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Abstract 

Weight Discrimination, Intersectional Oppression, and Mental and Emotional Health of Sexual 

and Gender Minority People 

Sarah I. Leonard 

 

 This dissertation aims to fill important gaps in the weight discrimination literature by 

applying a non-pathologizing, intersectional approach and by focusing on previously 

understudied groups (i.e., sexual and gender minority (SGM) people, racial and ethnic 

minoritized people, and early adolescents). Chapter 1 is an introduction to weight discrimination, 

including its origins in anti-fatness, its intersections with other systems of oppression, and the 

necessity to de-pathologize fatness to confront anti-fat oppression. Chapter 2 describes a scoping 

review of weight stigma/discrimination and its relationship with mental and emotional health 

among SGM people across the lifespan. Across 23 included studies, findings include consistent 

relationships between weight stigma and worse mental and emotional health and a scarcity of 

research focused on gender minority people, racial and ethnic minoritized people, early 

adolescents, and important outcomes such as self-injurious thoughts and behaviors (SITBs). 

Aiming to address these gaps, Chapters 3 and 4 both describe cross-sectional analyses of data 

from a large national sample of 10- to 14-year-old adolescents from the Adolescent Brain 

Cognitive Development Study. Chapter 3 reports analyses of prevalence of weight discrimination 

among early adolescents with minoritized sexual, gender, racial, and ethnic identities and those 

who are gender nonconforming, as well as those at the intersections of these identities. 

Minoritized adolescents, including intersectionally minoritized adolescents, were significantly 

more likely to report weight discrimination compared to their peers. Chapter 4 reports analyses 



 
 
 

of weight discrimination in association with SITBs, and includes testing of sexual identity, 

gender identity, gender nonconformity, race/ethnicity, sex assigned at birth, and social support as 

potential moderators. It also includes analysis of intersectional discrimination (based on weight 

plus sexual identity and/or race/ethnicity) in association with SITBs. Findings indicate that 

weight discrimination is associated with higher odds of SITBs; none of the proposed moderators 

had a significant effect. Intersectional discrimination was associated with heightened odds of 

SITBs. Finally, Chapter 5 presents a synthesis of results and discusses overall strengths, 

limitations, and implications. This includes implications for future research to fill identified gaps, 

policy changes to confront anti-fatness and protect adolescents from weight discrimination, and 

clinical interventions to make healthcare safe and affirming for fat and intersectionally 

minoritized adolescents. 
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Chapter 1: Introduction 

Background 

Weight Discrimination 

Discrimination, “an unfair or unjustified group-based difference in behavior that 

systematically disadvantages” individuals in a given group (Dovidio et al., 2008, p. 479), is 

highlighted as a key social determinant of health in Healthy People 2030 (United States 

Department of Health and Human Services). Experiences of discrimination can range from 

harassment and violence to exclusion from housing, employment, recreational, healthcare, and 

other opportunities based on one or more marginalized characteristics (e.g., race, gender, sexual 

identity, weight) (Dovidio et al., 2008; Healthy People 2030; Williams et al., 2019). Experiences 

of discrimination are associated with psychological stress and a variety of stress-related negative 

health outcomes (Lewis et al., 2015; Pascoe & Smart Richman, 2009; Williams et al., 2019).  

One of the most common types of discrimination is weight discrimination, or 

discrimination based on body weight (Alimoradi et al., 2020; Emmer et al., 2020; Puhl & 

Lessard, 2020). The literature provides significant evidence that weight discrimination is 

associated with negative mental and physical health outcomes, including psychological distress 

and physical manifestations of chronic stress such as elevated inflammatory markers (Alimoradi 

et al., 2020; Emmer et al., 2020; Puhl & Lessard, 2020; Tomiyama et al., 2014; Warnick et al., 

2022); this appears to be true regardless of body weight (Hatzenbuehler et al., 2009; Tomiyama 

et al., 2014; Warnick et al., 2022). In the literature, the term “weight stigma” is frequently used 

and broadly includes discrimination and related experiences, such as being teased or 

pathologized based on weight (Calogero et al., 2016; Puhl & Lessard, 2020). In this dissertation, 
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my focus is specifically weight discrimination (i.e., unjust treatment based on body weight); I 

provide explanations in instances where I use the term “weight stigma” instead. 

Weight discrimination stems from anti-fatness, a socially constructed hatred and 

stigmatization of fat1 bodies (Pausé, 2017; Strings, 2019; van Amsterdam, 2013). Although 

weight discrimination is associated with poor health regardless of body weight (Hatzenbuehler et 

al., 2009; Tomiyama et al., 2014; Warnick et al., 2022), this form of discrimination is 

disproportionately reported by fat people (Pausé, 2017). Specifically, fat people report frequent 

weight-related harassment and violence in their everyday lives and encounter weight 

discrimination in housing, employment, healthcare, and recreation, among other areas (Pausé, 

2017). Such experiences have consistently been associated with poor physical and mental health 

(Hunger & Major, 2015; Lillis et al., 2011; Muennig, 2008; Pausé, 2017). In fact, some evidence 

suggests that weight discrimination may account for associations between body weight and 

health (Hunger & Major, 2015; Lillis et al., 2011; Muennig, 2008; Pausé, 2017). In other words, 

weight discrimination, not weight itself, may partially account for health disparities affecting fat 

people. 

A Non-pathologizing Approach to Weight Discrimination Research 

Much of the health science literature on weight discrimination (and weight stigma more 

broadly) conceptualizes “obesity” as a disease (Calogero et al., 2016; Emmer et al., 2020; 

Hatzenbuehler et al., 2009; Hunger et al., 2015; Puhl, Himmelstein, Pearl, et al., 2019; Puhl & 

Lessard, 2020). Many researchers justify the study of weight discrimination because they 

 
1In line with recommendations from fat activists and Fat Studies scholars, I use the term “fat” in this dissertation as a 
neutral descriptor (Wann, 2009). I only use the terms “obesity” or “overweight” within quotation marks to indicate 
that I am discussing these terms critically (Wann, 2009; Fox et al., 2021). This is because these terms medicalize and 
pathologize fatness, contributing to weight stigmatization and discrimination (Calogero et al., 2016; Fox et al., 
2021). 
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theorize that it is a barrier to weight loss, which they consider to be the “treatment” for “obesity” 

(Emmer et al., 2020; Hunger et al., 2015; Puhl & Lessard, 2020; Tomiyama, 2014). This 

conceptualization medicalizes and pathologizes fatness, contributing to dehumanization and 

stigmatization of fat people (Calogero et al., 2016; Fox et al., 2021). Instead, in this dissertation, 

my approach is based on the work of fat activists and Fat Studies scholars who contend that 

fatness is not a disease (Wann, 2009). Rather, fatness is a neutral aspect of human diversity, and 

fat people deserve dignity, respect, and health (Wann, 2009). In accordance with 

recommendations from fat activists and Fat Studies scholars, I use the term “fat” as a neutral 

descriptor rather than the terms “obesity” or “overweight” which medicalize and pathologize this 

characteristic (Wann, 2009).  

Additionally, I do not use the Body Mass Index scale due to its racist origins (which I 

discuss further below) (Strings, 2019) and its inability to usefully measure fatness or health 

(Ernsberger, 2012; Satinsky & Ingraham, 2014). Thus, in this dissertation, I justify my focus on 

weight discrimination not because it is a barrier to weight loss, but because fat people deserve to 

live free from all forms of discrimination and oppression. 

Anti-Fatness and Other Forms of Oppression 

Racism and Anti-fatness. In her 2019 book Fearing the Black Body: The Racial Origins 

of Fatphobia, Strings describes the origins of anti-fatness as a mechanism by which White 

Europeans and Americans constructed and upheld White supremacy (Strings, 2019). Strings 

discusses the work of 17th and 18th century European scientists who constructed racial 

categories and ordered them in a hierarchy based on proximity to Whiteness, which they 

considered to be the ideal (Strings, 2019). Race scientists used fatness to differentiate “moral” 
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White people from “immoral” Black people, to whom they also ascribed negative characteristic 

such as laziness, idleness, and unintelligence (Strings, 2019).  

Adolphe Quetelet, a 19th century Belgian astronomer and mathematician, developed 

Quetelet’s Index, the original Body Mass Index, as a part of his efforts to define the 

characteristics of the ideal man (Anderson, 2012; Strings, 2019). Quetelet’s Index, which was 

based on measurements of the heights and weights of predominantly White men in western 

Europe, provided a metric for differentiating “ideal” thin, White, male bodies from those that 

were not “ideal” (Anderson, 2012; Strings, 2019). Soon, Quetelet’s Index and other work was 

being applied to justify eugenics (Anderson, 2012; Strings, 2019). By the late 20th century, it had 

been transformed into the Body Mass Index and was being used by health insurance companies 

as a marker of health risk (Anderson, 2012; Strings, 2019). This is despite the fact that Quetelet 

specifically stated his index was not intended to be a measure of health (Anderson, 2012). Many 

of these racist, anti-Black, and anti-fat structures and beliefs remain in use in healthcare and 

health research today. Thus, consideration of racism is critical, but often neglected, in the study 

of weight discrimination (Friedman, 2019). 

Sexual and Gender Minority People and Anti-fatness. Sexual and gender minority 

people (SGM; e.g., lesbian, gay, bisexual, queer, transgender, nonbinary) and gender 

nonconforming people (i.e., those whose gender expression differs from societal expectations 

based on sex assigned at birth (Loso et al., 2023)) have social identities that are also associated 

with pathologization, dehumanization, medicalization, stigmatization, and discrimination 

(Hendricks & Testa, 2012; Meyer, 2003; Suess Schwend, 2020). The stress of stigmatization and 

discrimination is hypothesized to account for a substantial portion of the mental health disparities 

among SGM people (Brooks, 1981; Hendricks & Testa, 2012; Meyer, 2003). I discuss this 
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further in my explanation of the Minority Stress Model in the Conceptual Framework section 

below.  

Not only are SGM identities and gender nonconformity stigmatized and pathologized, but 

they are also interlinked with experiences and social perceptions of fatness (Friedman, 2019; 

Pausé, 2014; van Amsterdam, 2013). Like fatness and Blackness, SGM identities and gender 

nonconformity represent deviation from race scientists’ conceptualization of the ideal person: a 

cisgender, heterosexual, White, thin man (Strings, 2019; van Amsterdam, 2013). As shown in 

Figure 1.1, intersecting axes of oppression based on weight, race/ethnicity, sexual identity, and 

gender identity serve to maintain power for those closest to this White supremacist “ideal” by 

marginalizing those who “deviate.” Emerging research suggests SGM people might be more 

likely to experience weight discrimination than their cisgender, heterosexual counterparts 

(McArdle & Hill, 2009; Puhl & Lessard, 2020; Simone et al., 2021), and that it might also 

disproportionately increase their risk of poor mental health (McArdle & Hill, 2009; Simone et 

al., 2021). Relatively few studies have considered this intersection, however. Given the 

significant mental health disparities experienced by SGM people (Blashill et al., 2021; Luk et al., 

2021; Lund & Burgess, 2021; Potter et al., 2021), this is a critical gap. 

Early Adolescence 

A Key Developmental Period. Although much of the literature on discrimination and its 

associations with health outcomes has focused on adults, discrimination is particularly important 

to the health of adolescents (Argabright et al., 2022; Eisenberg et al., 2003; Fulginiti et al., 2020; 

Opara et al., 2020; Price-Feeney et al., 2020; Tobler et al., 2013; Walker et al., 2017; Wyman 

Battalen et al., 2021). During adolescence, discrimination is most commonly reported during 

early adolescence (i.e., ages 10-14) (Hughes et al., 2016; Tyler et al., 2020), which encompasses 
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distinct biological, social, emotional, and cognitive changes (Alderman et al., 2019; Beyth-

Marom & Fischhoff, 1997; Dahl et al., 2018; Williams et al., 2002). During this period, 

adolescents begin to develop their own social identities (Benner et al., 2018; Hughes et al., 2016; 

Tyler et al., 2020) and have heightened awareness and concern about how others view them 

(Hughes et al., 2016; Tyler et al., 2020). Additionally, peer relationships are essential to well-

being during this period (Sherer & Radzik, 2016). Given this developmental context, 

discrimination and other forms of oppression are especially harmful to the mental health of early 

adolescents (Benner et al., 2018; Hughes et al., 2016; Tyler et al., 2020), and can have lasting 

negative health effects (Hughes et al., 2016).  

As many as one-third of adolescents report experiencing weight discrimination 

(Bucchianeri et al., 2013; Bucchianeri et al., 2016; Juvonen et al., 2017; Puhl & Lessard, 2020), 

which has consistently been associated with poor mental health, including disordered eating, 

depressive symptoms, anxiety symptoms, and poorer overall quality of life (Emmer et al., 2020; 

Szwimer et al., 2020; Warnick et al., 2022). A recent meta-analysis found that weight 

discrimination during adolescence confers the most mental health risk to early adolescents 

(Warnick et al., 2022) and that Body Mass Index (BMI) does not impact the association between 

weight discrimination and mental health (i.e., regardless of BMI, weight discrimination is 

significantly associated with poorer mental health) (Warnick et al., 2022). 

Early Adolescent Mental Health. Recent literature indicates that adolescent mental 

health is in crisis (Krass et al., 2021; Murata et al., 2021). Adolescents are reporting alarmingly 

high rates of anxiety, depression, and self-injurious thoughts and behaviors (SITBs; e.g., 

nonsuicidal self-injury, suicidal ideation, suicide attempt) (Jones et al., 2021; Krass et al., 2021; 



 
 

7 

Murata et al., 2021). Evidence reveals that SGM adolescents are disproportionately affected by 

these increases in mental health concerns (Kamal et al., 2021). 

Adolescent SITBs and rates of death by suicide are on the rise (Curtin & Heron, 2019; 

Krass et al., 2021). Suicide is the second leading cause of death among 10- to 14-year-olds 

(Centers for Disease Control and Prevention: National Center for Injury Prevention and Control, 

2020) and SITBs commonly precede completed suicide (Hubers et al., 2018; Ribeiro et al., 

2016). SITBs frequently first occur during early adolescence (Janiri et al., 2020; Plener et al., 

2015), making this a key developmental period for prevention and intervention. SGM 

adolescents are at higher risk for SITBs than their heterosexual, cisgender counterparts (Blashill 

et al., 2021; Luk et al., 2021; Potter et al., 2021). As early as age ten, an estimated one in five 

SGM adolescents reports SITBs compared with one in 20 heterosexual, cisgender adolescents 

(Blashill et al., 2021; Potter et al., 2021).  

Problem Statement 

Extant literature has demonstrated the negative health risk conferred by weight 

discrimination, particularly for adults and older adolescents. However, significant gaps remain. 

Much of the existing weight discrimination literature has taken a pathologizing approach that 

perpetuates anti-fatness. Few studies have considered weight discrimination as a form of 

oppression which might overlap with other forms of oppression (e.g., homophobia, transphobia, 

racism). Given that SGM people describe their experiences with weight discrimination as 

intersectional (i.e., interconnected with other forms of oppression they experience) (Paine, 2021), 

this leaves a significant gap. This gap is particularly important in the context of the current crisis 

of adolescent mental health (Krass et al., 2021; Murata et al., 2021) and the potential impact of 

intersectional discrimination on early adolescent mental health, including risk of SITBs (Benner 
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et al., 2018; Hughes et al., 2016; Tyler et al., 2020). As I describe further below, I aimed to begin 

to fill this gap by studying weight discrimination from a non-pathologizing, intersectional 

perspective with a focus on early adolescence.  

Link Between Studies 

Study 1 

Study 1 is a scoping review titled Weight Stigma and Mental and Emotional Health 

Among Sexual and Gender Minority Individuals: A Scoping Review. In it, I systematically 

searched the literature to identify all published empirical studies of weight stigma and mental and 

emotional health among SGM people across the lifespan. In line with the aim of a scoping 

review (i.e., to identify all literature on a broad topic), I elected to use the term “weight stigma” 

in this study to include not only discrimination, but other related constructs (e.g., weight-related 

teasing). This scoping review paints a comprehensive picture of the limited literature on weight 

stigma and mental and emotional health among SGM people, enabling conclusions to be made 

about patterns and gaps. I then applied findings related to SGM adolescents to Studies 2 and 3 in 

which I considered potential differences in experiences of weight discrimination for SGM 

compared to cisgender, heterosexual early adolescents. 

Study 2 

In Study 2, I used data from a large national sample of adolescents ages 10-14 years from 

the Adolescent Brain Cognitive Development (ABCD) Study (Jernigan et al., 2018) to analyze 

associations between minoritized sexual, gender, racial, and ethnic identities, gender 

nonconformity, and experiences of weight discrimination among early adolescents in the United 

States. I also examined experiences of weight discrimination at the intersections of these 

identities (i.e., rates of weight discrimination among adolescents who are minoritized based on 
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both SGM identity and racial/ethnic identity). This study provides some of the first large-scale 

information about weight discrimination among intersectionally minoritized adolescents during 

this key developmental stage. 

Study 3 

For Study 3, I used ABCD Study data to examine weight discrimination as a risk factor 

for SITBs (i.e., nonsuicidal self-injury, suicidal ideation) among early adolescents. I also tested 

potential moderators of this relationship, including sexual identity, gender identity, gender 

nonconformity, race/ethnicity, sex assigned at birth, and social support. Finally, I tested 

intersectional experiences of discrimination (i.e., weight discrimination combined with sexual 

identity discrimination and/or racial/ethnic discrimination) in association with SITBs. This study 

adds to the limited literature on weight discrimination and SITBs in early adolescence and sheds 

particular light on SITB risk in association with intersectional oppression.  

Conceptual Framework 

I primarily approach this work from an intersectional perspective (Bowleg & Bauer, 

2016; Crenshaw, 1991). Recent literature has highlighted the importance of considering 

experiences of anti-fatness and weight discrimination in combination with marginalization due to 

other stigmatized identities (Friedman, 2019; Paine, 2021; Pausé, 2014; Rice et al., 2019). 

Originating in Black feminist scholarship, intersectionality centers the unique experiences of 

people impacted by overlapping forms of oppression (Bowleg & Bauer, 2016; Crenshaw, 1991). 

Applied to health research, oppression is theorized to underlie the health disparities impacting 

minoritized people (Bowleg & Bauer, 2016; Crenshaw, 1991). Intersectional oppression is 

hypothesized to have a uniquely harmful impact, and this is supported by the literature (Bowleg 

& Bauer, 2016). Overlapping forms of oppression appear to inflict negative health impacts 
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greater than the sum of their parts. It is, therefore, important for health equity researchers to 

understand the existence and experiences of these intersections and their implications for health.  

In the case of this dissertation, I specifically consider the intersectionality of weight 

discrimination (a form of anti-fat oppression) and oppression based on sexual identity, gender 

identity, gender nonconformity, race, and ethnicity. As shown in Figure 1.2, I also borrow from 

other frameworks, including Fat Studies (Wann, 2009) and the Minority Stress Model (Brooks, 

1981; Meyer, 2003) in conceptualizing each of these forms of oppression and their impact on 

health. In applying principles of Fat Studies, I do not consider fatness to be a disease, problem, 

or target for intervention (Wann, 2009). Instead, I focus on the impact of weight discrimination, 

a form of anti-fat oppression, on health. I also apply the Minority Stress Model, which posits that 

SGM people’s health is impacted by minority stress processes such as discrimination based on 

SGM identity (Meyer, 2003). Exposure to these minority stress processes leads to psychological 

distress and related mental health disparities among SGM people (Meyer, 2003). In summary, 

informed by Fat Studies and the Minority Stress Model, I use intersectionality to conceptualize 

the negative health impact of experiencing weight discrimination in combination with other 

forms of oppression. 

Conclusion 

This dissertation begins to fill several important gaps in the current literature on weight 

discrimination and mental health. By taking a non-pathologizing approach to the study of weight 

discrimination, I strengthen a recent and important connection between health research and Fat 

Studies scholarship (Fox et al., 2021; Lee & Pausé, 2016; Pausé, 2017; Satinsky & Ingraham, 

2014). Additionally, with my intersectional approach, I address the lack of attention to anti-fat 

oppression in much of the current intersectionality literature. Finally, I analyze weight 
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discrimination as a potential risk factor for SITBs in the key developmental stage of early 

adolescence. This is important given current concerns about mental health and SITBs in early 

adolescence, particularly among SGM adolescents. By applying my non-pathologizing and 

intersectional approach to weight discrimination research in this previously understudied age 

group, I provide a starting point for critical future research to promote mental health equity in 

adolescence and beyond.
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Table 1.1: Studies, Titles, Aims, and Target Journals 

Study Title Aims Target Journals 

1 

Weight Stigma and 
Mental and Emotional 
Health Among Sexual 
and Gender Minority 

Individuals: A Scoping 
Review 

To summarize, synthesize, and identify 
gaps in the available evidence related 
to weight discrimination and mental 
and emotional health among sexual 
and minority individuals across the 

lifespan 

Published in LGBT Health:  
Leonard, S. I., Sharma, Y., Hughes, T. L., Jackman, 

K. B., & Bruzzese, J. M. (2023). Weight 
stigma and mental and emotional health 
among sexual and gender minority 
individuals: A scoping review. LGBT Health. 
https://doi.org/10.1089/lgbt.2023.0025  

 

2 
Intersectional Weight 

Discrimination in Early 
Adolescence 

(1) To analyze rates of weight 
discrimination among early 

adolescents with minoritized sexual, 
gender, racial, and ethnic identities and 
who are gender nonconforming and (2) 

to examine rates of weight 
discrimination at the intersections of 

these identities  

1. Journal of Adolescent Health 
2. Journal of Youth and Adolescence 

3. Journal of Research on Adolescence 

3 

Weight Discrimination, 
Intersectional 

Oppression, and Self-
Injurious Thoughts and 

Behaviors in Early 
Adolescence 

(1) To analyze the association between 
weight discrimination and self-

injurious thoughts and behaviors 
among early adolescents, (2) to test 

sexual identity, gender identity, gender 
nonconformity, race/ethnicity, sex 

assigned at birth, and social support as 
moderators of this relationship, and (3) 

to explore the role of intersectional 
discrimination 

1. Body Image 
2. Social Science & Medicine 

3. Psychology of Sexual Orientation and Gender 
Diversity 
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Note. Adapted from an infographic by Sylvia Duckworth (Duckworth, 2020) 

 

Race/ 
Ethnicity Weight 

Sexual identity Gender identity 

Heterosexual Cisgender 

Non-
Hispanic 

White 
Thin 

Fat Racial/ethnic 
minoritized 

MARGINALIZATION 

Gender 
minority 

Sexual 
minority 

POWER 

Figure 1.1: Intersecting Axes of Oppression Based on Weight, Race/Ethnicity, Sexual Identity, and Gender Identity 
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Note. Shading denotes constructs that are measured/analyzed in this dissertation. 

 

  
Weight 

  
Not a disease, problem, or 

intervention target 
  

Multilevel stigma and 
discrimination due to 

weight 
  

Intervention target 

Chronic stress due to 
weight stigma 

Negative mental and 
physical health outcomes 

Weight bias 
internalization 

Co-occurring 
intersectional oppression 
(e.g., sexual and gender 
minority stress, racism) 

 Figure 1.2: Fat Studies and Intersectionality-Informed Adaptation of Minority Stress Model 
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Chapter 2: Weight Stigma and Mental and Emotional Health Among Sexual and Gender 

Minority Individuals: A Scoping Review 

Introduction 

Weight stigma is common and associated with poor mental and emotional health across 

the lifespan (Alimoradi et al., 2020; Emmer et al., 2020; Pausé, 2017; Puhl & Lessard, 2020; 

Warnick et al., 2022). Weight stigma includes weight-based teasing or harassment from various 

sources including family, peers, and strangers (Pausé, 2017). It also encompasses unjust 

exclusion from opportunities such as housing and jobs, and structural injustice such as policies 

barring access to needed healthcare based on weight (Pausé, 2017). Weight stigma is associated 

with lower psychological quality of life and self-esteem, and higher levels of anxiety, depression, 

body dissatisfaction, disordered eating, and general psychological distress (Alimoradi et al., 

2020; Emmer et al., 2020). 

The well-established field of weight stigma literature demonstrates the negative health 

effects of social devaluation based on weight, among youth and adults alike (Puhl & Suh, 2015; 

Puhl & Lessard, 2020). This literature provides extensive evidence that weight stigma is a 

common experience and is associated with poor health (Alimoradi et al., 2020; Emmer et al., 

2020; Pausé, 2017; Puhl & Lessard, 2020; Warnick et al., 2022). Critics of mainstream weight 

stigma literature contend that, despite its focus on the harms of weight stigma, it is inherently 

stigmatizing because it pathologizes fatness (Calogero et al., 2016; Fox et al., 2021). Some of 

these critics conceptualize weight stigma as a form of oppression stemming from anti-fatness, the 

socially constructed hatred and stigmatization of fat bodies (Strings, 2019; van Amsterdam, 

2013). This perspective is important because, although weight stigma is associated with poor 

health regardless of body weight, it is disproportionately reported by fat people (Pausé, 2017). 
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We use the terms “fat”/“fatness,” which Fat Activists conceptualize as neutral descriptors of 

body size (Wann, 2009). 

  Sexual and gender minority (SGM; e.g., lesbian, gay, bisexual, queer, transgender, 

nonbinary) individuals share a disproportionate burden of mental and emotional health 

disparities. These include higher rates of depressive symptoms (Kuper et al., 2019; Lucassen et 

al., 2017), disordered eating (Calzo et al., 2019; Nagata et al., 2020), and self-injurious thoughts 

and behaviors (i.e., nonsuicidal self-injury, suicidal ideation, suicide attempt) (Blashill et al., 

2021; Jackman et al., 2018). Mental health disparities among SGM people are often attributed to 

minority stress processes (unique and chronic stressors due to stigmatization of SGM identities) 

(Hendricks & Testa, 2012; Meyer, 2003).  Minority stress processes can differ for sexual 

compared to gender minority individuals, but their relationship with mental health is theorized to 

function similarly (Hendricks & Testa, 2012; Meyer, 2003). 

Viewed through the lens of intersectionality (Bowleg & Bauer, 2016; Crenshaw, 1991), 

many SGM individuals experience overlapping oppression based on other intersecting identities, 

such as their race or weight (Friedman, 2019; Pausé, 2014). However, weight stigma has 

primarily been studied among cisgender, heterosexual, White individuals, with limited 

opportunities to explore intersecting identities (Himmelstein et al., 2017; Puhl, Himmelstein, 

Pearl, et al., 2019). Intersectional forms of oppression are inherently and complexly linked 

(Bowleg & Bauer, 2016; Crenshaw, 1991); some identities can even be protective in the context 

of each other. When weight stigma intersects with SGM-specific minority stress processes, it 

might exacerbate health disparities (Friedman, 2019; Pausé, 2014). For example, SGM 

community support is often conceptualized as a factor that bolsters resilience to minority stress 

(Hendricks & Testa, 2012; Meyer, 2003). Weight stigma experienced within an SGM 
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community space could interfere with this resilience, contributing to feelings of stress and 

exclusion. Thus, factors such as social support and community connectedness might be important 

mediators. Research about the unique intersection between weight stigma and SGM identities is 

limited but growing (Austen et al., 2020; Gordon et al., 2016). 

Given the potential for weight stigma to contribute to mental and emotional health 

disparities for SGM individuals (Austen et al., 2020; Gordon et al., 2016), additional attention to 

this topic is warranted. However, the literature on weight stigma and mental and emotional 

health among SGM people has yet to be synthesized. An analysis of this literature is crucial so 

that researchers can prioritize understudied SGM sub-groups and clinicians can better understand 

weight stigma’s relevance to SGM healthcare. Thus, we conducted a scoping review to map and 

synthesize the existing literature on weight stigma and mental and emotional health among SGM 

individuals across the lifespan. We identified patterns and gaps in the existing literature to 

inform next steps for research on weight stigma and its potential role in health disparities among 

SGM individuals.  

Methods 

We conducted a scoping review to comprehensively capture published research on the 

broad topic of weight stigma and mental and emotional health among SGM individuals. 

Preliminary searches of PubMed and PsycINFO indicated that existing literature on this topic is 

limited and heterogeneous. Thus, our aims are consistent with those of a scoping review, namely, 

to broadly describe and identify patterns and gaps in a nascent and diverse body of literature 

(Tricco et al., 2018). 

This scoping review followed the Joanna Briggs Institute (JBI) Guidelines for Scoping 

Reviews (Peters et al., 2020) and the Preferred Reporting Items for Systematic Reviews and 
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Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) (Tricco et al., 2018). We adhered 

to an a priori study protocol which is available at Open Science Framework 

(https://osf.io/zgr4v/). Institutional review board or ethics committee review and approval were 

not required due to the nature of scoping reviews. We comprehensively searched the literature on 

April 7, 2022, using the following databases: MEDLINE (PubMed), CINAHL (EBSCO), 

PsycINFO (EBSCO), and Scopus. The complete search strategies applied in each of these 

databases are available in Appendix A.  

Study Inclusion Criteria 

This review includes all peer-reviewed empirical studies examining the relationship 

between weight stigma and mental and emotional health among SGM individuals across the 

lifespan. Reviews, commentaries, and non-peer reviewed studies (e.g., unpublished dissertations) 

were not eligible for inclusion. Publications available in English, Spanish, or French were 

included, and there was no publication date limit. In keeping with the purpose and recommended 

methodology for scoping reviews (Tricco et al., 2018), we did not set study design limitations. 

Thus, we included quantitative as well as qualitative empirical published studies. 

We included studies with samples of sexual minority, gender minority, or both sexual and 

gender minority individuals. When study samples included both SGM individuals and cisgender, 

heterosexual (i.e., non-SGM) individuals, we included them only if separate analyses were 

conducted for the SGM subgroup(s). Study samples could be of any age (i.e., child, adolescent, 

and/or adult). 

We included studies that analyzed the relationship between weight stigma and at least 

one mental or emotional health variable, measured qualitatively or quantitatively. Consistent 

with the nature of scoping reviews (Tricco et al., 2018), we interpreted mental and emotional 
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health broadly to include symptoms or diagnoses of mental health disorders (e.g., depression, 

anxiety), as well as self-reported emotional health (e.g., stress, self-esteem). We additionally 

included maladaptive eating (e.g., restriction, binge-eating), a health behavior we conceptualized 

as a component of mental/emotional health. Maladaptive eating is closely linked to weight-

related perceptions/experiences and has been consistently found to be related to weight stigma 

(Emmer et al., 2020; Warnick et al., 2022). 

We defined weight stigma broadly, including constructs such as discrimination, unfair or 

prejudicial treatment, teasing, victimization, and bullying based on weight. We excluded studies 

measuring internalized weight stigma or self-directed stigma based on weight because these fall 

outside of our focus on experiences of weight stigma unless they also measured experiences of 

weight stigma (in which case we only analyzed the results for weight stigma experiences). 

Weight stigma could be measured using quantitative (e.g., self-report survey items or validated 

instruments) or qualitative (e.g., discussion of weight stigma experiences in interviews) methods. 

Study Selection  

We downloaded search results and uploaded them into Covidence (Covidence Systematic 

Review Software, 2022), a web-based literature review platform. In Covidence, we identified and 

removed duplicate results. We included studies that used the same dataset but conducted 

different analyses. Two authors independently screened each title and abstract for potential 

inclusion and resolved any conflicts through discussion and consultation with other authors, as 

needed. The same two authors then independently reviewed the full text of all potentially eligible 

studies to make decisions about their inclusion, again resolving any conflicts through discussion 

and consultation. See Figure 2.1 for the PRISMA-ScR flow diagram (Tricco et al., 2018) that 

summarizes the results of each stage of the study selection process. 
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Data Extraction 

We completed data extraction in Covidence using a data extraction form we developed 

specifically for this study using an iterative process. The data extraction fields included: 

author(s); year of publication; title; country; study design; sample size; recruitment setting and/or 

data source; sample characteristics (i.e., sexual and gender identity, age, race, and ethnicity); 

methods for measurement of weight stigma and mental/emotional health; and key findings. The 

authors who screened the studies independently extracted data from each study and then 

compared extraction forms and resolved any discrepancies through discussion until consensus 

was reached. 

Results 

Study Identification 

We identified 513 studies; 371 unique studies remained after we removed duplicates. 

During title and abstract screening, 333 studies were excluded, leaving 38 records for full text 

review (Figure 2.1). We excluded 15 studies during full text review. The most common reasons 

for exclusion during the full text stage were that weight stigma was not measured (n = 5), 

relevant associations were not analyzed (n = 3), or mental and/or emotional health was not 

measured (n = 3).  The complete list of excluded studies and corresponding reasons for exclusion 

is available in Appendix B. A total of 23 studies met all criteria and were included in the scoping 

review synthesis (Austen et al., 2020; Austen & Griffiths, 2022; Eisenberg et al., 2020; Filice et 

al., 2019; Foster-Gimbel & Engeln, 2016; Gordon et al., 2016; Gordon et al., 2018; Griffiths et 

al., 2018; Himmelstein et al., 2019; Johns et al., 2017; Lessard et al., 2020; Lessard et al., 2022; 

Mason et al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Mijas et al., 2020; Paine, 2021; 
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Panza et al., 2021; Puhl, Himmelstein, Pearl, et al., 2019; Puhl, Himmelstein, & Watson, 2019; 

Simone et al., 2021; Wilson et al., 2011; Wrench & Knapp, 2008). 

Characteristics of Included Studies 

Characteristics of included studies are listed in Table 2.1. The oldest study was published 

in 2008 (Wrench & Knapp, 2008), and the most recent studies were published in 2022 (Austen & 

Griffiths, 2022; Lessard et al., 2022). Over half of the included studies were published between 

2019 and 2022 (n = 14) (Austen et al., 2020; Austen & Griffiths, 2022; Eisenberg et al., 2020; 

Filice et al., 2019; Himmelstein et al., 2019; Lessard et al., 2020; Lessard et al., 2022; Meanley 

et al., 2020; Mijas et al., 2020; Paine, 2021; Panza et al., 2021; Puhl, Himmelstein, Pearl, et al., 

2019; Puhl, Himmelstein, & Watson, 2019; Simone et al., 2021). Most studies were conducted in 

the United States (n = 18) (Eisenberg et al., 2020; Foster-Gimbel & Engeln, 2016; Gordon et al., 

2016; Gordon et al., 2018; Himmelstein et al., 2019; Johns et al., 2017; Lessard et al., 2020; 

Lessard et al., 2022; Mason et al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Paine, 

2021; Panza et al., 2021; Puhl, Himmelstein, Pearl, et al., 2019; Puhl, Himmelstein, & Watson, 

2019; Simone et al., 2021; Wilson et al., 2011; Wrench & Knapp, 2008), followed by Australia 

(n = 3) (Austen et al., 2020; Austen & Griffiths, 2022; Griffiths et al., 2018), Canada (n = 1) 

(Filice et al., 2019), and Poland (n = 1) (Mijas et al., 2020). The full texts of all included studies 

were available in English. Most studies were quantitative and used cross-sectional (n = 18) 

(Austen et al., 2020; Eisenberg et al., 2020; Foster-Gimbel & Engeln, 2016; Gordon et al., 2018; 

Griffiths et al., 2018; Himmelstein et al., 2019; Johns et al., 2017; Lessard et al., 2020; Lessard et 

al., 2022; Mason et al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Mijas et al., 2020; 

Puhl, Himmelstein, Pearl, et al., 2019; Puhl, Himmelstein, & Watson, 2019; Simone et al., 2021; 

Wilson et al., 2011; Wrench & Knapp, 2008), cohort (n = 1) (Austen & Griffiths, 2022), and 
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longitudinal (n = 1) (Panza et al., 2021) designs. Three studies used qualitative methods (n = 3) 

(Filice et al., 2019; Gordon et al., 2016; Paine, 2021). The most common recruitment settings 

were social media sites (n = 10) (Eisenberg et al., 2020; Foster-Gimbel & Engeln, 2016; Griffiths 

et al., 2018; Himmelstein et al., 2019; Lessard et al., 2020; Lessard et al., 2022; Mason et al., 

2017; Meanley et al., 2020; Mijas et al., 2020; Puhl, Himmelstein, & Watson, 2019), community 

organizations (n = 8) (Filice et al., 2019; Foster-Gimbel & Engeln, 2016; Mason et al., 2017; 

McArdle & Hill, 2009; Mijas et al., 2020; Puhl, Himmelstein, Pearl, et al., 2019; Wilson et al., 

2011; Wrench & Knapp, 2008), and online dating sites (n = 3) (Austen et al., 2020; Austen & 

Griffiths, 2022; Filice et al., 2019). Most studies focused primarily on sexual minority 

populations, but a few focused on both sexual and gender minority populations (n = 6) 

(Eisenberg et al., 2020; Himmelstein et al., 2019; Lessard et al., 2020; Lessard et al., 2022; 

Paine, 2021; Puhl, Himmelstein, & Watson, 2019) and one focused on gender minority 

populations (Gordon et al., 2016). 

Most studies included only adults over age 18 (n = 18) (Austen et al., 2020; Austen & 

Griffiths, 2022; Filice et al., 2019; Foster-Gimbel & Engeln, 2016; Gordon et al., 2016; Gordon 

et al., 2018; Griffiths et al., 2018; Johns et al., 2017; Mason et al., 2017; McArdle & Hill, 2009; 

Meanley et al., 2020; Mijas et al., 2020; Paine, 2021; Panza et al., 2021; Puhl, Himmelstein, 

Pearl, et al., 2019; Simone et al., 2021; Wilson et al., 2011; Wrench & Knapp, 2008). Among 

these studies, reported mean ages ranged from 22 (Mason et al., 2017) to 48 (Puhl, Himmelstein, 

Pearl, et al., 2019; Wilson et al., 2011). Five studies included only young adults (Gordon et al., 

2016; Gordon et al., 2018; Johns et al., 2017; Mason et al., 2017; Meanley et al., 2020), and no 

studies focused on older adults. The only studies that included individuals under age 18 were 

conducted using data from the LGBTQ National Teen Survey (n = 5) (Eisenberg et al., 2020; 
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Himmelstein et al., 2019; Lessard et al., 2020; Lessard et al., 2022; Puhl, Himmelstein, & 

Watson, 2019), which included adolescents ages 13 to 17; all five of these studies use the same 

weight stigma measures and shared two of the same authors (Eisenberg et al., 2020; Himmelstein 

et al., 2019; Lessard et al., 2020; Lessard et al., 2022; Puhl, Himmelstein, & Watson, 2019). 

Most studies’ samples were predominantly White, non-Hispanic (n = 18) (Austen et al., 2020; 

Austen & Griffiths, 2022; Eisenberg et al., 2020; Foster-Gimbel & Engeln, 2016; Gordon et al., 

2018; Griffiths et al., 2018; Himmelstein et al., 2019; Johns et al., 2017; Lessard et al., 2020; 

Lessard et al., 2022; Mason et al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Panza et 

al., 2021; Puhl, Himmelstein, Pearl, et al., 2019; Puhl, Himmelstein, & Watson, 2019; Simone et 

al., 2021; Wrench & Knapp, 2008), with percentages of White participants ranging from 55% 

(Panza et al., 2021) to 100% (McArdle & Hill, 2009). Three studies used qualitative purposive 

sampling to recruit racially and ethnically diverse samples (Filice et al., 2019; Gordon et al., 

2016; Paine, 2021), one included only Black participants (Wilson et al., 2011), and one did not 

report sample racial or ethnic characteristics (Mijas et al., 2020). 

As detailed in Table 2.2, measures of weight stigma included weight-specific adaptations 

of the Everyday Discrimination Scale (n = 6) (Austen et al., 2020; Austen & Griffiths, 2022; 

Johns et al., 2017; Mason et al., 2017; Meanley et al., 2020; Simone et al., 2021) and other 

validated instruments: a Polish adaptation of the Experiences of Discrimination scale (n = 1) 

(Mijas et al., 2020), the Sociocultural Factors Questionnaire (n = 1) (McArdle & Hill, 2009), the 

Stigmatizing Situations Inventory (n = 1) (Panza et al., 2021), and the Physical Discrimination 

Scale (n = 1) (Wrench & Knapp, 2008). Of the remaining studies, most (n = 3) used a non-

validated single item (Gordon et al., 2018; Griffiths et al., 2018; Wilson et al., 2011) or series of 

items (n = 7) (Eisenberg et al., 2020; Foster-Gimbel & Engeln, 2016; Himmelstein et al., 2019; 
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Lessard et al., 2020; Lessard et al., 2022; Puhl, Himmelstein, Pearl, et al., 2019; Puhl, 

Himmelstein, & Watson, 2019) about experiences of weight stigma, teasing, or mistreatment due 

to weight. As noted above, five of these studies used one or more items from the same non-

validated measure of weight stigma from the same dataset of adolescents (Eisenberg et al., 2020; 

Himmelstein et al., 2019; Lessard et al., 2020; Lessard et al., 2022; Puhl, Himmelstein, & 

Watson, 2019). This measure is not validated, but is well-established in the literature and 

includes items about weight teasing by family members, weight teasing by peers, and frequency 

of weight-based victimization at school (Eisenberg et al., 2020; Himmelstein et al., 2019; 

Lessard et al., 2020; Lessard et al., 2022; Puhl, Himmelstein, & Watson, 2019). In the three 

qualitative studies, participants discussed weight stigma during semi-structured interviews in 

response to prompts about topics such as body image and healthcare experiences (Filice et al., 

2019; Gordon et al., 2016; Paine, 2021). 

Studies assessed various mental and emotional health constructs. The most frequently 

measured constructs were self-esteem (n = 8) (Eisenberg et al., 2020; Filice et al., 2019; Johns et 

al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Mijas et al., 2020; Puhl, Himmelstein, & 

Watson, 2019; Wrench & Knapp, 2008), maladaptive eating (n = 8) (Foster-Gimbel & Engeln, 

2016; Gordon et al., 2016; Himmelstein et al., 2019; Lessard et al., 2020; Mason et al., 2017; 

Paine, 2021; Panza et al., 2021; Simone et al., 2021), and depressive symptoms (n = 8) 

(Eisenberg et al., 2020; Johns et al., 2017; Lessard et al., 2020; Meanley et al., 2020; Puhl, 

Himmelstein, & Watson, 2019; Simone et al., 2021; Wilson et al., 2011; Wrench & Knapp, 

2008), followed by stress (n = 5) (Gordon et al., 2016; Himmelstein et al., 2019; Lessard et al., 

2020; Lessard et al., 2022; Paine, 2021), body dissatisfaction (n = 4) (Austen et al., 2020; Foster-

Gimbel & Engeln, 2016; Griffiths et al., 2018; McArdle & Hill, 2009), psychological/mental 
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health-related quality of life (n = 4) (Austen et al., 2020; Austen & Griffiths, 2022; Griffiths et 

al., 2018; Puhl, Himmelstein, Pearl, et al., 2019), negative affect (n = 1) (Mason et al., 2017), and 

social anxiety (n = 1) (Mason et al., 2017). Mental and emotional health were measured with 

validated instruments in most studies; the specific measures used in each study are included in 

Table 2.2. 

Associations Between Weight Stigma and Mental and Emotional Health 

Weight stigma was significantly associated with poorer mental and emotional health 

among SGM individuals in nearly every study. In this section, we summarize findings for each 

mental and emotional health construct analyzed, in order of the frequency with which they were 

studied. Key findings regarding the association between weight stigma and mental and emotional 

health in each included study are presented in Table 2.2. 

Self-esteem. Of the eight studies measuring self-esteem in adults (Eisenberg et al., 2020; 

Filice et al., 2019; Johns et al., 2017; McArdle & Hill, 2009; Meanley et al., 2020; Mijas et al., 

2020; Puhl, Himmelstein, & Watson, 2019; Wrench & Knapp, 2008), all but one (Wrench & 

Knapp, 2008) found that weight stigma was significantly associated with lower self-esteem. Four 

of these were conducted among sexual minority men (Filice et al., 2019; McArdle & Hill, 2009; 

Meanley et al., 2020; Mijas et al., 2020), one among sexual minority women (Johns et al., 2017), 

one among SGM adults (Wrench & Knapp, 2008), and two among SGM adolescents (Eisenberg 

et al., 2020; Puhl, Himmelstein, & Watson, 2019). In one study, among cisgender sexual 

minority men, this association was only significant for a specific subgroup: sexual minority men 

who identify as “Bears,” a subculture within the gay community characterized in part by higher 

body weight (Mijas et al., 2020). In another of the studies, also among sexual minority men, the 

source of stigma was important; only weight stigma from peers, but not family, was significantly 
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associated with lower self-esteem (McArdle & Hill, 2009). In the two studies that analyzed the 

associations of weight stigma with self-esteem among SGM adolescents, weight stigma from 

family (Eisenberg et al., 2020; Puhl, Himmelstein, & Watson, 2019) and higher frequency of 

weight stigma at school (Puhl, Himmelstein, & Watson, 2019) were significantly associated with 

lower self-esteem. 

Maladaptive Eating. In all eight of the studies that measured maladaptive eating (e.g., 

binge eating, self-induced vomiting), weight stigma was significantly associated with higher 

likelihood of maladaptive eating (Foster-Gimbel & Engeln, 2016; Gordon et al., 2016; 

Himmelstein et al., 2019; Lessard et al., 2020; Mason et al., 2017; Paine, 2021; Panza et al., 

2021; Simone et al., 2021). Six of these studies focused on adults (Foster-Gimbel & Engeln, 

2016; Gordon et al., 2016; Mason et al., 2017; Paine, 2021; Panza et al., 2021; Simone et al., 

2021); four focused on sexual minority adults (including two studies with women (Mason et al., 

2017; Panza et al., 2021), one with men (Foster-Gimbel & Engeln, 2016), and one with women 

and men (Simone et al., 2021)), one was among young transgender women (Gordon et al., 2016), 

and one was among SGM adults (Paine, 2021). The two remaining studies included SGM 

adolescents (Himmelstein et al., 2019; Lessard et al., 2020), one of which specifically found that 

weight stigma was associated with maladaptive eating regardless of whether the source of stigma 

was family members or peers (Himmelstein et al., 2019). See Table 2.2 for details about the 

measure of maladaptive eating used in each study (Foster-Gimbel & Engeln, 2016; Gordon et al., 

2016; Himmelstein et al., 2019; Lessard et al., 2020; Mason et al., 2017; Paine, 2021; Panza et 

al., 2021; Simone et al., 2021). 

Depressive Symptoms. Eight studies analyzed the relationship between weight stigma 

and depressive symptoms (Eisenberg et al., 2020; Johns et al., 2017; Lessard et al., 2020; 
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Meanley et al., 2020; Puhl, Himmelstein, & Watson, 2019; Simone et al., 2021; Wilson et al., 

2011; Wrench & Knapp, 2008). This included four studies of sexual minority adults (two studies 

of women (Johns et al., 2017; Wilson et al., 2011), one of men (Meanley et al., 2020), and one of 

women and men (Simone et al., 2021)), one of SGM adults (Wrench & Knapp, 2008), and three 

of SGM adolescents (Eisenberg et al., 2020; Lessard et al., 2020; Puhl, Himmelstein, & Watson, 

2019). In all but two (Simone et al., 2021; Wrench & Knapp, 2008) of the studies measuring 

depressive symptoms, weight stigma was significantly associated with more frequent and/or 

severe depressive symptoms. In one study of sexual minority men, this was significant only 

among racial and/or ethnic minority participants (Meanley et al., 2020). In the three studies 

measuring depressive symptoms among SGM adolescents, weight stigma from family 

(Eisenberg et al., 2020; Puhl, Himmelstein, & Watson, 2019) and higher frequency of weight 

stigma at school (Lessard et al., 2020; Puhl, Himmelstein, & Watson, 2019) were significantly 

associated with more depressive symptoms; weight stigma from peers (not necessarily at school) 

was not (Puhl, Himmelstein, & Watson, 2019). 

Stress. Five studies measured psychological stress (Gordon et al., 2016; Himmelstein et 

al., 2019; Lessard et al., 2020; Lessard et al., 2022; Paine, 2021). Of these, three quantitative 

studies used the same dataset of SGM adolescents (Himmelstein et al., 2019; Lessard et al., 

2020; Lessard et al., 2022) and two used qualitative methods (Gordon et al., 2016; Paine, 2021). 

The three quantitative studies measured stress by asking adolescents to rate their average level of 

general stress, ranging from “not at all stressed” to “very stressed.” These studies found that 

weight stigma by family and at school was associated with higher levels of stress (Himmelstein 

et al., 2019; Lessard et al., 2020; Lessard et al., 2022), but that weight stigma from peers (not 

necessarily at school) was not associated with stress (Himmelstein et al., 2019). One of the two 
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qualitative studies included SGM adults, and these participants described stress associated with 

weight stigma and other co-occurring forms of marginalization they experienced while seeking 

care at a specialty SGM healthcare clinic (Paine, 2021). The other qualitative study included 

young adult transgender women (Gordon et al., 2016). These participants described stress due to 

overlapping stigma based on their weight and gender identity, particularly in their early life when 

they were beginning to understand their gender identity (Gordon et al., 2016). 

Body Dissatisfaction. Weight stigma was significantly associated with higher levels of 

body dissatisfaction in each of the four studies that assessed this construct, all of which included 

only adult men (Austen et al., 2020; Foster-Gimbel & Engeln, 2016; Griffiths et al., 2018; 

McArdle & Hill, 2009). Three of these studies focused on sexual minority men (Austen et al., 

2020; Foster-Gimbel & Engeln, 2016; Griffiths et al., 2018); one included both sexual minority 

and heterosexual men (McArdle & Hill, 2009). One of these studies found that weight stigma 

was significantly associated with body dissatisfaction only if the weight stigma came from peers, 

not from family members (McArdle & Hill, 2009). 

Psychological/Mental Health-related Quality of Life. Weight stigma was significantly 

associated with poorer psychological/mental health-related quality of life in three of the four 

studies in which it was measured (Austen et al., 2020; Austen & Griffiths, 2022; Griffiths et al., 

2018). All three of these studies included samples of sexual minority men and were conducted by 

the same team of researchers (Austen et al., 2020; Austen & Griffiths, 2022; Griffiths et al., 

2018). The association between weight stigma and psychological/mental health-related quality of 

life was not significant in the remaining study, which included sexual minority adults 

participating in a weight loss program (Puhl, Himmelstein, Pearl, et al., 2019). 
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Other Mental and Emotional Health Constructs. The associations between weight 

stigma and other types of mental and emotional health constructs, specifically negative affect and 

social anxiety, were measured among sexual minority women in one study (Mason et al., 2017). 

In this study, weight stigma was significantly associated with higher levels of both negative 

affect and social anxiety (Mason et al., 2017). 

Discussion 

Results of this scoping review reveal that weight stigma has been consistently associated 

with poorer mental and emotional health among SGM individuals. This includes associations 

with self-esteem, maladaptive eating, depressive symptoms, psychological stress, body 

dissatisfaction, and psychological/mental health-related quality of life. Weight stigma was also 

associated with negative affect and social anxiety, although each was only measured in one 

study. 

An interesting finding emerged related to sources of weight stigma. For SGM 

adolescents, stigma by family was associated with worse mental and emotional health across 

several outcomes (maladaptive eating, self-esteem, stress, and depressive symptoms) (Eisenberg 

et al., 2020; Himmelstein et al., 2019; Puhl, Himmelstein, & Watson, 2019). In contrast, in the 

one study that analyzed sources of weight stigma among adults (specifically sexual minority 

men), weight stigma from family was not associated with any outcomes (McArdle & Hill, 2009). 

One possible explanation for these inconsistent findings is that family may have a more potent 

influence for adolescents than adults given that adolescents are not yet independent and typically 

rely on family members as caregivers. Weight stigma from a caregiver with whom an adolescent 

must continue to live could be a starkly different experience than weight stigma from family in 

adulthood. Weight stigma might intersect with other family stressors for SGM adolescents, such 
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as family rejection of SGM identity or identity concealment (Grossman et al., 2021; Katz-Wise 

et al., 2016). 

Findings also support an intersectional understanding of weight stigma among SGM 

individuals. In the qualitative studies, participants described their experiences of weight stigma 

as stressful and linked to other forms of marginalization. Notably, in one study, participants 

shared experiences of marginalization due to weight and other identities while seeking care in a 

specialty SGM healthcare setting (Paine, 2021). Thus, even environments designed to be SGM-

affirming have capacity to cause harm through weight stigma and other forms of marginalization. 

To make a setting truly SGM-affirming, it must affirm all marginalized identities an SGM person 

might hold; fatness is one of these. 

Although findings regarding the relationship between weight stigma and mental and 

emotional health were consistent across most studies, it is important to note that some population 

groups were underrepresented. Most studies focused primarily on sexual minority individuals; 

among the studies that included gender minority individuals, only one focused specifically on 

this population (Gordon et al., 2016). Findings from these studies indicate that weight stigma is a 

significant concern for gender minority people (Gordon et al., 2016; Paine, 2021). Some 

experiences of weight stigma might be unique to gender minority individuals, such as barred 

access to gender-affirming surgeries because of weight (Brownstone et al., 2021).  

Due to societal gender-specific weight and body shape norms, stress and body image 

concerns related to gender and weight are closely linked for some gender minority people 

(Milano et al., 2020). Such concerns might be particularly relevant for gender minority 

individuals (including adolescents) who are early in the stages of transgender identity 

development (Bockting & Coleman, 2016). This is supported by one included study in which 
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transgender women described stress associated with combined weight stigma and transphobia 

early in their identity development (Gordon et al., 2016). Thus, weight stigma has the potential to 

exacerbate gender dysphoria for gender minority individuals by precluding access to vital 

healthcare and fueling stress and body image concerns, particularly during vulnerable 

developmental periods. 

Patterns of underrepresentation emerged related to gender and race/ethnicity as well. 

Particularly for certain outcomes, such as body dissatisfaction, it is notable that studies focused 

primarily on sexual minority men. This highlights the need for more research on sexual minority 

women’s experiences of weight stigma and its relationship with mental and emotional health. 

Most studies also included predominantly non-Hispanic White samples, indicating a need for 

additional research with more diverse samples. This is particularly important to better understand 

weight stigma’s intersections with experiences of racism. 

There are also gaps in the current literature regarding age. Although five studies included 

adolescents, all five used the same dataset and had shared authors. This introduces bias, given 

that these studies’ findings are not from unique samples. Findings from these studies are an 

important starting point, but there remains a need for more research with SGM adolescents. 

These studies included adolescents ages 13-17, and no studies examined this association in SGM 

individuals under the age of 13. Early adolescence (i.e., ages 10-14) is a crucial period for social 

identity development during which exposure to stigma can be especially harmful to health 

(Benner et al., 2018; Hughes et al., 2016; Tyler et al., 2020). Thus, the lack of research on weight 

stigma among SGM early adolescents constitutes a critical gap. 

Older SGM adults were also understudied in the included studies. Of the studies reporting 

mean age, the highest mean age was 48 (Puhl, Himmelstein, Pearl, et al., 2019; Wilson et al., 
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2011) (i.e., not older adulthood) (Yarns et al., 2016). SGM older adults are understudied, and 

existing research indicates that, like younger SGM adults, they experience significant health 

disparities (Yarns et al., 2016). Older SGM adults’ life experiences with weight stigma and 

mental and emotional health may be shaped by changes in societal attitudes about both SGM 

identities and weight. Future research should also consider the unique weight stigma experiences 

of SGM older adults. 

Limitations 

Limitations include both those of published literature and our methods. In the published 

literature, limitations include the use of overlapping datasets and methodological weaknesses in 

the included studies, particularly inconsistent measurement of weight stigma, which could 

potentially mean that these studies measure different constructs. The validated instruments used 

in some included studies have floor effects (Berenbon, 2020), making non-validated but well-

established measures potentially more useful. More consistent and rigorous methods for 

measurement of weight stigma can ensure future research precisely defines and measures the 

appropriate construct. Nearly all studies were cross-sectional, precluding conclusions about 

causality.  

There are also limitations to our methods in conducting this scoping review. Although 

our search strategy was comprehensive, spanning four relevant databases in three languages 

without any publication date limits, it is possible that we missed relevant studies. In line with our 

goal of describing and synthesizing the current literature, we included only published literature. 

However, as a result, it is possible that we excluded unpublished literature that might provide 

further insight on this topic. To keep our review sufficiently focused, we synthesized literature 

on experiences of weight stigma but not internalized weight stigma, a distinct but closely related 
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concept. This omission makes the scope of this review somewhat narrow, limiting our 

understanding of weight stigma internalization’s role in the relationship between weight stigma 

experiences and mental and emotional health. 

Implications 

Findings of this scoping review have important implications for both clinical practice and 

future research. In clinical settings, healthcare professionals should be aware that SGM patients 

might be impacted by marginalization related to not only their SGM identity, but other 

characteristics such as weight. Particularly when working with SGM patients experiencing 

mental or emotional health concerns, healthcare providers should consider the role of multi-level, 

intersectional oppression including weight stigma. Efforts to make clinical settings SGM-

affirming should be intersectional; this includes making settings safe, accessible, and affirming 

for fat SGM individuals. 

Additional research is also needed to fill gaps in this literature. Internalized weight stigma 

is an important topic for future research to better understand pathways between weight stigma 

experiences and mental and emotional health. In addition, some mental and emotional health 

outcomes that disproportionately impact SGM people, such as nonsuicidal self-injury and 

suicidal thoughts and behaviors (Blashill et al., 2021; Luk et al., 2021; Potter et al., 2021), were 

not measured in the studies; these could be a focus of future research. Another gap relates to 

individuals who are not yet well-represented in the existing weight stigma literature. It is 

important that researchers prioritize the unique experiences of gender minority individuals. 

Racial/ethnic and gender diversity are also important considerations. Additional research in 

childhood/adolescence and older adulthood can improve understanding of when stressors like 

weight stigma and related health disparities first emerge and implications across the lifespan. 
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Future research can improve theoretical understanding of how weight stigma might 

interact with sexual and gender minority stress processes. Qualitative or mixed-methods research 

could deepen understanding of diverse SGM people’s experiences of weight stigma and its co-

occurrence with SGM-specific minority stress processes. Quantitative studies can analyze 

differences in the relationship between weight stigma and additional health outcomes for 

subgroups of SGM people. Quantitative methods can also be used to analyze the relative 

associations of weight stigma and SGM-specific minority stress with mental and emotional 

health outcomes. 

Finally, future research can employ more rigorous methods, including valid and reliable 

measurement of weight stigma, representative samples, and longitudinal designs to allow for 

stronger conclusions about the impact of weight stigma on mental and emotional health for SGM 

people. To reflect the multi-level nature of weight stigma, future studies should measure weight 

stigma among SGM people at the community level (e.g., community-level attitudes and norms 

that lead to exclusion based on weight) and structural level (e.g., policies that lead to unjust 

treatment based on weight). New, rigorous measures of multi-level weight stigma are needed, 

and dataset linkage may be helpful to account for relevant structural-level variables such as laws 

and policies. 

Conclusion 

This scoping review helps fill an important gap by mapping and synthesizing the 

literature on the association between weight stigma and mental and emotional health among 

SGM individuals. Twenty-three studies met the inclusion criteria, and over half were published 

in the past four years, indicating that this area is gaining attention by researchers. Findings 

suggest that weight stigma is associated with poor mental and emotional health for SGM people. 
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However, there are numerous gaps and weaknesses in the literature. Future research can improve 

understanding of how weight stigma impacts SGM individuals, including the role it may play in 

health disparities and strategies for addressing these disparities by reducing weight stigma. 
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Table 2.1: Characteristics of Included Studies 

Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

Austen et al. (2020) Australia Cross 
sectional 

Study 1: 1,212 (SI: 
29% bisexual, 11% 

gay, 34% heterosexual 
men, remainder 

alternative sexual 
orientations; GI: 100% 

men) 
Study 2: 789 (SI: 16% 

bisexual, 78% gay, 
remainder alternative 
sexual orientations; 

GI: 100% men) 

Study 1: 
Prolific.co 
Study 2: 

Advertisements 
on dating site 

Study 1: 
18-74 

(M=32, 
SD=11) 
Study 2: 

18-76 
(M=37, 
SD=14) 

Study 1: Asian: 6%, 
Black: 4%, 

Hispanic/Latino/Spanish: 
3%, Multiracial: 7%, 

White: 79% 
Study 2: Asian: 6%, 

Black: 8%, 
Hispanic/Latino/Spanish: 

9%, Multiracial: 8%, 
White: 64% 

Austen and Griffiths 
(2022) 

Australia Cohort 2,953 (SI: 13% 
bisexual, 82% gay, 5% 

another sexual 
identity; GI: 95% 

cisgender male, 5% 
another gender 

identity) 

Advertisements 
on Grindr 

Range not 
reported 
(M=38, 

SD=14) at 
baseline 

Asian: 4%, Black: 10%, 
Hispanic/Latino/Spanish: 

8%, Multiracial: 15%, 
White: 62%, Another 

racial identity: 1% 

Eisenberg et al. 
(2020) 

United 
States 

Cross 
sectional 

9,261 (SI: 4% asexual, 
31% bisexual, 39% 
gay or lesbian, 2% 

other, 15% pansexual, 
5% queer, 2% 

questioning, 2% 
straight; GI: 39% 

cisgender female, 21% 

LGBTQ 
National Teen 

Survey, 
recruited via 
social media 
and Human 

Rights 

13-17 
(M=16, 
SD=1) 

Asian: 3%, Black: 4%, 
Hispanic/Latino: 10%, 
Bi/multiracial: 14%, 

Native American: <1%, 
White: 66%, Another 

race/ethnicity: 2% 



 
 

37 

Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

cisgender male, 26% 
nonbinary assigned 
female at birth, 3% 
nonbinary assigned 
male at birth, 11% 

transboy, 1% transgirl) 

Campaign 
announcements 

Filice et al. (2019) Canada Qualitative 13 (SI: 77% gay, 8% 
homosexual, 8% 
androsexual, 8% 

queer; GI: 77% men, 
15% cisgender men, 

8% nonbinary) 

Grindr and 
local 

organizations 

18-65 
(M=29) 

Black: 15%, Columbian: 
8%, Filipino: 8%, Native 

American: 8%, South 
Asian: 23%, White 

(Hispanic): 8%, White 
(non-Hispanic): 31% 

Foster-Gimbel and 
Engeln (2016) b 

United 
States 

Cross 
sectional 

215 (100% gay men) Chicago Pride 
Parade, social 

media, 
community 

flyers, emails 

Study 1: 
18-78 

(M=29, 
SD=10) 

Asian: 4%, Black: 6%, 
Hispanic/Latino: 8%, 

Multiracial: 7%, Native 
American: 2%, White: 

73% 
Gordon et al. (2016) United 

States 
Qualitative 21 (SI: 10% bisexual, 

52% heterosexual or 
straight, 10% lesbian, 
gay, or homosexual, 
10% pansexual, 10% 
queer, 10% other or 
don't know; GI: 5% 

demi-girl, 52% female, 
5% genderqueer, 14% 
male-to-female, 19% 

transgender, 5% 
transsexual) 

From trial of 
HIV behavioral 
intervention for 

young 
transgender 

women 

18-32 
(M=24, 
SD=4) 

Asian/Asian American: 
5%, Black/African 

American: 19%, Latina: 
19%, Multiracial: 38%, 

White: 19% 
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Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

Gordon et al. (2018) United 
States 

Cross 
sectional 

1,369 (100% sexual 
minority adults; 

specific sexual and 
gender identity 

statistics not reported) 

United States 
Growing Up 
Today Study 

cohort 
(children of 

Nurses Health 
Study 

participants) 

18-31 
(mean not 
reported) 

White: 91% 

Griffiths et al. 
(2018) 

Australia Cross 
sectional 

2,733 (SI: 8% 
bisexual, 68% gay, 

21% mostly gay, 1% 
mostly heterosexual, 
1% other; GI: 99% 
cisgender male, 1% 

transgender or 
nonbinary) 

Social media 
advertisements 

18-78 
(M=34, 
SD=12) 

White: 66%, other 
racial/ethnic identities 

not reported 

Himmelstein et al. 
(2019) 

United 
States 

Cross 
sectional 

9,838 (SI: 5% asexual, 
34% bisexual, 16% 

gay, 21% lesbian, 2% 
other, 14% pansexual, 

5% queer, 2% 
questioning, 2% 
straight; GI: 44% 

cisgender female, 21% 
cisgender male, 23% 
nonbinary assigned 

female, 2% nonbinary 
assigned male, 1% 
transgender female, 

9% transgender male) 

LGBTQ 
National Teen 

Survey, 
recruited via 
social media 
and Human 

Rights 
Campaign 

announcements 

13-17 
(M=16, 
SD=1) 

Asian: 4%, Black: 4%, 
Hispanic/Latino: 10%, 

Multiracial: 14%, White: 
66%, Another 

race/ethnicity: 2% 
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Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

Johns et al. (2017) United 
States 

Cross 
sectional 

223 (SI: 43% bisexual, 
37% lesbian, 21% 

another sexual 
identity; GI: 100% 

women) 

Michigan 
Smoking and 

Sexuality 
Study 

18-24 
(mean not 
reported) 

White: 81%, women of 
color: 19% (specific 

racial/ethnic identities 
not reported) 

Lessard et al. (2020) United 
States 

Cross 
sectional 

17,112 (SI: 4% 
asexual, 35% bisexual, 

37% gay or lesbian, 
13% pansexual, 4% 

queer, 3% questioning, 
2% straight, 2% 
another sexual 

identity; GI: 67% 
cisgender, 33% 

transgender) 

LGBTQ 
National Teen 

Survey, 
recruited via 
social media 
and Human 

Rights 
Campaign 

announcements 

13-17 
(M=16, 
SD=1) 

African American: 6%, 
Asian: 4%, Latino: 11%, 

White: 62%, Another 
race/ethnicity: 17% 

Lessard et al. (2022) United 
States 

Cross 
sectional 

17,082 (SI: 35% 
bisexual, 37% gay or 
lesbian, 2% straight, 
26% other; GI: 67% 

cisgender, 33% 
transgender) 

LGBTQ 
National Teen 

Survey, 
recruited via 
social media 
and Human 

Rights 
Campaign 

announcements 

13-17 
(M=16, 
SD=1) 

African American: 6%, 
Asian: 4%, Latino/a: 

11%, Other: 17%, 
White: 62% 

Mason et al. (2017) United 
States 

Cross 
sectional 

436 (100% lesbian 
women) 

Facebook 
advertising and 

LGBT 
websites and 
organizations 

18-30 
(M=22, 
SD=3) 

Hispanic/Latin/Spanish: 
12%; Multiracial: 14%; 

White: 77% 



 
 

40 

Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

McArdle and Hill 
(2009) 

United 
States 

Cross 
sectional 

136 (60% gay men, 
40% heterosexual 

men) 

Emails to 
students and 
members of a 

variety of 
community 

organizations 
(e.g., 

academic, 
athletic, social) 

18-73 
(M=32, 
SD=12) 

"Caucasian": 100% 

Meanley et al. 
(2020)  

United 
States 

Cross 
sectional 

172 (100% men who 
have sex with men; 

88% gay/homosexual) 

Social media 
and social 

networking 
platforms 

18-24 
(M=22, 
SD=2) 

Racial/Ethnic minority: 
32%, Non-Hispanic 

White: 68% (specific 
racial/ethnic identities 

not reported) 
Mijas et al. (2020)  Poland Cross 

sectional 
60 (100% cisgender 

gay men; 31 identified 
as Bears, remainder as 

having other 
subcultural identities) 

Community 
mailing lists, 
social media, 

and social 
gatherings 

25-53 
(mean not 
reported) 

Not reported 

Paine (2021) United 
States 

Qualitative 50 (all participants 
were lesbian, bisexual, 

and queer cisgender 
women, transgender 
men, or nonbinary 
people assigned 
female at birth) 

Not reported 21-46 
(mean not 
reported) 

African American: 22%; 
Asian and White: 2%; 

Black or Black and 
multiracial or mixed 
race: 10%; Latina/x/o 
and White: 6%; Latina 
and Asian: 2%; Latino: 
4%; Multiracial: 2%; 
Native American and 

White: 2%; South Asian: 
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Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

4%; South Asian and 
White: 4%; White: 42% 

Panza et al. (2021) United 
States 

Longitudinal 55 (SI: 62% bisexual, 
33% lesbian, 5% 
queer; GI: 96% 

cisgender women, 4% 
gender-queer/gender 

nonconforming) 

Recruited via 
online and in-
person flyers 

18-60 
(M=25, 

SD=9) at 
baseline 

Asian: 13%, Black or 
African American: 7%, 
Hispanic/Latina: 7%, 

White: 55%, Multiracial: 
18% 

Puhl, Himmelstein, 
Pearl, et al. (2019) 

United 
States 

Cross 
sectional 

1,316 (SI: 18% 
bisexual, 10% gay, 
50% heterosexual, 
20% lesbian, 2% 
another sexual 

identity; GI: 77% 
female, 23% male) 

WW (formerly 
Weight 

Watchers) 
community 

Range not 
reported 
(M=48, 
SD=14) 

Asian: 1%, Black: 3%, 
Hispanic/Latino: 4%, 
White: 89%, Another 

race/ethnicity: 3% 

Puhl, Himmelstein 
and Watson (2019) 

United 
States 

Cross 
sectional 

9,838 (SI: 5% asexual, 
34% bisexual, 16% 

gay, 2% heterosexual, 
21% lesbian, 14% 

pansexual, 5% queer, 
2% questioning, 2% 

other; GI: 23% 
assigned female at 

birth non-binary, 2% 
assigned male at birth 

non-binary, 44% 
cisgender girl, 21% 
cisgender boy, 1% 
trans girl, 9% trans 

boy) 

LGBTQ 
National Teen 

Survey, 
recruited via 
social media 
and Human 

Rights 
Campaign 

announcements 

13-17 
(M=16, 
SD=1) 

Asian: 4%, Black: 4%, 
Hispanic/Latino: 10%, 

Multiracial: 14%, Native 
American: <1%, White: 

66%, Another 
race/ethnicity: 2% 
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a Sexual and gender identity categories are listed as described by the authors of each study; b Only data from Study 1 are reported; SI = 
sexual identity; GI = gender identity; M = mean; SD = standard deviation 
  

Author(s) (year) Country Study 
design 

Sample: N (sexual 
identity (SI); gender 

identity (GI))a 

Recruitment 
source 

Age Race and ethnicity 

Simone et al. (2021) United 
States 

Cross 
sectional 

13,782 (SI: 86% 
heterosexual, 12% 

sexual minority; GI: 
among heterosexual 

participants, 35% 
cisgender men and 

65% cisgender 
women; among sexual 
minority participants, 
25% cisgender men 
and 72% cisgender 

women) 

College 
Student Health 
Survey (2015-

2018), 
recruited 

through 27 
Minnesota 
universities 

Not 
reported, 
but 100% 

of 
participants 

were 
college 
students 

American Indian or 
Alaskan Native: 3%, 
Asian: 10%, Black or 

African American: 6%, 
Native Hawaiian or other 

Pacific Islander: <1%, 
White: 82%, Another 

race/ethnicity: 2% 

Wilson et al. (2011) United 
States 

Cross 
sectional 

85 (SI: 5% bisexual, 
67% gay or lesbian, 
12% preferred no 

sexual identity label, 
9% same-gender 
loving; GI: 33% 

androgynous, 18% 
femme, 18% all/mix 

gender, 13% 
stud/butch) 

Community 
organization 

event 

25-68 
(M=48, 
SD=9) 

African: 3%, Black 
biracial/multiracial: 5%, 

Black or African 
American: 84%, 

Caribbean/West Indian: 
3%, Another 

race/ethnicity: 6% 

Wrench and Knapp 
(2008) 

United 
States 

Cross 
sectional 

233 (SI: 13% bisexual, 
84% gay or lesbian; 

GI: 35% female, 59% 
male, 4% transgender) 

Emails to 
community 

listservs 

18-77 
(M=36, 
SD=11) 

"Anglo 
Saxon/Caucasian":  88% 

(other racial/ethnic 
identities not reported) 
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Table 2.2: Key Findings of Included Studies 

Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
Austen et al. (2020) Everyday Discrimination 

Scale, 9-item version, adapted 
for weight discrimination; 

items scores 1-5, higher scores 
indicate more frequent 

discrimination 

Psychological quality of life, 
measured via 'Mental Super 
Dimension' subscale of the 

Assessment of Quality of Life—8 
Dimension; scored 24-125, higher 

scores indicating decreased 
psychological quality of life 

Experiences of weight 
discrimination associated with 

poorer psychological quality of life 
(b=0.34 (95% CI .28, .39), p<.001) 

and greater body dissatisfaction 
(b=0.37 (95% CI .31, .43), p<.001). 

Sexual identity did not moderate 
associations. 

Austen and Griffiths 
(2022) 

Everyday Discrimination 
Scale, adapted for weight 

discrimination; items scored 1-
5 with higher scores indicating 
more frequent discrimination 

Psychological quality of life: 
measured with 'Mental Super 
Dimension' subscale of the 

Assessment of Quality of Life—8 
Dimension instrument; composite 
score range 24-125, higher score 

indicating decreased psychological 
quality of life 

Experiences of weight 
discrimination associated with 

poorer psychological quality of life 
between-persons but not within-
persons longitudinally (at 6-, 12-, 

and 18-month follow-up) 

Eisenberg et al. 
(2020) 

1 item asking participants 
whether they had ever been 

teased or made fun of by 
family because of their weight 

(yes/no) 

Self-esteem: Rosenberg Self-
Esteem Scale, scored 0-54 with 

higher scores indicating higher self-
esteem 

Depressive symptoms: Kutcher 
Adolescent Depression Scale, 
scored 0-30 with higher scores 

indicating more depressive 
symptoms 

Weight stigma from family members 
associated with poorer self-esteem 

(b=-1.70, p<.001) and more 
depressive symptoms (b=1.81, 

p<.001) 

Filice et al. (2019) Theme of weight stigma 
emerged in interviews. No 
interview questions were 

specific to weight 

Interview questions asked about 
how Grindr influences participants' 
feelings about themselves and their 

self-perception. 

Participants expressed that weight 
stigma experiences led to negative 
feelings about their self-perception 

and their self-image. 
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
discrimination but some 
related to body image. 

Foster-Gimbel and 
Engeln (2016) a 

Four questions about personal 
and witnessed experiences of 
anti-fat discrimination in the 

gay community; 2 were open-
ended and 2 were answered on 
a 6-point scale (higher = more 

anti-fat discrimination) 

Body dissatisfaction: Body 
Dissatisfaction Scale of the Eating 

Disorder Inventory, scored 1-6 with 
higher scores indicating more body 

dissatisfaction 
Eating disordered behavior: Eating 

Attitudes Test, scored 1-6 with 
higher scores indicating more 

disordered eating 

Experiences of anti-fat bias 
associated with more disordered 

eating (F(1, 173)=10.79, 
p=.001, h2p=0.06) and more body 
dissatisfaction (F(1, 173) = 54.26, 

p<.001,  h2p =0.024) 

Gordon et al. (2016) Experiences of stigma and 
discrimination (including 

weight-related) emerged as 
one of 4 themes. 

Prompts in qualitative interview 
guide about body dissatisfaction, 

stress, and past/current weight and 
shape control behaviors (e.g., 
dieting, exercise, laxative use, 

vomiting, fasting, diet pills, weight 
loss products, prescription 

medications) 

Participants described compounding 
stigma and discrimination due to 

weight, sexual, and gender identity 
led to stress and contributed to 

unhealthy weight and shape control 
behaviors. 

Gordon et al. (2018) Self-reported lifetime weight 
discrimination victimization 

analyzed in four categories (no 
exposure [ref], exposure 

before/during high school 
only, exposure since high 

school only, or exposure in 
both life periods) 

Self-reported disordered eating in 
the past year (i.e., any use of diet 

pills/laxatives/vomiting, overeating, 
binge eating) 

Increased relative risk of use of diet 
pills, laxatives, or vomiting (RR= 
2.2, 95% CI=1.4-3.3), overeating 
(RR=4.4, 95% CI=3.0-6.4), and 

binge eating (RR=5.8, 95% CI=3.6-
9.5) in adulthood for those who 
reported weight discrimination 
before/during and/or since high 

school 
Griffiths et al. 

(2018) 
One item assessing 

experiences of differential 
treatment due to weight, 

ranging from 1-7; 1="much 

Body dissatisfaction: 15-item Male 
Body Attitudes Scale—Revised, 

scored 1-5 with higher scores 
indicating more dissatisfaction 

Weight stigma was associated with 
more body dissatisfaction (b=0.37, 
p<.001) and lower psychological 
quality of life (b=-0.08, p<.001) 
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
worse than other people" and 

7="much better than other 
people" 

Psychological quality of life: 12-
item Brunnsviken Brief Quality of 
Life Scale, scored 0-4 with higher 

scores indicating higher 
psychological quality of life 

Himmelstein et al. 
(2019) 

1. Two yes/no questions 
asking whether ever teased or 
made fun of because of weight 
by (1) family members or (2) 

peers 
2. One question examining 
frequency of weight-based 

victimization at school from 
peers, from 0 (never) to 4 

(very often) 

Binge eating: 4-item index, scored 
1-4 with lower scores indicating 

more binge eating severity 
Unhealthy weight control: multiple 

items averaged, scored 0-3 with 
higher scores indicating more 

frequent unhealthy weight control 
behaviors (e.g. vomiting or laxative 

use) 
Stress: scale of 1-10 for stress in 
past 30 days and general stress 
level, 1=“not at all stressed,” 

10=“very stressed.” 

Family weight teasing associated 
with more binge eating (b=-0.14, 
p<.001), unhealthy weight control 

behaviors (b=0.16, p<.001), stress in 
past 30 days (b=0.07, p<.001), and 

general stress (b=0.07, p<.001). Peer 
weight teasing associated only with 

more binge eating (b=-0.06, p<.001). 
Weight-based victimization at school 

associated with more binge eating 
(b=-0.16, p<.001), unhealthy weight 
control behaviors (b=0.29, p<.001), 

stress in past 30 days (b=0.19, 
p<.001), and general stress (b=0.16, 

p<.001) 
Johns et al. (2017) 9-item Everyday 

Discrimination Scale; count of 
the number of items 

participants endorsed in the 
past 30 days and attributed to 

their physical appearance, 
from 0-9 

Body image: 13-item Body-Esteem 
Scale for Adolescents and Adults, 

higher scores indicating better body 
image 

Depressive symptoms: 10-item 
Center for Epidemiological Studies 
Depression Scale, scored on 4-point 

Likert scale with higher scores 
indicating more depressive 

symptoms 
Self-esteem: 10-item Rosenberg 
Self-esteem Scale, scored on 4-

1-2 (b=0.22, p<.001) and 3+ 
instances (b=0.24, p<.001) of 

appearance-related discrimination in 
past 30 days associated with 

depressive symptoms; 3-4 instances 
(b=-0.19, p<.05) but not 1-2 

instances of appearance-related 
discrimination associated with lower 

self-esteem 
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
point Likert scale with higher 

scores indicating better self-esteem 
Lessard et al. (2020) One question examining 

frequency of weight-based 
victimization at school from 

peers, from 0 (never) to 4 
(very often) 

Latent variable structural equation 
modeling to estimate health risk 

based on several variables including 
the following: 

Depressive symptoms: 10 items 
adapted from Kutcher's Adolescent 

Depression Scale, higher score 
indicating more depressive 

symptoms 
Stress: Self-reported average level 
of stress in general using a scale of 
1 (not at all stressed) to 10 (very 

stressed) 
 Unhealthy weight control: multiple 

items averaged, scored 0-3 with 
higher scores indicating more 

frequent unhealthy weight control 
behaviors (e.g. vomiting or laxative 

use) 

School weight-based bullying was 
associated with greater health risk 

(b=0.21, p<.001); compared to other 
types of bullying, weight-based 

bullying was most strongly 
associated with health risk 

Lessard et al. (2022) One question examining 
frequency of weight-based 

victimization at school from 
peers, from 0 (never) to 4 

(very often) 

Stress: Self-reported average level 
of stress in general using a scale of 
1 (not at all stressed) to 10 (very 

stressed) 

More weight-based victimization 
associated with more stress (b=0.31, 

95% CI 0.29-0.34). 

Mason et al. (2017) 9-item Everyday 
Discrimination Scale, weight 
attribution; participants who 
reported any discrimination 

and attributed any of it to their 
weight were classified as 

Disordered eating: SCOFF 
Questionnaire, 7-day matrix 

measuring overeating and loss of 
control over eating in past week, 
and self-report lifetime physician 

diagnosis of eating disorder 

Experiencing weight discrimination 
was correlated with disordered 

eating (r=0.34, p<.01) and associated 
with more social anxiety (b=0.15, 

95% Cl=[1.15, 4.58]), and negative 
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
having experienced weight 

discrimination 
Negative affect: The Short Positive 

and Negative Affect Schedule, 
scored 0-4 (extremely), higher score 

indicating more negative affect 
Social anxiety: State Social Anxiety 

Questionnaire, scored 1-5, higher 
score indicating more anxiety 

affect (b=0.14, 95% CI=[0.39, 2.60] 
in path analyses. 

McArdle and Hill 
(2009) 

Sociocultural Factors 
Questionnaire, Teasing 

subscale; includes items about 
weight teasing by 

peers/family; participants 
report frequency for each item 

with a 5-point Likert scale 
(higher scores = more 

frequent) 

Body dissatisfaction: 7-item 
Multidimensional Body-Self 

Relations Questionnaire; scored 1-
5, higher scores indicate more body 

dissatisfaction 
Self-esteem: 10-item Rosenberg 
Self-esteem Scale; 4-point scale, 
higher scores indicate higher self-

esteem 

Weight-related peer teasing 
associated with more body 

dissatisfaction (b=0.37, p<.001) and 
lower self-esteem (b=0.37, p<.001); 

sexual orientation moderated 
association with self-esteem (b=.66, 
p<.05). Weight-related teasing from 

family not associated with either 
outcome. 

Meanley et al. 
(2020)  

8-item Everyday 
Discrimination Scale, weight 
attribution; participants who 
attributed any discrimination 
to their weight classified as 
having experienced weight 

discrimination 

Depressive symptoms: 10-item 
version of the Center for 
Epidemiologic Studies of 

Depression Scale (CES-D 10). 
Scored 0-3, higher scores indicated 

more depressive symptoms 
Self-esteem: 10-item Rosenberg's 
Society and the Adolescent Self-
Image scale. Scored 0-3, higher 

scores indicate higher self-esteem 

Lower average self-esteem among 
those who had experienced weight 
discrimination compared to those 
who had not (p = .001). Weight-
based discrimination positively 

associated with depressive 
symptoms among racial/ethnic 

minority participants only (b= 0.31, 
p =.025) 

Mijas et al. (2020)  7-item Experiences of 
Discrimination Index, 

modified to focus on weight 
discrimination; scored 0-8 

with higher scores indicating 
more discrimination 

Self-esteem: Rosenberg Self-
Esteem Scale; 10 items, 4-point 
Likert-type scale Higher scores 

indicate greater self-esteem. The 
Polish adaptation demonstrates 

Adjusting for covariates, weight 
discrimination associated with lower 
self-esteem (b=-0.27, p=.029) only 

among participants who identified as 
Bears 
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
good internal consistency and 

validity 
Paine (2021) Theme of weight bias emerged 

from inductive coding of 
qualitative interviews 

Discussed in qualitative interviews Participants discussed experiences of 
weight stigma in healthcare settings 
in combination with psychological 

distress including acute stress, 
emotional upset, and disordered 

eating concerns. 
Panza et al. (2021) 50-item Stigmatizing 

Situations Inventory, scored 
from 0-9 with higher scores 

indicating more lifetime 
experiences of weight 

discrimination 

Binge eating: (1) "Did you eat what 
most people would regard as an 
unusually large amount of food 

given the circumstances?" and (2) 
"While you were eating, did you 

feel out of control?" (Yes/No) 
Overeating: "To what extent did 
you overeat?" using an 11-point 

scale from 0 (not at all) to 10 
(extremely). 

More lifetime experiences of weight 
stigma associated with more 

overeating (RR=1.58, p<.05) and 
binge eating (RR=1.80, p<.05) 

during the study period. Association 
remained significant after controlling 
for baseline overeating/binge eating 

frequency. 

Puhl, Himmelstein, 
Pearl, et al. (2019) 

3 yes/no questions 
indicating whether ever had 

been: 
(1) Teased because of weight  
(2) Treated unfairly against 

because of weight  
(3) Discriminated against 

because of weight 
Participants also reported the 
source(s) of weight stigma 

(e.g., family, friends) 

Mental health-related quality of life: 
Mental health score of Short-Form 

Health Survey-12, scored 0-100 
with higher scores indicating better 
mental health-related quality of life 

Experiences of weight stigma were 
not significantly associated with 

mental health-related quality of life 
scores, and sexual identity did not 

moderate this relationship 

Puhl, Himmelstein 
and Watson (2019) 

1. Two yes/no questions 
asking whether ever teased or 
made fun of because of weight 

Depressive symptoms: 10 items 
Adapted from Kutcher's Adolescent 

Depression Scale, 4-point Likert 

Family weight teasing associated 
with more depressive symptoms 
(b=0.19, p<.001) and lower self-
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Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
by (1) family members or (2) 

peers 
2. One question examining 
frequency of weight-based 

victimization at school from 
peers, from 0 (never) to 4 

(very often) 

scale, higher score indicating more 
depressive symptoms 

Self-esteem: Rosenberg Self-
Esteem Scale, scored from 0-3 with 
higher score indicating higher self-

esteem 

esteem (b=-0.18, p<.001). Peer 
weight teasing was not associated 

with either outcome. Weight-based 
victimization at school associated 
with more depressive symptoms 
(b=0.10, p<.001) and lower self-

esteem (b=-0.08, p<.001). 
Simone et al. (2021) 1 item from the Everyday 

Discrimination Scale: 
Participants selected from a 

list of characteristics for which 
they experienced 

discrimination, including 
weight. Responses to the item 
labeled "your weight" (yes/no) 

were used to identify 
participants exposed to weight 

discrimination. 

Lifetime self-reported diagnosis of 
anorexia, bulimia, and/or 
depression, scored yes/no 

Men: Compared to heterosexual men 
who did not experience weight 

discrimination, sexual minority men 
who experienced weight 

discrimination had higher odds of 
self-reported eating disorder 

(OR=6.75, p<.05) and depression 
(OR=3.30, p<.001). Among sexual 

minority men, those who 
experienced weight discrimination 
had higher rates of eating disorders 

but not depression. 
Women: Compared to heterosexual 

women who did not experience 
weight discrimination sexual 

minority cisgender women who 
experienced weight discrimination 
were more likely to self-report an 
eating disorder (OR=4.69, p<.001) 
and depression (OR=4.27, p<.001). 

No significant difference in 
depression rates for sexual minority 

women who did versus did not 
experience weight discrimination. 
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a Only data from Study 1 are reported; CI = confidence interval; RR = relative risk; OR = odds ratio

Author(s) (year) Weight stigma measure Mental health measure(s) Key findings summary 
Wilson et al. (2011) One item assessing perceived 

reason(s) for any lifetime 
experiences of discrimination; 
weight was one of the possible 

reasons. Participants who 
selected "weight" were 
categorized as having 
experienced weight 

discrimination. 

Depression: 11 items from 12-item 
form of Center for Epidemiological 
Studies Depression Scale; scoring 
range and direction not reported 

In structural equation modeling, 
weight-based discrimination 
significantly predicted more 

depressive symptoms (standardized 
path regression coefficient=0.29, 

p<.05) 

Wrench and Knapp 
(2008) 

5-item measure within the 
Physical Discrimination Scale 

to measure discrimination 
experiences within gay/lesbian 
community because of weight; 

semantic differential scale; 
direction of scoring not 

reported 

Self-esteem: Shortened Rosenberg 
Self-Esteem Questionnaire, scored 
1-5; higher score indicating greater 

self-esteem 
Depression: Depression subscale of 

Goldberg's General Health 
Questionnaire, scored 1-4 with 
higher scores indicating more 

depressive symptoms 

Weight discrimination significantly 
correlated with self-esteem (r=0.20, 
p<.005) and depressive symptoms 
(r=0.20, p<.005). In multiple linear 

regression analyses, weight 
discrimination not significantly 
associated with self-esteem or 

depressive symptoms. 
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Figure 2.1: Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

Extension for Scoping Reviews Flow Diagram 
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Chapter 3: Intersectional Weight Discrimination in Early Adolescence 

Introduction 

Discrimination, “an unfair or unjustified group-based difference in behavior that 

systematically disadvantages” individuals in a certain group (Dovidio et al., 2008, p. 479), is 

included as a key social determinant of health in the Healthy People 2030 (United States 

Department of Health and Human Services). Discrimination is associated with a variety of 

negative health outcomes and is theorized to underlie health disparities (Lewis et al., 2015; 

Pascoe & Smart Richman, 2009; Williams et al., 2019). Experiences of discrimination include 

harassment, violence, and exclusion from housing, employment, healthcare, and other 

opportunities based on one or more marginalized characteristics (e.g., sexual identity, gender 

identity, race/ethnicity, weight) (Dovidio et al., 2008; United States Department of Health and 

Human Services; Williams et al., 2019). Weight discrimination, or discrimination based on body 

weight, is among the most common types of discrimination (Alimoradi et al., 2020; Emmer et 

al., 2020; Puhl & Lessard, 2020). Weight discrimination is associated with negative health 

outcomes, including psychological distress and elevated inflammatory markers indicative of 

chronic stress (Alimoradi et al., 2020; Emmer et al., 2020; Puhl & Lessard, 2020; Warnick et al., 

2022). 

Weight discrimination stems from anti-fatness, a socially constructed hatred and 

stigmatization of fat bodies (Pausé, 2017; Strings, 2019; van Amsterdam, 2013). In this paper, 

we use the term “fat” as a neutral descriptor rather than the terms “obesity” or “overweight” 

which medicalize, pathologize, and thereby stigmatize this characteristic (Vartanian, 2010; 

Wann, 2009). Although weight discrimination is associated with poor health regardless of body 

weight (Hatzenbuehler et al., 2009; Tomiyama et al., 2014; Warnick et al., 2022), it is 
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disproportionately reported by fat people (Pausé, 2017; Puhl & Lessard, 2020; Tomiyama et al., 

2018).  

Much of the existing health literature on weight discrimination and stigma conceptualizes 

“obesity” as a disease (Emmer et al., 2020; Hatzenbuehler et al., 2009; Hunger et al., 2015; Puhl, 

Himmelstein, Pearl, et al., 2019; Puhl & Lessard, 2020), justifying the study of weight 

discrimination because it is theorized to be a barrier to weight loss (Emmer et al., 2020; Hunger 

et al., 2015; Puhl & Lessard, 2020; Tomiyama, 2014). In contrast, fat activists and Fat Studies 

scholars contend that fatness is not a disease, but rather a neutral characteristic and aspect of 

human diversity, and that fat people deserve dignity, respect, and health (Wann, 2009). In 

addition, fat activists and Fat Studies scholars argue that conceptualizing fatness as a disease 

contributes to the dehumanization and stigmatization of fat people which underlie weight 

discrimination (Calogero et al., 2016; Fox et al., 2021). Thus, we focus on weight discrimination 

not because it is a barrier to weight loss, but because all people, including fat people, deserve to 

live free from all forms of discrimination and experience good health and wellbeing. 

The history of anti-fatness is closely intertwined with the roots of other systems of 

oppression. During the rise of scientific racism in the 17th and 18th centuries, anti-fatness was a 

mechanism by which European theorists and scientists constructed and upheld White supremacy 

(Strings, 2019). By equating Blackness with fatness, they promoted a conceptualization of 

fatness as a marker of inferiority and distance from Whiteness, associating it with negative 

characteristics such as laziness, idleness, and unintelligence (Strings, 2019). In sum, the origins 

of anti-fatness are closely entangled with the history of anti-Blackness and scientific racism. 

Consideration of racism is critical in the study of weight discrimination (Friedman, 2019).  
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Sexual and gender minority (SGM; e.g., lesbian, gay, bisexual, queer, transgender, 

nonbinary) identities and gender nonconformity (i.e., gender expression that is different from 

cultural norms based on sex assigned at birth (Loso et al., 2023)) are also associated with 

historical and present-day pathologization, stigmatization, and discrimination (Hendricks & 

Testa, 2012; Meyer, 2003; Suess Schwend, 2020). SGM people are impacted by significant 

mental health disparities (Blashill et al., 2021; Luk et al., 2021; Lund & Burgess, 2021; Potter et 

al., 2021). In the widely used Minority Stress Model, these disparities are theorized to result 

from minority stress processes at the distal (e.g., discrimination, social stigma) and proximal 

(e.g., identity concealment, internalized homophobia or transphobia) levels (Brooks, 1981; 

Hendricks & Testa, 2012; Meyer, 2003).  

Not only are SGM identities stigmatized and pathologized, but they are also interlinked 

with experiences and social perceptions of fatness (Friedman, 2019; Pausé, 2014; van 

Amsterdam, 2013). Like fatness and Blackness, SGM identities represent deviation from racist 

conceptualizations of the ideal person: a cisgender, heterosexual, White, thin man (Strings, 2019; 

van Amsterdam, 2013). Emerging research suggests SGM people might be more likely to 

experience weight discrimination than their cisgender, heterosexual counterparts, and that it 

might also be disproportionately associated with higher risk of poor mental and emotional health 

(Leonard et al., 2023; McArdle & Hill, 2009; Puhl, Himmelstein, Pearl, et al., 2019; Simone et 

al., 2021). Relatively few studies have considered this intersection, however (Panza et al., 2021; 

Puhl & Lessard, 2020; Warnick et al., 2022). 

Although much of the literature on discrimination and its associations with health 

outcomes has focused on adults, discrimination is also relevant to the health of adolescents 

(Argabright et al., 2022; Fulginiti et al., 2020; Opara et al., 2020; Price-Feeney et al., 2020; 
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Walker et al., 2017; Wyman Battalen et al., 2021). In adolescence, discrimination is reported 

most frequently during early adolescence, defined as ages 10-14 (Hughes et al., 2016; Tyler et 

al., 2020). Early adolescence involves unique biological, social, emotional, and cognitive 

changes (Alderman et al., 2019; Dahl et al., 2018), including the beginning of social identity 

development (Benner et al., 2018; Hughes et al., 2016; Tyler et al., 2020) and increased 

awareness and concern about how others view oneself (Hughes et al., 2016; Tyler et al., 2020). 

Given this developmental context, discrimination is particularly harmful to early adolescents’ 

mental health (Benner et al., 2018; Hughes et al., 2016; Tyler et al., 2020) and can have lasting 

negative health effects (Hughes et al., 2016). Furthermore, adolescents experience alarmingly 

high rates of anxiety symptoms, depressive symptoms, and self-injurious thoughts and behaviors 

(e.g., nonsuicidal self-injury, suicidal ideation, suicide attempt), among other mental health 

concerns (Jones et al., 2021; Krass et al., 2021; Murata et al., 2021). These mental health 

outcomes disproportionately impact SGM adolescents (Kamal et al., 2021) and racial/ethnic 

minoritized adolescents (Eboigbe et al., 2023). Given that experiences of oppression are known 

to impact mental health, particularly during early adolescence, understanding early adolescents’ 

experiences of intersectional oppression is of key importance for understanding and preventing 

mental health disparities. 

As many as one-third of adolescents report experiencing weight discrimination 

(Bucchianeri et al., 2013; Bucchianeri et al., 2016; Juvonen et al., 2017; Puhl & Lessard, 2020), 

which has consistently been associated with poor mental health, including disordered eating, 

depressive symptoms, anxiety symptoms, and poorer overall quality of life in this age group 

(Emmer et al., 2020; Szwimer et al., 2020; Warnick et al., 2022). A recent meta-analysis found 

that weight discrimination during adolescence confers greater mental health risk to younger 
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compared to older adolescents (Warnick et al., 2022). However, much of this literature has 

focused on older adolescents, and few studies have been of high quality (Warnick et al., 2022). 

Thus, the literature demonstrating negative health risk associated with weight 

discrimination has important limitations. Much of it focuses on adults and older adolescents; 

early adolescents are an often-ignored population despite the significance of discrimination in 

this age group. Moreover, much of the existing weight discrimination literature has taken a 

pathologizing approach that perpetuates anti-fatness (Emmer et al., 2020; Hatzenbuehler et al., 

2009; Hunger et al., 2015; Puhl, Himmelstein, Pearl, et al., 2019; Puhl & Lessard, 2020). 

Additionally, few studies have considered weight discrimination as a form of oppression that 

might overlap with other systems of oppression (e.g., homophobia, transphobia, racism) 

(Friedman, 2019; Pausé, 2014). Given that SGM people describe their experiences with weight 

discrimination as intersectional (i.e., interconnected with other forms of oppression they 

experience) (Bowleg, 2012; Crenshaw, 1991; Paine, 2021), this leaves a significant gap. In the 

context of the current crisis of adolescent mental health (Jones et al., 2021; Krass et al., 2021; 

Murata et al., 2021), the lack of research on weight discrimination’s intersectional impact on 

early adolescents is particularly critical.  

We aimed to begin to fill these gaps by studying weight discrimination in early 

adolescence from a non-pathologizing, intersectional perspective. Using data from the 

Adolescent Brain Cognitive Development (ABCD) Study (Jernigan et al., 2018), we analyzed 

associations between minoritized sexual, gender, and racial and ethnic identities, gender 

nonconformity, and experiences of weight discrimination. We also examined weight 

discrimination at the intersections of minoritized identities. We hypothesized that minoritized 

identities, and their intersections, would be associated with higher risk of experiencing weight 
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discrimination. Our study provides some of the first large-scale information about weight 

discrimination through an intersectional lens during this critical developmental period. 

Methods 

Participants and Procedure 

We conducted cross-sectional secondary analyses of data from the ABCD Study’s Data 

Release 4.0 (Jernigan et al., 2021). The ABCD Study is an ongoing national, longitudinal study 

of adolescents across the United States aiming to examine physical and psychological 

development from early adolescence through young adulthood (Garavan et al., 2018; Jernigan et 

al., 2018). We analyzed two-year follow-up data collected between 2018 and 2021 when 

adolescents were approximately 11-12 years old (Garavan et al., 2018; Jernigan et al., 2018). Our 

study was determined to be exempt from review by the Columbia University Irving Medical 

Center Institutional Review Board. 

Measures 

Sexual and Gender Identity. We categorized adolescents’ sexual identity using their 

responses to the question, “Are you gay or bisexual?” and gender identity using their responses 

to the question, “Are you transgender?” Consistent with previous studies using ABCD Study 

data (Blashill et al., 2021; Calzo & Blashill, 2018), we collapsed adolescents who responded 

either “yes” or “maybe” categories into sexual minority (SM) and gender minority (GM) for the 

sexual identity and gender identity items, respectively. We coded adolescents who responded 

“no” as “heterosexual” (for sexual identity) and “cisgender” (for gender identity). 

Gender Nonconformity. Consistent with previous literature (Loso et al., 2023), we 

combined four self-report items about adolescents’ gender as a measure of gender 

nonconformity. The four items, answered on a five-point Likert scale, included two about 
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adolescents’ felt gender (i.e., how much they feel like a boy, how much they feel like a girl), and 

two subsequent items about gender contentedness (i.e., degree to which they wish to be a 

boy/girl), and one item about gender expression (i.e., degree to which they dress or act as a 

boy/girl). In the latter two questions, the word “boy” is included for adolescents assigned female 

at birth, and the world “girl” is included for those assigned male at birth. We averaged and 

rounded scores across these four items such that gender nonconformity scores are categorized 

from 1 (not at all) to 5 (totally). 

Race and Ethnicity. As suggested for analysis of ABCD Study data (Saragosa-Harris et 

al., 2022), we combined adolescents’ race and ethnicity, as reported by their caregivers, resulting 

in the following categories: Hispanic, non-Hispanic Black; non-Hispanic White; and non-

Hispanic Other. Due to low frequencies, we collapsed the following non-Hispanic racial 

identities into “Another”: American Indian/Alaska Native; Asian; Multiracial; Native 

Hawaiian/Pacific Islander; and Other. 

Weight Discrimination. To analyze experiences of weight discrimination, we used 

adolescents’ responses to a single item which asked whether, in the past 12 months, they felt 

discriminated against because of their weight. Response options were “yes,” “no,” or “don’t 

know.” We excluded those who responded, “don’t know.”  

Statistical Analysis 

Using logistic regression with generalized estimating equations in R statistical software 

(Version 2023.06.1+524), we analyzed associations between minoritized characteristics (i.e., 

sexual identity, gender identity, gender nonconformity, and race/ethnicity) and weight 

discrimination. Additionally, to test associations between the intersections of minoritized sexual, 

gender, and racial/ethnic identities and weight discrimination, we combined these identities into 
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one variable and tested its relationship with weight discrimination, using heterosexual, cisgender, 

non-Hispanic White adolescents (i.e., adolescents who do not hold minoritized sexual, gender, or 

racial/ethnic identities) as the reference category.   

Across all models, we controlled for study site to account for potential similarities 

between adolescents recruited at the same ABCD Study site. Because siblings can participate in 

the study, we accounted for clustering of adolescents within the same family (i.e., siblings) 

(Garavan et al., 2018; Jernigan et al., 2018). We controlled for adolescents’ sex assigned at birth 

because existing literature indicates weight discrimination is more prevalent among those 

assigned female at birth compared to male (Szwimer et al., 2020). We also controlled for 

whether adolescents were interviewed before or after the World Health Organization’s 

declaration of the COVID-19 pandemic on March 11, 2020 to account for potential differences 

in adolescents’ social contexts and exposure to discrimination due to school closures and other 

pandemic-related changes (World Health Organization, 2020).  

Of an initial sample of 10,414, we excluded 322 adolescents (less than 5%) who 

answered “I don’t know” or had missing data for our outcome variable, weight discrimination. 

Thus, our analytic sample included 10,092 adolescents. For adolescents who either did not 

provide data for sexual and gender identity, either because they did not understand them or 

declined to answer, we created “Not reported” categories. Similarly, we created “Not reported” 

categories for adolescents who declined to answer items measuring gender nonconformity and 

whose caregivers declined to provide race/ethnicity data. Including “Not reported” categories in 

our models enabled us to consider potential differences between adolescents who did and did not 

have data on these variables.  
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Results 

As displayed in Table 3.1, in our sample of 10,092 early adolescents, 52.3% were 

assigned male at birth, 53.4% identified as non-Hispanic White, and the mean age was 12.01 

years (range 10-14, standard deviation = 0.66). Regarding sexual and gender identity, 7.7% of 

participants were SM, and 1.0% were GM; in total, 7.9% were in the overall SGM category. 

Almost one third of adolescents reported some degree of gender nonconformity. Approximately 

5.1% of adolescents (n = 511) reported experiencing weight discrimination in the past year. 

Sexual and Gender Identity in Association with Weight Discrimination 

Compared to heterosexual adolescents, as shown in Table 3.2, SM adolescents and those 

with a “Not reported” sexual identity had higher odds of experiencing weight discrimination 

(adjusted odds ratio (AOR) = 3.30, 95% confidence interval (CI) [2.57, 4.25] and AOR = 1.56, 

95% CI [1.05, 2.31], respectively). Odds of experiencing weight discrimination were also higher 

among GM adolescents and those with a “Not reported” gender identity compared to cisgender 

adolescents (AOR = 2.83, 95% CI [1.59, 5.02] and AOR = 1.54, 95% CI [1.10, 2.17], 

respectively). Regarding gender nonconformity, adolescents who reported any degree of 

nonconformity, from “a little” (AOR = 2.05, 95% CI [1.67, 2.53]) to “totally” (AOR = 4.18, 95% 

CI [1.39, 12.60], had significantly higher odds of weight discrimination than those who 

answered, “not at all.” Those with “Not reported” gender nonconformity also had higher odds of 

weight discrimination compared to “not at all” (AOR = 3.56, 95% CI [2.12, 5.97]). 

Race and Ethnicity in Association with Weight Discrimination 

Regarding race/ethnicity (see Table 3.2), compared to non-Hispanic White adolescents, 

Hispanic (AOR = 1.39, 95% CI [1.05, 1.85]), non-Hispanic Black (AOR = 1.84, 95% CI [1.42, 

2.39]), and non-Hispanic Another race adolescents (AOR = 1.35, 95% CI [1.04, 1.77]) had 
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higher odds of experiencing weight discrimination. Odds of weight discrimination did not differ 

for those with a Not reported race/ethnicity compared to non-Hispanic White adolescents. 

Intersectional Identities and Weight Discrimination 

In our intersectional analyses (see Table 3.3), we found that, at the intersection of SGM 

identity and race/ethnicity, all minoritized subgroups of adolescents had higher odds of 

experiencing weight discrimination compared to cisgender heterosexual non-Hispanic White 

adolescents. Specifically, both SGM and cisgender heterosexual Hispanic adolescents had higher 

odds of weight discrimination compared to cisgender heterosexual non-Hispanic White 

adolescents (AOR = 2.95, 95% CI [1.52, 5.73] and AOR = 1.74, 95% CI [1.26, 2.41], 

respectively). Both SGM and cisgender heterosexual non-Hispanic Black adolescents also had 

higher odds of weight discrimination compared to cisgender heterosexual non-Hispanic White 

adolescents (AOR = 5.32, 95% CI [2.84, 9.95] and AOR = 2.18, 95% CI [1.61, 2.95], 

respectively). Non-Hispanic Another race adolescents also had higher odds of weight 

discrimination compared to cisgender heterosexual non-Hispanic White adolescents, across both 

SGM (AOR = 4.96, 95% CI [2.92, 8.40]) and cisgender heterosexual adolescents (AOR = 1.50, 

95% CI [1.09, 2.08]). Finally, SGM non-Hispanic White adolescents had higher odds of weight 

discrimination compared to cisgender heterosexual non-Hispanic White adolescents (AOR = 

5.14, 95% CI [3.64, 7.25]), and adolescents with “Not reported” race/ethnicity and/or sexual and 

gender identity also had higher odds of weight discrimination than cisgender heterosexual non-

Hispanic White adolescents (AOR = 2.47, 95% CI [1.80, 3.39]). 

Discussion 

In this sample of early adolescents across the United States, we found that SGM 

identities, gender nonconformity, and minoritized racial/ethnic identities were associated with 
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significantly higher odds of experiencing weight discrimination. In our intersectional analyses, 

we found that the combination of SGM and minoritized racial/ethnic identities was also 

associated with higher odds of weight discrimination. We anticipated these findings due to the 

historical interconnectedness of oppressive systems, and they support our hypothesis that anti-

fatness is disproportionately weaponized against SGM and racial/ethnic minoritized people and 

should be considered through an intersectional lens. 

Our findings are among the first to elucidate subgroups of minoritized early adolescents 

who are most risk for weight discrimination. This is particularly important in the context of the 

substantial mental health disparities impacting SGM and racial/ethnic minoritized adolescents 

(Eboigbe et al., 2023; Kamal et al., 2021). Given its known relationship with poor mental and 

physical health, weight discrimination might be one understudied factor driving these disparities. 

It appears that gender nonconforming adolescents, another understudied group, are also at 

elevated risk of experiencing weight discrimination. Although we did not statistically test for 

differences between adolescents at each level of gender nonconformity, our findings suggest that 

odds of weight discrimination may be greater among adolescents who report higher compared to 

lower levels of gender nonconformity. It is possible that gender nonconforming adolescents are 

at particular risk of intersectional discrimination because of their deviation from cultural gender 

norms, but this must be further investigated. 

These findings are an important starting place, but key gaps remain. Although it is a 

significant strength that the ABCD Study is among the first large, national datasets of early 

adolescents to include any measure of weight discrimination, we do not know, from this 

measure, what the discrimination involved, who perpetrated it, or the setting in which it 

occurred. This information is necessary to inform the setting and specific target of future 
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interventions to reduce adolescents’ exposure to weight discrimination. We also do not know 

how experiences of weight discrimination might intersect or co-occur with discrimination based 

on SGM and minoritized racial/ethnic identity. For example, an adolescent might be teased by 

family or by peers at school based on both their weight and their gender expression; these co-

occurring experiences might be nearly indistinguishable to the adolescent. In fact, it might be 

specifically the combination of minoritized identities for which an adolescent is targeted. It is 

also noteworthy that some adolescents might experience SGM-based discrimination (such as 

being called “gay” by peers) even if they do not identify as SGM. Further investigation is needed 

to determine the potential differential impact of such treatment for adolescents who do versus do 

not identify as SGM, including when this intersects with weight discrimination. 

Alternatively, an experience of weight discrimination might be more clearly due to 

weight, such as having concerns dismissed and attributed to weight during a healthcare visit, a 

common experience described in the literature (Lee & Pausé, 2016). Even this, although directly 

linked to weight, might be deeply interconnected with intersecting oppression. For example, an 

adolescent might be especially likely to have a symptom such as pain dismissed in a healthcare 

visit if they are both Black and fat, given that some healthcare providers continue to hold the 

racist and inaccurate belief that skin color affects pain sensation (Hoffman et al., 2016). Thus, 

the intersection of racism and anti-fatness could be especially dangerous. 

SGM and racial/ethnic minoritized early adolescents may also experience other forms of 

weight discrimination not yet explored in the literature. This points to the need for qualitative 

investigation of the experiences that minoritized early adolescents label as weight discrimination. 

Although our findings indicate weight discrimination is a concern and may disproportionately 
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affect SGM and racial/ethnic minoritized early adolescents, further research to deepen 

understanding of these experiences is warranted to inform future interventions and policies. 

Limitations 

This study is among the first to consider weight discrimination and its intersections with 

oppressive systems based on sexual, gender, and racial/ethnic identity and gender 

nonconformity, providing an important starting point for future research. However, it also has 

several limitations. Our analyses are cross-sectional and, as a secondary data analysis, subject to 

the measurement limitations of the dataset. This includes the single-item self-report measure of 

weight discrimination. As noted above, this measure provides minimal information about the 

actual discriminatory experience(s) an adolescent has had. In addition, although weight 

discrimination is known to disproportionately impact fat people (Pausé, 2017), this measure of 

weight discrimination does not specify whether adolescents were discriminated against for being 

fat; it is plausible that some experienced mistreatment for being perceived as too thin. 

Similarly, there are limitations in the measurement of SGM and racial/ethnic identity. 

Sexual and gender identity are each measured with limited single items, specifically asking 

adolescents whether they are gay/bisexual or transgender. Adolescents might be unfamiliar with 

these terms, or they might identify with alternative SGM identities (e.g., queer, asexual, 

nonbinary, genderqueer). Those in the “not reported” category, who either did not understand the 

questions or chose not to disclose their sexual and/or gender identity, may have determined that 

the available response options did not reflect their experience; alternatively, they might not yet 

be sure about their identity. Thus, these items likely incorrectly categorize SGM adolescents who 

misunderstood the terms or whose identities lie beyond these limited categories and may 

particularly misrepresent unique experiences of adolescents in the “not reported” category. In 
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future research, it will be important to apply developmentally appropriate and inclusive measures 

to identify SGM adolescents more comprehensively and explore differences by subgroup of 

sexual and gender identity. 

Regarding race/ethnicity, although we based our categorization of adolescents on 

recommendations in the literature (Saragosa-Harris et al., 2022), we had to combine several 

diverse categories into “Another race” for our models due to low frequencies. This 

oversimplifies a complex concept and does not do justice to the unique experiences of those with 

identities combined into this category, including Asian, Native Hawaiian/Pacific Islander, and 

American Indian/Alaska Native adolescents. In future work, methods such as longitudinal 

analyses or intentional over-sampling of these groups can ensure adequate statistical power to 

examine important potential differences in the experiences of adolescents across these identities. 

Conclusion 

This study provides important evidence of increased risk of weight discrimination among 

adolescents with minoritized sexual, gender, and racial/ethnic identities and gender 

nonconforming adolescents. Findings point to the need for an intersectional lens to understand 

early adolescents’ experiences of weight discrimination and how these experiences relate to 

health outcomes. Future research is needed to better understand early adolescents’ experiences of 

weight discrimination and its intersections with other forms of minoritization. This can include 

qualitative work to explore adolescents’ lived experiences as well as development of more 

comprehensive quantitative measures of weight discrimination and intersectional oppression in 

this age group. Furthermore, future research can explore the relationship between weight 

discrimination (in combination with intersectional oppression) and health outcomes, testing its 

role as a potential driver of health disparities for minoritized adolescents.  
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It is crucial for researchers and clinicians working to promote health equity to understand 

the potential role of weight discrimination, and its intersections with other systems oppression, in 

early adolescents’ health and wellbeing. To advance understanding of weight discrimination as a 

form of oppression based on anti-fatness, we encourage researchers and clinicians to understand 

and apply the perspectives of fat activists and Fat Studies scholars. Works authored by these 

activists and scholars offer valuable opportunities for researchers and clinicians to learn about 

anti-fatness through a non-pathologizing lens that centers lived experience. 
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Table 3.1: Participant Characteristics (N=10,092) 

Characteristic N (%) 

Age in years (range, mean (SD)) 10-14, 12.01 (0.66) 

Sex assigned at birth  

Female 4,809 (47.7) 

Male 5,283 (52.3) 

Race/ethnicity  

Hispanic 2,008 (19.9) 

Non-Hispanic  

Black 1,351 (13.4) 

White 5,389 (53.4) 

Another  1,509 (15.0) 

Not reported 151 (1.5) 

Sexual identity  

Heterosexual 8,870 (87.9) 

Sexual minority 776 (7.7) 

Not reported 446 (4.4) 

Gender identity  

Cisgender 9,385 (95.0) 

Gender minority 104 (1.0) 

Not reported 603 (6.0) 

Sexual and gender identity (combined variable)  

Cisgender heterosexual 8,511 (84.3) 

SGM 792 (7.9) 

Not reported 789 (7.8) 

Gender Nonconformity  

Not at all 6,801 (67.4) 

A little 2,667 (26.4) 

Somewhat 348 (3.4) 
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Mostly 92 (0.9) 

Totally 32 (0.3) 

Not reported 152 (1.5) 

Experienced weight discrimination  

No 9,581 (94.9) 

Yes 511 (5.1) 
 
Note. SD = standard deviation; SGM = sexual and/or gender minority; a”Another” category 
includes self-reported racial identities of American Indian/Alaska Native, Asian, Native 
Hawaiian/Pacific Islander, and “Other”
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Table 3.2: Associations Between SGM Identities, Race/Ethnicity, and Weight 

Discrimination (N=10,092) 

Factor 

Outcome: Weight discrimination 

AOR 
(95% CI) 

Sexual identity (Reference = Heterosexual) 

Sexual minority 3.30 (2.57, 4.25)*** 

Not reported 1.56 (1.05, 2.31)* 

Gender identity (Reference = Cisgender) 

Gender minority 2.83 (1.59, 5.02)*** 

Not reported 1.54 (1.10, 2.17)* 

Sexual and gender identity (combined variable; Reference = Cisgender heterosexual) 

SGM 3.44 (2.68, 4.42)*** 

Not reported 1.83 (1.37, 2.46)*** 

Gender nonconformity (Reference = Not at all) 

A little 2.05 (1.67, 2.53)*** 

Somewhat 4.21 (2.97, 5.95)*** 

Mostly 4.23 (2.29, 7.84)*** 

Totally 4.18 (1.39, 12.60)* 

Not reported 3.56 (2.12, 5.97)*** 

Race/ethnicity (Reference = Non-Hispanic White) 

Hispanic 1.39 (1.05, 1.85)* 

Non-Hispanic  

Black 1.84 (1.42, 2.39)*** 

Another 1.35 (1.04, 1.77)* 

Not reported 1.30 (0.63, 2.72) 
 

Note. CI = Confidence interval; AOR = odds ratio, adjusting for study site, sex assigned at birth, 
and interview date before or after start of COVID-19 pandemic; SGM = sexual and/or gender 
minority; * P<.05; ** P<.01; *** P<.001
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Table 3.3: Weight Discrimination at the Intersection of Sexual and Gender Identity and Racial/Ethnic Minoritized Identities 

(N=10.092) 

Sexual and Gender 
Identity Race/Ethnicity 

Outcome: Weight discrimination 

AOR  
(95% CI) 

SGM Hispanic 2.95 (1.52, 5.73)** 

 Non-Hispanic  

 Black 5.32 (2.84, 9.95)*** 
 White 5.14 (3.64, 7.25)*** 
 Another 4.96 (2.92, 8.40)*** 
Cisgender, heterosexual Hispanic 1.74 (1.26, 2.41)*** 

 Non-Hispanic  
 Black 2.18 (1.61, 2.95)*** 
 White Reference 
 Another 1.50 (1.09, 2.08)* 

Sexual and gender identity and/or race/ethnicity not reported 2.47 (1.80, 3.39)*** 
 

Note. SGM = sexual and/or gender minority; CI = Confidence interval; AOR = odds ratio, adjusting for study site, sex assigned at 
birth, and interview date before or after start of COVID-19 pandemic; * P<.05; ** P<.01; *** P<.001 
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Chapter 4: Weight Discrimination, Intersectional Oppression, and Self-Injurious Thoughts 

and Behaviors Among Early Adolescents 

Introduction 

Suicide is the second leading cause of death among early adolescents ages 10 to 14 years 

(Centers for Disease Control and Prevention: National Center for Injury Prevention and Control, 

2020). Rates of completed suicide among early adolescents nearly tripled from 2007 to 2017 

(Curtin & Heron, 2019). Recent evidence suggests that the COVID-19 pandemic has accelerated 

this alarming trend, leading to increased pediatric Emergency Department visits and 

hospitalizations for self-injurious thoughts and behaviors (SITBs) (Krass et al., 2021). SITBs, 

which include nonsuicidal self-injury (NSSI; i.e., cutting the skin or otherwise harming oneself 

without an intent to die), suicidal ideation (SI; i.e., considering or planning suicide), and suicidal 

behavior (i.e., preparing for or attempting suicide), commonly precede death by suicide (Hubers 

et al., 2018; Ribeiro et al., 2016). SITBs often first emerge in early adolescence (Janiri et al., 

2020; Plener et al., 2015; Sawyer et al., 2018), making this a critical period for prevention and 

intervention. Despite efforts to identify and reduce known risk factors for SITBs, the continued 

rise of adolescent SITBs and suicide highlights the urgent need to understand modifiable factors 

that may place adolescents at risk, particularly during early adolescence (Clayton et al., 2021). 

An important risk factor for SITBs in adolescence is discrimination (i.e., unjust treatment 

based on a marginalized characteristic) (Argabright et al., 2022; Fulginiti et al., 2020; Madubata 

et al., 2022; Opara et al., 2020; Price-Feeney et al., 2020; Wyman Battalen et al., 2021). 

Discrimination is identified in Healthy People 2030 as a key social determinant of health (United 

States Department of Health and Human Services). Its association with SITBs is well established 

for adolescents exposed to sexual and gender identity discrimination (Fulginiti et al., 2020; 
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Price-Feeney et al., 2020; Wyman Battalen et al., 2021) and racial/ethnic discrimination 

(Argabright et al., 2022; Opara et al., 2020; Tobler et al., 2013; Walker et al., 2017). Literature 

has additionally shown that experiences of discrimination are more commonly reported during 

early adolescence than in childhood or in later adolescence (Hughes et al., 2016; Tyler et al., 

2020), further highlighting the importance of early adolescence.  

Early adolescence is a developmental period characterized by distinct changes spanning 

biological, social, emotional, and cognitive domains (Alderman et al., 2019; Dahl et al., 2018). 

During this period, adolescents begin to develop their own social identities and experience 

heightened concern about how others view them (Benner et al., 2018; Hughes et al., 2016; Tyler 

et al., 2020). Discrimination experienced during this vulnerable period, therefore, can be 

especially harmful to early adolescents’ mental health (Benner et al., 2018; Fish et al., 2023; 

Hughes et al., 2016; Tyler et al., 2020) with potentially lasting negative effects (Hughes et al., 

2016). 

Weight discrimination is among the most common types of discrimination reported by 

adolescents (Bucchianeri et al., 2013; Bucchianeri et al., 2016; Juvonen et al., 2017; Puhl & 

Lessard, 2020) and, in one previous study, was found to be a risk factor for SITBs (Eisenberg et 

al., 2003). As many as one-third of adolescents report experiencing weight discrimination 

(Bucchianeri et al., 2013; Bucchianeri et al., 2016; Juvonen et al., 2017; Puhl & Lessard, 2020) 

which has consistently been associated with poor mental health, including disordered eating, 

depressive symptoms, anxiety symptoms, and poorer overall quality of life (Emmer et al., 2020; 

Szwimer et al., 2020; Warnick et al., 2022).  

Weight discrimination is a form of oppression based on anti-fatness (Strings, 2019). In 

adolescence, weight discrimination can include experiences such as bullying by peers or 
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exclusion from activities due to weight (Juvonen et al., 2017; Pausé, 2017). A recent meta-

analysis found that weight discrimination during adolescence confers the most mental health risk 

to early adolescents (Warnick et al., 2022) and that Body Mass Index (BMI) does not impact the 

association between weight discrimination and mental health. In other words, consistent with 

previous literature (Hatzenbuehler et al., 2009; Tomiyama et al., 2014), regardless of BMI, 

weight discrimination is significantly associated with worse mental health (Warnick et al., 2022). 

Despite literature demonstrating its association with poor mental health, weight discrimination 

has rarely been studied in association with SITBs (Puhl & Lessard, 2020; Warnick et al., 2022). 

Sexual and gender minority (SGM; e.g., lesbian, gay, bisexual, queer, transgender, 

nonbinary, and additional non-heterosexual and non-cisgender identities) individuals are at 

particularly high risk for SITBs and may be disproportionately harmed by weight discrimination. 

Gender nonconforming adolescents (i.e., those whose gender expression differs from societal 

expectations based on sex assigned at birth (Loso et al., 2023)) are at similarly high rates of 

SITBs (Marconi et al., 2023). Mental health disparities impacting SGM individuals emerge early 

in adolescence (Blashill et al., 2021; Fish et al., 2023; Pachankis et al., 2022; Potter et al., 2021). 

By approximately age 10, SGM early adolescents are an estimated four times as likely to report 

SITBs as heterosexual, cisgender adolescents of the same age (Blashill et al., 2021; Potter et al., 

2021). The Minority Stress Model attributes these disparities to minority stress processes: the 

combined effect of chronic stressors due to SGM identity (e.g., internalized 

homophobia/transphobia, experiences of discrimination related to sexual or gender identity). 

(Brooks, 1981; Meyer, 2003; Testa et al., 2015) 

SGM adolescents are also more likely than heterosexual, cisgender adolescents to report 

weight discrimination (Eisenberg et al., 2020; Puhl & Lessard, 2020). Emerging literature 
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suggests weight discrimination may be not only more common, but also more harmful to the 

mental health of SGM individuals than that of heterosexual, cisgender individuals due to its 

intersections with minority stress processes (Leonard et al., 2023; McArdle & Hill, 2009; Puhl, 

Himmelstein, Pearl, et al., 2019; Simone et al., 2021). This has not, however, been studied 

among early adolescents (McArdle & Hill, 2009; Puhl, Himmelstein, Pearl, et al., 2019; Simone 

et al., 2021), representing a significant gap in the literature given the significance of SITBs and 

weight discrimination in the lives of early adolescents. 

Racial/ethnic minoritized adolescents also face disparities in SITBs and suicide, 

including elevated rates of nonsuicidal self-injury and suicidal ideation in early adolescence 

(Argabright et al., 2022; Opara et al., 2020; Rojas-Velasquez et al., 2021; Walker et al., 2017). 

These inequities in SITBs among racial/ethnic minoritized adolescents are hypothesized to be 

caused by historical and present-day manifestations of systemic racism (Argabright et al., 2022; 

Opara et al., 2020; Rojas-Velasquez et al., 2021; Tobler et al., 2013; Walker et al., 2017). Racist 

and anti-fat oppression have shared histories, as both were constructed to uphold the White 

supremacist hierarchy during the rise of scientific racism (i.e., the racist use of the scientific 

method to construct racial categories and “prove” superiority of the White race and inferiority of 

the Black race) (Strings, 2019). Given that anti-fatness originated as a weapon with which to 

oppress racial/ethnic minoritized people (Strings, 2019), racial/ethnic minoritized adolescents are 

positioned to be uniquely harmed by the combination of these systems of oppression (e.g., 

experiences of discrimination based on both weight and racial/ethnicity identity). It is, therefore, 

important to consider their intersection as a potential driver of present-day health inequities 

among early adolescents. 
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The concept of intersectionality provides a framework, developed by Black feminist 

scholars, for understanding the unique experiences of people who are marginalized by multiple 

systems of oppression (Bowleg, 2012; Crenshaw, 1991). In this study, we apply this framework 

to examine unique differences in the relationship between weight discrimination and SITBs for 

adolescents who are marginalized based on their weight in combination with SGM and 

racial/ethnic identities. 

Other factors may also impact the association between weight discrimination and SITBs. 

Sex assigned at birth is associated with differences in body composition and weight, particularly 

during and after puberty (Carswell & Stafford, 2016). Specifically, hormone-driven increases in 

body fat during puberty for adolescents assigned female at birth (Carswell & Stafford, 2016) 

might heighten risk of weight discrimination. Sex assigned at birth is also related to different 

patterns of risk for SITBs (Lee et al., 2019; Miranda-Mendizabal et al., 2019; Sornberger et al., 

2012). Adolescents assigned female at birth are more likely to report engaging in SITBs, whereas 

those assigned male at birth and are more likely to die by suicide, in part due to use of more 

lethal methods (Lee et al., 2019; Miranda-Mendizabal et al., 2019; Sornberger et al., 2012). 

To inform future interventions, it is important to consider potential resilience factors that 

could buffer the harmful impact of experiences of discrimination and oppression. Social support, 

in particular, is included as a protective factor in the Minority Stress Model given its theoretical 

potential to attenuate the negative impact of minority stress processes on mental health outcomes 

(Meyer, 2003). Peer social support might be an important resilience factor for early adolescents, 

given the social identity development that occurs during this period (Benner et al., 2018; Hughes 

et al., 2016; Tyler et al., 2020). 
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To address important gaps in the literature on the relationship between weight 

discrimination and SITBs among early adolescents, especially SGM and racial/ethnic 

minoritized early adolescents, we conducted cross-sectional secondary analyses of data from a 

large national sample of early adolescents from the Adolescent Brain Cognitive Development 

(ABCD) Study (Jernigan et al., 2018). To the best of our knowledge, the ABCD Study is the first 

study to measure weight discrimination in addition to SGM identities and related discrimination 

in a large national sample of early adolescents. Guided by the Minority Stress Model (Brooks, 

1981; Meyer, 2003), the historical context of racism and anti-fat oppression, and an 

intersectional lens, we (1) analyzed the relationship between weight discrimination and SITBs, 

(2) tested sexual identity, gender identity, gender nonconformity, race/ethnicity, sex assigned at 

birth, and social support as moderators of this relationship, and (3) examined intersectional 

experiences of discrimination in association with SITBs. 

Methods 

Participants and Procedure 

We used data from the ABCD Study’s Data Release 4.0 (Jernigan et al., 2021) to conduct 

a cross-sectional secondary analysis. The ABCD Study is an ongoing national, longitudinal study 

of adolescents across the United States (Garavan et al., 2018; Jernigan et al., 2018). We analyzed 

two-year follow-up data collected from 9,396 adolescents between 2018 and 2021; they were, on 

average, 11-12 years old during this wave (Jernigan et al., 2021). The Institutional Review Board 

of the Columbia University Irving Medical Center determined this study to be exempt from 

review. 
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Measures 

Demographics. Caregivers reported adolescents’ sex assigned at birth, race, and 

ethnicity. Sex assigned at birth was binary (male/female). Consistent with published guidance for 

analysis of this dataset (Saragosa-Harris et al., 2022), we combined race and ethnicity into the 

following categories: Hispanic, non-Hispanic Black; non-Hispanic White; and non-Hispanic 

Another (including the following low-frequency categories: American Indian/Alaska Native; 

Asian; Native Hawaiian/Pacific Islander; and “Other”). We included a “Not reported” category 

in our models for adolescents with no reported race/ethnicity data. 

Sexual and Gender Identity. We used adolescents’ responses to the question, “Are you 

gay or bisexual?” to determine their sexual identity and their responses to the question, “Are you 

transgender?” to determine their gender identity. Consistent with prior studies (Blashill et al., 

2021; Calzo & Blashill, 2018), for sexual identity, we coded adolescents who responded “yes” 

and “maybe” as sexual minority and those who responded “no” as “heterosexual.” Similarly, for 

gender identity, we coded “yes” and “maybe” responses as gender minority and “no” as 

cisgender. For the small proportion of adolescents who either reported that they either did not 

understand questions about sexual and/or gender identity or declined to answer, we included a 

“Not reported” category in our models. 

Gender Nonconformity. We combined adolescents’ responses to four items measuring 

gender nonconformity. This included two items asking all adolescents (1) how much they feel 

like a boy and (2) how much they feel like a girl. Two additional items asked how much 

adolescents wished to be a girl/boy and how much they dress or act like a girl/boy (in these two 

items, the word “girl” was used in both items for adolescents assigned male at birth, and the 

word “boy” was used for adolescents assigned female at birth). We included a “Not reported” 



 

 78 

category for a small proportion of adolescents with missing data for one or more of these four 

items. 

Weight Discrimination. We used responses to a single item that asked adolescents 

whether, in the past 12 months, they had been discriminated against because of their weight as 

our measure of weight discrimination. Adolescents could response “yes,” “no,” or “don’t know.” 

We included an “Unknown” category for those who answered “don’t know” or did not provide a 

response. 

Sexual Identity Discrimination. For our measure of sexual identity discrimination, we 

used responses to a single item asking adolescents whether, in the past 12 months, they felt 

discriminated against because someone perceived them to be gay, lesbian, or bisexual. Response 

options included “yes,” “no,” and “don’t know.” We included an “Unknown” category for those 

who responded “don’t know” or did not respond to this item. 

Racial/ethnic Discrimination. To measure racial/ethnic discrimination, we used 

responses to a single item asking adolescents whether, in the past 12 months, they felt 

discriminated against because of their race, ethnicity, or color. Adolescents could respond “yes,” 

“no,” or “don’t know.” We included an “Unknown” category for those who responded “don’t 

know” and those who did not respond to this item. 

Social Support. As a measure of social support, we used adolescents’ self-reported total 

number of close friends of any gender. To include this variable in models, we categorized 

adolescents into four categories by quartile. 

Self-Injurious Thoughts and Behaviors (SITBs). We measured SITBs using responses 

to three questions about frequency of self-injury and suicidal ideation in the past two weeks: 

nonsuicidal self-injury, passive suicidal ideation, and active suicidal ideation. These questions 
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are part of the Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS) (Jernigan 

et al., 2018). Adolescents answered these three questions on a scale of 0-4, where zero indicates 

“Not at all” and four indicates “Nearly every day.” We collapsed responses into two categories 

for each outcome (i.e., those who reported none and those who reported any of each outcome in 

the past two weeks). We only categorized adolescents as having experienced NSSI if they 

confirmed that self-injury was not suicidal in a subsequent item. We analyzed responses to each 

of the three SITB items in separate models, recognizing that nonsuicidal self-injury and suicidal 

ideation are associated but distinct constructs (Huang et al., 2020). 

Statistical Analysis 

Using logistic regression with generalized estimating equations in R statistical software 

(Version 2023.06.1+524), we analyzed associations between weight discrimination and each of 

the three SITBs. Then, to test whether sexual identity, gender identity, gender nonconformity, 

race/ethnicity, sex assigned at birth, or social support moderate this relationship, we separately 

tested interactions between weight discrimination and each of these variables in association with 

each SITB. Finally, to explore the relationship between intersectional discrimination and SITBs, 

we created a combined discrimination variable in which we categorized adolescents as having 

experienced no discrimination, weight discrimination alone, weight plus sexual identity 

discrimination, weight plus racial discrimination, or weight plus both sexual identity and 

racial/ethnic discrimination.  

Of an initial sample of 10,414, we excluded 1,018 adolescents who had missing data for 

all three SITB items. Thus, our analytic sample included 9,396 adolescents. Bivariate analyses 

indicated no significant differences in age, sex assigned at birth, or race/ethnicity between the 

full and analytic samples.  
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Across all models, we controlled for study site to account for potential similarities 

between adolescents recruited at the same ABCD Study site, and we accounted for clustering of 

some adolescents within the same family (i.e., siblings) (Garavan et al., 2018; Jernigan et al., 

2018). We also controlled for whether adolescents were interviewed before or after the World 

Health Organization’s declaration of the COVID-19 pandemic on March 11, 2020 to account for 

potential differences in adolescents’ social contexts and exposure to discrimination due to school 

closures and other pandemic-related changes (World Health Organization, 2020). Finally, we 

controlled for pubertal development to account for changes in body shape and size that might 

affect vulnerability to weight discrimination (Carswell & Stafford, 2016). We used the five-item 

Youth Pubertal Development Scale, a validated and widely used self-report instrument with 

general and sex-specific items about physical pubertal development (Cheng et al., 2021; Petersen 

et al., 1988; Santarossa et al., 2021; Stumper et al., 2020). Total scores range from 1–4; higher 

scores indicate more advanced pubertal development (Petersen et al., 1988). We used mean 

scores across the five items.  

Results 

As shown in Table 4.1, participants were 12 years old on average; 53% identified as non-

Hispanic White, 17% as Hispanic; 53% were assigned male at birth. Approximately 8% self-

identified as sexual minority, 1% as gender minority, and about a third of adolescents reported 

some degree of gender nonconformity. About 5% of participants reported weight discrimination 

in the past year. Some reported NSSI in the past two weeks (1.4%); 3.9% reported passive SI and 

1.3% reported active SI.  
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Weight Discrimination and SITBs 

As displayed in Table 4.2, weight discrimination was associated with significantly higher 

odds of NSSI (adjusted odds ratio (AOR) = 3.78, 95% confidence interval (CI) [2.31, 6.19]), 

passive SI (AOR = 4.57, 95% CI [3.39, 6.15]), and active SI (AOR= 6.43, 95% CI [4.10, 10.1]). 

Adolescents in the “unknown” category for weight discrimination also had higher risk of NSSI 

(AOR = 2.79, 95% CI [1.39, 5.59]), passive SI (AOR = 3.14, 95% CI [2.06, 4.79]), and active SI 

(AOR = 4.12, 95% CI [2.10, 8.06]). None of the proposed moderators (sexual identity, gender 

identity, gender nonconformity, sex assigned at birth, and social support) interacted significantly 

with weight discrimination in association with any of the SITB outcomes, indicating that the 

relationships between weight discrimination and SITBs do not need to be interpreted separately 

across these subgroups. 

Intersectional Discrimination and SITBs 

NSSI. As shown in Table 4.2, compared to no experiences of discrimination, we found 

that experiences of weight discrimination in combination with sexual identity discrimination 

(AOR = 4.34, 95% CI [1.27, 14.8]), in combination with racial/ethnic discrimination (AOR = 

7.92, 95% CI [3.49, 18.0]), and in combination with both sexual identity and racial/ethnic 

discrimination (AOR = 6.47, 95% CI [2.26, 18.5]) were all associated with significantly higher 

odds of NSSI. In this model, weight discrimination alone was not significantly associated with 

NSSI. Adolescents in the “unknown” category for intersectional discrimination data also had 

higher odds of NSSI compared to those who reported no discrimination (AOR = 2.79, 95% CI 

[1.39, 5.59]).  

Passive SI. Weight discrimination alone (AOR = 3.09, 95% CI [2.01, 4.74]) and the 

combination of weight and sexual identity discrimination (AOR = 2.58, 95% CI [1.02, 6.50]), 
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weight and racial/ethnic discrimination (AOR = 10.5, 95% CI [6.03, 18.2]), and weight plus both 

sexual identity and racial/ethnic discrimination (AOR = 7.95, 95% CI [4.06, 15.6]) were also 

associated with increased odds of passive SI compared to no experiences of discrimination. As 

with NSSI, adolescents with “unknown” discrimination data had higher odds of passive SI (AOR 

= 3.14, 95% CI [2.06, 4.78]) than those who reported no experience with discrimination.  

Active SI. Compared to no experiences of discrimination, weight discrimination alone 

(AOR = 2.52, 95% CI [1.13, 5.59]) as well as the intersection of weight and sexual identity 

discrimination (AOR = 5.00, 95% CI [1.62, 15.5]), the intersection of weight and racial/ethnic 

discrimination (AOR = 20.1, 95% CI [10.2, 39.5]), and the intersection of all three forms of 

discrimination (AOR = 13.1, 95% CI [5.36, 32.0]) were all associated with higher odds of active 

SI. Adolescents with “unknown” discrimination data also had higher odds of active SI (AOR = 

4.12, 95% CI [2.10, 8.06]). 

Discussion 

Findings indicate that weight discrimination is a risk factor for SITBs, including NSSI, 

passive SI, and active SI in early adolescence. This is consistent with the established body of 

literature indicating that weight discrimination is associated with poor mental health but is 

among the first studies to demonstrate this finding in a national sample of early adolescents and 

in relation to life-threatening behaviors. Given the urgency of identifying and reducing 

modifiable risk factors for SITBs and suicide in early adolescence, this finding indicates that 

weight discrimination is one such factor that should be further studied and addressed. 

Sexual identity, gender identity, gender nonconformity, race/ethnicity, sex assigned at 

birth, and social support did not moderate the associations between weight discrimination and 

each of the SITBs. This suggests that all adolescents across this sample, regardless of sexual 
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identity, gender identity, gender nonconformity, race/ethnicity, sex assigned at birth, or social 

support, are similarly at risk of SITBs in association with weight discrimination. Given that SGM 

and racial/ethnic minoritized adolescents are already at heightened risk of SITBs and other 

mental health concerns due to systemic oppression, it is especially important to address 

modifiable risk factors, such as discrimination, that may be exacerbating inequities. 

Experiences of sexual identity discrimination and racial/ethnic discrimination in 

combination with weight discrimination were also associated with higher odds of all three 

SITBs. Although we did not statistically test for differences in the relative strengths of 

associations across categories of intersectional discrimination, it does appear that odds ratios 

were higher for intersectional experiences of discrimination (i.e., weight discrimination plus 

sexual identity and/or racial/ethnic) than for weight discrimination alone. Further research is 

needed, but this finding suggests that the intersection of weight discrimination with sexual 

identity and/or racial/ethnic discrimination may confer additional risk of SITBs for early 

adolescents. Adolescents at the intersection of weight discrimination and racial/ethnic 

discrimination appeared to be at the highest risk of all three SITBs, highlighting the importance 

of addressing racial/ethnic discrimination. Simultaneous efforts to combat anti-fat oppression, 

SGM-specific minority stress processes, and racism could potentially further reduce adolescents’ 

risk of SITBs. 

Limitations 

Because these analyses are cross-sectional, we cannot make conclusions about causality 

in the relationship between weight discrimination and SITBs. Because SITBs occurred with low 

frequency in this sample and there were relatively small numbers of SGM (especially gender 

minority) adolescents, we had limited statistical power to detect differences. This may explain 
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the non-significance of the moderators we tested. The single-item measures of many variables in 

this study provide a limited assessment of important and complex concepts, including SGM and 

racial/ethnic identities, experiences of discrimination, and each of the SITBs. For the weight 

discrimination measure in particular, even though weight discrimination is most often reported 

by fat people (Pausé, 2017), it is possible that some adolescents experienced it for being 

perceived as too thin. 

Finally, an additional limitation is that there were missing data across multiple study 

variables. Across all SITBs, we found that adolescents with unknown weight discrimination data 

had higher odds of SITBs than those who reported they did not experience discrimination. 

However, we cannot make conclusions regarding the experiences of the adolescents with 

unknown data. They might have misunderstood the item, they might have been unsure whether 

an experience they had qualified as discrimination, or they may be reluctant to report weight 

discrimination. Future research can further explore various dimensions of weight discrimination 

(e.g., teasing/mistreatment by peers or family members, prejudicial treatment by healthcare 

professionals or teachers) and take steps to ensure adolescents understand the terminology being 

used. 

Implications and Conclusions 

 This study is a starting place for future research on weight discrimination as a modifiable 

risk factor for SITBs in early adolescence. Next, a more comprehensive understanding of early 

adolescents’ experiences with weight discrimination is needed, including its intersections with 

other forms of marginalization, especially racism. Qualitative work can provide a rich 

description of early adolescents’ experiences, which could inform the development of a 

comprehensive, validated quantitative measure of intersectional discrimination, including weight 
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discrimination, in early adolescence. More rigorous measurement of these experiences can 

inform future interventions to address the specific situations and settings in which early 

adolescents experience weight discrimination, as well as other forms of marginalization. 

 Findings from an existing study suggest that Gay Straight Alliance programs in schools 

have the potential to improve school climate and reduce adolescents’ experiences of multiple 

types of marginalization, including related to weight (Lessard et al., 2020). Although these 

interventions are intended to support SGM adolescents, they appear to have broader benefit, 

indicating that similar interventions could be useful in addressing intersectional discrimination in 

schools. To specifically target the negative effects of weight discrimination, school-based 

interventions could aim to increase early adolescents’ resilience to anti-fatness and weight 

discrimination. This could include messaging interventions that confront anti-fatness by 

challenging beliefs that fatness is a problem. In society currently, fatness is frequently viewed as 

a problem. However, it is important to note that anti-fatness emerged, historically, not out of 

concern for fat people’s health or wellbeing, but as a tool with which to uphold White supremacy 

(Strings, 2019). To confront the ongoing harm caused by both anti-fatness and systemic racism, 

it is necessary to de-pathologize fatness. School-based interventions could be well-suited for this 

because they have the potential to reach many adolescents. 

 Given the especially high rates of SITBs at the intersection of weight and racial/ethnic 

discrimination, it is important for future interventions to target racism alongside anti-fatness. 

Existing literature indicates that racial/ethnic minoritized adolescents, especially Black 

adolescents, often experience interpersonal racism in school settings through prejudiced 

treatment by teachers, counselors, and administrators (Cooper et al., 2022). Structural racism 

also occurs in school settings through inequitable disciplinary practices (Cooper et al., 2022). 
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Future research can explore whether adolescents also experience weight discrimination through 

these same mechanisms. Regardless, it is crucial to address systemic racism in schools through 

interventions such as anti-racism education for teachers, counselors, and administrators and 

reformation of practices that result in inequitable discipline. 

Interventions to address intersectional discrimination might also be necessary outside of 

school, such as with families, in healthcare settings, or in social or extracurricular settings. In 

pediatric healthcare settings, interventions can educate providers and staff about the harm of anti-

fatness and racism, and promote weight-neutral, anti-racist approaches to providing healthcare. 

This could potentially include use of the Health at Every Size® framework which has been 

adapted for integration into adolescent healthcare (Association for Size Diversity and Health, 

2020; Raffoul & Williams, 2021). 

Clinicians who provide care to early adolescent patients and their families should learn 

about anti-fatness as a system of oppression (including its intersections with racism) and work to 

change healthcare practices and policies that perpetuate anti-fatness. When they encounter early 

adolescents struggling with SITBs, it is important for clinicians to consider the potential role of 

discrimination and oppression. Individual-level treatment is insufficient to address the mental 

health of affected early adolescents in the absence of simultaneous work to eradicate 

interpersonal and structural anti-fatness, SGM-specific minority stress processes, and racism in 

healthcare settings, schools, and society more broadly. To advance health equity, we encourage 

healthcare professionals, across research and clinical domains, to undertake this necessary work. 
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Table 4.1: Participant Characteristics (N=9,396) 

Characteristic N (%) 

Age in years (range, mean (SD)) 10-14, 12.0 (0.66) 

Sex assigned at birth  

Female 4,464 (47.5) 

Male 4,932 (52.5) 

Race/ethnicity  

Hispanic 1,618 (17.2) 

Non-Hispanic  

Black 1,303 (13.9) 

White 4,985 (53.1) 

Anothera 1,351 (14.4) 

Not reported 139 (1.5) 

Sexual identity  

Heterosexual 8,247 (87.7) 

Sexual minority 727 (7.7) 

Not reported 422 (4.5) 

Gender identity  

Cisgender 8,723 (92.8) 

Gender minority 89 (0.9) 

Not reported 584 (6.2) 

Gender nonconformity  

Not at all 6,285 (66.7) 

A little 2,519 (26.8) 

Somewhat 319 (3.4) 

Mostly 83 (0.9) 

Totally 27 (0.3) 

Not reported 163 (1.7) 

Social support (median (interquartile range)) 5.0 (4.0) 
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Experienced weight discrimination in past year  

No 9,581 (94.9) 

Yes 511 (5.1) 

Unknown 277 (3.0) 

Experienced sexual identity discrimination in past year  

No 8,525 (90.7) 

Yes 432 (4.6) 

Unknown 439 (4.7) 

Experienced racial/ethnic discrimination in past year  

No 8,596 (91.5) 

Yes 452 (4.8) 

Unknown 348 (3.7) 

NSSI in past two weeks  

No 9,263 (98.6) 

Yes 133 (1.4) 

Passive SI in past two weeks  

No 9,029 (96.1) 

Yes 367 (3.9) 

Active SI in past two weeks  

No 9,277 (98.7) 

Yes 119 (1.3) 
 
Note. SD = standard deviation; NSSI = nonsuicidal self-injury; SI = suicidal ideation; a“Another” 
category includes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, and 
“other” categories;  
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Table 4.2: Associations Between Weight Discrimination, Intersectional Discrimination, and SITBs (N=9,396) 

Factor 
NSSI Passive SI Active SI 

AOR (95% CI) AOR (95% CI) AOR (95% CI) 

Weight discrimination (Reference = No) 

Yes 3.78 (2.31, 6.19)*** 4.57 (3.39, 6.15)*** 6.43 (4.10, 10.1)*** 

Unknown 2.79 (1.39, 5.59)** 3.14 (2.06, 4.79)*** 4.12 (2.10, 8.06)*** 

Intersectional discrimination (Reference = No) 

Weight discrimination 
alone 2.10 (0.95, 4.60) 3.09 (2.01, 4.74)*** 2.52 (1.13, 5.59)* 

Weight and sexual 
identity discrimination 4.34 (1.27, 14.8)* 2.58 (1.02, 6.50)* 5.00 (1.62, 15.5)** 

Weight and racial/ethnic 
discrimination 7.92 (3.49, 18.0)*** 10.5 (6.03, 18.2)*** 20.1 (10.2, 39.5)*** 

Weight and both sexual 
identity and racial/ethnic 
discrimination 

6.47 (2.26, 18.5)*** 7.95 (4.06, 15.6)*** 13.1 (5.36, 32.0)*** 

Unknown 2.79 (1.39, 5.59)** 3.14 (2.06, 4.78)*** 4.12 (2.10, 8.06)*** 

 
Note. NSSI = nonsuicidal self-injury; SI = suicidal ideation; CI = Confidence interval; AOR = odds ratio, adjusting for study site, 
interview date before or after start of COVID-19 pandemic, and pubertal development; * P<.05; ** P<.01; *** P<.001
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Chapter 5: Synthesis 

This dissertation begins to fill several important gaps in the current literature on weight 

discrimination and mental health. By taking a non-pathologizing approach to the study of weight 

discrimination, I strengthen a recent and important connection between health research and Fat 

Studies scholarship (Fox et al., 2021; Lee & Pausé, 2016; Pausé, 2017; Satinsky & Ingraham, 

2014). Additionally, with my intersectional approach and focus on weight discrimination among 

SGM and racial/ethnic minoritized adolescents, I address the lack of attention to anti-fat 

oppression in much of the current intersectionality literature. Finally, I analyze weight 

discrimination as a potential risk factor for self-injurious thoughts and behaviors (SITBs) in the 

key developmental stage of early adolescence. This is especially important given the rising 

concern about mental health and SITBs in early adolescence, especially among sexual and 

gender minority (SGM) adolescents. By applying a non-pathologizing and intersectional 

approach to weight discrimination research in this previously understudied age group, I provide a 

starting point for critical future research to promote adolescent mental health equity. 

The overall goal of this dissertation was to fill gaps in knowledge about weight 

discrimination and mental health, with a focus on SGM and racial/ethnic minoritized early 

adolescents. I accomplished this through three studies. First, as reported in Chapter 2, I 

conducted a scoping review of the literature about weight stigma (defined broadly to include 

weight discrimination and related constructs, such as teasing related to weight) and mental and 

emotional health among SGM people across the lifespan (Leonard et al., 2023). In my second 

study, presented in Chapter 3, I examined rates of weight discrimination experiences among 

SGM and racial/ethnic minoritized early adolescents compared to their cisgender, heterosexual, 

non-Hispanic White counterparts. Finally, in my third study (Chapter 4), I examined the 
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relationship between weight discrimination, intersectional discrimination (based on sexual 

identity and race/ethnicity), and self-injurious thoughts and behaviors (SITBs). In the present 

chapter, I synthesize key findings from all three studies and discuss strengths, limitations, and 

implications across research, policy, and clinical practice domains. 

Summary of Results 

In Chapter 2, my scoping review, I found that weight stigma was consistently associated 

with worse mental and emotional health among SGM people in adolescence and adulthood. 

Across 23 included studies, the most frequently studied mental and emotional health constructs 

were self-esteem, maladaptive eating, and depressive symptoms. In included qualitative studies, 

SGM adults described their experiences of weight stigma as intersectional (i.e., inherently 

connected to racism and SGM-specific minority stress), including in healthcare settings. I 

identified important gaps in this body of literature. Definitions and methods for measuring 

weight stigma varied widely across studies, and it was rarely measured with validated 

instruments. None of the included studies considered SITBs, despite the high prevalence of 

SITBs among SGM people. In addition, few studies focused on SGM adolescents, and those that 

did analyzed overlapping datasets and did not include early adolescents (i.e., younger than high 

school). Gender minority individuals were also understudied, with only one study focusing 

specifically on this group. Finally, most studies did not consider intersectional marginalization, 

even though SGM people emphasized the intersectionality of their weight stigma experiences in 

qualitative work. 

In my two empirical studies, Chapters 3 and 4 of this dissertation, I began to fill gaps in 

literature identified in my scoping review. I did this through analysis of data from a national 

sample of early adolescents participating in the two-year follow-up wave of the Adolescent Brain 
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Cognitive Development (ABCD) Study. In Chapter 3, I examined weight discrimination 

experiences at the intersections of minoritization in early adolescence. I found that SGM 

identities, gender nonconformity, and minoritized racial/ethnic identities were associated with 

higher odds of experiencing weight discrimination. In intersectional analyses of combined 

sexual, gender, racial, and ethnic identities, adolescents’ odds of experiencing weight 

discrimination were elevated at all intersections of minoritized identities when compared to 

cisgender, heterosexual, non-Hispanic White adolescents. This study is among the first to 

consider weight discrimination through an intersectional lens in early adolescence. The elevated 

odds of weight discrimination among minoritized adolescents clearly demonstrate the importance 

of employing an intersectional approach in future work. 

In Chapter 4, I examined the relationship between weight discrimination, intersectional 

minoritization, and SITBs among adolescents in the ABCD Study. I tested associations between 

weight discrimination and SITBs (i.e., nonsuicidal self-injury, passive suicidal ideation, and 

active suicidal ideation), finding that odds of SITBs were significantly elevated for adolescents 

who reported experiencing weight discrimination. Sexual identity, gender identity, gender 

nonconformity, race/ethnicity, sex assigned at birth, and social support did not moderate these 

associations, suggesting that the relationship between weight discrimination and SITBs is 

similarly significant across these categories. In this study, I also tested intersectional 

discrimination (i.e., weight discrimination in combination with sexual identity discrimination 

and/or racial/ethnic discrimination) in association with SITBs, finding that adolescents who 

experienced one or both types of discrimination in addition to weight discrimination had 

especially high odds of all three SITBs. Odds of SITBs were especially high among adolescents 

at the intersection of weight and racial/ethnic discrimination. This study fills gaps identified in 
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my scoping review by focusing on intersecting forms of discrimination and SITBs in a sample of 

early adolescents.    

Strengths and Limitations 

This dissertation has several important strengths. It is among the first contributions to the 

nursing literature that takes a non-pathologizing approach to the study of weight discrimination, 

tying together key elements of both nursing research and Fat Studies scholarship. Another 

strength is the intersectional perspective applied throughout the dissertation, grounded in the 

intertwined histories of oppressive systems. Taking a non-pathologizing approach, I illuminated 

the relevance of weight discrimination and intersectional oppression to early adolescent health. 

An additional strength is the use of the large, national ABCD Study sample. The ABCD Study 

includes variables, such as weight discrimination, SGM identities, and SITBs, that have rarely 

previously been measured in large samples of adolescents, especially early adolescents. 

Findings of this dissertation should also be interpreted in the context of some limitations. 

In Chapter 2, it is possible that the search strategy may not have identified all relevant studies or 

that important findings were missed due to our exclusion of unpublished work. In Chapters 3 and 

4, all analyses are cross-sectional, precluding conclusions about causality. Additionally, many 

key variables, including weight discrimination, SGM identities, and SITBs are each measured 

with single-item measures that are not validated. The items measuring SGM identities include 

limited response options that do not reflect the complexity of sexual and gender identities. The 

weight discrimination measure does not provide information about the context in which 

adolescents experienced discrimination, including whether it was because they were perceived to 

be fat or thin. Because the ABCD Study sample is predominantly cisgender, heterosexual, non-

Hispanic, and White, there are also limitations in our ability to detect differences between 
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categories of minoritized adolescents. Finally, it should be noted that quantitative analysis of 

intersectionality cannot fully account for the unique experiences of individuals at each 

intersection (Bowleg & Bauer, 2016); future qualitative and mixed methods work is necessary to 

deepen understanding of these experiences. 

Implications 

Research Implications 

Findings from this dissertation suggest that, in studies of weight discrimination, it is 

important for researchers to adopt an intersectional perspective grounded in historical context. 

This is especially true for research focused on SGM and racial/ethnic minoritized individuals. 

There has been previous acknowledgment of the importance of intersectionality in weight 

discrimination research in the health sciences (Himmelstein et al., 2017). However, mere 

examination of potential differences based on minoritized identities, as recommended in existing 

literature (Himmelstein et al., 2017), does not constitute intersectional analysis (Rice et al., 

2019). Rather, an intersectional approach requires consideration of systems of power and 

oppression, including relevant political and historical context (Rice et al., 2019). An 

intersectional approach to the study of weight discrimination requires a principled understanding 

of anti-fatness, including its historical interconnectedness with racism and other systems of 

oppression (Friedman, 2019; Pausé, 2014; Strings, 2019). In this process, it is crucial to 

recognize fatness as a neutral characteristic that has been pathologized to uphold White 

supremacy (Strings, 2019). Put simply, fatness is not the problem; anti-fatness is. The 

deconstruction of anti-fatness requires the de-pathologization of fatness. In sum, to be truly 

intersectional, weight discrimination research must name anti-fatness as a system of oppression 
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that systematically disempowers fat people and actively advocate for the de-pathologization of 

fatness as a path towards health equity. 

Beyond these broad theoretical implications, this dissertation also has implications 

specific to future adolescent weight discrimination research. There is a need for additional 

research focused on adolescents who are underrepresented in the present literature. This includes 

early adolescents and minoritized adolescents, especially SGM and racial/ethnic minoritized 

adolescents, who may be at heightened risk of experiencing weight discrimination. Relatedly, 

inclusive, rigorous, developmentally appropriate instruments are needed to measure sexual and 

gender identity to ensure adolescents understand the questions and feel represented by the 

answer options.  

In addition, the ABCD Study’s measure of weight discrimination I analyzed in this 

dissertation does not provide details about adolescents’ experiences; it only captures whether 

they have experienced weight discrimination. Thus, it is important for future research to employ 

more detailed measures of weight discrimination in this age group, building understanding of the 

types of experiences early adolescents label as weight discrimination and the settings and 

contexts in which these occur (e.g., school, home). To facilitate future intersectional analyses, it 

is important for future studies to measure adolescents’ intersectional experiences of 

discrimination. Development and use of rigorous and developmentally appropriate measures of 

weight discrimination and intersectional discrimination for early adolescents can enrich 

understanding of these constructs. 

Once future research establishes a more comprehensive understanding of early 

adolescents’ experiences of weight discrimination, a next step will be to design and implement 

multi-level interventions to address it. In line with the non-pathologizing approach I applied 
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throughout this dissertation, I recommend that these interventions target anti-fatness, the 

underlying cause of weight discrimination. School-based interventions could include fat-positive 

education and messaging to bolster early adolescents’ resilience to anti-fatness and confront 

weight-based bullying. Interventions with individual adolescents and their families can similarly 

include fat-positive education and messaging to affirm adolescents’ experiences and reduce 

potential anti-fatness/weight discrimination that might occur within their family environment.  

Alongside anti-fatness, it is important for future interventions to also target intersecting 

racism and SGM-specific discrimination. School-based interventions to address racism could 

include implementation of structural changes to increase equity in disciplinary practices and anti-

racism trainings that prompt teachers, administrators, and school staff to confront their own 

implicit biases (Cooper et al., 2022). School staff trainings about working with SGM students 

could similarly improve the school environment for SGM adolescents, and existing literature 

supports implementation of community-building programming such as Gay Straight Alliance 

groups to address SGM-specific discrimination (Lessard et al., 2020).  

Policy Implications 

On the policy level, findings of this dissertation suggest that efforts are necessary to 

protect early adolescents, especially SGM and racial/ethnic minoritized early adolescents, from 

weight discrimination. Anti-bullying policies in schools can be updated to explicitly prohibit 

weight-based bullying (as well as SGM and race/ethnicity-based bullying), and non-

discrimination laws can be passed to legally prohibit weight discrimination. To address potential 

experiences of anti-fatness in pediatric healthcare settings, interventions can target anti-fatness in 

the curricula taught to healthcare professionals in school and continuing education. Tools such as 

the Anti-Obesity Assemblage Lecture Analysis Tool (Neufeld et al.) can be used to identify and 
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remove anti-fat content from educational curricula. Such content can then be replaced with 

education about existing recommendations for providing healthcare without pathologizing 

fatness, such as Health at Every Size® (Association for Size Diversity and Health, 2020). Health 

at Every Size® is an evidence-based framework that empowers healthcare providers to promote 

health for patients of all sizes without conceptualizing fatness as a problem or recommending 

weight loss (Association for Size Diversity and Health, 2020); although certainly not a solution 

to anti-fatness in healthcare in and of itself, Health at Every Size® provides useful concrete tools 

for clinicians to implement. This framework has been adapted for adolescent healthcare (Raffoul 

& Williams, 2021). Relatedly, to confront the pathologization of fatness, emerging literature has 

begun to explore de-implementation of universal Body Mass Index screenings, including in 

pediatric settings, because of the known harm such screenings can cause (Egan et al., 2023).  

Clinical Implications 

Clinicians working with early adolescents can apply study findings by working to provide 

affirming care to all patients, and reflecting on practices that might unintentionally pathologize 

adolescents based on their weight. In combination with efforts to confront anti-fatness in their 

practice, clinicians are also encouraged to work simultaneously to provide anti-racist healthcare 

that is affirming to SGM adolescents. Although policy-level changes are crucial, individual 

clinicians can pursue education about confronting anti-fatness in healthcare and adopt a Health at 

Every Size® approach to the care they provide (Association for Size Diversity and Health, 

2020). Specific elements of this can include making weighing optional during healthcare visits 

and reframing conversations around weight, approaching body size neutrally and working with 

adolescents and their families to identify and work towards goals related to health and wellbeing. 

Clinicians can also work to ensure healthcare settings in which they practice are accessible and 
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prepared to provide competent, comfortable healthcare to fat patients. This includes provision of 

waiting room seats with high weight limits and no narrow armrests, training of staff members to 

use correctly sized blood pressure cuffs, and communication to let patients know they may 

decline to be weighed and are still entitled to the same healthcare regardless. Finally, given the 

known relationship between weight discrimination and worse mental and physical health, 

healthcare providers are encouraged to ask adolescent patients about experiences of weight 

discrimination and any potential impact on their wellbeing. 

Conclusion 

In this dissertation, I examined weight discrimination as a form of oppression based on 

anti-fatness, applying a non-pathologizing and intersectional lens. I found that weight stigma and 

discrimination are consistently associated with worse mental and emotional health among SGM 

people across the lifespan. Among early adolescents, I found that minoritized adolescents have 

higher odds of reporting weight discrimination. Further, I found that weight discrimination and 

intersecting sexual identity discrimination and/or racial/ethnic discrimination are associated with 

significantly higher odds of SITBs among early adolescents. These findings indicate that anti-

fatness is an important axis of oppression to understand and address in early adolescence, 

particularly when it intersects with SGM-specific stress and racism. Given the rising rates of 

mental health concerns and SITBs among early adolescents, including known disparities among 

SGM and racial/ethnic minoritized adolescents, it is crucial to address anti-fatness and its 

manifestations for this age group. It is more important than ever to support fat, SGM, and 

racial/ethnic minoritized adolescents. This support requires communicating to adolescents that 

their identities and inherent characteristics are not problems, and simultaneously ensuring they 
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receive affirming healthcare and are protected from discrimination in school, at home, and in 

society more broadly. 
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Appendix A: Chapter 2 Search Strategy 

MEDLINE (PubMed) Search 

Date: 4/7/2022 

Number of results: 268 

Search strategy: (weight OR obes* OR overweight OR fat OR fatness OR weight-related OR 

weight-based OR body weight[mesh] OR overweight[mesh] OR obesity[mesh]) AND 

(discriminat* OR stigma* OR violen* OR bully* OR prejudice* OR bias* OR teas* OR 

weightism OR sizeism OR Violence[mesh] OR Bullying[mesh] OR Social stigma[mesh] OR 

Social discrimination[mesh] OR Weight prejudice[mesh] OR Cyberbullying[mesh]) AND 

(sexual minorit* OR gender minorit* OR gay OR lesbian OR bisexual* OR asexual* OR queer* 

OR transgender OR nonbinary OR Sexual and Gender Minorities[mesh] OR bisexuality[mesh] 

OR homosexuality[mesh] OR transgender[mesh] OR gender identity[mesh]) AND (mental 

health OR psychological distress OR anxi* OR depress* OR eating disorder OR disordered 

eating OR suicid* OR mood disorder* OR quality of life OR self esteem OR stress* OR Mental 

health[mesh] OR Mental disorders[mesh] OR Depression[mesh] OR Anxiety[mesh] OR 

Psychological distress[mesh] OR Suicide[mesh] OR Feeding and eating disorders[mesh] OR 

Mood disorders[mesh] OR stress, psychological[mesh]) 

CINAHL (EBSCO) Search 

Date: 4/7/2022 

Number of results: 81 

Search strategy: (sexual minorit* OR gender minorit* OR gay OR lesbian OR bisexual* OR 

asexual* OR queer* OR transgender OR nonbinary OR (MH "Sexual and Gender Minorities") 

OR (MH "Gender Identity") OR (MH "Transgender Persons") OR (MH "LGBTQ+ Persons") 
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OR (MH "Gay Persons") OR (MH "Asexuality") OR (MH "Lesbians") OR (MH "Bisexuals")) 

AND (weight OR obes* OR overweight OR fat OR fatness OR weight-related OR weight-based 

OR (MH "Obesity") OR (MH "Attitude to Obesity")) AND (discriminat* OR stigma* OR 

violen* OR bully* OR prejudice* OR bias* OR teas* OR weightism OR sizeism OR (MH 

"Weight Bias") OR (MH "Prejudice") OR (MH "Discrimination") OR (MH "Bullying") OR (MH 

"Cyberbullying") OR (MH "Violence") OR (MH "Victims") OR (MH "Stigma")) AND (mental 

health OR psychological distress OR anxi* OR depress* OR eating disorder OR disordered 

eating OR suicid* OR mood disorder* OR quality of life OR self esteem OR stress* OR (MH 

"Mental Health") OR (MH "Depression") OR (MH "Anxiety") OR (MH "Suicide") OR (MH 

"Eating Disorders") OR (MH "Psychological Distress") OR (MH "Stress, Psychological") OR 

(MH "Psychological Well-Being") OR (MH "Quality of Life")) 

PsycINFO (EBSCO) Search 

Date: 4/7/2022 

Number of results: 157 

Search strategy: ( sexual minorit* OR gender minorit* OR gay OR lesbian OR bisexual* OR 

asexual* OR queer* OR transgender OR nonbinary OR (DE "Gender Identity”) OR (DE 

"Gender Nonbinary”) OR (DE "Gender Nonconforming”) OR (DE "LGBTQ”) OR (DE 

"Transgender”) OR (DE "Sexual Orientation”) OR (DE "Homosexuality”) OR (DE 

"Lesbianism”) OR (DE “Asexuality”) OR (DE “Sexual Minority Groups”) ) AND ( weight OR 

obes* OR overweight OR fat OR fatness OR weight-related OR weight-based OR (DE 

"Obesity”) OR (DE "Obesity (Attitudes Toward)”) OR (DE “Overweight”) OR (DE "Body 

Weight”) ) AND ( discriminat* OR stigma* OR violen* OR bully* OR prejudice* OR bias* OR 

teas* OR weightism OR sizeism OR (DE "Social Discrimination”) OR (DE "Stigma”) OR (DE 
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"Bullying”) OR (DE "Violence”) OR (DE "Teasing”) OR (DE "Cyberbullying”) ) AND ( mental 

health OR psychological distress OR anxi* OR depress* OR eating disorder OR disordered 

eating OR suicid* OR mood disorder* OR quality of life OR self esteem OR stress* OR (DE 

"Mental Health”) OR (DE "Mental Disorders”) OR (DE "Major Depression”) OR (DE "Anxiety 

Disorders”) OR (DE "Stress”) OR (DE "Distress”) OR (DE "Suicidality”) OR (DE "Eating 

Disorders”) OR (DE "Self-Esteem”) OR (DE "Quality of Life”) ) 

Scopus Search 

Date: 4/7/2022 

Number of results: 7 

Search strategy:  

TITLE-ABS-KEY ( ( sexual  AND  minorit*  OR  gender  AND  minorit*  OR  gay  OR   

lesbian  OR  bisexual*  OR  asexual*  OR  queer*  OR  transgender  OR  nonbinary )  AND   

( weight  OR  obes*  ORoverweight  OR  fat  OR  fatness  OR  weight-related  OR  weight-

based )  AND  ( discriminat*  OR  stigma*  OR  violen*  OR  bully*  OR  prejudice*  OR  bias* 

 OR  teas*  OR  weightism  OR  sizeism )  AND  ( mental  AND  health  OR  psychological  AN

D  distress  OR  anxi*  OR  depress*  OR  eating  AND  disorder  OR  disordered  AND  eating  

OR  suicid*  OR  mood  AND  disorder*  OR  quality  AND  of  AND  life  OR  self  AND  este

em  OR  stress* ) )  
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Appendix B: Chapter 2 Excluded Records (Full Text Screening) 

1. Agenor M, Geffen SR, Zubizarreta D, et al. Experiences of and resistance to multiple 

discrimination in health care settings among transmasculine people of color. BMC Health 

Serv Res 2022;22(1):369; doi: 10.1186/s12913-022-07729-5. 

a. Exclusion reason: Mental/emotional health not measured 

2. Beccia AL, Baek J, Austin SB, et al. Eating-related pathology at the intersection of gender 

identity and expression, sexual orientation, and weight status: An intersectional Multilevel 

Analysis of Individual Heterogeneity and Discriminatory Accuracy (MAIHDA) of the 

Growing Up Today Study cohorts. Soc Sci Med 2021;281:114092; doi: 

10.1016/j.socscimed.2021.114092. 

a. Exclusion reason: Weight stigma not measured 

3. Brownstone LM, Greene AK, Kelly DA, et al. "Are people thinking I'm a vector...because 

I'm fat?": Cisgender experiences of body, eating, and identity during COVID-19. Body 

Image 2022;40:256-266; doi: 10.1016/j.bodyim.2022.01.002. 

a. Exclusion reason: Relevant associations not analyzed 

4. Bucchianeri MM, Eisenberg ME, Wall MM, et al. Multiple types of harassment: associations 

with emotional well-being and unhealthy behaviors in adolescents. J Adolesc Health 

2014;54(6):724-729; doi: 10.1016/j.jadohealth.2013.10.205. 

a. Exclusion reason: SGM identity not measured 

5. Bucchianeri MM, Gower AL, McMorris BJ, et al. Youth experiences with multiple types of 

prejudice-based harassment. J Adolesc 2016;51:68-75; doi: 

10.1016/j.adolescence.2016.05.012. 

a. Exclusion reason: Mental/emotional health not measured 
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6. Harrop EN, Kattari SK. "I'm coming out!": An autoethnographic situation of sel/f/ves within 

queer fat chronically Ill identity. Body Image 2022;41:209-215; doi: 

10.1016/j.bodyim.2022.02.005. 

a. Exclusion reason: Relevant associations not analyzed 

7. Himmelstein MS, Puhl RM, Quinn DM. Intersectionality: An Understudied Framework for 

Addressing Weight Stigma. Am J Prev Med 2017;53(4):421-431; doi: 

10.1016/j.amepre.2017.04.003. 

a. Exclusion reason: SGM identity not measured 

8. Johns M. Differences in experiences of harassment and mental distress among adolescent 

girls by sexual minority and actual/perceived weight status: Findings from a nationally 

representative sample of high school students. J Adolesc Health 2017;60(2):S24-S25; doi: 

10.1016/j.jadohealth.2016.10.067. 

a. Exclusion reason: Weight stigma not measured 

9. Johns M. Overlooked assets: Body size, body image, and sexual minority women: ProQuest 

Information & Learning; 2016. 

a. Exclusion reason: Not peer-reviewed 

10. Johns M, Lowry R, Demissie Z, et al. Harassment and mental distress among adolescent 

female students by sexual identity and BMI or perceived weight status. Obesity (Silver 

Spring) 2017;25(8):1421-1427; doi: 10.1002/oby.21850. 

a. Exclusion reason: Weight stigma not measured 

11. Kuba SA, Harris-Wilson DJ, O'Toole SK. Understanding the role of gender and ethnic 

oppression when treating Mexican American women for eating disorders. Women Ther 

2012;35(1/2):19-30; doi: 10.1080/02703149.2012.634715. 
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a. Exclusion reason: Not SGM sample 

12. Latner JD, O'Brien KS, Durso LE, et al. Weighing obesity stigma: The relative strength of 

different forms of bias. Int J Obes (Lond) 2008;32(7):1145-1152; doi: 10.1038/ijo.2008.53. 

a. Exclusion reason: Weight stigma not measured 

13. Mereish EH. The weight of discrimination: The relationship between heterosexist 

discrimination and obesity among lesbian women. Psychol Sex Orientat Gend Divers 

2014;1(4):356-360; doi: 10.1037/sgd0000056. 

a. Exclusion reason: Weight stigma not measured 

14. Panza E, Olson K, Goldstein CM, et al. Characterizing lifetime and daily experiences of 

weight stigma among sexual minority women with overweight and obesity: A descriptive 

study. Int J Environ Res Public Health 2020;17(13); doi: 10.3390/ijerph17134892. 

a. Exclusion reason: Mental/emotional health not measured 

15. Ratcliff JJ, Tombari JM, Miller AK, et al. Factors promoting posttraumatic growth in sexual 

minority adults following adolescent bullying experiences. J Interpers Violence 2022;37(7-

8):NP5419-NP5441; doi: 10.1177/0886260520961867. 

a. Exclusion reason: Relevant associations not analyzed 

 

 

 

 

 

 

 


