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[bookmark: _Toc39270741]Introduction
Body weight can be a hot topic not only in today’s society, but also particularly in healthcare related fields of study. This is especially true with movements that call into question, resist, critique, and problematize popular historic science on body weight emerging and gaining popularity among healthcare practitioners, such as Health At Every Size®. Organizations like Obesity Canada have large platforms that include student-led Chapters that are typically affiliated with health professional programs within universities that are also discussing body weight within their contexts. The move to medicalize body weight and redefine obesity as a chronic disease differs greatly when compared to movements like Health At Every Size®, and the work of fat studies scholars and activists. Both can be seen as such differing viewpoints which can create turmoil in this area of research, while it is unclear which method is “right.” This research paper will explore discourse as a method to analyze two paradigms of thought that are contributing to the “turmoil” in weight related research. This paper unfolds in three main sections. First, medicalization will be discussed, and explored in regard to body weight. Second, discourse analysis will be explored as a method. The methods will be detailed in this Part 2 for a discourse analysis that will be conducted in Part 3 of this paper. Third, I will present results of my discourse analysis that was used for text-based qualitative research (in the context of a directed study) on two websites that each represent diverging ideological views of body weight; Obesity Canada and the Association for Size Diversity and Health. In this paper, I aim to provide insights into the competing discourses that exist on body weight in research, healthcare, and society.

[bookmark: _Toc39270742]Part 1 – Medicalization and Discourse
[bookmark: _Toc39270743]Introduction to Discourse
Discourses are highly prevalent within society. Not only does discourse inform society, but society informs discourse (Johnstone, 2002). A discourse is considered to be a pattern of ideas, beliefs, or a way of speaking and thinking, that influences and constructs society (Johnstone, 2002). The process of discourse analysis, which will be completed later in this paper in Part 3, can involve critical social theories and studying power struggles and oppression within society (Johnstone, 2002). Dominant discourse, like that of “obesity," can be one example that demonstrates dominance and oppression within society (Johnstone, 2002). This is where the “thin ideal” is the dominant discourse, falling in line with healthism ideologies and viewpoints (Crawford, 1980). This first portion of the paper aims to discuss and question the common obesity discourse and how it informs the medicalization of larger bodies, and vice versa. My use of scare quotes throughout the paper is used to denote my disagreement and/or questioning of a given concept and/or use of language, including “obesity” and the “thin ideal.” I am using scare quotes; as my aim is to avoid further propitiating the common obesity discourse, because I acknowledge the harm that can come from this discourse. 
[bookmark: _Toc39270744]Medicalization and Healthism
The moralization and medicalization of “deviant behaviour” is not a new concept or ideology. By definition, medicalization is when a behaviour is deemed a medical problem or illness, requiring intervention and treatment from the medical profession (Conrad, 1975). Some examples of medicalization of said “deviant” behavior includes alcoholism, drug addiction, and violence as a genetic or brain disorder (Conrad, 1975). “Deviant” behaviors in society have been medicalized as a form of social control for a long time (Conrad, 1975). Medical interventions and medical management can be seen as methods of social control for the “deviance” that “problems” that are medicalized present; the example in this paper being fatness1 (Conrad, 1975). Fatness is described and defined as “obesity” in current dominant discourse. Medical intervention and management of “obesity” is seen to be the individual’s responsibility, along with guidance from a medical professional (Crawford, 1980).
One form of medicalization that is very prevalent in today’s society is healthism (Crawford, 1980). Healthism’s ideology deems “unhealthy” behaviors to be “bad” and “deviant” (Conrad, 1975). Healthism arose from the popularity of health-conscious movements entering in the 1970s; two of these movements being holistic health and self-care (Crawford, 1980). The preoccupation with health invaded particularly the middle-class who were able to take the time and money to focus on their health (Crawford, 1980). The ideology of healthism is consistent with medicalization where the level of impact and change is seen to be at the individual level (Crawford, 1980). Medicalization and healthism are then seen as negative phenomena as their focus on the individual level therefore encourages solutions to be created for the individual level, rather than encouraging social or political change (Crawford, 1980). 
[bookmark: _Toc39270745]Current Tools used to Medicalize Fatness
Body Mass Index (BMI)
One key and “historic” way that larger bodies are medicalized is through the use of the Body Mass Index (BMI) scale. BMI classifies people into four categories based on weight and height. This is used by many healthcare practitioners to denote a sense of “risk” involved for various 
---------------------------------------------------------------------------------------------------------------------
1The use of “fat” and “fatness” is used in the paper to describe larger bodies, rather than medicalized terms such as “obese” and “overweight.”
medical conditions such as diabetes, heart disease, renal disease, and many others (Mahan & Raymond, 2017). Due to the ease of its usage, BMI can be included as data to enable or support medical diagnoses and interventions (Mitchinson, McPhail, & Ellison, 2016). Generally speaking, many students in academic settings, specifically Nutrition and Kinesiology undergraduates, recognize that BMI is not accurate for all populations. This is commonly seen to be true for races other than Caucasian, those with higher muscle mass, and during pregnancy (Heymsfield, Peterson, Thomas, Heo, & Schuna, 2015). 
BMI and the Nutrition Care Process. There are many clinicians in the dietetics realm who use BMI as an assessment, or diagnostic factor. The amount of value they place on it varies, like anything, but it is something to be examined and considered critically. There are some scenarios where weight and BMI can be seen as a crucial and valuable method of monitoring a patient, within the Nutrition Care Process (NCP). An example of this could be someone who is malnourished or being placed on a tube feed. This is where weight would be used to assess their nourishment and the status of their energy needs. In other dietetic scenarios, using weight can be an easy go-to diagnostic tool for many clinicians. However, it can be argued that using methods other than weight for diagnostic methods for the same diagnosis can not only create a more bulletproof diagnosis, but also be a more socially just and less oppressive manner in which to practice (i.e. not making biased assumptions about clients). 
Anthropometric Measurements
Besides BMI, there are other size related measurements that can be used as diagnostic factors, including anthropometric measurements (Mahan & Raymond, 2017). Anthropometrics are measurements taken of body parts (e.g. upper arm circumference, waist circumference). For example, part of the diagnostic criteria for Metabolic Syndrome includes a waist circumference measurement that denotes “central obesity” (Jin & Benyshek, 2013).
Edmonton Obesity Staging System (EOSS)
Furthermore, tools have been created like the Edmonton Obesity Staging System (EOSS) that allow clinicians to take a more overall “body and health” centered approach to “obesity,” yet still problematizes fatness. The EOSS tool uses BMI classifications (Obese I – III) as well as screening for “obesity-related risk factors,” physical symptoms (e.g. exertion, dyspnea, fatigue), “obesity-related psychological symptoms” (e.g. depression, suicide ideation), functional limitations (e.g. reduced mobility), and “impairment of well-being” (i.e. quality of life impacted). These factors are rated from mild to severe and combined with the Class of BMI (Obese I – III) to then allow the clinician to define the patient’s “Class” and “Stage” of “obesity severity” (Sharma, 2009).
Something else to consider with the creation of new tools to classify medical “obesity,” is the integrity of its creators and authors. In the case of the EOSS, both co-authors/creators of this tool have research interests in bariatric surgery, a very medicalized intervention/treatment for fatness. One of which, Dr. Arya Sharma is the founder of Obesity Canada and has acted as a previous president of the Canadian Association of Bariatric Physicians and Surgeons (“Arya Mitra Sharma”, 2019). It may be that he has vested interests in fat people remaining medicalized and problematized in society, as his work depends on it. He is an example of how the “obesity epidemic” can further the political and economic status of some individuals, while enforcing immense shame and stigma towards fat folk (Campos et al., 2005).
[bookmark: _Toc39270746]“Obesity as a Chronic Disease”
The discourse that redefined obesity as a chronic disease emerged officially in 2013 when the American Medical Association (AMA) declared it as such at their annual House of Delegates meeting (Kyle, Dhurrandhar, & Allison, 2016). This decision from the AMA was said to come from over three decades; each milestone in the process had its own implications on policy (Kyle et al, 2016). Redefining obesity as a chronic disease has a main goal of providing more access to care for individuals, less blame, and better conditions for research to be done to identify prevention and treatment strategies (Kyle et al, 2016). Continually, the redefinition of obesity as a chronic disease is said to be done as an effort to put less individual blame on those living in bigger bodies for their “condition.” It is also something that other organizations such as Obesity Canada have since adopted (“Obesity in Canada”, 2019). While there is arguable benefit in redefining “obesity” as a chronic disease to reduce “blame” from people, it still views fatness as a problem that needs to be fixed along with what people “should” do to manage the chronic disease. While the evolving ideology arguably brings slightly more humanity to the topic than what once was, it is still heavily rooted in a medicalized view of body weight as it creates a medical diagnosis for fatness. 
The word “obesity” in itself is a heavily stigmatized word that medicalizes body weight. As such, Adipose Based Chronic Disease (ABCD) is evolving out of this discussion. ABCD can be seen and described as the next “new flavour” of medicalized obesity, as ABCD too acknowledges and agrees with the ideology of “obesity as a chronic disease,” and obesity as a medical condition that requires care and management (Mechanick, 2016). Despite this, its aim is in the right place, to further remove the stigmatization that comes from the word “obesity” and acknowledge the complexity that exists with it. However, a name change of the same concept may not be enough. Additionally, ABCD aims to look at genetics and other factors that impact adiposity, and how this impacts risk and care, through a very medical lens (Mechanick, 2016). Comparatively, this is a very different ideology than the Health At Every Size® (HAES) and body acceptance movements, which seek to normalize and celebrate the body and genetic variation that exists among humans, rather than medicalizing difference.
[bookmark: _Toc39270747]Health At Every Size (HAES®)
The “treatment” of people living in bigger bodies is heavily researched, debated, and talked about. The dominant obesity discourse of weight loss interventions and the “thin ideal” are not only encouraged in the medical community, but also laced into the media and public health messaging. This creates a thorough presence of these messages and this discourse in society. However, something important to consider is the absence of consideration of fat people’s involvement in public health messaging and research that is done in this area (Evans & Cooper, 2016). Instead, they are often told what to do to fix their “problem,” how to dress, how to act, and what to feel. Switching the focus from weight and size to health is exactly what HAES® scholars aim to do. This can be seen to create a more inclusive space for encouraging health behaviours, regardless of body size (Monaghan, Colls, & Evans, 2013). However, even this ideology has its shortcomings, with a hyper focus on “health” as the goal. As described by Crawford in 1980, performing actions for the aim of “health” is medicalizing in the sense that your aim is to avoid “disease”. While HAES® has important roots in enlightening folks that health can be achieved at sizes beyond the “thin ideal,” it can be problematic for fat folks who are not perceived to be “healthy” or working on their health.  HAES® can also be problematic is the sense that it too can create moralization around health and size and that individuals should be working towards “being healthy,” or they fall short (Brady & Gingras, 2016). 
[bookmark: _Toc39270748]Epidemiology of “Obesity” – Harms & Potential Inaccuracies?
The weight centered health paradigm (WCHP), as discussed by O’Hara & Taylor (2018), is also known as the dominant obesity discourse, having a positivist stance. There are psychological, behavioural, physical, and social harms that can come from this paradigm (O’Hara & Taylor, 2018). The WCHP often simplifies fatness to be a problem of one’s own eating too much and not moving enough (O’Hara & Taylor, 2018). However, research indicates that body weight is a lot more complicated than that; genetics alone can account for 70-80 percent of the variability of body weight (O’Hara & Taylor, 2018). Nevertheless, facts like these are not highlighted in common epidemiology and public health messages.
Dominant obesity discourse highlights and portrays that rates of obesity are increasing at an exponential and “alarming” rate, creating “the obesity epidemic” (Campos, Saguy, Ernsberger, Oliver, & Gaesser, 2005). This sense of panic enforces the moralization of fatness and the idea that the “alarming rising numbers” is a terribly bad thing. This discourse has many vehicles to transmit its messages, one example being through diet culture. Diet culture is defined by Registered Dietitian Chirsty Harrison as: “worshipping thinness and health as a moral virtue.” Diet culture is another vehicle of dominant obesity discourse that creates a sense of fear and moral panic around body size in society (Harrison, 2018). 
Along with this sense of unnecessary fear, the accuracy of the depiction of the epidemiological data surrounding the “obesity epidemic” is highly debated to this day by some scholars. There is rhetoric that exists within the dominant obesity discourse, including the “obesity epidemic”. Since 2000, the World Health Organization and other public health organizations have framed fatness as a crisis that needs to be fixed (Evans & Cooper, 2016).  Authors like Campos et al. had begun questioning the validity of “obesity epidemic” back in 2005; though their critical positions on the matter are still not included or considered in dominant “obesity” discourse and related discussions (Campos et al., 2005). As described by Campos et al. (2005), “obesity” is not actually increasing at an alarming rate, instead it has experienced a subtle shift that has been exaggerated by the mainstream obesity discourse. It then brings to question if the “obesity epidemic” is instead an “epidemic of alarmist language” (O’Hara & Taylor, 2018). In the United States, those in the underweight category of BMI have gained little or no weight, and the majority of others on average weigh 3-5 kilograms (6.6 – 11 pounds) more than they did a generation ago (Campos et al., 2005). This shift has been enough to bump these individuals into higher BMI categories (Campos et al., 2005). This has in turn swayed the discourse to propagate an “alarming” increase in the rate of larger bodies, which are already problematized by BMI itself.  
[bookmark: _Toc39270749]More Negative Impacts of the Dominant Obesity Discourse
Unfortunately, weight bias is still far too common in healthcare. Weight stigma and biased behaviours from healthcare professionals can encourage people living in larger bodies to avoid going to see healthcare practitioners to avoid feelings of oppression and shaming because to their size (Tomiyama, 2018). In addition to this, fatness is intersectional to other oppressive and biased discourses in society such as race, disability, age, sexuality, and gender (Evans & Cooper, 2016). 
Beyond healthcare and the medical space, obesity discourse is harmful on social media and in social interactions. When individuals make comments or jokes related to fatness, it can be very problematic, even when, the individual making the comment/joke may not realize its impacts as the dominant obesity discourse is normalized in society (Evans & Cooper, 2016). A topical example of this are common “memes” that have been circulating during the COVID-19 global pandemic. One of the most popular weight focused “memes” is a side by side shot of a thin Barbie doll on the left-hand side compared to a fat Barbie doll on the right-hand side. On the right, the caption says, “before quarantine”, and the left says, “after quarantine”. This “meme” is a prime example of weight stigma. Sharing of this “meme” could be made from individuals who have internalized fatphobia because of the dominant discourse of obesity and problematized “obesity epidemic” that is prevalent in society. As mentioned previously, this can be harmful to fat folk as when seeing this it portrays that their current fat body is “bad.” 
[bookmark: _Toc39270750]Pushing for Change – Fat Activism 
While the dominant discourse is still rooted in problematizing and medicalizing fat, fat activists are pushing for change. Saying someone is “obese,” “overweight,” and “fat” can all have different meanings to different people. “Fat” and “fatness” are words that have been now reclaimed by the fat community and many fat activists use those terms as descriptors of body size, rather than as insults to their bodies and the bodies of others (Wilbur, 2016). Fat studies and fat activists are pushing for change within the “obesity” discourse by challenging and offering alternatives to the common discourse. This is done by not choosing a better way to “tackle” or “address” obesity, but instead by creating alternative ideologies and understandings of fatness, beyond pathology (Evans & Cooper, 2016). Instead of having a positivist approach, fat studies share ideologies of other movements such as feminist, queer, and post-structural theory (Evans & Cooper, 2016).
[bookmark: _Toc39270751]Part 2 - Method review
[bookmark: _Toc39270752]Discourse Analysis as a Methodology 
Discourse analysis can be used as a methodology to study language and its effects (Johnstone, 2002). As a research methodology, discourse analysis can be a systematic and rigorous way to answer a research question (Johnstone, 2002). Two examples of comparatively different questions that discourse analysis can tackle include: linguistic related questions and questions related to social issues (Johnstone, 2002). In addition to this, discourse analysts can help answer questions related to dominance, oppression, solidarity, and self-identity in society (Johnstone, 2002). In the case of this directed study, a more social related question was examined regarding size and health. 	
The methodology of discourse analysis is what informed the methods of this directed study. An example of this is how Johnstone (2002) explains that the study of rhetoric can be used within discourse analysis, as discourse can have rhetorical motivation. Therefore, rhetoric was used as a method in the analysis completed, in Part 3 of the paper. By taking the time to study discourse analysis as a worldview, I was then also prepared to use this as a framework to guide the many readings for this course. 
[bookmark: _Toc39270753]Methods 
The final assignment within this directed study is to use discourse analysis methods to critically examine and compare two websites: Obesity Canada (https://obesitycanada.ca/) and the Association for Size Diversity and Health (https://www.sizediversityandhealth.org/). The method that will be used to do so will include five categories of analysis as systematic steps to critically analyze and compare the websites and to answer the question at hand, while using discourse analysis as a guiding framework. 
The five categories that will be used as systematic steps to critically analyze the websites are: 1) lens/approach; 2) readability; 3) data/evidence; 4) rhetoric; 5) other/special features. To begin, background on the organizations will be examined to understand the origins of their websites. This will include dissecting what ideologies fuel their vision and mission statements (as seen in Table 1). Second, readability will be examined by seeing if jargon is used and if their website materials caters to their audience. This section will also involve examining who may be the audience of the websites, and how being a given audience member would impact the message received from the given website. Third, the data and evidence presented on the websites will be analyzed for timeliness and credibility/source. Fourth, the rhetoric of the websites will be briefly examined by completing a short rhetorical analysis using Aristotle’s three artistic proofs: ethos (ethical appeal), pathos (emotional appeal), and logos (logical appeal) (Purdue University, n.d.). Lastly, the other and special features category will be used to mention and analyze any unique features of the websites and what membership options they have to offer to their audience. Along with the five categories used to systematically analyze the discourse within the two websites, multiple viewings and revisions will be used as a method for this analysis. This is because according to Barbara Johnstone (2002), studying discourse cannot happen within one single viewing.
[bookmark: _Toc39270754]Part 3 - Discourse Analysis
A brief discourse analysis was completed of two websites that represent two different discursive framings of “obesity” in this part of the paper. The first website is Obesity Canada (https://obesitycanada.ca/) and the second website is the Association for Size Diversity and Health (https://www.sizediversityandhealth.org/). The methods for completion of the discourse analysis of both websites has been described in detail in the previous section, Part 2. Course readings were completed relating to both of the websites ideological viewpoints to give context. 
[bookmark: _Toc39270755]Lens / Approach
[bookmark: _Toc39270756]Obesity Canada
Obesity Canada (OC) was founded in 2006 by Dr. Arya Sharma (known for co-authoring the EOSS scale previously mentioned), under the previous name of the Canadian Obesity Network (“Obesity Canada”, 2019). In 2018, Obesity Canada changed their name and mandate from the “Canadian Obesity Network” to “Obesity Canada”, an “obesity” registered charitable organization (“About Us”, 2020). To quote OC on their website this was done in an effort to “merge the goals and strategies of health systems, healthcare providers, public and private payers, policy makers, the research community, the private sector and people affected by obesity” (“The Canadian Obesity Network is Now Obesity Canada”, 2018). 
OC and the Association for Size Diversity and Health (ASDAH) have two different worldviews and ideological positions. This is not only clear in publications that emerge from each respective group, but also through viewing their websites and social media pages. Obesity Canada’s approach is clearly very medicalized on their website. This is demonstrated in what they promote on their website and the language that they use to describe individuals who are of a higher weight, always using “obesity.”
[bookmark: _Toc39270757]Association for Size Diversity and Health
ASDAH is a non-profit organization that was formed in 2003 in an effort to more formally establish and organize HAES® as a consistent movement (“About”, n.d.; Brady & Gingras, 2016). In 2011, ASDAH trademarked HAES® to create consistency within the community and to prevent diet-related companies from making profit using their ideas (Brady & Gingras, 2016). Despite the recent growth in the HAES® based ideologies, many of its core values were found in the 1960s with The National Association to Aid Fat Americans (later to be known as The National Association to Advance Fat Acceptance) (Brady & Gingras, 2016). This association along with The Fat Underground were two key activist groups that emerged speaking out against weight-based discrimination and weight rooted health ideologies, prior to the trademarked HAES® movement (Brady & Gingras, 2016). 
ASDAH does not use the term “obesity” to describe body size or individuals at any point on their website. In addition, they explore intersectional impacts to health, beyond size. For example, they include an entire page on their website titled “Anti-Oppression Resources.” This page explores topics such as white-privilege, disability justice, and countless resources to learn more on anti-oppression topics (“Anti-Oppression Resources”, n.d.). This reflects a similar worldview as many fat studies scholars who see and study the overlap and relationships between fatness, poverty, social economic status, race, ethnicity, age, sexual orientation, and health (Ernsberger, 2009). 
[bookmark: _Toc39270758]Vision, Mission, and Guiding / Core Values
	While the guiding ideologies of the two groups is important to analyze at their grassroots; their vision and mission statements, along with their guiding and core values are a great way to compare these differing ideologies in action. The three of these for both websites are taken in direct quote format in the table below, Table 1. The difference in ideologies can be clearly seen by looking at the vision section of Table 1. The way in which OC speaks to their vision is clearly medicalized saying, “people affected by the disease of obesity;” whereas ASDAH uses the following phrase, “celebrates bodies of all shapes and sizes” (“About Us”, 2020; “Mission”, n.d.). Despite this different framing of what larger people and higher weights mean, both have vision statements that focus on health for the individuals: OC saying, “living healthy lives,” and ASDAH saying, “that support health and well-being” (“About Us”, 2020; “Mission”, n.d.). This reflects that both organizations have focuses that are deeply rooted is healthism; by placing such a high value on health for well-being and “success” (Crawford, 1980).  
Table 1 
Comparison of Obesity Canada and the Association for Size Diversity and Health’s vision statements, mission statements, and guiding/core values
	
	Obesity Canada
	Association for Size Diversity and Health

	Vision
	“A day when people affected by the disease of obesity are understood, respected, and living healthy lives.” 1
	“We envision a world that celebrates bodies of all shapes and sizes, in which body weight is no longer a source of discrimination and where oppressed communities have equal access to the resources and practices that support health and well-being.” 2

	Mission
	“To improve the lives of Canadians through obesity research, education, and advocacy.” 1
	“ASDAH’s mission is to partner with service providers, educators and advocates to dismantle weight-centered health policies and practices, ensuring that people who live with multiple forms of oppression are focusing our work.” 2

	Guiding/Core Values
	· Respect
· Evidence-Based Action1
	· Respect
· Integrity
· Justice
· Inclusiveness2


Note. The above information are direct quotes from their respective websites. Their original source is as follows, using numerical superscripts: 1https://obesitycanada.ca/about/
2https://sizediversityandhealth.org/content.asp?id=4.
[bookmark: _Toc39270759]Overlap
	Though OC and ASDAH frame weight in very different lights, I believe that there is some common ground among the organizations. As mentioned previously, they are both still rooted in healthism beliefs. In addition, they both aim to reduce weight-based discrimination; though done in different ways. In addition, OC has some statements such as, “it is important to know that some people may not need to lose weight because their weight may not be affecting their health at all” (“Your Best Weight”, 2019). With looking solely at this statement, it seems as though it shares a similar belief to HAES®. However, when you continue to read the webpage tab on Best Weight it says, “depending on the severity of your obesity, medications and surgery may be considered in addition to lifestyle and behavioural change interventions and support” (“Your Best Weight”, 2019). Thus, still framing larger people in society as “obese” who need medical intervention, treatment, and management. This framing then does not overlap with ASDAH’s stance.
[bookmark: _Toc39270760]Readability
[bookmark: _Toc39270761]Navigation
ASDAH has four tabs on the top of their website, six tabs on the left-hand side of their website, and four tabs on the bottom of their website (along with their Twitter and Facebook social media links). Both social media platforms are active with posts made within the last week (as of April 28th, 2020). The tabs on the top of their website include: About, Blog, Media, and Contact. The tabs on the left-hand site of their website include: Home, HAES® Approach, Blog, Resources, Projects, and Membership. The tabs on the bottom of the website include: Home, Contact, Site Map, and Privacy & Security. All of these tabs have drop down menus that create further paths within the website to various topics. The landing page of the ASDAH website also features a photo of a group of individuals that are racially, ability, age, and size diverse. 
OC has the option of its website to be in French, and their social media links at the top of their webpage (Facebook, Twitter, YouTube, and Flickr). The Flickr found on their website is described as an image bank provided for royalty free, “empowering”, “positive”, and “non-stereotypical” images of people “living with obesity.” (“Image Bank”, 2020). This page also links the user to other image banks provided by other organizations that medicalize body weight, such as the World Obesity Federation (“Image Bank”, 2020). While the images in OC’s image bank is deemed non-stereotypical, the majority of the images are highly medicalized and stereotypical images of people in larger body sizes. The majority of the images picture a patient with a clinician in a white lab coat, fat individuals working out, and fat individuals cooking. This aligns with a healthism-based ideology that fat individuals need to use individual efforts to take care of themselves through treatment with a healthcare provider, exercise, and food. On the top of OC’s landing page, they have a drop-down menu of tabs that includes: About Us, About Obesity, Blog, Community, Resources, Events, and Donate. All of these tabs have drop down menus that create further paths within the website to various topics. The landing page is very busy and cluttered as you scroll down; including links to various different things including various recent blog posts. 
[bookmark: _Toc39270762]Is it full of jargon? 
	The OC website is not free from jargon. One example is found on their What is Obesity tab, within the About Obesity tab. There lies an infographic that contains jargon on metabolic impacts of “obesity” such as the hypothalamus. Hypothalamus is a specialized biological term that is likely unfamiliar to people who have not studied biology, anatomy, and/or physiology. Even terms that are mentioned like biological and environmental influences on “obesity” could be considered as jargon. This is because to someone who is not heavily read and involved in health-related research or weight related academic topics may not understand what these biological or environmental impacts are on weight.
	The ASDAH website is also not free from jargon. However, for both websites it should be acknowledged that it is hard to refrain from all specialized terms when you are aiming to provide targeted education for professionals (as a portion of your audience). The HAES® acronym and the Health At Every Size® ideology could be a term that could be considered jargon on the ASDAH website. While ASDAH does have a HAES® Principles tab, where there is explanation for what Health At Every Size® is, there are still jargoned terms in that description. For example, the explanation of the first principle (Weight Inclusivity) includes the term “pathologizing” in relation to rejecting the thoughts that higher weights are bad or unhealthy for health (HAES® Principles, n.d.).
[bookmark: _Toc39270763]Written for the audience?
	Both OC and ASDAH could be seen to have relatively similar audiences for their websites as they both have aims to present education, research, and resources surrounding weight. Despite this, the audience members who arrive to each website likely have different ideologies on body weight. ASDAH is written and presented in simple, organized, straight-forward language; though the material presented is tailored for healthcare professionals and scholars. There are few tabs that are seen as for “community” audience members, in my opinion. The Resource and Blog tabs would be good examples of community audience-based content. However, the focus on educators and health-related practitioners is showcased in the fact that all of their webinar topics being focused towards practitioners such as “When Your Client Says, But I Need To Lost Weight.” (“HAES® Webinars”, n.d.). OC has aimed to establish itself as a go-to resource for healthcare practitioners and the public with creating one Resources tab for Public and one for Professional. Each of these tabs are then highly focused for the audience it is intended for. Another example of how the OC website is written for a patient/community member is their “What is Obesity” and “Managing Obesity” tabs that are found within the About Obesity tab. These tabs have explanations of obesity and OC’s accompanying ideology on “obesity”, especially as redefining/understanding “obesity as a chronic disease”. For both websites, the audience member that you are (i.e. community member or healthcare practitioner) would impact which website tabs you access and how each tab would impact your browsing experience. For example, if a community member went to the Resources tabs tailored to research and/or healthcare practitioners, the webpage would not seem as helpful to them. 
[bookmark: _Toc39270764]Data / Evidence
[bookmark: _Toc39270765]Timeliness
For timeliness of the evidence and data provided on the websites, Obesity Canada is very current at a first glance. Their landing page has information regarding the current COVID-19 pandemic outbreak. OC has a blog post on their website as recent as April 29th, 2020; whereas ASDAH’s blog is less active. ASDAH’s most recent blog post is from February 2020, February 26th to be exact. Interestingly enough, both of these blog posts are on topics relating to weight stigma. OC’s is titled, “Fat Jokes and Memes During the COVID Pandemic”, and ASDAH’s is titled, “the HAES® files: “First, Do No Harm”: The Importance of Removing Weight Stigma from the Pediatrician’s Office” (Ramos Salas, 2020; Hanson, 2020). Besides their social media and blogs, ASDAH’s websites seem to be less frequently updated as some tabs have not been updated since 2014, such as their Journal Articles webpage tab (“Journal Articles”, n.d.).
[bookmark: _Toc39270766]Credibility / Source of information provided
	The nature and source of the information given on the OC website is heavily ingrained in historical obesity science. This is made clear throughout the website, and their messages are not given reference to their origin. Instead, OC presents a unified message that aligns with their ideological viewpoint previously discussed in the Lens / Approach section of this analysis. For ASDAH, this is also true that they have a unified message. However, different than OC, they do give explanation and reference to the root of their guiding ideological beliefs. Throughout the ASDAH website, there is constant reference to the HAES® movement and principles that fuel their viewpoints and information given on body weight and health. 
[bookmark: _Toc39270767]Rhetoric
Aristotle’s three artistic proofs are ethos (ethical appeal), pathos (emotional appeal), and logos (logical appeal) (Purdue University, 2019). The artistic proofs are also known as persuasion strategies that can be used to support arguments (Purdue University, 2019). 
OC’s stance and website could be described as a very logos focused approach, without much consideration given to pathos and ethos ways of knowing about the topic of “obesity”. They aim to appeal to ethics/ethos with combatting weight stigma and bias, though do not consider the confounding effects of their approach. The confounding effect of this is that their presenting views are very medicalized and place problem on larger bodies, which can create stigma in itself (Lyons, 2009). Presenting their efforts to dismantle weight discrimination in healthcare gives them pathos/emotional appeal to the public, laypersons, and patients who view their messages. However, this can be viewed as troublesome as these laypersons do not know how weight stigma and medicalization interact and impact each other.   
To compare, ASDAH is deeply rooted in an ethos approach, aiming to serve communities that are oppressed, through a lens considering intersectionality. For example, they provide an Anti-Oppression Resource page, and an Intersectionality section in their Other Resources page (“Anti-Oppression Resources”, n.d.; “Other Resources”, n.d.). This Intersectionality section includes articles on race and weight, and sexuality and weight (“Other Resources”, n.d.). ASDAH also considers pathos/emotional appeal as many people of all shapes and sizes are welcomed and included into their community. HAES itself has logical appeal to someone who has taken the time to review its literature and related research. However, to someone who has not and is only familiar with historic obesity related literature, ASDAH can be seen to have no logical appeal. 
[bookmark: _Toc39270768]Other/special features
[bookmark: _Toc39270769]Membership
Membership is a feature that each website has to offer to its audience. OC’s membership is free, whereas ASDAH’s membership is based on an honor system (“About Us”, 2020; “ASDAH Membership Application”, n.d.). ASDAH’s honor system is constructed in the way that $100 is the suggested fee, if you are living with multiple privilege identities in your life (e.g. race, ability, income, etc.). ASDAH’s members are also vetted to ensure that only individuals who are committed to size inclusivity and the HAES® principles join their community (“ASDAH Membership Application”, n.d.). ASDAH offers an email discussion group, individual member “HAES® expert” pages, newsletter/member alerts, a members directory page, and ASDAH/HAES® business cards to its members (“ASDAH Member Benefits”, n.d.). OC offers leadership/training/network opportunities, OC event registration discounts, free subscription to CONDUIT newsletters, free access to OC online resources (e.g. OBESITY+, practitioner tools), free access to an online clinic and resource directory, eligibility to OC awards, eligibility to OC committee, working groups, exert panels, local chapter events and resources, notices of employment, and opportunities to disseminate research findings to its members (“About Us”, 2020). Another aspect that is listed on their website as a privilege of OC membership is, “a chance to influence the obesity field in Canada” (“About Us”, 2020). This statement is interesting to consider as it is highly persuasive, and perhaps not entirely true or deliverable.
[bookmark: _Toc39270770]Unique Characteristics
While there is a lot of similarities in the style of platforms that the two organizations offer (i.e. Resources, a Blog), they each have unique characteristics. One example for the ASDAH website is that it has a “Books” subtab, within the “Resources” tab. This feature to the website is very unique as it categorizes books written by ASDAH members that on various topics, two categories being “Body Image” and “Spiritual Health”. One example of a unique characteristic for OC, is that their website has several short information-based videos targeted for patients browsing the website. These videos are present on the What Is Obesity and About tabs, two of which may be targeted towards a patient audience (“What Causes Obesity”, 2020; “About Us”, 2020). The videos provide an alternate way to give their information/message for people who prefer audio-visual over reading a text-based webpage.
[bookmark: _Toc39270771]Conclusion 
This directed study has been a journey, to say the least. It has both introduced and given me a much larger understanding and knowledge base on weight related literature. It has also helped inform my opinion on different aspects of weight related research and dialogue in both healthcare and society. When beginning, I knew that I had a huge interest in the topics at hand, but I did not fully understand how vast the research space is on weight. Framing the course as an examination of discursive framings of body weight was extremely helpful in my learning and my grassroots in this research field. I have learned that there is still a high prevalence of the dominant obesity discourse in society and the medical community, despite the known harms of weight stigma (Tomiyama, 2018). I learned about the definitions and impacts of deep-rooted theories such as medicalization and healthism; and how they impact dominant discourse on weight (Conrad, 1975; Crawford, 1980). Additionally, while BMI has been in use for close to two hundred years, it seems as though there is always a constant influx of “new” tools to be used with the same ideology and premise of medicalizing and problematizing larger bodies (Bubnis, 2017). Lastly, a discourse analysis of the websites was completed, and this created a comparison of Obesity Canada and the Association for Size Diversity and Health as organizations and as their ideologies. Personally, seeing their differences and their similarities helped me form my own opinions on both as organizations, and it helped me learn more about the ideologies that they hold. In the future, as an aspiring dietitian and aspiring researcher, I hope to use and build upon my learnings gained from this directed study to one day make an impact in this area of research and this area of dietetic practice.
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