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Interactive Component

• We will use Poll Everywhere to encourage attendees to consider:
• How do you approach conversations with patients about body and 

movement?
• What biases do you bring into the healthcare setting when discussing body 

size and nutrition?

• We will also use Poll Everywhere to assess and demonstrate in 
real-time how people practice differently as we ask attendees to 
consider how you would approach the case we’ve threaded 
throughout the presentation.
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Learning Objectives

• Recognize the risk factors presented by the focus on weight 
loss as a health-related goal (e.g. negative body image, 
development of eating disorder, etc.).

• Define the principles and identify the benefits of a HAES®-
informed approach to well care.

• Describe how the HAES®-informed approach may support both 
obesity management and eating disorder management.

• Describe ways to implement the HAES®-informed approach in 
practice.
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Agenda

• History of BMI and current practice guidelines
• Impact of current practice guidelines on body image and 

health outcomes
• Understanding the HAES®-informed approach
• Integrating the HAES®-informed approach into clinical practice
• How pediatric clinicians may influence development of healthy 

body image
• New guidelines on pediatric obesity and their potential 

implications
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Poll Everywhere
What are your top priorities in a well care visit?
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Assess 
growth via 
weights & 
vitals, BMI 

calc

Assess 
family 

functioning

Assess 
academic 
progress

Document 
cardiovascular 

exam/sports physical

Hearing & 
Vision

Health & 
risk 

Behavior 
counseling

Assess 
development

Provide 
anticipatory 

guidance

Case Study: VA (introduction)
• 10 YO Caucasian cis-female here for her annual well-care visit.
• Subjective:

• Chief concern: follow up from recent cast removal due to broken arm
• Home: Lives with Mother and MGM, has good relationship with family
• School: Goes to a local private school; A/B student. Eating: Varied diet, VA denies concerns, but mom 

reports concern that VA is overeating
• Activities: Started to participate in a competitive, traveling female water polo team as a goalie at age 9 

YO. Currently goes to practices 4x/wk. Has a close friend group within water polo team
• Sleep: Denies concerns, sleeps 8 hours/night
• Sex/Substance use/SI/Safety: Denies any romantic relationships, denies substance use, denies SH/SI hx or 

current, denies safety concerns
• Menarche: Premenarcheal 
• Med Hx: Seasonal allergies and eczema managed with HC 2% and Cetirizine

• Objective:
• Wt: 120lb (98th %ile) Ht: 58” (93rd %ile) BMI: 24.9 (97th %ile)
• Vitals: BP: 108/67 ; HR 76 bpm ; RR 16 ; O2% 98%  
• Urinalysis: WNL

• Current meds: pediatric MVI, Cetirizine 10 mg QD PRN allergies 
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Poll Everywhere
What would be your primary concerns in VA’s well care visit?
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Case Study: VA (extended)
• 13 YO Caucasian cis-female w/acute onset AN-R approx 3 mos ago
• Hx struggle w/self-worth & body image; decided to change body a few 

months ago
• Endorsed severe restriction to 200-400 kcals/d → precipitous wt loss of 

20# in 2 mos → medical hosp x 12 days
• Endorsed co-existing anxiety sxs (generalized, w/panic attacks, social)
• Endorsed feelings of sadness, anger & low self-worth
• Possible precipitating factors: hx bullying, new school this year, joining 

a more competitive water polo team, wearing swimsuit during sport, 
Mom’s hx ED w/relapse 2 yrs ago in context of etoh abuse relapse
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Case Study: VA (continued)
• Medical Hx: scoliosis

• Social Hx: lives w/Mom and MGM in an economically-advantaged 
suburban town; pt introduces MGM as her ‘parent’

• Good relationship w/both Mom and MGM
• MOC works at school for children w/ASD; MGM was ICU nurse
• Parents divorced at age 3 yrs, then moved from Chicago to CA
• FOC moved to Indiana, remarried, pt does not have strong 

relationship w/him; has not seen him in 4-5 yrs; texts/calls, 
send gifts occasionally
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Image courtesy of Freepik

• Family Hx: 
• Maternal Side: depression (great aunt), MOC taking antidepressants

• MGM not able to report on FOC's family
• MOC diagnosed with ANR at 16 YO. MOC with Autoimmune disease and congestive heart 

failure (dx'd last year). MOC in recovery for etoh abuse, suffered relapse 2yrs ago (AN-R).

Case Study: VA (continued)

• Nutrition Hx: Prior to ED, family would enjoy going 
to new restaurants and enjoying dessert together 
(not recently). Pt shared that ED mentality was not 
reinforced in household b/c MOC has an ED and 
was mindful to have healthy family culture around 
food & body image

• Weight Hx: Pt shared she lost 20# in 2 mos (138 lb 
at highest weight → 112 lb at lowest wt at current 
ht)

• Pt endorsed long-standing body image concerns; 
rptd being overweight when younger; does not 
feel like body has changed very much
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Image courtesy of Shutterstock

VA: Weight-For-Age Growth Chart 
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Weight-for-Age:

2-4 years: 75-90%ile
4-6 years: 90%ile
6-7 years: 95%ile
8-11 years: 97%ile
10 - 12 years: 90-95%ile
12 years: decrease from 
>90 to below 75%ile
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VA: Stature-For-Age Growth Chart 
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Height-for-Age:

2 years: 90-95%ile
3-4 years: 75-95%ile
4-6 years: 90%ile
6-10 years: 75-90%ile
10-11 years: 90%ile
11 years: 95%ile
12 years: decrease from <90 
to <75%ile

VA: BMI-For-Age Growth Chart 
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BMI-for-Age:

2-4 years: 50-85%ile
4 years: 90%ile
5 years: 85%ile
6-7 years: 90-95%ile
8-10 years: 95-97%ile
10-11 years: 97%ile
11-12 years: 90%ile
13 years: 50-75%ile

Poll Everywhere: Treatment Goal Weight Range

What would you suggest for VA’s treatment goal weight?
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VA: Treatment Goal Weight Range
• Considerations

• Scoliosis: severe, needing corrective surgery
• Height potential: per orthopedist, patient has completed growth
• Nutrition Hx: possible hx of overeating as evidenced by deviation of normal 

growth curves
• Physical Activity: participation of water polo sport since age 10
• Menstrual Hx: secondary amenorrhea 
• Menstrual Hx: secondary amenorrhea 

• TGW
• Can aim for 130-140 lb treatment goal weight range (TGW). Pt's highest wt 

is 138 lb.
• Can aim for a minimum of 130 lb goal weight, which is associated with BMI 

85%ile, Wt 88%ile. 140 lb is associated with BMI 90%ile, Wt 92%ile
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Society for Adolescent Health & Medicine,  2022
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VA: Treatment Goal Weight Range
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History of BMI
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1830s

Quetelet Index 
invented to 
quantify the 
“average man”

Life insurance data 
investigates 
relationship between 
body weight and life 
expectancy

1900

1959

Metropolitan Insurance 
Company establishes 
“ideal” and later 
“desirable” weight 
based on wt/ht ratios 
and age 1972

Ancel Keys coins term 
“Body Mass Index”, 
adjusting wt/ht to wt/ht2 

as more accurate 
measure of population

1994

WHO publishes 
categorical data on 
BMI defining 
“underweight, normal, 
overweight, obese”

BMI Controversy
• Keys et al criticized BMI as inaccurate                                             

representation of one’s body fat. 
• Despite the criticism, Metropolitan                                                            

Insurance Company tables used to                                                                
define “ideal” weight until early 1990s

• In 1994, WHO published categorical data                                                            
on BMI: underweight (15-19.9), normal (20-24.9), overweight (25-29.9), and 
obese (30-35 or greater)

• In 1998, NIH in the US classified those with a BMI of 27.8 (men) and 27.3 
(women) or greater as overweight, but later adjusted to WHO’s standards

• In 2011, CDC released BMI guidelines for clinical practice, but ranges have 
remained the same as published in 1998
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Keys, Karvonen, Kimura & Taylor, 
1972

Image courtesy of Health News

BMI is Problematic

• BMI does not distinguish between excess fat, muscle, bone mass, or 
distribution of fat, nor account for sexual maturation 
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• Hallmark studies involved solely 
White populations 

• Overestimates ‘fatness’ & health 
risks for Blacks

• Underestimates health risks for 
Asians

• Not an accurate representation of 
the US population

CDC, BMI Considerations for Practitioners, n.d.

Image courtesy of Libby Vanderploeg
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Current CDC BMI Guidelines
• Still emphasizes BMI is a reasonable indicator of body fat for adults & 

children, though states BMI should not be used as diagnostic tool, 
and is referred as  “surrogate measure of body fat”

• States BMI should be used to track weight status in popns
• Makes umbrella statement that high BMI predicts future morbidity 

and death
• “BMI should serve as an initial screening for children and 

adolescents. A health care provider should integrate other factors 
into a health assessment, including evaluations of diet, physical 
activity, family history, and other appropriate health screenings.”
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https://www.cdc.gov/healthyweight/assessing/bmi

Growth Charts > BMI
• Clinicians should recognize other factors, such as food intake, eating 

patterns and food beliefs, physical activity, family hx/genetics, and 
fat and muscle distribution to better assess an individual’s disease 
risk.

• Growth charts track an individual’s  weight and height trends since 
birth. 

• Considerations when assessing growth charts:
• The more data points, the better (across the lifespan, inclusion of 

outside data points, inclusion of mid-parental height).
• Downward deviation from the usual curve for height-for-age can 

be indicative of chronic malnutrition, thus, weight repletion can 
promote catch-up growth.

• Bone Age Test may help determine growth potential, per medical 
indications.

• Catch-up growth has been demonstrated in female-bodied (AFAB) 
individuals with corrected, consistent nutrient intake, even past 
menstrual age. 

22

Image courtesy of WHO

Society for Adolescent Health & Medicine, 2020
Society for Adolescent Health & Medicine, 2022

Example of Catch-up Growth
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Example of Catch-up Growth
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UPDATE: Extended BMI Growth Charts 

The CDC released 
new BMI-for-age 
growth charts to 
reflect four new 
percentile curves 
past the 95th 
percentile.  These 
extended percentiles 
(98th, 99th, 99.9th, 
and 99.99th) are 
based on data for 
children and 
adolescents with 
obesity from 1988 to 
2016.
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https://www.cdc.gov/growthcharts/extended-Healthcare-professionals.htm

Health Care Prioritizes Wt Management as Health Goal
• BMI developed for epidemiologists for ease of 

categorization, has become focus in healthcare as 
chronic health concern

• Western popn studies show mean or median BMI 
ranges from 24-27, therefore the WHO classification 
places 50% or more of adult popn in overweight 
category

• Overnight shift of vast increase in “obese” 
Americans, leading to the “obesity epidemic”

26

Focus on childhood obesity & weight loss as primary 
treatment approach parallels rise in childhood 
obesity epidemic & eating disorder epidemic

Image courtesy of Time Magazine

Body Image
• Begins at 3 years old, then re-evaluated during 

adolescence, subject to external influences
• Protective factors: body satisfaction, self-

compassion, intuitive eating
• Negative influences: internalization of thin ideal, 

weight appearance-related anxiety, pressure from 
media, peers

• Negative body image associated w/disordered 
eating behx, depression, use of dietary supplements 
& steroids w/out medical indication

• Multidimensional construct protective against EDs
• Body appreciation, body image flexibility, 

functionality appreciation

27

Argyrides, Anastasiades & Alexiou, 2020 
Christie & Viner, 2005
Golden, Schneider & Wood, 2017
Hartman-Munick, Gordon & Guss, 2020
Linardon, 2021

Image courtesy of Zoe Florida

Image courtesy of Body Can Books

Weight Bias
• Negative attitudes towards individuals perceived to have 

excess body weight

• Fatphobia: implicit and explicit bias of overweight individuals 

that is rooted in a sense of blame and perceived moral failing

• Includes weight stigma, sizeism, anti-fat bias

• Long-term physical & mental health consequences
• Drives weight gain through its negative health effects, including 

elevated blood pressure, cholesterol, and glucose levels

• Internalization is associated with negative effects, including 
weight cycling, depressive symptoms, poor self esteem

28
Lee, 2016
Daly, Robinson & Sutin, 2017

Image courtesy of Rachelle 
Abellar

• AYA can be exposed to weight bias in 
healthcare encounters

• Perceptual body image constructs are 
core features of eating disorders

25 26

27 28



Impact of Current Practice Guidelines on Body Image

• Medical treatment approach focused 
largely on weight reduction, which 
reinforces body shaming and body mistrust

• Clear overlap between increasing body 
weights & incidence of eating disorders

• Increases risk for negative body image, 
fear, stigma, bullying, weight cycling, body 
shame, development of ED  

29

Image courtesy of NEDA
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Risk Factors of Focusing on Weight Loss as Health-
Related Goal

• Negative body image
• Development of eating disorder through adoption of poor 

eating behaviors (e.g., restriction)
• Perpetuating weight stigma
• Inappropriate weight loss and related medical concerns

Images courtesy of Endocrine Web Pro, ConsultQD, and 
The Conversation (left to right)

What is Health at Every Size (HAES®)?

• Approach to health that shifts focus from 
weight loss as a primary health-related goal to 
one that promotes healthy bhxs for people of all 
different sizes, thereby reducing stigma around 
weight

• Focuses on health behaviors; does not use 
weight as a mediator, though weight changes 
may occur as a result

31
ASDAH, 2020
Raffoul & Williams, 2021

NOTE: Health at Every Size and HAES are registered trademarks of the Association for Size 
Diversity and Health—ASDAH

Image courtesy of elinltodd.com

Health at Every Size (HAES®) 
• Supports both obesity management and ED 

management
• How it improves quality of care:

• Improve some physical health measures, including 
quality of diet and eating patterns

• Improves behavioral and psychological outcomes
• Improves anthropometric and metabolic 

parameters
• Reduces disinhibited eating, binge eating, bulimic 

bhx
• Decreases body image dissatisfaction
• Improves QOL
• Promotes principles of social justice & equity

32

ASDAH, 2020
Raffoul & Williams, 2021

Image courtesy of 
rootedgroundcommunity.com
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Bright Futures Anticipatory Guidance 
for Early Adolescents

Health At Every Size® Principles

Eat three nutritious meals a day and healthy snacks; eat 
most meals with family; limit high-fat, high-sugar foods. 
Choose fruits, vegetables; breads, cereals, other grains; 
lean meats, chicken fish; low-fat dairy products

Promote flexible, individualized eating based on hunger, 
satiety, nutritional needs, and pleasure, rather than any 
externally regulated eating plan focused on weight 
control

Maintain healthy weight with good eating habits, 
physical activity. Discuss athletic conditioning, weight 
training, fluids, weight gain/loss, supplements

Accept and respect the inherent diversity of body 
shapes and sizes and reject the idealizing or 
pathologizing of specific weights

Engage in physical activity (30-60 minutes 3 or more 
times a week)

Support physical activities that allow people of all sizes, 
abilities, and interests to engage in enjoyable 
movement, to the degree that they choose

Let’s think about our patient VA… 

Poll Everywhere

34

Which Bright Futures guidance could have perpetuated 
the eating disorder?

Integrating HAES® Into Pediatric Health Care

35
Raffoul & Williams, 2021

How Pediatric Clinicians May Influence Development of 
Healthy Body Image 

• Weight bias is tied to body image; research 
shows weight bias is a problem in healthcare 
settings; there are ways to promote positive body 
image in the provider-patient interaction

• Clinicians have the opportunity (and 
responsibility) to change their philosophy of care 
to model healthy attitudes toward the human 
body, food, and movement & an emphasis on 
whole-body health, good habits for life, self-love 
and acceptance

• Implementing a HAES®-informed approach in 
practice (consider how clinicians could have 
approached VA case differently)

36Hartman-Munick, Gordon & Guss, 2020

Image courtesy of reddit
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How Pediatric Clinicians May Influence Development of 
Healthy Body Image, cont’d 
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Hartman-Munick, Gordon & Guss, 2020

Examples of suggested phrasing and language to avoid when discussing 
weight/shape/size from Hartman-Munick, Gordon & Guss:

How Pediatric Clinicians May Influence Development of 
Healthy Body Image, cont’d
• How to think about growth charts and trends seen

• Active nutritional anticipatory guidance across all ages
• Educate early adols & caregivers to set expectations about 

growth/development and the associated changing nutritional 
requirements; athletes at risk for body image concerns and unhealthy 
relationship with food (require proactive counseling)

• Assess all pts for body image concerns at well visits; counsel caregivers re: 
signs of disordered eating and exercise behaviors
• Screening Qs re: body image, nutrition, exercise habits 
• Encourage children/adols to get most nutrition from whole/unprocessed foods 

when possible

38

Society for Adolescent Health & Medicine,  2020

How Pediatric Clinicians May Influence Development of 
Healthy Body Image, cont’d

• Consider family, cultural, traumatic, 
geographic, and other influences

• Ask questions re: food security, culture, gender 
roles, country of origin development status, family 
and community dynamics & environmental factors

• Advocacy by pediatric clinicians is 
necessary to improve quality of nutritional 
messaging towards AYA

39

Society for Adolescent Health & Medicine,  2020

Image courtesy of PopSugar

How Pediatric Clinicians May Influence Development of 
Healthy Body Image, cont’d

• Medical recommendations for nutrition/activity should not be based 
solely on weight or BMI; instead, consider:

• Family history, pubertal status
• Timing of pubertal onset, body composition, ethnicity
• Gender, level of physical activity, presence of cardiovascular or metabolic 

syndrome risk factors & previous growth trajectories
• Goals of medical mgt of activity/nutrition:

• Improved quality & appropriate quantity of food
• Healthy exercise patterns
• Reduction of (risk for) co-existing conditions
• Optimization of physical, socioemotional & cognitive functioning

40

Society for Adolescent Health & Medicine,  2020
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How to Assess One’s Relationship to Food?

• Explore whether your patient follows a certain diet, has strong food beliefs, experiences 
times of extreme hunger or extreme fullness, feels comfortable eating in front of others, 
has any fears or worries around food or eating, or has any eating rituals or food rules.

• Can refer to a Registered Dietitian/Registered Dietitian Nutritionist (RD/RDN) so a more 
complete nutrition assessment can be done and for close collaborative management.

41

Society for Adolescent Health & Medicine,  2020

• Conduct a diet recall and ask clarifying 
questions to obtain more specific 
information. Ask about portion size, 
brand name, preparation methods, 
ingredients, eating occasion, and eating 
location.

Image courtesy of FloridaToday

What Does a Healthy Relationship with Food Look Like?

• Eating and movement patterns that meet 
physiological needs, promote growth, and 
prevent disease

• Emotional neutrality towards food
• Body positivity
• Socialization and satisfaction around eating & 

movement

42Society for Adolescent Health & Medicine,  2020

Image courtesy of 
CNET

What Does a Healthy Relationship with Food Look Like?

Healthy patterns: eating Q 3-4 hrs, incl all 
food groups in appropriate portions, 
eating a variety of foods, eating for 
pleasure, eating to promote health

43

Society for Adolescent Health & Medicine,  2020

• ‘All Foods Fit’ Philosophy
• Overall eating patterns are more important than individual 

foods eaten
• Foods are not inherently ‘good’ or ‘bad’
• All foods can fit if consumed in moderation, in appropriate 

portions & in combination w/physical activity
• Many foods may have both beneficial and harmful effects; 

variety is necessary to meet needs over time
• Discourages extreme nutritional behaviors (e.g., eliminating 

food/nutrient groups)

Image courtesy of Sainsbury’s Magazine

Image courtesy 
of etsy

What Does a Healthy Relationship with Movement Look 
Like?

44

https://www.natalieshay.com/blogs/movement-vs-exercise-how-
your-approach-to-physical-activity-can-nourish-you

Image courtesy of 
findingjulianne.com

• Exercise:
• Planned and structured
• Focus on calorie burning, weight/fat 

loss or muscle building
• Feels like work
• Self-punishing
• Can become obsessive
• Motivated by shame and guilt

• Movement
• Little or no structure
• Focus on enjoyment
• Feels fun
• Celebrates your body
• Form of self-expression (and 

compassion)
• Motivated by self-love and self-

care

• “Life-enhancing” movement (HAES®)
• Joyful movement vs. “Exercise”

41 42
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Elephant in the Room:
New AAP Guideline on Pediatric Obesity
released 1/2023

45

What the Guideline IS:
• Outline of recs for assessment & tx of overweight

and obesity
• Key Action Statements which are recs based on evidence from 

randomized controlled & comparative effectiveness trials & 
longitudinal & epidemiologic studies

• Set of Consensus Recs
• Refer children >2 YO w/ overweight or obese BMI for IHBLT
• Rx weight loss meds for >12 YO
• Refer for bariatric surgery for >13 YO

• Acknowledgement of risk factors, contributors, and barriers to tx

Image courtesy of SnapComms

Elephant in the Room:
New AAP Guideline on Pediatric Obesity
released 1/2023
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Image courtesy of SnapComms

What Stood Out to Us: Let’s Talk About It

47

• CPG notes, “there is a danger of stigmatizing children with obesity and their families on the basis of race and ethnicity, age, and gender 
based on the disparities of outcome—with failure to recognize the systemic challenges that cause and maintain inequities" focuses on 
socioeconomic and psychological associations with obesity but does not address health consequences of weight stigma itself (apart from 
calling out binge eating specially and ”negative health behaviors” generally) and addressing weight stigma as a “structural and contextual 
factor that can impede and influence health and treatment.”

• CPG does acknowledge that comprehensive obesity treatment should include “evaluating and monitoring for obesity-related medical and 
psychological comorbidities” while using “non stigmatizing approaches”

• CPG is highly tied to a focus on BMI though does not seem to take into account BMI charts for other cultures, transgender individuals, etc, 
though the CPG acknowledges “BMI does not directly measure body composition and fat content and may under- or overdetect excess 
adiposity in certain racial and ethnic groups.” CPG indicates BMI “is often used to evaluate the success or impact of interventions to improve 
weight status” Overall, info included about BMI is conflicting.

• The three key factors listed to facilitate a non-stigmatizing conversation about weight with patients and families are interesting…what about 
continued use of the word “obese” and “too much weight” instead of “in a larger body” or “needing a different type of nutrition for one’s level 
of activity”? 

• CPG recommends a Nutrition and Physical Activity History in which completion of a health habits survey by patient or parent takes place 
BEFORE the visit, which does not allow for effective back-and-forth conversation about a patient’s relationship with food or movement, family 
food rules, etc. 

• CPG recommendation for comprehensive assessment does include assessing for “behavioral health and disordered eating concerns,” 
though the screening and assessment tools given as examples are exclusively for behavioral health conditions and not disordered eating 
behaviors or thoughts (e.g., no mention of EAT-26, SCOFF, EDE, etc.).

• CPG recommendations for physical exam do not include assessing for signs of purging (e.g., people with BN may be ‘overweight’), including 
orthostatic vitals, urine pH, Russell’s sign). 

What Has Been the Response to AAP CPG?
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Future Considerations

49

Key Questions:

• How do you feel about 
the CPG?

• Is the AAP CPG in 
alignment with HAES®?

• How can we reconcile the 
AAP CPG’s focus on BMI 
with what we now know 
about the history and 
use of BMI as a measure 
of ‘health’?

• What is missing from the 
AAP CPG?

How do we consider the of AAP’s Guideline on 
Pediatric Obesity within the framework we’ve 
just presented?

Self-Reflection

50

• Identify personal weight biases (e.g., use Harvard Implicit Associations Test: Weight Bias)
• What assumptions do I make based only on weight regarding a person’s character, 

intelligence, professional success, health status, or lifestyle behaviors?
• Could my assumptions be impacting my ability to help my patients?
• How comfortable am I working with patients of different sizes?
• What kind of feedback do I give to patients with overweight/obesity?
• Do I give appropriate feedback to encourage healthful behavior change?
• Am I sensitive to the needs and concerns of individuals in larger bodies?
• Do I consider all of the patient’s presenting problems, in addition to weight?
• What are my views about the causes of overweight/obesity? How does this                        

impact my attitudes about people in larger bodies?
• Am I treating the individual or am I focused on the condition(s)?
• What are common stereotypes about people in larger bodies? Do I believe these to be true 

or false? What are my reasons for this?

Image courtesy 
of Dribble

Appendix Resources
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Rouffoul & Williams, 2021

Note: although HAES is a registered trademark, it was not added to this table as the 
table is presented here in its original form from Raffoul & Williams, 2021

Appendix Resources
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Appendix Resources
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nudenutritionrd.com

Created by patients to help their 
healthcare providers care for them 
from a HAES®-aligned approach

clinic
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