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Weight Stigma in Men: What, When, and by Whom?

Mary S. Himmelstein 1, Rebecca M. Puhl 1’2, and Diane M. Quinn3

Objective: This study assessed the weight stigma experiences of men, examining characteristics of men
who experienced weight stigma versus men who did not.

Methods: Data from three samples of men were examined (N = 1,513). Sample 1 consisted of men with
obesity at elevated risk for weight stigma. Sample 2 comprised a convenience online panel. Sample 3
included men from a national online panel of US adults. Men in all samples completed almost identical
questionnaires assessing demographics, anthropometrics, weight stigma, and dieting.

Results: Approximately 40% of men reported experiencing weight stigma. Weight stigma was associated
with increased odds of having a BMI consistent with underweight or obesity relative to normal weight.
Verbal mistreatment was the most common form of weight stigma experienced across all life stages for
men. The most common sources of weight stigma were peers, family members, and strangers. Men
reporting weight stigma were younger and less likely to be married, had higher BMIs, and were more
likely to have tried to lose weight in the past year relative to men not reporting weight stigma.
Conclusions: Understanding differences among men as a function of weight stigma is important for

practitioners, as it can identify men who may most benefit from intervention.

Obesity (2018) 00, 00-00. doi:10.1002/0by.22162

Introduction

Experiencing weight stigma undermines health by contributing to
obesity (1,2), metabolic disease (3), psychological disorders (4),
and ultimately mortality (5). Few studies focus on the prevalence
or consequences of weight stigma in men. When men are included
in studies of weight stigma, analyses often focus on women; or
more commonly, gender is included as a demographic control
rather than as a meaningful variable for comparison of weight-
stigmatizing experiences (e.g., as a moderator) (6-9). Further, it is
common for studies involving weight stigma to be limited exclu-
sively to women (4,10-12), but few studies examine weight bias
exclusively in men (13). Indeed, the only sample in this area
exclusive to men examines men’s expressions of weight bias
toward others as a function of sex, race, and body size (13). Thus,
compared with women, less is known about different types of
weight stigma experienced by men (e.g., teasing versus unfair
treatment), the presence of these experiences at different time
periods in men’s lives, whom men perceive to be the most com-
mon perpetrators of weight stigma, or sociodemographic charac-
teristics that may place men at heightened risk for experiencing
weight stigma. Understanding the ways in which weight stigma is
experienced in men is essential for creating effective weight
stigma reduction interventions and for improving obesity-related

interventions to help reduce the harmful health consequences of
weight stigma.

Women tend to be a primary focus in weight stigma research
because many studies find higher vulnerability and/or prevalence of
experienced weight stigma among women compared with men
(7,8,14-16). A recent meta-analysis concluded that among individu-
als with obesity, women report greater prevalence of weight-based
discrimination than men, but findings related to gender differences
are inconsistent at the highest levels of BMI (i.e., class III obesity)
(16). A meta-analysis on weight-based employment discrimination
found that effect sizes may be more similar between men and
women than previously thought, though the gender effects of
weight-based employment discrimination vary based on how weight
is manipulated in experimental studies (17). Regardless of gender
differences in the prevalence of weight stigma, it is important to
meaningfully understand experiences of weight stigma in both men
and women (4,10-12). One reason for these discrepancies may be
that men and women experience weight stigma at different levels of
body weight. Among women, reports of weight stigma tend to fol-
low a linear pattern, with women experiencing more weight stigma
as they move into higher BMI categories (7,18,19). Conversely, the
trajectory for men may be quadratic, or U-shaped, with men
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experiencing the greatest sigma at BMI levels consistent with under-
weight or obesity (18,19).

Self-perceptions of weight also differ between men and women, which
can be important for reports of weight-stigmatizing experiences. Rela-
tive to women, men perceive themselves as being overweight at a
higher BMI (20). Some evidence shows that women perceive them-
selves as overweight at a BMI of 23.7, which is inconsistent with clin-
ical definitions of overweight, whereas men’s perceptions of over-
weight are more aligned with clinical guidelines (20,21). Among men,
self-perception of weight (e.g., perceiving oneself with overweight or
obesity) predicts increased reports of weight-based discrimination (14).

Improving our understanding of weight stigma among men can also
provide insights about how weight stigma experiences may exacer-
bate men’s health in similar or unique ways relative to women. Con-
siderable literature demonstrates links between weight stigma and
negative health outcomes in women (10,22,23); however, less
research examines the extent to which men face similar health con-
sequences. Some research reports that men feel more control over
their body weight relative to women (24,25), yet prospective
research shows that perceived weight discrimination in adulthood
predicts obesity and weight gain over time, not only in women but
also in men (2). Recent research demonstrates longitudinal associa-
tions between weight-based teasing in adolescence and increased
maladaptive eating behaviors and obesity 15 years later for both
women and men (26). In addition, two longitudinal studies examin-
ing the impact of perceived weight discrimination (independent of
other forms of discrimination like sexism and racism) on obesity
and mortality found no gender differences in the impact of weight
stigma on poor health outcomes over time (2,5). Thus, obtaining a
more comprehensive understanding of the nature and extent of
weight stigma experienced by men may provide important insights
about their weight-related health that typically receive less consider-
ation in obesity-related discourse and intervention. In particular,
identifying the time periods in life when men are most vulnerable to
weight stigma, and the types of weight stigma they experience from
different people, could inform research about their potential risk of
health consequences emerging from these experiences.

To begin to address these gaps in the literature, the present study
aimed to provide a comprehensive analysis of weight stigma in men
to identify the prevalence and nature of their weight-stigmatizing
experiences. Using three samples of men, including (1) members of
the Obesity Action Coalition (OAC) with obesity (i.e., men involved
in obesity-related advocacy), (2) a convenience online panel sample
from Mechanical Turk (M-Turk), and (3) a national online panel,
our study reflects the first, to our knowledge, systematic assessment
of experienced weight stigma exclusively among men. Although the
national sample is the largest and most representative of the three
included samples, Sample 1 and Sample 2 were included because
each makes a unique contribution to this literature. Sample 1 was
included because prior research with female members of the OAC
suggests that they experience higher rates of weight stigma com-
pared with the general population (11); although this sample is
small, it represents a unique sample of men with obesity, which
may be helpful for comparison with samples of men seeking treat-
ment or struggling with obesity. M-Turk (Sample 2) is increasingly
used in studies involving obesity and weight bias; thus, this panel
sample can provide a useful point of comparison for research in this
area (27-29). Because these three samples are distinct, we compared

them on all key variables before combining them to examine differ-
ences based on weight stigma experiences. Focal analyses examined
what kinds of weight stigma are most common for men, when men
are most likely to experience weight stigma during their lives, and
from whom men most commonly experience weight stigma. We
also examined differences in demographics and weight-related char-
acteristics between men reporting experiences of weight stigma ver-
sus those with no history of weight stigma.

Methods

We combined data from three samples in which participants com-
pleted almost identical questions about demographics, anthropomet-
rics, experiences with weight stigma, and weight control behavior.
All procedures were approved by the University of Connecticut
Institutional Review Board. The full sample consisted of 1,513 men,
aged 44.41 years (SD = 15.87), who reported a mean BMI of 27.63
(SD = 6.51). Participants identified as White (57.7%), Hispanic or
Latino (19.7%), Black (14.3%), Asian (6.10%), or other (2.1%).
Tables 1 and 2 provide additional sample characteristics for the
combined sample and each subsample.

OAC sample

Sample 1 included 36 members of the OAC. The OAC is a
national nonprofit organization of more than 54,000 adults who
support individuals affected by obesity through education and
advocacy. Prior work suggests that individuals in this group expe-
rience higher levels of weight bias internalization and perceive
more stigma than the general population (11); thus, this sample
may be useful for comparison with treatment-seeking samples of
men with obesity. In September and October 2015, members of the
OAC were invited to participate in a brief survey if they had previ-
ously reported struggling with their weight in an internal survey of
the OAC’s membership (N =2,663). The consent form described
the study as an investigation about experiences with body weight
and opinions on strategies to reduce stigma toward individuals
with obesity. Participants who completed the survey were given
the option to enter a raffle for $25 gift cards to Amazon.com (11).
The majority (more than 90%) of respondents were women
(N=456), 91% of whom experienced weight stigma (11).
Although the present study included only men, their experiences
with weight stigma may be similarly higher compared with the
general population. Sample methods and recruitment procedures
are reported elsewhere (11).

M-Turk sample

Sample 2 included 233 individuals recruited from M-Turk. M-Turk
is a convenience online panel increasingly used by many researchers
in social science; we included this sample as an additional compari-
son group that can provide a useful reference for future work on
weight bias for researchers using this online panel. M-Turk is as
reliable and diverse as similar online panels; prior work suggests
that it is adequate for studies measuring attitudes related to body
weight (27,28). In September and October 2016, participants com-
pleted a brief online survey in exchange for $0.75, which is typical
for M-Turk compensation of similar-length surveys (27). As in the
OAC sample, the consent form described a study about experiences
with body weight and opinions on strategies to reduce stigma toward
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TABLE 1 Differences in demographics and anthropometrics by sample
SSi
Full sample OAC M-Turk (N=1,244
(N=1,513) (N =36 men) (N =233 men) men)
M SD M SD M SD SD F df P
Age 44.41 15.87 53.78° 8.88 37.03° 11.04 45.52° 16.35 35.98 2, 1,497 < 0.001
Current BMI 27.63 6.51 36.26° 9.45 27.30° 6.20 27.45° 6.29 33.89 2, 1,511 < 0.001
Highest-ever BMI 30.52 8.14 47.87° 11.42 30.54° 8.19 30.01° 7.43 89.49 2,1,423 < 0.001
OAC M-Turk SSi
Full sample (N=236 (N=1233 (N=1,244
(N=1,513) men) men) men)
N % N % N % N % 22 df P
Race 100.20 8 < 0.001
White 873 57.7 31 86.1 190 81.5 652 52.4
Black 216 14.30 3 8.3 11 4.7 202 16.2
Asian 93 6.10 0 0 19 8.2 74 5.9
Hispanic/Latino 298 19.70 2 5.6 8 3.4 288 23.2
Other 32 210 0 0 5 2.1 27 2.2
Education 24.48 6 0.001
High school 212 14 1 2.8 19 8.2 192 154
Some college 430 28.4 13 36.1 76 32.6 3 27.4
College 563 37.2 13 36.1 105 451 445 35.8
Postgraduate or higher 303 20 9 25 31 13.3 263 21.1
Income 37.88 8 < 0.001
Under $25,000 221 14.60 9 25.0 40 17.2 172 13.8
$25,000-$49,999 351 23.20 6 16.7 71 30.5 274 22
$50,000-$74,999 324 21.40 8 22.2 64 27.5 252 20.3
$75,000-$99,999 265 17.50 2 5.6 30 129 233 18.7
$100,000 or more 344 22.70 10 27.8 27 11.6 307 24.7
Marriage 46.12 4 < 0.001
Married 775 51.20 25 69.4 84 36.1 666 535
Divorced/widowed/separated 152 10.00 6 16.7 16 6.9 130 10.5
Never married 583 38.50 5 139 132 56.7 446 35.9
Subjective weight 79.42 6 < 0.001
Underweight 100 6.60 1 2.8 16 6.9 83 6.7
About the right weight 636 45.30 6 16.7 103 442 577 46.4
Overweight 623 41.20 13 36.1 96 41.2 514 413
Obesity 100 6.60 15 4.7 17 7.3 68 55
BMI category 45.51 6 < 0.001
Underweight BMI 55 3.60 0 0.0 6 2.6 49 39
Normal weight BMI 476 31.50 5 139 81 34.8 390 314
Overweight BMI 584 38.60 5 139 92 39.5 487 391
Obesity BMI 398 26.30 26 72.2 54 23.2 318 25.6

Superscript letters denote mean differences between the samples. When the letters differ in each row, the means are different. When the letters are the same in each
row, the means are equivalent.
M, mean; M-Turk, Mechanical Turk; OAC, Obesity Action Coalition; SSI, Survey Sampling International.

individuals with obesity. A total of 618 individuals entered the sur-
vey, but 99 were excluded for failing to answer demographic or
anthropometric questions (e.g., sex, height, weight). Of the remain-
ing respondents (males =233, females = 286), our analysis exam-
ined male respondents.

Survey Sampling International sample
Sample 3 included 1,244 men drawn from Survey Sampling Interna-
tional (SSI), a national online survey panel. SSI participants are
compensated with a variety of incentive options for general partici-
pation in the panel. The panel includes more than 2 million active
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research respondents derived from more than3,400 sources and
employs validation processes that compare respondent demographic
characteristics with multiple databases (29). Quotas were established
for sex, income groups, and race, to approximate US Census charac-
teristics. Data collection occurred in July 2015, as part of a larger
online survey on weight and health, reported elsewhere (30). The
consent form described a study related to health behaviors and body
weight. This sample included only the male respondents, who made
up approximately half of the sample.

Measures

Overlapping measures across samples were chosen for their ability
to describe sociodemographic and weight-relevant (e.g., dieting,
weight goals, weight management efficacy) differences between
men reporting weight stigma relative to men who do not. We also
included variables to assess the types and sources of weight stigma
experienced across developmental phases.

Demographics. Participants answered demographic questions to
indicate their age, income, educational attainment, race/ethnicity,
and marital status.

Anthropometrics. All participants indicated their current height
and weight, their highest-ever body weight, and their subjective
weight category. The question on subjective weight asked partici-
pants how they would describe themselves from the following list:
“underweight,” “about the right weight,” “overweight,” or “obese”
(12,31). BMI (kg/mz) was constructed based on self-reported height
and weight. Highest-ever BMI was constructed based on self-
reported highest-ever weight and height. BMI status was stratified
into weight categories according to clinical guidelines from the Cen-
ters for Disease Control and Prevention (31).

<

Experienced weight stigma.
had ever been teased, treated unfairly, or discriminated against
because of their weight using three yes-or-no questions (32). This
measure reflects subjective rather than objective experiences of
weight stigma. If participants indicated “yes” to any of the three
questions, they were prompted with additional questions (modified
from another measure (33)) asking about the phase of life (child-
hood, adolescence, adulthood) of their stigmatizing experiences
using similar language to the initial questions (i.e., “In which
phase(s) of your life have you experienced teasing, bullying, unfair
treatment, or discrimination because of your weight?”). For each
phase of life, participants could choose all that applied from three
general types of stigmatizing incidents they had experienced, which
were described simply as “verbal,” “physical,” or “physical barrier.”
Participants were also asked about sources of their stigmatizing
experiences, including peers, family members (e.g., parent, sibling),
strangers, health professionals (e.g., doctor, nurse), significant
others, bosses, or teachers (34).

Participants indicated whether they

Dieting. Participants reported whether they had dieted in the past
year to intentionally lose weight as well as their current weight
goals (33). Dieting in the past year was assessed using a single yes-
or-no question. Weight goals were assessed using the question
“Which of the following are you trying to do about your weight?”
with the following options: “lose weight,” “gain weight,” “stay the

LLINT3

same weight,” and “I am not trying to do anything about my
weight” (33).

Weight management efficacy. Participants in the OAC and
M-Turk samples completed five items on weight management effi-
cacy from a weight-modified version (35) of the perceived compe-
tence scale (36), which has been used widely in related health
domains, including a large clinical trial on weight loss (35). These
questions were not included in surveys with the national SSI sample.
The questions assessed participants’ confidence in their ability to
lose weight and maintain weight loss over time. Items were scored
on a scale of 1 (not at all true) to 7 (very true). Higher scores indi-
cated greater confidence in their ability to lose weight and keep it
off (combined sample o = 0.93, OAC sample o = 0.90, M-Turk sam-
ple o =0.94).

Statistical analysis

Analyses were performed using SPSS Statistics version 22 (IBM
Corp., Armonk, New York). Before combining the three samples,
we used one-way analyses of variance (ANOVA) and y* tests to
examine differences among the samples (Tables 1 and 2). We used
ANOVA and logistic regressions to examine the effects of weight
stigma on sociodemographic and weight-related variables. Differen-
ces in BMI, age, and weight management efficacy as a function of
weight stigma were tested using ANOVA and by controlling for
sample, BMI (exception BMI model), education, income, and race
(Table 3). Multinomial logistic regression examined odds of mem-
bership in a given category as a function of weight stigma for each
of the following: race, marital status, weight goals, BMI category,
and subjective weight. These analyses controlled for BMI (exception
BMI category model), race (exception race model), income, educa-
tion, and sample. Subjective weight and BMI were treated as nomi-
nal rather than ordinal variables because weight stigma may not
occur in an ordinal fashion for men but may occur in a U-shape
with higher levels among men with underweight and obesity relative
to normal weight or overweight (18,19). Education and income as a
function of weight stigma were examined using ordinal logistic
regression controlling for education (except in the education model),
income (except in the income model), BMI, sample, and race.
Finally, binary logistic regression examined the odds of dieting as
function of weight stigma independent of BMI, income, education,
race, and sample.

Results

Sample differences

Differences between samples are displayed in Tables 1 and 2. Con-
sistent with other studies (27,28), the M-Turk sample was slightly
younger (M-Turk =37.03, SSI =45.52, and OAC=53.78 years old),
had a higher proportion of individuals in the lower two income cate-
gories relative to the other samples (M-Turk = 47.7%, OAC = 41.7%,
SSI=35.8%), had a lower proportion of individuals with a postgradu-
ate education (M-Turk = 13.3%, OAC =25.0%, SSI=21.1%), and
included a larger proportion of individuals who were never married
(M-Turk = 56.7%, OAC = 13.9%, SSI = 35.9%). The SSI sample was
more diverse than other samples (52% White relative to > 80%
White). Both online panels (M-Turk, SSI) had an average current
BMI consistent with “overweight” (M-Turk: mean = 27.30, SSI:
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TABLE 3 Sociodemographic and weight-related differences as a function of weight stigma in men

No stigma Stigma
(N =902) (N=611) ANOVA
M SD M SD F daf P 71,27
Age 46.83 16.43 40.60 14.05 81.14 1,1,474 <.001 0.052
Current BMI 26.49 4.58 29.30 8.27 87.48 1,1,474 <.001 0.056
Highest-ever BMI 28.66 5.48 33.21 10.35 54.27 1,1,395 <.001 0.038
Weight management efficacy 5.33 1.32 492 1.51 1.02 1, 250 313 0.004
No stigma Stigma Multinomial
(N=902) (N=611) logistic regression
N % N % B (OR) P Lower CI Upper CI
Race (ref White) 507 335 366 24.2
Black 128 8.5 88 5.8 0.800 0.195 0.57 1.12
Asian 65 43 28 1.9 0.550 0.016 0.34 0.89
Hispanic/Latino 178 11.8 120 7.9 0.711 0.028 0.53 0.96
Other 23 1.5 9 0.6 0.544 0.419 0.24 1.24
Marriage (ref married) 509 33.6 266 17.6
Divorced/widowed/separated 94 6.2 58 3.8 1.27 0.261 0.835 1.95
Never married 297 19.6 286 18.9 1.32 0.048 1.003 1.73
BMI category (ref normal weight BMI) 318 21.0 158 10.4
Underweight BMI 22 1.5 33 2.2 3.14 < 0.001 1.76 5.61
Overweight BMI 415 27.4 169 11.2 0.82 0.151 0.63 1.07
Obesity 147 9.7 251 16.6 3.37 < 0.001 2.52 4.49
Subjective weight (ref about the right weight) 502 33.2 184 12.2 0.90
Underweight 50 33 50 3.3 2.81 <0.001 1.81 4.36
Overweight 336 22.2 287 19.0 2.32 < 0.001 1.83 2.94
Obesity 14 0.9 86 5.7 14.81 < 0.001 8.13 26.96
Current weight goals (ref doing nothing) 80 53 50 3.3
Lose weight 362 23.9 391 25.8 1.71 0.015 1.11 2.64
Gain weight 237 15.7 74 4.9 0.71 0.159 0.44 1.14
Stay the same weight 216 14.3 93 6.1 0.50 0.500 0.54 1.35
No stigma Stigma Ordinal
(N=902) (N=611) logistic regression
N % N % B (OR) P Lower CI Upper CI
Education 0.27 0.009 0.07 0.48
High school 135 8.9 7 5.1
Some college 242 16.0 188 12.4
College 334 22.1 229 15.1
Postgraduate or higher 188 12.4 115 7.6
Income —0.35 < 0.001 —0.55 —-0.15
Under $25,000 110 7.3 111 7.3
$25,000-$49,999 198 131 153 10.1
$50,000-$74,999 193 12.8 131 8.7
$75,000-$99,999 171 11.3 94 6.2
$100,000 or more 227 15.0 117 7.7
Dieted last year 2.15 < 0.001 1.47 3.16
Yes 431 31.8 469 31.0
No 121 8.0 58 3.8

OR, odds ratio; ref, reference.
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mean = 27.45), while the OAC sample had a mean BMI of 36.26.
Likewise, the highest-ever BMI category for both online samples
(M-Turk, SSI) was consistent with obesity (~30), while the highest-
ever BMI for the OAC sample was consistent with class III obesity
(47.87). The OAC sample was more likely to perceive themselves as
having obesity (41.7% in OAC vs. 5%-7% in M-Turk and SSI) and
more likely to have a BMI consistent with obesity (OAC = 72.2% vs.
23%-27% in M-Turk and SSI) relative to the other two samples.

Table 2 shows sample differences in weight stigma and dieting vari-
ables. Approximately 38% of the SSI sample and 44.2% of the M-
Turk sample reported experiencing weight stigma, compared with
91.7% of the OAC sample. Teasing was the most common form of
weight stigma reported, followed by unfair treatment and discrimina-
tion. About half of men in both online samples (M-Turk, SSI) were
currently trying to lose weight, versus 77.8% of men in the OAC
sample. Most men in the SSI and OAC samples reported dieting in
the past year, compared with fewer men in the M-Turk sample
(60% vs. ~90% in the SSI and OAC samples). No differences in
weight management efficacy emerged between the OAC and M-
Turk samples; these questions were not asked of the SSI sample.

Differences in experienced weight stigma

Table 3 summarizes differences between men who reported weight
stigma versus those who did not across all samples. Independent of
BMI, sociodemographics, and sample, men who experienced weight
stigma were younger (40.60 vs. 46.83) and had lower income
(= —0.35, P <0.001) but had higher levels of education (f = 0.27,
P =0.009). Independent of sample, BMI, and sociodemographics,
men reporting weight stigma (relative to no weight stigma) were
less likely to be married (17.6% vs. 33.6%) and less likely to iden-
tify as Asian (1.9% vs. 4.3%) or Hispanic/Latino (7.9% vs. 11.8%),
relative to identifying as White.

Compared with men with no history of weight stigma, those who
experienced weight stigma had a higher current BMI (29.30 vs.
26.49) and a higher highest-ever BMI (33.21 vs. 28.66), and they
were 2.32 times more likely to perceive themselves as having
“overweight” and 14.81 times more likely to perceive themselves as
having “obesity,” relative to perceiving themselves as being “about
the right weight.” These men were also more likely to have a cur-
rent BMI consistent with obesity (16.6% vs. 9.7%) or underweight
(22% vs. 1.5%) relative to normal weight and were 1.71 times
more likely to be trying to lose weight relative to doing nothing
about their weight; experiencing weight stigma was associated with
2.15 greater odds of dieting during the past year. No differences
emerged in weight management efficacy as a function of weight
stigma when controlling for BMI, sample, and sociodemographics.

Characteristics of weight stigma experiences

As depicted in Table 4, men who experienced weight stigma were
most vulnerable to these experiences in adolescence (58.9%), fol-
lowed by childhood (52.0%) and adulthood (37.5%). Verbal mistreat-
ment was the most common form of weight stigma reported, regard-
less of age (childhood = 49.6, adolescence = 54.0, adulthood = 37.5).
Physical mistreatment was more common in childhood and adoles-
cence (19.3% in adolescence and 19.0% in childhood) than adulthood
(7.2%), and weight stigma in the form of physical barriers (e.g., med-
ical facilities lacking appropriately sized medical equipment for

Obesity

patients with high body weight) was uncommon at every stage of life
(7.7% in childhood, 6.2% in adolescence, and 7.9% in adulthood).
The most common sources of weight stigma across developmental
periods were peers (61%), family members (41.7%), and strangers
(35.7%).

Discussion

This study provides a needed systematic assessment of weight
stigma experienced by men in three unique samples: a sample with
obesity at heightened risk for weight stigma, a convenience online
panel, and a national sample. A substantial proportion of men
reported experiencing weight stigma, and a greater proportion of
men reported weight stigma at BMIs consistent with underweight or
obesity relative to normal weight. Although prior research suggests
that women experience more weight stigma than men (7,8,14,37),
our results suggest that rates of experienced weight stigma among
men in this sample (40%) mirror several national samples in which
40% to 44.6% of individuals in the United States experienced
weight stigma, regardless of gender (2,5,30). Thus, the present find-
ings lend support for increased research to examine men’s experien-
ces of weight stigma beyond a comparison or control group to
describe women’s weight stigma experiences.

Our study identified several demographic and anthropometric differ-
ences that may put men at increased risk for experiencing weight
stigma. Specifically, younger, never-married men with higher levels
of education, lower income, current obesity or underweight, or a his-
tory of high body weight were more likely to report experiences of
weight stigma. Further, men reporting weight stigma were more
likely to have dieted in the past year and to report currently trying
to lose weight, although no differences emerged for weight manage-
ment efficacy when controlling for BMI and sociodemographic char-
acteristics. Given heightened weight loss efforts in men experiencing
weight stigma, there may be opportunities for supportive clinical
intervention to help men cope with weight stigma as part of weight
management or weight loss programs. This is particularly important
given that prior work suggests that men tend to cope with weight
stigma via eating (30). These results also highlight a group of men
(younger men, with high levels of education but relatively lower lev-
els of income, with a history of high body weight) who may be more
at risk for experiencing weight stigma. Understanding how men differ
on sociodemographic characteristics is important for designing effec-
tive interventions. Supporting men and helping them adopt effective
coping strategies to deal with experienced weight stigma may help
buffer against otherwise adverse health behaviors or outcomes that
can arise from weight stigma.

The present findings suggest that a larger proportion of men experi-
ence weight stigma at both ends of the BMI spectrum at levels of
underweight and obesity relative to normal weight and overweight.
Although the percentage of men reporting weight stigma increased
with BMI category, the proportions within each BMI category var-
ied, such that more men with underweight BMIs reported weight
stigma versus no weight stigma. Likewise, more men with obesity
reported weight stigma relative to no weight stigma. BMIs consist-
ent with normal weight and overweight showed the opposite pattern;
a greater proportion of men in both of these respective categories
reported no weight stigma. This pattern of effects needs more
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TABLE 4 Types and perpetrators of weight stigma across age
periods among men reporting any weight stigma (N =611)

n %
Reports of weight stigma
Childhood 318 52.0
Adolescence 360 58.9
Adulthood 229 37.5
Type of weight stigma: childhood
Verbal 303 49.6
Physical 116 19.0
Physical barrier 47 7.7
Type of weight stigma: adolescence
Verbal 330 54.0
Physical 118 19.3
Physical barrier 38 6.2
Type of weight stigma: adulthood
Verbal 229 375
Physical 44 7.2
Physical barrier 48 7.9
Weight stigma at any phase
Peer 373 61.0
Significant other 101 16.5
Family member 255 1.7
Stranger 218 35.7
Health professional 63 10.3
Teacher/boss 105 17.2
Weights stigma in childhood
Peer 202 33.1
Significant other 36 59
Family member 138 22.6
Stranger 115 18.8
Health professional 33 5.4
Teacher/boss 45 7.4
Weights stigma in adolescence
Peer 230 37.6
Significant other 43 7.0
Family member 133 21.8
Stranger 127 20.8
Health professional 30 49
Teacher/boss 55 9.0
Adulthood
Peer 125 20.5
Significant other 50 8.2
Family member 99 16.2
Stranger 93 15.2
Health professional 40 6.5
Teacher/boss 58 9.5

research in men and women, as this may be a key gender difference
in weight stigma. These results provide initial evidence to support
the theory that men experience a quadratic or U-shaped relationship
with weight stigma (18,19), while women tend to experience weight
stigma in a linear fashion (i.e., weight stigma increases as BMI

increases). Men may experience less weight stigma at levels consist-
ent with overweight because they perceive themselves as being over-
weight at higher levels of BMI relative to women. Research on
weight stigma in individuals with underweight BMIs is lacking in
the broader weight stigma literature, and the current findings suggest
that examining this issue in men is warranted. While the overall per-
centage of men with underweight BMIs reporting weight stigma was
low in this sample, the portion of men with underweight BMIs was
also fairly low.

Men reported experiencing weight stigma the most during adoles-
cence, but they experienced multiple forms of weight stigma from
multiple sources at several phases of life. Men in this study
reported weight-based teasing as the most common type of weight
stigma they experienced, followed by unfair treatment and discrim-
ination, which mirrors research involving weight stigma in women
(11,30). Men also reported verbal mistreatment as the most com-
mon form of weight stigma across life phases. The most common
sources of weight stigma were family members, peers, or strangers.
These findings demonstrate that men may experience similar rates
of weight stigma from sources similar to those reported by women
(38), which highlights the need for inclusion and closer examina-
tion of men in the broader weight stigma literature. For example,
in light of the high rates of weight-based teasing and interpersonal
sources of weight stigma reported by men in our study, an impor-
tant area for weight stigma reduction for men should focus on
interpersonal relationships, to help increase awareness of weight
stigma and teasing and its harmful consequences for men, not just
women. Furthermore, the extent to which men experience the same
psychological, behavioral, and physiological health consequences
of weight stigma as women warrants increased attention in future
research in men.

Several limitations of this study should be noted. While the sample
of OAC members provides an important and unique opportunity to
examine men who may be at heightened risk of weight stigma, this
sample is small and not necessarily generalizable to larger groups of
men with obesity. The M-Turk sample, though comparable to other
online samples, is a convenience sample; users of M-Turk tend to
be younger, more educated, and underemployed relative to other
national samples (28). Still, the M-Turk panel is becoming a com-
mon data source of participants for researchers and has been previ-
ously used for studies involving self-reported height and weight
(28,39). Our measures relied on retrospective reports of experienced
weight stigma, and BMI relied on self-reports of height and weight,
though self-reports have been shown to be adequate and comparable
to measured height and weight (40). Because of the retrospective
nature of the reports, we did not examine these variables beyond
simple descriptions. Future work should provide a more comprehen-
sive examination of developmental periods at which men are most
vulnerable to weight stigma and examine what, if any, effects expe-
riencing weight stigma at different time points might have on future
health outcomes. The types of stigmatizing incidents assessed were
not defined beyond the following terms: ‘“verbal,” “physical,”
“physical barrier.” It is possible that some participants did not
understand the meaning of one or more of these terms, particularly
what constitutes a physical barrier; this could in part reflect the low
response rate to this type of incident. Future research using similar
terms should provide participants with more comprehensive explana-
tions or examples of similar terms.
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Conclusion

This study systematically examined experienced weight stigma
exclusively in men. A substantial portion of men reported experienc-
ing weight stigma. Men were more likely to experience weight
stigma at BMI levels consistent with obesity and underweight rela-
tive to normal weight, with the most common sources being weight-
based teasing from family, peers, and strangers. Men reporting
weight stigma tended to be younger and unmarried with a history of
high body weight. Our findings have implications for targeting
weight stigma reduction, particularly for implementing strategies
that focus on reducing weight stigma in interpersonal relationships.
Given that most men reporting weight stigma in our study were
actively trying to lose weight, our findings also have implications
for weight management and obesity intervention, which provide
important opportunities to address weight stigma in men and help
them effectively cope with these experiences. This study highlights
the importance of recognizing men as common targets of weight
stigma and the importance of including men in studies of weight
stigma as a vulnerable population rather than a comparison group.O
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