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Prevention of Diet Related Diseases: Focus on Dietary 

Patterns

“The most important way to prevent ASCVD, is to 
promote a healthy lifestyle throughout life.

This scientific statement emphasizes the 
importance of dietary patterns beyond 
individual foods or nutrients…presents 

elements of heart-healthy dietary patterns.

“A variety of eating patterns can be considered to prevent 
diabetes in individuals with prediabetes.”





TOPICS OF DISCUSSION

1) Define and understand weight stigma. 

2) How weight stigma impacts our patients.

3) Take a critical look at BMI, weight and weight loss 
interventions. 

4) How to improve outcomes with a new approach to 
discussing diet, weight and exercise with our patients. 



1. DEFINING WEIGHT STIGMA, WEIGHT 
BIAS & WEIGHT DISCRIMINATION (2-6)

WEIGHT STIGMA Social 
devaluation of individuals 
because of excess body 

weight (2).

WEIGHT BIAS  An 
inclination to form  

irrational 
assumptions/judgements 

about a person who 
carries excess weight (3). 

Explicit Wt bias: overt, 
consciously held 
negative attitudes

Implicit Wt bias: 
automatic, negative 

attributions and 
stereotypes outside 

conscious awareness

WEIGHT 
DISCRIMINATION 

Actions rooted in weight 
stigma that result in 

unfair treatment, ie. being 
denied employment or 
receiving lower wages 

(4). 
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WHERE DO PEOPLE EXPERIENCE WEIGHT 
STIGMA? FAMILY & FRIENDS (2-6)

Source of Stigma Ever Experienced Experienced multiple 

times

Family 
members

72% 62%

Friends 60% 42%

Spouses 47% 32%
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WHERE DO PEOPLE EXPERIENCE WEIGHT 
STIGMA? HEALTH CARE SETTING (2-6)

Source of Stigma Ever Experienced Experienced multiple 

times

Doctors 69% 52%

Nurses 46% 34%

Dietitians 37% 26%

Mental Health 
Professionals

21% 13%
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WEIGHT STIGMA IN HEALTH CARE (2-6)

Providers may 
over-attribute 
symptoms and 

problems to 
weight (6).

Patients see our 
offices as an 

uncomfortable, 
unwelcoming 

space. 

Inadequate size 
chairs, BP cuffs, 
gowns – if these 

need to be 
obtained from 

elsewhere elicits 
feelings of 

humiliation. 

Increased 
tendency for 

patients to 
present with 
advanced, 

complicated 
conditions.



WEIGHT STIGMA IN HEALTHCARE (2-6)

Impaired patient centered 
communication 

Worse outcomes for mental 
health and weight loss 

Higher chance of  
nonadherence (Mistrust)



2. WEIGHT STIGMA: ASSOCIATED WITH 
(2-6) 

Poorer mental health outcomes 

Harmful physiological response 

Changes in eating and exercise behaviors  

Potentially unfavorable changes in anthropometric measures 



WEIGHT STIGMA & MENTAL HEALTH 
OUTCOMES (2-6)

Decreased self esteem

Decreased motivation 

Depression & Anxiety



MENTAL HEALTH OUTCOMES (2-6)

Decreased self 
esteem

Binge eating
Poor dietary 

habits

More frequent ultra 
processed foods

Increased food 
intake

Decreased 
physical activity





UNFAVORABLE ANTHROPOMETRIC 
OUTCOMES 

Increased waist 
circumference

Higher likelihood of 
overweight or 

obesity

Increased weight 
gain

Higher weight









3. BMI, WEIGHT AND 
WEIGHT LOSS 

INTERVENTIONS: A 
CLOSER LOOK 

(10-11)

▪ 1835: Adolphe Quetelet and “l’homme moyenne” 

➢Aggregated data on French and Scottish subjects 

➢Assumption: the mathematical mean characteristics of 
a population represents its ideal 

➢Developed Quetelet’s Index to assess and categorize 
body size: kg/m2 

▪ 1950’s-1960’s: Health insurance companies and 
hedging risk 

➢Actuaries at insurance companies compiled tables 
associating height, weight and life expectancy 

➢Based on self reported data from people who 
purchased life insurance policies 

➢Adopted by MD’s to assess patient risk 

▪ 1972: Ancel Keys and the Seven Counties Study 

➢Revived Quetelet’s Index and named it BMI . 

➢Compared BMI to other methods of assessing fat mass 
and deems it the best option of what’s available. 





BMI – An Updated Look

▪Based on age:2019 meta-analysis showed BMI 
between 23-28 may be the optimal range for older 
adults (13). 

▪Based on medical history:2021 meta-analysis showed 
lowest risk of mortality was lowest at BMI 27-31 for 
patients post PCI (14). 







WEIGHT 

STIGMA AND

BODY  WEIGHT 

FLUCTUATION

Patients often give up 
on healthy habits 

when they don’t see 
the scale move. 

Decreases motivation, 
confidence and self-

efficacy. 

Discourages gradual 
dietary changes to 
support sustained 

behavior modification. 

•Creates hopelessness 
when “calories in, 

calories out” doesn’t 
tell the full story.



4. WHAT 
HAPPENS 
WHEN WE 
REMOVE 

FOCUS FROM 
THE SCALE?

NEW WEIGHT 
NEUTRAL 

APPROACH 

❑Manjunath, 2021 (17): African American 
women with lower body image dissatisfaction 
scores had 

➢Increased diet self-regulation to modify food 
choices (p=.05) 

➢Higher motivation for healthy eating (p=.01) 

➢Associations significant after adjusting for BMI

❑ Mensinger 2016(18): Conventional weight 
management program vs weight neutral 
program: 

➢Greatest and most sustained improvements in 
intuitive eating score/ decreases in disordered 
eating seen with weight neutral program 

➢Effects of both programs blunted by 
internalized weight stigma 



WHAT 
HAPPENS 
WHEN WE 
REMOVE 

FOCUS FROM 
THE SCALE?

❑Ulian 2018 (19): Systematic review of “Health 
at Every Size” (HAES) interventions vs. 
conventional weight loss interventions

➢CVD risk markers: HAES was not inferior to 
conventional weight loss. 

➢Well-being: both associated with increased self 
esteem; HAES more frequently associated with 
improved QOL and decreased depression. 

➢Weight and anthropometrics: HAES 
participants lost weight, decreased fat mass, 
decreased waist to hip ratio. 

➢Dietary intake: both improved snacking habits, 
fruit/vegetable consumption 

➢Physical activity: increased in both groups 

➢Eating behaviors: HAES more consistently 
associated with improved ability to eat 
according to hunger/fullness cues and 
decrease in disordered behaviors ie binging.





WHAT 
WE 

KNOW

▪BMI and scale weights may be 
imperfect tools. 

▪We have been doing this in the 
context of a society that devalues 
larger bodies, and in a way that 
contributes to weight stigma. 

▪We have been making 
recommendations based on 
guidelines and data that associate 
weight directly with CV health 
outcomes, using BMI as a proxy. 



WHAT 
WE 

KNOW 
(CONTD.)

▪ Experiencing weight stigma and body 
image dissatisfaction is associated with 
multiple harmful outcomes (disordered 
eating, physiological changes that 
increase CVD risk, higher weight). 

▪ Interventions emphasizing weight loss 
do not tend to be effective long term. 

▪Weight neutral interventions that focus 
on healthy eating behaviors and 
physical activity are as effective as 
conventional weight loss interventions in 
most areas; and more effective in 
promoting a long-term healthy 
relationship with food.



WHAT WE CAN 
DO -

ACKNOWLEDGE

▪ Reflect on our own attitudes and beliefs as 
health care providers 

▪ Create an inclusive environment in our 
offices.

▪ Chairs that are large enough for a variety of 
body sizes, preferably without arms

▪ Various BP cuff sizes in all exam rooms 

▪ Reconsider the language we use when we 
talk about weight 

▪ Preferences vary 

▪ Some people are not comfortable with the 
term “obese” because it pathologizes their 
body, insinuates perceived judgement (19) 

▪ Options to start with: higher weight, larger 
body



WHAT WE CAN DO – 3 ASKS OF OUR 
PATIENTS?

Ask patients if they prefer taking blind weights. 

Ask for permission before discussing weight during the visit. 

Ask patients about their history with food and weight if they 
consent to discussion BEFORE making any recommendations. 

And then… 



WHAT WE CAN DO – AMEND OUR APPROACH

▪Only weigh patients if necessary ie. for dosing meds 

▪When talking about lifestyle, focus on the BEHAVIORS and 
leave weight out of the conversation at first 

▪ Individually tailored dietary pattern 

▪ Physical activity goals 

▪ Provide education on the non scale benefits of evidence based 
dietary patterns and increased physical activity 

➢BP 

➢Lipids 

➢Glucose 

➢Chronic disease risk 



WHAT WE CAN DO – AMEND OUR APPROACH

▪ If behaviors are optimized and weight is still above recommended ranges, 
consider cardiometabolic risk markers (BP, A1C, Lipids, LFT’s etc) 

▪ If risk markers are at goal – do we have a compelling medical reason to 
encourage weight loss? 

▪ If risk markers still not at goal, then may consider addressing weight with 
consideration for frame, race, history with eating behaviors and dieting 

▪ This is a lot of work – an RD can help! 

▪ Assess relationship with food and body, prior attempts at weight loss, 
appropriateness of current routine 

▪ Provide support for behavior modification 

▪ Consider RD’s who specialize in: Health at Every Size approach, weight 
neutral approaches, or intuitive eating, especially for patients that need extra 
support around relationship with food and body. 



WEIGHT NEUTRAL SUCCESS STORIES

▪ SN: 34 y/o M with prediabetes, arthritis and anxiety 

▪ Ht 69 in, Wt 310 lbs.  

▪ Hx of weight cycling, black and white thinking about food and lifestyle, binge 
eating, intense focus on how his inability to lose weight is “shaving years off his life” 

▪ Approach: connection to hunger/fullness cues, exploration of relationship with food

▪ Motivational interviewing revealed binges were triggered by guilt around 
“forbidden foods” 

▪ RD did not ask for weights at weekly follow ups

▪ After one month patient voluntarily shared he had lost 11 lbs



WEIGHT NEUTRAL SUCCESS STORIES

▪ RK: 28 y/o F, prediabetes and HLD

▪ Ht 64 in, Wt 260 lbs. 

▪ RD interview revealed complicated relationship with food, weight and body.

▪ Mis-trust of health care provider after repeated recommendations for bariatric 
surgery for weight loss. 

▪ Baseline labs: A1C 5.7%, TC 238, LDL 165   

▪ After discussing frustration with the scale, pt. and RD decided to shift focus to non-
scale goals

▪ Approach: set goals to increase intake of high fiber foods, establish more consistent 
exercise routine incorporating strength training, and decrease ETOH 

▪ At health care provider follow up visit Aug 2022 - no change in weight; A1C 5.3%, 
TC 222 and LDL-C 145



CASE STUDY – 48 YEARS OLD FEMALE WITH 
OBESITY 

▪ Dyslipidemia, HTN, Depression, smoker trying to quit

▪ Labs: A1C 5.8%, TC 288, LDL 196, TG 240, HDL 44 

▪ Interview revealed significant psychosocial and financial stressors – unable to 
work but job did not offer disability, relying on SNAP benefits for herself and 16 
y/o daughter 

▪ Physical activity limited by other medical issues 

▪ Had interruption in mental health care, not yet resumed 

▪ She eats one meal per day because she is scared of gaining weight; if she feels 
faint before dinner, she drinks a vitamin water 

▪ Previous diet high in kcal dense fast foods, take out, packaged snacks; she is now 
choosing appropriate nutrient dense foods for her one daily meal 

▪ •After counseling she continued to express fear of increasing her intake 

▪ Fear of weight gain and subsequent impact on health.
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CONCLUSION

▪ Weight and BMI are imperfect tools to assess nutrition status and 
cardiometabolic health 

▪ Current focus on weight management as a cornerstone of lifestyle 
modification is contributing to weight stigma and weight cycling 

▪ Many are experiencing deleterious mental and physical side effects 

▪ There has been no significant change in US weight trends despite many 
years of intense focus in health care, in the private sector, and at the 
public health level.

▪ Clinicians should consider the environment they create for patients with 
larger bodies and how they frame conversations about weight.

▪ Focus on behavior first, rather than weight, is a viable alternative and 
should be considered when counseling on the prevention of cardiovascular 
disease. 

▪ Refer to a RDN.



Thank you!
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