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WELCOME!

Welcome to our Spring/Summer Magazine of 2022.

We bring as always, our “Favourite” series highlighting the 
personal experiences of some of our community. We never have 
difficulty finding volunteers to write for this article which is  
fantastic. 

We had huge interest recently when Binge Eating Disorder was 
our topic of discussion at our online support meeting, with a lot 
of queries from those who missed it. We hope this article helps 
continue raise awareness.

Last year we published an article on the role of the MDT (Mul-
tiple Disciplinary Team).  

We continue to delve deeper into each discipline and in this 
edition, we are excited to share two articles on the importance of 
Physiotherapy within the MDT in relation to both children, and 
adults.

When I attended my first appointment with my MDT team I 
was unable to walk much further than from the car park to the 
clinic. 

I don’t have the words to describe the feeling I had of achieve-
ment after breaking through the mental restrictions I had placed 
on myself regarding my physical activity. 

I am so grateful for the skills and the non-judgement of all the 
physiotherapists in the MDT team who gave me the courage to 
improve my quality of life by removing the fear of movement.  

We thank all who have given their time to submit content for 
our magazine, both Healthcare Providers and those with the lived 
experience. 

We hope you enjoy our Magazine and that you gain useful tips 
and information and maybe share it forward with others who may 
benefit from it. 

Maura Murphy

Secretary ICPO     
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As a physiotherapist I focus on function and participation and as 
I have specialised in working with children and adolescents (paedi-
atric health) this means that I care a lot about PLAY. Being able to 
play is essential to growth and health as our physical, emotional and 
social development evolves through play. Playing at different times 
of our life is varied and relies on whether our body and mind are 
developing in a typical manner.

So playing at 6-months old might boost our learning on how to 
physically balance in sitting while we stretch for a toy or bunch of keys 
that are just out of reach. Another example might involve trying to roll 
over onto our tummy and push up into a crawling position in order to 
follow a sibling around in a ‘chasing’ type game. 

The two examples above (sitting and rolling) are common motor 
skills that physiotherapist watch out for and if they are delayed or 
missing, physiotherapy aims to provide parents with practical ways to 
encourage them. In infants these are key aspects to build in little ones 
who have a weight that is above a healthy range. Sometimes infants 
are referred to physiotherapy if they are not meeting their milestones 
for development and an assessment is required to tease out wheth-
er there are underlying medical causes or whether weight is being 
gained too fast. 

Thereafter a treatment plan to facilitate development of these mo-
tor skills through play with parents can be practiced daily. The goal is 

this example would be to support motor development so that the infant gets up into their feet and is walk-
ing independently by the time they are 18 months. There is good research now to suggest that if children’s 
motor skills fall behind, they are less likely to get involved in active play, games or sports. 

Having lower levels of activity can raise the risk of other conditions in childhood and into adulthood so 
promoting active play in children is key for all of us.

As children grow into young childhood their bones and muscles are developing and need weight-bear-
ing active play in order to build strength. Active play is also essential at this age for building movement 
skill. So by age 3/4 years, children typically are able to hop, jump, run and climb. For children who develop 
obesity at a young age, these skills can be impacted, they may experience pain in their legs or breathless-
ness, and some can have lower levels muscle and bone strength or heart and lung fitness. 

For such children the job of the physiotherapist is to understand whether their health is being impacted 
by having a weight above a healthy level. We check this through exercise testing with walking tests where 
we monitor heart rate, breathlessness, and blood pressure. We would also check muscle strength, walking 
pattern, flexibility, fundamental motor skills like throwing/catching a ball, balancing, hopping and joint 
health. After an assessment the plan is to highlight the strengths the child has, plus working out a plan to 
support them in developing fitness if needed and supporting them to participate in active play.

In most children, physical activity levels drop off at age 6 years and then again at age 13, with girls’  
levels of activity reducing more so than boys. 

MDT -Physiotherapy in childhood 
obesity management

Dr. Grace O’Malley 
Clinical Lead 

W82GO Child & Adolescent 
Obesity Service in Children’s 

Health Ireland at  
Temple Street Hospital      
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For children with obesity the levels of activity 
can reduce to even lower levels. Understanding why 
levels of physical activity and play can be lower in 
children with obesity is really important as often 
general stigma and bias can colour the general nar-
rative (e.g. that children with obesity don’t try hard 
enough or are lazy). 

Only recently, have researchers been studying 
the reasons behind lower activity levels.

For some children with obesity, active play can 
be difficult as their joints can sustain higher levels 
of loading or in some cases the shape of their leg 
bones can be impacted which can interfere with 
walking and running. 

For other children, their motor skill levels are impacted and they are more at risk of poor balance, falls 
and injury. It’s vital therefore to check whether children have such difficulties in order to support and fa-
cilitate active play and promote fitness development.

As children grow older the impact of social interactions with peers become more important. Some chil-
dren and adolescents may become more conscious 
of their shape or can be worried about changing 
clothes for PE or sport. Other children may be sub-
jected to teasing or bullying. In these 

situations, it is essential to build positive body 
image and confidence in movement. 

Physiotherapists will work with children and ad-
olescents with obesity in activity groups and exer-
cise groups in order to promote social engagement 
with peers in a safe environment while also super-
vising and tailoring exercise to the specific child’s 
level of ability or physical capacity.  

Assessing physical capacity and function is  
important for adolescents, particularly those who 
may have low back pain, knee pain or foot pain. Such  
adolescents are more likely to miss school and  
develop chronic pain which can negatively impact 
sleep, activity, education, and quality of life in  
addition to accentuating progression of obesity.

Aine

Linda

I didn’t realise all the ways my child’s weight was impacting 
their physical development.
 We as parents and our children need access to early inter-
vention which is critical in helping ensure their long-term  
development”   

Sharon 
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Physiotherapy plays an important role therefore in 

1) screening for motor milestones and health complications of obesity  
especially impairments in bone, muscle, joint, heart and lung health.

2) assessing physical fitness levels, fundamental motor skills, sleep quality, physical activity levels, screen-time, 
sedentary time and quality of life;

3) treating physical impairments specifically with tailored exercise and rehabilitation;

4) promoting physical fitness, physical activity and movement confidence through tailored goal setting and 
supervised activity sessions;

5) advocating for safe places to play and inclusive play, exercise and sport for children of all abilities and ca-
pacities.

6) educating health professionals and policy makers on the role of Physiotherapy in obesity prevention, treat-
ment and care.

If parents are concerned about their child’s level of fitness, falls, joint pain or movement confidence 
they should speak to their primary care CORU-registered paediatric physiotherapist or general practi-
tioner.

Dr. Grace O’Malley is a Clinical Specialist Physiotherapist in Paediatrics and works as Clinical Lead 
of the W82GO Child and Adolescent Obesity Service in Children’s Health Ireland at Temple Street (www.
W82go.ie). She leads the Obesity Research and Care Group in the School of Physiotherapy, RCSI Univer-
sity of Medicine and Health Sciences.

For further information the following articles may be of interest:

https://scholar.google.com/scholar_lookup?hl=en&volume=10&publication_year=2021&pag-
es=467-477&journal=Curr+Obes+Rep&author=O%27Malley+GC&author=Shultz+SP&author=Thivel+D&-
author=Tsiros+MD&title=Neuromusculoskeletal+health+in+pediatric+obesity%3A+incorporating+evi-
dence+into+clinical+examination#d=gs_qabs&t=1650319605690&u=%23p%3DsIcRBRWzCGkJ

https://ebook.ecog-obesity.eu/chapter-energy-expenditure-physical-activity/physical-activity-play-chil-
dren-obese/

Dr. Grace O’Malley is a Clinical Specialist Physiotherapist in Paediatrics and works as Clinical Lead 
of the W82GO Child and Adolescent Obesity Service in Children’s Health Ireland at Temple Street (www.
W82go.ie). She leads the Obesity Research and Care Group in the School of Physiotherapy, RCSI University 
of Medicine and Health Sciences.
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Exercise has become a contentious topic in the field of bariatric 
medicine amongst healthcare providers and patients. The reason is 
justified, for millennia exercise has been incorrectly positioned as 
a tool capable of driving substantial weight loss. As far back as 400 
BC Hippocrates noted that people with weight challenges “should 
eat only once a day, take no baths, sleep on a hard bed and walk 
naked as long as possible”. Persisting into contemporary times we 
have the message of “eat less, move more” which has understand-
ably damaged the reputation of exercise. But we must not throw 
out the baby with the bath water. Let’s take a look at what I consid-
er some of the barriers we need to overcome to see exercise posi-
tioned as a useful therapeutic tool.

Barrier 1: The Belief That Exercise Drives Weight Loss
The weight loss market, made up of services and products, is pro-

jected to reach over €350 billion by 2026. A myth at the crux of many 
of these services and products is that you can and will lose weight by 
exercise. This belief has become deeply ingrained in society and is a 
reason why weight stigma is pervasive: because it enables people to 
view someone with weight challenges as lazy and therefore deserv-
ing of their health challenges. 

Importantly, data does not lie. In one well designed research 
study where participants were given unsustainable amounts of aer-

obic exercise 5 days per week for 12 weeks weight loss was around 3% of their starting weight. Whilst 
some lost >10% of their weight these are significant outliers. For most living with overweight or obesity 
exercise will not help to drive weight loss and the reason why is because it doesn’t do enough to change 
the underlying complex disease processes impacting our appetite physiology in the first place. 

Whilst we can forget about exercise as a tool to drive weight loss, studies have revealed something 
very important. Exercise and being generally physically active is in fact very helpful for staying at a sta-
ble weight. Maintaining weight loss after successfully responding to a diet, medications such as GLP-1 
receptor agonists or bariatric surgery remains a problem we have yet to solve. Whilst exercise and phys-
ical activity are not a silver bullet for weight loss maintenance, they are a tool we should keep in our bag. 

Barrier 2: “No Pain No Gain”
On average, people do not like exercise. I don’t blame them. We have been made to believe that in 

order to make progress in our fitness, we must put our body through a meat grinder. This is the quickest 
way to get someone to stop their gym membership. It is simply not sustainable both physiologically and 
psychologically to put ourselves through gruelling work outs repetitively. Even in the field of high-per-
formance sports, the pendulum has swung towards optimisation of rest and recovery and trying to find 
the minimum effective dose as opposed to the maximally destructive dose. 

Finding the minimum effective dose requires an examination of the individual’s ability in terms of 
their cardiorespiratory fitness, strength and activity levels along with injury history. By treating the in-
troduction to exercise as a slow cook, building one’s confidence in learning new movements and setting 
short term goals takes what could be an unpleasant experience and makes it enjoyable. Instead of exer-
cise shattering someone’s self-esteem a skilled professional can use exercise to help develop an individ-
ual’s self-efficacy. 

Exercise and Obesity: 
Harmful or Helpful?

Andy Grenell

Lead exercise specialist 
with Sidekick Health      
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Barrier 3: Forgetting Exercise is Medicine
Understandably the reputation of exercise has been damaged in the field of weight management. But 

if we pause for a moment and consider what is starting to happen in the clinics of other specialisations 
we see the following, exercise is being used as a therapeutic tool. Patients with cancer, metabolic dis-
ease, heart disease, neurological disease, pain, joint disease, auto-immune disease etc. are being advised 
to engage in exercise from the perspective of managing the disease. You may think, well if exercise does 
not help lose weight what role should if any should it play for people living with obesity?

Obesity is associated with over 200 additional chronic conditions including diabetes, cancer, joint 
disease and heart disease. For people living with obesity exercise has the benefit of reducing the risk 
of developing these diseases and also for helping manage these diseases where they have emerged. The 
health benefits of exercises are too long to list and the evidence is overwhelming. Almost every system 
benefits from exercise such as aerobic and strength training and can have a tremendously positive im-
pact on one’s physical function, psychological health and overall lived experience. Let’s take a look at 
examples of how exercise can be implemented in the modern weight management clinic.

Example 1: Not everyone responds
10% weight loss has been established as the gold standard when it comes to the realisation of signif-

icant health benefits. But we need to consider the 
following when it comes to achieving 10% weight 
loss: 1) Most people do not respond to dietary 
changes, 2) Some people do not respond to medi-
cations, 3) Some people do not respond to surgery 
and 4) Many cannot access pharmacotherapy or 
surgery. This means we have a significant percent-
age of the population where the prevention and 
management of the complications of obesity will 
not be address through weight loss. Therefore, it is 
logical that safe and effective exercise and physical 
activity strategies framed around health gain not 
weight loss are important for these individuals. 

Example 2: Surgical Preparation
When it comes to any surgery, reducing risk is 

a priority. A modifiable risk factor is low cardio-
respiratory fitness. For people living with obesity 
if an emphasis is placed improving cardiorespi-
ratory fitness prior to bariatric or joint replace-
ment surgery, postoperative morbidity and mor-
tality can be reduced. 

Eleanor, 45

Barry, 70
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Example 3: Optimisation of Weight Loss Quality and Function
When we lose weight, we lose both adipose tissue and muscle mass. For people who can lose >10% 

of their weight through diet, medication or surgery the risk of muscle loss increases. This is because 
it becomes very hard to get enough protein into 
the diet when calorie intake is low. Guidance from 
a qualified dietician is essential to find ways of  
increasing protein in the diet. Combined with ap-
propriate strength training the risk of losing this 
muscle decreases. The reason why this matters 
is because muscle supports our physical func-
tion and metabolic health so strategies to reduce 
this risk through exercise are essential. It is very  
common that post bariatric surgery some patients 
will feel weak and fatigued.

Example 4: Addressing the Complications of Obesity
Obesity is associated with over 200 different 

chronic conditions. Most of these conditions are 
positively impacted by exercise. It is not uncom-
mon for a patient to arrive in front of a weight 
management physician with more than 3 different 
conditions being managed by a GP. The presence of 
an exercise physiologist or physiotherapist within  
a weight management multidisciplinary team is an 
opportunity to make positive changes adjunct to 
the diet, medication or surgery. 

Concluding Remarks
For people living with overweight and obesity, the aim of treatment should always be health improve-

ment and with that in mind exercise is a logical therapeutic tool. Currently barriers exist that limit the 
inclusion of exercise in medical weight management. This has been understandable as for too long ex-
ercise has caused more harm than good. The belief that weight can easily be controlled by eating less 
and moving more has led to significant weight stigma and fostered an unhealth pattern of weight cycling 
population wide. Whilst exercise cannot cure overweight and obesity, it can play a vital role helping all 
patients in their journey towards health improvement. With that in mind we should view exercise as 
complimentary to diet changes, medication and surgery that can benefit the patient when prescribed by 
a trained professional. 

Deirdre, 55

Paula, 29 
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Ingredients:

Protein
•	Chicken fillet x1 large
•	Pinto/ kidney beans x1/2 x 
can, drained

Carbs
•	Wholemeal Wraps x 2 large

Veg
•	2 large handfuls crunchy 	
	 lettuce e.g. baby gem  
	 or romaine 
•	2 tomatoes
•	1 red pepper
•	1 small can sweet corn
•	2  spring onions
•	1/2  red onion, thinly sliced
•	1 carrot, shredded

Ingredients:

Protein
Canned Tuna x120g
Boiled eggs x2
Carbs
Baby potatoes x 200g 

Veg
 2 large handfuls baby spinach 
1 red onion, thinly sliced
200g Green beans (frozen or 
fresh) 
12 black olives
8 Cherry tomatoes

Seasoning and dressing
Mustard – 1 tspn each 
wholegrain and Dijon
1 tablespoon White wine or 
cider vinegar
Pepper
1 tspn Mixed herbs 
1 dessert spoon olive oil

Seasoning and dressing
•	Cajun seasoning
•	Cider vinegar
•	Fat free natural yogurt  
	 x 100g
•	Garlic powder
•	onion powder
•	parsley
•	chives
•	salt and pepper

Method:
Flatten the chicken fillet with a flat knife and sprinkle generously with Cajun seasoning, then grill or bake, turn-
ing halfway through cooking, until crisp on the outside and cooked through.
Meanwhile slice all the veg and toss them together in a large bowl with a splash of vinegar.
Spray the wraps with cooking oil, and sprinkle with Cajun seasoning, then cut into strips and arrange on a baking 
tray. Grill or bake this until crisp.
Make the dressing by mixing the yogurt with a half teaspoon of each of the herbs/spices.
Divide the mixed salad between 2 plates, drizzle with dressing and top with the grilled chicken and crunchy 
spiced wrap strips

Method:

1.	Flatten the chicken fillet with a 
flat knife and sprinkle generously 
with Cajun seasoning, then grill or 
bake, turning halfway through  
cooking, until crisp on the outside 
and cooked through.
2.	Meanwhile slice all the veg and 
toss them together in a large bowl 
with a splash of vinegar.
3.	Spray the wraps with cooking oil, 
and sprinkle with Cajun seasoning, 
then cut into strips and arrange on 
a baking tray. Grill or bake this until 
crisp.
4.	Make the dressing by mixing the 
yogurt with a half teaspoon of each 
of the herbs/spices.
5.	Divide the mixed salad between 2 
plates, drizzle with dressing and top 
with the grilled chicken and crunchy 
spiced wrap strips

Tex Mex Chicken salad with ranch dressing 
Serves 2, 450kcal per serving

Warm Tuna Nicoise Salad
Serves 2 409kcal per serving
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Yet research into Feeding 
and Eating Disorders has 
shown that eating disorders 
affect every gender, ethnici-
ty, race, and socioeconomic 
class1. For some people, an 
eating disorder can be a co-
ping mechanism to deal with 
emotions. An Eating Disor-
der is more than the typically 
thought of anorexia nervo-
sa, and includes 8 different 
types of Eating Disorders.  In 
2013, Binge Eating Disorder, 

B I N G E  E A T I N G 
D I S O R D E R

otherwise known as BED, was 
thrown into the mainstream 
when it received its own psy-
chiatric diagnosis. The criteria 
to be diagnosed with BED also 
changed, meaning more peo-
ple now classified as having 
the disorder1. Older criteria 
for binge eating estimated that 
3.5% of woman and 2% of 
men may have BED in the ge-
neral population.2 However, 
in areas such as those seeking 
Bariatric Surgery, its esti-

mated about 25% may have 
BED.3 These numbers are ex-
pected to be higher with the 
updated criteria from 2013.

So what is BED and how 
would a person know if this is 
something affecting them or 
a loved one. The Diagnostic 
and Statistics Manual 5 (DSM 
5) is the most updated manual 
for diagnosing mental health  
conditions. Their criteria for 
BED include the following3.

When most people think of an eating disorder, it’s often stereotyped 
as young, white women trying to make themselves 

smaller to meet ideas of beauty.

by Mallory Noone MS RD
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Criterion 1:

•	Within a particular time 
period (for example 2 hours), 
eating a larger amount of food 
than most people would eat 
in the same time period under 
similar circumstances. PLUS 

•	The sense of loss of control 
during the eating episode.

The second part of this criteria 
is particularly important as it’s 
the sense that one cannot stop 
eating or control the amount 
they are eating which is a key 
feature of this disorder. Loss of 
control is important for diagno-
sis in people who have under-
gone Bariatric surgery, because 
their stomach size is smaller and 
therefore the amount of food is 
relative to what the stomach can 
hold. Clinicians will often look 
at whether a patient is feeling 
a loss of control during these  
episodes to see if an episode is 
considered a binge.

In the second criterion, people 
may experience some or all of 
the following.

Criterion 2: 

•	Eating much quicker than 
normal. 

•	Eating until uncomfortably 

full. 

•	Eating when one is not  
hungry. 

•	Eating alone because one is 
embarrassed about the amount 
of food eaten. 

•	Feelings of disgust, guilt, or 
depression about overeating.

Criterion 3:

•	Feeling distress about  
episodes of binge eating.

Distress can take many for-
ms. In my patients, its often a 
sense of embarrassment that 
they do this and wouldn’t want 
other people knowing, and/or a  
feeling like these episodes are 
not ‘normal’ and cannot be 
stopped.

Criterion 4 addresses the 
number of binges which might 
be a disorder. 

Criterion 4:

•	At least 1 day a week for 3 
months.

This criteria was cut in half 
in the updated guidelines. Pre-
viously, a person needed to 
have 2 episodes per week over 6  
months for a BED diagnosis, 

and now a person would be 
considered if they have only 1  
episode per week over 3 months.

Criterion 5:

•	The binge eating is not  
associated with regular use of 
a compensatory mechanism.

This means that there isn’t a 
behaviour like vomiting, using 
laxatives or exercise, to decrease 
the amount of calories/food con-
sumed. Criterion 5 can someti-
mes be debated by professionals 
in the area, as I know with my 
own patients there can be a pe-
riod of restriction after binging. 
Usually my patients will say 
they feel guilty after binging, so 
they may restrict how much they 
eat the next day or over-empha-
sise eating ‘healthy’ foods af-
terwards. Some of my patients 
may also plan their binges, crea-
ting a time when they are alone 
or buying foods specifically for 
a binge.

The important thing to know 
if someone feels they might 
meet some of these criteria is 
that help is out there. Working 
with a multidisciplinary treat-
ment team is best, such as psy-
chologist, dietitian, medical 
doctor, and physiotherapist to 
look at the underlying factors 
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creating this disorder. There are 
a range of psychological treat-
ments such as Cognitive Beha-
viour Training (CBT) and some 
approved medications for treat-
ment of Binge Eating Disorder. 
There are also self-help books. 
In the UK, a popular self-help 
book is Dr. Christopher G. Fair-
burn’s’ Overcoming Binge Ea-
ting 2nd Edition.  

As a Dietitian, I work with 
patients to identify possible  
disordered thoughts about food, 
evaluate their disordered patterns  
and help develop consistent 
meals at the same times every 

day. I educate on the importance  
of meal balance and the role 
of food in physical and mental 
health, develop individual care 
plans specific to the patient, and 
challenge food myths or harm-
ful beliefs about food.

It’s important for patient’s to 
develop skills related to food, 
such as creating structured ea-
ting times, menu planning, 
cooking, and shopping. Other 
skills a Dietitian may work on 
with a patient include modelling 
portion sizes as well as exploring 
their thoughts and relationships 
with food and their bodies. A 

Dietitian skilled in Feeding and 
Eating Disorders will be neutral 
about food. This means there are 
no good or bad food choices, its 
creating an ‘all foods fit’ model 
and an emphasis on health at 
every size4.

Many of my patients will ask 
me about eating for comfort or 
pleasure. This is one role of food. 
Food is nourishment and fuel for 
our bodies, but it’s also cultural, 
traditional, and pleasurable. If a 
person eats for comfort or plea-
sure, does not mean they have an 
eating disorder. However, prac-
ticing mindfulness while eating 
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can be helpful in understanding 
what role food is playing in your 
life at that specific time. Ano-
ther popular question I get is 
about Intuitive Eating. This was 
a book published in 1995 which 
looked at how ‘diet mentality’ 
can lead to overeating and a dis-
connection with our body cues5. 
I have worked in places that built  
on this idea which has been  
incredibly helpful for many  
people in creating a more posi-
tive relationship with food and 
their body. 

However, if someone has been 
diagnosed with BED, I would 
encourage them firstly to work 
with a team to create structure, 
learn their triggers for binge ea-
ting, practice skills for dealing 
with strong emotions, address 
harmful thoughts about food, 
and learn about their hunger and 
fullness cues. Understanding 
these aspects of how food fits 
into your life is the foundation 
for practicing Intuitive Eating.

And if you are entering re-
covery for an eating disorder, 
know that this is a process. Re-
covery is not linear, it has ups 
and downs. Lapses are normal, 
but we can learn from them. 
Each time there is a lapse it will 
become shorter and less intense. 
Recovery is possible and a be-
tter relationship with food and 
your body is awaiting you. 
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I was always the bigger girl 
out of my friends, I couldn’t 
take part in swapping of clothes 
and in my early 20’s I sized out 
of  regular shops so I couldn’t 
even go clothes shopping with 
my friends I would cut out sizes 
out my clothes out of shame at 
the size. 

I wore it well I hid the impact 
and the shame. I was always 
well presented, I always wore 
make-up and dressed very well. 
The shame was always there 
only I didn’t discuss it, it was 
a hidden shame. I always felt 
too big and was uncomfortable 
around new people or a group 
of people, I had fear of chairs 
breaking, or trying to move in a 
crowd or walk in narrow spaces.  
Yet was being told how  
confident and self-assured I 
was because I was hiding how 
I really felt.  

I felt judged when people 
commented on my appearance 
– the ‘you have such a pretty  
face’ or ‘you dress very well 
(for your size…sometimes  
added in and sometimes the un-
spoken finish of the sentence)  

comments always hurt but I 
brushed them off with a smile. 

The extreme diets started 
when I was 22. I have done  
every diet and I would be  
successful for a few months 
and then within a year regain 
and each regain I added to the 
weight. This was a perpetual  
cycle in my 20’s and 30’s. In 
2020 I decided I needed help 
this was after losing 6 stone in 
2018-2019 and gaining an extra 
2 stone when I regained the 6 
stone lost. I was the heaviest I 
had ever been and felt I had no 
control, mentally couldn’t face 
another ‘diet’ as I always felt a 
failure, the mountain was too 
high to try and climb alone. 
I was referred to St Vincent’s 
Bariatric team. 

I attended my first appoint-
ment full of shame how did 
I end up here and why cant I 
lose this weight. I was met with 
compassion, understanding 
and was educated as to how I 
ended up where I was and why 
I found it so difficult to lose 
weight and keep it off. This was 
the first time I identified that 

I was living with Obesity. My  
internal stigma was very high 
and even a year and half lat-
er I am still working on this. 
I joined in the ICPO meet-
ings online and was further  
educated through the peer to 
peer support on the reality of 
living with Obesity. 

I am now 7 months post gas-
tric bypass have lost 7 stone. 
My BMI has reduced from 49.6 
to 33.7 and my clothes size 
from a 22/24 to a 14/16. I have 
hit the target my surgeon set as 
a successful surgery outcome, 
I am likely to continue losing 
but I am happy where I am and 
just allowing my body to set-
tle where ever it does, I didn’t  
undertake surgery to be ‘thin’ 
or hit what the BMI chart  
decides is an ideal weight.  
Instead I have used the last 7 
months to develop a relation-
ship with food that is based on 
nutrition and move away from 
the view of good and bad foods. 
My health outcomes are that I 
can move easier and breath-
ing and snoring issues have 
resolved. My blood pressure is 
now at a normal range. 

I am 43 years old and had a gastric bypass in October 2021. The 
earliest memory I have around my weight was when I was 9 and 
my mother was buying me a dress for an occasion and the age 9 
dress wouldn’t zip the lady in the shop told me to stop eating jam  
sandwiches. This was the first time I felt shame over my size and this 
continued throughout my life. It was always in the background. 

I am Agnes
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I went on holidays over  
Easter and it was a completely  
different experience in a  
smaller body. Clothes packing 
was simple and without stress, 
I didn’t worry about fitting 
in my airplane seat, I wasn’t  
concerned about walking 
around the resort. It only  
occurred to me how much 
my size had impacted my  
enjoyment of holidays in the 

past. Again these were all  
unspoken concerns and I didn’t 
share them with my family or 
friends. 

Now that we are all meeting  
people again people are  
noticing my size difference. I 
am getting a lot of complements 
 on my clothes, how I look 
and congratulations on losing 
weight, even strangers treat 
me better. The positive com-

ments on my smaller body have  
reinforced to me that there is a 
strong weight bias and society  
holds negative views on a  
person’s size and sometimes 
can’t see the person behind the 
weight. I now feel empathy for 
the 7 stone heavier version of 
myself, I didn’t fully identify  
the feelings of shame and blame, 
anxiety, poor self-esteem  
and body dissatisfaction, 
that weight bias caused both  
internally and externally. 

While I am now feeling fitter 
and healthier and don’t regret 
my weight loss surgery, I also 
now believe in health at any 
size and we need to challenge 
the weight bias around us. I 
don’t think I was as unhealthy 
as my internal shame had led 
me to believe. While it is easier  
to navigate the environment 
around me, examples would be 
- travel in small airplane seats, 
siting on plastic outdoor chairs, 
walking up stairs and peoples 
judgement of me. It should be 
just as easy to live in a larger 
body.

My message to anyone read-
ing this is try love and accept 
yourself no matter what size 
or weight you are. I am still the 
same person internally I have 
the same skills to offer at work 
I hold the same values and 
personality that I was 7 stone 
heavier. I am still me. 

I am Agnes
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My Favourite 
Hobby for self care

I do wood burning as a pastime, 
and I find it helps me a lot when my 
mood is down or if I feel I am about 
to get side-tracked or fall off the 
wagon. 

So they say with the wood burning, it 
takes me to a different place where I 
can divert my mind and attention to 
the piece of wood that I am working 
on.
The end result is always a rewarding 
one, especially when you present it to 
the person you have made it for. It’s a 
very good feeling.

This is what I do to help me with my 
stress and depression.

Stephen Seery
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Jennifer Walker

For me to cope with anxiety, 
panic attacks, depression, my 
weight, health issues and also 
being home all the time be-
cause I’m a carer looking after 
my amazing mother, I cross 
stitch.

I try and do it daily for a few 
hours in the evening, to just 
de-stress and turn off all the 
thoughts going around in my 
head.

I’ve been doing it now for about 
20 years and it’s a great way for 
me to cope with day-to-day chal-
lenges, feelings and thoughts. 
It relaxes me, helps me cope with 
any new issues or feelings that 
pop up, and just reminds me to 
make time for myself to recharge 
and refocus.

I do it alone, not in a group, so I 

can take it anywhere and every-
where with me.

Each project you see in the 
pictures has taken 9 months of 
between 2 and 5 hours a day and 

Ahighly recommend it and when 
you started it’s highly addictive!

Thanks for taking the time to have 
a look and a read, if I can help one 
person then it’s all worthwhile.

My Favourite 
Hobby for self care
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I have many past times, howev-
er my favourite is motorcycling, 
It started when I was 12, 50 
years ago and its as much about 
the people as the type of trans-
port. 

To escape down country lanes in 
good weather on a bike just can’t 
be matched by a car, the sensa-
tion of wind, the different smells 
and even the rain if you can’t 
avoid it, makes it a much more 
sensory experience than a car. 
They say that a bike journey takes 
away stresses worries and other 
things that are on your mind.
The concentration on balance, 
road surface, conditions and 
traffic mean that you are concen-
trating on those things alone, so 
there’s no room for your worries.
After a good run you feel differ-
ent, better and more relaxed and 
back in tune with things. 

Derek Teehan
I know some will say they are 
dangerous. However, in fact (this 
is not a biased opinion, I drive a 
car too most of the time) it’s usu-
ally other road users that are the 
cause of danger to bikes.
 You as a rider take that into ac-
count and don’t be act like some 
road users, whether car, bike, bus 
or truck can be, then it’s as safe 
as most other travel options. 
You can’t live life afraid to go out 
the door. 

So do what makes you feel happy.
Be as safe as you can.
Enjoy whatever passion that does 
that for you, and finally whatev-
er that is, do it with people who 
enjoy the same.

When it all boils down to it, what 
you choose to do to help you live 
life and enjoy it, is always better 
when alongside with likeminded 

people. You feel appreciated, part 
of something more and whatever 
puts that smile on your face, keep 
doing it. 

When the silliness and challeng-
es in life come along, your pas-
sion will help balance it all and 
make the road a tad less bumpy. 
Do whatever makes you smile 
and to hell with the begrudgers

My Favourite 
Hobby for self care
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Michelle Price

My favorite hobby is Creative 
Writing and assembling 3D 
jigsaws.
I suppose I don’t do the jigsaws 
only as a coping method for 
pain, anxiety, for work, financ-
es, my weight or my health, I 
just enjoy making them. 

With my creative writing I would 
use this a way of letting people 
know what’s going on with me 
instead of telling them, especial-
ly if the subject is a hard one to 
raise.
I will write down how I’m feel-
ing, give it to the person con-
cerned like a Counsellor, let 
them read it and they decide how 
to ask me about it.
I’ve been doing creative writ-
ing since I was 12/13 years old, 
I would write little stories or 
poems or create picture books 

with pictures from 
magazines and 
then turn them 
into a story.  My 
art teacher said 
one day I’ll write a 
book of my jour-
ney and she said 
it would be coping 
tool for others 
who went through 
things just like I 
did.

I’ve been doing 
jigsaws since I was 
a kid, I started off 
doing flat ones 
from various sizes, 
ones with 50 piec-
es right up to ones 
with 1500 or more 
pieces, I would 
stick them down 
or frame them 
because I hated 
having to break them up.
One Christmas, my husband 
and a brother who are big foot-
ball fans got a 3D jigsaw of the 
Arsenal and Manchester United 
stadiums, and it was still in the 
box by Easter. So, they asked me 
to make them and these were the 
first 3D jigsaws I made, 
I was delighted to see them fin-
ished and it got me hooked on 
making these instead of the flat 
ones. There were various ones, 
from ones that lit up and ones 
that didn’t. The pictures attached 
are of the Empire State Building 

and it is one that lights up and 
changes colours, and the other is 
from Paris and it doesn’t light up.

It makes me feel great writing 
things down, so if and when I 
don’t want to talk about things, I 
feel like a weight has been lifted 
off my shoulders, and then to fi-
nally release it from me, I burn it. 
As for the jigsaws it makes me 
feel great doing them because I 
see from the broken pieces some-
thing good can be made together 
from them.
Hope you liked reading about my 
favorite hobbies. 

My Favourite 
Hobby for self care
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My favourite hobby is drawing.  
When I start a new drawing all 
my time, energy and concentra-
tion is taken up with what I’m 
going to draw. 

How I’m going to draw it, the size 
I want, what colours are needed 
etc.  I put on my audio book or 
the musical playlist I want and off 
I go into my own little world.  
It’s challenging, it demands my 
attention and distracts me from 
thinking of the of all the food in 
the fridge or the goodies press.  
There’s always an “ugly” stage in 
every portrait, a “what on earth 
is that yoke and how am I going 
to work through this” but then..... 
suddenly.....  the face of the 
person, dog, cat or whatever I’m 
drawing starts to peep back at me 
from the paper and I fall in love, 
I’m hooked.  

Helen Powell 

I hate to leave it to go do some-
thing else, to go to bed.  If I wake 
during the night I’m thinking 
about it and whether I should 
sneak down and do a bit more, 
it’s on my mind.  
I look forward to getting back to 
working on it.  When I’m finished 
and give away a portrait, I feel a 
bit sad to say goodbye but there 
is always another portrait to work 
on and start the whole process all 
over again.  

Drawing is such an important 

and wonderful coping strategy 
for me. I lose self in what I’m 
drawing, in watching it start to 
look back out at me from the 
canvas and for that time I’m dis-
tracted from and forget whatever 
difficult things are going on.  
The very act of being creative is 
so good for the soul.  Any form of 
creativity is invaluable whether 
it’s singing, gardening, cooking, 
painting it doesn’t matter as it’s 
the pleasure, comfort, joy that 
making something gives you 
that’s so, so precious. 

My Favourite 
Hobby for self care
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Fidelma Maher

I do lots of crafting especially 
crochet and needle felting and 
recently I’ve taken up oil paint-
ing. I suffer from depression 
and I’m living with Obesity.

 I find that crocheting in the 
evening stops me from eating 
and makes me feel good. During 
the daytime painting and felting 
makes me feel joy and happiness 
therefore lifts my depression and 
I have a better day. I paint and 
crochet in a weekly group which 
is fabulous for socialising too. 
I highly recommend crafting.

My Favourite 
Hobby for self care
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From the start my weight was 
always an issue.

I went for IVF, and before I 
could even get an appointment 
with the consultant, I had to 
confirm that my BMI was under 
35 as you cannot have IVF in Ire-
land if your BMI is over 35. In 
some countries you can have IVF 
if your BMI is under 40 but not 
Ireland 

Luckily my BMI was 31 when 
I first got pregnant at the ripe old 
age of 42. From the start of my 
pregnancy, it was not straightfor-
ward or plain sailing. I suffered 
spotting / bleeding early in my 
pregnancy and was referred to the 
EPU (Early Pregnancy Unit) in the 
Rotunda. I was treated by a lovely 
doctor called Ivy and she referred 
me into the system for my antena-
tal care.

From the start I was made to 
feel ashamed and bad for being 
overweight, and not only was I 
told I was overweight I was told 
I was obese and that I needed to 

now think of the baby.

My BMI was over 30 and I was 
constantly told by the midwives 
in the OPD that 25 was the ideal 
BMI. Instead of encouraging me 
to feel positive about my preg-
nancy I was made to feel low and 
worthless and that my obese BMI 
would be harmful to my baby.

I remember being weighed 
one day and the midwife called 
out my weight in front of every-
one 14st 10, I remember her say-
ing ….another one for the Break-
fast club!

I did not know what the Break-
fast club was, and I remember 
one midwife told me it was a clinic 
for women who were overweight 
to be monitored for gestation-
al diabetes. I was then informed 
I would be called in to do a glu-
cose intolerance test and I would 
by the ‘looks of things’, in other 
words due to my weight, test posi-
tive for gestational diabetes. 

I tested positive once and then 
had negative tests for gestation-
al diabetes however I was best 
to be signed up to the breakfast 
club. The first time I attended the 
Breakfast club I remember feeling 
shame for being there along with 

Obesity Stigma and IVF treatment
all the other women. I remember 
waiting outside to be weighed and 
a lady welcomed me to ‘Fat club’. I 
remember feeling like a piece of 
meat as the midwife called out my 
weight out loud for everyone out-
side to hear. 

I was sent down to the can-
teen then to have breakfast with 
my fellow fat club members. All 
the women I met bar two, were 
overweight and a lot of them were 
ashamed and embarrassed to tell 
other women that they had to at-
tend the breakfast club.

I remember going home and 
starving myself as I was terrified 
of putting on weight and being 
‘scolded’ for causing harm to my 
unborn baby. Some of the mid-
wives reminded me of the nuns in 
my secondary school who would 
have no empathy for you.  

Luckily, I had a lovely dietician 
Ali who told me I was not to lose 
weight, that it was harmful to lose 
weight during my pregnancy and 
I was to eat if I was hungry as the 
baby needed all the nutrients to 
grow and develop. Ali was very 
supportive and tried to work with 
me and my diet to ensure I was 
not hungry or starving myself.

 
Ann-Maria

      

Addressing Stigma
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Fast forward to the 28th of De-
cember 2017, I had been feeling 
very unwell over the Christmas 
and I had no energy, and I had a 
constant headache. I had not eat-
en much over the Christmas as I 
spent most of it in bed. 

I went into the Breakfast Club 
or “the Fat Club” in the Rotun-
da on the 28th of Dec 2017. I sat 
outside and I heard a midwife 
giving out to some of the wom-
en for putting on weight over the 
Christmas. One woman I will nev-
er forget came out crying that she 
was damaging her child by eating 
her traditional Korean food and 
her diet was harming her unborn 
son. I remember her telling me 
that she spent 3 days in hospital 
as her blood sugars were high and 
she was afraid of losing her much 
longed for son.

It was my turn to be verbally 
abused and belittled. I went in to 
be weighed and the Midwife who 
happened to be a CNM2 (Clinical 
Nurse Manager 2) told me to ‘get 
up on the scales’. I had never seen 
her in the clinic before but seen 
her in the OPD. She said ‘you have 
put on weight’. I said I don’t know 
how as I had not been feeling well 
and did not eat over Christmas. 

She tutted and said “so you ate 
no sweets or cakes etc? I find that 
hard to believe.  You put on 10kgs 
in 10 days” I replied that I was 
shocked as I was unwell. 

I remember her saying “so you 
are telling me you ate no sweets”

I replied I ate the odd Quali-
ty Street, to which she snapped, 
“more like the whole tin, you ate 
like the rest of them in here to-
day,  you are harming your baby 
by eating excessively”

I felt so ashamed, and low, and 
unattractive leaving the Rotunda 
on the 28th of December 2017. 

I was so unwell and upset I took 
to my bed.  By 1st of January 2018 
my Mother convinced me to go to 
visit as she was worried that I had 
not been to see her. She took one 
look at me and she started to cry, 
she could not see my eyes as my 
face was puffy and swollen from 
crying. She and my sister were 
crying and begging me to go into 
the hospital but I did not want to 
return after my treatment there.  
However I reluctantly went in on 
the 1st of January 2018 at 8.20pm 
and at 1.23am on the 2nd of Janu-
ary 2018 my daughter was born by 
emergency C section.

The 10kgs I had put on in 10 
days on was fluid and oedema 
caused by pre-eclampsia. 

I was very ill. I was rushed 
into the ED and I was told that my 
blood pressure was dangerously 
high at 215/ 115 and that I would 
have to deliver the baby early as 
I was at high risk of stroke, heart 
attack or worse death.

I don’t remember much of that 
night except all the doctors run-
ning around shouting that this 
lady and her baby will die if we 

don’t stabilize her.

My daughter was born at 35 
weeks and 3 days and unfortu-
nately at 2 days old she developed 
necrotizing enterocolitis and was 
rushed to Crumlin Children’s Hos-
pital where she spent the first six 
months of her life, two and a half 
months which were in PICU1, hav-
ing part of her bowel removed, 
two brain haemorrhages, liver, 
kidney, respiratory failure and 
sepsis.

I needed to go for therapy as 
I blamed myself for causing my 
daughter to be unwell by being 
overweight and for causing my 
preeclampsia.

I decided to go private with 
my second daughter as I could 
not bear to be treated like a piece 
of meat and demeaned for being 
overweight. My treatment was so 
different going privat where my 
consultant could not have been 
more supportive and empathetic.

She linked me in immediately 
with Ali the dietician to make sure 
I was not hungry and was getting 
all the nutrients for myself and 
the baby to have a healthy preg-
nancy. I had a planned C section 
which went well. I do remember 
one of the doctors assisting Prof 
say that they would be a bit lon-
ger stitching me up as there was 
a lot more loose muscle to work 
through. He meant no harm but 
even then lying on the operating 
theatre table I was acutely aware 
that I was overweight.
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At 16 I was diagnosed with 
PCOS, my doctor had said to me 
that some women have fertility 
issues with PCOS but obviously 
children were very far from my 
mind until the age of 22 when my 
partner and I decided we would 
like to start a family, I was un-
der two hospitals, one attending 
the endocrine unit and another 
“monitoring” an ovarian cyst. I 
had told my Dr I wanted to start 
trying for a baby, he looked me 
up and down and told me I’d 
never conceive on my own and 
that no place would help me, my 
heart was shattered that day and 
all my dreams were crushed, all 
I wanted was to become a mam-
my, this spiralled me into 4 years 

of depression and anxiety, con-
templating so many times if I 
should end my relationship with 
the love of my life because I was 
preventing him from becoming 
a daddy. 

I started attending the weight 
management clinic and finally 
felt valued as a patient and as a 
person, I didn’t feel weight stig-
matised or misjudged at all and 
with their help I lost almost 80lbs 
and fell pregnant, this pregnancy 
ended in a miscarriage but every-
thing start clicking that not once 
had I had a blood panel done for 
fertility, not once have I ever had 
any fertility tests, no egg count or 
anything, no talk of medication 
or hormones I could try to help 
me conceive. 

Six months later I was preg-
nant again, my pregnancy was re-
ally hard, I suffered with sickness 
the whole way through and de-
veloped Pelvic Girdle pain (SPD) 
from 26 weeks, this was blamed 
on my weight by doctors when 
that is not an actual fact, I was 
brought in for 2 gestational diabe-
tes tests as they didn’t believe at 
my size that I didn’t have it, at our 
31 week scan, we were brought 
back 3 times because the sonog-
rapher said each time that he 
could not see the heart properly, 
no matter how tightly I held my 
belly up as directed or how hard 
he dug the wand in so he said we 
would have to leave it.

I was admitted to hospital at 

Addressing Stigma
 Stigma in pregnancy

my 38 week appointment because 
they kept saying I was going to de-
velop pre-eclampsia because of 
my weight, I was in hospital from 
17th December until 5th Janu-
ary, let home for Christmas and 
not once have I ever developed 
pre-eclampsia. 

I went into labour 30th Decem-
ber, 12 hours in I decided to get an 
epidural which delayed my labour 
further, 20 hours in labour and ba-
bies heart rate had start dropping, 
I experienced one of my worst 
weight stigmatised comments 
while I was supposed to be expe-
riencing one of the happiest times 
of my life, one doctor came in, so 
angry, literally furious at me and 
kept talking to the midwife as if 
myself or my partner weren’t even 
there, then after so many ‘’tuts’’ 
and “huffs” he turned to me and 
said “look you can’t deliver this 
baby yourself, it’s going to have to 
be a section and I really don’t want 
to do a section because your going 
to be back to me in a few weeks 
time with an infection under your 
belly, that I have to deal with”, he 
left the room and the midwife was 
in shock, she could see I was up-
set and said “don’t mind him, he 
has the bedside manner of a toad” 
but I was so determined after be-
ing completely misjudged, stig-
matised and belittled like that and 
did not need a cesarean section 
in the end, thankfully my next 
pregnancy was a little easier but I 
was so afraid of bumping into that 
doctor again and that still affects 
me now 4 years later.

 
Leanne Kendellen
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Experiences whilst pregnant- 
My first scan with my consultant 
went a little like “just relax and 
be patient there’s alot of you to 
get through before we find any 
baby”. I was told larger women 
feel more pain so I’d need early 
pain relief! I lasted 24hrs with 
none! I was 26yrs old and 18st. I 
had lost 5 stone just before get-
ting pregnant and had been in 
the gym daily for a minimum of 
an hour for about 9 months. I was 
in the best shape of recent years 
but it didnt matter in the CUMH. 
I had fairly easy pregnancies but 
at every corner it came back to 
weight/BMI.

I never once got my blood pres-

sure read without going through 
several cuffs which didn’t fit and 
would open(and also gave incor-
rect readings). I was constantly 
made feel I was a fierce burden as 
they shouted looking for “an adult 
XL cuff”. One nurse said “we don’t 
have that size in Maternity here 
try A &E”. I was admitted once 
and told guard the XL cuff with 
my life. While resting (as advised) 
it went missing and the nurse was 
very cross with both me and the 
person who took it. After my first 
delivery on my 6 weeks post birth 
check up I was told in no uncer-
tain terms to lose weight before 
having any other children. I didn’t 
bother having anymore for 7 yrs, I 
just couldn’t face the HSE. 

On deciding to have the 2nd I 
knew I had to toughen up and pre-
pare myself mentallly to re-enter 
maternity care and try let it run 
off me for my mental health. 

On baby number 2 at book in 
the nurse for the consultant was 
clearly unimpressed at my weight 
and bmi. Her colleague convinced 
me I’d most likely have gestational 
diabetes before even testing me. 
She was shocked when I didn’t 
and took every chance to tell me 
to watch my diet and get exercis-
ing (literally to pound the roads).  
I was already doing excercise and 
healthy eating  but she presumed 
I was totally inactive. One nurse 
kept telling me to join a weight-
loss club and called into the ward 
after I had my son and again start-

Addressing Stigma
 Stigma in pregnancy

ed talking about the weightloss 
club as I held a newborn. She was 
being all buddy buddy but all the 
advice was totally unsolicited.

I had 2 caesareans. Again larger 
women risk risk risk! Wound care 
for “large women with overhangs” 
and how to care for your scar was 
so important was discussed and 
how I was almost guaranteed an 
infection being larger. I didn’t get 
one!

There’s too many incidents to 
say them all. 

For booking in for a section 
they need your BMI. It was a small 
private consultant rooms and the 
secretary started shouting to the 
other secretary in full earshot of 
the queue of ladies behind me. 
She shouted to me whats ur BMI I 
can’t see it. I indicated it was writ-
ten on top of the page she roared 
back that the listed figure wasn’t a 
BMI that it looked wrong and too 
high. The other women behind 
me were actually very uncomfort-
able as was I and she continued 
her very loud discussion of my 
BMI until another more senior 
secretary took the file and did the 
job herself whilst I cringed and 
everyone avoided my gaze!

Nothing has changed my 
friend who has a high BMI is go-
ing through the system currently 
was left with the impression that 
her weight was suffocating her 
baby!

 
Lorraine McGrath
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NOTICEBOARD

Group Walk
Marlay Park 
June 26th

12pm
More details posted the week before or email icpobesity@gmail.com

mailto:icpobesity%40gmail.com?subject=


NOTICEBOARD

More Information 

Your toolkit for better health 

A programme for  

adults  with long-term

health condit ions

This is an SMRC Evidence Based Self Management Programme originally developed at Stanford University.

This project has received funding from the Government of Ireland’s Slaintecare Integration Fund 2019

under grant agreements numbers 38, 78,185, 219, 413, 418.

Are you living with a long-term health condition?

Examples include (but are not limited to) COPD, asthma, diabetes, stroke, 

heart conditions, multiple sclerosis (MS), arthritis, cancer, Crohn’s disease, 

chronic pain, depression. 

What is the Living Well programme? 

Living Well is a free group programme, delivered over six workshops

(2.5 hrs x 6). It is delivered by trained leaders, most of whom are also living 

with long-term health conditions.

Living Well can help you to develop the skills and confidence to manage 

your health condition(s).

www.hse.ie/LivingWell

mailto:icpobesity%40gmail.com?subject=
https://hse.ie/LivingWell
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