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A large and growing body of  research documents 
the negative relationship between perceived dis-
crimination and health. Self-reported experiences 
of  discrimination are related to decreased psy-
chological health (e.g., Schmitt, Branscombe, 
Postmes, & Garcia, 2014; Williams, Neighbors, & 
Jackson, 2003), as well as poorer physical health, 
including higher rates of  hypertension, diabetes, 
respiratory problems, and cardiovascular disease 
(Paradies, 2006; Pascoe & Richman, 2009; 

Richman & Hatzenbuehler, 2014; Williams & 
Mohammed, 2009).

An identity-based motivational model of 
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on health-related behaviors
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Abstract
Perceived discrimination is associated with increased engagement in unhealthy behaviors. We propose 
an identity-based pathway to explain this link. Drawing on an identity-based motivation model of 
health behaviors (Oyserman, Fryberg, & Yoder, 2007), we propose that perceptions of discrimination 
lead individuals to engage in ingroup-prototypical behaviors in the service of validating their identity 
and creating a sense of ingroup belonging. To the extent that people perceive unhealthy behaviors as 
ingroup-prototypical, perceived discrimination may thus increase motivation to engage in unhealthy 
behaviors. We describe our theoretical model and two studies that demonstrate initial support for some 
paths in this model. In Study 1, African American participants who reflected on racial discrimination 
were more likely to endorse unhealthy ingroup-prototypical behavior as self-characteristic than those 
who reflected on a neutral event. In Study 2, among African American participants who perceived 
unhealthy behaviors to be ingroup-prototypical, discrimination predicted greater endorsement of 
unhealthy behaviors as self-characteristic as compared to a control condition. These effects held both 
with and without controlling for body mass index (BMI) and income. Broader implications of this 
model for how discrimination adversely affects health-related decisions are discussed.
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Most explanations for the negative effects of  
perceived discrimination on health posit increased 
stress as a key mediator. Experiences with discrimi-
nation are assumed to increase stress, which in turn 
has a detrimental effect on health. Experimental 
studies verify that acute exposure to discrimination 
is associated with increases in the stress hormone 
cortisol and increases in blood pressure (e.g., 
Townsend, Major, Gangi, & Mendes, 2011). 
Although adaptive in the short term, chronic acti-
vation of  stress systems can result in allostatic load, 
a cumulative wear and tear on the body that is 
caused by repeated overactivation of  physiological 
systems associated with adapting to stressors 
(McEwen, 1998). Allostatic load is assumed to be a 
common biological pathway leading from stress to 
multiple health maladies, including cardiovascular 
disease (CVD), diabetes, strokes, ulcers, decreased 
immune functioning, and cancers (McEwen, 1998).

Direct effects of  perceived discrimination on 
stress responses are not the only way in which 
perceived discrimination can affect health out-
comes. Perceived discrimination may also influ-
ence health indirectly by affecting health 
behaviors. For example, perceived discrimination 
is related to increased rates of  alcohol and sub-
stance abuse (Gibbons et  al., 2010; Richman, 
Boynton, Costanzo, & Banas, 2013). Furthermore, 
longitudinal studies demonstrate that perceived 
discrimination prospectively predicts both 
increased engagement in unhealthy behaviors and 
weight gain (Cozier, Wise, Palmer, & Rosenberg, 
2009; Cunningham et  al., 2013). In one of  the 
few experimental studies on this issue, Pascoe 
and Richman (2011) found that when African 
Americans were asked to recall a personal experi-
ence of  discrimination (vs. a neutral event), they 
were more likely to subsequently prefer unhealthy 
over healthy foods. Such findings suggest that 
perceived discrimination may be an important 
factor in sustaining substantial racial differences 
in obesity rates (Ogden, Carroll, Kit, & Flegal, 
2013) and contribute to well established health 
disparities between African Americans and White 
Americans (Williams & Mohammed, 2009)

Surprisingly, little theoretically driven research 
has examined why perceived discrimination leads 

to engagement in unhealthy behaviors. Some 
authors propose that engaging in unhealthy 
behaviors such as smoking, drinking, and con-
suming high caloric foods are ways of  coping 
with the stress stemming from perceived discrim-
ination (e.g., Brondolo, Brady Ver Halen, Pencille, 
Beatty, & Contrada, 2009; Jackson, Knight, & 
Rafferty, 2010). While this is a plausible pathway, 
the current research introduces an additional 
pathway that may also contribute to the link 
between perceived discrimination and engage-
ment in unhealthy behaviors. As shown in Figure 
1, we propose an identity-based motivation pathway by 
which perceived discrimination leads individuals 
to engage in ingroup-prototypical behaviors. 
First, we propose that perceived discrimination 
should lead to higher ratings of  ingroup-proto-
typical behavior as being self-characteristic (Path 
A). This effect should be moderated by the extent 
to which people view those behaviors as being 
ingroup prototypical (Path B). For example, 
African Americans who view eating fried food as 
a typical behavior of  their racial group may be 
more likely to indicate that eating fried food is 
self-characteristic in response to perceived dis-
crimination. Perceptions of  unhealthy ingroup-
prototypical behaviors as being self-characteristic 
should then lead to an increased likelihood of  
engaging in those unhealthy behaviors (Path C). 
Finally, engaging in unhealthy behaviors predict 
poor health outcomes (Path D). The cumulative 
effects of  engaging in identity-prototypical 
behavior in response to discrimination may thus 
contribute to racial health disparities.

The theoretical underpinning of  our identity-
based pathway stems from theories of  identity-
based motivation (e.g., Cheryan & Monin, 2005; 
Oyserman et  al., 2007; Tajfel & Turner, 1979). 
According to these theories, people derive a sig-
nificant sense of  who they are, or their identity, 
from the social groups with which they are affili-
ated (Tajfel & Turner, 1979). Belonging to a 
group, among other things, confers a sense of  
self-worth (Tajfel & Turner, 1979) and instills the 
social world with meaning (Hogg, 2005). Hence, 
people are highly motivated to feel good about 
their groups, be like their ingroup, differentiate 
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their ingroup from outgroups, and engage in 
ingroup-prototypical behaviors while avoiding 
out-group-prototypical behaviors. Behaviors seen 
as ingroup-prototypical are “identity-infused.” 
These behaviors carry positive tones of  inclusion 
and signal one’s social identity to the self  and  
others. Engaging in identity infused behaviors 
may thus fulfill the need to belong (Richman & 
Leary, 2009).

Perceived discrimination is a potent form of  
identity threat. Several empirical studies demon-
strate that experiencing discrimination leads to 
increased group identification (Branscombe, 
Schmitt, & Harvey, 1999), especially among indi-
viduals who are already highly group-identified. 
For example, McCoy and Major (2003) found 
that highly identified Latino/a American students 
identified even more strongly with their ethnic 
group after reading about pervasive discrimina-
tion toward their ethnic group whereas individu-
als low in group identification identified even less. 
Past findings from research on self-stereotyping 
in response to threats to group status and distinc-
tiveness also point to the important role of  group 
identification in this process (Spears, Doosje, & 
Ellemers, 1997). High group identity predicts 
higher ratings of  how typical of  the group people 
rate themselves after experiencing some form of  
threat to their group status or distinctiveness. 
Increasing identification and self-stereotyping are 
two potential ways to validate one’s social identity 
in response to discrimination/group-threat. In 
our model, we propose that engaging in ingroup-
prototypical behaviors is another way to validate 
one’s social identity that has particular implica-
tions for understanding health behavior.

Identity-based responses to discrimination can 
have either positive or negative health conse-
quences, depending on whether ingroup-prototyp-
ical behaviors are relatively healthy or unhealthy. In 
general, advantaged or high status groups (such as 
Whites) are better able than disadvantaged or low 
status groups (e.g., African Americans) to claim 
esteemed behaviors (e.g., eating healthy, achieving 
at school) as ingroup-defining (Oyserman et  al., 
2007). Extending this to health behaviors, 
Oyserman and colleagues found that ethnic 

minorities perceive healthy eating and exercise 
behaviors as “White” behaviors and less healthy 
behaviors (e.g., eating fried, carbohydrate dense 
food) as more characteristic of  their own ethnic 
group. Thus, as unhealthy behaviors are considered 
ingroup-prototypical among ethnic minorities, 
engaging in ingroup-prototypical behaviors in 
response to discrimination has the potential to 
undermine health. The valuing of  unhealthy behav-
iors among ethnic minorities, for example, leads to 
feelings that health is not personally relevant or 
important (i.e., health fatalism; Oyserman et  al., 
2007). Thus, we propose that perceived discrimina-
tion increases the tendency to engage in unhealthy 
behaviors to the extent that people perceive 
unhealthy behaviors to be ingroup-prototypical.

The goals of  the present paper were (a) to pre-
sent our identity-based pathway model of  how 
perceived discrimination contributes to engage-
ment in unhealthy behaviors, (b) to conduct an ini-
tial test of  a portion of  this model, (c) to discuss 
implications and importance of  our model for 
developing a more nuanced understanding of  the 
various ways in which discrimination contributes 
to health disparities, and (d) to outline additional 
research that is needed to establish support for 
untested portions of  our model. We conducted 
two studies to provide an initial test of  key hypoth-
eses derived from our model (see Figure 1). We 
hypothesized that, in comparison to a control con-
dition, racial discrimination would lead to an 
increased desire to be like the ingroup by rating 
ingroup-prototypical behavior as self-characteristic 
among African Americans (Path A). We hypothe-
sized that the extent to which behaviors were 
viewed as ingroup-prototypical would moderate 
this effect such that the more behaviors are viewed 
as common among African Americans, the more 
likely these behaviors will be rated as self-charac-
teristic following discrimination (Path B).

Study 1
Study 1 provided an initial test of  our hypothesis 
that discrimination causes African Americans 
who perceive unhealthy behaviors as ingroup-
prototypical to be more likely to endorse these 
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behaviors as self-characteristic. For Study 1, the 
manipulation of  discrimination was a description 
of  a current news event in which an unarmed 
Black youth, Trayvon Martin, was shot and killed 
by a neighbor who considered him to be suspi-
cious. This event garnered considerable news 
coverage; informal polling of  African American 
students and community members by our 
research team suggested that the majority of  
African American college students would be 
likely to have knowledge of  the event and to view 
discriminatory motives as a contributing factor to 
the death of  Trayvon Martin.

Method

Participants
Participants were 53 Black university students and 
community members. A majority of  the partici-
pants were women (70.9%) and they were between 
17 and 26 years of  age (M = 19.67, SD = 1.73).

Procedure
Participants were recruited from three different 
college campuses (a historically Black college or 
university [HBCU], a large public university, and a 
private university). Research assistants approached 
people on campus, inviting them to take a short 
survey about current events in exchange for nom-
inal monetary compensation. Some students were 
also recruited through a large introductory psy-
chology class at the HBCU and were given course 
credit for participation. All participants com-
pleted the study via laptop computer in nonlab 

settings on campus. After completing the study, 
participants were paid or granted credit and 
debriefed.

Participants were told that the study was 
designed to examine how people respond to cur-
rent events. They first completed a basic demo-
graphics questionnaire and a measure of  how 
much certain health behaviors are ingroup-proto-
typical.1 They then were randomly assigned to 
one of  two writing conditions (discrimination vs. 
control). In the discrimination condition, they 
were asked to “Please take a moment to reflect on 
your feelings about the Trayvon Martin case. 
Spend the next 3 minutes writing about your 
thoughts or feelings.” In the control condition, 
they were asked to “Please take a moment to 
reflect on the weather in your town yesterday. 
Spend the next 3 minutes describing the weather.” 
They then wrote their responses to the scenario 
they were assigned.

Following that task, they completed a “me/
not me” categorization task as a measure of  how 
self-characteristic they rated healthy and 
unhealthy behaviors. Finally, participants were 
debriefed and compensated with a cash 
payment.

Measures
Measure of ingroup prototypicality.  We assessed indi-
vidual differences in perceptions of unhealthy 
behaviors as common among Black/African 
Americans. Participants rated the extent to which 
eight unhealthy behaviors (e.g., eating red meat, 
eating fried foods, going to fast food restaurants) 
are common among their racial/ethnic ingroup 

Figure 1.  Identity-based health behavior theoretical model.
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on a scale of 1 (not at all common) to 5 (very common). 
Responses were summed to create an index of 
ingroup prototypicality (α = .91), with higher 
scores indicating greater perceptions of unhealthy 
behaviors as common among Blacks.

Ratings of  health behaviors as self-characteristic.  Based 
on behaviors used in Oyserman et al. (2007), we 
generated 16 health-related behaviors for assess-
ing ratings of  health behaviors as self-characteris-
tic. These health-related behaviors included six 
unhealthy behaviors (e.g., adding salt to foods, eat-
ing fried foods, smoking cigarettes) and 10 healthy 
behaviors (e.g., buying fresh produce, eating 
reduced-fat foods, sleeping enough). One hun-
dred and seventy pilot participants (71 Black/
African American, 99 White/European Ameri-
can) rated these behaviors on their group proto-
typicality. To assess group prototypicality, each 
behavior was rated on a 5-point Likert scale (1 = 
much more common among Blacks/African Americans; 3 
= equally common among Blacks/African Americans and 
Whites/European Americans; 5 = much more common 
among Whites/European Americans). The six 
unhealthy behaviors were rated by both racial/
ethnic groups as being more common among 
Black/African Americans and the 10 healthy 
behaviors were rated as being more common 
among White/European Americans. The group 
prototypicality ratings of  the six unhealthy 
“Black” behaviors (M = 2.83, SD = 0.50) and the 
10 healthy “White” behaviors (M = 3.31, SD = 
0.71) were significantly different from one 
another, F(1, 168) = 55.67, p < .001. Furthermore, 
the unhealthy “Black” behaviors prototypicality 
ratings were significantly below the midpoint of  
the scale, t(168) = −4.42, p < .001, while the 
healthy “White” behaviors prototypicality ratings 
were significantly above the midpoint of  the scale, 
t(168) = 5.71, p < .001. Thus, the health-related 
behavior stimuli generated for the measure of  
ingroup prototypicality and the ratings of  health 
behaviors as self-characteristic are indeed differ-
entiated in terms of  ingroup prototypicality.

After the writing task, participants completed 
an adapted version of  a “me/not me” task (Aron, 
Aron, Tudor, & Nelson, 1991). Specifically, 

participants identified health behaviors as either 
self-descriptive or non-self-descriptive by press-
ing a key labeled “me” or “not me.” The health 
behaviors remained on the screen until partici-
pants made their categorization. The behaviors 
used in the task included the six unhealthy 
“Black” behaviors (α = .85) and the 10 healthy 
“White” behaviors (α = .90) described before. 
Each behavior was randomly presented to partici-
pants three times. To assess ratings of  the health 
behaviors as self-characteristic, we calculated 
both the proportion of  “me” categorizations for 
both the unhealthy “Black” behaviors and the 
proportion of  “me” categorizations for healthy 
“White” behaviors (i.e., total “me” categoriza-
tions divided by total possible categorizations). 
Thus, higher scores for these two measures indi-
cate a greater tendency to categorize unhealthy 
“Black” behaviors as self-characteristic and a 
greater tendency to categorize healthy “White” 
behaviors as self-characteristic, respectively.

Demographics.  Demographic variables assessed 
included age, gender, race, U.S. residency, family 
income, and body mass index (BMI) based on 
self-reported height and weight (BMI = weight/
height2).

Results

Condition Differences
We conducted independent sample t tests in order 
to test for condition differences on all study meas-
ures (see Table 1). The predicted effect of  condi-
tion on self-characteristic ratings was significant (t 
= −2.05, p < .05). Consistent with our hypothesis, 
participants rated unhealthy “Black” behaviors as 
more self-characteristic on the “me/not me” task 
in the discrimination condition (M = 0.65, SD = 
0.15) compared to the control condition (M = 
0.54, SD = 0.23). In other words, participants who 
reflected on an experience of  discrimination were 
more likely to endorse unhealthy ingroup behav-
iors as self-characteristic as compared to a neutral 
control group. In addition, there was no effect of  
condition on how self-characteristic participants 
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rated healthy “White” behaviors on the “me/not 
me” task (t = 0.16, p = .87).

There was an unanticipated condition differ-
ence on ingroup prototypicality beliefs, which 
were assessed prior to the manipulation (t = 
−2.85, p < .01). Participants in the discrimination 
condition (M = 38.96, SD = 4.01) were higher in 
perceptions of  unhealthy behaviors as common 
among Blacks than participants in the control 
condition (M = 34.35, SD = 7.43). Thus we were 
not able to test whether ingroup prototypicality 
moderated the effect of  condition on self-charac-
teristic ratings in the present study.

The results did not differ when controlling for 
BMI, gender, and for sociocultural variables (i.e., 
income) that are likely to be of  importance in 
food choices and health-related behaviors.

Discussion
Study 1 provided support for the first path of  our 
theoretical model (Path A) that discrimination 
increases the tendency to view unhealthy ingroup-
prototypical behaviors as self-characteristic. That 
is, African American participants who reflected 
on an experience of  group-based discrimination 
were more likely to endorse unhealthy ingroup 
prototypical behaviors as self-characteristic than 
those who reflected on a neutral event. There was 
no effect of  discrimination on likelihood of  
endorsing healthy “White” prototypical behav-
iors as self-characteristic however, suggesting that 
discrimination may be more likely to motivate 
behaviors associated with one’s ingroup than 
avoid behaviors associated with one’s outgroup.

Study 2 was designed to replicate the findings 
of  Study 1 and to test whether ratings of  ingroup 
prototypicality of  behavior moderate the effect of  
discrimination on self-characteristic ratings. In 
Study 1 there were condition differences in 
ingroup prototypicality ratings, so we were not 
able to examine potential moderator effects. In 
Study 2 we sought to address this limitation. An 
additional limitation of  Study 1 was that the con-
trol condition was a nonstressful reflection 
prompt (i.e., the weather), which did not enable us 
to differentiate whether responses were due to 
reflection on discrimination-related stress specifi-
cally or from reflection on any kind of  stressful 
event. We used a non-race-related stressor as the 
control condition in the second study for a more 
stringent test of  our hypothesis. We also included 
a different manipulation of  discrimination in 
Study 2 to further generalize our results. In Study 
1 the source of  discrimination was a group-based 
threat, where the discrimination was not directly 
experienced, but rather, was experienced by a 
same race group member. In Study 2, the discrimi-
nation manipulation was an individual-level threat. 
By using these two sources of  discrimination, we 
can more broadly generalize our results.

Study 2

Method

Participants
Fifty Black university students and community 
members (64% women) between the ages of  17 
and 35 years (M = 19.74, SD = 2.92) participated.

Table 1.  Means and standard deviations for study variables (Studies 1 and 2).

Study 1 Study 2

  Discrimination Control Discrimination Control

  M SD M SD M SD M SD

Ingroup prototpyicality 38.96b 4.01 34.35a 7.43 33.36 5.93 35.80 5.50
Self-characteristic ratings: Black behaviors 0.65b 0.15 0.54a 0.23 0.55 0.24 0.55 0.21
Self-characteristic ratings: White behaviors 0.46 0.22 0.47 0.23 0.43 0.21 0.42 0.19

Note. Means with different subscripts differ at p < .05.
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Procedure
Participants were recruited from three different 
college campuses (an HBCU, a large public univer-
sity, and a private university). As in Study 1, 
research assistants either sat at a table or 
approached people on campus inviting them to 
take a short survey in exchange for nominal mon-
etary compensation. Some students were also 
recruited through a large introductory psychology 
class at the HBCU and were given course credit for 
participation. After completing the study, partici-
pants were paid or granted credit and debriefed.

Participants were randomly assigned to one of  
two scenarios, adapted from Gibbons et al. (2012), 
both involving stressful workplace situations. In 
the general stress (control) condition, participants 
were prompted to describe their responses to a 
scenario in which a coworker is sick and equip-
ment malfunctions, which may lead to a negative 
evaluation from a boss. In the discrimination con-
dition, participants described their responses to a 
situation in which a boss treats them unfairly and 
insults them using a racial slur.

After completing a demographic information 
questionnaire and the measure of  perceived ingroup 
prototypicality of  health behaviors used in Study 1, 
participants wrote their responses to the scenario 
they were assigned.2 Following that task, they com-
pleted the “me/not me” task used in Study 1 to 
assess ratings of  health behaviors as self-characteris-
tic and were then compensated and debriefed.

Measures
We used the same measures of  demographics, 
ingroup prototypicality of  behaviors (α = .86), 
and “me/not me” ratings of  behaviors as self-
characteristic (unhealthy “Black” behaviors: α = 
.85, healthy “White” behaviors: α = .85) that were 
included in Study 1.

Results

Condition Differences
We conducted independent sample t tests in order 
to test for condition differences on all study 

measures (see Table 1). Although we predicted 
condition differences, the main effect of  experi-
mental condition on the self-characteristic ratings 
on the “me/not me” task was not significant. In 
addition, there were no condition differences on 
ingroup prototypicality beliefs, so we were able to 
test the hypothesized moderating role of  this 
variable.

Regression Analyses
In order to assess whether condition and ingroup 
prototypicality beliefs interact to predict ratings 
of  unhealthy “Black” behaviors as self-character-
istic and ratings of  healthy “White” behaviors as 
self-characteristic, we conducted two hierarchical 
linear regression analyses.

Although Step 1 was not significant, F(2, 47) = 
2.15, p = .13, the interaction between condition 
and ingroup prototypicality beliefs marginally pre-
dicted ratings of  unhealthy “Black” behaviors as 
self-characteristic at Step 2, β = .26, p = .06; ∆R2 
= .07, ∆F(1, 46) = 3.75, p = .06 (see Figure 2). As 
expected, in the discrimination scenario condi-
tion, perceptions of  unhealthy behaviors as com-
mon among Blacks (i.e., as identity congruent) 
were positively and significantly related to the pro-
portion of  unhealthy “Black” behaviors catego-
rized as self-characteristic (β = .55, p < .01). In the 
control condition, however, perceptions of  
unhealthy behaviors as common among Blacks 
were unrelated to the proportion of  unhealthy 
“Black” behaviors categorized as self-characteris-
tic (β = .01, p = .98).

There were no condition effects for ratings of  
healthy “White” behaviors as self-characteristic at 
Step 1, F(2, 47) = 0.02, p = .98. Furthermore, the 
interaction between condition and ingroup proto-
typicality beliefs was not significant at Step 2, β = 
−.04, p = .79; ∆R2 = .002, ∆F(1, 46) = 0.07, p = .79. 
As with Study 1, controlling for BMI, gender, and 
income did not alter the results reported before.

Discussion
In Study 2, we found support for the second path 
in our theoretical model, in which perceptions of  
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unhealthy behaviors as ingroup-prototypical 
moderate the effect of  discrimination on ratings 
of  unhealthy “Black” behaviors as self-character-
istic (Path B). That is, for African Americans who 
perceived unhealthy behaviors to be ingroup-pro-
totypical, individual-based discrimination pre-
dicted higher endorsement of  unhealthy 
behaviors as self-characteristic as compared to a 
control condition. These effects held even after 
controlling for BMI, gender, and income. These 
findings replicate and extend Study 1 results by 
using an alternative form of  discrimination. 
Furthermore, the use of  a non-race-related 
stressful scenario for the control condition dem-
onstrates that the effects on ratings of  ingroup-
prototypical behaviors as self-characteristic were 
driven by discrimination rather than more general 
stress.

General Discussion
In two studies, we report preliminary evidence 
supportive of  our identity-based motivation model 
of  health behavior. Our studies suggest that, to the 
extent that racial minorities (African Americans in 
both samples) perceive unhealthy behaviors to be 
ingroup-prototypical, discrimination increases the 

extent to which they consider those unhealthy 
behaviors to be self-characteristic. The manipula-
tion of  discrimination across the two studies var-
ied in terms of  whether it was focused toward a 
group member or was directly experienced, sug-
gesting a more generalizable effect of  how dis-
crimination effects identity-based motivation.

The degree to which people consider a given 
behavior to be self-characteristic is important to 
assess because these perceptions then determine 
the likelihood of  engaging in that behavior. Self-
relevance has long been recognized as an impor-
tant variable in predicting consumer attitudes 
and behaviors (Reed, 2004; Reed, Forehand, 
Puntoni, & Warlop, 2012). Health behavior 
choices operate in a similar way, particularly in 
regard to behaviors such as physical activity, 
smoking, and diet (see Oyserman, Smith, & 
Elmore, 2014). Our findings suggest that this 
response to discrimination can undermine 
health since it is primarily unhealthy behaviors 
that are considered ingroup-prototypical among 
ethnic minorities.

Importantly, we only tested the first two 
steps of  our theoretical model in this research. 
Thus, support for our identity-based model is 
at this point only preliminary. Future research 

Figure 2.  Interaction between condition and perceptions of unhealthy Black behaviors as ingroup-prototypical 
predicting ratings of unhealthy “Black” behaviors as self-characteristic (Study 2).
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is needed to test the remaining steps in which 
perceptions of  unhealthy ingroup-prototypical 
behaviors as being self-characteristic lead to an 
increased likelihood of  engaging in those 
unhealthy behaviors. For example, future stud-
ies should directly measure group identity as a 
mediator of  the relationship between perceived 
discrimination and engaging in ingroup-proto-
typical behaviors. Future research should also 
test potential alternative mechanisms underly-
ing the relationship between perceived discrim-
ination and engagement in unhealthy behaviors, 
such as comfort seeking as a means of  stress 
reduction. We did not include a measure of  the 
extent to which people also considered the 
unhealthy foods to be comfort foods. Although 
this could be a possibility for some partici-
pants, we think it is unlikely to be the primary 
mechanism by which these effects occurred, as 
many of  the health behaviors in our studies are 
not typically associated with comfort seeking, 
such as adding salt to food and eating red meat. 
The definition of  “comfort food” can vary 
across individuals and communities, and is thus 
more effectively defined by participants rather 
than investigator assumptions (e.g., Wagner, 
Ahlstrom, Redden, Vickers, & Mann, 2014). 
This should be assessed in future research to 
rule out this alternative explanation for our 
findings. Additional research should also be 
conducted with more power, since the rela-
tively low number of  participants in the cur-
rent studies limits conclusions that can be 
drawn from them. Despite this limitation, we 
believe that research based on underrepre-
sented groups, such as the current studies, are 
valuable contributions.

Our approach to measuring identity-based 
responses minimizes self-presentation concerns 
that have been found in related research. In a 
prior investigation of  dietary choices following 
threat to Asian Americans’ “Americanism” (e.g., 
“Do you speak English?”), Asian Americans were 
motivated to appear more American by choosing 
foods that were prototypically American (e.g., 
cheeseburger rather than sushi; Guendelman, 
Cheryan, & Monin, 2011). The selection of  more 

prototypically American foods over foods related 
to an Asian American background also meant 
that these food choices were less healthy, with 
both higher caloric and fat intake. The food 
choice responses in their studies were primarily 
motivated by attempts to fit into a group and 
convey a particular identity (American). In con-
trast, participants in our studies were asked to 
make their choices via computer where responses 
were not visible to others and were not within the 
context of  a social interaction. Although this 
method of  participant response has lower eco-
logical validity, it is effective in ruling out self-
presentation as a primary motive underlying our 
findings.

Our findings have implications for how to 
design interventions that encourage engagement 
in health promotion activities. Providing health 
education to at-risk groups is often inadequate as 
a means to affect behavior. One factor contribut-
ing to poor compliance is that in order to success-
fully engage individuals in health promotion, the 
health behavior needs to feel identity-congruent 
(Oyserman et  al., 2014). Historically, racial and 
ethnic minorities have been underrepresented in 
health promotion advertising and marketing cam-
paigns and that underrepresentation has served 
to shape what is viewed as ingroup defining. 
Interventions aimed at decreasing racial dispari-
ties in health could benefit from using culturally 
tailored message components to increase per-
ceived relevance of  health promotion behaviors 
(e.g., U.S. Department of  Health and Human 
Services, 2010).

Conclusions
We find that discrimination predicted greater 
endorsement of  unhealthy behaviors as self-char-
acteristic. We posit that this perception can then 
have downstream effects of  motivating engage-
ment in unhealthy behaviors—and potential dif-
ficulties in initiating and sustaining healthy 
ones—among racial and ethnic minorities. These 
findings are an important first step in identifying 
an identity-based pathway by which discrimina-
tion can affect health outcomes.
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Notes
1.	 Participants also completed the identity central-

ity subscale (Luhtanen & Crocker, 1992; α = 
.73) prior to the experimental manipulation as a 
measure of  racial group identification. Research 
suggests that identity centrality may moderate 
the effect of  discrimination on ratings of  how 
self-characteristic the health behaviors are, such 
that those highly identified with their ethnic/
racial group may be more likely to respond to dis-
crimination by rating ingroup behaviors as self-
characteristic. We did not find interactions with 
condition and identity, so identity was excluded in 
subsequent analyses.

2.	 As in Study 1, participants also completed the iden-
tity centrality subscale (Luhtanen & Crocker, 1992) 
as a measure of  racial group identification prior to 
the experimental manipulation. Once again, we did 
not find interactions with condition and identity, so 
identity was excluded from the subsequent analyses. 
The reliability for this scale was low (α = .47), which 
limits our ability to interpret these effects.
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