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The art of medicine

"My doctor told me to lose weight”

“My doctor told me to lose weight.” As a paediatrician
and adolescent medicine specialist practising in the USA
with a specialty in eating disorders, | hear a version of this
sentence frequently when | ask young people struggling
with eating disorders what first started a shift in their
eating behaviours. They often share that it was at their
appointment for a check-up or a sports physical when
their doctor indicated concern that their weight or BMI
was “too high”. This comment generally comes from a
physician whom they have known a long time and trust.
When patients describe these interactions to me, there is
emotion in their voices and often tears in their eyes.

The patients | see for eating disorders have told me
how they leave the doctor’s appointment with a plan
to “get healthier”. Sugar, carbohydrates, meat, dairy, or
anything that they believe could have resulted in their
current weight, gets reduced or eliminated. Yet dieting
and restricting food intake is a risk factor in eating
disorder development, particularly among adolescents.
To be clear, doctors rarely use the specific words “go on
a diet”. But young people may interpret a conversation
about their weight being “too high” or “concerning”
to mean that a weight loss diet is being recommended.
Some patients in treatment for an eating disorder report
that “anti-obesity” messaging, sometimes from health-
care providers, played a part in the onset of their eating
disorder. One young patient with an eating disorder that
had resulted in severe medical complications told me
about the conversation she had with her paediatrician,
and she noted with quite an impressive amount of
insight, “my doctor told me to lose weight, but I wish
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she told me what | was supposed to do. | didn’t know, so
I went home and looked it up online. It was there that |
learned that | could just throw up everything that | ate.”

The last thing | want any doctor reading this to
think is that | am judging them. These are brilliant,
compassionate clinicians who care deeply about
their patients. They are also navigating a system with
conflicting messages. One message says that higher
bodyweights are correlated with poor health outcomes,
and it is the duty of the health-care system to help lower
weight and address childhood overweight and obesity.
However, some people argue that the terms “overweight”
and “obesity” medicalise body size and treat natural
variation as pathology, a framing that can inadvertently
contribute to weight stigma and disordered eating.
Another message is the knowledge that eating disorders
are rising in prevalence globally, with 22% of children and
adolescents showing disordered eating, with the highest
rates among girls with higher BMI. This is a dilemma that
clinicians face every day. My perspective is from someone
who has spent their entire career managing the severe
complications of eating disorders, and | am not without
my biases.

BMI percentiles were not designed for diagnostic
purposes, and yet they are often used as a proxy
measure of health. Reliance on BMI can be especially
problematic in paediatric settings. BMI is a simple
calculation that does not capture individual variation
in musculoskeletal body composition. It also does not
account for the fact that depending on racial, ethnic,
and genetic backgrounds, children may have different
body composition parameters, all of which are healthy.
Additionally, health-care professionals cannot rely on
BMI classifications to help predict future health outcomes
for young people. Large research studies have found that
using BMI to determine who may need an intervention
risks misclassifying healthy people as unhealthy based
on size, while simultaneously missing those who may
need medical support because their BMI does not meet
an arbitrary threshold. And yet, despite growing concern
about the value of using BMI as a measure, clinicians
are nudged to keep doing so. Electronic medical records
include prompts to document and counsel about BMI;
in the US health system such information is tied to
insurance reimbursement.

The primary reason most physicians spend time
discussing weight and BMI with patients is a genuine
belief that doing so improves health. However, there
remains a gap in understanding how to best address these
diseases without inadvertently perpetuating weight
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stigma, which can worsen health outcomes. Weight
stigma is an independent risk factor for developing
hypertension, increased blood glucose, chronic pain,
arthritis, and infertility, after adjusting for BMI. For some
people weight stigma can also play a part in or worsen
mental health conditions, including depression, anxiety,
substance use, self-harm, and suicidality. Furthermore,
people who have experienced weight stigma in a health-
care setting may avoid returning to the doctor. When they
do present for care, they can be more hesitant to trust
their doctor. This is particularly concerning in paediatrics,
where anticipatory guidance and prevention play a crucial
part in fostering lifelong health. When children or their
parents have experienced judgement or shame about
their weight, they are more likely to avoid health checks,
leading to missed screenings, delayed vaccinations, and
fewer opportunities to catch medical conditions early.

I also fear that weight stigma might be supercharged
by the changing landscape of weight-loss interventions.
In the USA, it is hard to turn on the television, listen
to a podcast, or use social media without seeing
advertisements for GLP-1 receptor agonists. These are
effective interventions for cardiometabolic disease and an
important treatment advance. Yet | have concerns about
the impacts of marketing and social media messaging that
hinges on convincing patients that their larger bodies are
a problem that need to be fixed. My young patients are
receiving a clear message from society that larger bodies
are not acceptable and need to be shrunken in size. This
is concerning for several reasons. Young people’s bodies
are still growing and developing, and weight gain during
this phase of life is not only normal but also expected.
Adolescence is also an important time for body image and
identity formation, which can be undermined by constant
messaging that bodies should be smaller.

Where do we go from here? Perhaps we can start by
acknowledging the unintended consequences of the
traditional weight-centric approach. On my first day
of medical school, 24 years ago, our Dean said to us,
“Half of what you learn in medical school will later be
disproven. The dilemma is that we dont know which
half that is.” Accepting the harm does not mean we
had bad intentions or that we were not good doctors.
Instead, it affirms that medicine evolves and that we are
continuing to understand better ways to provide care. It
is a commitment to question what we have learned and
take into account the complex factors that determine
health outcomes.

It is important to disentangle weight from health and
question whether for children and adolescents weight is a
clinically meaningful focus during medical appointments.
Instead, we can use the limited time we have with young
patients to address measures of health that benefit
everyone. Some of these values include metabolic health
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metrics such as blood pressure (with an appropriate sized
cuff), cholesterol, and blood glucose concentrations.
Beyond vital signs and laboratory values, we can focus
on physical capacity including strength, flexibility, and
cardiovascular fitness, and the biopsychosocial pillars of
sleep quality, mental health, and social connections.

There is also value in contextualising weight, BMI,
and growth charts for our young patients and their
families. Growth charts are meant to act as a tool to
monitor individual height and weight trajectories. They
can unfortunately be misunderstood by some parents
and patients, and create harm, especially when they are
being used to perpetuate an ideal body size or to compare
individuals to each other. While discussing normal healthy
growth and development with patients, clinicians can
educate patients and families that healthy children vary
in body size and shape, and the 50th percentile or lower
should not be a goal that everyone is aiming to achieve.

This reframing is not without tension. Clinicians
focused on diseases related to adiposity often feel
strongly that weight is a legitimate medical concern, a
perspective | respect, even as | feel equally passionate
about preventing eating disorders and weight stigma.
These competing views create silos across disciplines,
though the divide is narrower than it appears. Not
everyone in a larger body has habits that need correcting.
By orienting care around shared goals, such as joyful
physical activity, restorative sleep, stress management,
and energy and physical stamina, without weight-based
metrics, there is room for a more nuanced approach.
These are factors that collectively create lasting quality of
life, not a number on a scale.

The writer Virgie Tovar, a leading expert on weight-
based discrimination and body image, has argued that
“The end of weight stigma will not be the end of medicine
as we know it, but the beginning of medicine as it was
always meant to be: healing-centered, humane, and just.”
Clinicians want their patients to be safe, healthy, and
treated with dignity. Surely, we can all agree that children
deserve to grow up in a world where their worth and the
treatment they receive are not based on their body size.
Being attentive to how we talk with young patients about
their bodies and health can change trajectories. Together,
we can shape the experiences for children and future
generations, so that they associate the doctor’s office
with a place of respect, healing, and safety.
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