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Why take a weight-neutral
approache

Fiona Willer, APD H‘@le, NO'{' Did,g

Health, Not Diets

“Obesity Epidemic”
-fear and blame based rhetoric

» 'Under individual control’

» Just eatf less and move more
» Higher health care costs

= ‘my taxpayer dollars’ etc
» Higher burden of disease

= ‘you brought this onyourself’
» More disability
» ‘agvoidable deaths’

= 'You're abusing your famiy’
» Bankrupting health services F»

= Blame, shame, stigma, prejudice

» Ftc etc
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Entrenched assumptions

» Obese people overeat to stay obese (gluttony myth)

» ‘Overeating’ means eating above energy requirements. If weight
is stable, by definition, they are not overeating.

» Obese people eat about 100 calories more per day than age and
sex matched 'normal’ weight people. This is accounted for by
ater body tissue fo maintain.

» Obese people eat junkfood to stay obese (junk food myth)

®» dietary quality, and specifically fruit and vegetable intake does
not differ with significantly BMI (the same proportion of obese
people have great, moderate and poor diets as ‘normal’ F

weight people)

= Ealing healthy food leads automatically to weightloss 9
(naturalhealth myth)

= Nope. See previous enfry re dietary quality. Health, Not Diets

BMI has ended up being used to measure things
that it shouldn’t

= Proxy for body composition
» Proxy for ‘fatness’
/ for health behaviours

= Pro
» Pyoxy for fitness

»/Proxy for dietary quality

Proxy for intervention adherence ' F

>

» |et’s measure those things instead!! Healtn, ot Diefs
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Our approach has been:
‘let’s make obese people smaller’

» Assumption that a ‘once-fat’ person will have the same magnitude of
health risk as a ‘never-fat’ person of the same weight (this is incorrect)

» Assumption that lasting weight loss is a feasible and realistic
expectation to have of obese people (it's not)

» BMI is’not a good proxy for overall health, or dietary quality, or fitness —
so why are we SO obsessed with itee (it's visible, and body shape/size
hds moral and social currency)

» That people with higher BMIs have higher chronic F

disease risks means that we should be pouring efforts
into developing early screening and treatment options,
Y}’r blaming people for bringing it on themselves.

D

Health, Not Diefs

So if weight can’t be changed muchin the
long term, and in attempfting to reduce BMI
we are doing things that we can’t say for sure
aren’t having an effectindependently......

e focus is on enhancing health outcomes within those groups, not frying to make people

younger (or appear younger). F

Health, Not Diefs
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A weight loss focus is unjust

™ |nsisting that larger people lose weight despite Level A evidence that they can't:

= Unnecessarly (and unethically) delays medical care (fertility treatments, joint replacements etc) and
investigations (symptoms blamed on weight, notf disease process leading fo missed diagnoses)

» Diverts resources away from developing safer treatment options for larger bodies (sturdier operating
tables, longer equipment, medications specifically developed and trialed in obese bodies etc) which
exacerbates therisk stats.

» Enfrenches weight bias (GP clinics not having long speculum/large blood pressure cuffs/sturdy exam
tables gvailable for obese women despite this being the appropriate equipment for 1/3 of adult

people (eg birth control, chemotherapy, statins) leading to reduced/unknown

Medications are nof routinely trialed/tested for effectiveness and safety in obese
effectiveness F

Confirmation bias entrenches ‘weight as problem’ discourse (if a thin person \)
has heart disease its ‘bad luck’ or ‘genetics’ but if alarger person has heart

disease its ‘because of theirweight and thus theirown fault. Can't larger .
Health, Not Diete

people have bad luck or poor genetics2?)

Health at Every Size®

Set of philosophical principles

Versus

Non-Diet Approach

(non-dieting approach/weight-neutral
approach/weight-inclusive approach)

Application of principles in clinical practice or heql’th

policy

D
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Evidence Based Medicine (EBM)

» ‘‘infegration of best research evidence with clinical expertise
and patient values’’ (Sackett et al2000)

» The most important reason for practising EBM is to improve
quality of care through the idenfification and promotion of
practices that work, and the elimination of those that are
ineffective orharmful. (Gray and Pinson 2003)

EBM promotes critical thinking. It demands that the

effectiveness of clinical interventions, the accuracy and

precision of diagnostic tests, and the power of prognostic

markers should be scrutinised and their usefulness proven. It

requires clinicians to be open minded and look forand try F

new methods that are scientifically provento be effective and
to discard methods shown to be ineffective or harmful.
(Akobeng 2005)

D
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Clinical Expertise

Patient
Values &
Preferences

Research
Evidence

Health, Not Diefs
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The Non-Diet Approach and best research evidence

» First we must define the research elements that make up
the Non Diet Approach (NDA)

» Then assess the benefits of these elements
» Then assess the risks/harm of these elements (safety)
» Net'must be cast wide for NDA

» HAES/NDA studies

» Studies on individual elements which make up NDA

» Population studies with weight neutral perspective
and those which analyse behaviours separately from
weight

Appetite

The Non-Diet
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Translating the non-diet approach into academic research

Non-diet Approach element Academic construct

Self Compassion Self Compassion Theory
Experiential Learning Self-determination Theory
Mindfulness Mindfulness
Accept and Embrace Body Cues Dietary Restraint
Accept and Embrace All Foods Dietary Quality & Variety
Accept and Embrace Body Shape Body Dissatisfaction

Weight Control Beliefs

Accept and Embrace Movement Physical activity level
Enjoyment of physical activity

Accept and Embrace Non-Diet Nutrition Dietary Quality
Enjoyment of food and eating W
%)
N = A3 ))
s >N\\ w N | I
g SaSNaaf  Heolth Not Diets

What happens if we take a weight-neutral non-diet approach?

— Weight stability (at 5 yrs)
- Improved biochemical markers
— Cholesterol, blood sugar, blood pressure, CRP

— Sustained healthy behaviours

, GROUP STUDIES ONLY:
pAEICETentin NO NEGATIVE EFFECTS
— Dietary quality

- Psychological states

- Disordered eating patterns
- Self esteem

— Depression

Healtih, Not Diets

ifford 2015 (systematic review, 16 studies met inclusion criteria), 3336
participants,
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Study populations in systematic review

“ o et

Women with disordered eating 18-65yrs

Obese women 30-45yrs

Obese women 25-55yrs

Obese women >20yrs

Women, mean age 37yrs

Overweight/obese women binge eaters 25-50 yrs
Overweight, obese and healthy weight adults
Overweight/obese women, premenopausal
Premenopausal women with active EDs (AN, BN, EDNOS)(mean BMI 21)
Overweight/obese men and women with DM2 35-65yrs
Overweight/obese women, premenopausal
Overweigh/obese women 18-65yrs

Men and women, all weights

Obese women >1%yrs

College females

College males and females

A\

26
78
62
142
87
219

1689

Alberts 2012

Bacon et al 2002, 2005
Carol et al 2007

Ciliska 1998

Cole 2010

Goodrick et al 1998
Hendrickson 2013
Leblanc 2012

Marek et al 2013
Miller et al 2012
Provencher 2007, 2009
Rapoport 2000
Steinhardt et al 1999
Tanco et al 1998

Keeler et al 2013
Green et al 2012

Randomised Control Trial of HAES

(Mensinger 2016)

= 4 month group intervention, 2 year follow up

= 80 obese women, randomised to weight centric or weight neutral 'healthy living program’

= Measured: BMI, BP, lipids, BGLs, weight, waist & hip circumference, distress, self-esteem, QOL,
dietary risk, fruit and veg intake, infuitive eating, physical activity

= Both/groups increased physical activity, fruit and veg infake, QOL and self-esteem and

reduced total cholesterol and waist-to-hip ratio at 24 months

were unchanged)

improvement from baseline.

HAES group had better LDL chol & improved intuitive eating than
weight loss group and had more sustained improvement in fruit and
veg intake fromend of program fto 24 month follow up (weight loss
group declinedin same period although overall was still an

AES group did not have inferior results compared with the weight loss group (weight and BMI

Health, Not Diefs
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Self compassion and healthy behaviours

» More redlistic and intrinsically motivated exercise goals
(Magnus et al2010)

» More likely to seekmedical care quickly (Terry et al2013)

» Reduces negative affective states (Leary et al 2007)

ves positive affective states (Neff 2003,2007)

» Smioking reduction (Kelly et al 2010)

= |mpr

» Reduced alcohol misuse (Brooks et al 2012)

(Rose et al 2014)

» Proactive attitude towards health, benevolent self talk,
motivation towards self-kindness (Terry et al 2013) _
\ Healtn, Not Diefs

Lessrisky sexual behavior in people with HIV/AIDS F

D

Self compassion and disordered eating

» | ess negafive reaction fo diet-breaking scenario in restrained eaters (Adams and Leary
2007)

» Fewer binge eatfing symptoms (Webb and Foreman 2013)
» Decreased social physique anxiety (Magnus et al 2010)
» Fewer bodyimage concerns after controlling forself esteem (Wasylkiw et al 2012)

» | owerself compassion associated with higher eating disorder pathology in ED patients
(Kely et al 2013)

IMprovement in shape and weight concerns (Albertson 2012)
igh self compassion associated with low disordered eating behaviours

(Geller et al2015)
May moderate the relationship between distress and disordered
eating (Geller et al 2015)

D

Health, Not Diefs




9/15/16

Health & Weight

= Heq ”'hy behaviours are Risk of Death by Number of Healthy Habits

more important than s

weight 7
= Used NHANES Il data, .

weighted sample size of )

133 million (18 mil deaths), -

170 month follow up 2 I III III l
: Il n=Em
" HObiTS o ZH::;malweehl ZIH;::wrlml lo;’:’b‘“ o
= >5F+/V

= >12 x month leisure time
physical activities
= Nofsmoking

= More than 0 and up to 1
alcoholic drink/day for

women and 2 for men H@d”h, NOf DI’&fS

Matheson et akR2002\G AND WORKSHOPS

A Age-standardized

oy = ' Myocardial Infarction
. B S incidence and lifestyle factors
200 ®» 20000 men, 11 year follow up
0 0ref) 1 2 3 4 5 # » 5 ‘lowrisk factors’
B e et e = High quality diet
100,000 person yers . ' S = Not smoking

1200 —

» 10-30g etoh/day
» 40 mins walking/day or equiv

1000

800

» Waist< 95cm
(Akesson et al 2014)

0&1(ref) Num;, Mw-:‘*smm4 s H@a“’h, NOf Dlﬁfg

10
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A. Cerebral infarction

i Stroke and lifestyle factors
o 1.00 -
; 08 T
= 2072 qoer | T T
Z 06 1
2 . I = 31000 women, 10.4 year follow up
s - © 038
LY I = 5 ‘lowrisk factors’
"= 0 . ) s . \ = High quality diet (in top 50%)
B. Total stroke = Not smoking
" = 5-15g etoh/day
2 o; T T = 40 mins walking/day or equiv
8 €077 @078 - s
g 06 - - :°'°5 ® 060 » BMI < 25kg/m2
% 04 - :0.46 (Larsson et al 2014) F
& o2 ""V\\A y,
o 3
0 1 2 3 4 5 3

Number of low-risk lifestyle factors

A\N

Health, Nof Diefs ¥

Weight loss is not necessary to improve
physical health

Fitness vs Fatness: Relative Risk of All-Cause Mortality

Source: Wei et al. "Relationship Between Low Cardiorespiratory Fitness and Mortality in
Normal-Weight, Overweight. and Obese Men.” JAMA, 202:1547-1553, 1999,

A\

» Studies that have actually
confrolled for fitness have
found that it is more
predictive for mortality
than weight.

» This study defined

‘fit’ as 3-4 F' |

hrs/week of
Health, Not Diefs ¥

walking

11
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Non-directive physical activity studies

» Hsu etal 2013

» ‘The 8-week SDT-based infervention promoting Healthy at Every
Size is feasible and acceptable and may result in better exercise
adherence and improvements in moftivational variables relative
to traditional supervised exercise. These results support

onducting additionalresearch to determine the efficacy of this

approach for promoting PA in sedentary, overweight women.’

Silva et al2010

®» [self-determination theory based interventions] providing support
forautonomy, structure, and involvement will encourage
individuals fo develop more autonomous regulations, setting the
ground to the discovery of personal meaning and enjoyment of

exercise.
Heatth, Not Diefs

Body Dissatisfaction

» ‘the link between a person's weight status and a person's
psychological health is accounted for by his or her level of
body dissatisfaction. Thus, it appears that body
dissatisfaction is one identifiable, modifiable, and
underutilzed factor that can be intervened on to protect

gainst depressive symptoms.’ (Bucchianeri 2014)

®» Poor self esteem
» Depressive mood

®» Fatfing disorders F
w» Disordered eating

= Weight gain Health, Not Diefs

D
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Dietary quality
and health o oy dotom e

Drink plenty of water.

Australlan Gume to Healthy Eatlng

- Having a varied core dietis more
important for disease prevention
and longevity than not eating less
nutritious foods.

- Dietary quality studies often use a
+ve dieft score and a -ve diet
s¢ore

~ +ve = AGHE type + mod etoh
- -ve = exira foods types

mportant: Junk food has NO EFFECT as Une s smcumts m,m.‘,:.‘m,'m;‘;;.}..;;m,

long as core diet is sound 'i | ﬁ"'”vﬁ‘*‘% -
Hoa vl =208 -WEA
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Dietary quality and longevity/mortality

» 59,000 Swedishwomen: 42% decreased all cause mortality for those consuming
16-17 healthy foods compared with 0-8 healthy foods. A less healthy diet defined
as consumption of a high variety ofred meats, refined carbohydrates and
sugars, and foods high in saturated or frans fats was not directly associated with
a higher overall mortality (butwas assocwith higher cancer death). 100%

mortality follow up (Michels and Wolk 2002)

unhealthy foods, was NOT associated with prospective risk of CHD, and
ancer and all-cause mortality (Masset et al2015)

36 642 men and 42 970 women in Japan, 15% reduced mortality
between high and low dietary quality. Also found lower dietary
quality in normal weight people but not overweight people was
associated with higher total mortality, cardiovascular mortality and

cancer mortality (Kurotaniet al2016) Health Not Diefe

13



In a 2016 summary of studies(Kurotani et al 2016),
dietary quality was found to have reduced:

Il cause mortality by 11-42%
»cardiovascular mortality 17-60%
= cancer mortality by 11-40%

%

>

Healtih, Not Diets
Prevention of DM2 i
; = Dietary quality and physical activity can postpone ‘1
diabetes development independently of weight P
change (Malmo Sweden 5 year follow up) i ‘ ’
= Dietary infervention, exercise and both dietary T 1 |
intervention and exercise reduced the risk of diabetes -
development in people with impaired glucose ° _ -
tolerance, independent of weight status or weight e e o
hina, 6 year follow up) s fr te hange i weght s, “Became s e

. . A . came isfied,” and “stayed isfied” were to the “stayed
» Quoted in asystematic analysis by Hu (2007) Physical satisfied" category. All models adjusted for baseline age, sex, and family
o JA o q q arq . . history of diabetes, and the change in smoking status, physical inactivity,
acti¥ity reduced DM2 incidence significantly in studies and alcohol intake. Light gray bars represcat adjusted models without BMI,
g . . . d the dark bars adjusted models with additional adjust-
of 4dults in USA, Malta, Britain, Sweden, Finland, et o DML e wodc il e e
Japan
» 33% reduced incidence in women who do vigorous
exercise once aweek vs never (Nurses Health Study, s
87000 women, 8 yr follow up) \)

Weight dissafisfaction in men and women, regardless
of BMI, predictstype 2 diabetes risk in women (Wirth :
tal 2014)(table) Health, Not Diets |

9/15/16
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ldeal candidates for Non-Diet Approach

= Chronic dieters
®» Persistent over-concern with weight and shape

» Continual orrepeated weight loss dieting/dietary restriction for
two years or more

An

nyone who opts for a weight neutral approach when presented
with the range of weight management options (EBM)

ne who has had enough of dieting and regaining the weight

Disordered eaters

Bradshaw et al (2010) found:
» Highly educated women already engaging in some healthier
lifestyle choices were less likely fo be non-completers in non-

dieting group programs. .
Healfin, Not Diets

D

What we know

» Weight loss efforts do not result in lasting weight loss or health benefits, and for
some result in increased weight gain and negative psychological outcomes

» HAES iscertfainly safe in group settings and has posifive physical and mental
health outcomes (without weight loss)

= Health promoting behaviours will increase lifespan, reduce the risk of chronic
disease and assist with chronic disease management

Fruit and vegetable intake
Dietary variety

Physical activity

= Not smoking
» Moderate alcohol
Dietetic education and culture endorses fraditional weight cenfric

approaches
Self compassion motivates and sustains health behaviours H@ﬂlﬂ’\, Not Diets

D
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Clinical Expertise

Patient
Values &
Preferences

Best
Research
Evidence

EBP

Healfh, Nof Diefrs

The Non-Diet Approach in Dietetics

» HAES diefitians are a SAFE HAVEN for:
= People of the body positivity movement
= Eating disorder survivors
» Chronic dieters
» Need o have adequate knowledge of the philosophical foundations AND the research AND
the practice principles AND adept counselling skills
» Gaining popularity in diefitians

4% of respondents had a positive attitude towards HAES practice by dietitians (2.6% had a
egative atffitude) compared with 53.8% having a positive attitude towards weight loss counselling by
dietitians (29.6% had negative attitude).

86% of respondents thought that HAES is aresponsible way for dietitians to help
overweight or obese people with weight concem (3.3% disagreed). 60.3% thought F

that weight loss counselling is aresponsible way for dietitians to help overweight or
obese people with weight concem (27.2% disagreed). \)
58.1% of respondents thought that HAES is the most helpful way to

address overweight or obese people’s weight concem (8.3% disagreed).
37.5% thought that weight loss counselling is the most helpful way to X
address overweight and obese people’s weight concem H@alﬂ’\, NCI@D/%TS
disagreed). 1IN ND W
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Best
Research
Evidence

Clinical Expertise

EBP

Patient
Values &
Preferences

Health, Not Diefs

AN

Nature of
Treatment

Alternatives

Informed
Consent

Benefits

Opportunity
for questions

a ped-capitsbuseand i

The evidence regarding both
efficacy and risks should be fully
discussed with the patientin order to
allow them to make an informed
decision.

This approach allows a ‘‘therapeutic
dlliance’ to be formed with the
patient and the parents and is
consistent with the fundamental

principle of EBM: the integration of

good evidence with clinical
expertise and patient values. (Straus
and Sacket 1998)

%

Health, Not Diefs

D
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% CONSENT FOR WEIGHT
" MANAGEMENT STRATEGY
Consent form
S example
- Download from
) www.healthnotdiets.com

Case Studies and Discussion

&

o

Healtin, Not Diets

RAINING AND WORKSHOPS
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