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Weight loss medications such as glucagon-like peptide-1s (GLP-1s) are becoming a common weight loss
approach. Minimal research has examined stigma toward GLP-1s compared to other weight approaches,
showing that GLP-1 use is perceived as a shortcut to weight loss. The present study expands this research by
examining how an individual’s approach to weight (weight loss via GLP-1s vs. weight loss via diet and
exercise vs. weight acceptance) and their problem/motive (with a health problem/health motive vs. without a
health problem/appearance motive) influence stigma. Participants (N = 392) were randomized to read one of
six vignettes and then completed measures on weight loss shortcut beliefs, fat phobia, and perceptions of the
weight approach. Independent of health status/motive, participants viewed GLP-1s and weight acceptance
as more of a weight “shortcut” than diet/exercise. Participants reported greater fat phobia in response to
GLP-1s and weight acceptance with a health problem/motive compared to diet/exercise. Participants
perceived a higher likelihood of negative physical, psychological, and social effects in those who chose
GLP-1s and weight acceptance relative to diet/exercise. Participants perceived a higher likelihood of
negative physical effects with weight acceptance with a health problem/motive relative to GLP-1 use and a
higher likelihood of negative social effects in response to weight acceptance, regardless of having a health
problem/motive, relative to GLP-1s. Our findings highlight the significant stigma toward individuals of
higher weight who choose GLP-1s or weight acceptance and the need for public health efforts to reduce

stigma based on weight approach.

Clinical Impact Statement

peptide-1s and weight acceptance.

We found that weight loss via glucagon-like peptide-1s and weight acceptance evoked greater weight
stigma than diet and exercise. Having a health problem/motive did not change stigma to the weight
approach. Our findings suggest that efforts are needed to reduce stigma toward taking glucagon-like

Keywords: weight stigma, glucagon-like peptide-1s, GLP-1s, weight loss approach, weight acceptance
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Weight stigma and anti-fat prejudice are widely held beliefs in
western society based in part upon perceptions that individuals of
higher weight are responsible for and in control of their body weight
(Brown et al., 2022; Puhl & Brownell, 2003). Blaming individuals
for their body weight is linked to judgment based on lack of per-
ceived effort, which further results in the belief that those who are

not exerting effort deserve to be punished by being the subject of
stigma (Crandall, 1994). This blame is the central tenet of Weiner’s
attribution theory of social stigma, which posits that higher weight
is perceived as failure due to lack of effort (Weiner, 1990, 1993).
Failure to lose weight is viewed as lack of effort rather than lack of
ability, which leads to stigma, and the belief that the low-effort
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individual deserves punishment precisely, because that individual is
responsible for their own failure. This stigma often has a moral or
religious connotation, such that individuals may believe there is an
inferiority associated with large bodies in western culture (Strings,
2019). One variation of this stigma is fat phobia or irrational fears of
and prejudice related to fatness (Robinson et al., 1993). Examining
weight stigma and its consequences is of utmost importance,
because these attitudes and prejudices have negative impacts on
both the physical and psychological health of individuals of higher
weight (Siqueira et al., 2021), including contributing to avoidance
of lifestyle changes, potentially resulting in further health con-
sequences (Puhl et al., 2020).

Judgments about perceived effort—or lack thereof—on the part
of individuals of higher weight can impact overall views about these
individuals. Perceived lack of effort by individuals of higher weight
exacerbates stigma (Stambush et al., 2016). In contrast, research has
found that if individuals attempting to lose weight are perceived
as having exerted more effort for longer periods of time to reduce
weight, those individuals are viewed more favorably and with less
stigma (Beames et al., 2016). In particular, these individuals are
viewed as less sloppy or lazy and more competent when they lose
weight, particularly when they do so in an effortful way based on
lifestyle changes rather than via surgery (Fardouly & Vartanian,
2012). This effort-related stigma also generalizes to those who are
perceived as not having a higher weight, as even those without higher
weight who controlled their weight in effortful ways are viewed more
favorably (Beames et al., 2016; Mussap et al., 2016). Those with
higher weight are generally stigmatized more than individuals of
lower weight, even when they made efforts to control their weight
(Mussap et al., 2016). However, results have been mixed at times,
as those who chose to accept their weight were less stigmatized by
observers and seen as having higher self-esteem (Murakami &
Latner, 2015).

Past research has largely focused on changes in stigma as the
result of targets losing weight via lifestyle changes or medical inter-
ventions such as bariatric surgery (Beames et al., 2016; Fardouly &
Vartanian, 2012). Modem tactics for losing weight have expanded;
however, in recent years, much attention in both lay media and scientific
research has been given to the potential efficacy of glucagon-like
peptide-1 (GLP-1) receptor agonists as weight loss aids (Mutairi,
2025). These medications were developed to treat Type II, diabetes by
improving the body’s ability to maintain blood glucose levels (Mutairi,
2025; Reilly-Harrington et al., 2026). GLP-1s are available in both
injectable and oral form (Pinto et al., 2025). Upon discovery that GLP-
1s also improved metabolism, weight, waist circumference, and health
markers related to cardiovascular disease such as systolic blood pressure
and triglyceride/high-density lipoprotein ratios, these medications began
to be utilized for weight loss in individuals without Type II diabetes
(Mutairi, 2025). After 2 years of use of GLP-1s, most patients lose at
least 10% of their body weight (Moll et al., 2024). Further, Tomiyama
(2025) emphasized that GLP-1s improve health outcomes independent
of weight loss, suggesting that these health marker outcomes, rather than
the weight loss itself, should be the focus of health care professionals.

Many lay individuals believe that GLP-1s are new, and thus, data
about their efficacy and safety are lacking; however, GLP-1s have
over 20 years of research and received approval to treat Type II
diabetes by the Food and Drug Administration in the United States
in 2005 (Reilly-Harrington et al., 2026). No medication is without
side effects, and those for GLP-1s may include abdominal pain,

constipation, diarrhea, hypoglycemia, or vomiting. In 2025, following an
increase in popularity for GLP-1s, the Food and Drug Administration
raised concerns about compound, fraudulent, and unapproved versions
of these drugs, recommending that patients consult qualified medical
professionals to both receive and fill prescriptions for GLP-1s (U.S. Food
and Drug Administration, 2025). Despite these concerns, Moll et al.
(2024) saw GLP-1s as more beneficial than harmful, particularly when
prescribed and dispensed by knowledgeable medical professionals.

Despite the potentially positive health outcomes of GLP-1s,
concerns exist about stigma related to their use. One concern is that
viewing GLP-1s as a weight loss treatment for individuals who have
a higher weight is medicalizing weight, which in turn may lead to an
increase in weight stigma (Tomiyama, 2025). In light of decades of
research about weight stigma and lack of effort in weight loss
attempts, another concern is that individuals who use GLP-1s will be
perceived as taking the “easy way out” or “cheating” (Reilly-Harrington
et al., 2026, p. 4; Tomiyama, 2025, p. 2). This misconception is tied
to the belief that diet and exercise are effective for maintaining weight
loss, an idea that has been shown to be inaccurate over the long term,
particularly for individuals engaging in self-directed weight loss efforts
(Ge et al., 2020; Loveman et al., 2011).

There is a small but growing body of experimental research
examining stigma toward individuals who lose weight using GLP-1s
(Goldkorn et al., 2025; Post & Persky, 2024; Tissot & Roth, 2025).
These studies typically present participants with a vignette describing
a person and details about the actions they engage in to lose weight.
Participants in experimental groups are presented with descriptions
of different weight loss methods for the same target individual and
are asked to respond to questions about how they judge that target
person. The findings of these studies replicate previous research
concerning stigma about effort related to weight loss (Heitmann,
2025; Post & Persky, 2024; Tissot & Roth, 2025). For example,
Post and Persky (2024) found that there was more stigma related to
GLP-1s, due to the belief that these individuals were taking a shortcut
by using GLP-1s. More specifically, Tissot and Roth (2025) found
that there was more stigma for those who lost weight with GLP-1s, as
compared to those who used diet and exercise because of negative
moral judgment related to the perceived lack of effort of GLP-1s.
This stigma is even higher among participants who had lost weight
themselves without the aid of GLP-1s (Goldkorn et al., 2025),
indicating animosity toward those who had not worked as hard as
they had to lose weight. Indeed, it appears one mechanism by which
this stigma occurs is via downward social comparison, or participants
viewing those who used GLP-1s as being “not as good of a person”
than the participants who did not use GLP-1s (Post et al., 2025, p. 4).

Previous research has examined whether several psychoeducational
brief interventions changed participants’ judgments about GLP-1s
and those who use them to lose weight. Psychoeducation about the
mechanism by which GLP-1s work did not change this stigma or
change individuals’ beliefs about weight loss (Goldkorn et al., 2025),
nor did education about how weight is not as controllable as is
commonly believed (Post et al., 2025). Education about GLP-1s did
make participants more likely to support policies encouraging the use
of GLP-1s; however, these same participants still believed that using
GLP-1s was a shortcut (Post et al., 2024). In another study, participants
viewed those who lost weight using GLP-1s as less deserving of the
weight loss compared to those who implemented the ostensibly more
effortful lifestyle changes (Tissot & Roth, 2025).
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The Present Study

Although research about stigma toward individuals who lose
weight using GLP-1s is a growing area, there are several questions
that have yet to be answered. First, although previous research on
weight stigma in general has examined perceptions of those who
choose to accept their weight in comparison to those who engage
in lifestyle changes to lose weight (e.g., Murakami & Latner, 2015),
research has yet to examine how stigma about weight acceptance
compares to stigma about use of modern supposed shortcut methods
such as GLP-1s. In addition, research in this area has yet to explore
whether the presence of the preexisting health conditions which
these medications were developed to treat—specifically Type II
diabetes—makes a difference in how much individuals who use
GLP-1s are stigmatized for their use.

Therefore, the present study sought to examine how an individual’s
choice of weight approach (GLP-1s, diet and exercise, or weight
acceptance) and the presence or absence of Type Il diabetes as a health
problem/motive, as presented in a vignette, would influence stigma. In
particular, we examined how weight loss shortcut beliefs, fat phobia,
negative effects of the weight approach, weight loss likelihood,
maintenance of the weight approach, and affordability of the weight
approach varied among participants who viewed one of six vignettes
in which an individual of higher weight (1) has a health problem as
their motive to lose weight and chooses GLP-1s (i.e., health problem/
motive GLP-1 group), (2) has no health problem/motive and has
appearance as a weight loss motive and chooses GLP-1s (i.e., no health
problem/motive GLP-1 group), (3) has a health problem/motive as a
weight loss motive and chooses diet/exercise (i.e., health problem/
motive diet/exercise group), (4) has no health problem/motive and has
appearance as a weight loss motive and chooses diet/exercise (i.e., no
health problem/motive diet/exercise group), (5) has a health problem
and no weight loss motive and chooses weight acceptance (i.e., health
problem acceptance group), or (6) has no health problem and no
weight loss motive and chooses weight acceptance (i.e., no health
problem acceptance group). We hypothesized:

1. There would be an effect of group on weight loss shortcut
beliefs, fat phobia, and negative effects of the approach in
the following order: Individuals who had a health problem
and accepted their weight would be the most stigmatized
and perceived to have the most negative effects, followed
by individuals with no health problem who accepted their
weight, individuals with no health problem/motive who
chose GLP-1s as a weight loss method, individuals with
a health problem/motive who used GLP-1s, individuals
with no health problem/motive who used diet and exercise
to lose weight, and finally, with the least stigma and
fewest perceived negative effects of the approach,
individuals with a health problem/motive who engaged
in diet and exercise to lose weight.

2. There would be a main effect of weight approach on
likelihood of losing weight, such that the GLP-1 groups
and the diet/exercise groups would have a higher likelihood
of losing weight than the acceptance groups.

3. There would be a main effect of weight approach on likelihood
of maintaining their weight approach and affordability of the

approach such that the acceptance groups would have a higher
likelihood of maintaining their weight approach and a higher
likelihood of affordability of the approach than the GLP-1
groups and diet/exercise groups.

Method
Participants

Participants met the following inclusion criteria: at least 18 years
of age, U.S. resident, and fluent in English. Although 403 parti-
cipants completed the study, 11 were removed due to missing two
or more attention checks. Therefore, our final sample included 392
participants. A G*power analysis with a medium effect size f* of .25,
apower level of .95, and a significance value of .05 indicated that we
would need at least 324 participants for a between-subjects analysis
of variance with six groups (Faul et al., 2007). As such, our study
had sufficient power.

Procedure

Prior to data collection, the institutional review board at Davidson
College approved this study. Participants were recruited from Connect
by CloudResearch, which is an online data collection system that has
robust and ongoing high data quality checks (Hartman et al., 2023;
Hauser et al., 2023). For example, they have a thorough onboarding
process with technical checks (e.g., only one account per person,
internet protocol address matches location) and behavioral checks
where they assess responses to open-ended questions. They also
continue tracking individuals’ data quality over time. After providing
consent, participants were randomized to read one of six vignettes,
which are described in the vignette section. Subsequently, they
answered questions about the vignette to ensure they paid attention to
the important components. Next, they completed measures on weight
loss shortcut beliefs, fat phobia, negative effects of the weight
approach, weight loss likelihood, maintenance of the weight approach,
and affordability of the weight approach. Subsequently, they answered
questions about their weight loss approach history and demographic
information. It took participants approximately 20 min to complete the
study, and they were paid $5.

Vignettes

Participants were randomized to view one of six vignettes:
health problem/motive GLP-1s, no health problem/motive GLP-1s,
health problem/motive diet/exercise, no health problem/motive
diet/exercise, health problem acceptance, and no health problem
acceptance. Each vignette first described a woman of higher weight:
“Alex is a 31-year-old woman. She is 5'4” and weighs approxi-
mately 220 pounds, which is considered a higher weight.” The three
health problem vignettes next stated, “She has developed Type 11
diabetes,” whereas the no health problem vignettes stated, “She
does not have any health complications.” We used Type II diabetes
as the health problem, because it is the main condition for which
GLP-1s were created (Mutairi, 2025; Reilly-Harrington et al.,
2026). The health problem/motive GLP-1s and health problem/
motive diet/exercise vignette both then stated, “She would like to
lose weight to improve her health,” whereas the no health problem/
motive GLP-1s and no health problem/motive diet/exercise
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vignettes both stated, “She would like to lose weight to improve her
appearance,” and the acceptance groups both stated, “She is satisfied
with her weight.” We added the appearance motive to the group
without a health problem, as there has been an increase in individuals
seeking GLP-1s without a health problem (Mahase, 2024). Next, the
GLP-1s groups stated, “She has decided to take injection medications
(e.g., Ozempic, Wegovy, Mounjaro) to lose weight”’; the diet/
exercise groups stated, “She has decided to change her diet and
exercise more to lose weight’; and the acceptance groups stated,
“She has decided not to make any changes to her weight.” The full
vignettes are included in the Supplemental Materials. We pilot-tested
the vignettes through a survey with five college students to ensure
the language was clear. They were all able to correctly identify
whether the individual in the vignette had a health problem (Type II
diabetes or not), their motivation for weight loss (health problem vs.
appearance vs. no motive), and which weight approach they took
(GLP-1s vs. diet/exercise vs. acceptance).

Measures
Weight Loss Shortcut Beliefs

This is a four-item measure that we adapted from Post and Persky
(2024). Participants indicated the extent they believed statements
related to the vignette on a scale from 1 (not at all) to 7 (very). We
adapted the statements slightly to align with our vignettes. For
example, we changed the first statement from “Sarah took the easy
way out to lose weight” to “Alex is taking the easy way out in her
weight approach,” since our focus was on the approach to weight;
the individuals in our vignettes had not lost weight yet, and two of
them were not trying to lose weight. The other statements were as
follows: “Alex is cheating in her weight approach,” “The way Alex
is approaching her weight is fair,” and “Alex is working hard in her
weight approach.” An average score was conducted such that scores
ranged from 1 to 7, and higher scores indicated higher weight loss
shortcut beliefs. Cronbach’s o was .85.

Fat Phobia

Negative attitudes about Alex were assessed using the Fat Phobia
Scale-Short Form (Bacon et al., 2001). This measure was used in
Post and Persky’s (2024) experimental study to assess differences
among groups. Fourteen pairs of adjectives were listed on opposite
ends of the scale (e.g., lazy to industrious) from 1 to 5, and par-
ticipants selected the bubble closest to the adjective they thought
best described their feelings and beliefs about Alex. After reverse
coding, scores were averaged and could range from 1 to 5 with
higher scores indicated higher fat phobia. Cronbach’s o was .90.

Negative Effects of Weight Approach

In order to assess perceptions about the negative effects about
Alex’s weight approach, we created three visual analog scale items.
Participants rated their agreement with three items about negative
effects of the weight approach (“Alex is likely to experience negative
physical/psychological/social effects due to her weight approach”).
These were used as discrete items, so reliability was not assessed.

Weight Loss Likelihood, Maintenance of Weight
Approach, and Affordability

In order to assess other perceptions about Alex’s weight
approach, we created three visual analog scale items. Participants
rated their agreement with one item about weight loss likelihood
(“Alex is likely to lose weight based on her weight approach”), one
item about likelihood of maintenance of the weight approach (“Alex
is likely to maintain her weight approach long term”), and one item
about affordability (“Most people can afford Alex’s weight
approach”) on a scale from 0 (not at all) to 100 (extremely). These
were used as discrete items, so reliability was not assessed.

Weight Loss Approach History

Participants indicated whether they had taken different weight
loss approaches (e.g., dieting, exercise, GLP-1s). Participants also
provided their height and weight, which we used to calculate body
mass index.

Demographic Information

Participants completed items about their gender, race/ethnicity,
age, education level, and income level by the 2025 tax brackets.

Attention Check

Participants completed four questions to check their attention to
the vignette. They first rated the individual in the vignette’s weight
on a scale from O (underweight) to 100 (overweight). Since all the
vignettes included an individual of higher weight, a correct answer
was coded if they indicated 50 or higher. They also answered
multiple choice questions about whether the individual had a health
problem, their motivation about their weight, and their approach to
their weight. Eleven participants missed two or more of those
attention checks, so they were removed.

Statistical Analyses

We used SPSS Version 31. Descriptive statistics and reliability
analyses were conducted for our main measures. One-way between-
subjects analyses of variance assessed for differences across the six
groups on weight loss shortcut beliefs, fat phobia, and effects of
weight loss approach of the vignette. We conducted this analysis as
we predicted that the health problem/motive would have a different
effect on the weight loss approach groups compared to the weight
acceptance groups. Specifically, we hypothesized that, for the four
groups that actively tried to address their weight, we would expect
that the health problem/motive group would have lower stigmati-
zation than the no health problem/motive groups, but, for the two
groups that accepted their weight, we hypothesized that the health
problem group would have higher stigmatization than the no health
problem group. Therefore, we needed to parse those differences
examining each group with one another. We conducted 3 (Weight
Approach) X 2 (Health Problem/Motive) analyses of variance for
weight loss likelihood, maintenance of the weight approach, and
affordability, as we hypothesized only a main effect of weight
approach for those variables. Bonferroni post hoc tests assessed
significant differences on any group effects.
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Results
Participant Information and Baseline Results

Our participants were approximately half men (50.5%) and half
women. The majority of our participants were White (64.0%), had
at least a Bachelor’s degree, and a third made between $49,000 and
$104,000 (22% U.S. tax bracket for 2025) annually. Mean age was
40.73 years old (SD = 12.11) and ranged from 19 to 75 years old.
Body mass index was on average 27.35 (SD = 6.26) and ranged
from 15.28 to 65.37. There were no baseline differences among
groups (Table 1).

The majority of participants reported having dieted (79.1%) and/or
exercised (83.9%) to lose weight. However, only a small number of
participants had taken GLP-1s (7.1%), stimulant medication (8.2%),
over-the-counter weight loss pills (7.4%), or underwent bariatric
surgery (1.8%) for weight loss.

Weight Loss Shortcut Beliefs by Group

There was an effect of group on weight loss shortcut beliefs,
F(5, 386) = 66.83, p < .001, Thz) = .46 (Figure 1; Table 2). The
health problem/motive GLP-1 group (M = 4.04, SD = 1.50), the
no health problem/motive GLP-1 group (M = 4.27, SD = 1.52),
the health problem acceptance group (M =4.48, SD = 1.31), and
the no health problem acceptance group (M = 4.16, SD = 1.20)
had higher weight loss shortcut beliefs than the health problem/
motive diet/exercise group (M = 1.81, SD = 1.10) and the no
health problem/motive diet/exercise group (M = 1.69, SD =
0.89), p < .001.

Fat Phobia by Group

There was an effect of group on fat phobia, F(5, 386) =9.22, p <
.001, ng =.11 (Figure 2; Table 2). Participants in the health problem/
motive GLP-1 group (M = 3.59, SD = 0.65), the no health problem/
motive GLP-1 group (M = 3.64, SD = 0.66), and the health problem
acceptance group (M = 3.62, SD = 0.71) had higher fat phobia than
those in the health problem/motive diet/exercise group (M = 3.10,
SD = 0.64) and the no health problem/motive diet/exercise group
(M =3.11, SD = 0.72), p < .001.

Negative Effects of Weight Approach by Group

There was an effect of group on perceived negative physical
effects of the weight approach, F(5, 386) =40.48, p < .001, n% =.34
(Table 2). The health problem/motive GLP-1 group (M = 55.71,
SD = 22.97), the no health problem/motive GLP-1 group (M =
57.54, SD = 22.03), the health problem acceptance group (M =
76.33, SD = 25.87), and the no health problem acceptance group
(M = 63.47, SD = 28.13) all had a higher likelihood of perceived
negative physical effects of their weight approach than the health
problem/motive diet/exercise group (M = 30.69, SD = 29.03) and
the no health problem/motive diet/exercise group (M = 22.96, SD =
25.17), p < .001. The health problem acceptance group also had a
higher likelihood of perceived negative physical effects than health
problem/motive GLP-1 group and the no health problem/motive
GLP-1 group, p < .001.

There was an effect of group on negative psychological effects,
F(5,386)=20.18, p < .001, nf] = .21 (Table 2). The health problem/

motive GLP-1 group (M = 50.90, SD = 21.69), the no health
problem/motive GLP-1 group (M = 49.19, SD = 24.13), the health
problem acceptance group (M = 62.42, SD = 21.11), and the no
health problem acceptance group (M = 51.71, SD = 28.99) had a
higher likelihood of perceived negative psychological effects of
their weight approach than the health problem/motive diet/exercise
group (M = 28.54, SD = 26.47) and the no health problem/motive
diet/exercise group (M = 27.29, SD = 27.86), p < .001.

There was an effect of group on perceived negative social effects,
F(5,386) =43.41, p < .001, nj = .36 (Table 2). The health problem/
motive GLP-1 group (M = 42.15, SD = 21.66), the no health
problem/motive GLP-1 group (M = 39.61, SD = 24.70), the health
problem acceptance group (M = 67.77, SD = 22.18), and the no
health problem acceptance group (M = 62.35, SD = 24.40) had a
higher likelihood of perceived negative social effects of their weight
approach than the health problem/motive diet/exercise group (M =
25.33, SD = 24.12) and the no health problem/motive diet/exercise
group (M = 19.56, SD = 23.97), p < .001. The health problem
acceptance group and the no health problem acceptance group also
had a higher likelihood of perceived negative social effects of their
weight approach than the health problem/motive GLP-1 group and
the no health problem/motive GLP-1 group, p < .001.

Weight Loss Likelihood, Maintenance of Weight
Approach, and Affordability by Weight Approach and
Health/Motive

For weight loss likelihood, there was not a significant interaction
between weight approach and health problem/motive, F(2, 386) =
049, p = .61, r]f] = .003, nor a significant main effect of health
problem/motive, F(1, 386) = 0.06, p = .81, nl% < .001. However,
there was a significant main effect of weight approach on perceived
weight loss likelihood, F(2, 386) = 444.34, p < .001, n% = .70
(Table 2). The diet/exercise group (M = 80.27, SD = 14.67) had
higher weight loss likelihood than the GLP-1 group (M = 73.93,
SD = 19.75), p = .024, and the acceptance group (M = 15.73, SD =
22.30), p < .001. The GLP-1 group also had higher weight loss
likelihood than the acceptance group, p < .001.

For maintenance of weight approach, there was not a significant
interaction between weight approach and health problem/motive,
F(2,386) =1.39,p = .25, n% = .007, nor a significant main effect
of health problem/motive, F(1, 386) = 0.03, p = .87, q% < .001.
However, there was a significant main effect of weight approach
on perceived maintenance of weight approach, F(2, 386) = 41.21,
p < .001, n% = .18 (Table 2). The diet/exercise group (M = 68.26,
SD = 24.15) had higher likelihood of maintenance of their weight
approach than the GLP-1 group (M = 40.10, SD =24.53), p < .001,
and the acceptance group (M = 46.95, SD = 29.51), p < .001.

For affordability, there was not a significant interaction between
weight approach and health problem/motive, F(2, 386) =2.02, p =
13, nf, =.01, nor a significant main effect of health problem/motive,
F(1,386)=1.01,p = .32, nlz, =.003. However, there was a significant
main effect of weight approach on affordability, F(2, 386) = 92.54,
p <.001, nf] = .32 (Table 2). The diet/exercise group (M = 75.86,
SD = 23.83) was rated as more affordable than the GLP-1 group
(M =31.89, SD = 24.54), p < .001, and the acceptance group (M =
55.39,8D =30.95), p < .001. The acceptance group also was rated as
more affordable than the GLP-1 group, p < .001.
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Figure 1
Weight Loss Shortcut Beliefs by Group

Weight Loss Shortcut Beliefs

% %k %k
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Health No Health Health

Problem/Motive Problem/Motive Problem/Motive Problem/Motive
Diet/Exercise

GLP-1s GLP-1s

Note. GLP-1s = glucagon-like peptide-1s.
HEE p < .001.

Discussion

Given the increasing prevalence and broader usage of GLP-1s
alongside persistent stigma toward individuals of higher weight and
those perceived to exert low effort toward their weight, our study
explored how an individual’s approach to weight/weight loss in
the presence or absence of a health problem/motive, namely Type II
diabetes, impacts stigma. In a sample of 392 adult men and women,
we experimentally tested whether pursuing weight loss via GLP-1s
in comparison to weight loss via diet and exercise or weight
acceptance would elicit more stigma.

Overall, our findings supported our hypotheses regarding approach
to weight. We found that use of GLP-1s to lose weight and acceptance
of higher weight were both perceived to be more of a shortcut in
one’s approach to weight relative to choosing to diet and exercise.
Participants also reported greater fat phobia toward individuals who
chose to lose weight using GLP-1s and who chose to accept their
weight and had Type II diabetes/health motive relative to those who
chose to lose weight using diet and exercise. Similarly, participants
perceived there to be more negative physical, psychological, and
social costs to choosing weight loss via GLP-1s or choosing weight
acceptance relative to choosing weight loss via diet and exercise.
These findings are consistent with previous research where in-
dividuals who lost weight via diet and exercise were less stigmatized
(Beames et al., 2016; Fardouly & Vartanian, 2012; Heitmann, 2025;
Stambush et al., 2016), and those who lost weight via GLP-1s were
more stigmatized (Post & Persky, 2024; Tissot & Roth, 2025). Our
findings further support Weiner’s attribution theory of social stigma
regarding lack of effort for individuals of higher weight (Weiner,
1990, 1993). Participants may have viewed individuals of higher
weight who chose to accept their weight or lose weight via GLP-1s
as “taking the easy way out” relative to diet and exercise, which is
perceived to be more effortful in our society, albeit largely ineffective.

No Health Health Problem No Health
Acceptance Problem
Diet/Exercise Acceptance

We further hypothesized that weight acceptance would elicit
more stigma relative to weight loss via GLP-1s. Supporting our
hypothesis, participants perceived there to be more social costs to
weight acceptance relative to choosing weight loss via GLP-1s. In
addition, we predicted that weight acceptance in the presence of a
health problem/motive would elicit the most stigma. Consistent
with this prediction, accepting one’s higher weight with a health
problem was perceived to be particularly problematic for one’s
physical health and more problematic relative to choosing to lose
weight via GLP-1s, independent of health problem/motive status.
Interestingly, although participants perceived there to be more
physical and social costs related to weight acceptance in comparison
to weight loss via GLP-1s, participants did not report significantly
more fat phobia or greater shortcut beliefs when presented with
weight acceptance relative to weight loss via GLP-1s. That is, our
study did not find that weight acceptance resulted in overall more
stigmatization relative to weight loss via GLP-1s. Our results are
similar, in part, to those of Murakami and Latner (2015), who found
that weight acceptance, even in individuals of higher weight, was
less stigmatized than those who did not accept their weight. Our
findings are also consistent, in part, with previous research in which
individuals who chose to accept a higher weight are stigmatized
because of their weight even if they had lost weight from a higher
weight (Latner et al., 2012). Weight acceptance seems to be valued
less than diet and exercise but not more than GLP-1s. The lack of
difference in stigmatization between acceptance of higher weight
and weight loss via GLP-1s could be because neither approach is
perceived to involve effort and our vignettes presented an individual
of current higher weight and their approach to weight not the
outcome of the approach. That is, the vignettes did not state that the
person lost weight via GLP-1s but rather that “She has decided to
take injection medications (e.g., Ozempic, Wegovy, Mounjaro) to
lose weight.” It is possible that if we had presented a weight loss
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Table 2
Descriptive Statistics by Group

No health problem

Health problem
acceptance (n = 65)

No health problem/motive

Health problem/motive

No health problem/

motive GLP-1s (n = 66)

Health problem/motive

acceptance (n = 64)

diet/exercise (n = 63)

diet/exercise (n = 67)

GLP-1s (n = 67)

M (SD)

M (SD)

M (SD)

M (SD)

M (SD)

M (SD)

Variable

66.83%%*

4.16 (1.20)
3.44 (0.63)
63.47 (28.13)
51.71 (28.99)
62.35 (24.40)

4.48 (1.31)
3.62 (0.71)
76.33 (25.87)
62.42 (21.11)
67.77 (22.18)

1.69 (0.89)
3.11 (0.72)
22.96 (25.17)
27.29 (27.86)
19.56 (23.97)
81.07 (15.57)

80.27 (14.67)

1.81 (1.10)
3.10 (0.64)
30.69 (29.03)
28.54 (26.47)
25.33 (24.12)
79.46 (13.83)

427 (1.52)
3.64 (0.66)
57.54 (22.03)
49.19 (24.13)
39.61 (24.70)
72.43 (21.77)

73.93 (19.75)

4.04 (1.50)
3.59 (0.65)
55.71 (22.97)
50.90 (21.69)
42.15 (21.66)
75.43 (17.57)

Weight loss shortcut beliefs

Fat phobia

40.48%%*

Negative physical effects

20.18%**

Negative psychological effects

Negative social effects

43 41%%*

15.74 (21.98)

1572 (22.78)

Weight loss likelihood

444 34%%*

15.73 (22.30)

49.15 (29.06)

Collapsed M
Maintenance of approach

4474 (29.06)

71.40 (22.81)
68.26 (24.15)

65.11 (25.13)

39.80 (24.87)
40.10 (24.53)

4039 (24.37)

41.21%%*

46.95 (29.51)

55.54 (29.49)

Collapsed M
Affordability of approach
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55.24 (32.60)

77.03 (23.80)
75.86 (23.83)

74.68 (23.99)

26.32 (21.42)

31.89 (24.54)

36.45 (26.49)

02.54%%%

55.39 (30.95)

Collapsed M

GLP-1s = glucagon-like peptide-1s.

< .001.

Note.

outcome from GLP-1s that we would have found more stigma
toward those maintaining and accepting a higher weight. That said,
it is important to note that, although we are interpreting negative
effects as reflections of stigma, it is possible that these predictions of
negative physical and psychological effects of the weight approach
may be accurate.

Inconsistent with our hypotheses, stigma did not significantly
differ based on health problem/motive status, except when paired
with weight acceptance. Our findings suggest that weight accep-
tance is not viewed as a suitable choice for someone with the specific
health condition/motive in our vignettes, Type II diabetes. Although
Type II diabetes is often linked with weight, it is unclear based on
the results of the present study whether participants would look
favorably on weight acceptance if the individual described in the
vignette was able to improve their health markers (such as blood
sugar levels) in the absence of weight loss. It follows, though, that
there was less stigma toward individuals who engaged in weight
acceptance who did not have a health problem and instead had
an appearance motive as weight loss was likely seen as less urgent.
That said, although GLP-1s were developed to target specific health
conditions, including Type-II diabetes, making Type-II diabetes an
ecologically valid health condition in our vignette, participants
appeared to focus largely on the weight and weight approach of the
individual in the vignette regardless of their health problem/motive
status. This could be because the individual in the vignette was a
woman, and women in our society are especially valued for their
appearance and held to high standards regarding their weight status—
and their perceived effort regarding their weight (Fredrickson &
Roberts, 1997). Future research should explore whether stigma differs
more based on health problem/motive status when presented with a
man of higher weight. It is also possible that there is weight stigma
associated with Type II diabetes that confounded our results such
that the presence of Type II diabetes in the vignette served to reinforce
the stigma associated with having a higher weight instead of adding
an independent health-oriented variable to the individual’s weight
approach decision. That is, because higher weight is a known risk
factor for Type Il diabetes, participants could have viewed having
Type Il diabetes as strictly being the result of higher weight and not an
important health consideration independent of weight. Similarly,
Type II diabetes is known to be stigmatizing itself, particularly
when participants make behavioral attributions for its cause (Persky,
Costabile, & Telaak, 2024). Future research might explore whether
stigma differs when presented with a different health problem (e.g.,
cardiovascular disease), more health problems (e.g., Type 1I diabetes
and high blood pressure) or a particularly severe health problem (e.g.,
Type Il diabetes with kidney damage). Furthermore, participants were
in their early 40s on average, so it is possible that the majority were in
relatively good health and that they were not as sympathetic to or
swayed by the presence of Type II diabetes. Future research might
explore whether participants with a chronic health condition rate GLP-
1s differently from those without a chronic health condition.

Consistent with our hypothesis, both diet and exercise and GLP-
1s were perceived to be more likely to result in weight loss than the
weight acceptance group. Although we did not predict this, the diet
and exercise group was perceived to be more likely than the GLP-1s
group to result in weight loss. It is possible that participants predicted
a more “positive” outcome for those who chose diet and exercise
because of the greater perceived effort with this weight loss approach,
consistent with Weiner’s attribution theory of social stigma (Weiner,
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Figure 2
Fat Phobia by Group
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1990, 1993). Inconsistent with our hypotheses, diet and exercise was
also perceived to be a more sustainable approach to weight man-
agement compared to GLP-1s and weight acceptance. That is, par-
ticipants perceived diet and exercise as both more effortful (less of a
shortcut) while also a more sustainable approach than GLP-1s and
weight acceptance. This finding is particularly interesting because
research indicates that diet and exercise are typically not effective for
weight loss maintenance (Ge et al., 2020; Loveman et al., 2011), in
part because it is so challenging to maintain diet and exercise efforts.
Our finding that diet and exercise was perceived as a more sustainable
approach to weight management compared to GLP-1s could be
explained by participants’ perceptions of the affordability of weight
loss approaches as we found that diet and exercise was perceived to be
more affordable than GLP-1s and weight acceptance. That is, it may
not be about the behaviors of injecting versus dieting and exercise that
were salient when determining the sustainability of the weight loss
approach but rather financial sustainability. In fact, research shows
that discontinuation rates of GLP-1s are high and are largely due to
cost, loss of insurance coverage, and adverse side effects from the
medication (Francis et al., 2026; Rodriguez et al., 2025). However, it
is important to note that our measure was about whether the individual
would be able to maintain their weight approach rather than whether
they would be able to maintain weight loss. Future research should
examine both types of perceptions. Furthermore, it is interesting that
weight acceptance was not perceived as more affordable than diet and
exercise. This could be because weight acceptance was perceived
to result in more negative physical effects than diet and exercise,
and participants may be predicting higher health costs associated
with acceptance of a higher weight. Consistent with our hypothesis,
however, weight acceptance was perceived to be more affordable
than GLP-1s, which is likely because GLP-1s have to be purchased.
Altogether, these findings highlight the disconnect between research
on weight management and widely held societal beliefs about weight
management.

Altogether, our findings provide evidence that individuals of
higher weight continue to be stigmatized, and low perceived effort
exacerbates the stigma. GLP-1s are viewed as a low-effort weight
loss strategy that does not meet the moral demands required by
higher weight. Moreover, GLP-1s were not viewed more favorably
even in the presence of a health problem, Type II diabetes, for which
this medication was developed. Clearly, effective interventions to
reduce stigma toward GLP-1s and weight acceptance are needed.
Although previous research has explored possible interventions,
neither education about the mechanism by which GLP-1s work nor
education about the complexity of weight management worked
to reduce stigma (Goldkorn et al., 2025; Post et al., 2024, 2025).
More research is needed to mitigate common misconceptions about
weight management and the purposes of GLP-1s. Weight stigma can
significantly and negatively impact an individual’s physical and
mental health (Wu & Berry, 2018), highlighting the importance of
developing effective interventions to minimize stigma.

Our study has several strengths. For example, we have a large
sample from the general population in the United States. We expanded
on existing research by including a weight acceptance condition, a
health status variable, and vignettes that expressed intention toward
weight versus outcome of weight approach. We addressed a meth-
odological confound of previous studies by eliminating the image of
the person described in the vignettes, which could have elicited bias
based on age, race/ethnicity, attractiveness, shape, size, and so on. We
employed scales that were validated in previous studies and had strong
internal consistency. All of our effect sizes were large or very large (ng
ranged .18-.70), except for one, fat phobia, which had a medium-to-
large effect (n3 = .11).

Nonetheless, our study had several limitations. Regardless of
participant gender, our vignettes described a woman. Therefore, our
results can only speak to stigma associated with a woman’s health
problem status and her approach to weight and not a man’s health
problem status and his approach to weight. Although we selected a
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woman because previous research depicted a woman in their
vignettes (e.g., Latner et al., 2012; Post & Persky, 2024) and because
there is generally more weight stigma toward women (Puhl et al.,
2008), it is possible that our findings might have differed had we
matched the gender of the individual in the vignette to the parti-
cipant’s gender or if we had presented a vignette of a man. It is also
possible that it was easier for female participants to relate to and
discern that the woman in the vignette was of higher weight, because
the featured woman was of average height. However, we used an
attention check that asked participants to rate the woman’s weight
and eliminated those who did not rate the woman as having higher
weight.

Another limitation was including a dichotomy such that the in-
dividuals in the vignettes who wanted to address their weight either
had a health problem/motive or did not have a health problem
and had an appearance motive. In reality, individuals’ motivations
are likely more complex as individuals with a health problem may
also be motivated by their appearance, and those without a health
problem may also be motivated by their health. Participants also
may or may not have been familiar with the connection between
having Type II diabetes and taking GLP-1s, which could have
impacted our results. For example, if someone was familiar with
their connection, they could potentially have less stigma than those
who are unaware. Moreover, it is possible that since the vignettes
were short and contained only relevant information, participants
may have understood the point of the study and responded in a
socially desirable way. That said, socially desirability is typically
lower in anonymous, online samples (Joinson, 1999). Another
limitation is that the participants may not have viewed the individual
in the vignette who is satisfied with their weight and not wanting to
make changes as accepting their weight; some participants could
have viewed them as “giving up” or had another interpretation.

Furthermore, it is possible that the morality of dieting and exercise
in itself reduced stigma and that our findings are not a result of the
higher weight of the individual in the vignette being stigmatized but
rather of diet and exercise being perceived as effortful and “good”
(e.g., Beames et al., 2016; Mussap et al., 2016). Future research
should expand upon the work of Persky, Chen, et al. (2024) to
examine stigma associated with vignettes of individuals of varying
weights who use diet and exercise to maintain their weight. Although
Persky, Chen, et al. included individuals of both high and low weight
in their vignettes, future studies could incorporate the use of GLP-1s
and other interventions to lose weight. The present study did not find
any baseline differences among groups, including in education,
income, or knowledge about GLP-1s; however, future research might
explore these as moderators given that GLP-1s were considered to be
less affordable than diet and exercise and weight acceptance.

In sum, our study found that there was a perceived lack of effort
associated with the intention to lose weight using GLP-1s. Although
GLP-1s were designed to treat Type Il diabetes, among other health
conditions, the public appears to view their use for weight loss
negatively, even when it is in conjunction with an effort to treat Type
II diabetes. Acceptance of higher weight continues to be stigmatized
despite some research suggesting those who accept their higher
weight may be respected and viewed as having a higher self-esteem
(Murakami & Latner, 2015). Individuals of higher weight are thus
stigmatized if they accept their weight, if they do not choose to lose
weight via GLP-1s, and if they chose to lose weight via GLP-1s.
Diet and exercise continue to be heralded as the only moral way to

approach weight. In their advertisements and other efforts to pro-
mote GLP-1s, it is important for pharmaceutical companies to
educate viewers about the complexity of weight management and
the various reasons for GLP-1s while not promoting GLP-1s for
those for whom the medication was not intended (e.g., weight gain
related to menopause or postpartum weight loss). It further behooves
pharmaceutical companies to fund intervention research to reduce
weight stigma in order to effectively promote the physical and
psychological health of our society.
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