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12 Anti-fat bias in evidence-based 
psychotherapies for eating disorders
Can they be adapted to address the harm?

Rachel Millner and Lauren Muhlheim

Evidence-based psychotherapies such as family-based treatment (FBT), cognitive 
behavioral therapy (CBT), and dialectical behavioral therapy (DBT) are often 
viewed as the treatment methods of choice for individuals with eating disorders. 
However, they have been primarily studied among patients in smaller bodies 
and as they are commonly delivered, these treatment methods reinforce weight 
stigma. Many of the components of these evidence-based psychotherapies per-
petuate anti-fat bias and are harmful to fat people. These treatment models are 
then taught to new clinicians entering the field, perpetuating the cycle of harm. 
When the treatments most often recommended for people with eating disorders 
are in fact harmful to a large portion of that group, we must look at the treatments 
themselves and decide if they can be changed to be weight inclusive—or if we 
need to abandon them altogether.

Evidence-based treatments overview

Most of the research studies on psychotherapy for eating disorders have focused 
on one of two groups. One set of studies has focused on traditional low to “nor-
mal” body mass index (BMI) weight patient groups with anorexia or bulimia. 
These studies have generally excluded patients in higher weight bodies because 
diagnostic criteria until 2013 required a low body weight for diagnosis of anorexia 
nervosa, and because fat bias led to the assumption that people in higher weight 
bodies could only experience binge eating disorder. The second set of studies 
has focused on people in higher weight bodies; these have often presumed binge 
eating disorder and included a focus on stopping bingeing, followed by a module 
on behavioral weight loss.

CBT (Fairburn et al., 1993) has been the psychological treatment most stud-
ied and validated for adults with eating disorders (including bulimia nervosa, 
binge eating disorder, and other specified feeding or eating disorders). It also 
has support for the treatment of adults with anorexia nervosa. FBT is the psy-
chological treatment with the most support for treatment of adolescents with 
anorexia nervosa and also has support for adolescents with bulimia nervosa. 
Although less studied, there is also support for DBT for the treatment of eating 
disorders.
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Since as far back as the 1950s, we have known that diets don’t work. Stunkard 
(1958) stated that among people who are pursuing weight loss, “most will not lose 
weight and of those who do lose weight, most will regain it” (p. 79). A more recent 
comprehensive analysis on weight-loss diets (Mann et al., 2007) found that one-
third to two-thirds of dieters re-gain more weight than they lost; it further noted 
that this was likely an underestimation due to research methodological flaws that 
biased the studies in the direction of showing weight loss. Diet culture’s focus on 
weight loss at any cost has not turned fat people into thin people, but it has con-
tributed to food preoccupation, body preoccupation, and weight cycling. Diets are 
often promoted as a way for people to improve “health,” but evidence indicates 
that diet-driven weight change, if any, does not result in improved health (Mann 
et al., 2007). Furthermore, weight cycling (gaining and losing weight repeatedly) 
can contribute to medical problems such as insulin resistance, hypertension, and 
inflammation (Bacon & Aphramor, 2011).

Diets are associated with an increased risk of developing an eating disorder and 
the younger a person starts dieting, the higher the risk of developing an eating 
disorder (Neumark-Sztainer et al., 2011). When higher-weight people lose weight, 
they are often congratulated and praised. Many higher-weight people who appear 
to “successfully” lose weight are engaging in eating behaviors that would be con-
sidered disordered in someone of a lower weight. As Neumark-Sztainer (2015) 
noted in her editorial in the Journal of Adolescent Health:

individuals who live in larger bodies but have serious restrictive eating dis-
orders may not be taken as seriously as needs to happen by family members 
and by the health care system, may face issues such as disbelief by others that 
they are ‘really consuming so few calories,’ may not be adequately covered in 
terms of insurance for treatment, and may not be getting the treatment that 
they so desperately need. (p. 2)

Weight bias and stigma are present in every part of our culture. Health care set-
tings and the eating disorder field are no exceptions. Weight bias among health 
care providers is well documented (Brownell et al., 2005). One of the only studies 
looking specifically at weight bias among eating disorder providers found that 
weight bias among these providers exists at a rate similar to other health care 
providers (Puhl et al., 2014). Eating disorder providers who endorsed a high level 
of weight bias not only had negative attitudes toward patients in higher-weight 
bodies, but they also reported poorer treatment outcomes compared to providers 
who reported less weight bias. In addition, this study showed a significantly higher 
attrition rate than other weight-bias studies conducted by the authors, and the 
attrition rate among eating disorder providers was highest when they were asked 
about their own attitudes toward patients in larger bodies.

Health at Every Size (HAES™) is offered as an alternative to the weight-centric 
model of health care. HAES is a weight inclusive model that takes the focus off of 
weight and directly opposes recommendations for weight loss. HAES recognizes 
the ways in which access, marginalization and oppression impact health outcomes 



Evidence-based psychotherapies  139

and uses a social justice framework to understand “health” and health outcomes. 
HAES providers decouple health and weight while valuing body autonomy and 
choice in care (Burgard, 2009).

Current evidence-based treatment is not grounded in HAES and many of 
the recommendations in their treatment models are inherently weight stig-
matizing. Common recommendations, including food journaling, calculating 
BMI, and weight exposures, fail to address the trauma many higher weight 
people have experienced due to weight stigma and can contribute to eating 
disordered behaviors. If evidence-based treatment is going to be offered as a 
treatment modality, changes must be made to remove weight bias from the 
models, or they will perpetuate harm for clients, particularly those in higher 
weight bodies. Evidence-based practice in mental health rests on three pillars: 
best available research; clinical expertise; and patient characteristics, culture, 
and preferences. Morales and Norcross (2010) offer a framework for applying 
evidence-based treatments to populations not included in the clinical trials for 
the treatments. Although they don’t specifically address size diversity in the 
paper, we can extend their discussion.

Morales and Norcross (2010) framed the problem as follows: “In working with 
racial and ethnic minority patients, psychotherapists frequently confront a clini-
cal dilemma. Should I use a research-supported treatment even if it has not been 
validated on patients of the same race or ethnicity as my patient?” (pp. 825–826). 
They conclude that practitioners have essentially three options for any particu-
lar patient with regard to a research-supported treatment: adopt it, adapt it, or 
abandon it. They recommend we adopt it when we believe the fit is good enough 
for this particular patient in this context. We adapt it when we believe it has util-
ity, but does not seem adequate for this particular patient, problem, or situation. 
Finally, we might abandon it when we believe it does not apply to the particular 
patient or might not produce the desired results.

All evidence-based treatments for eating disorders were developed for thin or 
“normal weight,” primarily affluent White cisgender females—and then they were 
applied to everyone else. Weight-loss regimens were not a part of these treat-
ments, and were only added when the treatments were adapted to larger patients. 
Might the treatments be weight-biased as they are manualized or practiced? Might 
they be harming patients in larger bodies—or patients in any size body?

Analysis of specific treatment models

CBT

In its purely theoretical form, CBT focuses on helping individuals understand the 
connections and interactions among their thoughts, feelings, and behavior. This 
is entirely weight neutral in theory yet, in the application of this theory to eating 
disorders, weight stigma has entered the framework.

Some of the key elements in CBT for eating disorders include psychoeduca-
tion; establishing regular eating and self-monitoring; interrupting eating disorder 
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behaviors (dieting, binge eating, and compensatory behaviors); developing alter-
native coping skills; addressing the over-evaluation of shape and weight; confront-
ing dietary rules; and addressing perfectionism, low self-esteem, and interpersonal 
problems. Weekly weighing is also a core component.

In reviewing CBT manuals and workbooks, we found a significant weight 
bias. For example, there are CBT therapies specifically for weight loss. Cognitive 
Behavioral Treatment of Obesity: A Clinician’s Guide by Cooper et al. (2003) is 
one example. Fairburn (2008) defined “obesity” as a medical disorder and sug-
gested choosing between treating the eating disorder or addressing weight via his 
other book “and this might, or might not, simultaneously result in cessation of 
the binge eating” (p. 253).

Even as Fairburn recognizes that weight loss is inadvisable for people with 
bulimia, he inexplicably encourages it in patients with binge eating. “Weight 
loss treatments are inadvisable with patients with bulimia nervosa, however, as 
they intensify dietary restraint, one of the major causes of their binge-eating” 
(Fairburn, 2008, p. 253). But for patients who are “obese,” “the other option is to 
treat the eating disorder first, the goal being to give patients control over their 
eating, and then they can consider tackling their weight” (Fairburn, 2008, p. 253).

In manuals and workbooks for eating disorders, we noticed a number of 
fat-phobic themes. For instance, many recognize that dietary restraint is a key 
problem in bulimia nervosa—stating that weight loss treatment is “inadvisable” 
for bulimia—but fail to recognize its role in maintaining binge eating disorder. 
The difference between the two disorders is that binge eating disorder is more 
commonly assumed to afflict people in larger bodies.

These texts often fail to recognize natural diversity of body weights and pathol-
ogize people in larger bodies. Fairburn (2008) explicitly assumes that body size 
is a function of eating disorder diagnosis: “Most patients with bulimia nervosa 
and eating disorder NOS1 have a body mass index (BMI) in the healthy range 
(between 20.0 and 24.9)” (p. 15). He goes on to state that

by definition, patients with anorexia nervosa are significantly underweight, and 
this is also true of a proportion of those with eating disorder NOS. At the other 
end of the weight spectrum, the great majority of patients with binge eating 
disorder are either overweight or have co-existing obesity (BMI 30 or more) 
reflecting their general tendency to overeat. (Fairburn, 2008, p. 15)

He also wrote, “Obesity is the general medical disorder most commonly seen 
among patients with an eating disorder, although the combination is not as com-
mon as might be thought because it is largely confined to patients with binge 
eating disorder” (Fairburn, 2008, p. 253).

It is taken as a given that higher-weight people must be “overeating” and 
under-reporting food intake—the authors express incredulity that people could 
possibly be both restricting and at a higher weight. For example, Fairburn (2008) 
writes, “binge eating apart, overeating is not common among patients with 
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eating disorders, the exception being those with binge eating disorder … they 
have a general tendency to overeat” (pp. 14–15). Similarly, he expresses concern 
that encouraging patients in larger bodies to relax dietary rules could be seen as 
“endorsing overeating” (Fairburn, 2008, p. 254).

The various CBT manuals express conflicting messages: they state “diets don’t 
work,” but continue to emphasize the importance of being in a “healthy weight 
range.” The workbook (Fursland et al., 2007) states, “The goal of weight loss is 
incompatible with correcting disturbed eating” (Module 5, p. 5), and elsewhere 
acknowledges that “body weight is under strong physiological control.” Despite 
this, it goes on to recommend that patients should be educated about “healthy 
ways to lose weight” including “binge-proof dieting,” which is “moderate dietary 
restriction” with “no inherent rules” but “flexible dietary guidelines” (Fairburn, 
2008, p. 255). And Waller and colleagues (2007) write that if a patient gains 
weight the therapist should help “them to accept this weight as the one that they 
are ‘meant to be’ (whatever it may be within the healthy BMI range;” Waller et al., 
2007, p. 171).

Another theme we noted was “It’s ok to lose weight—just not now.” Waller 
et al. (2007) write, “Once the eating disorder is less of a pressing issue and food 
intake is more stable, the focus can then turn to weight loss” and goes on to state 
“we advise clinicians to take a step back and see the resolution of the eating dis-
order as the first step in the long process of weight management” (Waller et al. 
2007, p. 88).

We also find it problematic that both manuals (Fairburn, 2008; Waller et al., 
2007) and a CBT workbook (Fursland et al., 2007) focus on “healthy BMI.” Both 
the CBT manual and workbook give instructions for calculating a client’s BMI. 
The workbook says,

We live in a society that is weight-obsessed. We don’t want you to get too 
hung up on your weight, but it is useful to know a bit about weight: what you 
weigh and whether your weight is in the healthy range. It will help you set 
reasonable goals for yourself. (Module 1, p. 9)

The workbook recommends that clients look up what a “healthy BMI” would be 
for them and specifies that a BMI over 30 is considered “obese.” It also asks clients 
to journal about their thoughts in response to knowing their BMI.

Another common theme is to predict or promise weight loss once binge eating 
disorder is successfully treated. This message fails to address the reality that bod-
ies come in all sizes, and it denies the impact of weight stigma. The provider is 
directed to reassure the patient that if they are in a “normal” BMI category they 
won’t go higher.

We would like to remind you that most people in the healthy weight range 
who adopt regular eating end up within 1 kg. of where they started, and some 
even lose weight. This is because even if you consume more calories than 
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usual from healthy food choices, you’re less likely to binge eat and therefore 
you’ll be ingesting fewer calories. This means you’re not actually eating more, 
you may be eating less, with fewer calories overall. (Fursland et al., 2007, 
Module 5, page 5)

In CBT, it is common to run behavioral experiments and use the outcome of 
weight gain to test whether a behavioral change really produces as much weight 
gain as the patient worries it will cause. For example if a patient holds the belief, 
“If I eat normal meals, my weight will shoot up,” they will be instructed to eat 
three normal meals and see what happens to their weight over the ensuing weeks. 
“The process is continued over a number of weeks until the patient learns that the 
original belief is not accurate and that they can eat three meals a day without sig-

tal design is stigmatizing: it reinforces the idea sitting at the core—that gaining 
weight would be a negative consequence, rather than dismantling it.

Could we instead challenge what patients believe will happen if they eat regu-
lar meals and or if they gain weight? Exposure can be designed to show them they 
can tolerate whatever happens. Instead of measuring weight changes we could 
measure distress, guilt and shame, preoccupation with food and body, or how 
much time one spends engaging with their eating disorder.

Body image interventions in CBT can also be problematic. Body exposure 
activities that instruct a patient to face or “expose” their body by wearing more 
form-fitting or revealing clothing in public fail to properly prepare patients in 
larger bodies to tolerate an environment that invalidates them. Activities that 
focus on illustrating to a person that their body image is distorted—and hence, 
they are “not as fat” as they believe—are also inherently fatphobic.

DBT

DBT as it is written focuses on a combination of acceptance and change. These 
concepts are not inherently fatphobic, however, their application in practice 
often is. DBT identifies food as an addictive substance and lists “go on a diet” on a 
list of recommended pleasurable activities. Providers may recommend weight loss 
in order to “develop a life worth living” and are encouraged to validate weight 
concerns of higher weight patients. The book Dialectical Behavior Therapy for 
Binge Eating and Bulimia states therapists should validate the concerns of higher 
weight patients and “the therapist might add that he or she too worries about the 
client’s weight as the excess pounds reflect an overuse of food to numb or avoid 
emotions.” Additionally, the book states that “reaching a healthy weight is impor-
tant” (Safer et al., 2009, p. 40).

DBT would require considerable modification to be made fat positive. It is pos-
sible to include the core parts of DBT as it was initially created, but the ways 
that it is practiced—particularly for people with eating disorders—would need 
to change significantly. Any mention of food as an “addiction” or weight loss as a 
pleasurable activity or a goal of treatment would need to be removed. The entire 

nificant weight gain” (Waller et al., 2007, p. 219). Unfortunately, this experimen-
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manual specific to eating disorders would need to be changed because it is rid-
dled with messages about potential weight loss, body size as a problem, and that 
individuals of higher weight are eating “too much” or using food to “numb out.”

Acceptance and commitment therapy (ACT)

ACT is not inherently weight-biased as initially written; however, its adaptation 
for the purposes of weight loss is clearly harmful. As with most of the therapies we 
discuss in this chapter, the motivation behind this adaptation was more likely the 
revenue opportunity from weight-loss programs than sound psychological practice.

Weight stigma in ACT can manifest in subtle ways. The provider may not 
identify weight loss as a goal or body size as a problem but goes on to suggest the 
client’s weight is getting in their way and that weight loss would allow them to 
live a more valued life. ACT is also sometimes used to help the client identify and 
overcome “barriers” to weight loss.

In order for ACT to be weight-inclusive, all aspects of treatment that focus 
on weight loss would need to be removed. It is insufficient to remove weight loss 
recommendations from ACT for eating disorders while in other settings, ACT is 
specifically being used as a weight loss treatment. We need to entirely remove the 
harmful idea that higher weight means that someone is going to find less value in 
their life and that weight loss will allow them to find more of this value.

FBT

FBT for eating disorders tends to exhibit less weight bias than most of the other 
evidence-based treatments for eating disorders. FBT as developed for anorexia 
and bulimia discusses weight only as it relates to restoring weight for individu-
als with anorexia. Although a process for determining goal weights in FBT is 
not specified in the manual, research shows that clinicians practicing FBT are 
more likely than providers of other treatment methods to use an individualized 
approach—the patient’s own growth records—rather than a population approach 
in determining goal weights (Lebow et al., 2018).

The FBT manuals do not go far enough in terms of addressing body diversity 
by including for example atypical anorexia or weight restoration in any condition 
other than anorexia. One study on FBT for atypical anorexia demonstrates that 
there is less focus on weight restoring teens with anorexia who are not in objec-
tively small bodies (Hughes et al., 2017).

General considerations for interventions

Compulsive exercise is a common feature of eating disorders. Most therapies dis-
cuss the risks of compulsive or compensatory exercise and recommend limiting 
or monitoring it. In application, weight bias creeps in: rather than basing a rec-
ommendation on the client’s symptoms, exercise is often discouraged for those 
in smaller bodies but encouraged for people in bigger bodies. Specifically, people 
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in higher weight bodies are often encouraged or permitted to continue exercise 
even when their exercise is clearly compulsive. There are strong cultural messages 
about the importance of exercise and people in larger bodies are often judged 
negatively if they do not exercise and often face stigma when they do exercise. 
They are then blamed or seen as resistant if they do not exercise. DBT talks about 
the benefits of exercise for enhancing mood. HAES focuses on life-enhancing 
movement, which is much broader focus.

Another intervention that is common is the use of weighing clients as expo-
sure. The theory is that clients need to be comfortable with their weight as part 
of their eating disorder recovery and that this happens by being exposed to their 
weight in treatment using exposure and response prevention.

None of these interventions considers weight stigma when recommending this 
intervention. They fail to recognize the potential harm or re-traumatization from 
weighing a higher weight person who has faced stigma regarding their weight 
throughout their lifetime. They also fail to recognize that these clients will face 
ongoing stigma at health care appointments such that being comfortable with their 
weight will not protect them from stigma. Additionally, as discussed previously, 
many eating disorder providers are weight-biased themselves and may be judging 
the weight of higher, weight clients. Even if they don’t say anything negative to 
the client about their weight, clients will pick up on this judgment and be harmed.

HAES-aligned treatments

It is crucial for the future of the eating disorder field that we develop HAES-aligned 
treatments. Even if adaptations to current therapies can align them with HAES, 
this will take time and even in success, we know that these treatments won’t be 
effective for everybody. Treatment that is HAES-aligned needs to be explicitly fat 
positive and anti-diet. The treatment needs to state from the start that weight loss 
will never be a treatment goal. There needs to be a commitment to social justice 
and acknowledgment of the impact of oppression and marginalization.

The evidence base already exists for HAES. Providing inclusive treatment 
that is non-stigmatizing is an ethical mandate. Newer treatment models such as 

researched to document their efficacy—but in the meantime, there is no doubt 
that current therapies as practiced are harming our fat clients. We cannot wait for 
the creation of a body of literature comparable to the one that exists for current 
treatments. When we know better, we need to do better. Shifting all treatment to 
a weight-inclusive, social justice, trauma informed practice will be beneficial for 
our clients across the weight spectrum.

Revised CBT model

The cognitive model for eating disorders posits that overevaluation of shape 
and weight drives the entire disorder, and that this fixation is caused by some-
thing within the individual, such as low self-esteem. This model fails to address 

Body Trust  that are fully fat positive and weight- inclusive are currently being 
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our sociocultural context—society is constantly bombarding individuals with 
the messages that their worth depends on shrinking their bodies. Individuals 
in larger bodies face stigma and people of many identities are marginalized. 
In this context, trying to shrink one’s body to retain power and safety is a 
rational response.

By locating the source of the disorder inside an individual—and failing to 
acknowledge the external stressors—CBT fails to address these systemic pro-
cesses. Once we start to acknowledge the role of culture, we can help patients see 
their struggles as an understandable—if maladaptive—response, rather than a 
product of pathology or vanity. And we can help them to learn new responses and 
build resilience. Let’s replace the “overevaluation of shape and weight” with “diet 
culture,” and let’s replace “significantly low weight” with “suppressed weight” to 
acknowledge people with anorexia who are not in emaciated bodies. In this way, 
we can modify the cognitive model to be aligned with HAES.

Trauma informed care

We cannot overstate the importance of trauma informed care. To provide care 
that is not trauma informed is harmful and unethical. As an eating disorder 
field, we need to recognize the trauma caused by living in a higher weight 
body in a world full of weight stigma. Any intervention suggesting weight loss 
is needed or that being in a higher weight body is wrong will re-traumatize 
our clients.

Preparing to provide trauma-informed care to all clients with eating disorders 
includes doing work to unpack our internalized weight stigma. All providers exist 
in the same weight-biased world as our clients do, and have inevitably internalized 
weight stigma. If we fail to recognize and address our own weight bias, we will 
continue to harm our clients. But as we have discussed, these issues are systemic. 
Attempting to put the field as a whole onto a trauma-informed footing requires 
the shift not just of individual providers, but of the field’s entire structure. Until 
this happens, our field will be full of landmines for higher weight clients seeking 
treatment for their eating disorders.

Internalized weight bias as an outcome measure

When research is conducted in the eating disorder field it is rare to see internal-
ized weight bias assessed as a pre and post-treatment measure. We have very little, 
if any, data on current treatments to indicate whether these models are decreasing 
or increasing internalized weight bias of clients. In order to give our clients the 
best chance at ongoing recovery, we need to support them in decreasing internal-
ized weight bias. Given the way current treatment is being utilized and messages 
delivered in eating disorder treatment, it is possible that many clients are leaving 
treatment with higher levels of internalized weight bias. All research looking into 
effectiveness of eating disorder treatments should include internalized weight bias 
as an outcome measure.
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Conclusion

After reviewing the presence of weight stigma in evidence-based psychotherapies 
for eating disorders and considering what changes would need to be made in order 
to remove the weight bias, we must ask the question of whether these changes are 
possible—or whether we need to abandon the current evidence-based practices. 
Given the exclusion of higher-weight people from the research and the bias in the 
data, we do not know if the evidence supports these practices for higher weight 
people. There would also need to be significant edits made to the evidence-based 
therapies to make them HAES-aligned. Even if this were possible it’s unclear how 
it will happen.

Given that evidence-based treatments are manual-based, manuals would need 
to be revised and ideally new research completed on the revised approach. This 
would require dedicated time, money, and commitment on the part of the eating 
disorder field. If the field is ready to commit to removing weight stigma from treat-
ment approaches, this be possible, however, if the field is not willing to make this 
commitment, we need to abandon these treatment models.

Note
	 1	 Eating disorder NOS is the diagnosis given to people with clinically significant eating 

disorders who do not meet criteria for anorexia nervosa or bulimia nervosa. This cat-
egory has now been renamed Other Specified Feeding or Eating Disorder (OSFED).
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