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Objectives. We examined whether racial discrimination is associated with in-
creased body mass index (BMI) and obesity among Asian Americans. Further,
we explored whether this association strengthens with increasing time in the
United States.

Methods. We analyzed data from the 2002 to 2003 National Latino and Asian
American Study (n=1956). Regression models tested whether reports of racial dis-
crimination were associated with BMI and obesity, after accounting for weight dis-
crimination, age, gender, marital status, ethnicity, generation, employment, health
status, and social desirability bias (the tendency to seek approval by providing the
most socially desirable response to a question).

Results. We found that (1) racial discrimination was associated with increased
BMI and obesity after we controlled for weight discrimination, social desirability
bias, and other factors and (2) the association between racial discrimination and
BMI strengthened with increasing time in the United States.

Conclusions. Racial discrimination may be an important factor related to weight
gain among ethnic minorities. (Am J Public Health. 2008;98:493–500. doi:10.2105/
AJPH.2007.114025)
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fewer healthy food options25,26 and fewer safe
places for physical activity.27,28

Consistent with these observations, several
studies have suggested that discrimination is
associated with weight gain and metabolic
problems. Tull et al. found that reports of inter-
nalized racism were associated with greater
obesity among women in Barbados.29 Simi-
larly, Chambers et al. found associations be-
tween internalized racism and insulin resist-
ance among girls in Barbados.30 Butler et al.
found associations between internalized racism
and greater waist circumference and higher
fasting glucose among Dominica women.31

We tested the first hypothesis that reports
of discrimination are associated with higher
BMI and the risk of obesity and build on
previous research in 3 primary ways. First,
overweight people may encounter weight
discrimination,32 and associations between
racial discrimination and weight might there-
fore be confounded by weight discrimina-
tion. To reduce the chance of spurious find-
ings, we controlled for weight discrimination
and other factors.

Second, we examined whether findings
from Black populations generalize to Asian

Americans. Among Asian Americans, discrim-
ination is associated with outcomes related to
obesity, including cardiovascular condi-
tions,33,34 depression,35–37 and substance
use,19 but no study has directly examined
whether discrimination is associated with
BMI and obesity in this population.

Third, we tested the main effects of dis-
crimination and investigated whether dis-
crimination is moderated by time spent in
the United States. US-born Asians appear to
have higher rates of obesity than their for-
eign-born counterparts, but the rates of obe-
sity among the foreign born increase with
years in the United States.38–40 Additionally,
immigrants often report less racial discrimi-
nation than do nonimmigrants, but reports
of discrimination increase with years spent
in the United States, perhaps because immi-
grants are more likely to encounter and rec-
ognize discrimination over time.41–43 A re-
cent study found that among African and
Latino immigrants, the association between
racial discrimination and mental health
strengthened with increasing time in the
United States.44 These observations moti-
vate the second hypothesis that time spent

Stress caused by disadvantaged social status
may be related to obesity. Two elements pro-
vide the foundation for this observation. First,
stress may have adverse physiological conse-
quences, including increased risk for obesity
and allostatic load, the “wear and tear” on
organ systems that contributes to health prob-
lems.1 Stressors activate the hypothalamic–
pituitary–adrenal axis system, releasing corti-
sol and other glucocorticoids. Glucocorticoids
may stimulate appetite and blunt the satiety
system.2 Cortisol increases fat retention, par-
ticularly in the abdominal region.3 Moreover,
stressors may selectively increase the intake
of “comfort foods” over other foods among
humans and other animals.4,5

Stress may also be related to abdominal
and general obesity. Daily stress,6 anxiety,7

and depressed mood8,9 are related to visceral
obesity. Among monozygotic twins, stress-
induced hormonal changes result in greater
intra-abdominal fat deposits in the twin with
higher stress.10 Further, obesity, indicated by a
high body mass index (BMI), has been associ-
ated with work stress11,12 and early childhood
trauma.13 In a prospective study of British civil
servants, job stress was associated with meta-
bolic syndrome (a group of risk factors that
includes abdominal obesity, elevated blood
pressure, and atherogenic dyslipidemia)8 and
general and visceral obesity.12

Second, social disadvantage, such as experi-
ences with racial discrimination, may produce
stress.14 Self-reported discrimination appears
to be related to several stress-related and
obesity-related outcomes, including high blood
pressure,15 depression and anxiety,16 sleep
problems,17 and coronary calcification.18 Indi-
viduals may also use alcohol to cope with dis-
crimination,19–21 and alcohol can contribute to
obesity.22 Hence, discrimination may directly
produce weight gain by activating the stress
system and by influencing behavior change.
Discrimination also may act indirectly by hinder-
ing socioeconomic advancement23,24 and by
segregating individuals into communities with
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in the United States will interact with the as-
sociation between racial discrimination, such
that the association between racial discrimi-
nation and BMI among immigrant Asians
will strengthen with increasing time spent in
the United States.

METHODS

Sample
Data were from the National Latino and

Asian American Study (NLAAS). Inclusion
criteria included Asian or Latino heritage, age
18 years or older, and residence in any of the
50 states or the District of Columbia. We fo-
cused on the Asian sample. The sampling de-
sign had 3 components: (1) selection of hous-
ing units based on primary sampling of
metropolitan statistical areas or counties and
secondary sampling units from census blocks;
(2) sampling of housing units from block
groups with greater than 5% density of Asian
ethnic groups; (3) “secondary-respondent
sampling,” in which a second person was in-
terviewed from a household in which a pri-
mary respondent had already been inter-
viewed. We oversampled Chinese (n=600),
Vietnamese (n=508), and Filipinos (n=502),
but also included Asian Indians (n=148), Jap-
anese (n=115), Koreans (n=84), Pacific Is-
landers (n=38), and other Asians (n=82).
We developed weights to account for the joint
probabilities of selection for these 3 compo-
nents and to allow the sample estimates to be
nationally representative.45

Trained interviewers administered the sur-
vey in English, Cantonese, Mandarin, Spanish,
Tagalog, or Vietnamese, either face-to-face or
via telephone. Our sample included a total of
2095 Asian Americans (1611 primary and
484 secondary respondents). The response
rates for primary and secondary respondents
were 69.3% and 73.7%, respectively.45 Addi-
tional details of the study sample can be
found elsewhere.45–47

Body Mass Index, Overweight, and Obesity
BMI was calculated by dividing self-

reported weight in kilograms by height in
meters squared.48 We classified BMI into
the following categories: underweight
(<18.5 kg/m2), normal (18.5–24.9 kg/m2),
overweight (25.0–29.9 kg/m2), and obese

(≥30.0 kg/m2).48 Because underweight was not
prevalent (5.6% of the sample) and resulted in
some analytic strata having few to no respon-
dents (e.g., no one reporting weight discrimina-
tion was underweight), underweight was com-
bined with normal, resulting in 3 categories:
underweight or normal, overweight, and obese.

Self-Reported Experiences of
Discrimination

Measures of discrimination were adapted
from the Everyday Discrimination Scale.49,50

In this scale, respondents are first asked to re-
spond to 9 items on unfair treatment and then
asked to state the main reason for this unfair
treatment. Because a primary goal of our study
was to examine how racial discrimination—
independent of weight discrimination or gen-
eral experiences of unfair treatment—is associ-
ated with BMI, we examined only a respon-
dent’s main reason for discrimination. These
main reasons were coded into the following
mutually exclusive categories: race (includes
nationality, ethnicity, and skin color), weight,
and other (includes height, gender, age, sex-
ual orientation, income, and education); they
were modeled as binary variables (yes or no).
Height, gender, and income or education dis-
crimination were considered as distinct vari-
ables but were not associated with BMI or
obesity. Accordingly, these types of discrimi-
nation were included in the “other” category
for parsimony.

Covariates
We included covariates for several factors

that may confound the association between
racial discrimination and BMI or obesity;
these were sociodemographic characteristics,
mental and physical illness, and social desir-
ability bias.

A variety of sociodemographic characteris-
tics have been correlated with both health
and discrimination.51,52 We included the fol-
lowing in our analyses: marital status, gender,
age, ethnicity (Chinese, Filipino, Vietnamese,
other Asian/Pacific Islander), employment
status, immigration generation (whether re-
spondent or parents were US born or foreign
born), and number of years spent in the
United States.

Discrimination has been associated with
depression and other mental disorders among

Asian Americans.31,32 Additionally, obese
people are at increased risk of experiencing
mood disorders.53,54 To account for confound-
ing caused by mental disorders, we used the
World Health Organization Composite Inter-
national Diagnostic Interview,55 an instrument
that assesses the presence of psychiatric disor-
ders using Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition (DSM-IV ),
criteria.56 Mental disorders, operationalized
as a binary variable, indicated the presence
of any of the following within the past 12
months: major depressive disorder, dysthymia,
panic disorder, agoraphobia without panic,
social phobia, generalized anxiety disorder,
posttraumatic stress disorder, alcohol abuse,
alcohol dependence, drug abuse, and drug
dependence.

Although discrimination is purported to
cause poor health, it is also possible that
poor health causes one to report discrimina-
tion and contributes to obesity. We assessed
self-rated physical health using 1 question:
How would you rate your overall physical
health?57 Responses ranged from 1 (poor)
to 5 (excellent).

We also included a control for social desir-
ability bias. Individuals are likely to under-
report their weight to conform to socially de-
sirable expectations of slimness. Moreover,
people with high social desirability scores
tend to underreport discrimination in order
to “save face” and because of concerns that
reports of discrimination will be met with
skepticism.58,59 We used a 10-item social de-
sirability scale developed by Crowne and
Marlowe.60 Representative items include “I
have never met a person I didn’t like” and “I
always win at games.” Scores range from 0
(no social desirability bias) to 10 (highest so-
cial desirability bias). The internal consistency
reliability coefficient (Kuder–Richardson For-
mula 20) was 0.71 for this sample.

Analyses
Ordinary least squares regression was used

to test the hypothesis that discrimination is
associated with higher BMI, with adjustment
for age, gender, marital status, ethnicity, gen-
eration, employment, poverty, self-rated
health, mental disorders, and social desirabil-
ity bias. We used multinomial logistic regres-
sion to examine the association between
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TABLE 1—Sample Weighted
Characteristics of Asian Respondents
(n=1956): National Latino and Asian
American Study, 2002–2003

Characteristic Value

BMI, kg/m2, mean (SD) 24.2 (4.4)
Weight category,a %

Underweight/normal 64.9
Overweight 26.9
Obese 9.3

Discrimination,b %
None 25.4
Racial 41.7
Weight 0.8
Other 32.1

12-mo DSM-IV mental disorder, % 9.5
Self-rated physical health, %

Excellent 17.2
Very good 32.5
Good 34.5
Fair 13.4
Poor 2.4

Social desirability bias,c mean (SD) 2.2 (2.1)
Age, mean (SD) 41.1 (15.6)
Gender, %

Women 52.4
Men 47.6

Ethnicity, % 
Vietnamese 12.9
Filipino 21.6
Chinese 28.2
Other Asian or Pacific Islander 37.4

Employed, % 64.1
Immigrant status, %

Respondent foreign born 76.6
Respondent born in US, at least 14.1

1 parent foreign born
Respondent and both parents 9.4

born in US
Years in the US, mean (SD) 16.1 (15.5)
Marital status, %

Married, living with partner 65.1
Never married, widowed, 34.9

separated, divorced

Note. BMI = body mass index; DSM-IV = Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition.56

aWe classified BMI into the following categories:
underweight (< 18.5 kg/m2), normal (18.5–24.9
kg/m2), overweight (25.0–29.9 kg/m2), and obese
(≥ 30.0 kg/m2).
bMeasures of discrimination were adapted from the
Everyday Discrimination Scale. In this scale, respondents
are first asked to respond to 9 items on unfair treatment
and then asked to state the main reason for this unfair
treatment.
cThe scale ranged from 0 (no social desirability bias)
to 10 (highest social desirability bias).

discrimination and overweight and obesity
(ordered logit was not used because the paral-
lel regression assumption was violated).

To examine whether the association be-
tween racial discrimination and BMI varied
by years living in the United States among
immigrants, we included interaction terms in
our ordinary least squares models. However,
because years living in the United States was
relevant only for immigrants and considered
“missing” for nonimmigrants, we followed the
approach of using conditionally relevant vari-
ables.61,62 This approach allowed the inclusion
of the US born in our interaction model. We
then calculated simple slopes and plotted the
interactions to aid interpretation. In the inter-
action analyses, continuous covariates were
centered at their mean to facilitate interpre-
tation of the intercept. This interaction analy-
sis was performed for BMI but not for obesity
because of difficulties in testing and interpret-
ing interactions with multinomial models.

One outlier and 138 cases with missing
data were excluded, leaving 1956 respon-
dents. Compared with the rest of the sample,
excluded respondents were slightly older and
less likely to be employed, but they did not
differ in terms of BMI or reports of discrimi-
nation. All models were weighted to account
for sample design. Stata version 9.2 software
(StataCorp LP, College Station, Tex) was used.

RESULTS

Table 1 shows the characteristics of the sam-
ple. About 65% were underweight or normal,
27% overweight, and 9% obese. Although
most respondents were in the normal-weight
category, the average BMI was 24.2 kg/m2, just
under the overweight threshold of 25 kg/m2.
Most of the sample reported experiencing dis-
crimination. Nearly 42% reported discrimina-
tion because of race/ethnicity, followed by in-
come or education (6%), age (4%), gender
(3%), weight (0.8%), height (0.8%), and other
factors (17%). Approximately 10% had had a
mental disorder within the past 12 months,
and 15.8% reported fair or poor self-rated
health. Participants reported a mean of 2.2 of
the 10 items measuring social desirability bias.
Most of the sample was employed (64%), for-
eign born (77%), married (75%), and lived in
the West (67%).

BMI was positively associated with years in
the United States, age, marital status, employ-
ment, male gender, ethnicity, birth in the
United States, and depression. Racial discrimi-
nation was correlated with age, female gen-
der, ethnicity, years in the United States, social
desirability bias, self-rated health, and weight
or other discrimination. A full correlation
table is available upon request from G.C.G.

Table 2 shows the association between
self-reported discrimination and BMI. The
first column displays the raw means. BMI
is highest among those reporting weight
discrimination (mean=31.2 kg/m2), followed
by racial (mean=24.5 kg/m2) and other
(mean=23.6 kg/m2) discrimination, and low-
est among those not reporting any discrimina-
tion (mean=23.5 kg/m2). The next column
(model 2.1) shows the unadjusted regression
analysis comparing BMI across the types of
discrimination. BMI was significantly higher
among those reporting weight (b=0.97;
P≤ .001) and racial (b=0.97; P≤ .01) discrim-
ination than among those not reporting dis-
crimination. BMI was also higher among
those reporting other discrimination, but the
strength of association was lower (b=0.09;
P≤ .05) than for racial and weight discrimina-
tion. The third column (model 2.2) shows the
associations adjusted for covariates. Weight
discrimination (b=0.86; P≤ .001) and racial
discrimination (b=0.68; P≤ .05) remained
significantly associated with BMI, but other
discrimination was no longer significant.

Table 3 shows how discrimination is associ-
ated with overweight and obesity. Among
those considered overweight, 45.5% reported
racial discrimination, 29.8% reported some
other discrimination, 23.9% reported no dis-
crimination, and 0.8% reported weight dis-
crimination. A similar pattern was found
among those classified as obese, although the
reporting of weight discrimination was higher
at 4% and the proportion of people reporting
no discrimination dropped to 13.5%. In the
second column (model 3.1), multinomial lo-
gistic regression was used to examine how
discrimination is associated with overweight
and obesity compared with normal weight.
Reports of racial, weight, or other discrimina-
tion, compared with no discrimination, did
not increase the odds of being overweight
compared with being normal weight. Compared
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TABLE 2—Association Between Self-Reported Discrimination and Body Mass Index (BMI)
Among Asian Respondents (n=1956): National Latino and Asian American Study, 2002–2003

Model 2.1 (Unadjusted)a,b Model 2.2 (Adjusted)a,b,c

Type of Discrimination BMI,a kg/m2, Mean b (SE) P b (SE) P

None 23.5 Reference Reference

Weight 31.2 0.97 (0.22) ≤ .001 0.86 (0.24) ≤ .001

Racial 24.5 0.97 (0.30) ≤ .01 0.68 (0.34) ≤ .05

Other 23.6 0.09 (0.04) ≤ .05 0.03 (0.91)

aWeighted to be nationally representative.
bOrdinary least squares regression.
cAnalyses controlled for age, gender, marital status, ethnicity, generation, employment, self-rated health status, 12-month
mental disorders, and social desirability.

TABLE 3—Association Between Self-Reported Discrimination and Overweight and Obesity
Among Asian Respondents (n=1956): National Latino and Asian American Study, 2002–2003

Model 3.1 (Unadjusted)a,b Model 3.2 (Adjusted)a,b,c

Distribution,a % MOR (95% CI) P MOR (95% CI) P

Overweight

No discrimination (Ref) 23.9 1.00 1.00

Weight discrimination 0.8 1.16 (0.96, 1.39) 1.11 (0.95, 1.30)

Racial discrimination 45.5 1.34 (0.89, 2.01) 1.16 (0.73, 1.83)

Other discrimination 29.8 1.01 (0.96, 1.05) 0.98 (0.94, 1.03)

Obesity

No discrimination (Ref) 13.5 1.00 1.00

Weight discrimination 4.0 1.51 (1.25, 1.83) ≤ .001 1.52 (1.25, 1.85) ≤ .001

Racial discrimination 46.5 2.42 (1.29, 4.54) ≤ .01 2.12 (1.04, 4.33) ≤ .05

Other discrimination 36.0 1.09 (1.01, 1.16) ≤ .05 1.05 (0.98, 1.12)

Note. MOR = multinomial odds ratio; CI = confidence interval. Overweight was defined as a body mass index of 25.0 to
29.9 kg/m2 and obesity as 30.0 kg/m2 or greater.
aWeighted to be nationally representative.
bMultinomial logistic regression. The comparison group is “normal/underweight.”
cAnalyses controlled for age, gender, marital status, ethnicity, generation, employment, self-rated health status, 12-month
mental disorders, and social desirability.

with no reports of discrimination, however,
reports of any of these 3 types of discrimina-
tion increased the odds of being obese com-
pared with being normal weight. For example,
the reporting of racial discrimination (vs no
discrimination) increased the odds of being
obese (vs normal) by 2.42.

In the third column (model 3.2), covariates
are included. A pattern similar to that of
model 3.1 emerged, except that other dis-
crimination were no longer significant. The
odds for racial discrimination dropped slightly
in model 3.2 (multinomial odds ratio=2.12)
compared with model 3.1, but it remained
significant. Multinomial analyses are often dif-
ficult to interpret, and another way to think

about these results is in probabilities. For a
person with average values for the continuous
covariates (e.g., age) and the modal values for
the categorical covariates (e.g., marital status),
the probability of being obese was 4.6% if
the person did not report racial discrimina-
tion; however, the probability doubled to
9.3% if racial discrimination was reported.

We then tested the interaction between ra-
cial discrimination and years in the United
States. After accounting for covariates, we
found a significant interaction between years
in the United States and racial discrimination.
This interaction is plotted in 2 ways. Figure 1
shows that the association between discrimi-
nation and BMI strengthened with increasing

time spent in the United States. Figure 2
shows that, among immigrants not reporting
discrimination, BMI was constant across years
spent in the United States. Among immigrants
reporting discrimination, however, BMI in-
creased with time spent in the United States.

We performed additional analyses to evalu-
ate the robustness of our findings. First, we
tested alternative indicators of socioeconomic
position (per capita income, poverty, educa-
tion), but the results of these analyses were
consistent with those reported here. Second,
we reran our multinomial logistic regression
models, including underweight as a distinct
outcome. Our findings were robust with that
specification as well. Third, there has been
some controversy regarding appropriate cut-
points for overweight and obesity among per-
sons of Asian descent. Some have argued that
conventional BMI cutpoints underestimate
the degree of risk for Asian populations and
have suggested that the threshold for over-
weight and obesity should be lowered to
23 kg/m2 and 27.5 kg/m2, respectively.63

Results of analyses using these alternative
thresholds were similar to those reported
here. Fourth, we had considered region (West,
Midwest, South, and Northeast) as a covariate,
but region was omitted for parsimony be-
cause it was not significant in any models.
Fifth, we tested moderation of discrimination
with gender, nativity (US born vs immigrant),
region, and ethnicity, but none of those inter-
actions were significant.

DISCUSSION

We found that reports of racial and weight
discrimination were associated with increased
BMI and obesity among a nationally represen-
tative sample of Asian Americans. These find-
ings persisted even after control for social de-
sirability bias and a variety of other covariates.

Two important observations arise from
these analyses. First, reports of weight dis-
crimination were associated with increased
BMI and obesity, suggesting that obese peo-
ple experience discrimination because of
their weight. Other studies have found that
weight discrimination is associated with a va-
riety of economic, social, and mental health
outcomes, including decreased self-esteem,
anxiety, and depression.32,64 Given the
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FIGURE 2—The relationship between racial discrimination and years spent in the United
States among Asian respondents (n=1956), by report of discrimination: National Latino
and Asian American Study, 2002–2003.

FIGURE 1—The relationship between racial discrimination and body mass index, among
Asian respondents (n=1956), by years spent in the United States: National Latino and
Asian American Study, 2002–2003.

growing prevalence of obesity worldwide, it
is important to continue to assess weight dis-
crimination.65 Further, although it seems
reasonable to assume that reports of weight
discrimination arise because of one’s weight,
future research might also examine whether
weight discrimination is itself consequential.
For example, one study found that being
teased for being overweight was associated
with disordered eating among obese and
normal-weight boys.66

Second, reports of racial discrimination
were associated with increased BMI and

obesity among Asian Americans even after
control for reports of weight discrimination
and other factors. This finding is consistent
with research suggesting that racial discrimi-
nation is a stressor. Our research joins other
studies finding that racial discrimination, as
measured by internalized racism, is associ-
ated with increased abdominal obesity and
related problems among Blacks in Barbados
and Dominica.29–31

The measurement of discrimination in fu-
ture studies deserves further attention. Unlike
the Barbados and Dominica studies, our

study measured racial discrimination, not in-
ternalized racism. It is likely that reports of in-
ternalized racism (whereby one believes that
the negative stereotypes associated with one’s
racial group are true) differ from reports of
how one experiences discriminatory treat-
ment. Like our investigation, a study by Vines
et al. asked about experiences with racism,
but our findings are inconsistent with theirs.6

They found that Black women who reported
no discrimination had higher levels of abdom-
inal fat than those reporting discrimination.
The authors suggested that their findings might
be consistent with the internalized racism
perspective if one assumed that reports of dis-
crimination indicated “successful coping” and
that no such reports indicated internalized
racism. Another possibility is that the 2 stud-
ies had different findings because they used
different sample populations; in the Vines et al.
study, the respondents were premenopausal
women of a prepaid health plan who volun-
teered for a uterine fibroids study. Future re-
search should evaluate our contradictory
findings by replicating our studies among a
general population, using measures of both
perceived discrimination and perceived inter-
nalized racism.

Perhaps the most interesting finding in
our study is the interaction between years in
the United States and racial discrimination.
Among immigrants, the association between
discrimination and BMI strengthened with in-
creasing time in the United States, even after
age and other factors were accounted for. In-
deed, another study found that among Afri-
can and Latino immigrants, the association
between discrimination and poor mental
health also increased with time in the United
States.44 These patterns suggest that discrimi-
nation may be more “potent” among more
acculturated immigrants, perhaps through
the accumulation of stressors or because a
given level of discrimination becomes more
salient and important with increasing familiar-
ity with US culture.

The interaction could be interpreted in
another way. Studies of immigrants, Asian or
otherwise, generally find a rise in BMI with
years spent in the United States.38–40 These
trends are often explained by dietary changes
among immigrants. Our study did not examine
diet, but diet could be an important mediator
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because stressors may cause one to seek sug-
ary and fatty foods.4,5 Intriguingly, our data
indicated that BMI was positively associated
with time in the United States only among
Asian immigrants reporting racial discrimina-
tion; however, among those not reporting dis-
crimination, BMI was constant across years.
Thus, these data suggest that general findings
of rising BMI among immigrants67–69 might
be qualified by racial discrimination.

Although we focused on the potential
stress mechanism, it is likely that stress is just
one pathway whereby racial discrimination
may be associated with obesity.14,70 Structural
discrimination, as evidenced by racial resi-
dential segregation, may decrease the avail-
ability of healthy foods and safe recreational
areas.25–28,71,72 Fears of racial harassment
may be a barrier to physical activity among
Asians.73 An important question for future
research is whether discrimination operates
at multiple levels—for example, at the inter-
personal level to induce stress and at the
structural level to restrict dietary and physical
activity options. Finally, although we focus
on racial discrimination, many other biologi-
cal and social factors are associated with
obesity.52,74

Limitations
Several limitations should be acknowl-

edged. Self-reported data are always subject
to response factors. The prevalence of obesity
in our study (9.3%) was slightly higher than
that reported for Asian Americans in the
2005 National Health Interview Survey
(8.5%), but our rates approach parity (8.8%)
when we exclude Pacific Islanders from
our estimates (who have a prevalence of
26.9%).75 Although we did not control for
all response factors (e.g., recall bias), we did
address the one factor that is very significant
with regard to self-reported BMI and
discrimination—social desirability bias. Indi-
viduals seeking approval by providing the most
socially desirable response may misreport
their weight and experiences with discrimina-
tion.59 Moreover, mental disorders might lead
to inaccurate reporting. For example, depres-
sion might cause some people not only to lose
or gain weight but also to misreport their
weight and experiences of discrimination. It
was thus important that the present study

controlled for social desirability bias and
mental disorders.

That said, future studies should use objec-
tive measures of BMI and alternative mea-
sures of risk (e.g., waist-to-hip ratio) as well
as develop other ways to assess discrimina-
tion. Additionally, unlike prior studies that
have often used the everyday discrimination
scale without the attributions, we employed
attributions of unfair treatment as the main
analytic variable. Although doing so allowed
us to distinguish weight from racial discrimi-
nation, these binary variables were limited in
their ability to capture variation in the expe-
rience of discrimination. Future studies
should use full scales of racial and weight
discrimination. Further, our data are cross-
sectional and we therefore cannot make
causal statements. Our purported pathway—
that racial discrimination causes obesity—
seems more likely than the alternative of
obesity causing racial discrimination. How-
ever, only prospective studies will provide a
firmer test of this hypothesis.

Conclusions
Our study’s strengths include the use of a

nationally representative sample of Asian
Americans, adjustment for several important
confounders, and theoretically derived hy-
potheses. To our knowledge, this is the first
study that directly examines whether self-
reports of racial discrimination are associ-
ated with increased BMI and obesity after
accounting for weight discrimination. Our re-
sults raise several major areas for future re-
search, including establishment of the causal
direction, investigation of mediating path-
ways, and replication among other popula-
tions. Although preliminary, our findings
also suggest that racial discrimination may
account for some of the rise in obesity seen
as immigrants spend more time in the
United States.
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