Talking points/FAQs*
Why don’t they just lose weight?

Weight is primarily determined by genetics, just like eye color, height, skin
tone, etc. The $72+ billion/year weight loss industry only makes money if we
believe that weight is something that we can change with effort, which is not true.
Our bodies are not machines; they adapt to decreases in energy intake (restrictive
eating for weight loss) or energy output (exercise for weight loss) by adjusting the
metabolism to maintain the body within its setpoint range. This is a survival
adaptation. Think of our ancestors 50,000 years ago on the savannahs of Africa. If
there was a drought, famine, or particularly long winter, food became scarce and
survival depended on the metabolism being able to slow down and survive on less
food, while also responding to plentiful food during the growing season by
“packing on” extra weight for the next famine. These individuals passed on their
genetics to later generations, eventually to us. Each time someone engages in any
behavior intended to shrink their body, whether it is called a diet, a lifestyle
change, or a weight loss medication, the body perceives that it is in a famine and
responds accordingly. Metabolism slows, hunger increases, and food preoccupation
takes over. Weight decreases initially, but eventually almost everyone regains what
they lost and usually a bit more. Research literature shows that regain starts usually
within a year and 95-98% of weight is regained within three years, irrespective of
the method used to lose it.

If even 2% of people maintain weight loss, doesn’t that make it worthwhile
to pursue? No. Weight-cycling, also known as yo-yo dieting, is not benign. Losing
and regaining a small percentage of overall weight has been linked to impaired
metabolic functions, increased cardiovascular risk, increased insulin resistance
(thus increased risk for type II diabetes), worse measures of cholesterol and blood
pressure, muscle loss and bone density loss. In addition, the social and
psychological consequences of being praised and congratulated for working so
hard to “succeed” only to “fail” by regaining leads to depression, anxiety,
hopelessness and a debilitating sense of shame.

The social and psychological consequences of pursuing weight loss are also
meaningful. A person who is trying to shrink their body by altering the “calorie in-
calorie out” calculation will experience persistent hunger and preoccupation with



food, possibly leading to fatigue, headaches, difficulty concentrating and avoidance
of social situations involving “tempting” or “forbidden” foods. Sometimes the
hunger becomes overpowering, leading to out-of-control eating. For some, the
hunger is so terrifyingly huge that efforts to restrict become increasingly extreme,
leading to even greater hunger. This can be the beginning of the eating disorders
anorexia nervosa, bulimia nervosa and binge eating disorder.

Very limited research has been done on those who appear to maintain
significant weight loss for more than three years, because there are so few of them.
The ones who have been studied appear to engage in behaviors that would be
considered symptomatic of anorexia in someone with a smaller body.

Yet we continue to prescribe for people in large bodies the same behaviors
we diagnose in those with small bodies.

What about the BMI categories?

The Body Mass Index was developed in the 1830s by a Belgian
mathematician named Adolphe Quetelet, in the early days of the field of statistics.
The endeavor of describing the “average man” lead to his later interest in the field
of eugenics and the definition of “the ideal man.” He was not a physician and he
did not intend for his measurement (which is essentially a ratio of weight to height)
to be used in medical practice.

The BMI does not measure health or body composition and tells us nothing
about the well-being of any individual. It is, however, quite easy to measure,
requiring only a scale and yardstick. Actual measures of health, such as blood
pressure, insulin resistance, or cholesterol levels, require specialized equipment
and lab work. The BMI has become an easily measured, inaccurate proxy for
health.

The BMI was not used to measure individuals until after World War 2. At
that time, the arbitrary categories were: 20-27 “normal,” 27-32 “overweight,” and
above 32 “obese.” In 1998, under pressure from the dieting industry, the categories
were changed to: 20-25 “normal,” 25-30 “overweight,” and above 30 “obese.”
Overnight, 30 million “normal” Americans became fat. Since then, the cutoff limit



for “normal” has been lowered to 18.5, which meets the diagnostic criteria for
anorexia nervosa.

The BMI is an arbitrary measure that tells us nothing about an individual
person’s health.

What about their health?

The relationship between weight and health is far more complicated than the
dieting industry wants us to believe. The research is unclear. Yes, some diseases
corelate with higher weight but correlation is not causation. Fat people can be
healthy and thin people can be unhealthy. There are no diseases or conditions that
only fat people get. Thin people with a disease/illness/condition are likely to
receive evidence-based treatment while fat people with the same diagnosis are
likely to be told to lose weight.

Sometimes intentional weight loss leads to improved health measures, but is
that due to the weight loss itself or is it related to the changed behaviors? Improved
nutrition and increased physical activity can lead to improved health measures
even without weight loss. However, because diet culture teaches us that success or
improvement can only be measured by the numbers on the scale, when weight is
inevitably regained, healthier behavior is often abandoned.

Social determinants of health (the social, economic and environmental
conditions in which people live, grow, work, and learn) are a robust predictor of
health. The best thing a person can do for health is to be rich. Living with weight
stigma has been shown to correlate with increased stress and poorer health.
Repeated weight cycling (“yo-yo dieting”) has been linked to multiple measures of
worse health. Large-bodied individuals who have been shamed for their weight at
doctor’s appointments or have received weight loss recommendations while
legitimate medical concerns are ignored are likely to avoid seeking medical care or
preventative tests. These factors are rarely, if ever, accounted for in the studies that
connect weight to health.

What about the children?

Dieting for weight loss is no more successful for kids than it is for adults,
but it is potentially even more damaging. If a diet makes a child lose weight, then



that child is not getting adequate nutrition to grow and develop. They may not
grow as tall and their bones may not be as strong. When well-meaning parents
(perhaps at the recommendation of an equally well-meaning pediatrician) focus on
weight loss, the child learns that their body is wrong, flawed, unacceptable. If
(when) they regain any lost weight, or gain because they are growing, they
internalize a sense of failure and shame. Young children, especially, may lose their
ability to accurately recognize hunger and fullness. In some youngsters, the pursuit
of weight loss leads to anorexia and bulimia nervosa, binge eating, and other
disordered eating patterns. These harms will follow them into adulthood, causing
untold problems.

I once had a conversation about this with a person who said, “But
overw™*ight is one of the main targets of bullying in kids!” That is true, but in what
other form of bullying do we tell kids, “Just change yourself to appease the bully
and everything will be fine”?

If we want kids to be healthier, we should address social determinants of
health. All kids deserve to eat tasty, plentiful, nutritious food and all kids should
have access to safe, enjoyable physical activity, just as all kids should have access
to safe, well-resourced schools and safe neighborhoods and loving parents who can
be attentive without struggling to make ends meet on minimum wage jobs.

What about the research?

Yes, there are many studies, often touted in various media, that claim that
ob*sity makes people sick and that losing weight makes people healthy. There are
numerous problems with this research.

It is much easier to obtain funding and publication for a study that claims to
address ob*sity than for research looking at the effects of SDH, weight stigma, yo-
yo dieting or weight-neutral health interventions. Now that researchers are required
to disclose possible conflicts of interest, it has become apparent that the majority of
studies touting the dangers of higher weight are written by researchers with
financial ties to the weight loss industry, such as diet companies and
pharmaceutical firms that sell weight loss drugs and devices.

A closer look at research papers claiming successful weight loss reveals
several interesting patterns. It is rare to find a paper that follows participants for



more than a year; most last three to six months. One study claimed success after
following participants for two weeks! Longer follow-up shows that weight regain
has started by one year out with most or all of lost pounds regained by year three.
Another important question is the definition of “success,” which is usually 3-5% of
original weight. For a 200 pound person, that would be 6-10 pounds. For most
people, that is not enough to be immediately noticeable or to stop well-meaning
others from recommending weight loss.

Another issue is what I think of as “unexamined assumptions.” Many
researchers seem to have never questioned or considered the validity of their
beliefs, such as:

e Of course being fat is bad

e Of course weight loss improves health

e Of course all fat people are unhappy and weight loss will make them happy

e Of course attempts to lose weight are benign and ultimately helpful

e Of course interventions that put fat people’s health and lives at risk are worth
undertaking because being fat is so terrible

e Of course people are fat because they just don’t know any better

These assumptions inherently influence the way research is designed, implemented
and evaluated. To be fair, most of these researchers truly believe that they are being
helpful.

Yes, there are correlations between higher weight and some medical
conditions, but correlation 1s not causation. When researchers find correlations,
they rarely control for SDH, dieting history, avoidance of medical care or the stress
of living with weight stigma, all of which also correlate with poorer health
measures.

Why is this a social justice issue?

Fat people are discriminated against in many ways: in employment, they are
less likely to be hired or promoted, are more likely to be disciplined, and often are
paid less; in education, they are less likely to be admitted to graduate school if in-
person interviews are involved, are often required to attend classes in lecture halls
with fixed, small and uncomfortable seats, are often exposed to demoralizing or



shaming class content, and are less likely to receive financial support from
families; they are expected to tolerate inadequate, uncomfortable, even unsafe
seating in theaters, airplanes, theaters, churches, restaurants and medical offices;
they are less likely to receive adequate, evidence-based, compassionate medical
care which then leads to poor outcomes, including death.

Discrimination and oppression are intersectional. Weight stigma has even
more impact on those with other marginalized identities due to racism, sexism,
ablism, homophobia or xenophobia.

Focusing on “improving” the well-being of the population through weight
loss is an effective way to ignore the impact of social determinants of health. Truly
improving health for everyone would require addressing poverty, pollution, equity
in access to education, nutritious food, medical care, social support, and enjoyable,
safe, physical activity. It’s so much easier (and cheaper) to offer cooking classes.

All human beings have worth and deserve to live in dignity in the bodies
they have. No exceptions.

*I can cite multiple studies published in peer-reviewed journals to back up all my
statements.

Copyright, Nancy Ellis-Ordway, 2025



