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Abstract
Background/Objectives Despite substantial evidence documenting weight stigma toward people with higher body weight, inter-
national comparative studies are lacking in this field. The few studies that have compared weight stigma across different countries
focus on explicit weight-biased attitudes rather than people’s experiences of weight stigma. The present study conducted a multi-
national systematic comparison of weight stigma in six countries to assess experiences and interpersonal sources of weight stigma.
Subjects/Methods Adults (N= 13,996) enrolled in WW International (formerly Weight Watchers), residing in Australia,
Canada, France, Germany, the UK, and the US completed identical online anonymous surveys in the dominant language for
their country. Surveys assessed their history of experiencing weight stigma, the onset of stigmatizing experiences and
associated distress from stigma in different time periods, and interpersonal sources of weight stigma.
Results More than half of participants (55.6–61.3%) across countries reported experiencing weight stigma. Participants with
higher BMI were significantly more likely to report weight-stigmatizing experiences than individuals with lower BMI. In all
countries, weight stigma experiences were most frequent in childhood and adolescence, with associated distress highest
during these time periods. Participants in Germany reported a higher frequency of weight stigma across their whole life, but
lower distress associated with stigmatizing experiences, compared to participants in the other five countries. High percentages
of participants in each country experienced weight stigma from family members (76.0–87.8%), classmates (72.0–80.9%),
doctors (62.6–73.5%), co-workers (54.1–61.7%), and friends (48.8–66.2%).
Conclusions Weight stigma is prevalent for adults actively engaged in weight management across different Western countries.
There were more similarities than differences in the nature, frequency, and interpersonal sources of people’s experiences of
weight stigma across the six countries in this study. Findings underscore the need for multinational initiatives to address weight
stigma and interventions to support individuals engaged in weight management who experience weight mistreatment.

Introduction

Substantial research evidence has documented weight stigma
towards people with higher body weight, who face negative
societal stereotypes and prejudice in multiple domains of liv-
ing [1, 2]. Despite numerous studies examining weight stigma
in North America [3, 4], and steadily increasing evidence of
the presence of weight stigma in countries around the world
[5–7], international comparative research is lacking, with few
studies comparing weight stigma across countries. Only a
handful of published multinational studies have examined
weight stigma, which have primarily focused on expressions
of weight-biased attitudes across countries; that is, explicit
weight bias that individuals endorse towards people with
higher body weight. This small literature includes multi-
national studies [8–14] using self-report measures of explicit
weight bias or implicit weight bias. Findings illustrate the
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presence of weight stigma in societies around the world and
underscore that people in many countries (particularly coun-
tries with high levels of obesity) have negative attitudes
towards individuals with higher weight [8].

Absent from this small body of work is examination of
people’s experiences of weight stigma across countries. To our
knowledge only one multinational study has reported on adults’
experiences of weight stigma, which compared community and
college student samples in the US, Canada, Australia, and
Iceland [11]. Findings showed that among the community
samples, weight stigma was experienced by 43% of US par-
ticipants, 59% of Canadian participants, and 33% of Iceland
participants. Among student samples (from the US, Australia,
Iceland) 51–60% reported experiencing weight stigma [11].
This limited evidence offers initial insight of the commonality
of perceived weight stigma experienced by people in different
countries. However, much remains to be understood about the
nature of these experiences across countries, such as the types
of weight stigma experienced (e.g., teasing versus discrimina-
tion), the frequency of these experiences, when they occur
throughout one’s lifetime, and common interpersonal sources
of weight stigma. Single-country studies are difficult to com-
pare because of different measures used to assess weight stigma
and different types of participant samples. As of yet, there is no
published international research comparing multiple, identical
measures of experienced weight stigma across different coun-
tries with comparable samples. Research has remained siloed
within countries with little cross-country communication to
address weight stigma, contributing to recent international calls
for collective efforts to eliminate weight stigma [15].

To address this considerable research gap, the present study
conducted a systematic comparison of weight stigma across
six countries, using identical measures to assess experiences of
weight stigma, including the types, time periods, and inter-
personal sources of these stigmatizing experiences. We
examined these experiences among adults enrolled in an
internationally available weight management program residing
in Australia, Canada, France, Germany, the UK, and the US.
This sample provides comparable sociodemographic char-
acteristics across countries, and allows for examination of
weight stigma among individuals who are actively trying to
manage their weight, for whom weight stigma may be parti-
cularly salient [16–18]. In addition, we examined socio-
demographic correlates of experienced weight stigma across
the six samples.

Methods

Study design and samples

Participants were adults enrolled in WW International (for-
merly Weight Watchers). WW is a validated behavioral

weight management program centered on healthy habits
related to food, activity, and mindset and has demonstrated
effectiveness in multiple randomized controlled trials
[19–21]. Participants were simultaneously recruited in six
countries: Australia, Canada, France, Germany, the United
Kingdom (UK), and the United States (US). These countries
were selected for their sufficiently large WWmemberships to
allow for feasible data collection and recruitment of samples
of at least 1000 participants. The study was open to WW
members in each country who were at least 18 years of age
and had participated in WW for at least 3 months. Recruited
participants in each country completed an identical, online,
anonymous survey in dominant language for the country
hosted by Qualtrics.com. In non-English speaking countries
(France and Germany) the survey was translated (and back
translated) into French and German by a professional trans-
lation services company [22]. Prior to data collection, all
surveys were piloted with small samples (<160) in each of
the six countries during March 2020 to test questionnaire
functionality. Study protocol was approved by the institu-
tional review board at the University of Connecticut.

Data collection occurred from May 2020 to July 2020.
Each week, a random set of 4000–33,000 (M= 23,474)
members in each country were emailed by WW and invited
to complete the survey, which was advertised as a “survey to
learn more about people’s experiences related to body
weight and health, including social experiences and chal-
lenges”. Response rates within each country were as follows:
Australia: 3.8%, Canada: 5.3%, France: 5.9%, Germany:
4.4%, UK: 4.2%, US: 4.9%.

A total of 23,415 individuals entered the survey website
(Australia= 2119, Canada= 3968, France= 4656, Ger-
many= 4149, UK= 4631, US= 3892). Of those, 8.0%
participants were ineligible for the study because they
declined to consent (Australia= 40, Canada= 98, France=
286, Germany= 155, UK= 61, US= 71), were members of
WW for less than 3 months (Australia= 10, Canada= 14,
France= 74, Germany= 11, UK= 37, US= 10), were
under the age of 18 (Australia= 2, Canada= 1, France=
123, Germany= 1, UK= 3, US= 0), did not indicate
WW program involvement (Australia= 47, Canada= 47,
France= 78, Germany= 60, UK= 108, US= 10), or they
closed the survey before completing the eligibility questions
(Australia= 56, Canada= 82, France= 104, Germany= 62,
UK= 139, US= 92). An additional 2.8% who did not report
a country of residence, or a country different from the six
included countries, were excluded.

A total of 20,871 individuals (Australia= 1740, Canada=
3659, France= 3906, Germany= 3803, UK= 4150, US=
3613) who entered the survey were eligible to complete it;
6875 individuals (Australia= 495, Canada= 951, France=
1396, Germany= 1190, UK= 1845, US= 998) were exclu-
ded because they did not complete at least 50% of the survey
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and/or did not provide key study variables (i.e., sex, level of
education, body mass index [BMI]) or weight stigma ques-
tions. After exclusions, the final sample consisted of 13,996
adults from six countries: Australia (N= 1245), Canada (N=
2708), France (N= 2510), Germany (N= 2613), UK (N=
2305), and US (N= 2615).

Measures

Participant characteristics

Participants reported their age, sex, highest level of educa-
tion (coded as college degree or equivalent versus no col-
lege degree), marital status, race/ethnicity and sexual
orientation1. Participants’ BMI was calculated from self-
reported height and weight. Participants were classified into
BMI categories using clinical guidelines from the World
Health Organization [23]. Participants also indicated the
duration of their WW membership and WW membership
type: Digital (access to the WW app and online tools),
Digital+Workshop (access to WW Coach-led sessions as
well as app and online tools), or Personal Coaching (indi-
vidual support from a WW Coach)+Digital.

History of experienced weight stigma

Participants responded to three yes/no questions asking if
they had ever been teased, treated unfairly, or discriminated
against because of their weight. These questions have been
used in previous research with both community and weight
management samples [18, 24, 25]. A dichotomous variable
was computed, in which participants who responded “yes”
to any question were coded as “1”, and those who
responded “no” to all three questions were coded as “0”,
indicating no previous experiences of weight stigma.

Weight Stigma Time of Life Questionnaire (WSTOLQ)

The WSTOLQ was developed and tested in previous
research to assess weight stigma in samples of adults
engaged in weight management [24]. Participants reported
the time period in which they first experienced weight
stigma, with the following response options: childhood
(≤10 years), adolescence (11–19 years), young adulthood
(20–39 years), middle adulthood (40–59 years) or older
adulthood (≥60 years). Participants also rated (1–7) the
frequency (‘never’ to ‘extremely often’) and distress (‘not
at all upset’ to ‘extremely upset’) of weight-stigmatizing
experiences in the last year, across their whole life, and
during each of the aforementioned time of life periods.

Interpersonal sources of weight stigma

Developed and tested in previous work [24, 26, 27], the
Interpersonal Sources of Stigma scale assesses the fre-
quency of experiencing weight stigma from people in their
lives, including family members, spouse/romantic partner,
friend, co-worker, employer/supervisor, classmate, teacher
or professor, authority figure (e.g., police), doctor, nurse,
dietitian or nutritionist, mental health professional, general
community members, sales clerk at a store, servers at a
restaurant, or other. Participants who indicated history of
experienced weight stigma reported how frequently they
had experienced weight stigma from each of these indivi-
dual sources, which was dichotomized to distinguish
between those had (i.e., not ‘never’; coded as “1”), versus
had not (i.e., ‘never’; coded as “0”), experienced weight
stigma from each source. Participants who did not
encounter a given interpersonal source (e.g., did not have a
spouse/romantic partner) could respond ‘never’ or leave the
item blank.

Analytic strategy

Analyses were performed in SPSS. Given the size of the full
sample, statistical significance was defined at p ≤ 0.001 to
reduce the likelihood of Type I error [28, 29]. Descriptive
statistics were computed for sample characteristics and
weight stigma experiences across countries, including pre-
valence of teasing, unfair treatment, discrimination, and
prevalence of any form of weight stigma. Binary logistic
regression was conducted to examine differences in experi-
enced weight stigma (1= at least one experience of weight
stigma, 0= no weight stigma) across each of the six coun-
tries as a function of age, BMI, sex, education, and marital
status, WW membership duration, and WW membership
type. Although race/ethnicity and sexual orientation data are
reported for the purposes of sample characteristics, given
that such data were unavailable in France and Germany, they
are not included as covariates in analyses. BMI and WW
membership duration were log-transformed to correct for
non-normality; however, to facilitate interpretation of the
logistic regression results, we present and describe the odds
ratios for raw (as opposed to log-transformed) BMI values.
Continuous covariates (i.e., age, BMI, and WW membership
duration) were grand-mean centered within each country.
Due to low prevalence (0–6 individuals in each country),
those who identified as “other” sex were excluded from sex
difference comparisons.

Descriptive statistics were also computed for onset of
weight stigma and frequency of weight-stigmatizing
experiences at different times of life across countries
among individuals who reported at least one experience
of weight stigma. Unadjusted and adjusted (accounting

1 It was not permissible by law to collect race/ethnicity or sexual
orientation data in France and Germany.
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for the sociodemographic, anthropometric, and WW
covariates) one-way analyses of variance (ANOVA)
were used to examine the frequency of weight-
stigmatizing experiences as a function of life stage and
country. Differences in distress associated with weight
stigma across different times of life in each country were
tested using ANOVA, both with and without covariate
controls. Finally, chi-square tests were conducted to
examine the prevalence of weight stigma by various
interpersonal sources (e.g., doctors, classmates, family
members) across countries.

Results

Sample characteristics

Table 1 displays demographic information for the final
sample, stratified by country. On average, participants were

in middle adulthood. The majority of participants in each
country identified as female (range= 93.7–97.4%) and
White (range= 90.8–97.2%). Rates of college education
varied across countries (range= 21.0–69.7%), in ways that
map on to population level educational attainment [30].
Participants had a mean BMI of 30.51 ± 6.68 (mean range=
29.32–31.07 across countries). Less than 1% of the sample in
each country had a BMI < 18.5, 15.6–20.9% had a BMI
ranging from 18.5–24.9, 32.5–41.1% had a BMI ranging
from 25–29.9, and 38.2–47.7% of participants had a BMI ≥
30 in each country2. Participants reported an average WW
membership duration that ranged from 1.3 years (France) to
3.8 years (US) across countries. The majority of participants
in each country indicated current involvement in WW Digital
programs (range: 32.0–61.4%) or Workshop+Digital

Table 1 Sample demographic and anthropometric information, stratified by country.

Country

Total sample
(N= 13,996)

Australia
(N= 1245)

Canada
(N= 2708)

France
(N= 2510)

Germany
(N= 2613)

United Kingdom
(N= 2305)

United States
(N= 2615)

M SD M SD M SD M SD M SD M SD M SD F

Age 52.24 12.77 54.39 11.42 56.27 12.47 48.95 12.70 47.29 10.74 50.29 12.42 56.87 12.86 p < 0.001

BMI 30.51 6.68 31.07 6.71 30.70 7.00 29.32 5.55 30.58 6.24 30.86 7.26 30.82 7.10 p < 0.001

n % n % n % n % n % n % n % χ2

Sex p < 0.001

Male 693 5.0 32 2.6 168 6.2 89 3.5 129 4.9 138 6.0 137 5.3

Female 13,288 94.9 1213 97.4 2538 93.7 2419 96.4 2483 95.0 2163 93.8 2472 94.5

Other 15 0.1 0 0.0 2 0.1 2 0.1 1 0.1 4 0.2 6 0.2

Racea p < 0.001

White 8375 94.5 1209 97.2 2580 95.3 – – – – 2216 96.2 2370 90.8

Non-White 487 5.5 35 2.8 126 4.7 – – – – 87 3.8 239 9.2

Sexual orientationa p= 0.175

Heterosexual 8545 96.6 1211 97.6 2603 96.4 – – – – 2216 96.5 2515 96.5

Homosexual 142 1.6 13 1.0 52 1.9 – – – – 31 1.3 46 1.8

Bisexual 119 1.3 12 1.0 35 1.3 – – – – 41 1.8 31 1.2

Other 38 0.4 5 0.4 9 0.3 – – – – 9 0.4 15 0.6

Marital statusb p < 0.001

Married 9112 65.2 851 68.5 1920 71.1 1358 54.1 1637 62.8 1510 65.6 1836 70.2

Not married 4863 34.8 391 31.5 782 28.9 1151 45.9 968 37.2 792 34.4 779 29.8

Education p < 0.001

College degree (eqv) 6862 49.0 591 47.5 1121 41.4 1654 65.9 548 21.0 1125 48.8 1823 69.7

No college degree (eqv) 7134 51.0 654 52.5 1587 58.6 856 34.1 2065 79.0 1180 51.2 792 30.3

BMI category p < 0.001

<18.5 kg/m2 23 0.2 0 0.0 10 0.4 3 0.1 1 0.0 3 0.1 6 0.2

18.5–24.9 kg/m2 2731 19.5 194 15.6 556 20.5 516 20.6 461 17.6 457 19.8 547 20.9

25–29.9 kg/m2 4976 35.6 457 36.7 902 33.3 1031 41.1 942 36.1 794 34.4 850 32.5

≥30 kg/m2 6266 44.8 594 47.7 1240 45.8 960 38.2 1209 46.3 1051 45.6 1212 46.4

aCollection of race and sexual orientation data was prohibited in France and Germany.
bNot married comparison group includes individuals who reported a marital status other than “married” (e.g., divorced, widowed, separated,
single).

2 For reference, approximate prevalence rates of adult obesity in the
participating countries are as follows: Australia: 30%, Canada: 31%,
France: 23%, Germany: 26%, UK: 30%, US: 37% [31].
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(range: 37.7–67.3%), followed by Personal Coaching+
Digital (range: 0.0–4.4%).

Nature of weight stigma experiences

Prior experiences of weight stigma were reported by
57.9% of participants (see Table 2). Prevalence of weight
stigma was significantly higher in Canada (61.3%) com-
pared to France and Germany (both 55.6%). Among the
forms of weight stigma experienced (i.e., teasing, unfair
treatment, discrimination), weight teasing was most com-
mon across all countries; more than half of participants in
each country reported having been teased about their
weight. Prevalence of unfair treatment and discrimination
because of weight, respectively ranged from 33.6% and
25.3% (UK) to 43.3% and 35.2% (Canada). Rates were
highest across each of these experienced weight stigma
variables in Canada.

Table 3 displays sociodemographic and anthropometric
correlates of experienced weight stigma, stratified by coun-
try. Across all countries, consistent differences emerged as a
function of participant age and BMI3. Specifically, the odds
of experienced weight stigma increased by 1.11–1.13 times
across countries for each one unit increase in BMI; in
addition, older age was associated with lower odds of
reporting weight stigma (ORsage= 0.96–0.99). No other
sociodemographic factors were significantly linked to
experienced weight stigma, with the exception of marital
status in the US; individuals currently married had lower
odds of reporting experiences of weight stigma than those
not currently married (OR= 0.73, p= 0.001).

Onset and frequency of weight stigma across the
lifespan

Among participants who reported history of experienced
weight stigma, across countries, at least 1-in-5 indicated having
experienced weight stigma as early as age 10 years or younger
(Australia= 28.1%, Canada= 30.6%, France= 22.0%, Ger-
many= 23.9%, UK= 30.7%, US= 29.3%). Adolescence was
most commonly reported as the developmental period of
weight stigma onset across all countries (Australia= 42.6%,
Canada= 42.6%, France= 47.1%, Germany= 47.3%, UK=
39.8%, US= 45.4%). Lower prevalence of onset was found
in young adulthood, (Australia= 17.3%, Canada= 15.3%,
France= 19.1%, Germany= 20.2%, UK= 20.1%, US=
16.4%), followed by middle adulthood (Australia= 10.9%,
Canada= 10.6%, France= 10.8%, Germany= 7.9%, UK=
8.8%, US= 8.3%), with the lowest prevalence in older adult-
hood (Australia= 1.0%, Canada= 1.0%, France= 1.0%,
Germany= 0.6%, UK= 0.5%, US= 0.6%).

Figure 1 displays the unadjusted frequency of weight-
stigmatizing experiences across life stages in each of the
six countries, and relevant post-hoc between-country
comparisons. As evidenced by the consistent inverse
association, individuals across countries reported weight
stigma to be most frequent in childhood, followed by
adolescence, and decreasing steadily in frequency across
the lifespan. With the exception of the past year, unad-
justed ANOVAs revealed few between-country differ-
ences in the frequency of weight stigma within each of
the developmental stages, a pattern that was retained
when controlling for the sociodemographic, anthropo-
metric and WW membership variables. Between-country
differences documented in young adulthood (depicted in
Fig. 1) became non-significant when the covariates were
accounted for. In contrast, between-country differences in

Table 2 Multinational comparisons of weight stigma experiences.

Total sample
(N= 13,996)

Australia
(N= 1245)

Canada
(N= 2708)

France
(N= 2510)

Germany
(N= 2613)

United Kingdom
(N= 2305)

United States
(N= 2615)

Variable N % N % N % N % N % N % N % χ2 p

Experienced weight stigma 28.78 <0.001

Any 8100 57.9 698ab 56.1 1660a 61.3 1396b 55.6 1452bc 55.6 1336ab 58.0 1558ab 59.6

None 5896 42.1 547 43.9 1048 38.7 1114 44.4 1161 44.4 969 42.0 1057 40.4

Teased about weight 50.38 <0.001

Yes 7552 54.0 629ac 50.5 1565b 57.8 1271a 50.6 1333a 51.0 1284bc 55.7 1470b 56.2

No 6444 46.0 616 49.5 1143 42.2 1239 49.4 1280 49.0 1021 44.3 1145 43.8

Treated unfairly because of weight 56.31 <0.001

Yes 5485 39.2 470ade 37.8 1173b 43.3 963ac 38.4 1025ab 39.2 774d 33.6 1079bce 41.3

No 8512 60.8 775 62.2 1535 56.7 1547 61.6 1588 60.8 1531 66.4 1536 58.7

Discrimination because of weight 67.46 <0.001

Yes 4332 31.0 386acd 31.0 952ab 35.2 726cef 28.9 864bd 33.1 583e 25.3 821adf 31.4

No 9664 69.0 859 69.9 1756 64.8 1784 71.1 1749 66.9 1722 74.7 1794 68.6

Values within the same row not sharing the same letter are significantly different from each other at p ≤ 0.001.

3 These findings replicated when modeling weight stigma as a count
variable (i.e., sum of the prevalence of ever having been teased, treated
unfairly, or discriminated against because of one’s weight).

International comparisons of weight stigma: addressing a void in the field



middle adulthood emerged over and above the covariates
[F(5, 5850)= 6.84, p < 0.001], such that weight stigma
experiences in middle adulthood were significantly more
frequent among participants in Australia, Canada and the
US compared to France, and more frequent in Australia
relative to Germany (p values ≤ 0.001).

Between-country differences also emerged for the fre-
quency of weight-stigmatizing experiences across indivi-
duals’ whole life, F(5, 7875)= 9.37, p < 0.001. Post-hoc
comparisons indicated that weight stigma was experienced
more frequently in Germany, compared to all other coun-
tries. After controlling for the sociodemographic, anthro-
pometric, and WW membership covariates, the frequency of
experienced weight stigma across individuals’ whole life
remained significantly higher in Germany than in Australia,
Canada and the US.

Distress associated with weight stigma

Distress associated with weight stigma across multiple time of
life periods is displayed in Table 4, stratified by country.
Consistent with the pattern of results for frequency, across all
countries individuals reported distress associated with weight
stigma to peak during childhood, followed by adolescence.
There were no differences by country in weight stigma-related
distress during childhood. In contrast, between-country dif-
ferences were most pronounced when considering young
adulthood and whole life experiences of weight stigma. Spe-
cifically, distress associated with weight stigma during young
adulthood and across individuals’ whole life was significantly
lower in Germany as compared to all other countries. When
controlling for the sociodemographic, anthropometric, and
WWmembership covariates, the country-specific comparisons

Table 3 Summary of regressions predicting experienced weight stigma.

Australia Canada France Germany United Kingdom United States

OR p OR p OR p OR p OR p OR p

Age 0.97 <0.001 0.98 <0.001 0.96 <0.001 0.97 <0.001 0.97 <0.001 0.99 <0.001

Current BMI 1.13 <0.001 1.12 <0.001 1.13 <0.001 1.13 <0.001 1.11 <0.001 1.12 <0.001

Sex (male)

Female 0.64 0.284 0.70 0.049 0.83 0.436 1.63 0.013 0.91 0.600 0.85 0.390

Education (no college degree)

College degree 1.43 0.005 1.26 0.008 1.07 0.444 1.02 0.824 1.20 0.048 1.18 0.084

Married (not married)

Married 0.67 0.004 0.80 0.019 0.88 0.147 0.80 0.012 0.82 0.051 0.73 0.001

WW membership duration 1.14 0.020 1.14 0.001 1.25 <0.001 1.14 0.001 1.16 <0.001 1.17 <0.001

WW membership type (digital)

Digital+Workshop 1.44 0.006 1.36 0.001 1.46 <0.001 1.25 0.014 1.22 0.042 1.15 0.153

Personal coaching+Digital 0.79 0.440 1.16 0.779 – – 1.40 0.467 1.09 0.815 0.69 0.477

Logistic regression models (1= at least one experience of weight stigma, 0= no weight stigma) run separately for each country. Logarithmic
transformation used for WW membership duration. Sex reference group=male. Educational attainment reference group= no college degree.
Marital status reference group= not married. WW membership type reference group= digital. ‘Personal Coaching+Digital’ estimate excluded
for France due to low prevalence (i.e., n= 1).

Fig. 1 Unadjusted frequency
of weight-stigmatizing
experiences as a function of
life stage and country.
Response options ranged from 1
(never) to 7 (extremely often).
Error bars reflect standard errors.
*p ≤ 0.001.
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documented in Table 4 were retained, with the following
exceptions: after accounting for the covariates, ‘past year’
weight stigma-related distress in the US was significantly
higher as compared to Germany, which in turn did not differ
from Australia; additionally, weight stigma-related distress
was significantly lower in Germany during middle adulthood
compared to Australia and the US.

Interpersonal sources of weight stigma

Multiple interpersonal sources of weight stigma were reported
across countries, as displayed in Table 5. Family members
were the most common source of weight stigma in each
country, with 76.0% (France and Germany) to 87.8% (US) of
participants reporting at least one experience of weight stigma
from family members. Weight stigma from classmates (range:

72.0–80.9%) and doctors (range: 62.6–73.5%) was also
highly prevalent across countries. Similarly, high rates of
weight stigma perpetration by friends (range: 48.8–66.2%),
general community members (range: 49.2–71.5%), and co-
workers (range: 54.1–61.7%) were reported across countries.
Overall, weight stigma from mental health professionals (e.g.,
psychologists; range: 11.0–13.0%) and “other” interpersonal
sources (range: 8.6–15.8%) were least common, with no
significant differences between countries.

Discussion

The present study advances the limited cross-country litera-
ture on weight stigma, offering novel insights about experi-
ences of weight stigma among adults engaged in weight

Table 4 Distress associated with weight stigma during multiple time of life periods, stratified by country.

Total sample Australia Canada France Germany United Kingdom United States

Time of life M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) F p

Past year 4.43 (2.00) 4.57ab (2.03) 4.31ac (1.99) 4.64b (2.07) 4.15c (1.96) 4.58ab (2.01) 4.47abc (1.92) 6.35 <0.001

Whole life 5.31 (1.66) 5.38ac (1.58) 5.37ac (1.62) 5.21a (1.81) 4.98b (1.69) 5.47c (1.60) 5.45cd (1.57) 17.30 <0.001

Childhood 6.12 (1.37) 6.05a (1.33) 6.02a (1.50) 6.18a (1.29) 6.04a (1.38) 6.19a (1.36) 6.24a (1.26) 1.85 0.099

Adolescence 5.89 (1.48) 5.89acde (1.51) 5.93ab (1.44) 5.91acde (1.55) 5.70c (1.54) 6.00bd (1.42) 5.93be (1.42) 4.92 <0.001

Young adulthood 4.89 (1.79) 4.97ac (1.76) 5.02ac (1.74) 4.81a (1.85) 4.54b (1.78) 5.10c (1.78) 4.95ac (1.77) 13.58 <0.001

Middle adulthood 4.41 (1.91) 4.49acd (1.90) 4.43ab (1.85) 4.43acd (2.06) 4.13c (1.89) 4.60bd (1.94) 4.41acd (1.88) 4.58 <0.001

Older adulthood 4.19 (1.98) 3.93a (1.98) 4.19a (1.99) 4.39a (2.07) 4.13a (2.06) 4.16a (1.96) 4.22a (1.94) 0.65 0.660

Weight Stigma Time of Life Questionnaire items were only administered to participants who reported weight stigma onset during or prior to that
developmental period. Response options ranged from 1 (not at all upset) to 7 (extremely upset). Values within the same row not sharing the same
letter are significantly different from each other at p ≤ 0.001.

Table 5 Prevalence of weight stigma from each interpersonal source (0= never, 1= at least once), stratified by country.

Total
sample

Australia Canada France Germany United Kingdom United States

Source of weight stigma N % N % N % N % N % N % N % χ2 p

Family members 6559 81.8 586ac 84.7 1398ac 84.8 1046b 76.0 1092b 76.0 1077a 81.6 1360c 87.8 114.39 <0.001

Spouse/romantic partner 3969 50.6 396a 58.1 831ab 51.1 616bc 46.6 587c 41.9 730a 56.3 809a 53.1 87.26 <0.001

Friend(s) 4730 60.3 439ac 64.7 1071a 66.2 649b 48.8 859ac 61.4 752c 58.3 960ac 62.9 109.04 <0.001

Co-worker(s) 4564 58.2 405ab 59.7 997a 61.7 720b 54.1 802ab 57.2 781ab 60.3 859ab 56.6 22.49 <0.001

Employer, supervisor 2734 35.0 263a 38.8 590a 36.8 370b 28.1 544a 38.9 426ab 33.2 541a 35.6 45.94 <0.001

Classmate(s) 5934 75.5 497a 73.6 1195a 73.9 962a 72.0 1138b 80.9 985ab 76.0 1157a 75.7 34.82 <0.001

Teacher or professor 2175 27.7 178a 26.4 448a 27.9 331a 24.9 495b 35.3 349a 26.9 374a 24.4 54.22 <0.001

Authority figure (e.g., police) 1015 13.0 80a 11.9 259ac 16.1 64b 4.8 169a 12.1 174ac 13.4 269c 17.7 123.28 <0.001

Doctor 5268 66.6 426a 62.6 1052ac 64.8 856a 63.5 1043b 73.5 820a 62.8 1071bc 69.7 58.04 <0.001

Nurse 2514 32.1 215ad 31.8 482a 29.9 255b 19.3 394a 28.1 586c 45.2 582d 38.1 241.90 <0.001

Dietician or nutritionist 2195 28.0 213ad 31.5 462acd 28.7 452a 34.0 319b 22.8 320bce 24.7 429de 28.1 54.27 <0.001

Mental health professional
(psychologist, social worker, therapist)

921 11.8 88a 13.0 182a 11.3 159a 12.0 168a 12.0 143a 11.0 181a 11.9 2.18 0.823

General community members 4681 59.5 485a 71.5 1083ad 67.0 675b 50.7 690b 49.2 770c 59.0 978cd 64.0 195.24 <0.001

Sales clerk at a store 4318 54.9 428a 63.1 963a 59.3 758ac 56.8 806a 57.4 582b 44.8 781c 51.2 98.11 <0.001

Servers at restaurants 2187 27.9 199adf 29.4 540ab 33.5 227c 17.1 391df 27.9 330de 25.5 500bf 32.8 125.26 <0.001

Other 438 12.0 39ab 13.4 71ab 10.7 90a 15.8 107ab 13.7 61b 8.6 70ab 11.2 19.43 0.002

Values within the same row not sharing the same letter are significantly different from each other at p ≤ 0.001.
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management. Overall, there were more similarities than dif-
ferences in the nature of people’s experiences of weight
stigma across the six countries in this study. More than half
of participants (55.6–61.3%) across countries reported
experiencing some form of weight stigma. Weight-based
teasing was most common (reported by over half of partici-
pants), and approximately one-third of participants reported
mistreatment and/or discrimination across countries. The
prevalence of weight discrimination reported in these sam-
ples (25.3–35.2%) is higher than prevalence rates docu-
mented in previous single-country studies using general
population samples, including research from the US [3, 32],
Canada [33], Germany [34], and the UK [35], but similar to
other US studies including women in the population-based
CARDIA study [36] and among adults seeking weight loss
treatment [37], and lower than the prevalence of weight
discrimination reported in US [38] and German [16] samples
of adults with obesity. Additionally, rates of weight stigma
(e.g., being teased by others) reported across the six countries
are somewhat similar to stigmatizing experiences docu-
mented in previous US studies using community samples
[11, 39], and lower than weight stigma reported in samples of
adults with higher levels of obesity [38, 40]. Rates of all
forms of weight stigma were highest in Canada (significantly
higher than France), which contrasts with limited evidence
from Canada suggesting particularly low prevalence rates of
weight discrimination in this country [33]. The lack of
research in general documenting prevalence rates of weight
stigma and discrimination in other countries precludes addi-
tional comparisons to contextualize the current study find-
ings, and highlights the need for more work to better
understand the prevalence of these experiences across dif-
ferent samples and countries.

Across all six countries, participants with higher BMI were
significantly more likely to report weight-stigmatizing
experiences than individuals with lower BMI. This finding is
consistent with prior US, Canadian, and German studies
documenting experiences of weight stigma and discrimination
to be most pronounced among adults in higher weight cate-
gories and younger age [3, 33, 34, 38]. Across countries, the
initial onset of stigmatizing experiences most commonly
occurred in adolescence followed by childhood, and stigma-
tizing experiences were more frequent during these time per-
iods of youth than later in adulthood. Additionally, participants
across all countries reported that distress associated with
weight stigma experiences was most prominent in childhood
and adolescence. Collectively, these findings suggest that
childhood and adolescence are time periods of heightened
vulnerability for both experiences and distress related to
weight stigma. Given longitudinal evidence that experiences of
weight teasing in early adolescence can have long-term con-
sequences for maladaptive eating behaviors and weight gain in
adulthood [41], the present findings suggest that more cross-

country research is warranted to examine the impact of early
experiences of weight stigma on health behaviors and out-
comes among adults engaged in weight management.

In general, few cross-country differences emerged in the
frequency of weight stigma experiences in various life
stages. This consistency is interesting given differences in
obesity prevalence rates across the six countries, ranging
from 23% (France) to 37% (US). However, there were some
exceptions to this finding. First, in the unadjusted models,
participants from Australia, Canada and the US reported
more frequent weight stigma in young adulthood compared
to participants from France, although these differences were
no longer significant after covariates were accounted for.
Nevertheless, it would be informative for future work to
examine factors that might increase the frequency of
experiencing weight stigma in early adulthood in these
different cultures, such as societal/media messages about
body weight targeting young adults. Second, unadjusted
associations indicated that participants in Germany reported
a higher frequency of weight stigma across their whole life
compared to the other five countries, but they also reported
the lowest distress associated with stigma compared to
participants in those countries. These findings are puzzling,
particularly in light of a recent comparative study of weight-
biased attitudes in the US and Germany, which found that
public weight stigma was significantly more pronounced in
the US compared to Germany [14]. Lower ratings of
stigma-related distress in Germany could also reflect a
cultural tendency to rate negative emotions with less
intensity and downplay distress. For example, one recent
cross-cultural study found that adults in Germany were
more likely to believe that mental illnesses should be kept
secret, compared to those in the US and Iceland [42]. It is
also possible that there is an effect of participating in the
WW program, which offers content and techniques on
weight independent self-esteem, dealing with weight
stigma, and other mindset topics. Examining possible rea-
sons for our results will require additional cross-country
comparisons, including exploration of possible mechanisms
that might increase resiliency against distress in the face of
weight stigma among individuals with high body weight,
such as having a higher core self-evaluation and/or lower
internalization of weight stigma [43].

Finally, it is noteworthy that such high percentages of par-
ticipants in each country reported experiencing weight stigma
from family members (76.0–87.8%), classmates (72.0–80.9%),
doctors (62.6–73.5%), co-workers (54.1–61.7%), and friends
(48.8–66.2%). This suggests that, across countries, adults
engaged in weight management face weight stigma in multiple
interpersonal relationships in their lives. These findings
underscore the importance of studying the impact of weight
stigma experienced in different relationships and in different
societal settings, and for targeted efforts to reduce weight
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stigma in these interpersonal domains. Furthermore, given
recent US evidence of associations between specific inter-
personal sources of weight stigma (e.g., family members, co-
workers) and increased self-blame (e.g., internalized weight
bias, which is itself related to maladaptive eating behaviors and
weigh gain [44, 45]) among adults managing their weight and/
or with obesity [23, 46], it will be important to increase
research attention to weight-related health consequences
resulting from stigma in interpersonal relationships among
individuals engaged in weight management.

Limitations

Data in this study relied on self-reported recall of experiences
of stigma and body weight. The cross-sectional data preclude
any causal conclusions about experiences of weight stigma in
this sample. Participants across countries in our study primarily
identified as white women; future international research should
prioritize comparisons of weight stigma in samples with greater
racial/ethnic diversity, and consider the multiple and intersect-
ing layers of stigma that people may face in addition to weight,
including their racial/ethnic identity, religion, gender, or sexual
orientation. As our study focused on Western countries, future
investigation of weight stigma is warranted in Africa, Asia, and
South America where body ideals and other relevant aspects of
culture may differ. The low response rate prevents general-
ization to all WW members and/or those seeking treatment.
Furthermore, while our study compared weight stigma
experiences among adults engaged in weight management, our
sample may not be representative of adults with higher weight
in general. Nevertheless, commercial programs such as WW
are widely used, reaching more people than weight loss treat-
ment programs offered in clinical settings, thus, our findings
may have higher generalizability than tightly controlled clinical
studies with strict inclusion/exclusion criteria. Given the high
percentages of participants across countries who reported
experiencing weight stigma from family members, educators,
health professionals, and employers, it will be important for
future cross-country work to include more comprehensive
measures of weight stigma to assess the nature of these
experiences in different settings. Finally, data collection
occurred during the summer of 2020, several months after the
initial COVID outbreak. While survey questions focused on
participants’ life history of experiences of weight stigma, it is
unclear whether completing a survey during this time period
colored perceptions of past experiences.

Conclusions

Our study provides the first comprehensive comparison of
experiences of weight stigma across multiple countries. In

Australia, Canada, France, Germany, the UK and the US,
weight stigma is a prevalent experience for adults who are
enrolled in weight management. These stigmatizing experi-
ences most commonly involve teasing (but also mistreatment
and discrimination), begin early in life during childhood and
adolescence, and induce distress during those time periods.
Moreover, most participants across these countries experience
weight stigma in multiple and diverse interpersonal relation-
ships, ranging from family members to doctors. Collectively,
these findings indicate more cross-country similarities than
differences in weight stigma experienced by adults engaged in
weight management, and underscore the need for collabora-
tive, multinational initiatives to address weight stigma and
implement supportive interventions to help individuals who
experience weight stigma and its harmful consequences.
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