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WHAT’S KNOWN ON THIS SUBJECT: Studies have linked bullying
with BMI, with overweight and obese youth vulnerable to bullying
and its negative psychological and health consequences. However,
there has been little comprehensive assessment of weight-based
victimization, especially in weight loss treatment–seeking
samples of youth.
WHAT THIS STUDY ADDS: WBV is prevalent in treatment-seeking
youth, who report victimization from peers (92%), friends (70%),
parents (37%), and teachers (27%). Providers should discuss WBV
in their assessment and treatment of pediatric patients who are
overweight or obese.

abstract
OBJECTIVE: Few studies have comprehensively examined weight-based
victimization (WBV) in youth, despite its serious consequences for their
psychosocial and physical health. Given that obese and treatmentseeking youth may be highly vulnerable to WBV and its negative
consequences, the current study provides a comprehensive assessment
of WBV in a weight loss treatment–seeking sample.
METHODS: Adolescents (aged 14–18 years; N = 361) enrolled in 2
national weight loss camps were surveyed. An in-depth assessment
of WBV was conducted by using an online survey, in which participants
indicated the duration, typical locations, frequent perpetrators, and
forms of WBV they had experienced.
RESULTS: Findings indicate that 64% of the study participants reported
WBV at school, and the risk of WBV increased with body weight. Most
participants reported WBV enduring for 1 year (78%), and 36% were
teased/bullied for 5 years. Peers (92%) and friends (70%) were the
most commonly reported perpetrators, followed by adult
perpetrators, including physical education teachers/sport coaches
(42%), parents (37%), and teachers (27%). WBV was most frequently
reported in the form of verbal teasing (75%–88%), relational
victimization (74%–82%), cyberbullying (59%–61%), and physical
aggression (33%–61%). WBV was commonly experienced in multiple
locations at school.
CONCLUSIONS: WBV is a prevalent experience for weight loss treatment–
seeking youth, even when they are no longer overweight. Given the frequent reports of WBV from adult perpetrators in addition to peers,
treatment providers and school personnel can play an important role
in identifying and supporting youth who may be at risk for pervasive
teasing and bullying. Pediatrics 2013;131:e1–e9
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According to recent research, body
weight is one of the most common reasons that adolescents are bullied at
school, with rates higher than bullying
due to race, religion, or disability, and
comparable to youth who are bullied
because of their sexual orientation.1
Alarmingly, 84% of adolescents in this
study observed overweight students
being teased at school.1 This ﬁnding is
especially concerning given that the
number of overweight and obese youth
has increased substantially over recent
decades,2 and in 2010, 32% of US 2- to 19year-olds were classiﬁed as clinically
overweight or obese.3 Although previous
research4–13 and recent reviews14,15
have linked child BMI with involvement
in victimization, there has been limited
comprehensive assessment of teasing/
bullying speciﬁcally about weight (ie,
weight-based victimization [WBV]), especially in weight loss treatment–seeking
samples of overweight youth.
WBV poses a range of negative health
consequences for youth who are targeted. Speciﬁcally, WBV can increase the
risk for behaviors that may contribute to
weight gain (eg, increased caloric consumption, binge eating, unhealthy weight
control behaviors, increased preference
for sedentary activities, skipping physical
education [PE] class).16–18 WBV can also
have negative psychological outcomes
(eg, low self-esteem, depressive symptoms, suicidal thoughts and behaviors)19
and academic consequences (eg, skipping school, poorer academic performance).18,20 Weight-based teasing/
bullying may also contribute to social
isolation or low peer acceptance of
overweight youth.21–23 Thus, WBV can
hinder social, emotional, and academic
development of youth, as well as exacerbate adverse health behaviors already
associated with obesity.
According to an American Academy of
Pediatrics policy statement, health providers should advocate for “bullying
awareness by teachers, educational
e2
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administrators, parents, and children.”24
In light of the pervasiveness and consequences of victimization toward overweight youth, health care providers have
an important role to play in identifying
youth who are at risk and offering support and resources to help these youth
effectively cope with WBV and its consequences. It is also important to protect children and adolescents from
victimization as part of efforts to address obesity in youth, which can otherwise erode intervention and treatment
intended to improve their healthy lifestyle behaviors.
However, the ability of providers to effectively help youth who are most vulnerable can be hindered in the absence
of an accurate knowledge of the speciﬁc
challenges these youth face, such as the
frequency, types, and perpetrators of
WBV they experience and other patient
characteristics that may increase the
risk of WBV. This knowledge is particularly important to obtain in treatmentseeking youth, given that obese youth
may be more likely to be teased or
bullied,25 and heavier youth report that
teasing is more harmful, upsetting, and
frequent than their nonoverweight
peers.17 In addition, the relation between teasing and psychological maladjustment is higher for obese youth,26
and negative consequences resulting
from victimization may be more pronounced in treatment-seeking youth.27,28
Previous studies examining treatmentseeking samples of overweight youth
(ie, those participating in weight loss
programs) have used only a few survey
items to assess the presence/history of
weight-related teasing29 or relied on brief
scales such as the Perception of Teasing
Scale30 as well as other scales.31–35 The
Perception of Teasing Scale includes 6
items to assess general experiences of
weight-based teasing but provides no
examination of the frequency or different forms of WBV experienced (verbal, relational, cyberbullying, or physical

aggression) or perpetrators (friends or
family members). A more comprehensive
assessment of weight-speciﬁc victimization is necessary to obtain an accurate
knowledge of the speciﬁc challenges
facing these youth and has important
practical implications for identifying factors that can be addressed in interventions to reduce WBV and to increase
awareness of this form of bullying among
treatment providers, school personnel,
and program staff.
To address this research gap, an indepth self-report measure was developedtoassessWBV in youth, including
its multiple forms, common settings
where WBV occurs, frequent perpetrators of WBV, and the frequency of
these experiences.Originally surveyedin
a large community sample of high school
students,1,18 this measure has not yet
been tested in a weight loss treatment–
seeking sample. Given the increased
risk of victimization of these individuals
and the resulting negative consequences, the current study aimed to
assess WBV in a treatment-seeking
sample. To our knowledge, this study
provides the ﬁrst comprehensive
examination of WBV in a treatmentseeking sample of adolescents.

METHODS
Participants
The target sample was adolescents
(aged 14–18 years) enrolled in 1 of 2
youth weight loss programs: Wellspring
Camps36 or Camp Shane.37 Programs
were selected for their large enrollment, numerous program facilities, and
participation across the United States.
Each program e-mailed a recruitment
ﬂyer to parents of enrolled youth during
the spring of 2011. Participants provided written informed consent, and if
aged ,18 years, passive parental consent was also required. Gift cards were
offered as incentives. The study was
approved by the directors of each
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program and by the authors’ university
institutional review board.
Data were collected online via selfreport surveys advertised to currently enrolled campers. For Camp
Shane, 1025 e-mails were received and
viewed by potential participants, and
400 campers from Wellspring Academies received e-mails about the survey. Of participants who began the
survey (N = 550), a portion of participants did not provide consent (n = 38)
or did not ﬁnish (n = 123), resulting in
a 70.7% completion rate and an effective response rate of 27.3%. This
response rate approximates previous
Web-based assessments of youth bullying38 and is within the expected
range for well-conducted online surveys without follow-up contact.39
Exclusions were made for participants who were aged ,14 years or
.18 years (n = 7), underweight (n =
15), or non–native English speakers (n
= 6). Participants from Camp Shane
(76%) and Wellspring Academies
(23%) were represented in the ﬁnal
sample (N = 361). Reported experiences of WBV were not signiﬁcantly
different according to program, and
samples were thus pooled. Several
participant demographic characteristics differed across programs.
Therefore, BMI, gender, age, race, and
a binary variable specifying camp
program were included as predictor
variables in regression analyses.
Measures
Demographic Information
Participants reported their age, gender,
race/ethnicity, and academic performance. Self-reported height and weight
were collected to calculate BMI. BMI
percentiles were calculated with respect to age and gender based on the
Centers for Disease Control and Prevention growth curves,40 then classiﬁed
according to weight categories (eg,
healthy weight, overweight, obese).41
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Given that BMI may differ for youth by
gender but several participants did not
report gender (n = 57), BMI was calculated for participants with missing
gender information as both a male and
a female. If participant weight category
changed based on participant gender
classiﬁcation, BMI category was not
recorded (n = 8).
Experiences of WBV
The nature and extent of WBV were
assessed with a questionnaire adapted
from Puhl et al.1,18 Participants were
provided with a detailed deﬁnition of
bullying, followed by the questions:
“Have you ever been teased or bullied
because of your weight at school?” (1 =
yes, 2 = no), “How often have you been
teased or bullied because of your
weight at school during the last year?”
(1 = never to 5 = very often), and “How
long have you been teased or bullied
because of your weight at school?” (1 =
,1 month to 6 = $5 years).
Survey questions then assessed teasing
due to other factors (eg, race, religion,
sexuality) and frequent perpetrators of
WBV (“peer,” “friend,” “teacher,” “Physical Education [PE] teacher/sport coach,”
“parent,” or “I do not know who the
person is”). To assess speciﬁc forms of
WBV experienced by adolescents, participants were asked how often during
the past year (“never” to “very often”)
they had experienced different types of
victimization at school, speciﬁcally attributable to their body weight. Items
assessed types of verbal teasing, physical aggression, relational victimization, and cyberbullying. This measure
showed very good reliability (a = .94).
Participants were also asked to report
how often (“never” to “very often”) they
had experienced WBV in speciﬁc locations and via technology (ie, on the
computer or cell phone) at school.
Finally, preliminary evidence from research with weight loss treatment–
seeking youth documented a negative

relation between maternal BMI and
child self-esteem and adaptive skills.42
Thus, perceived parental weight status
was also assessed: “Which of the following best describes your biological mother’s/father’s weight?” (“very underweight,”
“underweight,” “just about right,” “overweight,” “very overweight,” and “I don’t
know”).43 Due to sparse cell coverage,
“overweight”/“very overweight” and
“very underweight”/”underweight”/“just
about right” were collapsed, resulting
in binary variables for the mother and
the father. These 2 binary variables
were then combined into 1 variable with
3 categories: 0, 1, or both parents overweight/very overweight.
Statistical Analysis
The data were analyzed by using descriptive techniques to document
experiences of WBV. In addition, regression models were used to estimate
effects of individual characteristics on 2
of the study’s main outcome measures
(ie, risk and frequency of WBV). Linear
regression models (ordinary least
squares) were used to predict frequency of WBV, both for overall and
type-speciﬁc frequency, and a logistic
regression model was used to predict
the probability of ever experiencing
WBV. Predictors were the same in all
models and included adolescent and
parent weight status, as well as sociodemographic characteristics such as
age, gender, race/ethnicity, and grades.
A binary variable indicating camp
membership was included as a control
variable. In a separate analysis, a cubic
spline logistic regression model
(without additional covariates) was
used to explore the nonlinear effect of
BMI on WBV risk. To avoid selection bias
in models in which gender was included, missing gender data were imputed by using multiple imputation (M
= 20).44 Analyses were conducted by
using Stata version 11.2 (Stata Corp,
College Station, TX).
e3

RESULTS
Participant Characteristics
Of 361 participants, 40% were female
and 44% were male (16% not reported).
The mean 6 SD age was 15.79 6 1.28
years. Participants were currently in
grades 7 or 8 (12%), 9 (27%), 10 (23%),
11 (17%), or 12 (21%). Most participants self-reported as white (71%),
with the remaining 18% black/African
American, 6% Latin/Hispanic, 2%
Asian/Paciﬁc Islander, and 3% other.
Students reported receiving grades of
mostly A’s (38%) and mostly B’s (40%),
followed by mostly C’s (19%), mostly D’s
(3%), and mostly F’s (0%). Thirty-four
percent of respondents were healthy
weight, 24% were overweight, and 40%
were obese. Compared with recent US
estimates, this sample contained more
overweight youth and .2 times the
current rate of youth obesity.3 It was
unexpected that 34% of the sample
reported having a BMI within the
healthy weight range. However, program administrators conﬁrmed that
a portion of enrollees had experienced
signiﬁcant weight loss and returned to
camp for support with weight loss
maintenance.
WBV

TABLE 1 Reported Reasons for Being Bullied or Teased at School
Reason for Victimization

Percentage of Participants
Ever Experienced

Never

Rarely

Sometimes

Often/Very Often

94
89
74
70
65
52
50
50
41
32
24
17
15

7
11
26
31
35
48
50
50
59
68
76
83
85

23
24
33
31
30
22
29
28
28
16
11
7
11

50
40
31
25
25
23
16
17
9
11
7
7
3

21
25
10
14
9
7
6
5
5
5
6
3
1

Weighta
Appearance
Someone you are friends with
Clothes
Someone you are dating
The way you speak
Intelligence
School performance
Race
Family members or income
Religion
Disability
Sexuality or being gay/lesbian

N = 226 , n , 231. Due to rounding, some rows sum to .100.
a Denotes teasing/bullying experiences within the last year. For other items, the time frame refers to any previous experience.

Perpetrators

than one-half of participants reported
weight-based cyberbullying; namely,
61% had experienced mean or embarrassing posts online, and 59% were
sent mean texts, e-mails, or instant
messages. Physical victimization was
reported least often, yet was still prevalent (33%–61%).

More than 90% of participants reported
that their peers had been perpetrators
of WBV followed by 70% who reported
theirfriendsteased/bulliedthem (Table2).
Male (89%) and female (86%) peers
were reported as perpetrators, with
friends reported less often (males:
69%, females: 64%). Individuals whose
identities were unknown were also
commonly reported as perpetrators
(55%), followed by a sizeable percentage of participants who reported WBV
from adults, including PE teachers/
sport coaches (42%), parents (37%),
and teachers (27%).

Locations
WBV was most commonly reported in
general group settings, including the
classroom (80%), the stairs/hallway
(77%), and the cafeteria (70%) (Table
4). Sport-related locations such as the
gym, PE class, sports practice, or athletic ﬁeld (73%) and locker rooms/
bathrooms (65%) were also reported
by the majority of participants. More
than one-half of youth reported experiencing WBV on the computer (65%) or
phone (58%).

Descriptive Findings

Types of Victimization

Most participants reported experiencing WBV (64%). Results presented here
pertain exclusively to participants who
reported experiencing WBV, unless
otherwise noted.

Verbal victimization was the most commonly reported form of WBV at school
(75%–88%), followed by relational victimization (74%–82%) (Table 3). More

Frequency and Duration

TABLE 2 Adolescents’ Reports of Common Perpetrators of Weight-Based Bullying and Teasing

Most youth (71%) reported experiencing
WBV at least “sometimes” at school in
the last year (Table 1). Adolescents also
reported a long history of WBV; nearly 4
of 5 participants reported WBV lasting
.1 year, and more than one-third had
experienced WBV for $5 years. Only
10% of youth reported recent initiation
of WBV within the past 6 months.
e4
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During the Last Year
Source of Victimization

Peer
Friend
I do not know who it was
PE teacher/sport coach
Parent
Teacher

Percentage of Participants
Ever Experienced

Never

Rarely

Sometimes

Often/Very Often

92
70
55
42
37
27

8
30
46
59
63
73

26
34
16
27
14
18

37
28
23
9
12
6

30
8
15
6
11
3

N = 224 , n , 227. Due to rounding, some rows sum to .100.
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TABLE 3 Adolescents’ Reports of Different Forms of Weight-Based Bullying or Teasing Experienced
at School in Last Year
Form of WBV

Percentage of Participants
Ever
Experienced

Never

88
84
83
75
75

12
16
17
25
32

30
28
24
22
19

30
30
30
30
29

28
26
30
24
20

82

18

27

26

30

79

21

30

25

24

75
74

25
26

21
26

30
24

24
24

74

26

26

24

24

61

39

20

25

17

59

41

22

24

13

Verbal teasing
Being laughed at
Being teased in a mean way
Being called mean names/made fun of
Others make faces or grimaces toward you
Being the recipient of loud insults
Relational victimization
Isolated/left out/excluded from social
groups or peer activities
Others spread negative rumors or gossip
about you
Others try to get peers not to like you
Isolated/left out/excluded from sports
groups or physical activities
Isolated/left out/excluded from school
groups or extracurricular activities
Cyberbullying
Someone posts something mean or
embarrassing about you online
You are sent mean e-mails/instant
messages/text or chat messages
Physical aggression
Being verbally or physically threatened
Others taking things from you
Having things thrown at you by others
Damage to your personal belongings (others
break or ruin something of yours)
Being intentionally followed or chased after
Physically assaulted/hit/knocked down
Being trapped somewhere (eg, in a corner
or room)

Rarely

Sometimes

Often/Very
Often

61
57
56
53

39
43
44
47

24
26
20
21

20
21
22
24

17
11
14
9

51
42
33

49
58
67

26
20
15

17
12
13

8
10
5

N = 224 , n , 228. Due to rounding, some rows sum to .100.

Teasing Due to Other Factors
After body weight, the most commonly
reported reason for being teased/bullied
was appearance (89%), and 65% of participants reported this type of teasing/
bullying at least sometimes (Table 1).
Adolescents were also often teased for
reasons not relevant to the self, including
someone they were friends with (74%) or
someone they were dating (65%). The
least commonly reported reasons for
teasing/bullying included religion (24%),
disability (17%), and sexuality (15%).
Regression Analyses
Risk of WBV
With increasing body weight, participants were more likely to report WBV
PEDIATRICS Volume 131, Number 1, January 2013

These analyses were conducted by using the full sample of adolescents.

(Table 5). Adolescents with worse
grades (mostly C’s and D’s) were also
more likely to experience WBV. Participants’ reports indicated that 50% of
their mothers were overweight and
46% of their fathers were overweight.
The risk of reporting WBV was signiﬁcantly higher for youth with 2 overweight parents compared with youth
with no overweight parents.
Adolescents with a healthy weight
according to BMI were also at risk for
WBV (Fig 1). The risk of being victimized
due to one’s weight was lowest 1 SD
below the reference population mean,
and increased sharply after this point,
eventually reaching a chance of almost
100% for respondents with the highest
BMI.

Types of Victimization
Reported types of WBV were further
examined according to participant
characteristics. Linear regression
models indicated that the frequency of
different types of WBV or total WBV
remained similar across participant
characteristics with a few exceptions
(Table 5). Obese students reported
more verbal teasing compared with
their nonoverweight peers, and students with lower grades reported
more verbal, physical, and cyberbullying compared with students with
mostly A grades.

DISCUSSION
To the best of our knowledge the current
study is the ﬁrst to conduct an in-depth
assessment of experiences of WBV in
weight loss treatment–seeking youth.
Results indicate that these adolescents
are frequent targets of multiple forms
of WBV in many settings on school
campuses. It is further concerning that
our ﬁndings suggest that WBV may be
virtually inevitable for the heaviest
youth, and that these youth have likely
been targets of victimization for an
extensive period of time.
Several additional ﬁndings from the
current study raise cause for concern.
First, peers were reported to be extremely common perpetrators of WBV in
the school setting, but it is noteworthy
that more than one-half of the sample
also reported bullying from unknown
individuals. Given that more than
one-half of participants reported experiencing WBV via cell phones or
computers, it is likely that unknown
individuals represent cyberbullies who
use technology to retain their anonymity.
Youth may feel increasingly vulnerable
with an unknown bully or experience
increased psychological distress (ie,
depressive symptoms, suicidal ideation,
e5

TABLE 4 Common School Settings in Which WBV Was Experienced in the Last Year
School Locations Where WBV Occurs

that are extremely damaging.19,26,46–48
For those youth who are targets of WBV
at school and at home, health care providers may be among their only remaining allies. Thus, it can be especially helpful
for providers to promote adaptive coping
strategies (eg, positive self-talk, social
support, problem-focused coping)18,48,49
during patient visits with youth who are
targets of WBV.

Percentage of Participants
Ever
Experienced

Never

Rarely

Sometimes

Often/Very
Often

80
77
70
73

20
23
30
27

30
29
23
26

31
26
26
28

20
23
20
20

67
65
65
65
59
58

34
35
36
35
41
42

22
23
23
27
23
27

30
28
26
23
21
18

15
15
16
16
16
14

In the classroom
In the stairs or hallway
In the cafeteria
In the gym, PE class, sports practice, or
athletic ﬁeld
In the waiting areas before or after school
On the computer
In the locker room or bathroom
Outside or at recess
On the bus or on other school transportation
On the phone

Third, youth were often teased/bullied
because of people they were associated with, including friends (74%),
dating partners (65%), and family
members (32%). In light of our ﬁnding
that having 2 overweight parents
increases youth risk of WBV, it is possible that youth may be experiencing
proximity bias (as discussed by Hebl
and Mannix50); namely, obesity stigma
is extended to individuals closely associated with an obese person. Future
research should examine whether
body weight of a family member, friend,
or dating partner increases an adolescents’ likelihood of victimization.

N = 226 , n , 229. Due to rounding, some rows sum to .100.

self-injury, suicide attempts) if subject to
cyberbullying in addition to other forms
of bullying.45
Second, of considerable concern is the
high percentage of adolescents (37%)
who reported WBV from their parents.
Research indicates that weight-based
teasing from multiple sources (eg,
peers and parents) may be associated
with increased emotional health problems for youth.19 When treating an
overweight or obese child, clinical

intervention involves interactions with
the child’s parents to equip them with
the tools to improve the health of their
child, as well as that of the whole family.
As part of these efforts, our ﬁndings
highlight the need for providers to educate parents about WBV and to offer
them appropriate strategies to address their child’s weight with sensitivity and support. Even well-intentioned
parents may inadvertently criticize or
tease their overweight children in ways

TABLE 5 Logistic and Linear Regressions Predicting Risk and Frequency of WBV Experienced at School
Factor

No parent overweight
One parent overweight
Both parents overweight
BMI: healthy weight
BMI: overweight
BMI: obese
Female
Male
Age, mo
White
Black
Other
Grades: mostly A’s
Grades: mostly B’s
Grades: mostly C’s/D’s
Camp Shane
Wellspring Academies
Constant
N

Logistic Regression (Odds Ratio)
Ever Experienced WBV

Linear Regression (B)
Frequency
of WBV

Frequency of
Verbal WBV

Frequency of
Relational WBV

Frequency of
Physical WBV

Frequency of
Cyber WBV

1.546
2.806*

20.011
0.140

0.044
0.156

20.139
0.110

0.037
0.076

20.006
0.187

8.693‡
11.661‡

0.114
0.193

0.165
0.445*

0.037
0.230

0.076
20.110

0.133
20.117

0.872
1.010

0.148
0.004

0.142
0.004

0.045
0.007

0.277
0.001

0.003
0.002

0.510
0.798

20.171
20.158

20.129
20.059

20.283
20.239

0.033
20.086

20.256
20.154

1.360
3.754†
0.865
0.038
341

0.258
0.775‡
20.219
21.246
211

0.129
0.582†
20.136
21.322
211

0.082
0.441*
20.100
21.442
211

0.428†
0.935‡
20.312
20.693
210

0.357*
0.746‡
20.274
20.605
208

Dependent variables in the linear regression models are z standardized and, thus, the coefﬁcients reﬂect changes in the dependent variables in units of SDs for a 1-unit change in the
independent variables. Data were imputed by using multiple imputation for gender (M = 20).
* P , .05,
† P , .01,
‡ P , .001.
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CONCLUSIONS

FIGURE 1
Logistic cubic spline regression model predicting risk of WBV across the observed range of participant
BMI. Spline knots were created at every SD across the observed BMI range to capture the nonlinear
relation between BMI and the risk of WBV. Outcome: “ever victimized at school” (0 = no, 1 = yes),
predictor: BMI for age (z scores; mean: 10; SD: 1 in the reference population,40 sample mean = 11), N =
301.

Finally, our ﬁndings suggest that formerly overweight youth who have lost
weight and whose BMI is currently in the
healthy weight range may still be vulnerable to WBV, which aligns with recent
research indicating formerly obese
females experience continued stigma
after weight loss.51 Thus, providers
should be aware that risk of WBV may
be present for youth of diverse body
weights and not just for those who are
currently overweight or obese.
A primary limitation of this study is its
self-report format. This format may

introduce bias in the reporting of perceived experiences of victimization, as
well as weight and height information.
However, previous research has demonstrated generally high concordance
between child and maternal reports
of victimization,52 and between selfreported weight and height data and
measured values of height and weight
among adolescents.53 Finally, we did not
assess participant socioeconomic status,
and thus it is not known if this sample
overly represents individuals with the ﬁnancial means to attend such a program.

Our ﬁndings show that weight loss
treatment–seeking adolescents experience pervasive weight-based torment
from classmates and adults, which has
important implications for clinical intervention and treatment with this
population. Pediatric providers, school
personnel, and program staff can help
these youth by looking for signs of
teasing, bullying, or associated psychological distress such as depression
and anxiety, identifying whether youth
have a support system in place to deal
with WBV, sharing concerns about
bullying with parents, and assisting in
efforts to obtain mental health services
or other resources for youth in need of
support. With increased recognition of
WBV, providers can play an important
role in helping to reduce the damaging
impact of victimization on the quality of
life for youth struggling with their
weight.
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