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Abstract

Objective: Family-based weight stigma can be expressed as criticism, judgment,

teasing, and mistreatment by family members because of an individual’s body weight.

The current study compared the prevalence and psychosocial correlates of family-

based weight stigma among adult members of a weight-management program living

in Australia, Canada, France, Germany, the UK, and the US.

Methods: Participants (N = 8100 adults who reported having ever experienced

weight stigma; 95% female; 94% White) completed an identical online survey in their

country’s dominant language that assessed their experiences of weight stigma from

16 different family member sources, as well as internalized weight bias, body image,

eating behaviors, perceived stress, and self-rated health.

Results: Family-based weight stigma, especially from mothers (49%-62%), spouses/

romantic partners (40%-57%), and fathers (35%-48%), was highly prevalent across coun-

tries. Weight stigma from one’s immediate family members was associated with indices

of poorer psychosocial health across the six countries (β coefficients = j0.08-0.13j).
Conclusions: Findings highlight the need for weight stigma-reduction efforts to help

family members distinguish between supportive, encouraging discourse and potentially

weight-stigmatizing communication. Future research should examine the prevalence and

correlates of family-based weight stigma in more diverse community samples, including

among racially/ethnically and gender diverse adults, and in non-Western countries.

INTRODUCTION

Weight stigma, the social devaluation of individuals with higher body

weight, is present worldwide [1, 2]. Family members are common

sources of weight stigma in the United States (US) [3, 4], and experi-

ences of family-based weight stigma have been linked to adverse

health consequences [3, 5–7]. Family-based weight stigma can occur

as stereotyping, teasing, name-calling, criticism, rejection, or hostile

treatment [8, 9]. Approximately one-third of youth (14%-38%) [5, 10–

12] and adults [13, 14] in community samples (primarily in the US)

report experiencing weight teasing or hurtful weight comments from

family members. Individuals with high body weight and those engaged

in weight-management programs—potentially overlapping characteris-

tics—report high rates of family-based weight stigma [4, 7, 15–17], with

as many as 72% of adults with high weight reporting experiences of

weight stigma from family members [4]. For adults engaged in weight

management, family-based weight stigma may be particularly salient,

especially given prior research documenting higher levels of internalized
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weight bias among adults trying to lose weight [18], and longitudinal evi-

dence that family-based weight stigma predicts increased dieting [11].

Cross-sectional research in the US has identified adverse health

correlates of family-based weight stigma, including unhealthy and

extreme weight-control behaviors, binge eating, body dissatisfaction,

depressive symptoms, poor self-esteem, and weight-bias internaliza-

tion (WBI) among youth and adults [3, 5–7]. Longitudinal evidence

from the US-based Project Eating and Activity over Time (EAT) cohort

study highlights the enduring consequences of family-based weight

stigma experienced in adolescence, which predicts more body dissat-

isfaction, eating to cope, weight gain, and unhealthy weight-control

behaviors in adulthood [11, 12].

Despite mounting evidence that family-based weight stigma is harm-

ful, several key gaps in knowledge persist. A common limitation of exist-

ing studies is grouping family members together, asking participants

about their experiences with weight stigma from “family members” in

general [3, 5, 14, 19], or collapsing family members into large groups

(e.g., “extended family members”) [7, 15]. Approaches that collapse fam-

ily member sources into groups may obscure key differences in manifes-

tation and consequences of weight stigma across specific family member

sources, as well as the potentially compounding effects of weight stigma

from multiple distinct family member sources [13]. Weight stigma from

family members may manifest differently and be differentially harmful

depending on factors such as family member proximity, gender, and

power dynamics (e.g., weight stigma from a mother vs. a male cousin).

Indeed, in a recent qualitative study, US women engaged in weight man-

agement retrospectively described experiences with family-based weight

stigma that varied in form, prevalence, and salience depending on the

specific family member source of the stigma [20].

However, little quantitative work has examined the prevalence and

impact of weight stigma from distinct family members, particularly from

specific family members other than parents. Among the few studies that

do examine the prevalence of weight stigma by specific family member

sources, parents and romantic partners/spouses emerge as among the

most common sources [4, 13, 20]. For instance, in a study of adults with

overweight or obesity, 53% reported maternal weight stigma, 47%

reported spousal weight stigma, and 44% reported paternal weight stigma

[4]. Comparatively, weight stigma from daughters, sons, brothers, and sis-

ters was less frequent (18%-37%), and participants did not report on their

extended family members [4]. Improving understanding of the prevalence

and health correlates of weight stigma enacted by specific family mem-

bers, including extended family members, can inform family-based educa-

tional efforts to reduce harmful weight-related communication by

identifying familial relationships that may be most imperative to target.

Additionally, most research on family-based weight stigma to date

has been conducted in the US [7, 15]. However, contextual and cul-

tural factors may influence the prevalence and consequences of

family-based weight stigma across different countries. Factors that

may affect experiences of weight stigma from different family mem-

bers (e.g., proximity, power dynamics) may not be equivalent across

cultural contexts. For example, extended family members

(e.g., grandparents) take on different roles across cultural contexts [21,

21, 22]; findings from one study suggest that more grandparents

provide regular childcare in “pro-traditional” countries (e.g., Germany)

than “pronatalist” countries (e.g., France) [22]. In cultures in which

extended family members’ roles are more prominent, weight stigma

from these sources may be more common. Furthermore, cross-

country variation has been documented with respect to sociocultural

beliefs and attitudes that may be related to family-based weight

stigma, including body-shape ideals [23], levels of weight bias [1], and

WBI [24]. Levels of weight bias can vary even across Western, indus-

trialized, and democratic countries, with more implicit weight bias

reported in Germany and France than in the United Kingdom (UK) or

the US, and more explicit weight bias in France than in Germany, the

UK, or the US [1]. Given these cultural nuances, findings from studies

of family-based weight stigma conducted in the US may be limited in

their generalizability to other countries—even other Western coun-

tries. Accordingly, cross-national comparisons of the prevalence and

consequences of weight stigma from specific family member sources

Study Importance

What is already known?

• Research, conducted primarily in the US, highlights the

prevalence and health repercussions of family-based weight

stigma for youth and adults. However, little is known about

the prevalence and psychosocial health correlates of weight

stigma from specific family member sources and how rates

and correlates compare across countries.

What does this study add?

• Findings from the current study indicate that family-

based weight stigma, especially from mothers (49%-62%),

spouses/romantic partners (40%-57%), and fathers (35%-

48%), was highly prevalent in Australia, Canada, France,

Germany, the UK, and the US.

• Weight stigma from immediate family members was asso-

ciated with indices of poorer psychosocial health across

the six countries (β coefficients = j0.08-0.13j).

How might these results change the direction of

research or the focus of clinical practice?

• Future cross-national examination of family-based weight

stigma is warranted, as is further research to better under-

stand the cultural mechanisms driving differences across

countries. Future work should prioritize enumeration of

specific family member sources, including those outside of

one’s immediate family, to learn more about the phenome-

non of weight stigma in diverse family relationships.

• Weight-management programs should teach family mem-

bers strategies to engage in supportive communication.
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are warranted to advance our understanding of family-based weight

stigma around the world and to inform collective initiatives to address

weight stigma.

The current cross-national study examines the prevalence of

weight stigma from specific family member sources, as well as health-

related correlates of family-based weight stigma, among adults engaged

in weight management who have ever experienced weight stigma or

discrimination. This study builds upon recent analyses conducted with

the same overall sample which document differences in prevalence and

correlates of experienced and internalized weight stigma cross-

nationally [2, 25, 26]. Given the prevalence of family-based weight

stigma among individuals with high weight and adults engaged in weight

management [4, 7, 16, 17], the current study aimed to assess the rela-

tive 1) prevalence of weight stigma from specific family member

sources, and 2) associations among specific family member sources of

weight stigma and different health correlates for adults who have ever

experienced weight stigma or discrimination. As a secondary research

aim, we tested the hypothesis that experiencing weight stigma from a

greater number of family member sources would be associated with

worse psychosocial health across the six countries.

METHODS

Participants and procedures

Participants were adult members of WeightWatchers (WW) in six coun-

tries (Australia, Canada, France, Germany, the UK, and the US) surveyed

between May and July 2020 [2]. Participants were recruited from these

six countries because each had a WWmembership large enough to facili-

tate recruitment of at least 1000 eligible participants. Email invitations to

an anonymous, voluntary, online Qualtrics survey, advertised as a “survey
to learn more about people’s experiences related to body weight and

health, including social experiences and challenges,” were sent to

1,752,756 randomly selected members of WW in these six countries. For

participants in France and Germany, English surveys were translated into

French or German, respectively, and back translated by a professional

translation services company [27], and all surveys were piloted prior to

data collection. Recruitment was simultaneous, with identical procedures

across countries. Participants were not compensated for participation.

Study procedures were approved by the University of Connecticut insti-

tutional review board.

Response rates were similarly low across the six countries (3.8%-

5.9%). Of the 23,416 WW members who received a survey invitation,

provided informed consent, and entered the survey, a total of 13,996

individuals met the broader study inclusion criteria (Australia: n = 1245;

Canada: n = 2708; France: n = 2510; Germany: n = 2613; the UK:

n = 2305; and the US: n = 2615). Additional details regarding study

methods and demographic/anthropometric characteristics of participants

in the final sample have been reported elsewhere [2, 25, 26].

The current study focuses on a subsample of 8100 participants

(57.9% of the total sample) who responded “yes” to at least one of

three yes/no questions assessing whether they had ever experienced

stigma, teasing, or discrimination because of their weight [7]. Only

those participants who reported having experienced weight stigma,

teasing, or discrimination were presented with survey items specific

to family-based weight stigma. Participants in this analytic subsample

were younger (mean [M]age = 50.6 years, standard deviation

[SD] = 12.9 vs. Mage = 54.4 years, SD = 12.3; t[13,968] = 17.6,

p < 0.001), had higher body mass index (BMI; MBMI = 32.2, SD = 7.2

vs. MBMI = 28.2, SD = 5.1; t[13,994] = �37.0, p < 0.001), were less

likely to be in a romantic relationship (χ2[1, N = 13,956] = 58.50,

p < 0.001), and were more likely to have a college degree (χ2[1,

N = 13,996] = 15.4, p < 0.001) than participants excluded from the

analytic sample for having never experienced weight stigma, teasing,

or discrimination. There were no sex differences between the two

samples (χ2[1, N = 13,996] = 0.03, p = 0.90). Sample characteristics

are provided in Table 1.

Measures

Demographic and anthropometric characteristics

Participants self-reported their age, sex assigned at birth, height and

weight (used to tabulate BMI), education level, and relationship status.

Most participants also reported their race and/or ethnicity (non-

Hispanic [NH] White, NH Black, NH Asian, Hispanic/Latino, other

race/ethnicity, and mixed/multiple races and/or ethnicities) and sexual

orientation (heterosexual/straight, lesbian, gay, bisexual, or “other”
sexual orientation).

Interpersonal sources of weight stigma

Participants who reported ever experiencing weight stigma, teasing,

or discrimination completed the Interpersonal Sources of Weight

Stigma scale, a scale developed and tested in prior studies with adults

engaged in weight management [4, 7]. Participants indicated how many

times in their life they had experienced weight stigma, defined as “teas-
ing, bullying, unfair treatment, or discrimination due to your body

weight” from 16 different family sources, if applicable (e.g., spouse/

romantic partner, brother, aunt; Table 2) on a 4-point scale (0= “Never,”
1= “Once in your life,” 2= “More than once in your life,” 3= “Multiple

times”). Because this measure did not assess perceived severity of expe-

riences of weight stigma, and given evidence that internalization of

stigma can impact health independent of how much weight stigma is

experienced [28], participants were dichotomized as either having ever

(=1) or never (=0) experiencedweight stigma from each family member.

WBI

Participants’ WBI was measured using the 10-item Modified Weight

Bias Internalization Scale (WBIS-M) [29], which assesses the extent to

which individuals endorse and apply negative weight stereotypes to

FAMILY-BASED WEIGHT STIGMA IN SIX COUNTRIES 1669
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themselves and engage in self-devaluation because of their weight

(e.g., “My weight is a major way that I judge my value as a person”)
using a 7-point scale (1 = “Strongly disagree” to 7 = “Strongly agree”)
[30, 31]. Higher scores indicate greater WBI (α = 0.89-0.93; see Sup-

porting Information Table S1 for means, SD, and Cronbach α values

overall and by country).

Body image

Participants’ body image was assessed using the “appearance eval-

uation” subscale of the Multidimensional Body-Self Relations

Questionnaire [32]. This subscale includes seven items, such as “I
like my looks just the way they are,” and uses a 5-point scale

(1 = “Definitely disagree” to 5 = “Definitely agree”). Higher scores

indicate better body image (α = 0.82-0.86; Supporting Information

Table S1).

Eating to cope

Participants’ eating to cope with life stress and/or negative affect was

assessed using the “coping” subscale of the Motivations to Eat Scale

[33]. Participants responded to five items regarding the frequency

with which they eat in response to stress, negative affect, or boredom,

such as “How often do you eat because you’re depressed or sad?”, on
a 6-point scale (0 = “Never” to 5 = “Always”). Higher scores indicate

more frequent eating to cope (α = 0.89-0.92; Supporting Information

Table S1).

Stress

Participants’ stress was assessed using the Perceived Stress Scale

4 [34]. Participants responded to four items such as “In the last month

how often have you felt difficulties were piling up so high that you

could not overcome them?” on a 5-point scale (0 = “Never” to

4 = “Very often”). Higher scores indicate higher stress levels

(α = 0.76-0.81; Supporting Information Table S1).

Health-related quality of life

Participants’ mental health-related quality of life and physical health-

related quality of life were assessed using the Short Form Health Sur-

vey (SF-12) [35]. This 12-item survey includes two component sum-

mary scales asking about participants’ mental and physical health

during the past 4 weeks [35]. The scales are tabulated and standard-

ized based on population norms; scores are transformed to a 0 to 100

scale, in which 50 represents the population mean and higher scores

indicate better health-related quality of life (Supporting Information

Table S1) [35].

Plan for analysis

Statistical analyses were conducted using SPSS Statistics version 27

(IBM Corp.) software. To reduce the chance of type I error given the

large sample size, statistical significance was defined a priori at

p ≤ 0.001 [36, 37]. Rates of missing data were ≤1.5% across all

T AB L E 2 Multinational comparisons of prevalence of family-based weight stigma experiences

Total analytic sample
(N = 8100),

% (n)

Australia
(N = 698),

% (n)

Canada
(N = 1660),

% (n)

France
(N = 1396),

% (n)

Germany
(N = 1452),

% (n)

UK
(N = 1336),

% (n)

US
(N = 1558),

% (n)

Any family member 87.3 (7069) 91.0 (635)a,d 89.8 (1491)a,d 84.0 (1172)b,c 81.0 (1176)b 87.6 (1170)a,c 91.5 (1425)d

Mother 55.8 (4521) 60.0 (419)a,c 59.6 (990)a,c 49.1 (686)b 50.3 (731)b 54.6 (729)a,b 62.0 (966)c

Spouse/romantic

partner

49.0 (3969) 56.7 (396)a 50.1 (831)a 44.1 (616)b 40.4 (587)b 54.6 (730)a 51.9 (809)a

Father 43.4 (3514) 47.9 (334)a 46.7 (776)a 35.1 (490)b 42.1 (612)a 42.2 (564)a 47.4 (738)a

Brother 31.0 (2507) 37.0 (258)a,d,e 36.3 (602)a,b 23.2 (324)c 23.3 (339)c 30.2 (403)d 37.3 (581)b,e

Aunt 30.3 (2451) 30.5 (213)a,d,e 32.5 (540)a,b 27.7 (386)a,d,e 31.7 (460)a,c 25.6 (342)d 32.7 (510)b,c,e

Grandmother 28.4 (2304) 27.7 (193)a,b 28.3 (469)a,b 25.4 (354)a 28.0 (406)a,b 28.8 (385)a,b 31.9 (497)b

Sister 28.2 (2286) 35.7 (249)a 32.3 (537)a 22.4 (313)b 24.0 (348)b 26.8 (358)b,c 30.9 (481)a,c

Mother-in-law 26.0 (2110) 26.6 (186)a 26.7 (444)a 26.4 (369)a 26.4 (384)a 25.0 (334)a 25.2 (393)a

Cousin 25.3 (2047) 26.6 (186)a,c,f 29.2 (485)a,b 22.8 (318)c,e 21.9 (318)c,d,e 19.1 (255)e 31.1 (485)b,f

Uncle 19.4 (1570) 18.9 (132)a,c,d 20.4 (338)a,b,c 17.8 (249)a,d,e 22.9 (332)c 15.0 (200)d 20.5 (319)b,c,e

Father-in-law 12.1 (983) 12.6 (88)a 13.6 (226)a 11.1 (155)a 12.8 (186)a 12.2 (163)a 10.6 (165)a

Grandfather 10.3 (832) 11.3 (79)a,b 10.1 (167)a,b 8.5 (119)a 10.3 (150)a,b 9.4 (125)a,b 12.3 (192)b

Son 9.9 (801) 14.5 (101)a 9.0 (150)b 9.7 (136)b 7.7 (112)b 11.2 (149)a,b 9.8 (153)b

Daughter 9.2 (747) 11.9 (83)a 9.2 (152)a,b 8.7 (121)a,b 7.0 (102)b 10.0 (134)a,b 9.9 (155)a,b

Note: Values within the same row not sharing the same letter are significantly different from each other at p ≤ 0.001. Prevalences are among those who

reported ever experiencing weight stigma/teasing/discrimination.
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T AB L E 3 Summary of multivariate linear regression models for family sources predicting psychosocial health

Australia Canada France Germany UK US

Weight bias internalization

R2 0.24* 0.22* 0.13* 0.20* 0.23* 0.26*

ΔR 2 0.03* 0.05* 0.03* 0.06* 0.03* 0.05*

Age −0.16* −0.13* −0.15* −0.17* −0.18* −0.17*

Current BMI 0.36* 0.33* 0.23* 0.32* 0.35* 0.33*

Sex (male)

Female 0.06 0.05 0.05 0.03 0.08* 0.04

Relationship status (not in a relationship)

In a relationship −0.03 −0.10* −0.10* 0.03 −0.01 −0.06

Spouse/partner 0.10 0.12* 0.02 0.11* 0.05 0.07

Mother 0.05 0.10* 0.05 0.07 0.06 0.06

Son 0.02 0.05 0.01 0.05 0.04 0.08*

In‐laws 0.08 0.06 0.10* 0.04 0.01 0.07

Body image

R2 0.29* 0.23* 0.15* 0.23* 0.21* 0.25*

ΔR 2 0.02 0.02* 0.01 0.03* 0.02* 0.02*

Age 0.03 0.10* 0.13* 0.08*

Current BMI −0.43* −0.43* −0.40* −0.43*

Spouse/partner −0.08* −0.11* −0.05 0.04

Son −0.05 −0.03 −0.06 −0.09*

Eating to cope

R2 0.16* 0.12* 0.08* 0.13* 0.14* 0.13*

ΔR 2 0.06* 0.03* 0.02 0.05* 0.03* 0.04*

Age −0.09 −0.09* −0.04 −0.14* −0.10*

Current BMI 0.24* 0.21* 0.22* 0.22* 0.20*

Sex (male)

Female 0.08 0.11* 0.10* 0.11* 0.04

Spouse/partner 0.13* 0.12* 0.09* 0.08 0.06

Mother 0.02 0.10* 0.11* 0.05 0.04

Mental health‐related quality of life

R2 0.16* 0.14* 0.06* 0.07* 0.11* 0.15*

ΔR 2 0.06* 0.04* 0.02 0.04* 0.04* 0.04*

Age 0.25* 0.26* 0.15* 0.19* 0.27*

Current BMI −0.08 −0.05 0.03 −0.10* −0.08

Sex (male)

Female −0.05 −0.08* −0.05 −0.05 −0.01

Spouse/partner −0.10 −0.11* −0.09 −0.12* −0.06

Mother 0.00 −0.11* −0.03 −0.06 −0.11*

Stress

R2 0.13* 0.12* 0.06* 0.08* 0.10* 0.12*

ΔR 2 0.06* 0.03* 0.02* 0.03* 0.03* 0.05*

Age −0.17* −0.24* −0.13* −0.18* −0.16* −0.19*

Current BMI 0.13* 0.08* 0.12* 0.13* 0.11* 0.08

Sex (male)

Female 0.05 0.10* 0.00 0.06 0.08 −0.03

Spouse/partner 0.14* 0.11* 0.05 0.09* 0.08 0.06

(Continues)
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variables (except the SF-12, for which the rate of missingness was

10.9%). First, bivariate correlations were conducted overall and by coun-

try to assess associations among covariates (age, sex, education, relation-

ship status, BMI) and key variables of interest (family member sources of

weight stigma, WBI, body image, eating to cope, stress, and health-

related quality of life). Second, χ2 analyses and post hoc between-coun-

try comparisons were conducted to compare the prevalence of specific

family member sources of weight stigma across the six countries.

Third, to assess associations among specific family member sources

of weight stigma and psychosocial health, five additional hierarchical lin-

ear regressions, one for each outcome variable of interest, were con-

ducted for each country. Three groups of family sources were highly

correlated with one another (all p < 0.001): 1) mother-in-law and father-

in-law (r = 0.78); 2) grandmother and grandfather (r = 0.64); and 3) aunt,

uncle, and cousin (aunt and uncle: r = 0.76; aunt and cousin: r = 0.70;

uncle and cousin: r = 0.65). These family sources were collapsed to form

three groups: parent-in-law; grandparent; and aunt/uncle/cousin. Thus,

family member sources were entered into regression analyses in

10 groups: spouse/romantic partner; mother/stepmother; father/stepfa-

ther; parent-in-law; sister; brother; daughter; son; grandparent; and aunt/

uncle/cousin. In each regression, step one contained covariates, and step

two contained 10 family member sources of weight stigma. Finally, to

assess whether experiencing weight stigma from a greater number of

family member sources was associated with worse psychosocial health,

five hierarchical linear regressions, one for each outcome variable of

interest, were conducted for each of the six countries with covariates

entered in step one and number of family member sources of weight

stigma reported as a continuous predictor in step two. Continuous vari-

ables were mean-centered within countries. Variance inflation factors

for family member sources were all less than 1.5.

RESULTS

Among those participants who reported having ever experienced

weight stigma, at least 81% reported experiencing weight stigma from

family members (Table 2). The most common family member sources

of stigma reported across countries were mothers (49.1%-62.0%),

spouses/romantic partners (40.4%-56.7%), and fathers (35.1%-

47.9%). More than a quarter of the analytic sample reported weight

stigma from female extended family members (e.g., aunts: 25.6%-

32.7%). Rates of weight stigma across family member sources were

generally lowest in France or Germany.

Health-related correlates of specific family sources of
weight stigma

Table 3 summarizes health-related correlates of specific family

sources of weight stigma. Standardized β coefficients are the value by

which the SD of the dependent variable increases with every one-unit

SD increase in the independent variable; values below 0.10 are con-

sidered very small and they should be interpreted with caution [38].

Weight stigma from spouses/romantic partners was associated with

higher WBI among participants in Canada (β = 0.12, p ≤ 0.001) and

Germany (β = 0.11, p ≤ 0.001), but not other countries. Weight stigma

from mothers and sons was linked to WBI only among participants in

Canada (β = 0.10, p ≤ 0.001) and the US (β = 0.08, p ≤ 0.001), respec-

tively. Weight stigma from parents-in-law was positively associated

with WBI among participants in France (β = 0.10, p ≤ 0.001), but not

other countries.

With respect to body image, weight stigma from spouses/

romantic partners was associated with worse body image among par-

ticipants in Canada (β = �0.08, p ≤ 0.001) and Germany (β = �0.11,

p ≤ 0.001). Among US participants (but not other countries), weight

stigma from sons was associated with worse body image (β = �0.09,

p ≤ 0.001). Eating to cope with stress/negative affect was more prev-

alent among participants who reported weight stigma from spouses/

romantic partners and mothers. Weight stigma from spouses/

romantic partners was positively associated with eating to cope for

participants in Australia (β = 0.13, p ≤ 0.001), Canada (β = 0.12,

p ≤ 0.001), and Germany (β = 0.09, p ≤ 0.001), but not in France, the

UK, or the US. Similarly, weight stigma from mothers was positively

associated with eating to cope only in Canada (β = 0.10, p ≤ 0.001)

T AB L E 3 (Continued)

Australia Canada France Germany UK US

Physical health‐related quality of life

R2 0.20* 0.21* 0.14* 0.26* 0.19* 0.16*

ΔR 2 0.01 0.03* 0.00 0.02 0.02 0.01

Age −0.24*

Current BMI −0.35*

Education (no college degree)

College degree 0.10*

Brother −0.10*

Note: Values are standardized betas from second (and final) step of hierarchical linear regressions, if second step was significant at p ≤ 0.001. If step two

was nonsignificant, coefficients are not reported. Only variables significant in at least one country are included.

*p ≤ 0.001.
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T AB L E 4 Summary of multivariate linear regression models for number of family sources of weight stigma variable predicting psychosocial
health

Australia Canada France Germany UK US

Weight bias internalization

R2 0.23* 0.21* 0.11* 0.20* 0.23* 0.25*

ΔR 2 0.02* 0.03* 0.02* 0.05* 0.03* 0.04*

Age −0.14* −0.10* −0.14* −0.15* −0.17* −0.16*

Current BMI 0.35* 0.32* 0.25* 0.32* 0.34* 0.33*

Sex (male)

Female 0.09*

Relationship status (not in a relationship)

In a relationship −0.09*

Number of family sources 0.15* 0.19* 0.12* 0.23* 0.17* 0.21*

Body image

R2 0.27* 0.21* 0.14* 0.21* 0.21* 0.24*

ΔR 2 0.00 0.01* 0.00 0.02* 0.01* 0.01*

Age 0.11*

Current BMI −0.42* −0.42* −0.39* −0.43*

Number of family sources −0.09* −0.13* −0.12* −0.11*

Eating to cope

R2 0.14* 0.10* 0.08* 0.13* 0.14* 0.12*

ΔR 2 0.04* 0.02* 0.01* 0.05* 0.03* 0.03*

Age −0.08* −0.14* −0.13* −0.10*

Current BMI 0.22* 0.20* 0.14* 0.22* 0.21* 0.20*

Sex (male)

Female 0.11* 0.13* 0.11* 0.11*

Number of family sources 0.21* 0.14* 0.12* 0.22* 0.16* 0.19*

Mental health‐related quality of life

R2 0.15* 0.12* 0.05* 0.06* 0.11* 0.14*

ΔR 2 0.03* 0.02* 0.01* 0.03* 0.03* 0.03*

Age 0.24* 0.25* 0.13* 0.13* 0.18* 0.26*

Current BMI −0.09* −0.09*

Sex (male)

Female −0.08*

Number of family sources −0.19* −0.13* −0.12* −0.18* −0.18* −0.17*

Stress

R2 0.11* 0.11* 0.05* 0.07* 0.09* 0.12*

ΔR 2 0.04* 0.02* 0.02* 0.02* 0.02* 0.04*

Age −0.13* −0.22* −0.12* −0.16* −0.14* −0.19*

Current BMI 0.12* 0.13* 0.10* 0.08*

Sex (male)

Female 0.10* 0.08*

Relationship status (not in a relationship)

In a relationship −0.09*

Number of family sources 0.20* 0.14* 0.13* 0.14* 0.15* 0.21*

Physical health‐related quality of life

R2 0.20* 0.20* 0.14* 0.26* 0.18* 0.16*

(Continues)
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and Germany (β = 0.11, p ≤ 0.001). For general perceived stress,

weight stigma from spouses/romantic partners (but no other family

sources) was associated with higher stress among participants in

Australia (β = 0.14, p ≤ 0.001), Canada (β = 0.11, p ≤ 0.001), and

Germany (β = 0.09, p ≤ 0.001).

Weight stigma from two family sources was associated with worse

mental health-related quality of life. Weight stigma from spouses/

romantic partners was associated with worse mental health-related

quality of life among participants in Canada (β = �0.11, p ≤ 0.001) and

the UK (β = �0.12, p ≤ 0.001). Weight stigma from mothers was also

associated with poorer mental health-related quality of life only in

Canada (β = �0.11, p ≤ 0.001) and the US (β = �0.11, p ≤ 0.001).

With respect to physical health-related quality of life, no family

sources of weight stigma were associated with physical health-related

quality of life, with the exception that Canadian participants who

experienced weight stigma from brothers had significantly worse

physical health-related quality of life (β = �0.10, p ≤ 0.001) than their

counterparts who did not experience weight stigma from brothers.

Number of family member sources of weight stigma
and psychosocial health

Table 4 summarizes health-related correlates of the number of family

member sources of weight stigma. Experiencing weight stigma from a

greater number of family member sources was associated with higher WBI

(β coefficients = 0.12 to 0.23, p values ≤ 0.001), more eating to cope

(β coefficients = 0.12 to 0.22, p values ≤ 0.001), worse mental health-

related quality of life (β coefficients=�0.12 to 0.19, p values ≤ 0.001), and

more stress (β coefficients= 0.13 to 0.21, p values ≤ 0.001) in all six coun-

tries and worse body image (β coefficients = �0.09 to �0.13,

p values ≤ 0.001) and physical health-related quality of life (β

coefficients=�0.09 to�0.11, p values ≤ 0.001) in at least three countries.

DISCUSSION

This study is the first, to our knowledge, to compare the prevalence

and psychosocial/health correlates of family-based weight stigma in a

multinational context. Family-based weight stigma was prevalent

among those who reported a history of experiencing weight stigma,

ranging from 81% in Germany to 92% in the US. Consistent with pre-

vious research with adults with high weight in the US [4] and Australia

[13], mothers and spouses/romantic partners were the most common

sources of weight stigma across the six countries, although most fam-

ily member sources, including extended family members, were

reported by at least one-quarter of participants in each country.

Prevalence of weight stigma by extended family
members

A recent US study provided preliminary evidence that extended family

members may be common sources of weight stigma [7]. However, the

current study is the first, to our knowledge, to quantitatively demon-

strate which extended family members are more prevalent sources of

weight stigma, and whether this differs across countries, using a sam-

ple of adults with a history of experiencing weight stigma. Weight

stigma from female extended family members (namely aunts, grand-

mothers, and mothers-in-law) was especially common across coun-

tries, which may be indicative of shared social norms regarding the

acceptability of weight talk among women in these Western coun-

tries. Indeed, numerous studies have documented the high prevalence

of “fat talk” (i.e., informal negative conversations about body size/

shape) among women [39] and, in the context of families, maternal

weight comments are more prevalent than paternal weight comments

[3, 10, 40]. Future cross-cultural work should examine the norms and

mechanisms that underlie gender patterns in prevalence of weight

stigma from extended family members.

Health implications of weight stigma from immediate
family members and multiple family members

Weight stigma from participants’ immediate families, specifically

spouses/romantic partners, mothers, brothers, and sons, was associ-

ated with at least one poor psychosocial health indicator in each

country, except for France. Specifically, in Australia, Canada,

T AB L E 4 (Continued)

Australia Canada France Germany UK US

ΔR 2 0.00 0.01* 0.00 0.01* 0.01* 0.00

Age −0.30* −0.23* −0.26*

Current BMI −0.35* −0.43* −0.32*

Education (no college degree)

College degree 0.10*

Number of family sources −0.11* −0.10* −0.09*

Note: Values are standardized betas from second (and final) step of hierarchical linear regressions, if second step was significant at p≤0.001. If step two

was nonsignificant, coefficients are not reported. Only variables significant in at least one country are included.

*p ≤ 0.001.

1674 FAMILY-BASED WEIGHT STIGMA IN SIX COUNTRIES

 1930739x, 2023, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/oby.23748 by U

niversity O
f C

onnecticut, W
iley O

nline L
ibrary on [05/07/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Germany, the UK, and the US, weight stigma from one’s immediate

(vs. extended) family was associated with the greatest number of poor

psychosocial health indices. These findings extend previous qualitative

evidence that has suggested that adults’ worst experiences of weight

stigma occur at home [41]. It is unclear why, despite having a similar

prevalence of family-based weight stigma to the other five countries,

France was an exception. Future cross-cultural research should assess

participants’ perceptions of the severity or distress of their experi-

ences of weight stigma to see whether these are differentially per-

ceived in different cultural contexts.

In Canada, Australia, Germany, and the UK, weight stigma by

spouses/romantic partners was consistently linked to poor health and

well-being and associated with the greatest number of poor psycho-

social/health indices (although, for 3 of these 12 significant associa-

tions, effect sizes were <0.10). This is unsurprising given that

spouses/romantic partners may be among the most proximal and

salient family members in these middle-aged adults’ lives. Because

most study participants were heterosexual women in relationships,

these findings highlight the need for weight stigma-reduction efforts

to target men in romantic relationships. Targeted social norming inter-

ventions in these countries may help reduce weight bias expressed by

men and promote more supportive, health-focused conversations in

relationships. It is less clear why weight stigma from spouses/romantic

partners, despite being prevalent, was not associated with poor health

and well-being among participants in France and the US. Qualitative

research may elucidate why weight stigma from specific family mem-

bers is differentially harmful across cultural contexts.

Weight stigma from mothers was associated with negative psy-

chosocial health in Canada, Germany, and the US. These findings sug-

gest that, for some, weight stigma from one’s family of origin remains

salient and associated with poor psychosocial health even in middle

adulthood when these family members may be less proximal. How-

ever, the developmental stage during which individuals experience

weight stigma (e.g., childhood vs. adulthood) may be an important fac-

tor and was not assessed in the current study. Future longitudinal

research should examine the timing and frequency of family-based

weight stigma to ascertain whether adults who are negatively

impacted by weight stigma from their families of origin are experienc-

ing residual consequences from weight stigma endured in childhood,

adulthood, or recurrent stigma across the life course; the differential

consequences of maternal weight stigma may reflect the recency of

these stigmatizing experiences.

That weight stigma from a greater number of family member

sources was associated with worse psychosocial health speaks to the

need for intervention and prevention programming to combat weight-

stigmatizing communication in families. Future research should further

investigate the potentially compounding effects of weight stigma from

multiple family member sources. For example, research is needed to

parse the consequences of frequency of family-based weight stigma

[42] from number of sources of family-based weight stigma. In families

in which weight-stigmatizing communication is more normative, indi-

viduals may not only experience weight stigma from a greater number

of family sources, but also weight stigma at a higher frequency.

Together, these findings highlight the commonality of family-

based weight stigma, particularly from members of one’s immediate

family, and its associations with health and well-being among adults in

six countries with a history of experiencing weight stigma. To prevent

or mitigate potential consequences of family-based weight stigma for

adults, weight-management and weight-stigma intervention programs

should address the roles of family members, especially spouses/

romantic partners and mothers, and help educate family members

with strategies to engage in supportive communication with

loved ones.

Limitations and future directions

Despite this study’s strengths (e.g., large, multinational sample), find-

ings should be interpreted considering several limitations. First, these

data reflect self-reported, cross-sectional recollections of family-based

weight stigma. Second, this study focused on family-based weight

stigma among adult members of a weight-management program who

reported a history of experiencing weight stigma. Future research

should examine the prevalence and consequences of family-based

weight stigma among community samples of adults and in African,

Asian, and South American countries, as our findings may not general-

ize to adults who are not engaging in a structured weight-

management program or who are living in non-Western countries.

Relatedly, participants in the current study were predominantly

White, heterosexual women. Future international research should

examine family-based weight stigma among more diverse samples to

better understand the manifestations and consequences of these

experiences among individuals with different identities, social posi-

tions, and experiences.

Third, the survey response rate was low and may be subject to

response bias; participants for whom body weight was especially

salient, or who had previously experienced weight stigma, may have

been more likely to participate. Fourth, although using a conservative

p value of ≤0.001 reduces the chance of type I error, it does increase

the chance of type II error. Fifth, experiences of family-based weight

stigma were dichotomized; future research should assess whether and

how the amount and perceived severity of experiences of weight

stigma are related to psychosocial health. Finally, these data were col-

lected during the early months of the COVID-19 pandemic, and it is

unclear whether pandemic-related contextual factors influenced par-

ticipants’ responses.

CONCLUSION

Our findings demonstrate the ubiquity and psychosocial health corre-

lates of weight stigma from diverse family member sources in

Australia, Canada, France, Germany, the UK, and the US. Although

there were more similarities than differences in family-based weight

stigma across the six countries, some cross-national differences in

both prevalence and psychosocial health correlates of family-based
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weight stigma emerged. Future cross-national examination of family-

based weight stigma is warranted, as is research to better understand

the cultural mechanisms driving differences across countries. Future

work should prioritize enumeration of specific family member sources,

including those outside of one’s immediate family, to learn more about

the phenomenon of weight stigma in diverse family relationships.O
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