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Abstract

Purpose—The aim of the study was to quantify the association between perceived everyday 

discrimination and binge eating among Latinas in the United States.

Methods—Participants included 1014 Latinas from the 2002–2003 National Latino and Asian 

American Study. Modified Poisson models with robust standard errors were used to estimate 

sociodemographic-adjusted prevalence ratios (aPRs) and 95% confidence intervals (CIs) of binge 

eating associated with overall and attribution-specific discrimination.

Results—Approximately 7% of Latinas reported binge eating. Increased frequency of 

discrimination was associated with a higher prevalence of binge eating (aPR, 1.59; 95% CI, 1.23–

2.06), and Latinas reporting frequencies of discrimination in the top tertile had the greatest 

prevalence elevation (aPR, 3.63; 95% CI, 1.32–10.00). There were important differences by 

discrimination attribution: Latinas experiencing primarily height/weight-based or skin color–based 

discrimination had the greatest prevalence elevation relative to those reporting no discrimination 

(aPR, 10.24; 95% CI, 2.95–35.51; and aPR, 8.83; 95% CI, 2.08–37.54, respectively), whereas 

Latinas reporting primarily race-based discrimination had the lowest prevalence elevation (aPR, 

1.64; 95% CI, 0.47–5.69).

Conclusions—Discrimination may be an important social determinant of Latinas’ binge eating. 

Future research should incorporate expanded conceptual models that account for Latinas’ complex 

social environment, focusing on intersecting dimensions of identity.
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Introduction

Latinas report high rates of binge eating (BE) [1], or consuming a large amount of food 

while feeling a loss of control [2]. Nationally representative data from the National Latino 

and Asian American Study (NLAAS) indicate that the 12-month and lifetime prevalence 

estimates of recurrent BE (occurring twice or more per week for ≥6 months) among Latinas 

are 3.3% and 5.8%, respectively [3]. These estimates are higher than the national average 

estimates (2.1% and 4.5%) [4] and are significantly higher than those observed among 

Asian, Black, and non-Hispanic White women and men of all racial/ethnic backgrounds [5]. 

Such findings are concerning, given the substantial health consequences of BE (e.g., 

cardiometabolic issues, substance use, and depression) [4,6–8] and its negative impacts on 

psychosocial functioning and quality of life [9]. There is thus a critical need to understand 

the factors contributing to Latinas’ elevated rates to inform interventions.

Leading etiologic models of BE (i.e., cognitive behavioral, affect regulation, and dual-

pathway models) conceptualize the behavior as a maladaptive coping response to negative 

affect or low self-esteem, with predisposing factors that are social in origin and often 

relating to body shape/weight (e.g., cultural/peer pressures to be thin) [10,11]. As feminist 

scholars routinely point out, however, such models are based on studies with almost 

exclusively White participants [12–14], and only recently has population-level research 

considered the unique social stressors affecting racial/ethnic minorities that may additionally 

contribute to their eating-related pathology. With respect to Latinas, this work is 

underdeveloped. Most studies focus narrowly on acculturation [1,3,15,16], a construct 

rightfully critiqued for its individual-level perspective and tendency to obscure the 

complexity of Latinas’ social environment beyond stressors related to immigration status 

[17–19]. For instance, as women and racial/ethnic minorities, Latinas report high levels of 

perceived everyday discrimination or “the belief that one has experienced unfair treatment 

by individuals and social institutions … based on personal characteristics such as race, 

gender, or weight” [20] because of social hierarchies and interlocking systems of power/

oppression in the United States [21]. Importantly, this may increase BE risk: discrimination 

is a major social stressor that adversely impacts mental well-being [22,23] and has been 

described as an important determinant of eating-related pathology in qualitative research 

with racially/ethnically diverse women [12,24–26].

To date, only a few small quantitative studies have examined associations between 

discrimination and eating-related pathology among Latinas, and most studies have focused 

on a singular discrimination attribution (typically race/ethnicity) [27–29]. Although these 

studies suggest a link, there is a need for population-level research examining the 

relationship between discrimination and BE using large, nationally representative samples 

and to extend investigations to multiple discrimination attributions to account for the 

complexity of Latinas’ social environment and the multidimensionality of their identities. To 

begin addressing these research gaps, our objectives for this descriptive epidemiologic study 

were to quantify the association between perceived everyday discrimination (henceforth, 

“discrimination”) and BE among Latinas and to evaluate whether this association differed 

across discrimination attributions. Theoretical support was drawn from fundamental cause 

theory from epidemiology, which posits that certain social factors (including discrimination) 
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represent “root causes” of health outcomes [30–32]; intracategorical intersectionality from 

Black feminist scholarship, which focuses on explaining the unique social factors related to 

interlocking systems of power/oppression shaping the lives of groups at a particular social 

location [33–35]; and leading models of BE [10,11] (Fig. 1). We hypothesized that 

discrimination would be associated with BE within this population [12,24–29], and that 

discrimination attributions previously linked with eating-related pathology in racially/ethnic 

diverse samples (gender [36], race/ethnicity [27–29], weight [37–39], and skin color [40–

43]) would be most strongly associated. Owing to the cross-sectional nature of our data, we 

described associations rather than causal effects, with the goal of guiding future work.

Methods

Data and participants

We used data from the 2002–2003 NLAAS, a nationally representative community 

household survey of Latinx and Asian adults in the United States. (n = 4649) [44,45]. 

Importantly, the NLAAS provides the most recent nationally representative data on BE 

prevalence among Latinas. Conducted as part of the National Institute of Mental Health’s 

Collaborative Psychiatric Epidemiology Surveys, the NLAAS used a four-stage probability 

sample design with oversampling of census blocks with greater than 5% density of target 

ancestry groups (Cuban, Mexican, and Puerto Rican) and attained an overall response rate of 

73% [46]. Data were collected via in-person interviews in English or Spanish in the 

participant’s home unless a telephone interview was requested. The Institutional Review 

Boards at Cambridge Health Alliance, the University of Washington, and the University of 

Michigan approved all study procedures, and written informed consent was obtained from 

all participants [47]; as the present study was a secondary analysis of deidentified data, it 

was exempt from Institutional Review Board regulation. Further details about the NLAAS 

are described elsewhere [44,46].

We included 1027 Latinas aged 18–49 years who participated in the NLAAS; the age 

restriction reflects the critical risk period (young-to-middle adulthood) and age cohort 

distributions of BE [3,4], as well as shifts in the clinical presentation and social determinants 

of eating-related pathology across age cohorts [48] (Supplementary Materials provide results 

from a sensitivity analysis including all participants). Given the low percentage of 

missingness across all variables (<5%), we used complete case analysis [49,50]. After 

excluding participants with missing data on discrimination and BE (n = 13), the final 

analytic sample included 1014 participants.

Measures

Discrimination—Discrimination was assessed using the Everyday Discrimination Scale 

(EDS), a 9-item self-report scale that measures perceptions of day-to-day discrimination 

with demonstrated validity among Latinx adults in the United States [51–53]. Participants 

are asked, “In your day-to-day life, how often have any of the following things happened to 

you?” (e.g., being treated with less courtesy, being ignored), with six response options 

ranging from “never” to “almost every day.” We constructed a mean summary score by 

summing the response options from each item and dividing by nine (range: 0–5, Cronbach’s 

Beccia et al. Page 3

Ann Epidemiol. Author manuscript; available in PMC 2021 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



alpha = 0.90). To evaluate the exposure–outcome relationship by discrete frequencies of 

discrimination, we constructed three groups based on tertiles: none (score = 0), low (score 

>0 and <1), and high (score ≥1). We used tertiles to reflect the distribution of scores within 

our analytic sample and potentially conceptually distinct groups (those unwilling/unable to 

report discrimination, those reporting low frequencies, and those reporting high frequencies) 

[54,55], although we consider this parameterization secondary to the continuous summary 

score, given the former’s constraints on variance.

Discrimination attribution was assessed using a follow-up question to the EDS: “What do 

you think was the main reason for this/these experience(s)?,” with mutually exclusive 

options including ancestry/ethnicity, gender, race, age, height/weight, skin color, or other. 

We categorized participants into one of eight groups, based on their EDS summary score 

(dichotomized as 0 and >0) and response to this item, with no reported discrimination as the 

referent. For example, a participant who received an EDS score greater than 0 and selected 

gender in response to this question would be categorized into the “gender-based 

discrimination” group. We excluded participants who replied “don’t know” (n = 41) from 

analyses using this question.

Binge eating—Lifetime history of recurrent BE was defined using previously specified 

algorithms for assessing eating-related pathology in the NLAAS [4,21], which are based on 

Diagnostic and Statistical Manual, Fourth Edition (DSM-IV), criteria [56]. We used the “any 

BE” algorithm, in which participants who replied “yes” to having recurrent BE episodes and 

endorsed more than one item indicating loss of control (e.g., “Did you often get upset both 

during and after binges that your eating was out of your control?”) are categorized as ever 

affected by recurrent BE, and participants who replied “no” to the question about recurrent 

BE episodes are categorized as never affected.

Covariates—We considered two additional types of variables: (1) adjustment and (2) 

descriptive; such grouping was used to avoid model overadjustment [57] while still 

providing sufficient description of the sample’s BE risk profile. The selection of these 

variables was informed by theories of fundamental causes [30–32] and intracategorical 

intersectionality [33–35], leading models of BE [10,11] as described, and research on BE 

etiology [3,58–61] (see Supplementary Materials for details on covariate selection/

grouping).

We considered the following sociodemographic characteristics as adjustment variables: age 

in years (continuous), ancestry (Cuban, Puerto Rican, Mexican, and other Latinx), 

immigration status (U.S. born to parents born in the United States, U.S. born to one or more 

parents born outside the United States, born outside the United States and U.S. citizen, and 

born outside the United States and non-U.S. citizen), marital status (married/cohabitating, 

divorced/separated/widowed, and never married), employment status (employed, 

unemployed, and not in labor force), income-to-needs ratio (continuous), annual household 

income (continuous), and body mass index in kilogram per square meter (<25 and ≥25).

We considered the following BE risk factors as descriptive variables: food/weight-related 

concerns (binary; yes or no to a question about fear of gaining weight), negative affect 
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(binary; reporting none or one or more of three symptoms of a DSM-IV–defined major 

depressive episode [56]), acculturative stress (continuous; summed score on a 9-item scale 

from the Mexican–American Prevalence and Services Survey [62], range 0–9), and past-year 

food insecurity (binary; often or rarely/never to a question about not having enough money 

for food). We did not consider these variables as adjustment variables, as they likely 

represent mediators on the path between discrimination and BE [22,29,63]. For all 

categorical variables (adjustment and descriptive), we selected the largest group as the 

referent to increase precision.

Statistical analysis—For all analyses, the complex survey design of the NLAAS was 

taken into account via weighting, as per analytic guidelines published by Collaborative 

Psychiatric Epidemiology Surveys [64]; therefore, all estimates describe the population of 

Latinas in the United States. We described this population with respect to all covariates, 

overall and by discrimination frequency. We used modified Poisson models with robust 

standard errors to estimate prevalence ratios (PRs) and 95% confidence intervals (CIs) of BE 

associated with overall and attribution-specific discrimination. For each, we estimated their 

crude association with BE. Although we acknowledge the inability to estimate causal effects 

from cross-sectional data (and note our objectives were not causal), we also adjusted for 

sociodemographic characteristics to assess the robustness of discrimination’s association 

with BE; such estimates were interpreted as the association between discrimination and BE 

among Latinas of the same age, ancestry, and so on. Variables were entered into models one 

by one, checking for multicollinearity by examining the variance inflation factor of included 

variables. If detected (variance inflation factor >10), the variable most strongly associated 

with the outcome was retained (see Results).

Results

Table 1 presents sociodemographic characteristics and prevalence of BE risk factors among 

Latinas in the United States (2002–2003). The majority of the population were first-

generation immigrants of Mexican descent who were not U.S. citizens. More than half were 

married/cohabitating and employed, and their average annual household income was three 

times the poverty line at the time of data collection. Most had a body mass index classified 

as overweight/obese [65]. Overall, the population reported a high prevalence/level of BE risk 

factors, and Latinas reporting the highest frequency of discrimination had the highest 

prevalence/level of all BE risk factors relative to those reporting low/no discrimination.

The population’s average EDS score was 0.8, and among those reporting discrimination, 

other-based discrimination was the most frequently endorsed attribution, followed by 

ancestry/ethnicity-based, height/weight-based, and skin color–based discrimination were the 

least frequently endorsed (Table 2).

Approximately 7% of the population reported a lifetime history of recurrent BE; among 

Latinas reporting the highest frequency of discrimination, the prevalence was 11.3% (Table 

3). Before adjustment, a 1-unit increase in EDS summary score was associated with a 65% 

elevation in BE prevalence (95% CI, 37%–99%). Adjusting for sociodemographic 

characteristics attenuated the estimate to 59% (95% CI, 23%–106%). BE prevalence among 
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Latinas reporting high and low discrimination frequencies was five and three times higher, 

respectively, than the prevalence among those reporting no discrimination; adjustment 

slightly attenuated these estimates.

There were large differences in BE prevalence by discrimination attribution (Table 3). 

Although height/weight-based and skin color–based discrimination were the least frequently 

endorsed discrimination attributions, they were the most strongly associated with BE. 

Approximately two-fifths of Latinas who had experienced primarily height/weight-based 

discrimination reported BE, a 10-fold elevation in prevalence relative to those reporting no 

discrimination (aPR, 10.24; 95% CI, 2.95–35.51). Similarly, one-fifth of Latinas who had 

experienced primarily skin color–based discrimination reported BE, a nine-fold elevation in 

prevalence (aPR, 8.83; 95% CI, 2.08–37.54). Latinas reporting primarily race-based 

discrimination had the lowest elevation in prevalence (aPR, 1.64; 95% CI, 0.47–5.69).

Discussion

This descriptive epidemiologic study aimed to expand conceptualizations of eating-related 

pathology among Latinas by examining the role of perceived everyday discrimination as a 

social determinant of BE within this population. Our primary finding was that discrimination 

was associated with BE, such that a one-unit increase in EDS score was associated with a 

~60% increase in BE prevalence, and prevalence was highest among those reporting 

frequencies of discrimination in the top tertile. This is consistent with a large body of 

research documenting the adverse effects of discrimination on mental health in Latinx 

populations [22,66] and qualitative research exploring social determinants of eating-related 

pathology in racially/ethnically diverse women [12,24–26]. Although the present study is the 

first to our knowledge to document the discrimination–BE association among Latinas in a 

large, nationally representative cohort, similar associations have been reported in several 

smaller studies using recent data [27,29,67,68]. Thus, although sociodemographic 

characteristics of Latinas in the United States have shifted and the social stressors affecting 

this population have increased since 2002–2003 (e.g., postelection discrimination) [69,70], 

our findings are likely still relevant.

Our secondary finding was that the strength of the discrimination-BE association differed 

considerably across discrimination attributions, with height/weight-based and skin color-

based discrimination having the strongest associations and gender- and race-based 

discrimination the weakest. There are two interrelated explanations for this. First, weight 

stigma (societal devaluation of people of higher weight status [71]) and colorism (skin 

color–based prejudice [72]) may be specific fundamental causes for BE among Latinas. 

These social stressors deeply shape the ways in which bodies are perceived and people are 

treated from the individual- to population-level, and feminist scholarship provides qualitative 

evidence of how women who are further marginalized by race, class, and other dimensions 

of identity are disproportionately affected in ways that increases BE risk [12,25]. 

Specifically, this work highlights the links between Western beauty standards, defined by 

thinness and light skin color, and social capital/mobility in the United States [73–77]. For 

example, Cheney writes of how “…attaining a slender body–a form of power–is a means by 

which women of diverse ethnicities and social classes can overcome inequalities in everyday 
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social relationships and interactions” ([25], p. 1349); such efforts to attain a largely 

unattainable ideal can lead to food/weight-related concerns, negative affect, low self-esteem, 

and other BE risk factors. Adding to previous research highlighting the roles of weight 

stigma and colorism in structuring the distribution of mental health outcomes (including 

eating-related pathology) within Latinx populations [78,79], our findings thus suggest that 

these social stressors help structure the distribution of BE within Latinas specifically.

Second, our findings on discriminatory attributions may speak to intersectional nature of 

social identities and their relationships with health. Response options to the discrimination 

attributions question in this study included several constructs typically collapsed under the 

umbrella of “race/ethnicity”: race, ancestry/ethnicity, and skin color. Although these 

constructs are distinct dimensions of identity with potentially differential impacts on health 

for Latinx populations [79–82], they are also intersectional (along with gender) in ways that 

often make identity-based oppressions impossibile to disentangle [33,34,83,84]. A central 

tenet of intersectionality theory is that multiply marginalized groups experience qualitatively 

unique forms of discrimination on the basis of their intersecting identities, and that such 

experiences cannot be disaggregated into their component parts. This has important 

implications for measuring discrimination when scales are designed such that participants 

are forced to assign discriminatory experiences to a single identity [35,83,85,86]; that other-

based discrimination was the most frequently endorsed suggests that for Latinas, individual 

attributes such as gender or race may not adequately capture their lived experiences. 

Collectively, our findings reveal an interesting pattern: discrimination based on aspects of 

identity linked with Western beauty standards (i.e., weight and skin color) were most 

strongly associated with BE, perhaps because of their specificity, whereas discrimination 

based on gender, race, and ethnicity may have been difficult to identify as such, diluting 

their apparent effects.

This study has important implications for future research. First, our findings illustrate the 

benefit of investigating the fundamental causes of BE, particularly those accounting for 

complex social environments and intersecting dimensions of identity. Leading etiologic 

models of BE have yet to incorporate an intersectional perspective, potentially limiting their 

ability to inform treatment and prevention efforts for diverse groups. Notably, our findings 

are largely consistent with the mechanisms described by these models, (i.e., social stressors 

as predisposing factors, with those relating to body shape/weight of preeminent importance), 

yet they also demonstrate the importance of contextualizing BE risk factors within social 

hierarchies and interlocking systems of power/oppression to better understand population-

level distributions and root causes. Another advantage of investigating fundamental causes is 

the potential to understand eating-related pathology in relation to other health outcomes 

engendered by discrimination [30]. Second, although research facilitating causal 

interpretations is needed before stating practice/policy implications, our findings add 

empirical support to calls for initiating structural-level eating-related pathology prevention 

efforts [87,88]. Recent research provides guidance regarding how such efforts can be 

structured [89–91], although this work has largely focused on addressing gender- and 

weight-based inequities; analogous work accounting for racial/ethnic inequities (and their 

intersections) is in its infancy [16].
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Limitations

Our findings must be interpreted in light of limitations. First, our use of data from 2002 to 

2003 may have resulted in underestimated associations because of increased discrimination 

directed toward Latinx communities within current sociopolitical climates [70,92–94] and 

changes to BE criteria from the DSM-IV to DSM-5 involving decreased episode frequency 

[95]; however, as previously discussed, associations similar in magnitude to ours have been 

documented using recent data [27,29,67,68]. Second, we acknowledge that our data 

precluded a more nuanced intracategorical intersectional analysis. Ancestry, immigration 

status, and other dimensions of identity all shape exposure and responses to discrimination 

among Latinas [55], and considering this population a homogenous group likely obscured 

important within-group differences; indeed, the results presented in Table 1 suggest that 

discrimination frequency differed considerably across categories of most of the included 

sociodemographic characteristics. Given small subgroup sizes, we were unable to explore 

whether these differences were associated with BE prevalence. Future research with larger 

subgroup sample sizes should seek to build upon our findings and include between-

population comparisons to facilitate investigations of multiple/compounding forms of 

discrimination [35,85]. Finally, qualitative research is an invaluable component to 

intersectional questions and will be necessary for furthering understanding of how 

intersecting dimensions of identity influence BE rates among Latinas [83,96].

Conclusions

This study adds to an emerging body of literature that adopts an intersectional, social 

epidemiologic approach to eating-related pathology research [97,98], investigating an 

important social determinant of Latinas’ BE. Future work should continue to expand upon 

conceptualizations of eating-related pathology to inform health equity efforts.
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Highlights

• Binge eating was prevalent within a nationally representative cohort of 

Latinas

• Everyday discrimination was positively associated with binge eating 

prevalence

• Weight- and skin color-based discrimination were most strongly associated

• Weight stigma and colorism may be upstream determinants of Latina’s binge 

eating
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Fig. 1. 
Conceptual model detailing hypothesized relationship between perceived everyday 

discrimination and binge eating among Latinas in the U.S. model is informed by 

fundamental cause theory, in that we conceptualized discrimination as a “root cause” of 

binge eating (including all mediating pathways); intracategorical intersectionality, in that we 

focused on a fundamental cause related to interlocking systems of power/oppression shaping 

the lives of those at a particular social location (while acknowledging important within-

group diversity); and cognitive behavioral, affect regulation, and dual-pathway models, 

leading etiologic models of binge eating that identify negative affect and low self-esteem as 

important risk factors, with social stressors relating to body shape/weight as upstream 

predisposing factors. Note: Model is not a directed acyclic graph, as not all arrows/relevant 

variable are included, and arrows do not necessarily represent causal relationships. For 

example, we do not mean to imply that sociodemographic characteristics “cause” 

discrimination but rather are related through macrosocial processes of racialization, 

immigration policies and so on (hence the dashed lines).
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