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Highlights

•	 The weight-normative approach to 
health assumes that body weight is 
a stand-alone indicator of health.

•	 We assessed whether body-related 
self-conscious emotions are inde-
pendently associated with self-rated 
health and mental health in young 
adults.

•	 Both females and males who 
reported greater body shame and 
lower body authentic pride per-
ceived their health and mental 
health more negatively, even after 
adjusting for body mass index 
(BMI).

•	 The findings underscore the impor-
tance of considering psychosocial 
contributors to self-rated health, in 
addition to physical attributes such 
as BMI.

•	 Interventions that focus on weight 
to the exclusion of body-related 
self-conscious emotions may side-
step a key contributor to self-rated 
health and mental health.

Abstract

Introduction: Although body weight has been positioned as a strong predictor of physi-
cal and mental health, positive and negative body-related psychosocial factors may also 
be important. Further, both theoretical tenets and empirical evidence suggest that these 
associations may differ by gender. Our objectives were to examine the associations 
between body-related self-conscious emotions (body shame, body authentic pride) and 
physical and mental health in young adults, and to identify potential differences in 
these associations by gender.

Methods: Data for this cross-sectional study were drawn from the Nicotine Dependence 
in Teens (NDIT) study for 799 young adults (M [SD] age = 33.6 y [0.5]; 43.9% male). 
We estimated the associations between each of body shame and body authentic pride 
(i.e. the exposures) and both self-rated physical and self-rated mental health (i.e. the 
outcomes) in linear regression models that controlled for age, education and body mass 
index, and we examined potential gender differences in these associations by conduct-
ing gender-stratified analyses.

Results: In females, self-rated health and mental health decreased by 0.37 and 0.38, 
respectively, with each unit increase in body shame. Self-rated health and mental health 
increased by 0.25 and 0.23, respectively, for each unit increase in body authentic pride. 
In males, self-rated health and mental health decreased by 0.35 and 0.45, respectively, 
with each unit increase in body shame, and increased by 0.32 and 0.21, respectively, 
with each unit increase in body authentic pride.

Conclusion:  Interventions that focus on body weight to the exclusion of body-related 
self-conscious emotions may side-step a key contributor to self-rated health. 

Keywords: self-conscious emotions, young adults, body mass index, body shame, body 
pride, health, weight
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Introduction

The weight-normative approach to health, 
which dominates Western society, is 
driven by numerous assumptions, includ-
ing that weight alone is a key indicator of 
health, that weight is controllable and that 

weight loss is sustainable and safe.1 At its 
core, the normative approach views 
weight as a central consideration in health 
and health care,2 using the terms “over-
weight” and “obese” widely and equating 
“obesity” to a disease that needs to be 
eradicated.3 Aligned with this terminology 

is the common use of body mass index 
(BMI) as an indicator of “overweight” in 
clinical practice and research, despite 
criticism of the BMI indicator for its 
inability to discriminate lean mass from 
body fat percentage,4 and its disregard of 
race, gender and age.5,6 

The relationship between BMI and health 
is generally difficult to study because it 
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may be confounded or mediated by multi-
ple adiposity-related factors that can also 
impact health, including socioeconomic 
status, weight cycling, physical activity 
and weight bias.3,7 Further, reliance on 
BMI (and, implicitly, the weight-normative 
approach) is criticized on the basis that 
the narratives and stereotypes perpetuated 
by reliance on BMI have negative effects 
on health, perhaps even more so than the 
physical challenges associated with excess 
weight.1,2 

It is broadly recognized that weight is a 
critical component of an individual’s 
social status and acceptance by others. 
Higher-weight individuals are often per-
ceived as sloppy, lazy, less likable, less 
kind, less successful, less attractive and as 
having lower self-esteem.8,9 The notion 
that thinness is superior is propagated 
through numerous sociocultural channels, 
including traditional and social media, 
government policy, environment and space 
design and interpersonal conversations 
and relationships.9-11 Individuals recognize 
that being higher-weight is a social iden-
tity that is devalued by society. Viewing 
oneself as a member of this higher-weight 
group may trigger psychosocial (e.g. need 
for belonging) and biological (e.g. hypo-
thalamic-pituitary adrenal axis) processes 
that diminish health.12,13 Simply the per-
ception of being higher-weight, indepen-
dent of actual BMI, is associated with 
higher levels of depressive symptoms, sui-
cidality14 and poorer perceived health.15 
Therefore, a more nuanced understanding 
of psychosocial factors related to weight is 
needed to inform effective, ethically sound 
weight- and health-related practices and 
policy.2,16 

Body-related shame is a psychosocial fac-
tor related to weight that may contribute 
to diminished health. Specifically, body 
shame is an intense self-conscious emo-
tion experienced when people feel that 
they do not meet a societal or personal 
body shape, weight or appearance ideal 
because of an uncontrollable and funda-
mental personal flaw (e.g. I am an unat-
tractive person17,18). Prominent theories 
suggest that both social and evaluative 
threats from others12 and negative self-
evaluations18 can elicit body-related shame. 
Being higher-weight,19 perceiving oneself 
as higher-weight20 and perceiving large 
discrepancies between one’s actual and 
ideal weight21 are all associated with 
greater body shame. 

Shame is recognized as a powerful emo-
tion that diminishes physical and mental 
health,2,13,22 as evidenced by its association 
with physiological indicators (e.g. cortisol 
reactivity,23 depressive symptoms,24,25 self-
esteem24). Further, body shame may also 
indirectly impact physical and mental 
health through avoidance of physical 
activity,20,26 social withdrawal,26 elevated 
health care–related stress27 and prioritizing 
improvements in appearance at the expense 
of health.28 Body shame may therefore 
have a significant influence on perceived 
health. 

Positive body-related emotions may also 
influence physical and mental health. 
More positive body-related emotions are 
associated with a lower risk of mortality29 
and higher levels of well-being.30 Body 
authentic pride (henceforth referred to as 
“body pride”) is a positively valenced self-
conscious emotion that occurs when peo-
ple attribute a positive achievement to 
their own efforts.17,18 Related to the body, 
it can involve efforts that lead to congru-
ence between one’s perceived appearance 
with a personal or societal ideal (e.g. 
being proud of efforts to maintain one’s 
appearance).17,31 

Being higher-weight19 and perceiving a 
discrepancy between actual and idealized 
weight are associated with lower body 
pride in men and women.21,31 Since per-
ceived acceptance by others fosters posi-
tive body emotions,32 socially perpetuated 
strict body ideals and ingrained biases 
against higher-weight bodies may dimin-
ish feelings of body pride through a lack 
of acceptance by others or perceived devi-
ation from the societal ideal.18 Higher 
body pride is associated with higher self-
esteem, flourishing, and lower depressive, 
anxiety and disordered eating symp-
toms,24,33 and higher engagement in posi-
tive health behaviours.34 Therefore, body 
pride may underpin perceptions of health. 

Our objectives in this study were to assess 
whether body shame or body pride is 
independently associated with self-rated 
health in young adults after taking BMI 
into account. Young adults constitute an 
age group of considerable interest in health-
related research because they experience 
numerous major life transitions as they 
establish their social, educational and work 
identities, and yet they may still be highly 
amenable to lifestyle and health-related inter
vention.35 We conducted gender-stratified 

analyses in part because males are rarely 
studied in this realm of research, and in 
part because of documented differences in 
body shame19 and perceived health36 
across gender. Consistent with theoretical 
tenets,13,18,31 we hypothesized that higher 
body shame and lower body pride are 
associated with lower self-rated health 
and mental health in both females and 
males. 

Methods

Ethics approval

The Nicotine Dependance in Teens (NDIT) 
study was approved by ethics committees 
at the Montréal Department of Public 
Health and McGill University (2007–2384, 
2017–6895). Informed parental consent 
and participant assent were obtained in 
cycle 1 of the NDIT study (described 
later). Participants (who had attained 
legal age) provided consent in the post–
high school data collections, including the 
data collection that generated data for the 
current analysis. The NDIT study is cur-
rently approved by the Centre de recher-
che du centre hospitalier de l’Université 
de Montréal (CRCHUM) Ethics Committee 
(ND 06.087). Participants provided 
informed consent in cycle 23. 

Study sample

Data were drawn from the NDIT study,37 
for which 1294 participants aged 12 to 13 
years in Grade 7 were recruited in 1999 to 
2000 using a school-based sampling strat-
egy. Specifically, 13 high schools in or 
near Montréal were selected in consulta-
tion with local school boards and school 
principals to include a mix of (i) French- 
and English-language schools; (ii) urban, 
suburban and rural schools; and (iii) schools 
located in neighbourhoods of high, mod-
erate and low socioeconomic status. All 
students in Grade 7 were considered eligi-
ble to participate, and data were collected 
in 20 cycles from Grades 7 to 11 among 
those who agreed to participate. Post–high 
school data were collected in 2007 to 2008 
(cycle 21), 2010 to 2012 (cycle 22), 2017 to 
2020 (cycle 23) and 2020 to 2021 (cycle 
24), when the mean age of participants 
was 20.4, 24.0, 30.5 and 33.6 years, 
respectively. In cycle 1 (i.e. at NDIT incep-
tion), several participant characteristics 
were comparable to those reported for 
same-age students participating in the 
1999 provincially representative Québec 
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Child and Adolescent Health and Social 
Survey.37 

Except for BMI, all data for the current 
analyses were collected from 2017 to 2020 
in cycle 23 (i.e. the only cycle to date in 
which body-related self-conscious emo-
tions were measured), when the mean age 
of participants was 30.5 years. A total of 
799 participants (43.9% male) completed 
the cycle 23 questionnaire. To avoid using 
a value of BMI that was on the causal 
pathway between the “exposures” (i.e. 
body shame, body pride) and the “out-
comes” (i.e. self-rated health, self-rated 
mental health), we used BMI data from 
cycle 22. Overall, however, we consider 
this study to be cross-sectional, since 
most data were drawn from cycle 23.

Measures

Body shame and body pride
Body shame and body pride were mea-
sured with subscales of the Body and 
Appearance Self-Conscious Emotions Scale 
(BASES).24 Evidence of concurrent, converg
ent, incremental and discriminant validity 
have been reported for the BASES.24 In 
addition, both measures are relatively sta-
ble over time—the intraclass correlation 
coefficients (95% confidence intervals 
[CIs]) assessing two-week test-retest reli-
ability were 0.93 (0.85, 0.97) for body 
shame, and 0.88 (0.72, 0.95) for body 
pride. In the NDIT sample, internal con-
sistency was α  =  0.88 for body shame 
and α  =  0.91 for body pride. The four 
items in the body shame subscale (e.g. 
questions such as, “How often do you feel 
… ashamed of the way you look?”) and 
the four items in the body pride subscale 
(e.g. questions such as, “How often do 
you feel …  proud that you have achieved 
your appearance goals?”) were scored 
from 1 (never) to 5 (always). Items in 
each subscale were averaged to create 
continuous scores ranging from 1 to 5. 

Self-rated health
Self-rated health was measured by asking, 
“In general, how would you rate your 
health?” Response options were “poor,” 
“fair,” “good,” “very good” and “excellent” 
(scored 1 to 5). This item was used as a 
continuous variable in the analyses. Self-
related health has been consistently asso-
ciated with objective health status38 and is 
a strong predictor of mortality.39

Self-rated mental health
Self-rated mental health was measured by 
asking, “In general, how would you rate 

your mental health?” Response options 
were “poor,” “fair,” “good,” “very good” 
and “excellent” (scored 1 to 5), and this 
item was also considered continuous in 
the analyses. Self-rated mental health was 
moderately correlated (r  =  0.45–0.48) 
with several well-known mental health 
measures,40 and higher self-rated mental 
health scores are associated with higher 
mental health functioning and fewer 
symptoms of psychological distress.41 

BMI
Height and weight were measured by 
trained technicians according to a stan-
dardized protocol,37 either onsite in the 
NDIT offices in Montréal, Canada, or in 
participants’ homes. BMI was computed 
as weight in kilograms divided by height 
in metres, squared (BMI = kg/m2) and 
was used as a continuous variable in the 
analyses. We used the value of BMI in 
cycle 22, rather than in cycle 23, to ensure 
that BMI (which could be a mediator of 
the associations of interest in addition to a 
potential confounder) did not block the 
associations of interest. In females, the 
mean BMI was 23.8 (standard deviation 
[SD] 4.7) in cycle 22 and 25.4 (SD 5.8) in 
cycle 23 (r = 0.80). In males, the mean 
BMI was 25.1 (SD 4.4) in cycle 22 and 
26.3 (SD 4.6) in cycle 23 (r = 0.80). The 
correlation between BMI in cycle 22 and 
cycle 23 was 0.80 in females and 0.80 in 
males.

Sociodemographic characteristics
Participants reported their age, gender, 
whether they were born in Canada (“yes,” 
“no”), language spoken most often at home 
in cycle 1 (French, English, other), whether 
their mother was university-educated (“yes,” 
“no”) and whether participants were uni-
versity-educated in cycle 23 (“yes,” “no”). 
We used the value of participant educa-
tion in cycle 23 because education is rela-
tively time-invariant at age 31.

Data analysis

Preliminary analyses
The data were screened for normality, out-
liers42 and missing data. Descriptive data 
for continuous variables were reported as 
means and SDs, and categorical variables 
were reported as frequencies and percent-
ages. Pearson product moment correlation 
coefficients were computed to describe 
the associations among the main study 
variables. Although the correlation between 
body shame and body pride was low (i.e. 
r = −0.179 in females and r =−0.009 in 

males), we developed models for each 
exposure separately to avoid overadjust-
ment related to possible mediation of one 
variable by the other. 

Univariable and multivariable analyses
All modelling was undertaken separately 
in gender-stratified models. We first mod-
elled the association between each expo-
sure variable (body shame, body pride) 
and each outcome variable (self-reported 
health, self-reported mental health) in 
unadjusted (i.e. univariable) linear regres-
sion models. We then conducted multi-
variable linear regression models adjusting 
for age, participant education and BMI. 
The parameters of interest were the beta 
coefficients for body shame and body 
pride, for which the 95% CIs excluded the 
null value in the multivariable models.

Results

Table 1 compares selected characteristics 
of participants retained and not retained 
(i.e. lost to follow-up, did not provide data 
in 2017–2020) for analysis. Of 670 females 
in cycle 1, 448 (66.9%) provided data in 
cycle 23. Of 623 males in cycle 1, 351 
(56.3%) provided data in cycle 23. Par
ticipants retained were younger on aver-
age than those not retained, relatively 
more were born in Canada and more had 
university-educated mothers. BMI and 
speaking French were similar among 
those retained compared to those not 
retained for analysis. 

Table 2 reports values for the main study 
variables in females and males in cycle 
23. Females had higher scores for body 
shame than males (mean [SD] = 2.1 [0.8] 
vs. 1.8 [0.8]). Self-rated mental health 
scores were higher in males than females 
(mean [SD]  =  3.4 [0.9] vs. 3.2 [0.9]). 
There was little difference in body pride 
scores or in self-rated health across gender. 

Table 3 shows Pearson correlation coeffi-
cients between the main study variables 
in females and in males. Results from the 
univariable and multivariable linear regres
sion models are shown in Table 4 for 
females and Table 5 for males, and the 
findings are reported below.

Body-related emotions and self-rated 
health in females

Body shame and self-rated health were mod
erately negatively correlated (r = −0.366) 
in females (Table 3), suggesting that as 
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TABLE 1 
Selected characteristics of participants retained and not retained for analysis, by gender, NDIT study, 1999 to 2020

Females Males

Retained 
(n = 448)

Not retainedª 
(n = 222)

Retained 
(n = 351)

Not retaineda 

(n = 272)

Age at cycle 1, mean (SD) 12.6 (0.5) 12.9 (0.7) 12.7 (0.5) 12.9 (0.6)

Born in Canada, % 94.0 88.7 93.4 90.1

French-speaking, % 31.7 32.0 29.3 26.8

Mother university-educated, % 42.6 34.2 50.6 44.1

BMI,b mean (SD) 19.9 (3.9) 20.4 (4.0) 20.1 (3.8) 20.2 (3.8)

Abbreviations: BMI, body mass index; NDIT, Nicotine Dependence in Teens; SD, standard deviation.

a Includes participants lost to follow-up between cycles 1 and 23 and participants with missing data in cycle 23.

b At NDIT inception, in 1999 to 2000.

TABLE 2 
Selected characteristicsa of study participants, by gender, NDIT study, 2017 to 2020

Females Males

Total 
nb

Mean (SD) or 
% yes

Range
Total 

nb

Mean (SD) or  
% yes

Range

Age, y 448 30.6 (1.0) 28.5–34.1 351 30.6 (1.0) 28.2–34.6

Participant university-educated 447 62.4% — 349 56.4% —

Body shamec 447 2.1 (0.8) 1.0–5.0 350 1.8 (0.8) 1.0–4.8

Body pridec 447 2.3 (0.9) 1.0–5.0 350 2.4 (1.0) 1.0–5.0

Self-rated health 446 3.2 (0.9) 1.0–5.0 350 3.3 (0.9) 1.0–5.0

Self-rated mental health 445 3.2 (0.9) 1.0–5.0 349 3.4 (0.9) 1.0–5.0

BMI (cycle 22)d 384 23.8 (4.7) 16.3–45.4 298 25.1 (4.4) 18.1–46.0

BMI (cycle 23) 379 25.4 (5.8) 15.9–50.9 296 26.3 (4.6) 18.3–47.8

Abbreviations: BMI, body mass index; NDIT, Nicotine Dependence in Teens; SD, standard deviation.

a As measured in cycle 23, unless otherwise indicated.

b Totals differ due to missing data.

c Measured using subscales of the Body and Appearance Self-Conscious Emotions Scale.

d BMI cycle 22 data were used to avoid using a value of BMI that was on the causal pathway between exposure variables and outcome variables.

body shame increased, self-rated health 
decreased. Similarly, as shown in Table 4, 
Model 1, body shame was negatively 
associated with self-rated health in the 
unadjusted linear regression model (bcrude = 
−0.42, 95% CI: −0.51, −0.32). In Table 
4, Model 2, the beta remained relatively 
stable after adjustment for age, participant 
education and BMI (badj = −0.37, 95% 
CI: −0.48, −0.26), suggesting that with 
each unit increase in body shame, there 
was a 0.37 decrease in the self-rated health 
score. 

Body pride and self-rated health were 
weakly positively correlated (r  =  0.230) 
in females (Table 3), suggesting that as 
body pride increased, self-rated health 
also increased. Similarly, as shown in 
Table 4, Model 3, body pride was posi-
tively associated with self-rated health in 
the unadjusted linear regression model 
(bcrude = 0.23, 95% CI: 0.14, 0.33). In 

Table 4, Model 4, the interpretation of the 
findings was not altered by adjusting for 
age, education and BMI (badj = 0.25, 95% 
CI: 0.15, 0.35), suggesting that with each 
unit increase in the body pride score, the 
self-rated health score increased by 0.25. 

Body-related emotions and self-rated 
mental health in females

Body shame and self-rated mental health 
were moderately negatively correlated 
(r = −0.329) in females (Table 3), sug-
gesting that as body shame increased, 
self-rated mental health decreased. Sim
ilarly, as shown in Table 4, Model 5, body 
shame was negatively associated with 
self-rated mental health in the unadjusted 
linear regression model (bcrude  = −0.38, 
95% CI: −0.48, −0.28). In Table 4, Model 
6, the beta remained relatively stable after 
adjustment for age, participant education 
and BMI (badj = −0.38, 95% CI: −0.49, 
−0.26), suggesting that with each unit 

increase in body shame, there was a 0.38 
decrease in the self-rated mental health score. 

Body pride and self-rated mental health were 
weakly positively correlated (r  =  0.222) 
in females (Table 3), suggesting that as 
body pride increased, self-rated mental 
health also increased. Similarly, as shown 
in Table 4, Model 7, body pride was posi-
tively associated with self-rated health in 
the unadjusted linear regression model 
(bcrude = 0.23, 95% CI: 0.13, 0.32). In Table 4, 
Model 8, the interpretation of the findings 
was not altered by adjusting for age, par-
ticipant education and BMI (badj = 0.23, 
95% CI: 0.13, 0.33), suggesting that with 
each unit increase in the body pride score, 
the self-rated health score increased by 0.23. 

Body-related emotions and self-rated 
health in males

Body shame and self-rated health were mod
erately negatively correlated (r = −0.327) 
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in males (Table 3), suggesting that as 
body shame increased, self-rated health 
decreased. Similarly, as shown in Table 5, 
Model 1, body shame was negatively 
associated with self-rated health in the 
unadjusted linear regression model (bcrude = 
−0.38, 95% CI: −0.49, −0.26). In Table 5, 
Model 2, the beta remained relatively sta-
ble after adjustment for age, participant 

TABLE 3 
Correlation coefficients between age, BMI, participant education, body shame, body pride, self-rated health and self-rated  

mental health among females (n = 384–448a) and males (n = 298–351a), NDIT study, 2017 to 2020

 
Age

BMI  
(cycle 22)b

Participant 
education

Body shame Body pride
Self-rated 

health
Self-rated 

mental health

Age 0.048 −0.196* 0.062 0.090 −0.076 −0.048

BMI (cycle 22)b 0.090 −0.205* 0.289* 0.034 −0.192* 0.013

Participant education −0.201* −0.072 −0.141* 0.015 0.236* 0.119*

Body shame 0.024 0.183* −0.001 −0.179* −0.366* −0.329*

Body pride 0.046 0.062 0.025 −0.009 0.230* 0.222*

Self-rated health 0.001 −0.159* 0.117* −0.327* 0.340* 0.432*

Self-rated mental health −0.007 −0.167* 0.060 −0.350* 0.212* 0.510*

Abbreviations: BMI, body mass index; NDIT, Nicotine Dependence in Teens.

Note: Data for males are presented in shaded cells. Correlation coefficients are Pearson product moment correlation coefficients.

a Totals differ due to missing data.

b BMI cycle 22 data were used to avoid using a value of BMI that was on the causal pathway between exposure variables and outcome variables.

* Significant at p ≤ 0.05

TABLE 4 
Crude and adjusted beta coefficients (b) and 95% CIs from linear regression models for the association between body shame  

and body pride and each of self-rated health and self-rated mental health in females, NDIT study, 2017 to 2020

Self-rated health Self-rated mental health

βcrude (95% CI) βadj
a (95% CI) βcrude (95% CI) βadj

a (95% CI)

Model
1 

n = 445
2 

n = 381b

5 
n = 445

6 
n = 381b

Body shame −0.42 (−0.51, −0.32) −0.37 (−0.48, −0.26) −0.38 (−0.48, −0.28) −0.38 (−0.49, −0.26)

Age — −0.04 (−0.13, 0.06) — −0.05 (−0.14, 0.05)

Participant education — 0.33 (0.15, 0.52) — 0.22 (0.03, 0.41)

BMIc — −0.01 (−0.03, 0.01) — 0.03 (0.01, 0.05)

R2 0.13 0.18 0.11 0.12

F 68.5 19.6 53.8 13.1

Model
3 

n = 444
4 

n = 381b

7 
n = 444

8 
n = 381b

Body pride 0.23 (0.14, 0.33) 0.25 (0.15, 0.35) 0.23 (0.13, 0.32) 0.23 (0.13, 0.33)

Age — −0.07 (−0.16, 0.02) — −0.08 (−0.18, 0.02)

Participant education — 0.35 (0.16, 0.54) — 0.24 (0.04, 0.44)

BMIc — −0.03 (−0.05, −0.01) — 0.01 (−0.01, 0.03)

R2 0.05 0.14 0.10 0.10

F 24.8 14.9 22.9 7.5

Abbreviations: BMI, body mass index; CI, confidence interval; NDIT, Nicotine Dependence in Teens.

Note: Bold indicates that the 95% CI excluded the null value for the exposure variable of interest.

a Model adjusted for age, participant education (in cycle 23) and BMI (in cycle 22).

b Totals for adjusted models differ from totals for unadjusted models due to missing data on participant education and/or BMI. 

c BMI cycle 22 data were used to avoid using a value of BMI that was on the causal pathway between exposure variables and outcome variables.

education and BMI (badj  =  −0.35, 95% 
CI: −0.47, −0.22), suggesting that with 
each unit increase in body shame, there 
was a 0.35 decrease in the self-rated 
health score. 

Body pride and self-rated health were mod
erately positively correlated (r = 0.340) in 
males (Table 3), suggesting that as body 

pride increased, self-rated health also 
increased. Similarly, as shown in Table 5, 
Model 3, body pride was positively associ-
ated with self-rated health in the unad-
justed linear regression model (bcrude = 
0.29, 95% CI: 0.20, 0.37). In Table 5, 
Model 4, the interpretation of the findings 
was not altered by adjusting for age, edu-
cation and BMI (badj = 0.32, 95% CI: 0.23, 
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0.41), suggesting that with each unit increase 
in the body pride score, the self-rated 
health score increased by 0.32. 

Body-related emotions and self-rated 
mental health in males

Body shame and self-rated mental health 
were moderately negatively correlated 
(r = −0.350) in males (Table 3), suggest-
ing that as body shame increased, self-
rated mental health decreased. Similarly, 
as shown in Table 5, Model 5, body shame 
was negatively associated with self-rated 
mental health in the unadjusted linear 
regression model (bcrude = −0.47, 95% CI: 
−0.60, −0.33). In Table 5, Model 6, the 
beta remained relatively stable after 
adjustment for age, participant education 
and BMI (badj = −0.45, 95% CI: −0.60, 
−0.30), suggesting that with each unit 
increase in body shame, there was a 0.45 
decrease in the self-rated mental health 
score. 

Body pride and self-rated mental health were 
weakly positively correlated (r  =  0.212) 
in males (Table 3), suggesting that as 
body pride increased, self-rated mental 
health also increased. Similarly, as shown 

in Table 5, Model 7, body pride was posi-
tively associated with self-rated mental 
health in the unadjusted linear regression 
model (bcrude = 0.21, 95% CI: 0.12, 0.30). 
In Table 5, Model 8, the interpretation of 
the findings was not altered by adjusting 
for age, participant education and BMI 
(badj = 0.21, 95% CI: 0.10, 0.32), suggest-
ing that with each unit increase in the 
body pride score, the self-rated health 
score increased by 0.21. 

Discussion

A dominant focus of health in Western 
social systems emphasizes the pursuit of 
weight loss, despite substantial evidence 
that weight loss is unsustainable for most 
people, and that weight cycling has 
adverse health effects.2,3,43 This study exam
ined the associations among body-related 
self-conscious emotions—body shame 
and body pride—and each of self-rated 
health and self-rated mental health in 
young adults. The findings suggest that 
both males and females who reported 
greater body-related shame and lower 
body pride perceived their overall health 
more negatively, even after BMI was taken 
into account. These findings underscore 

the importance of considering psychoso-
cial contributors to self-rated health in 
young adults, in addition to physical attri-
butes such as BMI.

That higher levels of body-related shame 
relate to lower self-rated health is consis-
tent with theoretical tenets2,13,22 as well as 
with empirical evidence of elevated corti-
sol23 and symptoms of mental illness.25 
Our findings also align with associations 
noted between higher levels of body pride 
and both fewer symptoms of mental ill-
ness and higher reported levels of well-
being.24,33 While associations between 
global self-conscious emotions and indica-
tors of health have been observed in past 
studies,22,25 our findings highlight the 
importance of assessing these emotions 
contextualized to the body and its appear-
ance. Given the emphasis Western society 
places on appearance, and the pressure to 
uphold the strict standards both men and 
women are subject to with respect to 
weight,11 as well as evidence that the 
appearance domain of one’s identity 
strongly predicts global self-worth,44 it is 
not surprising that how people feel about 
their body has a robust impact on their 
global perceptions of health. These findings 

TABLE 5 
Crude and adjusted beta coefficients (b) and 95% CIs from linear regression models for the association between body shame  

and body pride and each of self-rated health and self-rated mental health in males, NDIT study, 2017 to 2020

Self-rated health Self-rated mental health

βcrude (95% CI) βadj
a (95% CI) βcrude (95% CI) βadj

a (95% CI)

Model
1 

n = 349
2 

n = 295b

5 
n = 349

6 
n = 295b

Body shame −0.38 (−0.49, −0.26) −0.35 (−0.47, −0.22) −0.47 (−0.60, −0.33) −0.45 (−0.60, −0.30)

Age — 0.04 (−0.07, 0.14) — 0.06 (−0.06, 0.18)

Participant education — 0.25 (0.06, 0.45) — 0.14 (−0.09, 0.37)

BMIc — −0.02 (−0.04, 0.002) — −0.03 (−0.05, 0.001)

R2 0.11 0.13 0.12 0.14

F 41.8 11.0 48.6 11.6

Model
3 

n = 348
4 

n = 294b

7 
n = 348

8 
n = 294b

Body pride 0.29 (0.20, 0.37) 0.32 (0.23, 0.41) 0.21 (0.12, 0.30) 0.21 (0.10, 0.32)

Age — −0.01 (−0.11, 0.19) — 0.02 (−0.11, 0.14)

Participant education — 0.22 (0.03, 0.41) — 0.12 (−0.11, 0.36)

BMIc — −0.04 (−0.06, −0.01) — −0.04 (−0.07, −0.02)

R2 0.12 0.18 0.10 0.10

F 45.5 16.2 16.3 6.1

Abbreviations: BMI, body mass index; CI, confidence interval; NDIT, Nicotine Dependence in Teens.

Note: Bold indicates that the 95% CI excluded the null value for the exposure variable of interest.

a Model adjusted for age, participant education (in cycle 23) and BMI (in cycle 22).

b Totals for adjusted models differ from totals for unadjusted models due to missing data on participant education and/or BMI. 

c BMI cycle 22 data were used to avoid using a value of BMI that was on the causal pathway between exposure variables and outcome variables.
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have important practical implications, and 
suggest that interventions that aim to mit-
igate emotions to promote perceived over-
all health (e.g. weight-neutral health-behaviour 
programs) should specifically target the 
established antecedents and experiences 
of body shame and body pride.18

For both males and females, the associa-
tions between BMI and self-rated mental 
health in the adjusted models were incon-
sistent; they remained significant only in 
the body shame model for females and 
the body pride model for males. These 
findings add to an inconsistent literature 
on the association between higher body 
weight and symptoms of mental illness. 
At least one study45 demonstrated a posi-
tive association, whereas null associations 
have been noted after controlling for psy-
chosocial variables (e.g. weight percep-
tions).14 Another study reported associations 
in women only.46 

Overall, our findings on body-related self-
conscious emotions are consistent with 
weight bias theories and models13 as well 
as with empirical evidence,47 supporting 
that the psychological responses to weight-
based identities and stigma (e.g. interper-
sonal mistreatment, bias) contribute to 
diminished mental health. Our findings 
extend recent research demonstrating the 
associations among body shame, body 
pride and symptoms of mental illness in 
young adults48 by highlighting that emo-
tional responses to body appearance may 
be a more important consideration than 
weight status itself. Since mental illness in 
young adulthood is predictive of cardio-
vascular disease and an elevated risk of 
mortality into middle and late adulthood,49 
body-related self-conscious emotions may 
be an important target for mitigating 
symptoms of mental illness and fostering 
well-being in young adults. 

Although our findings support that body-
related self-conscious emotions are associ-
ated with self-rated health, the mechanisms 
underpinning the associations are not 
known. Multiple pathways may be impor-
tant. In addition to physiological dysregu-
lation over time due to cumulative 
experiences of self-conscious emotions,22 
self-conscious emotions may indirectly 
impact perceived health through their 
ability to motivate or deter health behav-
iours. Self-conscious emotions motivate 
perceived moral and socially acceptable 
health behaviours;18 weight-normative 

approaches to health have perpetuated 
the notion that health behaviours are 
moral through healthism (i.e. the dis-
course that health can be achieved 
through discipline and effort, and that 
health is something moral citizens should 
strive for).1,3 More specifically, body shame 
promotes avoidance of contexts in which 
one feels vulnerable to experiencing 
shame, whereas body pride reinforces 
engagement in activities that elicit feelings 
of pride.18 Higher levels of body shame 
and lower levels of body pride have been 
consistently associated with lower levels 
of physical activity,17,20,34 while body 
shame relates to greater health care avoid-
ance in women.27 Longitudinal studies 
investigating the mechanisms that under-
pin this association are an important ave-
nue for future research.

Implications

These findings assess individual-level emo
tions, but also have implications regarding 
the importance of social narratives around 
weight implicit in health care, education 
and government policies that contribute 
to eliciting these emotions. For example, 
school-based BMI screening programs 
sometimes use this metric as the sole indi-
cator of health and reinforce habitual 
monitoring of weight in young people. 
Government policies in Canada have 
strongly promoted that weight is entirely 
controllable and that individuals should 
actively aim to control their weight.50 
Health care experiences are often described 
as stigmatizing and elicitors of shame, and 
shame is the most common motivator of 
health care avoidance.16 Therefore, sys-
tem-level changes that recognize the 
importance of weight inclusivity and aim 
to mitigate feelings of body shame and 
foster positive body-related self-conscious 
emotions are essential. Consistent with 
weight-inclusive approaches to health,2,51 
policies and programs that promote sus-
tainable engagement in health behaviours 
and well-being across the weight spec-
trum are essential. These policies and pro-
grams must be developed with ongoing 
recognition that there are larger, uncon-
trollable factors (e.g. food access, genet-
ics) that also play a role in weight and 
health.

Strengths and limitations

Strengths of this study include its focus on 
young adults, who are understudied in 
this realm, and its consideration of both 

positive and negative body-related emo-
tions as exposure variables. In addition, 
the data provide a basis for discussion 
about how to reorient health practice and 
policy that is overly focussed on weight. 
Finally, the analyses were conducted sep-
arately in males and females. 

Limitations include that the cross-sec-
tional study design precludes causal infer-
ence. Future studies should be longitudinal 
and establish the temporality of the expo-
sures and outcomes. Residual confound-
ing could be an issue due to poorly 
measured potential confounders or miss-
ing data on potential confounders.52 Loss 
to follow-up since inception could have 
introduced selection bias. Recall error 
related to self-report data could have 
introduced misclassification bias. Use of a 
purposive sample of schools to recruit 
participants could have rendered the find-
ings less generalizable. Finally, it is possi-
ble that limited power reduced our ability 
to detect some associations.

Conclusion

This study examined the associations 
among body-related self-conscious emo-
tions and self-reported health in young 
adults. In both males and females, both 
body shame and body pride were associ-
ated with self-rated health even after tak-
ing BMI into account. Although BMI and 
body-related self-conscious emotions are 
likely inextricably linked in complex ways, 
these findings highlight the importance of 
considering psychosocial contributors to 
health in young adults, and raise concerns 
that preventive interventions focussed pri-
marily on BMI may side-step a key con-
tributor to self-rated health in excluding 
consideration of body-related self-conscious 
emotions.  
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