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Introduction
The proliferation of government-sanctioned anti-obesity campaigns is increasing the vulnerability of those at risk of
developing an eating disorder and exacerbating eating disorder symptoms in those already diagnosed with an
eating disorder. This is despite paucity of evidence that the campaigns are effective in reducing obesity. Beat
recognises the importance of reducing obesity and the good intention behind these campaigns, but is very
concerned that their tone and content do not take into account their potential harm to people with or at risk of eating
disorders. We believe that campaigns should shift away from those which increase weight stigma, view obesity as a
choice and/or encourage restrictive eating patterns, to those which take a more integrated and holistic approach to
obesity. Campaigns should recognise the complexity of causal and maintaining factors, and consider the potential
impact of anti-obesity policies on those vulnerable to or experiencing an eating disorder.
Eating disorders have significantly raised mortality rates, with anorexia nervosa having the highest mortality rate of
any mental illness (1). They predominantly affect adolescents and young adults, although the incidence in childhood
is increasing (2). Despite this, it appears that the risk to people with eating disorders is not considered when antiobesity campaigns are being planned. For instance, anorexia nervosa and bulimia nervosa are characterised by a
fear of “fatness”, yet obesity campaigns commonly focus on raising anxiety about the impact of obesity, thus
exacerbating these anxieties in people experiencing eating disorders. They also fail to consider the fact that eating
disorders and obesity are not separate issues, since many people with eating disorders also have obesity, and
obesity is a risk factor for developing an eating disorder (3–5).
This paper will outline why Beat is concerned about the current approaches to reducing obesity, provide specific
examples of campaigns which are potentially harmful to those with eating disorders while also having limited
evidence for their effectiveness, and provide recommendations for the type of approaches which should be explored
when thinking about obesity. We call for an end to campaigns that ignore the risks to people with eating disorders,
thus putting lives in jeopardy, and urge that these are replaced with a more holistic approach to addressing obesity
that is informed by evidence from the field of eating disorders. We urge this to be based on the principle of “first, do no
harm”. One death attributable to an anti-obesity campaign is one death too many.
This paper is not a literature review of the evidence-base surrounding obesity, eating disorders and the impact of anti
-obesity campaigns on people experiencing an eating disorder. For a more in-depth exploration of this topic, we
recommend the chapter “Going too far? How the public health anti-obesity drives could cause harm by promoting
eating disorders” (6). Neither will this paper consider in detail the many other issues surrounding this topic, such as the
way that the complex reasons behind a person’s obesity are simplified by these campaigns (7,8), the dangers of using
weight as a measure of health, and the stigmatising rhetoric that is often used for obesity. For this we recommend the
British Psychological Society’s report “Psychological perspectives on obesity: Addressing policy, practice and research
priorities” (9), Hunger, Smith and Tomiyama’s report “An evidence-based rationale for adopting weight-inclusive
health policy” (10) and Flint’s commentary article “The NHS long-term plan: a comparison of the narrative used for
cancer and obesity” (11). We would also recommend reference to and the distribution of the Academy for Eating
Disorders’ “9 truths about weight and eating disorders” (12) which summarises the relationship between eating
disorders, obesity and weight stigma.

Eating Disorders and Obesity

Considering that the shame and stigma commonly
associated with an eating disorder have been linked to

Eating disorders and obesity are not distinct issues and

people avoiding seeking help (32,33), this is particularly
concerning. Moreover, one study found many

the relationship between them is complex. Obesity is
not a mental health disorder, although many people

healthcare professionals holding stigmatising views,
with physicians reporting having less patience, respect

with eating disorders are obese (13–17). There are many
risk factors common to both obesity and eating

and desire to help people as BMI increases (34). This is
putting lives at risk as people are likely to feel less able

disorders, for example body dissatisfaction, dieting
and disordered eating (18–20).

to seek help, and eating disorders may be missed in
those who also have obesity.

We know that people with obesity are often

Many anti-obesity campaigns reinforce the notion of
the “thin-ideal”. Since we know that internalising the

encouraged to embark on strict, restrictive diets. Whilst
we recognise that at times dietary restriction will be

thin-ideal can contribute to body dissatisfaction and
eating disorder symptoms (35–38), this is another way

necessary to support those with obesity to lose weight,
we know that the risks of this process are reduced

in which ill-considered anti-obesity campaigns can
have a negative impact on people vulnerable to

within the context of a supportive and well-managed
obesity management programme (21). Outside of

eating disorders.

these holistic weight management programmes,
restrained eating is commonly associated with weight

In summary, despite the life-threatening nature of

gain over time (10,22) and binge eating (23,24).
Restrictive eating has also been found to trigger the

eating disorders, anti-obesity campaigns are too often
putting people at an increased risk of developing

onset of an eating disorder. For example, Patton et al.
(25) found that recurrent dieting increased the risk of

eating disorders or exacerbating the distressing
thoughts and behaviours that come with the illness.

someone developing an eating disorder 18-fold. This
suggests that anti-obesity public health campaigns

Specific anti-obesity campaigns will now be explored
in relation to the problems they pose to people

which focus solely on encouraging restrictive eating
are likely to be ineffective in reducing obesity, yet put

vulnerable to and experiencing eating disorders.

Menu and food labelling

people vulnerable to developing an eating disorder
more at risk.

The requirement of calorie counts on restaurant and
takeaway menus has been suggested in England

Mortality rates are almost twice as high for people
diagnosed with eating disorders compared to people

(Department of Health, September 2018), Scotland
(Food Standards Scotland, August 2019) and Wales

in the general population, and anorexia nervosa has
the highest mortality rate of any psychiatric disorder

(Welsh Government, October 2019). Beat has urged
that these plans be reconsidered (39) due to concerns

(1). Similarly, a young person with anorexia nervosa is
more likely to die compared to someone of the same

that they would have limited effectiveness in reducing
people’s weight but risk exacerbating eating disorder

age with serious diseases such as asthma or type 1
diabetes (26). Additionally, when considering the

behaviours. For example, Haynos and Roberto (40)
found that when making hypothetical food choices,

association between Body Mass Index (BMI) and allcause mortality among non-smokers, a J-shaped

people with anorexia nervosa or bulimia nervosa
ordered food with significantly fewer calories when the

association has been found (27). This suggests that
mortality increases with both under- and over-weight,

menu included a calorie count compared to when
there was no calorie count stated, whereas people

with the risk for someone at a BMI of 18.5 (the lower end
of the ‘normal range’) being similar to someone at a

with binge eating disorder ordered food with
significantly more calories when the information was

BMI of 35 (classified as ‘severe (class II) obesity’). The
dangers of anorexia nervosa and low weight should

provided. This suggests the proposed policy would
exacerbate eating disorder thoughts and behaviours,

therefore be considered at least as seriously as obesity
and overweight.

and increase distress for those with eating disorders.

People with obesity are often shamed and stigmatised,

“Encouragement of calorie counting and fear of

and made to feel to blame for the weight they are
(8,10,11,28–30). Often this is exacerbated by anti-obesity

obesity in public campaigns was the main
source of the beginning of my eating disorder.

campaigns, which tend to frame obesity as a choice
and an individual’s responsibility, rather than

As someone growing up with a perfectionist
mindset, it truly made the fuel behind the fire

addressing or acknowledging societal and
environmental risk factors such as deprivation (10,31).

worse.”
- Person with lived experience of an eating disorder
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“Despite having recovered from an eating
disorder, the introduction of calories on more

not to exercise due to reasons such as concerns about
their low weight or the obsessional nature of their

menus has at times made me question the item
I’m choosing and made me feel guilty for not

activity, therefore the encouragement to exercise from
these labels could be detrimental to both their

choosing the lower calorie option. When I was
poorly, I don’t think that I would have been able

physical and mental health.
Similarly, to the idea of adding calorie counts on

to fight against the urge to choose the lowest
calorie option, as the eating disorder voice

menus, feedback from both those with experiences of
an eating disorder and professionals working in the

would have been so strong.”

field illustrates how detrimental this could be for those
at risk of an eating disorder, those with an eating

- Person with lived experience of an eating disorder

disorder, and those in recovery from an eating
disorder who are vulnerable to relapse.

“I find calories on menus really difficult and
triggering, because I try so hard in my day-today life to not look at calories, so it feels like a bit

“For years I exercised obsessively each day as
felt like I had to make up for what I had eaten.

of a slap in the face when they are unavoidable
like this. Restaurants are already a big challenge,

This was hard enough to break, without having
food packaging encouraging me to do this and

and adding the calories on menus makes it
difficult to choose what I want, and not what the

making me think that was justified.”

eating disorder wants.”

- Person with lived experience of an eating disorder

- Person with lived experience of an eating disorder

Furthermore, including exercise information on food

A Cochrane review found that there is only a small

labels could be scientifically flawed. It appears to be
based on the assumption that we must burn off every

body of low-quality evidence supporting the idea that
calorie counts on menus lead to a reduction in calories

calorie that we consume through exercise in order to
maintain our weight, and fails to consider the high

purchased (41). Although a more recent study found
that calorie labelling in US fast food restaurants was

number of calories the body needs just to perform
basic functions such as breathing, digestion and

associated with a 4% reduction in calories per order,
this reduction diminished over one year of follow-up

maintaining a stable temperature. It also fails to
recognise that different people consume energy at

(42), suggesting any small differences that may occur
are not maintained.

different rates, depending on a wide range of factors
including gender, body size, muscle mass and age.

Others have proposed that food should be labelled
with the amount of activity needed to burn off the

Additionally, it assumes that what one person views as
‘exercise’ is the same as another person, and does not

calories consumed, including in a 2019 systematic
review looking into the effects of “Physical activity

take into account potential differences in exercise
intensity, for example. Nevertheless, it is likely that

calorie equivalent” (PACE) labels on food (43). The
authors concluded that adding PACE labels to food

someone with an eating disorder would view the
proposed exercise recommendation as something

may reduce the number of calories selected from
menus compared to other types of food labelling or no

that they must achieve, or would feel increased shame
and guilt about what they have eaten.

labelling.

Education around ‘healthy’/‘good’ and
‘unhealthy’/‘bad’ foods and calorie
restrictions

Although the Royal Society for Public Health suggests
that this type of labelling should be introduced as soon
as possible, Beat urges caution. Often people with
eating disorders experience difficult thoughts and
urges around exercise - for example, they may feel like

Children are particularly vulnerable to developing

they have to exercise after eating to “burn the calories
off” or have distressing thoughts such as that they are

eating disorders, especially those who are prone to
anxiety or those who are worried about being

“lazy” or “fat” if they haven’t exercised. These types of
thoughts can be all-consuming for someone with an

overweight (6). Despite this, public health messages
across the UK and nutritional information commonly

eating disorder and can exacerbate behaviours such
as compulsive exercising, restriction, bingeing, purging

targeted at children portray the message that certain
foods should be avoided or are “bad”. Other

and self-harm. Labels such as those including PACE
are likely to enhance these distressing thoughts or

campaigns (44) have promoted the idea that snacks
should be restricted to a specified calorie limit, a

lead the person to feel like their distressing thoughts
and the resultant behaviours are justified. Additionally,

notion that promotes food restriction and increases
children’s perception of calorie consumption as

some people with an eating disorder may be advised

something to be minimised.
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Some children will internalise this portrayal of foods as
either “good” or “bad”, and it is not unusual for pre-

when they are in reception class (aged 4 to 5) and the
NCMP also measures the child again in year six (aged

adolescents to reflect that this was a trigger for their
eating disorder. For example, research by Pinhas et al.

10 to 11). Parents are then sent a letter with the results of
these measurements, including any

(45) presented four cases of children whose eating
disorder was said to have been triggered by “healthy

recommendations based on whether they have been
identified as “healthy weight”, “underweight”,

eating” initiatives they encountered in school. Similarly,
Chen and Couturier (38) found that in a retrospective

“overweight” or “very overweight”. It is left up to the
parents whether to share this information with the

review of 50 children and young people diagnosed
with anorexia nervosa, 14% of individuals report healthy

child. In Scotland, children’s weight and height are
measured in Primary 1 as part of the Child Health

eating education as an initial trigger for their eating
disorder.

Systems Programme School. However, there is no
standard approach to the programme, so therefore
there is variation across Health Boards.

This is not uncommon and reflects the experiences
reported regularly to Beat’s helpline, and from

Despite operational guidance in England and Wales

clinicians and professionals working in eating disorder
services.

(48,49) outlining clear procedures for how this process
is undertaken, anecdotal evidence suggests that these
guidelines are frequently disregarded. For example,
children may be weighed in front of others rather than

“I found that being bombarded with healthy
eating campaigns that involved focus around

in a private space, results shared with the child and
other children in the class rather than with just with the

calories as a child/teenager was incredibly
unhelpful. Instead of encouraging a healthy

child’s parents, and children are being given the letter
to take home themselves rather than it being posted.

lifestyle, it almost encouraged me to focus/
obsess about every calorie I put in my mouth. All

Additionally, contrary to the guidance that
stigmatising terms such as “obese”, “fat” and “morbidly

of a sudden, food became an enemy and not an
enjoyable part of life.”

obese” should be avoided, the letter that is received by
parents outlining these results is sometimes referred to

- Person with lived experience of an eating disorder

For those already experiencing an eating disorder,
viewing foods in this black and white way is likely to

by children and adults as “the fat letter”. Many
clinicians have shared with Beat how receiving this

exacerbate difficult thoughts and feelings, and fuel the
illness. One aspect of treatment for an eating disorder

information and the process of the childhood weighing
programme has triggered restrictive eating patterns,

commonly involves supporting the person to introduce
foods that they are avoiding due to fears such as that

which has then developed into an eating disorder.
“Every year the CAMHS eating disorder team will

the food will make them “fat” or lead to a binge. The
person is instead encouraged to view food in a more

see a number of referrals where the young
person has either misinterpreted anti-obesity

balanced way with the idea that there are no
inherently “good” or “bad” foods and that all foods are

messages or has been advised to seek help
after the NCMP and this has been taken very

healthy if eaten in a balanced way. In particular, fats
are important for brain development in children and

literally, triggering them to develop an eating
disorder.”

young people. These anti-obesity campaigns are
therefore directly contradicting this and instead

- Clinical dietitian

encouraging an unhelpful and restrictive approach
towards food. This is likely to increase an individual’s

“I remember being weighed at primary school
and feeling as though I would be frowned upon if

anxiety and guilt around eating certain foods, and
could lead to an increase in eating disorder

I wasn’t at a healthy BMI. Everyone spoke about
their weight afterwards. To me, it just doesn’t

behaviours such as restricting, bingeing and purging.

seem like a healthy thing for children to discuss.”

School-based weight measurement
programmes

- Person with lived experience of an eating disorder

"I had no qualms about showing my daughter
the letter as she was on 52nd percentile, which
I’m sure would be the case with most parents.

The National Childhood Measurement Programme
(NCMP) in England and Child Measurement
Programme (CMP) in Wales were developed to help

What I hadn’t bargained for was her response
that she was obviously overweight and needed

address and understand obesity, and to engage with
children and families about weight issues (46,47). They

to get below the 50% line - completely out of the
blue. It never occurred to me in any way that it

involve measuring the height and weight of children

would be a problem. I realise that if that if the
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weigh-in hadn’t set her off it’s likely that
something else would have - it’s just a lot of

Recommendations

parents say the same thing.”

Rather than campaigns that are shaming towards
people with obesity and fail to consider their potential

- Mother of a daughter with lived experience of an
eating disorder

impact on those vulnerable to developing an eating
disorder or currently experiencing an eating disorder, a

Research by Nnyanzi (50) into the impact of the NCMP

more holistic and integrated approach is needed. This
integrated approach has been taken in Australia, with

found that children, especially those who are a
“healthy weight” were often happy to take part in the

policy makers meeting with senior researchers and
clinicians in the eating disorder field to seek advice on

programme, due to curiosity around their height and
weight. However, prior to being measured, many

how to reduce the risks of any unintended
consequences of their campaigns, such as

children expressed feelings of anxiety and worry.
Following being measured, most children were

exacerbating eating disorder symptoms and
behaviours (54,55).

increasingly curious about their measurements, with
some urging their parents to buy them scales so they
could monitor their own weight. For some children this
curiosity reduced over time. However, for others,

We call for:
1.

anxiety over knowing their weight remained high,
particularly if they perceived themselves to have

Professionals from the eating disorder and weight
management fields to work together to design
evidence-based campaigns which view obesity as

weight issues. Among children told their
measurements, Nnyanzi (50) found that those

a complex interaction between several factors,
rather than an individual’s choice or something to

identified as “obese” or “overweight” reported thinking
about this a lot and feeling anxious about not knowing

be ashamed of.
2.

how to change it. A study by Hunger and Tomiyama
(51) found that being labelled as “too fat” results in

Campaigns to follow the principle of “first, do no
harm”, and to be subject to an assessment of the
potential they have to trigger eating disorders.

unhealthy weight control behaviours and disordered
eating cognitions regardless of the person’s actual

3.

weight. This preoccupation with weight and feelings of
body dissatisfaction has also been linked with

Campaigns to shift away from being weightfocused and weight-shaming, to those which focus
on positive behaviour changes and improving selfesteem, as outlined in the literature. (A review of

depressive symptoms (52).
Similarly, a number of parents have expressed

the evidence around this is outside of the remit of
this paper, but see papers such as those by Puhl

concerns over the wording of the letter they received,
with concerns that scare tactics were being used (53)

and Heuer (28); Puhl, Peterson & Luedicke (29);
Simpson et al. (56); Lewis et al. (30).)

or that it could change their child’s positive
relationship with food (50). This concern from parents

4.

reinforces the notion that the programme could
inadvertently be harmful to the wellbeing of children.

Policy makers to be mindful of the language that is
used when discussing weight, shape, food or
exercise, due to the potential for this to promote
the thin-ideal, body dissatisfaction and calorie

Although some parents expressed finding the letter
they received following the measurements helpful,

restriction.
5.

often this did not lead to behaviour change. For
example, a third of parents surveyed stated that they

Public Health England and Public Health Wales to
acknowledge that their childhood measurement
programmes are exacerbating the risk of eating
disorders among children and to either abandon

planned to change family behaviours following
receiving the letter. However, when interviewed, very

them or revise them into a format that avoids that
risk.

few had implemented any changes (53). Beat’s
conclusion is that the programme achieves little or

6.

nothing in its aim of reducing obesity, but that it does
pose a significant risk to those vulnerable to eating
disorders.

Public Health Scotland to provide guidance to
Health Boards on how to implement their
childhood measurement programmes in a way
that avoids exacerbating the risk of eating
disorders, or to abandon them.

7.

In the meantime, schools should ensure that the
guidelines on implementing the childhood
measurement programmes are rigorously
followed.

5

References

Conclusion

1.

Current approaches to anti-obesity campaigns
appear to be largely ineffective in reducing obesity at
a population level. However, they are putting those
vulnerable to developing an eating disorder or those

2.

currently experiencing an eating disorder at risk.
Therefore, they have potentially fatal consequences.

3.

Immediate action is needed to review and adapt
current approaches to anti-obesity campaigns which

4.

promote weight stigma and encourage restrictive
behaviours. We call for public health bodies to stop
developing campaigns which are putting lives at risk
and instead take a more integrated approach, with

5.

professionals working in the fields of both eating
disorders and obesity collaborating to consider the

6.

evidence around developing an effective campaign
and any risks this could pose. Furthermore, it is
unacceptable to keep ignoring the voices of people
living with obesity and eating disorders who are

7.

expressing distress over these campaigns; these
people’s views should be sought and listened to, and

8.

campaigns co-produced with those with lived
experience of eating disorders and obesity.

9.

10.

Acknowledgements
This paper was written by Emily Rothwell, Clinical
Advisor at Beat, with the support of Dr Dasha Nicholls.

11.

Beat is supported by a multidisciplinary Clinical
Advisory Group of senior clinicians which has guided

12.

the production of this paper:

•

Abigail Cardwell (Lead Occupational Therapist)

•

Dr Erica Cini (Consultant Child and Adolescent
Psychiatrist and Clinical Lead)

•

Sam Clark-Stone (Lead Clinician and Registered
Mental Health Nurse)

•

Dr Fiona Duffy (Consultant Clinical Psychologist
and Clinical Lead)

•

Sarah Fuller (Specialist Eating Disorder Dietitian)

•

Dr Menna Jones (Consultant Clinical Psychologist

13.

14.

15.

16.

and Clinical Lead)

•

Dr Rhys Jones (Consultant Psychiatrist)

•

Dr Dasha Nicholls (Consultant Child and
Adolescent Psychiatrist and Clinical Lead)

•

Dr Paul Robinson (Consultant Psychiatrist)

•

Professor Janet Treasure (Consultant Psychiatrist)

17.

18.

6

Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in
patients with anorexia nervosa and other eating disorders: a
meta-analysis of 36 studies. Arch Gen Psychiatry. 2011;68
(7):724–31.
Favaro A, Busetto P, Collantoni E, Santonastaso P. The Age of
Onset of Eating Disorders. In: Age of Onset of Mental
Disorders. Springer; 2019. p. 203–16.
Fairburn CG, Doll HA, Welch SL, Hay PJ, Davies BA, O’Connor
ME. Risk factors for binge eating disorder: a communitybased, case-control study. Arch Gen Psychiatry. 1998;55
(5):425–32.
Fairburn CG, Welch SL, Doll HA, Davies BA, O’Connor ME. Risk
factors for bulimia nervosa: A community-based casecontrol study. Arch Gen Psychiatry. 1997;54(6):509–17.
Boutelle K, Neumark-Sztainer D, Story M, Resnick M. Weight
control behaviors among obese, overweight, and
nonoverweight adolescents. J Pediatr Psychol. 2002;27(6):531
–40.
Tan J, Corciova S, Nicholls D. Going too far? How the public
health anti-obesity drives could cause harm by promoting
eating disorders. Dev Neuroethics Bioeth. 2019;2:235–64.
Butland B, Jebb S, Kopelman P, McPherson K, Thomas S,
Mardell J, et al. Tackling obesities: future choices-project
report. Vol. 10. Department of Innovation, Universities and
Skills London; 2007.
World Health Organisation. Weight bias and obesity stigma:
considerations for the WHO European Region. 2017.
The British Psychological Society. Psychological perspectives
on obesity: Addressing policy, practice and research
priorities. 2019.
Hunger JM, Smith JP, Tomiyama AJ. An Evidence‐Based
Rationale for Adopting Weight‐Inclusive Health Policy. Soc
Issues Policy Rev. 2020;14(1):73–107.
Flint SW. The NHS long-term plan: a comparison of the
narrative used for cancer and obesity. lancet Diabetes
Endocrinol. 2020.
The Academy for Eating Disorders. 9 truths about weight
and eating disorders. 2020.
Udo T, Grilo CM. Prevalence and correlates of DSM-5–defined
eating disorders in a nationally representative sample of US
adults. Biol Psychiatry. 2018;84(5):345–54.
Marek RJ, Ben‐Porath YS, Ashton K, Heinberg LJ. Impact of
using DSM‐5 criteria for diagnosing binge eating disorder in
bariatric surgery candidates: Change in prevalence rate,
demographic characteristics, and scores on the Minnesota
multiphasic personality inventory–2 restructured form
(MMPI‐2‐RF). Int J Eat Disord. 2014;47(5):553–7.
McCuen-Wurst C, Ruggieri M, Allison KC. Disordered eating
and obesity: associations between binge eating-disorder,
night-eating syndrome, and weight-related co-morbidities.
Ann N Y Acad Sci. 2018;1411(1):96.
Da Luz FQ, Sainsbury A, Mannan H, Touyz S, Mitchison D, Hay P.
Prevalence of obesity and comorbid eating disorder
behaviors in South Australia from 1995 to 2015. Int J Obes.
2017;41(7):1148–53.
Neumark-Sztainer DR, Loth K. An integrated approach to
eating disorders and obesity prevention: What has the
research taught us? Adolesc Med State Art Rev. 2018;29
(2):228–44.
Leme ACB, Thompson D, Dunker KLL, Nicklas T, Philippi ST,
Lopez T, et al. Obesity and eating disorders in integrative
prevention programmes for adolescents: protocol for a
systematic review and meta-analysis. BMJ Open. 2018;8(4).

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.
29.

30.

31.
32.

33.

34.

35.

36.

37.
38.

Neumark-Sztainer DR, Wall MM, Haines JI, Story MT, Sherwood NE,
van den Berg PA. Shared risk and protective factors for
overweight and disordered eating in adolescents. Am J Prev
Med. 2007;33(5):359–69.
Haines J, Neumark-Sztainer D. Prevention of obesity and eating
disorders: a consideration of shared risk factors. Health Educ
Res. 2006;21(6):770–82.
Jebeile H, Gow ML, Baur LA, Garnett SP, Paxton SJ, Lister NB.
Treatment of obesity, with a dietary component, and eating
disorder risk in children and adolescents: A systematic review
with meta‐analysis. Obes Rev. 2019;20(9):1287–98.
de Witt Huberts JC, Evers C, de Ridder DTD. Double trouble:
restrained eaters do not eat less and feel worse. Psychol
Health. 2013;28(6):686–700.
Stice E, Davis K, Miller NP, Marti CN. Fasting increases risk for
onset of binge eating and bulimic pathology: a 5-year
prospective study. J Abnorm Psychol. 2008;117(4):941.
West CE, Goldschmidt AB, Mason SM, Neumark‐Sztainer D.
Differences in risk factors for binge eating by socioeconomic
status in a community‐based sample of adolescents: Findings
from Project EAT. Int J Eat Disord. 2019;52(6):659–68.
Patton GC, Selzer R, Coffey C, Carlin JB, Wolfe R. Onset of
adolescent eating disorders: population based cohort study
over 3 years. BMJ. 1999;318(7186):765–8.
Hoang U, Goldacre M, James A. Mortality following hospital
discharge with a diagnosis of eating disorder: national record
linkage study, England, 2001–2009. Int J Eat Disord. 2014;47(5):507
–15.
Bhaskaran K, dos-Santos-Silva I, Leon DA, Douglas IJ, Smeeth L.
Association of BMI with overall and cause-specific mortality: a
population-based cohort study of 3· 6 million adults in the UK.
Lancet Diabetes Endocrinol. 2018;6(12):944–53.
Puhl RM, Heuer CA. Obesity stigma: important considerations
for public health. Am J Public Health. 2010;100(6):1019–28.
Puhl R, Peterson JL, Luedicke J. Fighting obesity or obese
persons? Public perceptions of obesity-related health
messages. Int J Obes. 2013;37(6):774–82.
Lewis S, Thomas SL, Hyde J, Castle D, Blood RW, Komesaroff PA. “ I
don’t eat a hamburger and large chips every day!” A
qualitative study of the impact of public health messages
about obesity on obese adults. BMC Public Health. 2010;10(1):309.
Lee A, Cardel M, Donahoo WT. Social and Environmental Factors
Influencing Obesity. Endotext. 2019.
Becker AE, Hadley Arrindell A, Perloe A, Fay K, Striegel‐Moore RH.
A qualitative study of perceived social barriers to care for
eating disorders: Perspectives from ethnically diverse health
care consumers. Int J Eat Disord. 2010;43(7):633–47.
Ali K, Farrer L, Fassnacht DB, Gulliver A, Bauer S, Griffiths KM.
Perceived barriers and facilitators towards help‐seeking for
eating disorders: A systematic review. Int J Eat Disord. 2017;50
(1):9–21.
Huizinga MM, Cooper LA, Bleich SN, Clark JM, Beach MC.
Physician respect for patients with obesity. J Gen Intern Med.
2009;24(11):1236.
Low KG, Charanasomboon S, Brown C, Hiltunen G, Long K,
Reinhalter K, et al. Internalization of the thin ideal, weight and
body image concerns. Soc Behav Personal an Int J. 2003;31(1):81
–9.
Thompson JK, Stice E. Thin-ideal internalization: Mounting
evidence for a new risk factor for body-image disturbance and
eating pathology. Curr Dir Psychol Sci. 2001;10(5):181–3.
Keel PK, Forney KJ. Psychosocial risk factors for eating disorders.
Int J Eat Disord. 2013;46(5):433–9.
Chen A, Couturier J. Triggers for Children and Adolescents with
Anorexia Nervosa: A Retrospective Chart Review. J Can Acad
Child Adolesc Psychiatry. 2019;28(3):134.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.
49.
50.

51.

52.

53.

54.

55.
56.

7

Beat. Beat’s response to Government plan for calorie counts on
menus [Internet]. 2018. Available from: https://
www.beateatingdisorders.org.uk/news/beats-responsegovernment-plan-calorie-count
Haynos AF, Roberto CA. The effects of restaurant menu calorie
labeling on hypothetical meal choices of females with
disordered eating. Int J Eat Disord. 2017;50(3):275–83.
Crockett RA, King SE, Marteau TM, Prevost AT, Bignardi G, Roberts
NW, et al. Nutritional labelling for healthier food or non‐alcoholic
drink purchasing and consumption. Cochrane Database Syst
Rev. 2018;(2).
Petimar J, Zhang F, Cleveland LP, Simon D, Gortmaker SL,
Polacsek M, et al. Estimating the effect of calorie menu labeling
on calories purchased in a large restaurant franchise in the
southern United States: quasi-experimental study. BMJ.
2019;367:l5837.
Daley AJ, McGee E, Bayliss S, Coombe A, Parretti HM. Effects of
physical activity calorie equivalent food labelling to reduce
food selection and consumption: systematic review and metaanalysis of randomised controlled studies. J Epidemiol
Community Heal. 2019.
Beat. Beat’s response to Change4Life’s 100 calorie snacks
campaign [Internet]. 2018. Available from: https://
www.beateatingdisorders.org.uk/news/change4lifes-100calorie-campaign
Pinhas L, McVey G, Walker KS, Norris M, Katzman D, Collier S.
Trading health for a healthy weight: The uncharted side of
healthy weights initiatives. Eat Disord. 2013;21(2):109–16.
NHS England. National Child Measurement Programme
[Internet]. 2018. Available from: https://digital.nhs.uk/services/
national-child-measurement-programme/
Public Health Wales. Child Measurement Programme for Wales
[Internet]. 2019. Available from: https://phw.nhs.wales/servicesand-teams/child-measurement-programme/
Public Health Wales. Standards for implementing the child
measurement programme for Wales. 2014.
Public Health England. National child measurement
programme: Operational guidance 2019. 2019.
Nnyanzi LA. The national child measurement programme: Its
value and impact [Internet]. Teesside University; 2012. Available
from: https://ethos.bl.uk/OrderDetails.do?uin=uk.bl.ethos.582073
Hunger JM, Tomiyama AJ. Weight labeling and disordered
eating among adolescent girls: Longitudinal evidence from the
national heart, lung, and blood institute growth and health
study. J Adolesc Heal. 2018;63(3):360–2.
Sharpe H, Griffiths S, Choo T, Eisenberg ME, Mitchison D, Wall M,
et al. The relative importance of dissatisfaction, overvaluation
and preoccupation with weight and shape for predicting onset
of disordered eating behaviors and depressive symptoms over
15 years. Int J Eat Disord. 2018;51(10):1168–75.
Mooney A, Statham J, Boddy J, Smith M. The National Child
Measurement Programme: Early experiences of routine
feedback to parents of children’s height and weight. 2010.
Morley B, Niven P, Dixon H, Swanson M, Szybiak M, Shilton T, et al.
Population-based evaluation of the ‘LiveLighter’ healthy weight
and lifestyle mass media campaign. Health Educ Res. 2016;31
(2):121–35.
LiveLighter. LiveLighter Campaign F&Q [Internet]. Available from:
https://livelighter.com.au/About/FAQ/
Simpson CC, Griffin BJ, Mazzeo SE. Psychological and behavioral
effects of obesity prevention campaigns. J Health Psychol.
2019;24(9):1268–81.

