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Abstract

Weight stigma and discrimination have been linked to negative health outcomes. Most research on 

weight stigma and discrimination is retrospective, which may not accurately capture day-to-day 

experiences. The current used ecological momentary assessment (EMA) to examine weight stigma 

and discrimination in everyday life. Participants answered EMAs about the nature, frequency, 

and contextual details of weight stigma and discrimination. Over the course of the study, only 

eight episodes of weight stigma and discrimination were reported. Given that prior EMA studies 

reported substantially more frequent weight stigma and discrimination, possible explanations for 

the findings and implications for future research are discussed.
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INTRODUCTION

Weight stigma refers to the social devaluation of individuals perceived to possess excess 

body weight (Rothblum, 1992), and includes a range of attitudes and behaviors, from 

negative stereotypes about higher-weight individuals1 (e.g., perceiving them to be lazy or 

lacking in competence) to overt prejudice or discrimination (e.g., being called derogatory 

names or receiving poor service by a medical provider because of weight status; for review 

see (Puhl and Heuer, 2009). Weight stigma has been documented in a range of settings such 

as in the workplace (Rudolph et al., 2009), in the home (Carr and Friedman, 2006), and 

in medical settings (Phelan et al., 2015). Weight stigma is experienced more commonly in 

women, and at lower BMI than in men, and is experienced at a higher rate in both men and 

women as BMI increases (Hatzenbuehler et al., 2009).

Address correspondence to Lindsey Potter, Center for Health Outcomes and Population Equity (HOPE), University of Utah – 
Huntsman Cancer Institute, 84112. lindsey.potter@hci.utah.edu. 
1The term “higher-weight” is used throughout this manuscript in line with recommendations from several weight-related social justice 
organizations, researchers, and health professionals who advocate for the reduction of weight stigma in the academic and medical 
domains. The terms “overweight” or “obese” medicalize body weight, and mark heavier bodies as “diseased,” even in the absence of 
any other biological perturbations, which could be considered to perpetuate the stigmatizing status of higher body weight (Meadows 
and Danielsdottir, 2016).
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Weight stigma may exert direct and indirect negative impact on the health and wellbeing of 

higher-weight individuals. Those who report experiencing weight stigma (versus those who 

report none or less) are more likely to suffer poor physiological health, including metabolic 

dysregulation (Potter et al., 2015; Vadiveloo and Mattei, 2017), cardiovascular disease 

(Udo et al., 2016), and chronic pain (Brown et al., 2018). They are also more likely to 

experience poor psychosocial outcomes, including greater anxiety and depressive symptoms 

(Hatzenbuehler et al., 2009), lower relationship satisfaction (Ball et al., 2004), and reduced 

levels of self-acceptance and self-esteem (Carr and Friedman, 2006; Friedman et al., 2005). 

Importantly, these differences exist even after controlling for BMI and other potential 

confounding factors. Several studies have also shown that individuals who reported weight 

stigma were likely to engage in fewer health behaviors and more unhealthy behaviors, 

including disordered eating (Ashmore et al., 2008), desire to avoid exercise (Vartanian 

and Shaprow, 2008), substance use (Hatzenbuehler et al., 2009), and healthcare avoidance 

(Mensinger et al., 2018). Further, many higher-weight individuals also internalize negative 

societal attitudes about weight, devaluing themselves because of their weight status (Durso 

and Latner, 2008). This internalized weight stigma is also associated with a wide range of 

negative health and social outcomes (for review, see Puhl and Heuer, 2009).

Most studies of weight stigma have been conducted in a lab setting or rely on participants 

to retrospectively report on experiences (Puhl and Heuer, 2009). Although valuable for 

understanding between-person relationships between weight stigma and indicators of health 

(i.e., identifying who may be at risk for poor health outcomes), these studies may be subject 

to recall bias, for example, with some past events being forgotten, or recall being influenced 

by current mood or context (Heron and Smyth, 2010; Smyth and Stone, 2003). Thus, such 

studies may not reflect the actual lived experiences of higher-weight individuals as they go 

about their daily lives; that is, they lack ecological validity. Given the high prevalence of 

weight stigma suggested in retrospective studies (Andreyeva et al., 2008; Puhl et al., 2008) 

and general acceptability of weight stigma in society at large (Kristen, 2002; Major et al., 

2012; Puhl and Heuer, 2010), there has been a growing interest in using ecologically valid 

methods such as ecological momentary assessment (EMA) to elucidate the extent and nature 

of weight stigma and discrimination in everyday life (Vartanian et al., 2014).

EMA studies are advantageous because they allow participants to report on their 

experiences, mood, behaviors, and contextual factors in real-time. Using mobile electronic 

devices, such as smartphones, participants complete surveys either when prompted by the 

researcher (e.g., at random intervals during waking hours) or in response to specific events 

(e.g., following an experience of weight stigma), thus allowing them to provide data “in

the-moment” (Smyth and Heron, 2014). This naturalistic approach reduces recall bias by 

helping decrease the possibility that past events will be forgotten or influenced by current 

mood or context. It also increases ecological validity by asking individuals about their 

experiences in their natural settings. Further, EMA studies collect intensive longitudinal data 

– that is, repeated assessments across a relatively short period of time (e.g., hours, days, 

weeks, etc.). This is useful for capturing the nature and frequency of lived experiences in 

natural environments (Heron and Smyth, 2010; Smyth and Stone, 2003).
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To date, there are few studies of which we are aware that utilize ecologically valid methods 

such as EMA or daily diaries to study weight stigma in everyday life (Potter et al., 2017). 

This small but growing body of literature suggests that weight stigma may occur repeatedly 

in everyday life and may be related to a variety of health indicators in-the-moment, such 

as depressed mood, shame, and reduced motivation to diet or exercise (Carels et al., 2019a; 

Vartanian et al., 2014; Vartanian et al., 2018). Incidence of weight-related stigmatizing 

experiences appears to be notably higher in EMA studies than in studies relying on 

retrospective recall; on average, occurring about three to four times per week (Seacat et al., 

2016; Vartanian et al., 2018). Looking at the source of stigma, a study in 46 higher-weight 

men and women found that stigma was perpetrated by a variety of sources and in several 

different settings, but occurred most commonly in public places, by strangers, and through 

verbal comments (Vartanian et al., 2014). This is broadly consistent with cross-sectional 

studies that have identified public settings as a primary location for such experiences 

(Hatzenbuehler et al., 2009) and strangers as a primary source of stigma (Falkner et al., 

1999; Himmelstein et al., 2018). However some studies have reported family members and 

friends to be the primary source of weight stigma (Puhl et al., 2006). In addition, Vartanian 

and colleagues (2014) found that weight stigma was related to higher levels of negative 

affect when perpetrated by strangers compared with when perpetrated by other sources, such 

as a spouse or the media. Given such a small number of studies using ecologically valid 

methods to study weight stigma, further work is needed to build a reliable understanding of 

the true frequency and nature of weight stigma in everyday life.

The present study

The primary aim of the present study was to build upon the small amount of existing 

literature and characterize the prevalence of weight stigma and discrimination in everyday 

life in a sample of higher-weight individuals who met the Centers for Disease Control and 

Prevention and the World Health Organization criteria of overweight or obesity (i.e., BMI 

greater than or equal to 25 kg/m2). Discrimination refers to the differential or treatment 

of individuals because of their membership in a group (Kaiser and Major, 2006). When 

an individual possesses a stigmatized attribute or mark (e.g., an undesirable phenotypic 

such as weight status) they may be assigned as a member of a devalued “out-group,” 

which makes them vulnerable to prejudice (i.e., negative attitudes, thoughts and feelings) 

when devalued attributes activate negative stereotypes in members of the in-group (Major 

and O’Brien, 2005). Prejudice and negative stereotypes are used to justify discrimination, 

which is the behavioral manifestation through which stigma, prejudice, and stereotypes may 

affect the lives of individuals with certain attributes or identities (Link and Phelan, 2001; 

Major and O’Brien, 2005). For the purposes of this study, discrimination and stigma were 

assessed separately to explore whether overt experiences (i.e., discrimination) or perceived 

devaluation (i.e., stigma) due to weight status were experienced differently in daily life. 

Weight discrimination was defined as overt negative actions against a target due to weight 

status (e.g., being hassled, teased, insulted), and weight stigma as devaluation due to weight 

status (e.g., made to feel inferior, look down upon). We examined the frequency of weight 

stigma and discrimination over a seven-day period using EMA. We also collected descriptive 

information about the location, modality, number of bystanders, and individuals’ response to 

each incident. Based on evidence from retrospective studies, we predicted that individuals 
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with a higher BMI would report more frequent weight stigma in everyday life compared 

with those with a lower BMI (Hatzenbuehler et al., 2009; Puhl and Brownell, 2006). 

Additionally, in line with cross-sectional findings and the limited available data from EMA 

studies, we expected that public settings would be the most frequent location for stigma or 

discrimination experiences, but do not offer specific hypotheses regarding the modality or 

contextual correlates of weight stigma experiences in everyday life.

METHODS

Participants

Individuals from the community volunteered to participate in a study of “Weight Status and 

Health in Everyday Life”. Recruitment materials that specified age and BMI criteria were 

placed around the community (e.g., bulletin boards in academic buildings and classrooms, 

inside businesses such as coffee shops and convenience stores, etc.), on Facebook, and in 

online advertisements. Eligible participants were between 18 and 55 years of age and fluent 

in English so they could complete all study protocol. Individuals who had a body mass 

index (BMI) greater than or equal to 25 kg/m2 were eligible to participate. Individuals 

were excluded if they were pregnant, nursing, had previously been diagnosed with an eating 

disorder, or had previously been diagnosed with any other psychiatric disorder for which 

they had been hospitalized in the previous three months. This study was approved by the 

Pennsylvania State University’s institutional review board.

Procedure

Interested participants were instructed to call the laboratory to be screened over the phone. 

Eligible individuals (i.e., met all criteria above, including having a self-reported height 

and weight that equated to a BMI of 25 kg/m2 or greater) were then scheduled for two 

in-person laboratory visits. During each participant’s first (i.e., baseline) visit, a trained 

research assistant (RA) provided the participant with detailed information about the purpose 

of the study and an overview of the procedures, then obtained informed consent if the 

individual was still interested in participating. Following the consent process, the RA 

measured the participant’s height and weight to calculate BMI to confirm eligibility, then 

asked the participant to fill out a series of baseline questionnaires that assessed demographic 

information and lifetime experiences of weight stigma. After baseline measures were 

completed, the RA trained the participant on the study protocol and use of the equipment. 

In order to capture variability of experiences on both weekends and weekdays, the protocol 

involved data collection on seven continuous days (two weekend days and five weekdays). 

The duration of EMA data collection typically depends on the nature of the research 

question, however seven days with 4–10 survey prompts per day is a normative sampling 

period for EMA studies to reflect a trade-of between data capture and participant burden 

(Conner & Lehman, 2012). During the seven days, participants received six EMA surveys 

each day on a pre-programmed smart phone. EMA prompts were delivered at random 

intervals between 8.30am and 8.30pm, with no two prompts occurring within 30 minutes 

of each other. This random sampling technique was chosen to help capture experiences of 

weight stigma and discrimination that may not occur at predictable times. Following the 

end of the EMA portion of the study, participants returned to the laboratory to return study 
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equipment and to provide qualitative information about their experiences during the study 

period.2

Participant burden and compensation

Participants received monetary compensation in the amount of up to $50.00 upon 

completion of the study, which was estimated to equate to about $12.00 per hour. EMA 

surveys consisted of approximately 40 questions and pilot testing suggested that each survey 

took no more than three minutes to compete. Morning and evening surveys were estimated 

to take about one minute each. As such, it was estimated that over the course of the 

EMA portion of the survey, participants spent approximately two hours completing surveys. 

The baseline and follow-up visits lasted no more than one hour each. In sum, the total 

study time was approximately four hours. Compensation was calculated incrementally such 

that participants received $10.00 for participating in the baseline visit, up to $30.00 for 

participating in the EMA portion (compensation for the EMA portion was tied to returning 

all study equipment in good working condition - $10.00 was deducted if equipment was lost 

or damaged), and $10.00 for participating in the follow-up visit. Participants were paid at the 

end of the study period.

Measures

Baseline—Lifetime weight stigma was assessed at baseline using the Stigmatizing 

Situations Inventory (SSI; (Myers and Rosen, 1999). The SSI is a 50-item measure asking 

participants to rate their lifetime frequency of negative weight-related experiences (e.g., 

“Other people having low expectations of you because of your weight,” “Overhearing other 

people making rude remarks about you in public”). The SSI is scored on a scale from 

0 (Never) to 9 (Daily). Ratings are averaged to create a total score, with higher scores 

indicating more experiences of weight stigma over the lifetime. The SSI had good internal 

consistency (α = .92).

EMA—Weight stigma and discrimination in everyday life were assessed using one question 

each relating to experiences of weight stigma (i.e., devaluation) and discrimination (i.e., 

mistreatment). The two items were modified from the SSI – although the SSI scale was 

created to assess weight stigma, there are items within the scale that correspond to both 

devaluation and overt mistreatment. Participants in the current study were asked, “Since 

the last beep, have you felt stigmatized due to your weight status (e.g., felt devalued, 

made to feel inferior to others, looked down upon by others?” and “Since the last beep, 

have you experienced discrimination due to your weight (e.g., experienced being threatened 

or hassled, teased, or insulted due to your weight?” Participants who indicated they had 

experienced weight stigma and/or discrimination since the previous assessment were then 

asked several follow-up questions:

2During the EMA portion of the study, participants self-initiated a morning survey and an evening survey, which included items 
relating to sleep quality, affect, self-worth, body appreciation, stress, and weight-related vigilance. They also wore a monitor to collect 
objective assessments of activity and provided a blood sample at follow up to assess HbA1c. Additional personality and psychological 
constructs (e.g., big-5, depressive symptoms, lifetime weight stigma) were collected at baseline and during EMA in the larger study. 
Findings from these measures are not reported herein but will be included in manuscripts forthcoming. Details of all measures used in 
larger study available upon request.
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• “Who or what made you feel stigmatized/discriminated against?”

(Response options: Romantic/dating partner, Parent/sibling/other relative, Friend/
acquaintance, Stranger, Customer service representative (e.g., store employee 
or waiter/waitress), Doctor/healthcare professional, Teacher/instructor, Physical 
environment (e.g., can’t fit in chair), Media/advertising, Other).

• “How was the weight stigma/discrimination expressed?”

(Response options: Verbal comment, Body language/gesture, Exclusion, Physical 
contact, Text/email/social media site, Other written communication, Physical 
barriers, Other).

• “Where did the weight stigma/discrimination take place?”

(Response options: Private setting (e.g., home/dorm), Workplace, Educational 
setting (e.g., library/classroom), Medical setting, Public place (e.g., public 
transportation/restaurant/store/street), Gym/exercise class, Other).

• “Who was present during the episode of weight stigma/discrimination?”

(Response options: Just yourself, 1–3 other people, 4–8 other people, More than 
8 other people).

• “What kind of response did you have to the weight stigma/discrimination?”

(Response options: Confrontational response [e.g., yelling or rolling eyes at 
the perpetrator(s)], Non-confrontational response [e.g., playing along, being 
sarcastic], Psychological response [e.g., keeping feelings to self, ignoring the 
situation]).

• “To what extent did you suppress how you wanted to respond to the weight 

stigma/discrimination?”

(Response options: Not at all; A little; A moderate amount; A lot; A great deal).

Analytic Plan

Descriptive statistics were used to characterize the prevalence of weight stigma and 

discrimination and contextual factors. Effect size estimates from existing cross-sectional 

(e.g., Major et al., 2012) and EMA studies (e.g., Vartanian et al., 2016) of weight stigma 

were used to conduct a preliminary power analysis using Monte Carlo simulation in Mplus 

Version 6.2 (Bolger, Stadler, & Laurenceau, 2012). Results suggested a sample size of 45 

with 42 observations each across the 7 study days would sufficiently power (≥ .80) the 

detection of small within- and medium to large between-person effects.

To test whether individuals with a higher BMI reported significantly more frequent weight 

stigma or discrimination in everyday life than those with a lower BMI, we used a multilevel 

mixed model with the following equations:

WSij = β0i + εij Level 1:
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β0i = Y00 + Y01 BMIi + μ0i Level 2:

The Level 1 equation specifies that weight stigma for person i at moment j is equal to an 

intercept (β0i) for each person. The within-subject residual (εij) is the difference, at a given 

time, between the model-predicted weight stigma level for a given subject and the actual 

value for that person. The Level 2 equation specifies that a person’s intercept is determined 

by a common (fixed) intercept for the population (Y00), a common (fixed) effect of the Level 

2 variable (BMI) for the population (Y01), and a subject-specific intercept deviation (μ0j). 

All analyses were run using SAS 9.4.

RESULTS

Participant characteristics are shown in Table 1. Across all participants over the course of the 

seven-day study, a total of three instances of weight stigma and five of weight discrimination 

were reported. One male participant (age = 21, BMI = 45.4) reported one instance of weight 

stigma and two of weight discrimination. One female (age = 22, BMI = 28.2) reported 

one instance each of weight stigma and discrimination. The other report of weight stigma 

was from a female participant (age = 19, BMI = 25.1). The other two instances of weight 

discrimination were reported by two males (one age = 20, BMI = 29.7; one age = 19, BMI = 

28.9). Due to the very low frequency of weight stigma reported across the study, variability 

in everyday weight stigma by BMI was too low to estimate the multi-level model. However, 

differences in BMI between participants who reported incidents and those who did not (BMI 

= 31.8 versus 32.1 kg/m2, respectively) were not statistically significant (p = .89).

Two of the instances of weight discrimination were from family members, whereas the 

remainder were from friends or acquaintances. Weight stigma came mainly from friends 

and acquaintances and occurred mostly in private settings in the absence of bystanders. 

When reporting weight stigma, two of three participants ignored the situation. In contrast, 

all participants acted in some way (e.g., confronted or played along with perpetrator) 

when reporting overt weight discrimination. When participants ignored the situation or 

kept feelings to themselves, they reported a desire to have done something differently. 

However, when participants acted in some way, both challenging and more subtly, they 

mostly reported low or no discrepancy between desired and actual response. The data 

that support the findings of this study are available from the corresponding author upon 

reasonable request.

DISCUSSION

The primary aim of the present study was to characterize the prevalence and contextual 

nature of weight stigma and discrimination in everyday life in a sample of higher-weight 

individuals. Overall, there was an unexpectedly low frequency of reported weight stigma 

and discrimination, with only 3 instances of weight stigma and 5 instances of weight 

discrimination across the entire seven-day study period. This result was similar to a recent 

study that found only a modest number of overt experiences of weight stigma in a sample 

of adults seeking weight-loss treatment, in which only slightly more than half of participants 
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reported 2.4 events on average during a 2-week period (Carels et al., 2019a). However 

the results of the current study contrast other ecologically valid studies suggesting weight 

stigma may occur several times a week or more. For example, participants in one recent 

study reported approximately 11 instances of weight stigma on average across a two-week 

period – just under one per day (Vartanian et al., 2014, 2018). In another study, higher

weight individuals experienced up to three “weight related hassles” per day, on average 

(Seacat et al., 2016). The higher rates of weight stigma observed in the cited research are 

broadly consistent with findings from qualitative studies, which suggest that weight stigma 

is “unavoidable” and a frequent occurrence in the daily lives of higher-weight individuals 

(Lewis et al., 2011; Rogge et al., 2004) – something that is generally not captured by 

cross-sectional research using retrospective measures.

A number of explanations could account for the low levels of weight stigma and 

discrimination reported in our sample. First, the low frequency of weight stigma and 

discrimination may be due to the fact that they simply did not occur in the present sample. 

It is possible that the nature of the study environment was not conducive to these events. 

Many of the participants attended college or lived and worked in a college town that may 

have been genuinely more inclusive and thus stigma and discrimination may have been less 

common than in some other environments.

Another possible explanation is that lower reported levels of stigma and discrimination 

experiences may be due to differences in the sample in the present study compared with 

those in previous reports. Prior EMA studies that found more frequent weight stigma in 

everyday life recruited participants for a study on “the life experiences of overweight and 

obese individuals,” (Vartanian et al., 2014). Others recruited from obesity-related social 

media sites (e.g., weight-related discussion forums; (Seacat et al., 2016), or treatment

seeking clinical samples (Carels et al., 2019). By definition, these groups are likely to 

attract higher-weight individuals for whom their weight is salient and likely a source of 

distress in their daily lives. Participants in these studies would likely have been more 

cognizant of, and more likely to report, negative experiences related to their weight. In 

contrast, the present study recruited a non-treatment-seeking sample of individuals for a 

study on “weight status and health in everyday life … that will explore how experience 

related to weight status may influence health and well-being.” The rationale for this broad 

advertisement was that the parent study was assessing weight-related vigilance. In order 

to avoid biasing recruitment towards individuals who are more likely to report weight 

stigma or discrimination, recruitment was conducted to capture a broader sample and their 

experiences related to weight status using a variety of recruitment methods (e.g., flyers, 

online advertisements, and undergraduate class announcements). Taken together, perhaps the 

current study attracted a subset of higher-weight individuals for whom their weight was 

not a source of stress in their daily lives. Qualitative information collected at the follow-up 

visit supports the hypothesis that at least some participants in our sample (despite their 

verified BMIs) may not have identified as “overweight” or “obese” or perceived negative 

experiences to have happened to them. For example, one participant noted that they did not 

look or feel “obese” despite having a BMI that put them in that category, and that they 

sympathized with people who had negative experiences because they were “visibly obese.” 

Another mentioned they did not feel they should have qualified for the study because they 
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had never had negative experiences because of their weight status. In this way, it is possible 

that participants in our sample were not attune weight stigma. In fact, the mean SSI score 

in this sample was 0.69 (SD = 0.59), which is quite lower than has been found in prior 

samples of treatment-seeking (Friedman et al., 2005), and non-treatment seeking (Vartanian 

and Novak, 2011), in which the mean levels were 1.3 and 1.1, respectively. Importantly, 

a recent EMA study among a weight-loss treatment-seeking sample found that individuals 

who reported weight stigma in everyday life during the study also reported experiencing 

more lifetime occurrences of weight stigma and had higher levels of internalized weight 

bias compared with those who did not report instances of weight stigma during the study 

(Carels et al., 2019a). Although the low frequency of reported weight stigma in our sample 

prohibited testing differences between reporters and non-reporters, the role of internalized 

weight stigma in perceiving and reporting weight stigma warrants further study.

Another possible explanation for the low frequency of incidents reported in the present 

study is that instances of weight stigma and discrimination may have occurred but were not 

reported. This may have been because the event was either not readily observable to the 

participant, or perhaps not recognized by the participant as stigmatizing or discriminatory. 

In several prior studies of weight stigma, participants were provided a clear definition 

and examples of the types of experiences others have endorsed as stigmatizing situations 

during the training period (e.g., not being able to find clothing that fits, being glared at in 

public, a doctor blaming physical problems on weight). Participants were also trained to 

self-initiate a survey each time they perceived to have experienced stigma or discrimination 

due to weight (Carels et al., 2019a; Vartanian et al., 2014, 2018). In contrast, participants 

in the present study were neither provided an explicit definition nor examples of weight 

stigma or discrimination during the pre-study training session. The EMA prompts contained 

a relatively clear definition of weight stigma (“felt devalued or looked down upon due to 

weight”) and weight discrimination (“experienced being threatened, insulted, or teased due 

to weight”). The purpose of this prompt was to provide information that allowed participants 

to reflect upon whether they perceived any encounter or experience to be stigmatizing or 

discriminatory. However, the prompt was not designed to prime them to an exact situation 

because the intent was for participants to report on any type of experience they perceived 

to be negative. In other words, the focus was on subjective experiences. In addition, the 

parent study was aiming to assess weight-related vigilance – thus, in an effort not to induce 

vigilance bias during training sessions, participants were not provided explicit examples of 

the types of experiences that could be interpreted as weight stigma or discrimination (Kaiser 

and Major, 2006). Clear operationalization of constructs during training may have helped 

individuals more clearly detect experiences related to their weight in everyday life that they 

may not have otherwise considered stigma or discrimination. However drawing attention to 

these experiences may have been counter-productive to the aims of the larger study. Finding 

the appropriate balance between optimizing recognition and recording of stigma experiences 

with the potential risk of introducing bias by altering participants’ awareness of more subtle 

or minor forms of stigma will likely depend on the nature of the research question. If 

the goal is to capture the actual exposure to weight stigma in everyday life then raising 

awareness of and recognition of stigma would be helpful; however, if the goal is to assess 

Potter et al. Page 9

J Health Psychol. Author manuscript; available in PMC 2021 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



participants’ current levels of perceived stigma and how this affects downstream outcomes, 

then a more conservative approach would be necessary.

It is also possible that participants may have been exposed to weight stigma or 

discrimination but did not report it. This could have been because they attributed the event 

to some other factor (i.e., they felt devaluation or mistreatment was due to some reason other 

than weight) or because the cause was ambiguous. Each EMA survey asked participants 

to report whether stigma or discrimination related to weight status had occurred since the 

last prompt (i.e., the weight attribution was contained in the survey item), which may have 

implications for how participants responded (Gomez and Trierweiler, 2001). In other words, 

the item asked both whether stigma or discrimination had occurred, as well as whether this 

experience was due to weight status. Some individuals may have felt they had experienced 

stigma or discrimination but answered the EMA survey in the negative because they felt the 

experience was due to another reason, such as gender or race, or because the reason was 

unclear (i.e., there was attributional ambiguity; (Inzlicht et al., 2006).

One intriguing possibility is that recent efforts to promote acceptance (i.e., a diversity 

and inclusion campaign on the college campus) changed the way participants interpreted 

any negative experiences that may have occurred. In other words, perhaps the campaign 

changed the way negative experiences were understood, such that being in an “inclusive” 

town caused participants to attribute experiences to other reasons. Such a phenomenon has 

been reported in studies of organizational diversity programs. For example, experimental 

studies demonstrate that if a company provides diversity training or has a diversity policy, 

women and ethnic minorities are more likely to perceive the company as socially just and 

delegitimize claims of sexism or racism (even when presented with objective information 

suggestive of discriminatory practices), compared with companies that do not have such 

diversity structures in place (Brady et al., 2015; Gundemir and Galinsky, 2018). Thus, 

the setting of the present study in an environment with a strong program of diversity and 

inclusion efforts may have made it more difficult for potential instances of weight-related 

stigma or discrimination to be attributed as such.

Lastly, participants may have experienced weight stigma or discrimination, recognized the 

event, but simply did not report it in the EMA surveys. This could have been due to 

non-compliance with the study protocol, although this is unlikely given that response rates 

to randomly prompted EMA surveys denoted good protocol compliance. Minimization bias 

is another possible explanation that may have influenced reporting of weight stigma and 

discrimination. Prior studies conducted among racial and ethnic minority groups suggest 

that some individuals may fail to admit they have experienced discrimination due to social 

costs associated with reporting these events (e.g., being viewed as “complainers,” overly 

emotional, hypersensitive, or unpleasant; (Crosby, 1984; Kaiser and Miller, 2001; Major and 

Sawyer, 2009). In this way, minimization may reflect self-preservation (i.e., to avoid social 

costs) or an effort to preserve their view that the world is fair and just (Carvallo and Pelham, 

2006; Kaiser and Major, 2006; Shelton and Stewart, 2004).

Given the extremely low number of weight-related incidents reported, we cannot make 

any generalizations regarding findings on location, source, or number of bystanders. Yet, a 
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potentially interesting trend with regard to participants’ responses did emerge that may be 

worthy of future study. Two of the three participants experiencing stigma reported keeping 

their feelings to themselves or simply ignoring the situation. In contrast, when reporting 

overt discrimination, all participants reported acting in some way. Prior work has suggested 

that active-style responding is associated with less discrepancy between how participants 

responded to the negative event and how they wished they had responded. For example, in 

a diary-style study of responding to racism, anti-Semitism, heterosexism and sexism on a 

college campus, women who responded non-assertively experienced less satisfaction with 

their responses after the fact and greater residual anger and rumination (Hyers, 2007). Only 

limited information is available on how individuals cope when exposed to stigmatizing 

experiences. Some evidence from the wider stigma literature suggests that challenging 

stigma is generally associated with more positive psychological outcomes (Chronister et al., 

2013; Corrigan et al., 2013; Foster, 2015). Similar findings are emerging in the context 

of weight stigma (Saguy and Ward, 2011) as well as findings showing that avoidant 

or disengagement strategies may be related to poorer wellbeing and increased levels of 

disordered eating behavior in some groups (Hayward, et al., 2017; Himmelstein et al., 2017; 

Myers and Rosen, 1999). To our knowledge, only two studies have explored weight stigma 

coping using ecologically valid techniques (Carels, Hlavka, et al., 2019b; Carels, Rossi, et 

al., 2019a), and this remains an under-studied domain.

Limitations

There are several limitations that should be mentioned. First, participants in the present 

study were recruited from a community setting in a small college town, and thus, the 

results may not be generalizable to the wider population. Secondly, the decision not to 

provide participants with training in identifying stigmatizing experiences may have resulted 

in under-reporting compared with previous EMA studies. This decision was taken so as 

to minimize researcher influence on weight-related vigilance in the parent study but may 

have limited efforts to fully capture participants’ exposure to weight stigma in everyday 

life. However, future EMA studies of this kind may consider modifying protocol to 

include event-contingent recording that would allow perhaps capture more episodes of 

weight stigma or discrimination than random signals throughout the day. The duration 

(one-week) of the EMA period may have also played a role in the low frequency of reports. 

Future studies should consider collecting data for longer periods of time to capture typical 

experiences that may have been too infrequent to capture with a seven day protocol. This 

study was powered to detect small within-person and medium to large between-person 

effects. As such future studies with larger sample sizes would be more sufficient for 

examining interactions between dynamic experiences of weight stigma or discrimination 

and individual level characteristics (e.g., BMI, gender). Finally, although some potentially 

interesting findings emerged regarding stigma coping response styles, no firm conclusions 

can be drawn from such a small number of observations; we see this as an area that warrants 

further study.

Conclusion

Prevalence of reported weight stigma and discrimination was remarkably low in the present 

sample. Future study of weight stigma and discrimination in everyday life should carefully 
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consider sample and design factors prior to implementing EMA studies of this kind. 

However, the results of this study may also highlight the importance of conducting EMA 

research on weight stigma and discrimination in a variety of populations and provides some 

caution against generalizing from treatment- or support-seeking samples.

Acknowledgments

Data collection took place while the first author was supported by award T32 DA017629 from NIDA and 
manuscript preparation was supported by 5TL1TR002540 from the NCATS. The second author was supported 
by the Economic and Social Research Council (ESRC), UK.

References

Andreyeva T, Puhl RM, & Brownell KD (2008). Changes in perceived weight discrimination among 
Americans, 1995–1996 through 2004–2006. Obesity, 16(5), 1129–1134. doi:10.1038/oby.2008.35 
[PubMed: 18356847] 

Ashmore JA, Friedman KE, Reichmann SK, & Musante GJ (2008). Weight-based stigmatization, 
psychological distress, & binge eating behavior among obese treatment-seeking adults. Eating 
Behaviors, 9(2).

Ball K, Crawford D, & Kenardy J (2004). Longitudinal relationships among overweight, life 
satisfaction, and aspirations in young women. Obesity Research, 12(6), 1019–1030. doi:10.1038/
oby.2004.125 [PubMed: 15229343] 

Bolger N, Stadler G, & Laurenceau J-P (2012). Power analysis for intensive longitudinal studies (Mehl 
MR & Conner TS Eds.): The Guilford Press.

Brady LM, Kaiser CR, Major B, & Kirby TA (2015). It’s fair for us: Diversity structures cause women 
to legitimize discrimination. Journal of Experimental Social Psychology, 57, 100–110. doi:10.1016/
j.jesp.2014.11.010

Brown TT, Partanen J, Chuong L, Villaverde V, Griffin AC, & Mendelson A (2018). Discrimination 
hurts: The effect of discrimination on the development of chronic pain. Social Science & Medicine, 
204, 1–8. doi:10.1016/j.socscimed.2018.03.015 [PubMed: 29549869] 

Carels RA, Hlavka R, Selensky JC, Solar C, Rossi J, & Miller JC (2019b). A daily diary study of 
internalised weight bias and its psychological, eating and exercise correlates. Psychology & Health, 
34(3), 306–320. doi:10.1080/08870446.2018.1525491 [PubMed: 30587043] 

Carels RA, Rossi J, Solar C, & Selensky JC (2019a). An ecological momentary assessment of 
weight stigma among weight loss participants. Journal of Health Psychology, 24(9), 1155–1166. 
doi:10.1177/1359105317692855 [PubMed: 28810406] 

Carr D, & Friedman MA (2006). Body weight and the quality of interpersonal relationships. Social 
Psychology Quarterly, 69(2), 127–149. doi:10.1177/019027250606900202

Carvallo M, & Pelham BW (2006). When fiends become friends: The need to belong and perceptions 
of personal and group discrimination. Journal of Personality and Social Psychology, 90(1), 94–
108. doi:10.1037/0022-3514.90.1.94 [PubMed: 16448312] 

Chronister J, Chou CC, & Liao HY (2013). THE ROLE OF STIGMA COPING AND SOCIAL 
SUPPORT IN MEDIATING THE EFFECT OF SOCIETAL STIGMA ON INTERNALIZED 
STIGMA, MENTAL HEALTH RECOVERY, AND QUALITY OF LIFE AMONG PEOPLE 
WITH SERIOUS MENTAL ILLNESS. Journal of Community Psychology, 41(5), 582–600. 
doi:10.1002/jcop.21558

Conner TS, & Lehman BJ (2012). Getting started: Launching a study in daily life. In Mehl M & 
Conner T (Eds.), Handbook of Research Methods for Studying Daily Life (pp. 89–106). New 
York, NY: The Guilford Press.

Corrigan PW, Kosyluk KA, & Rusch N (2013). Reducing Self-Stigma by Coming Out Proud. 
American Journal of Public Health, 103(5), 794–800. doi:10.2105/ajph.2012.301037 [PubMed: 
23488488] 

Crosby F (1984). THE DENIAL OF PERSONAL DISCRIMINATION. American Behavioral 
Scientist, 27(3), 371–386. doi:10.1177/000276484027003008

Potter et al. Page 12

J Health Psychol. Author manuscript; available in PMC 2021 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Durso LE, & Latner JD (2008). Understanding Self-directed Stigma: Development of the Weight Bias 
Internalization Scale. Obesity, 16, S80–S86. doi:10.1038/oby.2008.448 [PubMed: 18978768] 

Falkner NH, French SA, Jeffery RW, Neumark-Sztainer D, Sherwood NE, & Morton N (1999). 
Mistreatment due to weight: Prevalence and sources of perceived mistreatment in women and men. 
Obesity Research, 7(6), 572–576. doi:10.1002/j.1550-8528.1999.tb00716.x [PubMed: 10574516] 

Foster MD (2015). Tweeting about sexism: The well-being benefits of a social media collective action. 
British Journal of Social Psychology, 54(4), 629–647. doi:10.1111/bjso.12101

Friedman KE, Reichmann SK, Costanzo PR, Zelli A, Ashmore JA, & Musante GJ (2005). Weight 
stigmatization and ideological beliefs: Relation to psychological functioning in obese adults. 
Obesity Research, 13(5), 907–916. doi:10.1038/oby.2005.105 [PubMed: 15919845] 

Gomez JP, & Trierweiler SJ (2001). Does discrimination terminology create response bias in 
questionnaire studies of discrimination? Personality and Social Psychology Bulletin, 27(5), 630–
638. doi:10.1177/0146167201275011

Gundemir S, & Galinsky AD (2018). Multicolored Blindfolds: How Organizational Multiculturalism 
Can Conceal Racial Discrimination and Delegitimize Racial Discrimination Claims. Social 
Psychological and Personality Science, 9(7), 825–834. doi:10.1177/1948550617726830

Hatzenbuehler ML, Keyes KA, & Hasin DS (2009). Associations Between Perceived Weight 
Discrimination and the Prevalence of Psychiatric Disorders in the General Population. Obesity, 
17(11), 2033–2039. doi:10.1038/oby.2009.131 [PubMed: 19390520] 

Hayward LE, Vartanian LR, & Pinkus RT (2017). Coping with weight stigma: development and 
validation of a Brief Coping Responses Inventory. Obesity Science & Practice, 3(4), 373–383. 
doi:10.1002/osp4.125 [PubMed: 29259795] 

Heron KE, & Smyth JM (2010). Ecological momentary interventions: Incorporating mobile 
technology into psychosocial and health behaviour treatments. British Journal of Health 
Psychology, 15, 1–39. doi:10.1348/135910709×466063 [PubMed: 19646331] 

Himmelstein MS, Puhl RM, & Quinn DM (2017). Intersectionality: An Understudied Framework 
for Addressing Weight Stigma. American Journal of Preventive Medicine, 53(4), 421–431. 
doi:10.1016/j.amepre.2017.04.003 [PubMed: 28579331] 

Himmelstein MS, Puhl RM, & Quinn DM (2018). Weight Stigma in Men: What, When, and by 
Whom? Obesity, 26(6), 968–976. doi:10.1002/oby.22162 [PubMed: 29687615] 

Hyers LL (2007). Resisting prejudice every day: Exploring women’s assertive responses to anti
black racism, anti-semitism, heterosexism, and sexism. Sex Roles, 56(1–2), 1–12. doi:10.1007/
s11199-006-9142-8

Inzlicht M, McKay L, & Aronson J (2006). Stigma as ego depletion - How being the 
target of prejudice affects self-control. Psychological Science, 17(3), 262–269. doi:10.1111/
j.1467-9280.2006.01695.x [PubMed: 16507068] 

Kaiser CR, & Major B (2006). A social psychological perspective on perceiving and reporting 
discrimination. Law and Social Inquiry-Journal of the American Bar Foundation, 31(4), 801–830. 
doi:10.1111/j.1747-4469.2006.00036.x

Kaiser CR, & Miller CT (2001). Stop complaining! The social costs of making 
attributions to discrimination. Personality and Social Psychology Bulletin, 27(2), 254–263. 
doi:10.1177/0146167201272010

Kristen E (2002). Addressing the problem of weight discrimination in employment. California Law 
Review, 90(1), 57–109. doi:10.2307/3481306

Lewis S, Thomas SL, Blood RW, Castle DJ, Hyde J, & Komesaroff PA (2011). How do obese 
individuals perceive and respond to the different types of obesity stigma that they encounter in 
their daily lives? A qualitative study. Social Science & Medicine, 73(9), 1349–1356. doi:10.1016/
j.socscimed.2011.08.021 [PubMed: 21944718] 

Link BG, & Phelan JC (2001). Conceptualizing stigma. Annual Review of Sociology, 27, 363–385. 
doi:10.1146/annurev.soc.27.1.363

Major B, Eliezer D, & Rieck H (2012). The Psychological Weight of Weight Stigma. Social 
Psychological and Personality Science, 3(6), 651–658. doi:10.1177/1948550611434400

Major B, & O’Brien LT (2005). The social psychology of stigma. Annual Review of Psychology, 56, 
393–421. doi:10.1146/annurev.psych.56.091103.070137

Potter et al. Page 13

J Health Psychol. Author manuscript; available in PMC 2021 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Major B, & Sawyer PJ (2009). Attributions to discrimination: Antecedents and consequences. In N. 
T.D. (Ed.), Handbook of Prejudice, Stereotyping, and Discrimination (pp. 89–100). New York: 
ABD.

Meadows A, & Danielsdottir S (2016). What’s in a word? On weight stigma and terminology. 
Frontiers in Psychology, 7.

Mensinger JL, Tylka TL, & Calamari ME (2018). Mechanisms underlying weight status and healthcare 
avoidance in women: A study of weight stigma, body-related shame and guilt, and healthcare 
stress. Body Image, 25, 139–147. doi:10.1016/j.bodyim.2018.03.001 [PubMed: 29574257] 

Myers A, & Rosen JC (1999). Obesity stigmatization and coping: Relation to mental health symptoms, 
body image, and self-esteem. International Journal of Obesity, 23(3), 221–230. doi:10.1038/
sj.ijo.0800765 [PubMed: 10193866] 

Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin JM, & van Ryn M (2015). Impact of 
weight bias and stigma on quality of care and outcomes for patients with obesity. Obesity Reviews, 
16(4), 319–326. doi:10.1111/obr.12266 [PubMed: 25752756] 

Potter L, Brondolo E, & Smyth JM (2017). Biopsychcosocial correlates of discrimination in daily life: 
A review. Stigma and Health.

Potter L, Wallston K, Trief P, Ulbrecht J, Juth V, & Smyth J (2015). Attributing discrimination to 
weight: associations with well-being, self-care, and disease status in patients with type 2 diabetes 
mellitus. Journal of Behavioral Medicine, 38(6), 863–875. doi:10.1007/s10865-015-9655-0 
[PubMed: 26133488] 

Puhl RM, Andreyeva T, & Brownell KD (2008). Perceptions of weight discrimination: prevalence and 
comparison to race and gender discrimination in America. International Journal of Obesity, 32(6), 
992–1000. doi:10.1038/ijo.2008.22 [PubMed: 18317471] 

Puhl RM, & Brownell KD (2006). Confronting and coping with weight stigma: An investigation of 
overweight and obese adults. Obesity, 14(10), 1802–1815. doi:10.1038/oby.2006.208 [PubMed: 
17062811] 

Puhl RM, & Heuer CA (2009). The Stigma of Obesity: A Review and Update. Obesity, 17(5), 941–
964. doi:10.1038/oby.2008.636 [PubMed: 19165161] 

Puhl RM, & Heuer CA (2010). Obesity Stigma: Important Considerations for Public Health. American 
Journal of Public Health, 100(6), 1019–1028. doi:10.2105/ajph.2009.159491 [PubMed: 20075322] 

Rogge MM, Greenwald M, & Golden A (2004). Obesity, stigma, and civilized oppression. Advances 
in Nursing Science, 27(4), 301–315. doi:10.1097/00012272-200410000-00006 [PubMed: 
15602281] 

Rothblum ED (1992). The stigma of women’s weight: Social and economic realities. Feminism & 
Psychology, 2, 61–73.

Rudolph CW, Wells CL, Weller MD, & Baltes BB (2009). A meta-analysis of empirical studies 
of weight-based bias in the workplace. Journal of Vocational Behavior, 74(1), 1–10. doi:10.1016/
j.jvb.2008.09.008

Saguy AC, & Ward A (2011). Coming Out as Fat: Rethinking Stigma. Social Psychology Quarterly, 
74(1), 53–75. doi:10.1177/0190272511398190

Seacat JD, Dougal SC, & Roy D (2016). A daily diary assessment of female weight stigmatization. 
Journal of Health Psychology, 21(2), 228–240. doi:10.1177/1359105314525067 [PubMed: 
24648323] 

Shelton JN, & Stewart RE (2004). Confronting perpetrators of prejudice: The inhibitory 
effects of social costs. Psychology of Women Quarterly, 28(3), 215–223. doi:10.1111/
j.1471-6402.2004.00138.x

Smyth JM, & Heron KE (2014). Ecological momentary assessment (EMA) in family research. In 
Emerging methods in family research (pp. 145–161): Springer, Cham.

Smyth JM, & Stone A, A. (2003). Ecological momentary assessment research in behavioral medicine. 
Journal of Happiness Studies, 4, 35–52.

Udo T, Purcell K, & Grilo CM (2016). Perceived weight discrimination and chronic medical 
conditions in adults with overweight and obesity. International Journal of Clinical Practice, 70(12), 
1003–1011. doi:10.1111/ijcp.12902 [PubMed: 28032427] 

Potter et al. Page 14

J Health Psychol. Author manuscript; available in PMC 2021 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Vadiveloo M, & Mattei J (2017). Perceived Weight Discrimination and 10-Year Risk of 
Allostatic Load Among US Adults. Annals of Behavioral Medicine, 51(1), 94–104. doi:10.1007/
s12160-016-9831-7 [PubMed: 27553775] 

Vartanian LR, & Novak SA (2011). Internalized Societal Attitudes Moderate the Impact of Weight 
Stigma on Avoidance of Exercise. Obesity, 19(4), 757–762. doi:10.1038/oby.2010.234 [PubMed: 
20948515] 

Vartanian LR, Pinkus RT, & Smyth JM (2014). The phenomenology of weight stigma in everyday life. 
Journal of Contextual Behavioral Science, 3(3), 196–202.

Vartanian LR, Pinkus RT, & Smyth JM (2018). Experiences of weight stigma in everyday life: 
Implications for health motivation. Stigma & Health, 3(2), 85–92.

Vartanian LR, & Shaprow JG (2008). Effects of weight stigma on exercise motivation and behavior 
- A preliminary investigation among college-aged females. Journal of Health Psychology, 13(1), 
131–138. doi:10.1177/1359105307084318 [PubMed: 18086724] 

Potter et al. Page 15

J Health Psychol. Author manuscript; available in PMC 2021 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Potter et al. Page 16

Table 1.

Participant characteristics

M or n SD or %

Age (Range 18.0 – 54.0) 27.7  9.6

BMI (Range = 25.0 – 59.0) 31.9  6.2

Sex at Birth

 Male 21 43.8%

 Female 27 56.3%

Race

 White 37 77.1%

 African-American or Black 5 10.4%

 Asian 4  8.3%

 No answer 2  4.2%

Ethnicity

 Not of Hispanic, Latino, or Spanish origin 41 85.4%

 Hispanic 7 14.6%

Highest Degree Earned

 Bachelor’s degree or less 13 27.1%

 Master’s or Doctorate degree 8 16.7%

 Professional (e.g., MD, JD) 11 22.9%

 Other/refuse to answer 16 33.3%

Stigmatizing Situations Inventory 0.69  0.59
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