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Abstract

Objective: The aims of this study were to compare weight-based attitudes in obese Latino adults with and without binge eating disorder
(BED) and to examine whether these attitudes are related to indices of eating disorder psychopathology and psychological functioning.
Method: Participants were a consecutive series of 79 monolingual Spanish-speaking-only obese Latinos (65 female, 14 male) participating in
a randomized placebo-controlled trial performed at a Hispanic community mental health center. Participants were categorized as meeting the
criteria for BED (n = 40) or obese non–binge-eating controls (n = 39) based on diagnostic and semistructured interviews administered by
fully bilingual research clinicians trained specifically for this study.
Results: Analyses revealed that negative attitudes toward obesity did not differ significantly between the BED and non–binge-eating groups
nor were they correlated with the intensity of eating disorder psychopathology (eg, levels of weight and shape concerns). Overall, the levels
of negative attitudes toward obesity in this Latino/Latina group are similar to those reported previously for samples of English-speaking
primarily white obese persons.
Discussion: These findings suggest that it may be obesity per se—rather than eating disorder psychopathology or body image—that
heightens vulnerability to negative weight-based attitudes.
© 2011 Elsevier Inc. All rights reserved.
1. Introduction

Obese individuals are vulnerable to considerable weight-
based stigma, prejudice, and discrimination [1,2]. Several
decades of research have documented weight bias in multiple
domains of living, including the workplace, schools, health
care facilities, and even in close interpersonal relationships,
all of which pose numerous risks for emotional and physical
health [2,3]. Despite substantial literature documenting
weight bias, several important gaps in the field remain. For
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example, very little work has examined whether individuals
with different ethnic and cultural backgrounds are more or
less likely to endorse biased attitudes toward obese
individuals [4]. To date, research in North America has
primarily studied weight bias among whites, with less
attention to African Americans [5,6] and very little (or no)
attention to weight bias endorsed among other ethnic
minority groups. Given ethnic differences in body image
disturbance and its correlates [7] as well as potential ethnic
differences in perceptions of body weight and physical
attractiveness [5], it seems important to examine weight bias
in different ethnic and racial groups.

Another key area that remains unclear is the nature and
extent of weight bias expressed by obese individuals
themselves. In contrast to other stigmatized groups who
often express favorable attitudes toward their in-group
[8–11], several recent studies have documented the presence
of antifat attitudes among obese persons [12–15]. Some have
speculated that the social acceptability of weight bias may
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lead obese persons to internalize negative societal stereo-
types and adopt antifat attitudes [12,14]. Importantly, the
obese population is a heterogeneous group [16–18], and it is
not known whether, or to what extent, negative weight-based
attitudes exist in different segments of the obese population.

Examination of negative weight-based attitudes toward
and among obese individuals with binge eating disorder
(BED) seems indicated, particularly because they are a
subgroup of obese persons who are well known to have
heightened levels of body image dissatisfaction and
evaluative concerns regarding weight/shape relative to their
obese non–binge-eating peers [19,20]. A recent experimen-
tal study assessed attitudes toward obese persons with and
without binge eating and found that obese targets who were
described as binge eaters were significantly more likely to be
attributed negative characteristics than obese targets without
binge eating problems [21]. The authors speculated that the
co-occurrence of binge eating might increase stigmatizing
attitudes toward obesity [21]. To our knowledge, only one
study has systematically assessed negative weight-based
attitudes among obese individuals with and without BED
[15]. Puhl and colleagues [15] compared attitudes toward
obese persons in a matched sample of white obese women
(n = 100) with and without BED and found that stigmatizing
attitudes did not differ between these 2 groups, suggesting
that it may be that obesity itself, rather than psychological
features or disordered eating, that heightens vulnerability to
negative weight-based attitudes [15].

Collectively, the findings from these 2 preliminary studies
[15,21] highlight the importance of examining potential
differences in expressions of weight bias between obese
persons with and without BED, because the presence of
weight bias could have broad implications both for public
health messages and for treatment interventions. Such
research is especially important to perform with clinical
samples of obese persons from ethnic minority groups for
several reasons. Ethnic groups vary in attitudes about body
image [7] and treatment-seeking behaviors for both general
medical and specialty care [22,23] and for disordered eating
[24,25]. Moreover, ethnic groups often face overt discrim-
ination due to race/ethnicity [6], which may or may not
mitigate their views about obesity.

Hispanics are a particularly neglected group in the study
of weight bias. A few preliminary studies have reported body
size stigmatization among Hispanic/Latino youth [26,27],
but to our knowledge, no published work has examined
expressions of weight bias among Latino adults or among
Latinos who are obese. This paucity of research is
particularly striking for Hispanic groups who have especially
high rates of obesity [28] and are the largest and fastest
growing minority group in the United States. The dearth of
research in the Hispanic minority group may be partly due to
the lack of appropriate Spanish measures available to assess
antifat attitudes and the features of eating and weight
disorders, because many Hispanics in the United States do
not speak English well [29]. In addition, many bilingual
Hispanics may prefer to be evaluated in Spanish or may be
reluctant to be evaluated for either clinical or research
purposes by individuals who are not from a Latino
background or do not adhere to certain cultural values
[30]. Thus, the aims of this study were to examine and
compare weight-based attitudes in obese Latino adults with
and without BED and to examine whether these attitudes are
related to indices of eating disorder psychopathology and
psychological functioning.
2. Methods

2.1. Participants

Participants were a consecutive series of 79 monolingual
Spanish-speaking obese Latinos (65 female, 14 male)
participating in a randomized placebo-controlled trial
(RCT) of orlistat administered concurrently with behavioral
weight loss (BWL) therapy being performed at a Hispanic
community mental health center. In addition to comparing
the addition of orlistat vs placebo to BWL, this RCT was
designed specifically to test treatment response for obese
patients with BED vs obese patients without BED (ie, non–
binge-eating obese [NBO] group). Thus, obese patients with
and without BED were recruited, and the randomization
schedule to either orlistat plus BWL or placebo plus BWL
was stratified by BED status. This study enrolled participants
from August 2007 through October 2009. This RCT was
designed as an “effectiveness” trial with a goal of obtaining a
clinically relevant obese patient group (aged 21-65 years
with body mass index [BMI] of 30 kg/m2 or greater), and
therefore, few exclusionary criteria were applied. Patients
were recruited from clinical teams and referrals at the
community mental health center serving economically
disadvantaged persons with mental health and substance
use disorders. All participants provided written voluntary
informed consent after receiving a complete description of
all procedures and before commencing the study. The study
was approved by the institutional review board at the Yale
University School of Medicine, and the study was performed
in accordance with all policies.

Participants had a mean (SD) age of 46.32 (9.68) years
and a mean (SD) BMI of 37.57 (6.62) kg/m2. Overall,
education attainment was modest; 50% of participants
reported a grammar or junior high school education.
Participants were diverse in their country of origin,
representing Puerto Rico and several countries from both
Central and South America.

2.2. Assessments and measures

Assessments were administered in Spanish by experi-
enced bilingual masters- and doctoral-level research clin-
icians who were specifically trained for this study. This study
had full institutional review board approval, and all
participants provided written informed consent in Spanish.



able 1
escriptive statistics on primary variables for Latino adults with BED and
BO adults

BED (n = 40) NBO (n = 39) ANOVAs

Mean (SD) Mean (SD) df F P

MI (kg/m2) 38.03 (6.18) 37.08 (7.10) 76 0.40 .53
ge (y) 45.73 (8.22) 46.92 (11.05) 77 0.30 .59
-ATOP 48.00 (8.29) 51.46 (7.31) 61 3.12 .08
-EDE
Restraint scale 1.40 (1.26) 1.39 (1.24) 60 0.00 .98
Eating concern 1.96 (1.56) 0.63 (0.81) 60 17.36 .00⁎

Weight concern 3.32 (0.96) 2.90 (1.49) 60 1.73 .19
Shape concern 3.82 (1.35) 3.24 (1.73) 60 2.21 .14
Global score 2.63 (1.01) 2.04 (1.01) 60 5.18 .03⁎

DI 23.97 (12.03) 20.07 (13.13) 58 1.14 .24

⁎ p b .05.
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The assessment battery comprised Spanish-language ver-
sions of the interview and self-report measures (described
below). Whenever reading ability was a potential concern,
the research clinicians read the self-report questionnaires
verbatim to participants. In such cases, participants
responses to the self-report questions were coded “as is,”
that is, without any further clarification questions as in the
case when administering the interviews described below.

Participants were categorized as either obese BED or
NBO based on findings from the Structured Clinical
Interview for Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition Axis I Psychiatric Disorders [31],
the Eating Disorder Examination Interview (EDE Interview)
[32], and any additional relevant data from the clinical intake
evaluation and the medical record, following “best-estimate”
LEAD (Longitudinal, Expert, All Data) Standard [33]. Forty
participants met the criteria for BED and 39 met the criteria
for NBO.

2.2.1. Weight, height, and BMI
Actual measurements of weight and height were obtained

during the initial assessment meeting using a calibrated
medical balance beam scale and were used to calculate BMI.

Spanish-language version of the Eating Disorders Exam-
ination (S-EDE) [34], like the EDE [32], is a semistructured
investigator-based interview that focuses on the past 28 days.
The EDE is used widely, including studies of obese patients
with disordered eating [35,36], and has demonstrated good
test-retest reliability [37]. The S-EDE assesses the frequency
of different forms of overeating with and without subjective
loss of control, including objective bulimic episodes (ie, binge
eating defined as unusually large quantities of food with a
subjective sense of loss of control), and subjective bulimic
episodes (ie, consumption of quantities of food not deemed to
be unusually large but experienced with a subjective sense of
loss of control). The S-EDE also assesses the frequency of
inappropriate weight compensatory methods (eg, purging,
laxative misuse, etc). The S-EDE comprises 4 subscale scores
(restraint, eating concern, shape concern, and weight concern)
and a global total score. Items are rated on 7-point forced-
choice scales (0-6), with higher scores reflecting greater
frequency or severity. The S-EDE demonstrated good
interrater and test-retest reliability [34].

Spanish-language version of the Beck Depression
Inventory [38] (ie, the S-BDI) [39] is a 21-item self-report
instrument developed to measure the severity of depression
and its features. The S-BDI has received strong psychometric
support and has well-documented reliability and validity in
diverse Spanish-speaking samples [39,40]. The α reliability
of this measure in the present sample was .91.

Spanish-language version of Attitudes Toward Obese
People Scale (S-ATOP) is a 20-item Likert rating scale that
measures stereotypical attitudes about obese people [41].
Each question asks respondents to indicate the extent of
agreement or disagreement to a specific statement, such as
“Obese people are usually untidy.” The original scale
measures agreement on a 6-point scale (−3, strongly
disagree; −2, moderately disagree; −1, slightly disagree; 1,
slightly agree; 2, moderately agree; 3, strongly agree), and
scores range from 0 to 120, where higher scores reflect more
positive attitudes toward obese people [41]. In this study, a
modified version of the S-ATOP was used in which a 4-point
Likert rating scale (1, strongly disagree; 2, slightly disagree;
3, slightly agree; 4, strongly agree) was used instead of the
original 6-point rating scale. This modification followed our
experience with a pilot test that measures a series of Hispanic
patients at this facility and other research indicating that a
Likert scale may be culturally biased [42]. The modified
anchors were selected based on expert consensus from a pool
of experienced research clinicians at the facility. These 4
anchors are identical to the wording of anchors in the original
scale. Scores for the modified Spanish version of the scale
ranged from 20 to 80, with higher scores reflecting more
positive attitudes toward obese people. The α reliability of
this modified S-ATOP in the present sample was .67, which
is similar to internal reliability for the original scale reported
in other adult populations [15,41,43].
3. Results

3.1. Comparison of BED and NBO groups

Table 1 presents the descriptive statistics for the BED and
NBO groups for the primary variables of interest. Analyses
of variance (ANOVAs) revealed no significant differences
between the BED and NBO groups with respect to age,
education, BMI, age of obesity onset, depression, or ATOP
scores (all requirements and assumptions for ANOVA were
met). The means on the BDI were in the moderate clinical
range for both groups. The only significant difference that
emerged between groups occurred for the eating concern
subscale of the EDE and the EDE global total score, both of
which were higher in the BED group.

The sex composition in the BED group consisted of
31 women (78%) and 9 men (22%), and the NBO group
consisted of 34 women (87%) and 5 men (13%), (x2 [1, 79] =
T
D
N

B
A
S
S

B
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1.27, P = .26). To explore potential sex effects or confounds,
we performed a second set of ANOVA restricted to women
only. The same findings were observed, showing no difference
between the BED and NBO groups on major outcome
variables or in correlations between these variables. Because
of the small sample of men in the study (n = 14), meaningful
analyses could not be conducted.

3.2. Associations between obesity attitudes and eating/
weight and psychological measures

Given that there were no significant differences in mean
scores on primary variables between the BED and NBO
samples, bivariate correlation analyses were conducted for
the total sample to examine associations between attitudes
toward obese persons and depression (BDI), EDE subscales,
BMI, age, and age of obesity onset (see Table 2). A
significant negative correlation emerged between S-ATOP
and BDI scores (r = −0.43, P b .01), indicating that higher
levels of depressive symptoms are associated with more
negative attitudes toward obese persons. No other significant
correlations were observed with the S-ATOP. A partial
correlation analysis demonstrated that the negative associ-
ation between the S-ATOP and BDI remained (r = −0.40)
even after controlling for BED/NBO status. Beck Depression
Inventory scores were significantly positively correlated
with EDE subscales including eating concern (r = 0.54,
P b .001), weight concern (r = 0.27, P = .04), shape concern
(r = 0.42, P b .01), and global (r = 0.45, P b .001). No other
significant correlations emerged.

3.3. Comparison of obesity attitudes in Hispanic partici-
pants and previous studies

Finally, to compare the mean score on the modified S-
ATOP in the present Latino sample to scores from the
original ATOP reported in previous studies with English-
speaking samples, the modified 4-point rating scale of the S-
ATOP was recoded to compute a comparable mean to the
original measure. Because the wording of the response
Table 2
Bivariate correlations among attitudes toward obese persons, depression,
and eating disorder features in the total sample (n = 79)

Measures Attitudes toward
obese persons

Depression (BDI) −0.43⁎⁎
EDE
Restraint −0.22
Eating concerns −0.20
Weight concerns −0.14
Shape concerns −0.01
Global score −0.17

BMI −0.15
Age 0.10
Age of obesity onset −0.24

⁎P b .05.
⁎⁎ P b .01.
options in the 4-point rating scale of the Spanish version was
identical to 4 of the 6 response items in the original ATOP
rating scale, the Spanish version (rated from 1 to 4) was
converted as closely as possible to the original ATOP scale
(−3 to +3). For example, the “slightly disagree” response
choice in the Spanish rating scale was recoded from a rating
of −2 to a rating of −1.5, which is equal to the arithmetic
average of the 2 intermediate “Disagree” anchors on the
original scale (moderately disagree [=−2] and slightly
disagree [=−1]). Similarly, the “Slightly Agree” response
choice in the Spanish version was recoded from a rating of 3
to a rating of 1.5, which is equal to the arithmetic average of
the 2 intermediate “Agree” anchors (moderately agree [=2]
and slightly agree [=1]) on the original scale. Thus, the
recoded response ratings for the modified Spanish scale were
as follows: Strongly Disagree (−3), slightly disagree (−1.5),
slightly agree (1.5), and strongly agree (+3). This recoded
scale was then used to recode all 20 items of the measure and
to compute a total score using the scoring procedures for the
original ATOP [41]. The α reliability of the recoded scale
remained unchanged.

Using this recoded scale, the mean (SD) score on the S-
ATOP for the total sample was 59.40 (16.57), which is
almost identical to the mean score on the original ATOP
recently reported for English-speaking obese women with
and without BED (mean ± SD, 59.81 ± 17.75) [15] and to
previous research involving a large sample (n = 2449) of
overweight and obese women (mean ± SD, 59.68 ± 16.63)
and a matched sample (n = 222) of obese women (mean ±
SD, 59.41 ± 17.06) and men (mean ± SD, 56.02 ± 19.04)
belonging to a national weight loss support group [44]. In
contrast, the mean S-ATOP score in the present Latino
sample is somewhat more favorable in comparison with
ATOP scores previously documented among obese
participants in a residential weight loss facility (mean ±
SD 54.3 ±15.1) [45], but reflects more negative attitudes
compared with obese members of the National Association
for the Advancement of Fat Acceptance (ATOP mean ±
SD, 67.6 ± 18.6) [41].
4. Discussion

To our knowledge, this study is the first to compare
attitudes toward obese persons among obese Latino adults
with and without BED. Overall, our findings for a treatment-
seeking group of Latino adults parallel a growing number of
studies, conducted with study groups that comprised mostly
white participants, showing that obese persons lack positive
attitudes toward obese persons and are not immune to weight
bias [12,13,46]. In addition, we found that levels of
expressed attitudes toward obesity do not differ between
obese persons with and without BED, which replicates
findings from previous research comparing primarily non-
Hispanic treatment-seeking obese patients with BED to a
matched comparison group of obese individuals who do not
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binge eat [15]. Thus, it appears that weight-based attitudes
are similar in both white and Latino obese persons and that
negative attitudes toward obesity are not heightened in obese
individuals with BED.

Our findings that negative attitudes toward obesity are not
greater in BED than NBO participants and that their levels
are not correlated with the intensity of eating disorder
psychopathology (eg, levels of weight and shape concerns)
are at odds with previous speculations that persons with BED
might express lower levels of stigma (or more positive
attitudes toward obese persons) because of their own body
image concerns and awareness of stigma that is often
associated with binge eating [21,47]. Collectively, these
findings suggest that it may be obesity per se, rather than
eating disorder psychopathology or body image, that
heightens negative weight-based attitudes.

It is also noteworthy that in this study group of Latinos,
ATOP scores were significantly negatively correlated with
BDI scores. Thus, more favorable attitudes toward obese
persons were associated with lower levels of depression.
Similar findings have been reported in studies with white
obese adults [15,45]. This relationship could mean that
holding favorable attitudes toward obese persons might help
to protect a positive self-image despite negative weight-
based stereotypes, or as a buffer against additional emotional
distress related to binge eating. Alternatively, this correlation
could be attributed more to higher levels of depressive
symptoms. Persons with heightened depressive features may
have negative and self-critical attitudes toward themselves
and, in turn, express these negative attitudes toward others
who share similar traits (eg, obesity). More research is
needed to clarify the association between these 2 variables.

As we have proposed elsewhere [15], negative weight-
based attitudes present in obese adults could be a result of
internalized societal stereotypes that are often directed
toward obese persons and communicated throughout the
mass media [2]. Antifat attitudes or negative self-perceptions
among obese individuals may be reinforced by widespread
cultural perceptions and messages from the diet industry that
body weight is easily modifiable [12] and that individuals are
at fault, lazy, or lacking in willpower if they are unable to
lose weight [48]. In the mass media, antifat messages are also
pervasive because overweight persons are often portrayed
unfavorably and in ways that reinforce negative stereotypes
[49,50]. Unfortunately, research has found that the stigma-
tization of obesity continues to increase [51] and that many
obese persons internalize negative weight-based attitudes
[12,47], which may contribute to disordered eating or
decreased well-being [14,47]. Among Latino groups, it is
possible that such negative weight-based attitudes might
represent yet another barrier to seeking health care (see
Bender et al [23] and Añez et al [30]). Alternatively, obese
persons may hold negative attitudes (or lack positive
attitudes) toward other obese persons because of perceptions
about the cause of obesity and its malleability. With
widespread perceptions that body weight is malleable and
within personal control, obese persons may believe that their
stigmatized identity is temporary and be less inclined to
challenge stereotypes because of beliefs that they can escape
their status by losing weight. If obese persons believe that
their weight status is a temporary condition, they may
perceive themselves to be “apart” from the overweight and
obese population, feeling more alike to members of society
who endorse normative views [52].

Several potential limitations of the study should be
noted as a context for interpreting our findings. The cross-
sectional nature of this study prevents assessment of
potential causal relationships between attitudes about obese
persons and body weight, emotional functioning, and
eating disorder psychopathology. Given the lack of
research on weight bias in Hispanic populations, it is not
known how the current findings compare with weight-
based attitudes in nonobese Latinos. Among white
samples, previous research has found that attitudes toward
obese persons tend to be worse among nonobese than
obese individuals [13]. Whether this distinction is also true
in Hispanic populations remains to be seen, and more
work is needed to assess weight bias in this population
using multiple assessment measures. Our participants were
economically disadvantaged Latinos/Latinas who were
monolingual (ie, Spanish-speaking-only), and our findings
may not generalize to broader samples of Latinas/Latinos
who are more assimilated to the United States and/or have
higher socioeconomic status. Moreover, this treatment
study was performed at a community mental health center
serving persons with mental health and substance use
disorders; thus, our findings may not generalize to obese
persons without psychiatric problems who might, for
example, seek weight loss treatment in specialty obesity
clinics. Given that the participants were seeking BWL
treatment, it is also possible that different findings would
be observed in non–treatment-seeking groups of obese
persons. In addition, participants in the sample were
primarily women. Given some previous work documenting
sex differences in weight bias [53] and its relationship with
depressive symptoms [54], it will be important for
additional studies to examine larger samples of men.
Finally, our findings suggest that the Spanish adaptation of
the ATOP may serve as an adequate and useful instrument
to assess weight-based attitudes in Hispanics, but valida-
tion of this measure and its reliability are needed in
additional Latino samples.

Although several decades of research have documented
weight stigma toward obese persons [1–3], few studies have
examined whether individuals with different ethnic and
cultural backgrounds are more or less likely to endorse
biased attitudes or have increased vulnerability to the
negative consequences of stigmatization. The present study
suggests that, similar to obese white people, obese Latinos
may hold negative weight-based attitudes, regardless of
whether or not they also have coexisting BED. Given the
high prevalence of obesity in Hispanic populations, the
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vulnerability of weight bias among obese Latinos suggests
that stigma reduction interventions and strategies that can
temper internalization of weight bias (and its potential
harmful effects) among obese individuals may be useful. It
may also be beneficial to address the topic of weight bias as
part of treatment for BED or weight modification and to
educate health care providers about weight bias and its
potential consequences for their obese patients.
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