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healthcare and public policy). We had representatives from the University of Calgary, the University of 
Alberta, Alberta Health Services, Alberta Health, Alberta Education, Alberta Public Health Association, 
Alberta Innovates Health Solutions, Ever Active Schools, Be Fit for Life, Calgary Board of Education, 
the University of Ottawa, the University of Toronto and the Provincial Health Services Authority in 
British Columbia.   
 
VOLUNTEERS 
Sixteen graduate students (n=14) and postdoctoral fellows (n=2) from the Werklund School of 
Education, Faculty of Kinesiology, Department of Psychology and the Cumming School of Medicine at 
the University of Calgary volunteered to take notes and help with event semantics.  
 
ABBREVIATIONS 
CON= Canadian Obesity Network 
ED= Eating Disorder 
HP= Health Professional 
 
WEIGHT BIAS SUMMIT OVERVIEW 
The two-day Weight Bias Summit took place on March 12 & 13, 2015, in the Blue Room at the Hotel 
Alma on main campus at the University of Calgary in Calgary, Alberta. The objective of the Summit 
was to bring together stakeholders (researchers, practitioners and policy makers) to discuss and 
facilitate the design of research projects aimed to reduce weight bias in three sectors (education, 
healthcare & public policy) in the province of Alberta.  
 
DAY 1: MARCH 12, 2015 
*Please see the Weight Bias Summit Event Program for more details on the presentations, invited 
speakers and participants’ biographies. 
 
Outcome: Participants listened to lecture-style presentations on the newest research advances on the 
negative effects of weight bias and the results of interventions targeting its reduction in education, 
healthcare and public policy. This information provided the background knowledge and basis for the 
facilitated discussions on the second day of the Summit.  
 
Description: Participants attended daytime sessions on topics including weight bias prevalence, 
implications and interventions used in its reduction in healthcare, education, and public policy. These 
sessions were held in the Blue Room of Hotel Alma on main campus at the University of Calgary. 
Participants were encouraged to place their most important learning outcome a.k.a. a ‘golden nugget’ 
on a post-it placed on the wall so that participants can retain important information from the 
presentations.  
 
In the evening, participants and members of the public were invited to attend a public outreach/ 
dissemination event held at the Parkdale Community Center that featured an Expert Round Table 
discussion entitled: ‘Fear of fat: Promoting health in a fat phobic culture’. We advertised this by 
creating an event through EventBrite and sharing this link for registration to our networks. The 
audience included primarily employees from Alberta Health Services, University of Calgary and 
Calgary community members (N=107).  
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Advertising:  
 We created an email account (UofC.event.info@gmail.com) to allow members of the public to 

ask the organizers questions about the event, 
 We created an event through EventBrite for people to complete their online free registration 

(https://www.eventbrite.com/e/fear-of-fat-promoting-health-in-a-fat-phobic-culture-tickets-
15919993128)  

 We included this EventBrite link to promote our event through various outlets: 
 Public invite on Facebook and Twitter,  
 Email invites to all members of the CON-YYC Chapter in Calgary, 
 CON email newsletter to members across Canada, 
 Department of Psychology Monday March 9th memo to all faculty, staff and students in 

the faculty, 
 Alberta Health Services Chronic Disease Management, the Diabetes and Cholesterol 

Centre staff, and to the Cardiovascular Science Research email list serves, 
 Faculty of Kinesiology email list serves, 
 Calendar of Events in the Werklund School of Education and more broadly through the 

University of Calgary, 
 Press releases to various media outlets (TV and radio) with the help of the Werklund 

School of Education Communications team,  
 Printed posters around the University of Calgary’s main campus (primarily in the 

Werklund School of Education, Faculty of Kinesiology and Department of Psychology). 
 
Video dissemination: We also recorded the public event and it has been made available to watch 
through the University of Calgary O’Brien Institute of Public Health’s YouTube channel. This channel is 
the platform the O’Brien Institute of Public Health uses to share videos to their members, the public, 
policy makers and anyone else with an interest in public health through their social media accounts 
including Twitter, Facebook and Google+ and their website. This link has also been disseminated 
through the CON newsletter and shared by email with our extended networks. 
 
Public YouTube link: https://www.youtube.com/watch?v=_x0wP9ioImE#action=share 
  
University of Calgary O’Brien Institute of Public Health’s YouTube channel: 
https://obrieniph.ucalgary.ca/news/fear-fat-promoting-health-fat-phobic-culture 
 
 
DAY 2: MARCH 13, 2015 
Outcome: Participants came up with six research themes in the area of weight bias.  
 
Description: Participants took part in facilitated small-group discussions alongside our professional 
facilitator to identify the current research gaps, the needs of individuals with obesity and their 
practitioners, educators and public policy representatives to develop appropriate research questions 
examining ways to reduce weight bias in Alberta. Participants engaged in discussions answering three 
main questions through a ‘World Café’ format. Approximately 20 minutes was dedicated to table 
discussions and participants were encouraged to engage in conversations with different people in 
various sectors. Two volunteers were assigned to each table to record notes of the discussions on 
their computers and flip charts. The summary of the discussions can be found below. 

mailto:UofC.event.info@gmail.com
http://facebook.us9.list-manage2.com/track/click?u=6ca6805847c50990564b476c9&id=b87785eb64&e=1befe29975
http://facebook.us9.list-manage2.com/track/click?u=6ca6805847c50990564b476c9&id=b87785eb64&e=1befe29975
https://www.youtube.com/watch?v=_x0wP9ioImE#action=share
https://obrieniph.ucalgary.ca/news/fear-fat-promoting-health-fat-phobic-culture


2015 Weight Bias Summit- Full Summary 

Disclaimer: Group consensus was reached about the importance of the six emerging research areas. Other statements, views or opinions shared in this 
document are the speakers alone and may or may not represent group consensus. 

5 

SUMMARY OF DISCUSSIONS 
 

DAY 1 (THURSDAY MARCH 12, 2015)  
 
Weight Bias: A Patient's Perspective 
-Ms. Corrine Sullivan 
 
Questions/ Discussion: 
 Discussion about the word Obesity and how it should be used.  Presenter noted a dislike for the 

word obesity.  Suggested that more sensitive language such as ‘person with obesity’ as 

opposed to ‘obese person’ is more preferable.  

 What helps for weight loss? – self-talk, “putting it out there”, “making myself accountable”, 

loved-ones providing sensitive support around food choice 

Most important learning outcomes/ ‘golden nuggets’ from Ms. Sullivan’s talk: 

- Society fails to recognize weight bias- people living with obesity experience struggles every 
day (e.g. restaurant chairs, washroom stalls, insensitive comments, emotional suffering, 
etc.) 

- One personal story is quite powerful 
- The hardest part was not losing the weight but keeping it off  
- Importance of language around ‘fat’ and ‘obesity’ 
- How do we create a culture where people living with obesity can speak about their bodies? 
- It is the stigma that makes it more difficult to access the help people need to achieve a 

more healthy lifestyle 
- The importance of educating and collaborating with health professionals- how to 

communicate better with patients and establish better rapport and skills 
 
 

Weight Bias in Education 
-Dr. Shelly Russell-Mayhew 
 
Questions/ Discussion: 
 What practices have worked? – Comprehensive School Health model has worked, eg. Activity in 

math class  - growing plants in math class and then counting the peas/beans; policies such as 
no cupcakes in school can actually be detrimental; social environments or mental health needs 
some additional resources in these areas 

 Gender inequity as it relates to weight bias – girls are expected to take up less space in their 
environment; Is this issue particularly relevant for women, more so than it is for men?  Answer: 
Yes, it can be, but there are also some negative messages out there for men that are not 
necessarily positive 

 Mental wellness- gap in the approach  - same conversation on this issue all over, limited 
amount of time to talk about these issues 

 If we want kids to eat healthy, should we just not change their environment? (i.e., lunch 
program). We are only telling children what to do, but we are not giving them the environment 
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to live out the healthy lifestyles in.  Reply: the answer is not only with teaching; “educators 
should be prevention, not just do prevention.” 

 Comprehensive School Health model – how do we take the positive intention and turn it into 
something that is not harmful? Reply: difficult because it is an ongoing battle with the focus on 
weight 

 Focus needs to be on children  - mental well-being and nurturing environments, it has to be 
about how we tackle it.  Nurturing environments are critical.  e.g. moving around to nurture the 
body and not to just burn a bunch of calories 

 Main children environments – home and schools.  What do we do about weight bias in the 
home? Reply: parents are perpetrators of weight bias.  The biggest predictor of restrictive 
eating practices is parental weight bias.  School programs require partnership with parents.   

 
Most important learning outcomes/ ‘golden nuggets’ from Dr. Russell-Mayhew’s talk: 

- Lack of pre-service teacher health education 
- There is a need to address the gap in teacher training about weight-related issues 
- Need for interdisciplinary collaborations and partnerships 
- Good intentions gone wrong in schools  (e.g. weight watchers club in Kindergarten, story 

books that are weight biased) 
- Consider parent & families- how do we engage them? 
- Consider the school context as an important place for research and introduction of 

comprehensive programs to address weight bias 
- Is there research data that suggests successful ways to address weight bias in schools? 

 
Documentary Reactions: Expert Panel Discussions 
 
-Dr. Ann Phillips 
Very impressed with the video, valuable teaching tool, brings to light weight bias and discrimination if 
we are going to address obesity and weight.  Situated herself – related to experiencing weight bias in 
her family with weight; also has a professional experience in terms of social determinants of health – 
social and cultural factors that influence weight – Stress  of being in a socially disadvantaged position 
leading to decreased satiation and increase uptake of comfort foods.  Weight discrimination is the 4th 
(3rd for women after gender and age) most common form of discrimination.  For women over the age 
of 45-54, there is a 5-fold difference between weight discrimination in men and women.  Relationship 
between being poor and fat – US study, “why the poor get fat” – men that are more economically 
insecure are more likely to gain weight.  Idea of attractiveness and fat – it is a culturally specific issue 
– African American adults have different size preferences, African American women have improved 
outlook on obesity relative to white women.  Add-on comment – as you are discriminated against, 
you are more likely to develop obesity (vicious cycle) 
 
-Mrs. Bretta Maloff 
Great job of portraying pervasiveness and stigma and link to mental wellbeing, an area not receiving 
enough attention.  The lack of boundaries surrounding obesity in that people who do not know each 
other feel compelled to confront each other without care or concern.  Environmental issues – we 
haven’t made any improvements.  Environment is so critical in shaping children, and this needs to be 
addressed.  We spend so much time talking about the physical, but not about the mental and 
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emotional suffering, whereby people withdraw from society because of obesity.  Video distorted 
message a bit  - the whole diet industry profiteering movement.  Didn’t talk about the impact of 
obesity on health care (ie. Knee replacements).  Didn’t explore all aspects of obesity.  Add-on 
comment -  looking at broad social policy is really important for system wide policies.   
 
 
-Dr. Shahebina Walji 
Two lenses (health professional and parent).  Weight bias is a form of discrimination that is accepted 
and ‘funny’.  Two different perspectives: 

 As a parent - How do we protect our children from perpetuating weight bias because they are 

exposed to it everywhere and are developing weight bias through culture and movies. 

Compare to racial discrimination- racial discrimination has existed for a very long time and it 

still exists today, but it sometimes manifests itself in more subtle subdued ways, but it still 

surfaces.  Comparing this to weight bias, it is going to be very hard to abolish implicit weight 

bias. 

 As a Health care professional – nothing in the video was surprising, validated what we see in 

clinical practice.  Video did not touch on weight bias with health care professionals – patients 

are exposed to bias everywhere – at home, workplace, and in the health-care setting 

 
-Dr. Yoni Freedhoff 
Author didn’t use ‘people first language’. His perspective – can be beneficial to call it a disease.  The 
suggestion that there is no helpful way to help people with weight long-terms is ill-founded.  EOSS, 
Look-ahead study – communicates the need to shift the goal post.  In look-ahead study – at 8 years 
follow-up, a large percentage of people were maintaining weight loss.  It speaks to the fact that we 
need new goal posts.  Scales don’t measure health – we need to get rid of scales to stop weight bias.  
We fall into the trap – there is morbidity and mortality associated with obesity.  The argument about 
the diet industry profiteering is a very distracting argument- even health care professionals make 
money from this, not relevant. Add-on comment – who are we targeting (the nutrition industry and 
government doesn’t care) – the home is where we might be able to make the best improvement – all 
parents want to help their children and are very willing. The obvious first target might not be teachers 
and medical students – maybe it is prenatal classes.  We might be able to fix the homes if that is a 
conservative target. 
 
Questions/ Discussion: 

 We are problem-focused and not solution-focused  - we really do need to put into place 

systems thinking – look at the problem and bring the solutions 

 Ann – children can be very strong advocates for change. Look at recycling – why?  Kids learned 

about it in school.  Change can come in many different ways.   

 Bretta – polices are a great place to start.  The challenge is that we keep focusing on one 

approach.  A single approach is never going to help us.   

 How do we clean house (from a health care perspective) before we roll out programs?  

Systems would need to be in place to ensure that the system is secure, safe, and effective 

 Medical school – why is it that medical students are still judgmental.  In health care students 

are exposed to discriminatory attitudes by mentors quite quickly in training. 
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 Ann – responding to comment about medical school – more difficult with weight, difficult to 

get into grad school when overweight (no data presented that this actually affects medical 

students) – very complex problem, which will require a very complex solution.  We will need to 

practice what we preach. As health care professionals we will need to understand all of these 

complexities. 

 There is a lack of interprofessional collaboration – the video only portrayed one professional. 

Our panel is interdisciplinary/interprofessional.  The women in the video were only going to 

one silo of information for her approach to this complex issue. 

 
Most important learning outcomes/ ‘golden nuggets’ from the documentary panelists: 

- Thinking about weight through metaphors does not define health (e.g. environmental 
influences shape/ contribute to our bias about fat from childhood) 

- We need a systematic, comprehensive interdisciplinary approach to address weight bias: 
targeting people (by changing viewpoints, learning healthy lifestyles, learning empathy and 
anti-discrimination), targeting policy, HPs, communities, educators & social determinants 
of health 

- Panels are a great way to encourage reflection 
- This Summit would benefit from more representation of those directly impacted by weight 

bias. What do they see as helpful? 
 

BalancedView: Addressing Weight Bias & Stigma in Health Care 
-Dr. Connie Coniglio 
 
Questions/ Discussion: 

 Nothing else out there has the rigor that this tool has.  The intention is that this tool will be 

made widely available. There is a lot of passion about this tool outside of British Columbia.  

There was a tremendous amount of rigor that went into this tool. 

 Is the ‘people first language’ versus ‘disease first language’ used?- The tool was for health care 

providers therefore it was targeted to them.  The engagement strategy was designed to cater 

to professionals in regards to the language choice that was used. 

 Discussion about how Health Care workers are targeted – the tool was designed for physicians 

and allied care professionals such as dietitians, physiotherapists and other primary care 

professionals.  There is talk that another version for other professionals, such as teachers, etc.   

Most important learning outcomes/ ‘golden nuggets’ from Dr. Coniglio’s talk: 

- Excitement about resources that can be used in other provinces/ health professions 
- How do you ensure uptake from HPs? 
- What are the future plans for uptake of this tool and when will it be available for Alberta 

and other health professionals? 
- Importance of using appropriate language e.g. ‘person-first’ 
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Common Elements of Successful Weight Bias Reduction Interventions 
-Dr. Angela Alberga 
 
Questions/ Discussion: Health professions – primarily focuses on primary care.   

 What do we need to do to get money for an RCT trial – an operational trial was applied for, but 

it was not funded by CIHR.  There is potential to find other funding agencies for running an RCT.  

Part of the future strategy garnering financial support in this area is to talk to stakeholders.  

 We can’t just continue to target individual behaviors – all of the interventions that are out there 

focus on this.  We need more interventions that focus on the higher level policy strategies that 

will address weight bias.  We need a lot more discussion about media and the practices that are 

used, which promote weight bias.  Dr. Freedhoff comment – media has to sell newspapers.  

What could be regulated or changed?  Are there obvious targets and what are the challenges 

with approaching it this way?  One thing that would be an easy change is the issue around 

language – ‘first people language’.   But how do we systematically target the entire media 

industry?  Examples of individual intervention are rampant, but the question remains as to how 

we tackle larger groups.   One comment – there are other examples with other forms of 

discrimination that have been tackled, which offers some ideas, but again there is no perfect 

policy model out there that would help us effectively reduce weight discrimination.    

 Implicit attitudes are very difficult/ complex issues to address/ tackle – the value sets are very 

firmly engrained in our society.  

Most important learning outcomes/ ‘golden nuggets’ from Dr. Alberga’s talk: 

- How do we get commitment for research dollars to support social sciences & social 
interventions? 

- Need to research morals and values  
- How can we bring this information into the exercise area? E.g. Exercise= health- why do we 

exercise? To control our weight or stay healthy? 
- Being mindfully of selecting images 
- Extremely important to identify the knowledge gaps 
- Weight bias is an emerging field, there is still a big gap and we have a long way to go  
- We need to move beyond awareness & learning- need to measure application. Suggestion 

to use the ROI institute’s different levels of evaluation 
- Could training in weight bias reduction be part of a general diversity & sensitivity program? 
- Weight bias is an emerging field. We need to focus on broader strategies in addition to 

individual level/ interventions for health professionals.  
 

Edmonton Obesity Staging System & the 5As 
-Dr. Arya Sharma 
 
Questions/ Discussion:  

 Please comment on metabolically healthy obesity – EOSS.  When you look at the staging.  BMI 

tells you nothing on outcomes.  Comment on video from the morning – Obesity is a disease.  

You can have a BMI of 40 and live a very healthy, normal life. BMI still sort of counts due to the 

fact that at a BMI of 40, the chances of finding someone who is metabolically healthy is much 
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more difficult.  1200 patients a year of BMI 50 at the clinic in Edmonton – are large portion of 

them have a low stage on the EOSS scale.  Over 60 BMI the likelihood of having a very low 

EOSS stage is extremely low.   

 Early onset of obesity may protect you from the long-term effects of obesity.  It is like a U-

shaped curve.  The worst time to get obesity is in your early 20s and 30s.  When you develop 

Obesity in your early adulthood that is the worst type and the most detrimental to your 

health. 

Most important learning outcomes/ ‘golden nuggets’ from Dr. Sharma’s talk: 

- There is a need for professional training in obesity and weight sensitivity  
- Re-conceptualizing obesity, focus on health and wellbeing not decreasing numbers on a 

scale 
- Focus on using the Edmonton Obesity Staging System (EOSS) to better categorize obesity 

disease risk 
 

Weight Sensitivity in Alberta’s Tertiary Care Settings 
- Dr. Mary Forhan 

 
Questions/ Discussion: 

 The post-graduate course – health care professionals from all over Canada have been trained 

in this facility.  Any health care professional from all over Canada can apply. 

 There is a lot more talk about the need for new equipment - at the end of April there is a 

meeting to talk about solutions, such as access to equipment and safety and competence with 

the equipment.  Sustainability of the equipment with maintenance, etc.  Trying to work closely 

with industry on this topic – industry is very helpful because they have the expertise in this 

area. 

 Home Care – very difficult, especially around weight bias. There is very little access to training 

and support, home care nurses require a partner, but the problem is that there is very little 

funding for this.  The general attitude that patients are doing this to themselves is a significant 

obstacle in the area. 

Most important learning outcomes/ ‘golden nuggets’ from Dr. Forhan’s talk: 

- Great program, wish that it could be included across health professions to increase 
widespread uptake, not just with bariatric units 

- Sensitivity- importance of terminology 
- Access to resources/ system factors are big causes of longer lengths of stay for patients with 

obesity. 
 

 
KEY LEARNING OUTCOMES FROM DAY 1 

- How do we enhance understanding of weight bias? 
- We need combined comprehensive, interdisciplinary, collaborative efforts (e.g. media, policy 

makers, HPs, educators, schools, universities, government, families, communities etc.) 
- More uptake of people-first language across sectors- healthcare, education, media and policy 
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- Need for understanding of obesity as a chronic medical condition/ disease to drive policy/ 
change 

- Interventions to reduce weight bias need to include persons living with obesity, listen to their 
voices and their perspectives 

- Need for weight bias education, it enhances understanding 
- Weight bias is quite pervasive- HPs, families, schools, it is everywhere and it is accepted 
- Provider’s attitudes impact obesity management 
- Gaps in teacher and HP training about health, obesity and weight-related issues 
- We need to find ways to ‘pitch’ weight bias intervention research for funding 
- Need effective ways to measure weight bias 
- We need to find ways to support our teachers as advocates and champions- give positive 

examples of successful ways to reduce weight bias and give resources 
- How do we increase collaboration between the health & education sectors? 

 
 
DAY 2 (FRIDAY MARCH 13, 2015) 
 

QUESTION 1 
 HOW DOES WEIGHT BIAS MANIFEST ITSELF IN THE WORK YOU DO?  

WHAT ARE THE MAIN PROBLEMS RELATED TO WEIGHT BIAS IN YOUR WORK? 
 

 Language 
— Weight bias in simple terms: ‘prejudgement based on someone’s weight’. 
— It took a long time from ‘diabetic’ to ‘person with diabetes’. Stakeholders aren’t quite 

ready for language changes- working with diverse stakeholders. 
 Employment settings 

— Not employing a student who is obese to work with people who have heart problems- 
deductions based on appearance 

— Hiring discrimination 
— Subtle messages about what is preferred based on the body type of the staff and how 

that message is communicated to patients and families- disconnect between what we 
are saying and what we are portraying with your body and what everyone sees. 

— Clients can be biased and may not be able to separate out the body of the individual 
and their professional role 

— There is huge money being made around weight loss 
— It has to do with space and bureaucracy 
— Situationality e.g.: bariatric clinic being beside the eating disorder clinic- it’s an 

exhausting day for everyone and could be so uncomfortable based on how you look 
you may below in the wrong space 

— Weight bias impacts opportunities for funding (weight-related research, services, 
insurance coverage & equipment) 

 
 Belief that obesity is caused by the individual, a ‘personal choice’ 

— Root causes is the belief that ‘it’s their fault’ 
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— Less sympathy and empathy for people who ‘do it to themselves’ 
— Weight is something people ‘can control’ 
— Everyone thinks they are an expert on weight, the ‘visibility’ of weight (vs. blood 

pressure or cholesterol) and thinking that they have the right to comment on a 
person’s weight  

— Oversimplification: complexity of weight and health is not known  
— Worse than other forms of bias- it’s linked to health & behaviour. I can’t change the 

color of my skin. 
— People aren’t equipped to speak about health, size, weight. We track weight but the 

communication piece is missing 
— Providers are dependent on using scales and knowing numbers. 
— Complexity of health is being oversimplified by use of certain measures 
— With obesity, decreasing discrimination will be so much harder because there is a 

perception that it is a controlled factor, unlike some other forms of discrimination? 
— Perceptions regarding internal & external locus of control. Identifying that line of 

control is difficult & adds to the confusion. 
— Puts all the responsibility on the person 

 
 Focus on weight/ lack of knowledge about health 

— Attitudes & beliefs amongst HPs 
— Focus on BMI without educational awareness. BMI is a measure of size, not health. 

Challenging to reduce weight bias when your focus is always on weight and how to lose 
weight? 

— People have a different set of reasons for why they are physically active- for most 
people it is about maintaining their physique/ outer appearance 

— Is perpetuated by ‘extremely wrong assumptions between weight and health, i.e. that 
physical health is the only thing at risk vs. mental health is being jeopardized as well’. 

— Weight loss is celebrated, seen as an achievement, seen as a success as opposed to 
other indicators of health.  

— We are getting away with focusing on eating & exercising- are eating/exercising habits 
worse than marginalization and discrimination habits? 

— Judgement on certain forms of losing weight. Perceptions about bariatric surgery ‘You 
look great, what have you done? I had surgery. Oh, you don’t deserve the weight loss. 
You didn’t work for it. You haven’t tried hard enough, there is negative stigma if you 
haven’t ‘worked at it’. 

— When someone tells you ‘I have lost 30 lbs’ the room applauses, it is seen as an 
accomplishment, people celebrate weight loss like it is a virtue, an accomplishment. 

— Assumption weight = health without any second thoughts 
— People don’t understand the roots, complexity, and controllability of weight, how the 

body metabolically works to defend its weight 
 

 Limited awareness 
— Assumption that HPs and teachers have been trained in health and weight bias but in 

reality, many haven’t 
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— Lack of awareness about weight bias and sensitivity and lack of awareness regarding 
the consequences of weight bias- people ignore the problem but it is pervasive, 
insidious in all sectors, imbedded in everything 

— So implicit and so pervasive, people may not know it’s discriminatory 
— Discomfort in acknowledging there is a bias that we ‘can’t talk about’  
— Need to be aware of weight bias and not discount the real needs of those living with 

obesity 
— E.g. a person with obesity was the only person in a room filled with people invested in 

health and physical activity- they were talking about weight trajectory, she felt so 
marginalized and said she felt invisible, that people were talking about her and it 
wasn’t inclusive 

— We don’t know the histories of people here attending this Summit- concern that it is all 
about appearance 

— Affects people of all shapes & sizes *not just those at opposite ends of spectrum (i.e. 
underweight and obese) 

— Within-group discrimination: the ‘lesser-obese’ population judges the ‘more-
overweight’ population (i.e. bariatric surgery)  

 
 In public policy, politics and public health: 

— Pervasive among decision/ policy makers’/ perceptions- they think obesity is a cause of 
the individual, it was your decision, there is ‘something wrong’ with you because you 
cannot control your weight. If people in key positions maintain that view, they won’t 
see value in services for obesity- it could trickle down 

— The vast majority of people do not have access to information/ resources- they trust 
the health provider. We, are the ‘worry privilege people’ (we have a certain wealth, 
education…) we are not targeting ourselves, we have to be careful not to promote 
weight bias 

— Campaigns, society, definitions- puts individual responsibility on the person. We are 
working against the media, dieting foods, quick fixes etc 

— Media: Chris Farley- he made fun of himself: Self-deprecating humor- everything is up 
for making fun, as long as it’s people making fun of themselves 

— When you first see someone, you comment on their weight 
— The superficial societal drive for ‘sameness’ i.e. the right nose, the right look/ hair color 
— Linkage between obesity prevention/ health promotion and weight bias 
— Gyms exhibiting people, showcasing success stories 
— Body weight and perceptions on body and appearance continues, it is bias for size and 

shape… not only is a problem with obesity discourses but with ideas & self hatred 
 

 At home: 
— Beliefs of personal control & blame 
— Parents have mixed ideas about health and weight, parents have expectations 
— Patients experience weight bias from parents & spouses- they do not feel ‘safe’ at 

home 
— For children- parents ‘well-intentioned’ weight bias is huge  
— Perception that a family who cannot control weight is ‘dysfunctional’ and has 

something wrong with them 
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 In healthcare: 
— Weight blinds HPs of other health issues 
— Stories of how weight bias has increased their health risk/ death 
— Between colleagues and in conversations 
— Overuse of numbers to describe health 
— HPs are disrespectful how they talk to and treat their clients- especially when it is in 

relation to food & weight 
— Clinical settings are not sensitive to weight 
— Outcome expected in pregnancy: health care could be oppressive with women e.g. 

how much weight are you gaining, how are you lose those extra pounds, you need to 
control what you are eating 

— Unfair access to treatment & care (e.g. client ‘too fat’ to be on anesthesia for a surgical 
procedure, no fetal monitoring for woman who was pregnant and obese, large BMI 
could be excluded from chemotherapy & cancer treatment) 

— People with ED are badly treated/labeled, practices can be very disrespectful 
— Patients have negative experiences with a healthcare worker defensive attitude 

and/or avoid seeking medical care 
— Patient insurance- doesn’t cover obesity-related medications, wheel chair 

prescriptions, equipment (not seen as a true disability) 
— Not the same $ resources invested in obesity, not prioritized assumption it is the 

person’s fault that they are fat e.g. online comments when a pediatric centre in 
Edmonton opened ‘What a great way to waste resources, I don’t want my tax money 
doing to this, what’s there to study? Fat guys need to stop eating’ 

— From a HP perspective, more time is required to gain a patient’s trust during 
appointments 

— The ‘good dietitians’ are the ‘thin dietitians’ 
— Goes in both directions: dietitian referred to as the ‘skinny bitch’ AND difficulties with 

the dietitian with a BMI of 30 
— We ask ‘what is the patient’s responsibility in managing their overweight or obesity?’ 

However, we would never ask that question about someone with cancer 
— Patients with obesity are more comfortable talking to physicians with obesity? 
— We are still disease-focused and medical model-focused. It’s easier to deal with 

diabetes because there’s a simply root causes whereas obesity is complex. As a result, 
people want to avoid obesity because they don’t know where to start. 

— ‘Health has been hijacked’ Health= weight. If you’re a normal weight, you’re not 
targeted by your doctor for anything regardless of health behaviours. Doctor should be 
talking to us about healthy behaviours and mental hygiene, they don’t know what to 
say or how to talk about it, plus they have their own biases. They skip that talk if you’re 
normal weight. 

— Doctors offer solutions and believe the patient is a bad person if they don’t follow 
instructions. 

— Our methods of efficiency has negated our ability to look at the person as a whole 
(discharging has gone from examination of the home environment and a discussion 
around how to help to “is someone picking you up”?) 
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 In education: 
— For both students AND teachers 
— As young as 3 yrs old, kids will show signs of not being willing to play with other kids 

with obesity and overweight. 
— Focus placed on healthy eating & physical health research bias neglecting the 

psychosocial impact of obesity 
— Embedded in everything: in children’s books (e.g. Princess Bride, villainy depicted as 

‘fat’ even in movies), curriculum, policy, learning outcomes, administration, healthy 
relationships, bullying from a weight loss perspective (bullying is a key one) 

— Introduction of health-related programs in school settings- this could have led to 
bullying about weight 

— Lacking a consensus of a robust food plan across Canada for children in schools- we are 
teaching kids one thing while serving them another. E.g. a skinny child and a larger 
child drinking pop. People are less likely to consider the ‘skinnier’ child drinking pop- if 
only the pop was never in the school 

— School principals believe they are doing enough with healthy nutrition & physical 
activity. 

— Bias children who are overweight with different competencies- inclusion issue 
— Less people with obesity accepted into grad schools, what about med school? 
— Discomfort between teachers and students talking about weight 
— We have promising practices but we are more blaming teachers how they manage, 

talk, and deal with these issues with kids 
— Good intentions gone wrong: BMI testing in schools 
— Discrimination in physical education: 

 There is subtle pressure to be a certain size- if you’re not, you are less likely to 
participate in faculty events, eat in public etc. 

 Misconception about the role of physical activity and calories in and calories 
out. We no longer associate physical activity with ‘joyful play’ as children do, 
now it’s more about weight management. This becomes a problem when sports 
become competitive and therefore not inclusive. 

 In sports, kids who are fat are recognized in the wrong ways i.e. in football this 
child is picked for the team because no one can move him 

 Girls pretend to have asthma,  migraine, periods to get out of having to play 
sports because they are self-conscious 

 ‘you cannot participate in this exercise, it is risky for you to participate, you will 
not be able to do it, wait until we finish’ 

 Assumption that appearance predicts athletic performance, appearance is 
equated with health, overweight means ‘not athletic’. 

 

QUESTION 2 
 WHAT ARE SOME OPTIONS FOR REDUCING WEIGHT BIAS?  

 WHAT IS CURRENTLY WORKING? 
 WHERE DO WE NEED TO MAKE IMPROVEMENTS? 
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 Pragmatic/ realistic target is to reduce explicit weight bias- implicit weight bias is fuelled by tv 
shows, etc.- we can’t make that go away BUT you can make explicit weight bias disappear if 
there are consequences. Tackling implicit bias will be very difficult to get rid of. 

 Better tools to measure weight bias 
— Better defined constructs – what is weight, what is obesity 

 
 Need to recognize weight bias is a problem 

— We need people to embrace the problem before they accept the solution- we need 
people to understand and accept that the bias is a problem 

— Increase individual consciousness about weight bias- online self-awareness tool? 
 

 Need a paradigm shift 
— Uncouple eating, healthy living, & physical activity from weight 
— All of these have been considered separately- need universal systemic approaches 
— Redefine what is normal, BMI does not define health 
— Why call it ‘healthy pregnancy weight gain’? Why can’t we just call it ‘healthy 

pregnancy’? 
— Uncouple weight from health in treatment? 
— Reframe the whole spectrum of weight problems to how we can improve health in the 

population: the focus should not be on BMI but should be on getting people to have 
better habits- exercise, food decisions, wellbeing, happiness- need to understand 
definitions of health 
 

 Change the language about weight 
— People First e.g. psychologists use APA- and they switched to first person language 
— General consensus: individuals don’t prefer the term ‘obesity’ 
— Empathy- role modeling is crucial- CON local chapters would be a good way to 

implement this 
— Reinforcement of concept that obesity is a chronic disease (will lead to divorcing the 

emotional element?) Others disagree that using the term ‘chronic disease’ will 
eliminate stigma and weight bias 

— We need to fight the idea of ‘laziness’. It is not about taking a pill, or exercise or control 
your intake: we cannot celebrate ‘success’ for appearance & weight loss 

— Changing health outcomes that are not just focused on food and activity. We need to 
think about psychosocial emotional aspects- we need mental hygiene 

— The topic of the ‘healthy obese’ was a new & promising conversation- this could shift 
people’s focus and sever it from weight having people talk openly about ‘healthy 
obese’ 

— What is it about your health that makes you healthy? 
— Create awareness that this kind of comic relief about obesity is not cool 
— The uses of BMI are problematic. We need to add more elements to BMI not disregard 

it. 
 

 Create a consensus statement of agreements about language 
— Letter of agreement among journals articles and medicine and education about 

language- Use people- first language 
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— For other consensus statements like Diabetes- would they have the people with 
diabetes or the experts who treat it? Who gets to decide? Who has the power? Who 
makes the decision to change to person-first language? It’s person-first- it’s a respect 
issue. 

— Surgeon General declaration? Need to go to different organizations- the Canadian 
Medical Association 
 

 Need to be consequences for those who explicitly bias individuals (teachers, HPs, etc.) 
— Zero tolerance policy in the work place and hypocrisy (e.g. personal experience with 

feeling bullied at work for choosing not to serve unhealthy foods at work meetings, 
obesity conferences have served unhealthy foods) 

— Do we implement a specific weight policy or is it intertwined with other hiring 
practices? 

— Being ethical & respectful 
— In UK there are regulations with weight loss claims. 
— Humans rights tribunals, college complaints, policy specifically from colleges. Legally, it 

is not allowed to discriminate against people but this is not often followed through. 
E.g., a doctor who would not hire a dietitian with obesity. Having to tell patients that 
practitioners who are obese do indeed have knowledge and expertise.  

— You can’t discriminate against someone based on their implicit biases. You can’t hire or 
fire someone based on their belief system, only if they act on it. 

— How much do we tolerate? Do we tolerate bullying? Are we tolerating stigma? What is 
the limit to oppression, marginalization? 
 

 Sectors need to collaborate 
— Need to bring together health & education as a collaborative effort. Students move 

from education into healthcare. There is current disconnect between the 2 fields. 
— We need to build a capacity model- if not, we contribute to blaming and stigma. Build 

capacity with multiple fields, different sectors, purse multiple ways to address this to 
work together. We need several perspectives to support humanistic approaches to this 
issue.  

— We need to coordinate our efforts- we cannot fight bias independently 
— Even within healthcare- health promoters educators, policy makers, justice, physical 

education, administrators 
— There is not only one way to fight, not only one way to address bias. E.g. with First 

Nations, we cannot assume that our efforts will work with causation students, with 
middle class. We need to be sensitive if our efforts are truly working for everybody and 
all cultures. 

— Systems level: health, school, daycares, government: how are those messages 
integrated across the system so messages are consistent? It’s about knowledge 
translation. 

— Start from pre-professional training- from day 1 
 

 Public policy, politics and public health 
— Fix the messages we are sending about being a certain size, shape and BMI- creating a 

need to fit into an expected weight and BMI 
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— We have lots of research, we need actions, competencies, translate knowledge, we 
need to implement what is working and delineate what is not working 

— Change the environment (schools, built environments, community) to be more 
supportive 

 How do physical spaces increase weight bias? People stretching, exercising, if 
people do not want to be seen, they do not exercise? 

— From a systems perspective- get to the VP and upper level management importance 
of trickle down effect when a key person in a company holds particular weight bias 
which can impact political decisions (targeting those higher up to prevent this from 
happening) 

— We need to create healthy opportunities from a nutritional perspective without using 
‘good’ vs. ‘bad’ foods. 

— We need to fight big organizations like Facebook- need to challenge dominant 
discourses in the media and how people portray success 

— When researchers want to focus on body image and self-compassion but it doesn’t get 
funded if we are not justifying how our research will reduce obesity?- Dedicate funding 
portfolios for research in a specific area because this research area doesn’t seem to fit 
anywhere, leaning into a holistic research program 

— Help the public to understand what risks are associated with what across all weight 
categories  

— Workplace wellness policy. 
— Social justice: need to stop viewing obesity as noncompliance and hostility. 
— Need to be family-centered as well for health behaviour change, change as a family 

  
 Media/ Industry 

— We cannot regulate the industry. It is very hard, but what can we do within the 
food/film/ TV/fashion industries? 

— How do we fight media representation of ideal bodies? How are we engaging different 
views? 

— Are we inviting media, TV, film industry, food industry to these conversations/ 
discussions? Yes they focus on money but they should be invited. Even if they do not 
change the way they portray, they should be aware of the effects and impact they have 
on stigma, emotions, etc. Even if they do not change what they do, they should 
listening and be aware about our concerns. 

— Individuals need to be better critical consumers of the information given to us: 
 Regulations regarding marketing to children 
 Avoid using insulting headless stock photos in the news that support negative 

views of individuals in heavier bodies. How do we bridge the gap between 
research-based best practices and the outlets that could disseminate images & 
messages that have been approved? 

 Parents & students need to stand up to teachers & doctors to demand sensitivity, but can this 
result in more bullying? 

 It’s not just about weight bias, it’s inclusion and about a safe environment- everyone should 
feel included whether it’s weight, literacy, etc.  

 Weight bias is not a separate piece from bullying discussions and interventions, it is not just 
about bullying. 
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 Need for training on weight bias among teachers, physicians & fitness professionals to make 
these individuals accountable.  

— How do we do this? Policy? 
— Create curricula about weight bias that would ensure accountability? 

 
 Home: 

— Target parents first- they love their children and don’t want to see them hurt- it is 
personal rather than just targeting schools. 
 

 Education:  
— Needs to be repeat messages versus one time intervention with educators and 

teachers 
— We have to be careful how we translate adult views and concerns to children’s 

language and context. 
— Teachers/ schools do not have the training or competency to diffuse situations 

stemming from weight bias need professional learning and education about health. 
— Educate/ change attitudes of teachers about health (without a focus on weight) 
— Research needed to change the environment that perpetuates weight bias- not sure if 

we can teach kids not to have weight bias. 
— Parachute programs in education don’t work. Healthcare setting- specialized services 

but in education 1 teacher is the show for 180 children in junior high one day. 
— Teachers are role models- change the curriculum to show that teachers play a pivotal 

role in shaping children’s lives. 
— Target kids age 5-6 so that a child will not express concerns like ‘that cupcake will 

make me fat’. 
— Promotion of ‘safe & caring schools’- a place for everybody to feel included. Although 

this concept exists, the connection is not being made with respect to obesity. 
— We need a more coordinated approach- at the heart of all of this is bias and 

discrimination- making this a human-centered approach- otherwise we end up with a 
checklist for content only. 

— We need to be careful how much psychological teaching we give to children before 
they have the capacity for abstract thinking, and lets focus on modeling and creating 
inclusive environments. Let’s do, not talk. 

 Self-esteem is a problematic construct that is difficult to change and is based on 
self-evaluation. Self compassion is focused on kindness and is a really important 
avenue to go down rather than self esteem. 
 

 Healthcare:  
— Educate med students- but if this happens, will something have to be removed from 

their curriculum? Change attitudes of health professionals. 
— Give HPs some outcome measures: eating behaviors could replace weight. You can talk 

about physical activity because they are behaviours, weight loss would only be a side-
effect. 

— Should become patient-centered, weight- neutral. 
— Prescription pads for PCNs- is that the right approach? Negativity around weight- we 

have to look at it from acceptance & tolerance approach? 
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— Need more staff and equipment that works. 
— Need a systemic way (starting through AHS?) to create a paradigm shift that will 

address weight bias from a systemic perspective. If the only outcome AHS cares about 
is weight, we have to change who cares about the outcomes. 

— In research, we throw all participants into the same category, we won’t find anything. 
We need to choose and define our participants more clearly. We need more qualitative 
research. 

— For every action, there is an equal and opposite reaction- interventions should 
measure actual harm. Interventions state that they don’t cause harm, but they don’t 
MEASURE harm (e.g. obesity interventions). 

 

QUESTION 3 
 WHAT ARE THE KNOWLEDGE GAPS?  

- WHAT RESEARCH QUESTION(S), IF ANSWERED, WOULD MAKE THE GREATEST 
IMPACT ON WEIGHT BIAS REDUCTION?  

- WHAT ARE THE PRAGMATIC NEXT STEPS TO MAKE THIS RESEARCH HAPPEN?  
 
 What is working in addressing weight bias? 

— There are examples of improved awareness from a health & wellness perspective, i.e. 
bariatric chairs, ergonomic concerns in the workplace. We have taken small steps but 
there is a long way.  

— Knowledge base is growing- we have the opportunity to seek knowledge from sources 
that didn’t exist 10-15 yrs ago. 

— Identify what are the good things that are happening to reduce weight bias --> what 
are positive things that can be highlighted? --> how can we expand on these ideas 

— Where should we be focusing our efforts? 
 Where do we start? Do we need a leader? What kind? If we all will be leaders in our fields… 

what kind of leader we need to be? What skills and competencies we need? How can we be 
heard? 

 If we target explicit bias, can we tap into and begin to influence implicit weight bias?  
 How pervasive is weight bias?  
 Measure experiences of patients, measure patient outcomes. 
 Economic analysis of weight bias to the healthcare system- this is a conversation starter. E.g. 

of costs: avoiding healthcare and until they show up in the Emergency room. 
 

 Changing messaging around weight 
- What messages are we giving professionals who work with children & patients in 

regards to obesity? 
- How do we teach critical consumption of, and engagement with, cultural discourses 

related to weight and health?  
- People want autonomy. 
- A lot is around the messaging.  When you reinforce solutions, you don’t hear stories 

of people with obesity who are healthy.  They are not the stories people want to 
hear. People celebrate weight loss success.  If you lost it in bariatric surgery, it 
doesn’t count, you were cheating.  Celebrating weight loss success is very dangerous 
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and sets off weight bias.  “Here’s a person who did it, why aren’t you doing it?”  We 
have to stop celebrating weight loss success.  The celebration of success creates the 
illusion that this is doable.  It’s like this is someone who has climbed Everest.  It’s not 
reasonable for the whole population. 

- That perpetuates the notion of why aren’t other people doing it?  We have to stop 
the success stories.  The problem now is that our spokespersons are those who have 
lost weight.  “I did this, you can do this too.” 

- Do we need a consensus about concepts and language? Do we have statements 
about how to talk, write, describe? First language use, how APA talk about this? Do 
that language helps? What kind of language, description is needed? Do we need to 
find a new language? 

- Use discourse analysis to understand how are we using language as professionals 
- Should we settle journal polices? What journals are more sensitive? Could we share 

our concerns with journals that are not sensitive? 
- How do we even begin to change the language revolving around weight bias? 

 
 History of weight bias 

- What are the things that have happened along the way to shift people’s views on 
weight and make it personal rather than a broad perspective?  What contributed to 
a negative understanding of obesity and weight?  What are the things that have 
happened to impact weight biased thinking?  

- What is maintaining stigma? 
- How do norms influence explicit weight bias expression? 
- Why do people find obesity offensive? 

 
 Learn from other campaigns 

- We cannot compare tobacco use with food consumption. There is no ‘good 
tobacco’- we cannot learn from those campaigns vs. some tobacco campaigns 
changed attitudes- perhaps we can learn how it changed some attitudes in society? 

- There’s such a hegemony of individualism in our society. Looking inwardly, it’s hard 
to look at policy.  Campaigns may not be the root.  

- What kind of campaigns optimize weight bias? 
- What can we learn from failures in unsuccessful campaigns? 

 
 In healthcare 

- Health professionals need to look at professional conduct.  They teach us this in 
medical school – you don’t have to love your patients.  You empathize, not 
sympathize.  It’s not about changing beliefs, it’s about changing behaviors and 
increasing professionalism.  We have to discuss professional behaviours.  

- What about changing beliefs? No – forget about beliefs.  It’s about behaviours.  We 
can change behaviours and increase professionalism. 

- That culture of joking needs to change – as long as it does not impact the care of 
your patients.  They can’t be treated with disrespect. That is professional conduct.  

- Clinical interventions – professionalism 
- Economic analysis of weight bias in healthcare system? 
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- Think about competencies & constructs we need to move forward on the issue of 
weight bias. 

- We need healthcare providers of all sizes. One e.g. that only ‘tall & beautiful’ people 
are accepted to medical school? Lack of research to support this notion? 

- Knowledge gap in medical education in that obesity is a chronic condition- most 
physicians have a very limited understanding of what obesity is.  

 
 In education 

- Teacher feedback regarding programs that are being implemented in school systems 
to reduce bullying- often towards people who are overweight and obese. 

- Policies should come from a groundswell (study body, parents, teachers). 
- What role does education play in reducing bias and discrimination? 
- Calgary Board of Education – some initiatives are not being captured and could have 

unintended effects. 
- PRESERVICE TEACHERS: Every teacher needs this awareness not only the physical 

education teachers 
- What is happening in postsecondary level? What do they need? What can we do and 

how? What are the needs? 
- Figure out the impact on teachers. Why do we want teachers to share this as well, 

they need to be experts in everything, it is overwhelming: they need to know 
history, mental health, mental illness, stigma, math, english. It is overwhelming to 
deposit this responsibility on them. 

- Market place idea: schools look for the information they need in their area. Connect 
all the knowledge 

- The teacher should be just a “facilitator”. They need to feel confident (and 
supported) and know that they only are facilitators, they will provide other 
resources 

- Teacher bias: we need to do less teaching, need to focus on how they're going to 
create environments that aren't shaming. Need to embrace the saying ‘do as I do’ 
not ‘do as I say’. 

- Need to be child- centered. Children need to be part of the conversation, they need 
to be an active participant in their own care. 
 

 At home 
- Adverse childhood experiences shape their course.  What is it that some children 

survive and thrive in those circumstances?  What is a resilience model? How do you 
create protective factors? What is it that we nurture? 

- Universal prevention and controlling influences: What about considering building 
healthy relationships between parents and children. Early age efforts to reduce risk 
for weight-related concerns. Considering early support for families and parent-child 
relationships. Not directly about weight bias but may influence weight bias 
indirectly. 

 E.g. Implicit weight bias leads to parental restriction of child food intake 
- Maybe we should aim at impacting parental weight bias. According to research, the 

biggest predictor/risk factor for parents restricting their children is the results of the 
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IAT test. Parents who have stronger indicators of weight bias, based on their scores, 
are more likely to be restrictive. 

 
 What are the roots of the causes of weight bias? 

- Where does weight bias stem from and what are the sources & contributors? 
- We don’t know or understand why, what or where these moral overtones about 

weight bias and weight come from. 
- We haven’t gotten to the roots so how are we going to tackle it? 
- Weight bias is a consequence of height & weight tables? We always look at things 

from a measurable perspective. 
- Medicalization of health is to blame but societal forces are huge and pervasive. How 

do we deal with this focus on appearance and body image as a construct of society? 
Everyone wants to be a thin, public celebrity. Health is not necessarily the 
motivator- it is image that is the end goal for most folks 

 
 Look at literature from other forms of discrimination 

- You can reinforce policies around professional behaviours (sexual harassment, etc.).  
- What are the policies? Can look at organizational literature.  Looking at biases. 

Change policy and beliefs started to change (e.g. black people need to go to school). 
You cannot get away with racial slurs on public tv and not get called out. 

- Look at feminist literature, race & gender- a lot of things have changed because of 
policy. Are there models of discrimination/ resilience that can be used to change 
attitudes & beliefs? Freedom – American Journal of Public Health, Education & 
counselling 
 

 Measurement of weight bias 
- Need a good measure that helps us track changes in attitudes. 
- Measure and improve psychometric properties of measures of weight bias? 
- How do assessments differ between health care providers and patients? 
- Does measure assess what you’re intending to assess? Do outcomes match between 

patients & doctors? 
- How we will measure effectiveness on educators, health professionals and 

practitioners? 
- Need validity & reliability; otherwise we will not get at changes in beliefs & 

attitudes.  
- Focus groups: what is weight bias in different cultures? Media, doctors, allied health 

professionals. 
- We want to reduce weight bias, but how we will measure that it is reducing and 

improving? 
- Can this tool be used across professions & sectors? 
- How many people are aware that they have a weight bias? Most people don’t even 

know, even prominent decision makers. 
 
 How do you define weight bias across populations and sectors? 

- Start with qualitative & focus groups then you could develop an instrument that 
would be more quantitative. 
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- How better understand weight bias and discrimination 
- How do we situate weight bias as a form of discrimination? 
- Internal & external validity of measures 
- What is weight bias in different cultures? 
- How do patients view weight bias? 
- How are we naming the bias? In some spaces they do not recognize there is a 

problem. They do not see the oppression, the marginalization? 
- Different weight bias in different fields: what is the bias with anorexia vs bulimia vs 

obesity vs…? Are those the same bias? 
- Debate on different issues. E.g. binge eating is an illness because is genetic and 

reflect family dysfunction? It is not about fear of fat? 
- Target the stigma surrounding the word fat. 
- Emotional eating- when do you treat as bias or mental illness or personality 

disorder? 
- How do we fix something if people don’t know it is broken? 

 If you could prove obesity is an infectious disease, weight bias would 
disappear.  I’m half joking. – transform it into ideas around poverty – we 
ask people to look at it critically, not as something you could “catch”. 
Leprosy = people are afraid of catching it and it becomes more 
stigmatized. E.g. Ulcers were a stigma before until we found out it is a 
bacteria & the whole thing disappeared. 
 

 How do you get buy-in from decisions makers? 
- How do we ensure transfer of transition of knowledge and policies between policy 

makers 
- How does weight bias get to the place where it is privileged and prioritized in 

legitimate ways? 
 

 How can we promote competency in relation to weight & health? 
- Mandatory education  self-assessment of bias 
- What are your assumptions around weight?  Get at those deeper questions around 

weight in education and health care. 
- Patient perspective teaching opportunity for patients to speak out & educate 

others about their condition & bias 
- What are the competencies that are need by professionals to tackle bias and 

discrimination of all kinds, not just weight bias 
- Can they transfer into different professional areas? 
- Do these competencies vary for different population (do we need the same or 

different attitudes and beliefs). 
- How do we manage/ create accountability of HPs and teachers? What is the most 

effective way to do this? 
 

 How do we build our capacities through multidisciplinary approaches and integration across 
sectors? 

- Physical & mental health 
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- We need to establish networks – but that is only one piece of it, as we need to 
establish a capacity. Our systems have unsustainable inequity 

- How do we adopt a systems approach to language in policy and practice 
- We need to have long lasting effects 
- Change context 
- What could other professionals (outside health system) contribute with ideas? 

(Sociologists, anthologists, artists, philosophers?) 
- Make consistent connections across sectors- systemically in order to ensure 

consistency of messages across sectors. 
- In bariatric treatment, patient navigator or patient engagement research (PER) 

approach might be helpful when previous bariatric patients become patient 
advocates and become part of the research as well. 

 
 Need for more qualitative research 

- Spokespersons and champions have a tremendous impact on public; influence, 
champions, giving patients a voice.  What is the lived experience? Need in-depth 
qualitative studies.  People are telling these horrendous stories about weight bias, 
and they need to be heard. How do we make it explicit?  We need more qualitative 
studies in peer-reviewed journals.  It’s just a different question. 
 

 Interventions 
- Try different strategies to reduce weight bias and measure differences.  
- What is effective in a module when first hired for AHS, etc.? 
- Measure baseline and follow up. Does it help or hurt? 
- Measuring changes in self-awareness for teachers etc. before and after module. 
- If you start forcing people to go through module etc., it might make things worse. 

Make modules optional?  
- Assign people to a sensitivity class? 
- What are the effects of certain policy changes? This will determine what actually 

works. 
- Interventions to change weight bias through government, university, health 

authority, Alberta or Canada-wide policies. Looking for provincial research strategy.  
- What is the impact (effectiveness) of weight bias interventions on: a) educators, b) 

health practitioners, c) parents, d) students, e) researchers, f) researchers, g) fitness 
industry, h) policy makers? 

- Do we need different interventions for a) educators, b) health practitioners, c) 
parents, d) students, e) researchers, f) policy makers etc.? How do they will look 
like? 

- Research on sensitivity training 
- What outcomes are we expecting to see when fighting weight bias? I don’t think we 

know what outcomes we are expecting.  
 What are we expecting to see change in teachers & HPs? 

- How effective is BalancedView for reduction of weight bias in BC? 
 

 Knowledge dissemination 
- How we do need to disseminate knowledge? 
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- What is the impact that knowledge dissemination has in culture and people? 
- We need to understand where do we want to see change in bias? 
-  

 Public’s perceptions 
- How do we change the public discourse to dissociate weight from health in policy 

and practice?  
- If you uncouple weight from health, are you able to achieve a reduction in weight 

bias? 
- How does the celebration of weight loss across the lifespan affect weight bias? 

 
 Patient perspective 

- How people struggling with obesity are fighting their own weight bias? How people 
with problems with weight are demanding professionals and societal changes? 

- Patients’ perspective: what do patients want to see change? 
- How do individuals with obesity internalize weight bias? 
- Patients’ perspectives- What do patients want to see change? What do they believe 

would help with reducing weight bias? 
 

 Policy 
- Canada has some of the highest rates of bullying in the world – what has shifted that 

it is increasing? I don’t think we understand enough about the impact of policies.  
We need to look at what is intended and unintended. 

- How did health policies become obesity policies?  We are just reframing policies – 
they shouldn’t be obesity specific.  It’s all health and well-being. 

- How to we transform policies? Universal versus targeted. 
- Get government attention though funding, policies, programs. 
- From the perspective of the system – the way it is currently structured, requires you 

to have specific strategies.  We need a paradigm shift in the system. We need to 
move away from the targeted outcomes.  It’s systemic and we need to change the 
system approach. 

- That’s the difference in prevention.  Prevention tends to be generic. Treatment 
tends to be specific.  Diabetes = we need to discuss how to check your insulin.  At 
prevention, we need to shift the population. Knowledge gap issues between 
prevention & treatment. 

- Everyone is doing their own research and not developing a compounded effect on 
the population. 

- Every social movement has a tipping point. 
- Obesity needs an advocacy group.  Cancer are survivors, obesity are losers.  The bias 

is so deep that even fat people don’t like fat people.  Weight loss as a ticket out of 
this.  Surviving cancer doesn’t make you an oncologist. 

- You never change policy with quantitative data.  One story can completely change 
everything – it tugs at people’s hearts. Put the values first.  People do not like 
unfairness.  How do you change attitudes?  With spokespersons and champions. 

- Weight bias into ethics boards. Fundamental principal that you don’t discriminate 
against the people you are helping.  
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- Environmental scan is needed. What policies are currently exist to address weight 
bias and discrimination in education, health care, government, etc? If policies don’t 
exist, champion policy developments that are missing. 

- Where are the opportunities for big changes? 
- We need to research political decisions and manifestation. E.g. in obesity 

management- professionals being forced to make a decision between you are an 
experts on ED or you are an expert on obesity and you cannot do both. 

 

GENERAL RESEARCH AREAS DISCUSSED 
- Environmental scan of what policies already exist, if any and what is the landscape in 

Canada? How it is mentioned if at all in sectors (government, healthcare…) 
- Definition of weight bias 
- How to measure weight bias 

 Psychometric analysis of weight bias measures 
- Causes of weight bias- implicit weight bias- SRM would take the lead 
- Consequences of weight bias 
- Implicit/explicit bias 

 What is known from other research areas from the roots of implicit 
attitudes? 

- Strategies/interventions & their effectiveness. Successful interventions, what is 
working? 

- How can we influence leadership and how can it trickle down? 
- How do we adopt a systems approach in language? 
- Qualitative shared lived experiences- in different sectors 
- Cost weight bias reduction 
- Priorities in each area 
- What can we learn from other successful reducing stigma areas? 

 

EMERGING THEMES 
- How do you define weight bias or BIASES? Need consensus amongst different 

disciplines 
- Need for multidisciplinary teams & collaborations 
- Common dissemination strategy: share stories/ case-studies/ narratives with the 

public shows a strong message- could make people aware/ change attitudes? Use 
personal stories as the ‘lived experience’ to see what people actually have to go 
through people could be touched by this.  

- Using media/ sitcoms/ TV/ movies to champion change Using ‘Bell Talk’ as an 
example of a powerful social marketing campaign that we could do about weight 
bias 
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WEIGHT BIAS RESEARCH THINK TANK 
Participants were asked to choose the topic they were most interested in and sit at their preferred 
table to discuss the following questions:  
 

 What is the research question?  
 Who would take the lead on this research project?  
 Who would you like to partner with to address this question?   
 What grant would you apply for? 

 
A summary table of the six emerging research areas can be found in the next pages (pages 29-31) of 
this Full Summary. We shared this table with our 40 participants by email on March 27, 2015 and 
there was a follow-up webinar on Thursday May 7, 2015. 
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Research Area Key points Methods Partnerships Grants 

Cost of Weight 
Bias 
 

Cost of weight bias might 
already be included in the 
cost of obesity. Show the 
human/personal cost of 
weight bias?  

-Qualitative 
 
-Case studies 
 
-Chart reviews of patients 

-Bariatric surgery, 
orthopedics, obstetrics 
 
-PCNs or AHS to get access to 
patient charts 
 
-Qualitative researcher 
 

-AIHS-PRIHS- CRIO 
 
-SSHRC-social impact of 
weight bias 
 
-CIHR 
 
 

Causes of Weight 
Bias 
 

Why is weight bias a socially 
acceptable form of 
discrimination? What are the 
collective root causes of 
weight bias? (media, health 
discourses, gender, social 
status, SES, power…) 
 
 
 
 
 

-Qualitative & quantitative 
 
-Social psych experiment 
 
-Focus group- watch video 
first as stimulus then 
administer questionnaire 

-John Ellard? (Social Psych) 
 
-Qualitative researcher 
 
 
 

-SSHRC 
 

Measurement of 
Weight Bias 

Has qualitative research 
been done to define weight 
bias? 
 
Is it weight BIAS or BIASES? 
 
Is there a way to measure it 
from a more systematic 
approach? 
 
 
 

-Systematic review- collect 
data on utility and 
application of existing 
measures & definitions 
 
-Use Patient Reported 
Outline Measures 
 
-Validity & reliability 
 

-David Allison as a potential 
consult/James Lind Alliance? 
 
-Multidisciplinary: McMaster 
measurement group? Dianne 
Neumark Sztainer? Rebecca 
Puhl? Glen Gaesser? 
 
 

-1st step: CIHR- 
Knowledge synthesis  
 
-AIHS 
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Qualitative 
Research & Lived 
Experience 

What stories (positive & 
negative) emerge with 
successful strategies?  
What are the principles/ 
ideas that guide positive 
practices? (not only 
negatives) 
 
What are the commonalities 
between positive lived 
experiences? What are the 
hopeful experiences? Share 
people’s stories & narratives 
with the public. 
 
 

-Qualitative 
-Participants: Teachers, 
students, children, health 
providers, policy makers 
 
-Data: interviews, focus 
group, photos, video 
(observation) 
Capture multiple and 
personal stories, not 
restricting qualitative data to 
interviews (take pictures of 
schools, identify pictures, 
how building, furniture and 
working and communal 
places and other items 
portray weight bias. 
 

-Leader: Any Faculty of 
Education in Alberta 
 
-Multidisciplinary: school 
boards (private/ catholic/ 
public etc.), school districts, 
school administrators, policy 
makers, community health 
providers, health researchers 
at Faculty of Education 
Universities (UofC, UofA, 
Mont Royal), O’Brien 
Institute for Public Health. 
 

-Agencies funding 
research with children, 
families, obesity, public 
health: SSHRC, CIHR, 
Public Health, AIHS, 
Calgary Foundation, Max 
Bell, ACCFCR 

Championing 
Change: 
Interventions  

How do we change verbal 
communication about weight 
bias? 
 
What policies exist on weight 
bias among regulatory 
bodies of allied health 
professions? 
 
How do you assess the 
impact of a social marketing 
campaign ‘Championing 
change- having a patient, 
professional or policy person 
involved’ 
 

-Discourse analysis of CON 
Summit abstracts (person-
first terminology, N=~300) 
-Licensing and OSCE exams- 
what are the requirements 
of those exams? 
-Evaluate Clinical Practice 
Guidelines- do they promote 
unrealistic goals esp. weight 
loss? Does the language 
simplify obesity? Look at 
wording around weight loss.  
-Mixed methods- to assess 
effectiveness of campaigns, 
focus on specific sectors? 

Social marketing campaign- 
Use celebrities (Jann Arden, 
Adele, Carnie Wilson, Health 
minister in QC, Graham Elliot, 
Fred Moran, Martin Picard) 
who have publicly spoken 
about weight to champion 
change (e.g. Bell Talk). Make 
CON videos or video/ art 
expose/ can be called digital 
exposition. Sharing the 
experiences from kids/ 
parents- stigmatizing obesity 
doesn’t help the problem. 
 

-SSRC- Art, CON videos, 
digital exposition 
 
-AIHS, CIHR 
 
-‘Go Fund-me’ online 
 
-University development, 
knowledge to action 
grant 
 
-Novonordisk- market, 
access & policy 
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Learning from 
Other Models of 
Discrimination 

How has other work in 
discrimination led to a 
change in beliefs and 
attitudes? (e.g., gender, race, 
ethnicity, LGBTQ, HIV, 
aboriginal). Previously 
considered that were was 
‘something wrong’ with 
them. What changed over 
time to make things more 
acceptable (e.g., gay 
marriages)? What can we 
learn from that? What can 
inform us? What triggered 
the population to care about 
the issue? What made it part 
of legislation? 
 
There were lots of personal 
stories around the lived 
experience of discrimination, 
to show what people have 
gone through. 
 

-Literature review- what are 
the components that would 
build a framework for social 
change? What is the history 
behind discrimination 
behind the marginalized 
groups 
 
-Socio-ecological, 
Bronfenbrenner’s models.  
Questions to ask at each 
level. 
 
-Look into media history- 
groundbreaking changes in 
TV & sitcoms- people with 
obesity are still made fun of. 
 
-World Values Survey 
 
-Look at Canada Health Act 

-KTE – knowledge translation 
& exchange 
 
-Partners – DON – SCN 
(research arm); Addictions & 
Mental Health; Innovation & 
Advanced Education; Health 
& Education, Human 
Services; Ministry of 
Education 
 
-Involvement/informing Chief 
medical officer of health for 
the province. 
 
-Bell Talk idea 
 
 

-SSHRC, CIHR 
 
-Grant scope: Heritage of 
Tourism & Culture AB 
Coalition for Chronic 
Disease Prevention 
Canadian Partnership 
Against Cancer 
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KNOWLEDGE DISSEMINATION 
 
The entire 2-day conference was identified as integrated knowledge translation because all stakeholders 
were engaged in the entire research process. Our knowledge dissemination plan includes exchange with 
our participants, related stakeholders and the public in various forms: this Full Summary, the Abbreviated 
Summary, media interviews, presentations, webinars, articles and CON membership outreach which are 
described in detail below.  
 
FULL & ABBREVIATED SUMMARY REPORTS: CON MEMBERSHIP OUTREACH 
Once we received approval from the all invited participants who attended the Weight Bias Summit, CON 
uploaded these Summary Reports to their website and advertised in their newsletter for all CON members 
across Canada to access. 
 
PUBLIC EVENT VIDEO RECORDING: O’BRIEN INSTITUTE OF PUBLIC HEALTH MEMBERSHIP OUTREACH 
https://obrieniph.ucalgary.ca/news/fear-fat-promoting-health-fat-phobic-culture 
 
MEDIA 
The Weight Bias Summit received a lot of media attention including the following interviews from our 
organizing committee: 

 Dr. Shelly Russell-Mayhew: 
QR77 Radio | 03.15.15 (7:50 am) 
URL: http://www.newstalk770.com/audio-on-demand-2/ 

 
CBC Radio’s Eye Opener | 03.13.15 
URL: no link available 
 

 Drs. Shelly Russell-Mayhew & Arya Sharma: 
Global TV and Global Lethbridge 
URL: http://globalnews.ca/news/1882321/calgary-conference-tackles-albertas-weight-bias/ 
*NOTE: Used CON’s ‘Perfect at Any Size’ Image Gallery 
 

 Dr. Angela Alberga:  
QR77 Radio | 03.05.15 (3:15 pm) 
URL: http://www.newstalk770.com/audio-on-demand-2/   
 
CTV Two Alberta Primetime (Michael Higgins) | 03.12.15 
URL: http://alberta.ctvnews.ca/video?clipId=569119 
*NOTE: Used CON’s ‘Perfect at Any Size’ Image Gallery 
 
CTV news Calgary | 03.12.15 
URL: http://calgary.ctvnews.ca/video?binId=1.1201914 
*NOTE: First used images that were discriminatory then showed CON’s ‘Perfect at Any Size’ 
Image Gallery 
  

 

https://obrieniph.ucalgary.ca/news/fear-fat-promoting-health-fat-phobic-culture
https://mail.ucalgary.ca/owa/redir.aspx?C=BYthR6E9kUeerQGMmToFsueXTP7YSNIIa01-rF3LeVnK14axVI_3RQQ4YI4dwuazDjvJumzrRm8.&URL=http%3a%2f%2fwww.newstalk770.com%2faudio-on-demand-2%2f
http://globalnews.ca/news/1882321/calgary-conference-tackles-albertas-weight-bias/
https://mail.ucalgary.ca/owa/redir.aspx?C=BYthR6E9kUeerQGMmToFsueXTP7YSNIIa01-rF3LeVnK14axVI_3RQQ4YI4dwuazDjvJumzrRm8.&URL=http%3a%2f%2fwww.newstalk770.com%2faudio-on-demand-2%2f
http://alberta.ctvnews.ca/video?clipId=569119
https://mail.ucalgary.ca/owa/redir.aspx?C=BYthR6E9kUeerQGMmToFsueXTP7YSNIIa01-rF3LeVnK14axVI_3RQQ4YI4dwuazDjvJumzrRm8.&URL=http%3a%2f%2fcalgary.ctvnews.ca%2fvideo%3fbinId%3d1.1201914
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PRESENTATIONS 
The organizing committee presented the results of the Weight Bias Summit to reach various audiences at 
different occasions: 
 
 Russell-Mayhew, S. & Lund, D.  Making it Matter: The Social Impact of Research (University of Calgary, 

Mar 19, 2015) 
 Russell-Mayhew and Alberga, A.S. Finding Ways to Reduce Weight Bias in Education, Healthcare and 

Public Policy: Results of the Weight Bias Summit. 30-min Teleconference presentation at the National 
Prevention Strategy Group (March 31, 2015) 

 Sharma, A. Weight Bias Summit. CON Board of Directors Meeting in Toronto (April 28, 2015) 
 Alberga, A.S., Russell-Mayhew, S., von Ranson, K.M., McLaren, L. and Sharma, A.M. Finding Ways to 

Reduce Weight Bias in Education, Healthcare and Public Policy: Results of the Weight Bias Summit. 
Oral presentation at the Canadian Obesity Network Summit (April 28-May 2, 2015) in Toronto, 
Canada. 

 Alberga, A.S. Finding Ways to Reduce Weight Bias in Education, Healthcare and Public Policy: Results 
of the Weight Bias Summit. Oral presentation at the Campus Alberta Health Outcomes & Public 
Health 4th Annual Provincial Forum at the University of Alberta, Edmonton (May 13, 2015) 

 Alberga, A.S., Russell-Mayhew, S., von Ranson, K.M., McLaren, L. and Sharma, A.M. Results of the 
Weight Bias Summit: A Canadian Perspective. Accepted as an oral presentation at the 3rd Annual 
Weight Stigma Conference (September 18-19, 2015) and invited to be part of a 1-hour session on 
Weight Stigma and Public Health with speakers from around the world in Reykjavik, Iceland. 

 
WEBINARS 
1. Russell-Mayhew, S. & Alberga, A.S. Thursday May 7, 2015 (12-1pm), Cumming School of Medicine, 

University of Calgary. 
 
ARTICLES 
1. Russell-Mayhew, S. and Alberga, A.S. Health Comes in All Shapes and Sizes: Promoting Positive Social 

Environments by Reducing Weight Bias. Healthy Schools Alberta. 2015; April (2): 4-5. URL: 
http://issuu.com/everactiveab/docs/april2015_hsa_eas_web/6 

2. Alberga, A., Russell-Mayhew, S., von Ranson, K., McLaren, L., Ramos-Salas, X., and Sharma, A. 
“Academics: Body shaming health minister (or anyone else) is unacceptable”. Calgary Herald. June 6, 
2015. URL: http://calgaryherald.com/opinion/columnists/academics-body-shaming-health-minister-
or-anyone-else-is-unacceptable 

 
FUTURE OUTCOMES 
This Summit brought together relevant stakeholders (research, practice and policy) to catalyze new 
initiatives, develop new interdisciplinary and multidisciplinary collaborations among researchers and users 
of research in healthcare, education, and public sectors with an interest in the health of individuals living 
with obesity in Alberta. The results of the discussions informed a provincial research strategy on how to 
research ways to effectively reduce weight bias in various sectors in the province of Alberta. Future 
webinars and communications amongst participants will continuously evolve as a result of this Summit. 
 
CONTACT INFORMATION 
If you would like more information about the Weight Bias Summit or would like to get involved with current 
and future research projects, please email Dr. Angela Alberga (aalberga@ucalgary.ca).  

http://issuu.com/everactiveab/docs/april2015_hsa_eas_web/6
http://calgaryherald.com/opinion/columnists/academics-body-shaming-health-minister-or-anyone-else-is-unacceptable
http://calgaryherald.com/opinion/columnists/academics-body-shaming-health-minister-or-anyone-else-is-unacceptable
mailto:aalberga@ucalgary.ca

