Bias).

▶	 Provide training and discussion opportunities for reflecting on diet 
culture within the workplace, and practicing responses to diet talk 
in various settings. Recognize that disrupting diet culture in the 
workplace is important to help make safer spaces for people in all 
bodies. (See Appendix - Scenario 10)

▶	 When reviewing evidence or conducting research, approach it with a 
weight-inclusive lens. 

▶	 Commit to unlearning colonial narratives of racial superiority and 
oppression, and how this intersects with weight-based discrimination. 
(See The Relationship Between Racism and Weight)

▶	 Provide training and resources on a weight-inclusive approach 
to improve the skills, knowledge, and attitudes of public health 
professionals, educators, community partners, and related provincial 
organizations.

▶	 Commit to continue learning about tools and supports for people in 
larger bodies without focusing on weight loss (e.g., mobility supports, 
physical therapy, and skincare).

▶	 Promote and distribute this position statement and its accompanying 
appendix across all teams in Public Health Units in Ontario to 
maintain consistency in messaging.

https://www.odph.ca/body-size-ohrc
https://www.odph.ca/body-size-ohrc
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Resources for Further Learning

Note: This list is not exhaustive. 

Considerations when paying patient partners in research (CIHR, 2022)

Meaningful engagement of people with lived experience (WHO, 2023)

Principles for Authentic Engagement (Patient Voices Network, 2022)

Strategy for Patient-Oriented Research - Patient Engagement 
Framework (CIHR, 2019) 

Excessive Bodies: A Journal of Artistic and Critical Fat Praxis and 
Worldmaking 

Fat Studies: An International Journal of Body Weight and Society 

Marquisele Mercedes Fattening

Pipe Wrench Magazine no. 6, Spring 2022: The Fat Issue

Ragen Chastain Weight and Healthcare 

What’s the Difference Between Weight-Neutral Health and Weight-
Inclusive Health

 
Addressing Weight Bias Resources 
 
 

“All Fired Up” by Louise Adams – This podcast delves deeply into diet 
culture and showcases brave and fascinating anti-diet warriors who are 
also fighting for equality, justice, and freedom.

Engagement

 
 

Journals 

 

Newsletters

 
 
Ontario 
Dietitians in 
Public Health 

Podcasts

Resources Links

https://cihr-irsc.gc.ca/e/51466.html
https://www.who.int/groups/gcm/meaningful-engagement-of-people-with-lived-experience
https://patientvoicesbc.ca/resources/principles-authentic-engagement/
https://cihr-irsc.gc.ca/e/48413.html
https://cihr-irsc.gc.ca/e/48413.html
https://journals.library.torontomu.ca/index.php/excessivebodies
https://journals.library.torontomu.ca/index.php/excessivebodies
https://www.tandfonline.com/journals/ufts20
https://www.marquiselemercedes.com/
https://pipewrenchmag.com/issue-six-spring-2022-archive/
https://pipewrenchmag.com/issue-six-spring-2022-archive/
https://weightandhealthcare.substack.com/
https://weightandhealthcare.substack.com/p/reader-question-whats-the-difference-acb
https://weightandhealthcare.substack.com/p/reader-question-whats-the-difference-acb
https://www.odph.ca/addressing-weight-bias-resources
https://podcasts.apple.com/ca/podcast/all-fired-up/id1266099191
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“Burnt Toast” by Virginia Sole-Smith – Dismantling diet culture and 
anti-fat bias, especially health, parenting, and fashion. Author of Fat Talk: 
Parenting in the age of Diet Culture.

Christy Harrison – Dietitian and author explores diet culture, dieting, 
and wellness culture with guest interviews on 2 podcasts: ‘Rethinking 
Wellness’ and ‘Food Psych’.

“Diet Culture Dropout” by Atheana Brown – This podcast aims to break 
down diet culture. If we drop out, we can celebrate all bodies and work 
towards dismantling weight stigma.

“Fat Lip” by the Fat Lip Podcast Collective – This podcast is by and for 
fat people, featuring discussions on body positivity, fat activism, and 
challenging weight stigma.

“Maintenance Phase” by Aubrey Gordon and Michael Hobbes –  
This podcast debunks and decodes wellness and weight loss.

Making It Awkward by Jessica Wilson – Dietitian and author interviews 
controversial guests, critiques these conversations, as well as brings 
laughter and joy.

“Teacher Fan Club” Podcast – Dedicated a series to Weight Neutral 
Wellbeing (WNW) with topics ranging from eating disorder prevention, 
diet culture, race, weight-inclusive care, and others.

“The Fat Doctor” by Asher Larmie – This podcast tackles the various 
ways in which laws contribute to weight stigma and fat oppression 
through passionate, unfiltered conversations with guest experts, 
colleagues, and friends.

“Unsolicited: Fatties Talk Back” Podcast – Fat activists Mikey Mercedes, 
D’Shaun Harrison, Caleb Luna, Bryan Guffy, and Jordan Underwood talk 
about fatness, lived experience and how fatphobia impacts our lives 
and relationships. 

“What the Actual Fork” – Dietitians Sam Previte and Jenna Werner 
critique diet culture, aim to make food fun and pleasurable, and keep  
it real.

Podcasts 
(Con’td)

https://virginiasolesmith.substack.com/s/the-burnt-toast-podcast
https://christyharrison.com/podcasts
https://peacefullynourished.ca/podcast
http://thefatlip.com/
https://www.maintenancephase.com/
https://www.jessicawilsonmsrd.com/makingitawkward
https://teacherfanclub.com/podcast#/
https://thefatdoctorpodcast.buzzsprout.com/
https://www.marquiselemercedes.com/listen
https://www.listennotes.com/podcasts/what-the-actual-fork-podcast-sam-previte-2ALDsINmarH/
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Death Panel Podcast by Beatrice Alder-Bolton, Artie Vierkant, Phil Rocco, 
Jules Gill-Peterson, and Abby Cartus

▶	 Institutional Antifatness with Marquisele Mercedes & Monica Kriete

Food Heaven Podcast by Wendy Lopez and Jessica Jones

▶	 The Racial Origins of Fatphobia with Sabrina Strings

Mind the Disruption by National Collaborating Centre  
for Determinants of Health

▶	 Disrupting Food Insecurity & Fat Phobia with Paul Taylor

The Full Bloom Podcast by Zöe Bisbing

▶	 Where does fat phobia come from? With Sabrina Strings

 
Fat Attitudes Assessment Toolkit (Cain, Donaghue, & Ditchburn, 2022)

 
 
Clever Replies to Damaging Remarks 

Words Matter! Video Series - Alberta Health Services

 
Body Positivity or Body Obsession? Learning to See More & Be More | 
Lindsay Kite | TEDxSaltLakeCity

Fatphobia in Public Health and Dietetics: What Dietitians Need to Know  

FoodShare Toronto  

▶	 Dismantling Fat Shaming and Weight Stigma  
in Health and Wellness Spaces 

▶	 Panel: Dismantling Fat Shaming and Weight Stigma  

Lose Hate Not Weight | Virgie Tovar | TEDxSoMa 

Weight-inclusive Dietitians in Canada - FREE Webinars

Podcast 
Episodes

 
Reflecting on 
Weight Bias

 
Responding to 
Weight-based 
Comments 

TED Talks and 
Free Webinars

https://soundcloud.com/deathpanel/institutional-antifatness-w-marquisele-mercedes-monica-kriete-020223
https://foodheavenmadeeasy.com/the-racial-origins-of-fat-phobia-w-sabrina-strings/
https://nccdh.ca/learn/podcast/disrupting-food-insecurity-fat-phobia
https://www.fullbloomproject.com/podcast/episode-31
https://www.researchgate.net/publication/373522283_Fat_Attitudes_Assessment_Toolkit_instructions_for_userspdf
https://www.researchgate.net/publication/360965355_Development_and_validation_of_the_Fat_Attitudes_Assessment_Toolkit_FAAT_A_multidimensional_nonstigmatizing_measure_of_contemporary_attitudes_toward_fatness_and_fat_people
https://healthunit.org/wp-content/uploads/Clever_Replies_to_Damaging_Remarks.pdf
https://www.albertahealthservices.ca/nutrition/Page6457.aspx
https://www.youtube.com/watch?v=uDowwh0EU4w
https://www.youtube.com/watch?v=uDowwh0EU4w
https://weightinclusive.ca/project/public-health-dietetics/
https://www.youtube.com/watch?v=fMvxPWWPzGM
https://www.youtube.com/watch?v=fMvxPWWPzGM
https://www.youtube.com/watch?v=hq0n3tYKs7g
https://www.youtube.com/watch?v=hZnsamRfxtY
https://weightinclusive.ca/webinars/
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Body Image Research Lab - Werklund School of Education

Canadian Centre for Diversity and Inclusion - Unlearning Fatphobia

EQUIP Health Care: Trauma-and-violence-Informed Care Foundations 

FoodShare Body Liberation Workshops

 
Centre for Body Trust

FoodShare’s statement on body liberation and fat acceptance

Health Not Diets - Fiona Willer

National Association to Advance Fat Acceptance (naafa)

Sunnyside Up Nutrition 

Weight-inclusive Dietitians in Canada - Website

▶	 Weight-inclusive Dietitians in Canada - Facebook Group

 
Adobe Stock

Body Liberation

Can We All Go

Diversity Photos

Dreams Time

Pexels

TONL

Unsplash

#WOCinTECH on Flickr

Training and 
Education

 
 
Websites

 
 
Weight-
Inclusive and 
Body Size 
Diversity 
Image 
Galleries

https://werklund.ucalgary.ca/research/body-image-lab
https://ccdi.ca/media/4112/educational-resources-on-unlearning-fatphobia-en.pdf
https://equiphealthcare.ca/tvic-foundations/
https://foodshare.net/program/educator/
https://centerforbodytrust.com/
https://centerforbodytrust.com/
https://foodshare.net/about/body-liberation-fat-acceptance-statement/
https://www.healthnotdiets.com/
https://naafa.org/brocheng1
https://sunnysideupnutrition.com/
https://weightinclusive.ca/
https://www.facebook.com/groups/weightinclusivecanada/
https://stock.adobe.com/ee/search?filters%5Bcontent_type%3Aphoto%5D=1&filters%5Bcontent_type%3Aillustration%5D=1&filters%5Bcontent_type%3Azip_vector%5D=1&filters%5Bcontent_type%3Avideo%5D=1&filters%5Bcontent_type%3Atemplate%5D=1&filters%5Bcontent_type%3A3d%5D=1&filters%5Bcontent_type%3Aaudio%5D=0&filters%5Binclude_stock_enterprise%5D=0&filters%5Bis_editorial%5D=0&filters%5Bfree_collection%5D=0&filters%5Bcontent_type%3Aimage%5D=1&k=plus+size&order=relevance&safe_search=1&search_page=1&search_type=usertyped&acp=&aco=plus+size&get_facets=0
https://bodyliberationphotos.com/body-liberation-stock-body-fat-positive-diverse-photos/
https://canweallgo.com/plus-size-stock-photos/plus-size-stock-photos-home/
https://www.diversityphotos.com/
https://www.dreamstime.com/photos-images/plus-size.html
https://www.pexels.com/search/plus size/
https://tonl.co/collections
https://unsplash.com/s/photos/plus-size
https://www.flickr.com/photos/wocintechchat/
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Alexandra Shewan

Lindley Ashline

Marquisele Mercedes

Monica Kriete

Ragen Chastain

Vinny Welsby

 
Health at Every Size® Healthcare Provider Listing (ASDAH) 

Weight-Inclusive Providers map (updated by Blossom Counselling 
Centre)

How to Find a Weight Neutral Provider — Ragen Chastain, Weight and 
Healthcare

Weight-
Inclusive 
Consultants

 

Weight-
Inclusive 
Providers

https://www.selkiecounselling.ca/contact
https://bodyliberationphotos.com/consulting-writing-technical-editing-services/
https://www.marquiselemercedes.com/about
https://www.fattymph.com/
http://www.sizedforsuccess.com/
https://www.weightbiastraining.com/
https://asdah.org/listing/
https://www.google.com/maps/d/u/0/viewer?fbclid=IwAR19VxRqqgcDRMEjGMUB6wvlyQU60RasVcam7jmJJ_RsJeDf-Z7IxCkqlUY&mid=1xeka9zM01MIBxq5T3AYgP1_KdLY&ll=41.04874151934323%2C-82.49664819126254&z=6
https://blossomcounsellingcentre.com/find-a-haes-provider
https://blossomcounsellingcentre.com/find-a-haes-provider
https://weightandhealthcare.substack.com/p/reader-question-how-to-find-a-weight?utm_source=post-email-title&publication_id=534306&post_id=142443019&utm_campaign=email-post-title&isFreemail=true&r=11r068&triedRedirect=true&utm_medium=email
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Definitions
BMI Categories: BMI categories from lowest to highest include “underweight”, 

“normal weight”, “overweight”, “obese “(grade 1, 2 and 3).[84] 

Commercial Determinants of Health: Commercial actors influence health policy 
through multiple pathways. Lobbying and party donation incentivizes politicians 
and political parties to align decisions with commercial agendas and interests. 
These could include prevention of or weakening regulation, limiting liability 
and litigation, or more subtly, influencing the direction and volume of research 
through funding medical education and research.[54] 

Diet Culture: Diet Culture is a system of beliefs that equates thinness with 
goodness and health; promotes weight loss as a form of achieving status; values 
certain ways of eating over others; and devalues bodies that do not fit the ‘image 
of health’.[8]

Disordered Eating:  Exists on a continuum and includes harmful eating 
behaviours that could be used to control weight. Disordered eating is different 
from a diagnosed eating disorder and can involve body dissatisfaction and 
behaviours such as fasting, meal skipping, food or caloric restriction, taking 
supplements and/or laxatives, purging, and overexercising.[208] [209]

Doctrine of Discovery: Was set out in a series of declarations by Popes in the 
15th Century which provided religious authority for Christian empires to invade 
and subjugate non-Christian lands, peoples, and sovereign nations; impose 
Christianity on these populations; and claim their resources. It advanced the idea 
that European peoples, cultures, and religion were superior to all others and was 
used for centuries to justify Christian colonial conquest. The Doctrine of Discovery 
became the foundation of international policy decisions, thereby effectively 
legalizing colonization. It has influenced settler/colonial nations and continues to 
play a role in legal and policy decisions today.[98] [210] [211]

Eating Disorders: Eating disorders are a group of complex mental illnesses which 
include Anorexia Nervosa, Bulimia Nervosa, Binge Eating Disorder, Avoidant 
Restrictive Food Intake Disorder, and Other Specified Feeding or Eating Disorder.
[212] [213]

Health Inequities: The systemic, avoidable, unfair and unjust differences in health 
due to the inequitable distribution of power, money, and resources.[214]
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Healthism: The preoccupation with personal health as the primary focus for the 
definition and achievement of wellbeing; a goal which is to be obtained primarily 
through the modification of lifestyles, with or without therapeutic help.[45]

Intersectionality: Concept that refers to how multiple forms of discrimination 
and oppression overlap and interact with each other to advantage some and 
disadvantage others at an individual and social-structural level.[215] [216]

2SLGBTQ+: Refers to Two-Spirit, lesbian, gay, bisexual, transgender, and queer. 
The plus sign is intended to include other sexual and gender identities such as 
intersex, asexual, pansexual, and other identities and terminologies not listed. 
Two-Spirit refers to Indigenous persons in North America who embody both male 
and female spirits, or whose gender identity or sexual orientation is not limited 
to the male/female dichotomy. It is intentionally named first in respect the Two-
Spirit individuals and Indigenous communities impacted by colonization.

Oppression: Concept that reflects current and historical socially constructed 
processes, where a group of people who believe they are superior to another 
abuse their power (wealth, resources) against those who they think are inferior 
to them. This can create an uneven distribution of access, opportunity, safety, 
security and resources. Examples include racism, colonization and discrimination 
based on gender and sexual diversity, as well as denial of services based on social 
status.[53] [217]

Protestantism: The religious tradition of Western Christianity that rejects the 
authority of the pope of Rome. Protestantism originated in the Reformation of 
the 16th century in Christian Europe.[218]

Social Determinants of Health (SDH): The interrelated social, political and 
economic factors that influence one’s well-being and are evident in the 
conditions in which people live, learn, work and play.[52] [53] These factors include 
income and income distribution, education, unemployment and job security, 
employment and working conditions, early childhood development, food 
insecurity, housing, social exclusion, social safety network, health services, 
geography, globalization, colonialism, culture, gender, immigration, racism, and 
disability.[49] [52] [219] [220] 
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Trauma-and-violence-Informed Care: Recognizes the connections between 
trauma, violence, and negative health outcomes and behaviours; and individuals 
have unique experiences of trauma and violence. It aims to increase safety for 
people who are seeking services in relation to experiences of individual trauma, 
and structural violence and inequities. The goal is to improve how healthcare 
professionals and organizations provide services to their clients by minimizing 
harm and preventing retraumatization, regardless of if the client’s experiences 
are shared.[221] [222] [223]

Weight Bias: Negative attitudes, beliefs, assumptions, and judgements towards 
individuals based on their weight, shape, appearance, or Body Mass Index (BMI).[11] [12]

Weight Discrimination: Occurs when people act on their own biases and social 
stereotypes of people in larger bodies, leading to the unjust treatment of people 
in larger bodies. Discrimination can range from everyday instances of differential 
treatment (microaggressions) to being treated unjustly in specific contexts.[14]

Weight Stigma: A result of weight bias that exists when people are labelled and 
negatively stereotyped based on their body weight, shape, or size.[13]
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Appendix 
Practical Examples to 
Reduce Weight Bias
This document is intended to support public health professionals with addressing 
common scenarios that may arise in practice. It includes suggested weight-
inclusive messaging and language to avoid perpetuating weight bias, stigma, and 
discrimination. All public health professionals need to work together to support a 
weight-inclusive approach that improves health outcomes for all.

Reading the position statement “Towards a Weight-Inclusive Approach in 
Public Health” prior to exploring the scenarios is recommended. For more tools, 
please see the Addressing Weight Bias Resources webpage.

Health means different things to different people. However, we recognize 
that health is complex and influenced by various factors, including the Social 
Determinants of Health (SDH). 

In the following scenarios, suggesting that clients engage in health promoting 
behaviours may be beneficial for some individuals. However, an emphasis on 
health behaviours may perpetuate the belief that one’s worth is tied to their 
health status. This is called the moralization of health. The moralization of health 
can stigmatize those who view health from a different perspective and/or those 
who encounter systemic and structural inequities that prevent them from 
engaging in these health promoting behaviours. It is important to approach these 
situations with a health equity lens and a commitment to social justice. 

Key Concepts for all Scenarios: 

▶	 All bodies are worthy of equitable care, regardless of size, weight, 
ability, health status, eating pattern, and physical activity choices. 
Making judgments related to the above-mentioned can:

◆	 Cause shame and discomfort which can lead to suboptimal 
healthcare and healthcare avoidance,

https://www.odph.ca/addressing-weight-bias-resources
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◆	 Reinforce dangerous preoccupations with weight/shape/size,

◆	 Lead to negative relationships with food/self/body,

◆	 Equate body size with health or likeability

▶	 Health is independent of weight. Weight and BMI are inaccurate 
indicators of health.[5] [151]

▶	 Focusing on weight/BMI perpetuates weight bias and stigma; and can 
negatively impact self-esteem, body image, health and wellbeing.

▶	 Weight loss is not sustainable in the long term. 

▶	 When an individual restricts their food intake, their body makes 
them more hungry and slows metabolism to help maintain weight to 
protect from starvation and restriction.[13]

▶	 Bodies have, and continue to, come in a range of shapes and sizes 
that are largely influenced by factors beyond individual control. 

▶	 It is normal for bodies to change shape and size across the lifespan.

▶	 Society is preoccupied with physical appearance. The media’s 
promotion of unrealistic body images, the weight loss industry, and 
diet culture profits from harming self-esteem.

▶	 Body dissatisfaction is common at all ages, including older 
adulthood.[111]

▶	 Individuals can improve the way they feel about themselves without 
trying to lose weight. Health behaviour changes can improve how 
people feel physically and emotionally, independent of weight change.

Whenever necessary, encourage seeking out a dietitian or call Health 811 to speak 
with a dietitian if the client has food-related concerns.
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Scenarios: 
1	 Community initiative to address weight and health 

2	 Workplace interested in a weight loss challenge

3	 Individuals with weight and body concerns

4	 Quitting smoking 

5	 School concern re: students with “unhealthy” lunches

6	 School concerns about disordered eating

7	 Concerns with infant growth

8	 Taking a weight when medically indicated

9	 Parent concerned with a coach’s emphasis on weight

10	 Diet culture in conversations 

11	 Weight bias in health care settings

Individuals you work with may also be heavily influenced by diet culture.  
They may have strong beliefs about weight and health and they may not be  
open to changing these perspectives. 

Quick Tips for discussing any of the following scenarios:

Center the person as the one who knows what is best for themselves.  
Be compassionate. 

Acknowledge the person’s experience and be open to the need for a 
conversation around the issue. Accept the person where they are at.

Get Curious and find out what’s behind their ideas. Do not judge them. 

Explain why their idea may cause unintended harm.

Reassure there is a safer and more inclusive way to address the issue.

Redirect to weight-inclusive resources or other credible sources.
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1.	 Community initiative to address weight and health 
When working with the community to improve the health of the population, 
partners may believe that the focus should be on “obesity”,1 weight, or Body Mass 
Index (BMI). 

a.	 The partners want to highlight childhood “obesity” statistics 
in media releases or promotional items as a rationale for a 
proposed project or policy. 

	 What to Say/Do: 

▶	 Suggest that this is not an appropriate activity and encourage 
the group to consider how focusing on weight leads to negative 
impacts for all, including the increased blame and shame on 
people in larger bodies.

▶	 Suggest highlighting non-weight related topics for the project 
or policy (e.g., mental health, social connectedness, enjoyable 
physical activity, access to nutritious foods).

b.	 A school wants to measure the anthropometrics (e.g. height, 
weight, percent body fat), caloric intake (e.g. food intake 
journals, calorie counters) and activity levels (e.g. pedometers) 
of students for a health and fitness program. 

	 What to Say/Do: 

 ▶	 Encourage the school to consider how:

◆	 Focusing on these types of activities can perpetuate weight-based 
bullying and discrimination amongst peers. 

◆	 The experience of being weighed or measured at school can be 
stressful, uncomfortable and anxiety-producing.

◆	 The potential harms of these activities might cause students to be 
more preoccupied with their body and weight or pressure them to take 
dangerous actions to try to control their weight (e.g., food restriction, 
over exercising, which can both contribute to weight cycling).

1	 See “Language Disclaimer” in Towards a Weight-Inclusive Approach in Public 
Health: A Position Statement by the Ontario Dietitians in Public Health.
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◆	 Building positive self-esteem and body image is beneficial for 
students.

◆	 See Scenarios 3b and 9 for information on the harms of dieting and 
weight loss during childhood and adolescence.

▶	 Suggest alternative ways of reflection, such as journaling about 
the level of enjoyment or how one’s body feels after activity.

▶	 Review the ODPH resource Mental Health and Weight Bias in 
Schools.

▶	 Incorporate food literacy curriculum from BrightBites, Sustain 
Ontario and Food Is Science. 

2.	 Workplace interested in a weight loss challenge
A workplace is interested in initiating a weight loss challenge to improve the 
health of their employees. They are considering measuring weight, and rewarding 
employees based on weight loss.

	 What to Say/Do:

▶	 Explain that focusing on weight increases weight stigma. If 
employees feel stigmatized because of their weight, they are 
more likely to develop disordered eating habits, reduce physical 
activity, and have mental health challenges such as depression, 
anxiety, and low self-esteem. Weight loss challenges could be 
triggering for people with disordered eating or body image 
concerns. All of these consequences ultimately negatively impact 
work productivity, morale and workplace culture. 

▶	 For those who choose to not participate, these initiatives may 
lead to a hostile working environment.

▶	 Participating in weight loss challenges can reinforce/promote 
food shaming, which further perpetuates weight stigma.

https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
https://brightbites.ca/
https://sustainontario.com/greenhouse/resource-database/?_sft_initiatives=food-literacy
https://sustainontario.com/greenhouse/resource-database/?_sft_initiatives=food-literacy
https://foodisscience.ca/
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▶	 Prioritize wellness initiatives that lead to long-term system-level 
changes. As an alternative to weight loss challenges, encourage 
the workplace to advocate for and focus on activities that build 
supportive environments and protective factors: 

◆	 Behaviour change: walking breaks and meetings, fruit and veggie 
snacks for breaks, commuter challenge

◆	 Social connection:  games club, craft groups, book club, recipe 
exchange, plant swap

◆	 Supportive work environment:  flexible work hours, access to a variety 
of food options, workplace physical activity opportunities, encouraged 
scheduled breaks

◆	 Systems change: mental health supports and other health benefits, 
adequate income, paid sick days

▶	 For more information, see page 8-9 of NAAFA’s HR Training Guide 

3.	 Individuals with weight and body concerns
The situations below may occur during conversations with clients, coworkers, 
community partners, and others. You can offer guidance to prevent negative 
consequences.

a.	 A client expresses concern about their weight  
and wants to try a restrictive/fad diet.

	 What to Say/Do:

▶	 Acknowledge that many factors, including societal influences and 
direction from health care professionals, often pressure us to focus 
on weight. 

▶	 Ask them to reflect on why they feel that they want to try this diet. 
What do they hope to gain from this change? 

▶	 Ask about their experience with weight and diet changes. Discuss 
how they feel about their relationship with food and their body.

https://www.odph.ca/centsless
https://nccdh.ca/resources/entry/before-its-too-late-how-to-close-the-paid-sick-days-gap-during-covid-19-and-beyond
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0bdb9679fb5e508d3786/1616710621812/2020_SDE-HR_Guide.pdf
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▶	 Explain that eliminating major food groups leads to lack of energy 
and certain nutritional deficiencies. This can affect our enjoyment 
of food and the social benefits of eating together, which can 
impact our mental health. 

▶	 Encourage the client to seek services from a health provider who 
practices a weight-inclusive approach. 

b.	 A client is using “sports supplements” (e.g., protein powder, 
pre-workout powder) and weight training to bulk up because 
they feel they are smaller than the other students on their 
sports team.

	 What to Say/Do:

▶	  Ask them to reflect on why they feel the need to bulk up. What 
are they hoping to achieve? Is bulking up the way to achieve that 
goal? Reinforce that bulking up isn’t needed; each person brings 
unique skills to the team regardless of their size. Not all players 
on the team need to have the same physique. 

▶	 In terms of protein supplements, protein intake above personal 
needs does not result in more muscle gain.

▶	 Performance in sports can be improved through practice, 
training, and nutrition. Explain that a well-balanced, varied eating 
pattern will provide the nutrients needed for optimal health and 
growth, as well as peak performance.

▶	 There are some instances where increased dietary intake is 
warranted, and the best approach is to speak with a Registered 
Dietitian for more information. 

c.	 A new parent asks how long it may take them to return to their 
pre-pregnancy weight.

	 What to Say/Do:

▶	 Our bodies change significantly to support pregnancy, delivery 
and postpartum. Discuss why the parent feels the need to return 
to pre-pregnancy weight.  
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▶	 While there is often focus on body weight and shape in the 
immediate postpartum period (such as the “get your body back” 
messages), it is a critical time to dedicate to mental wellness, 
parental bonding and wellbeing, and community connection. 

▶	 If the parent is breastfeeding or chestfeeding (See resources: 
Transgender and Non-binary Parents and Queer Doula Toolkit), 
remind them that energy needs are higher, and that calorie restriction 
is not appropriate. While breastfeeding or chestfeeding, one may feel 
more hungry. Remind them to honour their hunger cues and fuel their 
body, so they have the energy to care for and feed their child. 

▶	 Encourage the parent to speak with their health care provider about 
when it is safe to return to previous physical activity levels. Discuss 
the non-weight related benefits of physical activity. 

▶	 Encourage the client to seek services from a mental health provider 
who uses a weight-inclusive or weight neutral approach.

d.	 An older adult is concerned about gaining weight. 

	 What to Say/Do:

▶	 Ask them to reflect on why they are concerned about gaining weight.

▶	 Contrary to popular belief, weight can have protective factors in 
older adults: 

◆	 Higher weights and increased body fat may be protective, particularly 
in older adults and are associated with greater muscle mass, lower 
osteoporosis risk, lower falls and fracture risk.[224]

▶	 Older adults are at higher risk for malnutrition, and this risk increases 
if they are purposefully restricting calories. Intentional weight loss 
also results in muscle loss. Muscle loss has been shown to decrease 
functional capacity for independent living.[225] 

▶	 Explain that gradual weight gain as we age is normal and not 
concerning from a health perspective. 

▶	 The goal should be to stay well nourished for overall well-being  
and falls prevention. This includes eating regularly, avoiding getting 
too hungry, choosing a variety of foods that you enjoy while getting 
adequate nutrients (i.e., calcium, protein, and vitamin D), and  
staying hydrated. 

https://llli.org/breastfeeding-info/transgender-non-binary-parents/
https://www.nspirg.ca/wp-content/uploads/2021/06/Queer-Doula-Toolkit-2.pdf
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4.	 Quitting smoking 
You are working with a group or an individual who is thinking about quitting 
smoking but worried about gaining weight. You are afraid their fear of weight gain 
may be a deterrent to them successfully quitting.

	 What to Say/Do:

▶	 Provide the ODPH “Quitting Smoking and Your Weight”  
Fact sheet as appropriate.

▶	 Acknowledge that concern about weight gain can be worrisome 
for people who are quitting smoking. Explore what might be 
driving that fear (e.g., health concern, body image, cost of clothing 
replacement).

▶	 Emphasize that quitting smoking is a key contributor to improved 
health. The benefits of quitting smoking include easier breathing, 
lower blood pressure, more money, better tasting food, more 
enjoyable movement, etc. 

▶	 Acknowledge that there is no way of telling if someone will gain, 
lose, or stay the same weight after quitting smoking. Our age, 
genetics, how much and how long we’ve been smoking, stress, 
mental health, behaviours, and environment can all affect how 
quitting smoking might impact our weight.

▶	 Recommend trying to improve overall nutrition and enjoyment of 
food and physical activity rather than starting a diet, restricting 
food, or exercising with the intention of preventing weight gain. 

▶	 Encourage taking a mindful and curious approach to cravings. 
Suggest asking themselves: Am I hungry? What am I feeling? Why 
do I feel this way?  How can I choose foods that make me feel good, 
and meet my needs? Food cravings from quitting smoking will go 
away; however, how long it takes is different for everyone. Taste 
preferences might change after quitting smoking. 

▶	 For background information, see “Addressing Concerns about 
Weight Gain While Quitting Smoking”. For ideas on how to address 
client concerns, see “Having a Conversation: Weight Gain While 
Quitting Smoking Guidance for Addressing Client Concerns”. 

https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
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5.	 School concern re: students with “unhealthy” lunches
A school staff member approaches you with concerns regarding “unhealthy” food 
and beverages in a student’s lunch. 

	 What to Say/Do:

▶	 Reinforce mealtime roles. 

◆	 It is the educator’s role to decide when and where students eat.

◆	 It is the caregiver’s role to decide what foods to pack for lunches (or 
what is available to pack).

◆	 It is the student’s role to decide whether they eat, what order they eat 
their food, and how much. 

◆	 Maintaining these roles is important in helping children learn to 
respond to their hunger and fullness cues and to develop a positive 
relationship with food. 

▶	 Emphasize that students don’t have control over the foods that 
are included in their lunch. 

◆	 Families select foods based on what’s available, their income, values, 
cultural food norms, time, food skills, accessible and familiar to them 
and their child, and what their child will eat at school, etc. 

◆	 Judging packed lunches undermines the trust and connection 
between the child and the caregiver.

◆	 It is inappropriate to make judgements about a child’s overall 
nutrition based on one snack or meal in a child’s day. 

▶	 Discuss that rules or restrictions on what foods a student can 
eat from what they brought from home and in what order, is 
inappropriate and potentially harmful. 

◆	 Rigid rules can take away their ability to listen to body cues of hunger 
and fullness and can lead to disordered eating. 

◆	 Drawing attention to a particular food item may create a stressful 
eating experience for a child, isolate them from their peers, and 
damage their self-esteem.

◆	 Outside of safety concerns, such as food allergens that are not 
allowed in the classroom, schools should not be providing direction 
about what children can eat from their packed lunches.
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▶	 Recognize that all foods can fit. 

◆	 Labelling a food or beverage as ‘good’ or bad’, ‘healthy’ or ‘unhealthy’ 
is confusing for children.

◆	 It can also negatively impact their relationship with food, their bodies, 
and themselves (e.g., I am ‘bad’ because I ate a ‘bad’ food). 

▶	 Share the “Nurturing Healthy Eaters in the Classroom” resource 
(elementary, secondary) and “School Lunch Your Kids will 
Munch”, both available from ODPH website.

▶	 Highlight that school community members can play a key role 
in creating a supportive school nutrition environment. Some 
examples include:

◆	 Being a positive role model. This involves enjoying a variety of food 
in the presence of students, and practicing positive self-talk (e.g., my 
body feels great after a walk, I enjoy how I feel after morning yoga). 

◆	 Intervening if weight-related teasing occurs at school.

◆	 Providing universally accessible breakfast, snack, or lunch programs 
at school.

◆	 Offering a variety of food and beverages during classroom 
celebrations.

◆	 Using non-food classroom rewards such as colourful pencils, stickers 
or a “student of the day” program.

◆	 Providing students the opportunity to practice food skills at school.

https://www.odph.ca/school-nutrition-resources
https://www.odph.ca/school-nutrition-resources
https://www.odph.ca/school-nutrition-resources
https://www.odph.ca/school-nutrition-resources


66Towards a Weight-Inclusive Approach in Public Health: A Position Statement by the Ontario Dietitians in Public Health

6.	 School concerns about disordered eating
An educator is concerned about a student that they believe has an eating disorder. 
They’d like you to come in to present on eating disorders to the classroom to 
address this.

	 What to Say/Do:

▶	 Explain that there are various reasons why a presentation to the 
classroom is a harmful approach and is not recommended. See 
Eating Disorder Ontario Prevention “Overview of Disordered 
Eating Prevention: How Can Schools Help” (FR) for more 
information.

◆	 Discuss that eating disorders are complex mental illnesses with physical 
symptoms, and biological, psychological, and social factors influencing 
their development. There are many types of eating disorders, and each 
person will have different signs, symptoms, and behaviours.

◆	 Avoid exposing the student to content and discussions that involve 
weight or body image, as this can trigger eating disordered thoughts. 
Discuss that the approach used to support students who might be 
at risk for or experiencing an eating disorder is very different from 
the approach used to prevent eating disorders in the general school 
population. Food and weight preoccupations occur on a continuum 
that ranges from worrying about body shape and what we eat, to 
medically diagnosed eating disorders, like anorexia or bulimia 
nervosa. Each one requires qualified, individually focused help to 
identify the specific issue and recommended treatment.[226]

▶	 Share the NEDIC helpline, which supports educators, families, 
students, etc. They can call the NEDIC helpline (1-866-633-4220; 
Toronto: 416-340-4156) or live chat. 

▶	 Individual student approach: Refer to your school’s policies 
and procedures. If speaking to the student privately to express 
concerns for the student’s overall health and well-being, avoid 
discussing the physical and appearance-based changes. Consider 
seeking advice from guidance counselors or the leadership on 
how to navigate the situation and when to involve the student’s 
guardians/ caregivers. See NEDIC for more conversation tips.

https://eatingdisordersontario.ca/wp-content/uploads/EDO-P-Overview-of-how-schools-can-help-Dec2023.pdf
https://eatingdisordersontario.ca/wp-content/uploads/EDO-P-Overview-of-how-schools-can-help-Dec2023.pdf
https://eatingdisordersontario.ca/wp-content/uploads/FR_EDO-P-Overview-of-how-schools-can-help-Dec2023.pdf
https://nedic.ca/contact/
https://nedic.ca/help-for-someone-else/what-are-specific-considerations-for-educators/


67Towards a Weight-Inclusive Approach in Public Health: A Position Statement by the Ontario Dietitians in Public Health

◆	 Acknowledge that this is a difficult and delicate conversation; advise the 
educator to show empathy and support for the student and their family. 
Consider any cultural or social issues that may make it hard for the 
families to discuss issues. The closest health unit may be able to provide 
information about resources in the community that parents can access.

◆	 It is important that the individual student receives help and support. 
People can, and do, recover from eating disorders, but professional 
help is almost always required. Eating disorders impact both mental 
and physical health, and the longer symptoms are denied or ignored, 
the more difficult recovery will be. 

▶	 General school population approach: If the educator is interested 
in school wide prevention of eating disorders, recommend that 
prevention efforts take place on many levels. For example:

◆	 For Staff:

■	 Provide staff training regarding creating supportive 
environments for positive body image and self-esteem (e.g., 
examining their own beliefs, role modeling, teaching, and 
curriculum supports).

■	 Provide school staff with information on recognizing the 
signs of a student at risk.

■	 Share ODPH’s Mental Health and Weight Bias in Schools, 
Nurturing Healthy Eaters in Elementary Schools and 
Nurturing Healthy Eaters in Secondary Schools with 
colleagues.

◆	 In the classroom: 

■	 Create a classroom environment where students can practice 
being respectful of each other’s point of view; provide and 
receive positive feedback; listen and respect differences; 
challenge stereotypes; and where their food choices won’t 
be monitored or judged.

■	 Avoid using food or physical activity as a reward or 
punishment. Promote physical activity and movement as being 
fun and as part of a joyful lifestyle, not as a way to lose weight. 
And modify physical activities to be non-competitive and 
inclusive of all skill levels.

https://nedic.ca/community-education/
https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
https://www.odph.ca/addressing-weight-bias-resources
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◆	 For parents: 

■	 Equip parents with ideas on how to promote positive self-
esteem and body image, balanced eating, and enjoyable 
physical activity in the home.

◆	 Further resources: See NEDIC’s Beyond Images for  
curriculum supports.

7.	  Concerns with infant growth
The situations below may occur while working with families.  
You can offer guidance to prevent negative consequences.

	 What to say/do: (Applicable to both scenarios)

▶	 Just like adults, babies come in a variety of sizes. If they are 
growing consistently and meeting their developmental 
milestones, their size is likely not a concern.

▶	 Growth is somewhat genetically predetermined. Efforts to 
change an infant’s growth are unlikely to be helpful and may 
negatively impact feeding, eating, and growth in the future. 

▶	 When a child’s growth falters or accelerates off of their normal 
growth trajectory, further assessment should include feeding 
methods and practices, understanding cues, developmental 
milestones, life changes (e.g., starting to crawl or walk), etc. 
Changes in growth pattern indicate a need for further assessment, 
but there is no need for alarm. Some change in growth patterns 
can be normal.[227] The goal is to help increase caregiver confidence 
in how to know their baby or child is doing well, and the need for 
emotional attachment and physical closeness, and understanding 
of growth and developmental milestones. 

a.	 A parent is concerned that their baby is smaller than other 
babies of the same age. The parent asks what a 7-month-old is 
supposed to weigh and has purchased a scale to weigh the baby 
at home twice a week. 

https://nedic.ca/beyond-images/
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	 What to say/do:

▶	 Recognize the parent/caregiver’s intention to do the right thing 
for their baby.

▶	 The recommended schedule for a primary care provider to weigh 
a baby is within 1–2 weeks after birth; at 2, 4, 6, 9, 12, 18 and 24 
months; once per year after age 2.[228]

▶	 Weight alone is not an appropriate measure of growth and 
development. It should be combined with assessments of length/
height and/or head circumference over time to assess growth and 
development. One-time measurements do not provide adequate 
information to assess a child’s growth.[228] Research shows that 
weighing babies more often than recommended is not helpful, and 
may be harmful, because of the overemphasis on weight.

b.	 A baby’s grandparent has suggested that the parents stop feeding 
so often at night because the baby is gaining weight too fast.

	 What to say/do:

▶	 Encourage parents to trust their baby to know when they are 
hungry or full. Review that parents/caregivers should not pressure 
their baby to eat more than they want or restrict the amount of 
food given or eliminate a feed when the baby seems hungry. 

▶	 Discuss signs of infant hunger (e.g., reaching for spoon or food, 
pointing at food, getting excited when food is presented) and 
fullness (e.g., eating slows down, mouth clenching shut, pushing 
food away, turning head away). 

▶	 Make a referral for further assessment and support if you suspect 
that growth is a concern. Contact support from a Public Health 
Nurse, Lactation Consultant, Dietitian, Nurse Practitioner and/or 
Family Physician if warranted.
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8.	 Taking a weight when medically indicated
While weight may sometimes be needed to provide effective care, the experience of 
being weighed can be an anxious and stressful experience for many individuals. The 
two scenarios below describe circumstances where one may need to ask for/take a 
client’s weight:

a.	 You are meeting with a client interested in birth control. Because 
the efficacy of these medications can be impacted by weight, it is 
important to obtain a weight from the client. 

b.	 You are phoning a client who was bitten by an unidentified dog and 
needs post-exposure Rabies Immune Globulin prophylaxis. The 
dosage for the vaccine is based on body weight, and the client asks 
how many needles they will need. In order to answer their question, 
you will need to find out their weight. 

	 What to Say/Do (Applicable to both scenarios):

▶	 Talk to the client about why their weight is needed. The type and 
effectiveness of the medications can be impacted by body weight.

▶	 Obtain consent to weigh the client and ask if the client is comfortable 
with weight being taken prior to doing so.

◆	 Be aware that the act of weighing the client may cause them distress.  
Be kind and compassionate, and offer support as needed.

◆	 Ensure the measurement area is private and keep measurements 
confidential by having them face away from the scale or by turning the 
screen away.

◆	 Avoid mentioning and sharing with client, if possible. It is best not to 
comment on the weight or measurement. Stay neutral and use wording 
like “thank you” or “you can step off the scale now”. Avoid making any 
comments about a person’s shape or size.

▶	 Recognize that weight is a sensitive subject for many. If the client 
says something negative about their weight and/or size: 

◆	 Tell the client, “Your weight doesn’t tell us anything about your health 
status and won’t impact the quality of the care you receive from us.”

◆	 Review messages in Key Concepts for all Scenarios section.
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9.	 Parent concerned with a coach’s emphasis on weight
A parent expresses concern about their child’s coach, who is promoting specific 
dieting practices, talking about weight control with some athletes, and using weight-
based bullying as a means to motivate athletes. The parent is concerned that this will 
lead to disordered eating and negatively affect their children’s self-esteem.

	 What to Say/Do:  

▶	 Provide support in speaking with the coach to address this 
important issue. Encourage them to reiterate the below key 
points to the coach:

◆	 Reinforce parent/coach roles. It is the parent’s role to decide what, 
when and where their child eats. It is the coach’s role to support the 
child in their training. It is not the coach’s role to comment on or use 
the children’s weight or body size as a way to motivate them.

◆	 Promoting weight loss may negatively impact a child’s self-esteem 
and can stigmatize those in larger bodies. Children are heavily 
influenced by role models and adults in their lives. 

◆	 Emphasizing weight control can take away from the enjoyment of 
physical activity and eating food. Focus on the importance of physical 
activity for skill-building, and building self-esteem and teamwork.

◆	 Children and youth are growing, and weight gain is a normal part 
of healthy growth and development. Weight loss (e.g. through 
restrictive diets), dieting, and extreme exercising behaviours are 
not recommended. They can lead to the development of disordered 
eating and eating disorders, which can cause serious harm at an 
already vulnerable life stage. It is important to ensure optimal 
nutrition intake and adequate sleep for peak performance in 
physical activities. 

▶	 Parents could make an informed decision to take their concerns 
to the governing body of the sport or league.
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10.	 Diet culture in conversations 
The topics of weight and dieting can come up in everyday discussions. If these 
topics come up, steer the conversation away from diet culture. 

a.	 While hosting a food literacy training session for community 
partners, some participants are commenting on how the recipes 
do not align with their latest diet or weight loss efforts. 

	 What to Say/Do:

▶	 Remind the group that the focus of this training is to promote 
food literacy. Ensure the group is aware that it is not the role of 
the facilitator to comment or recommend any weight loss diets or 
supplements/products. 

▶	 Clarify with the group that talking about food, restriction, dieting, 
and weight can hinder others’ enjoyment of the workshop. Explain 
that weight loss or weight status isn’t an indicator of health and 
that it is not the focus of the workshop.

▶	 Acknowledge that our society is very weight focused, and often the 
conversation shifts back to weight and diet. This can be exhausting 
and alienating; share that the group will create a safe and positive 
space free of diet talk. 

▶	 Review messages in the Key Concepts for all Scenarios section. 

b.	 You overhear a colleague, community partner, client, or even catch 
yourself making an inappropriate comment about someone’s body, 
physical activity, or food choices. 

	 Some examples include:

“You look great, have you lost weight?”

“You are so thin; you don’t need to work out!”

“Wow, you’re going to eat all that food?”

“Look at what they’re wearing. They should not be wearing that with 
that body type!”

“You’re eating bread? I don’t eat bread because it makes me gain weight.”

“I need to work out after eating that cake; I feel so fat.”
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▶	 It is best to avoid comments related to a person’s body or eating 
habits, as this could unintentionally cause low self-esteem and 
negative body image.

▶	 If you find yourself in this situation, you may:

◆	 Excuse yourself from the conversation;

◆	 Not engage in or contribute to the conversation; or

◆	 Change the conversation to something else

◆	 Address the comment in a kind but firm way

▶	 If you catch yourself making a comment, consider taking 
accountability and addressing what was said. Apologize for making 
the comment and/or for passing judgment about someone’s body, 
physical activity, or food choices. Although we make mistakes, it is 
important to take ownership and learn from them.

▶	 In certain situations, it could be a great opportunity to start a 
positive conversation by reframing the comment as a question. 
Some examples include:[229]

◆	 “Have you ever thought about why we focus so much on body fat?”

◆	 “Why do we spend so much time and effort being critical of our 
bodies, rather than focusing on loving who we are?”

◆	 “Why is it so normal to find faults in the way people eat, exercise  
and look?”

▶	 Focus on the person’s character, talents, personality, and actions 
when giving a compliment. 

▶	 For more ideas on how to respond to these types of comments, 
see the Clever Replies to Damaging Remarks resource.

http://healthunit.org/wp-content/uploads/Clever_Replies_to_Damaging_Remarks.pdf
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11.	 Weight bias in health care settings  
A client comes into the Health Unit to access services. The clinical equipment (e.g. 
gown, blood pressure cuff, vaccine needle) and furniture is not appropriate for 
them to use. 

	 What to say/do:

▶	 Apologize for not having the correct sized equipment in the office 
and assure the client that this is not their fault, but the issue lies 
within the organization. Acknowledge that it is inappropriate that 
the Health Unit does not have equipment and seating that can be 
used by all people-with all body shapes, sizes, and abilities. 

▶	 Do not suggest that a client wear two gowns to “make it work” or 
try to take their blood pressure with a cuff that is too small. If 
there is a way to provide services that are not stigmatizing, due to 
inappropriately sized equipment, work with the client to discuss 
alternatives based on their comfort level. For example, if it is a 
sexual health visit with a pelvic exam, perhaps they can keep their 
top on and use a sheet/blanket to cover their bottom half if they are 
comfortable to do so.

▶	 Advocate to ensure that the Health Unit has accessible equipment 
available and so that all spaces have appropriate clinical equipment 
or, if that is not possible, that everyone knows where to access it 
without having to draw undue attention to the process. 

◆	 Bring this issue forward to the internal accessibility committee and 
formally document the complaint, if possible. A formal complaint 
process is important for accountability purposes. 

◆	 Review these assessment tools and advocate to make changes to the 
physical environment in which you work:

■	 Ragen Chastain “Creating a Size Inclusive Health Care Office” 

■	 National Association to Advance Fat Acceptance (NAAFA): Size 
Diversity in Employment HR Training Guide 

■	 Ontario Dietitians in Public Health Weight Inclusivity Checklist  

https://weightandhealthcare.substack.com/p/creating-a-size-inclusive-healthcare?s=w
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0bdb9679fb5e508d3786/1616710621812/2020_SDE-HR_Guide.pdf
https://static1.squarespace.com/static/5e7be2c55ceb261b71eadde2/t/605d0bdb9679fb5e508d3786/1616710621812/2020_SDE-HR_Guide.pdf
https://www.odph.ca/addressing-weight-bias-resources
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◆	 Additional considerations include having: 

■	  Sturdy chairs with a minimum capacity of 500 lbs

■	 Wide base weight scales with a minimum capacity of 500 lbs

■	 Chair/seating without arms and wide seating with arms to 
assist with moving from sitting to standing

■	 Uncluttered spaces for moving around in the waiting room 
and washrooms

■	 Accessible exam tables (appropriate width, with steps, 
height adjustable, minimum 500lb capacity, bolted to floor/
wall)

■	 Floor mounted toilets (instead of wall mounted) in 
washrooms

■	 Non stigmatizing reading materials and artwork (e.g., no 
magazines that promote weight loss, normative bodies) 

■	 See Recommendation for Public Health Practice section 
for further considerations
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