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Abstract 

 
 

American Indians suffer negative health outcomes related to obesity at a 

significantly larger proportion than the general population. The present research 

examined American Indian perceptions of body size and how these perceptions are 

influenced by associations of healthy and unhealthy behaviors with in-group identity. We 

found that American Indians perceive the ideal body image of American Indians as larger 

than that of European Americans. American Indians who highly identify unhealthy 

behaviors as American Indian view the European American body as smaller, the 

American Indian body as larger, and their own bodies as larger, indicative of a need to 

distinguish themselves from European Americans. American Indians who highly identify 

healthy behaviors as American Indian view the American Indian body as smaller and 

their own bodies as smaller, with no difference in the perception of the ideal European 

American body, indicating they do not possess need for distinction. 
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In the Eye of the Beholder: American Indian Identity and Perceptions of Body Image 

Obesity rates in the U.S. are at an all time high. Since 1980, adult obesity rates 

have doubled from 15 to 30% (Robert Wood Johnson Foundation, 2008). The rise of 

obesity and other weight-related health issues affect some populations more than others. 

In particular, American Indians suffer from obesity at a disproportionately higher rate 

than their representation in the general population (Indian Health Services fact sheet, 

2008). For example, 2 in 5 children are overweight in the American Indian population, 

whereas only 1 in 5 children are overweight in the general population (Indian Health 

Services). Given that obesity is a major risk factor for numerous diseases, including 

hypertension, heart disease and diabetes mellitus, the data carries significant implications 

for the future of American Indian health (Thompson, Edelsberg, Colditz, Bird, & Oster, 

1999). These chronic health conditions can lead to early death, decreasing the average 

life expectancy for American Indians by 4.6 years compared to that of total United States 

population (Indian Health Services fact sheet, 2008).  The severity of the situation 

highlights the need to gain better understanding of the nature of health discrepancies. 

Negative health outcomes within the American Indian community are a result of 

several contributing factors, such as geographic isolation and poor economic conditions 

(Office of Minority Health, 2009). The current climate of American Indian health reflects 

changes that occurred throughout the long history of interaction between American 

Indians and European Americans in the U.S. Furthermore, this history of ill-treatment, 

combined with fundamental differences in cultural ideology, has led to the formation of 

oppositional identities (Ogbu & Fordham, 1986). “Being American Indian” is seen as not 

conforming to European American ideals, maintaining a separate culture to ensure the 
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continuation of the tribe and community. In the context of health, this may contribute to 

the continuing divergence in perceptions of health behaviors between the two groups, as 

well as influence American Indian perceptions of body image (White et al., 1997). In this 

paper, I will discuss the historical basis for the health disparities present among the 

American Indian population, as well as theoretical and empirical research linking social 

identity to health attitudes and behaviors. Specifically, I examine the connection between 

identity, health behaviors, and body image.  

Historical Basis for Health Disparities 

The steady decline in American Indian health over the past century can be linked 

to a decrease in daily physical activity and a shift to a diet high in fatty foods (King et al., 

2000). Prior to the latter half of the 20th century, the American Indian way of life was 

comprised of hunting, fishing, and farming, necessitating daily strenuous activity (Lobo 

& Talbot, 2001). In 1887, congress sought to wholly convert American Indians from 

hunters to farmers by passing the Dawes Act, partitioning tribal lands into individual 

allotments for farming and grazing purposes (Parman, 1994). The Dawes Act was seen 

by proponents as a way to decrease the dependence on government aid, so limited 

instruction and supplies were provided for American Indians inexperienced with farming. 

Given the lack of support, many American Indians could not sustain a living from their 

land, and so relinquished their holdings to European American leasers (Parman, 1994). 

The early 1900s brought an onslaught of economic hardship and shortage of food 

with the First World War (1914-1919), followed shortly by the Great Depression in the 

1930s. According to Parman (1994), American Indians responded well to government 

calls for increased farming and food production, and for a time made significant progress. 
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However, with the collapse of the banks in 1929 and the droughts experienced by the 

country throughout the next decade, the Great Depression had a devastating impact on the 

American Indian population. The Red Cross provided emergency aid to reservations in 

the form of money and food, in addition to that distributed by the Commodity 

Supplemental Food Program (CSFP; Food and Nutrition Services, 2004; Parman, 1994). 

According to Parman (1994) the emergency food programs supplied foods high in starch 

and fatty content, in order to prevent starvation and malnutrition. As the economic 

turbulence of the time quelled, and the threat of starvation disappeared, the continuance 

of a high-fat diet led to adverse health consequences. 

Economic development in the latter part of the 20th century led to more sedentary 

jobs replacing traditional hunter-gatherer and farming occupations (Wilkins, 2000). 

Introduction of gaming and resorts as economic enterprises, as well as the growth in 

governmental positions, provides employment opportunities consisting of mainly desk-

jobs (Wilkins, 2000; Parman 1994). Although no longer experiencing a food crisis, 

commodity foods high in starch are still made readily accessible on reservations. The 

shift to a more stagnant life-style combined with the availability of high fat foods is one 

likely cause of unusually high obesity rates within the American Indian community. 

Traditionally, daily life provided ample opportunity for physical exertion, so exercise as a 

stand-alone activity might come across as odd. In addition, Oyserman, Fryberg, and 

Yoder  (2007) found in a series of focus groups conducted on health, American Indians 

reported viewing healthy behaviors, such as “exercising” or “eating a salad,” as “White” 

behaviors, and reported viewing unhealthy behaviors, such as “eating fast food” or “being 

heavier than White women” as American Indian behaviors. Transition back to a healthier 
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lifestyle might also be adversely affected by a socially-driven concept of American 

Indian identity that is oppositional to European American identity and all that is 

associated with it. 

Social Identity Theories 

In addition to the external factors contributing to change in health behavior among 

American Indians, there may be internal motivations at work as well, derived from shared 

concepts of social identity.  Social identities refer to categorizations of the self that 

extend “beyond the level of the individual” (Brewer, 1991, p.476), incorporating traits 

associated with categorizations such as race, gender, or social class (Oyserman, 

Kemmelmeier, Fryberg, Brosh, & Hart-Johnson, 2003). Individuals may be categorized 

into many different groups without adopting the corresponding characteristics. Social 

identities are distinguishable from the general concept of group membership because they 

are chosen by the individual (Brewer, 1991). Moreover, these identities are fluid, and 

subject to change. Different situations provide different criteria for self-categorization, 

and thus certain identities will be selected depending on the place and time (Brewer, 

1991). Additionally, the cultural worldview may also impact identity selection, by 

making certain culturally relevant aspects of the self-concept readily accessible 

(Oyserman, 2007).  

One way in which social identities are formed is described through Brewer’s 

theory of optimal distinctiveness (1991), which derives from the concept that an 

individual must maintain a distinct sense of self while also maintaining a likeness to 

others. The need for assimilation and the need for differentiation are opposing forces, and 

social identities serve as a bridge between the two (Brewer, 1991).  Group membership 
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allows an individual to associate with others while preserving uniqueness. Optimal 

distinctiveness is the equilibrium between complete deindividuation and total isolation 

(Brewer, 1991). Straying too far to one side or the other will cause an opposing shift in 

self-categorization, driving it back towards the point at which the needs for assimilation 

and differentiation are equally met (Brewer, 1991).    The strongest group identities are 

those that satisfy the individual’s need for optimal distinctiveness, regardless of the status 

of the particular group (Brewer, 1991). Individuals made to feel conspicuously different 

from others will express greater in-group identification (assimilation), and a greater need 

to disassociate from the out-group (uniqueness), re-establishing optimal distinctiveness 

(Markus & Kunda, 1986). Moreover, differentiation of the group identity is domain-

dependent, varying with the context of the situation. For example, American Indians, who 

belong to an underrepresented group in the field of higher education, may experience a 

shift in social identity from highly-specific tribal associations to a more inclusive Pan-

Indian identity in the university setting. This would allow American Indians to maintain 

membership in a social group, while distinguishing them from the majority, and 

providing them with a reference for ways to think, feel and act in regards to others 

(Moscovi, 1984).   

The ability to adopt certain identities and shift perspectives (i.e., from the self to 

part of a larger collective, or from one identity to many) allows an individual to establish 

oneself in terms of in-groups and out-groups (Hogg, 2003). Generally, one is more 

willing to assume the characteristics associated with their in-group than the out-group, 

when the relevant social identity is made salient (Oyserman, 2007). In addition, if groups 

must vie with each other for the best traits, the higher-status groups (those with better 



American Indian Identity and Perceptions of Body Image 9 
 

  

access to resources) will likely be defined by the most positive characteristics.  Following 

this logic, the identity-based motivation model (Oyserman, 2007) theorizes that if social 

identity is made salient in a certain situation, an individual will identify with the traits 

associated with the relevant in-group. Specifically, the model contends that in particular 

domains (e.g., health, education) highly identified ethnic minorities (e.g., American 

Indians, Latino Americans, African Americans) are more likely to view positive 

behaviors as part of the out-group (e.g., European Americans), and thus, to view negative 

behaviors as part of the in-group (Oyserman, Fryberg, & Yoder, 2007). This implies that 

for these individuals, group identity is held in opposition to European American identity. 

Optimal distinctiveness in accordance with the identity-based motivation model 

can be used to explain why in some contexts, highly-identified minorities adopt 

seemingly negative characteristics into their in-group identity. For example, if health 

promoting behaviors are commonly associated with higher-status groups, either through 

media representation or because of better access to resources, than the need for 

distinction will lead to the inclusion of unhealthy behaviors into the lower-status group 

identity. Oyserman and colleagues (2007) demonstrated that American Indians who are 

high in the belief that engaging in unhealthy behaviors is an American Indian thing to do 

are less likely to view health promotion as effective and are more motivated to 

distinguish themselves from the out-group (i.e., European Americans) relative to those 

who are low in the belief. Highly identified minorities, in effect, reject healthy behaviors 

in order to distinguish themselves from the out-group.  

The social identity theories proposed by Brewer (1991) and Oyserman (2007) 

suggest that American Indians who highly identify unhealthy behaviors as American 
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Indian will perceive American Indian body images as larger than that of European 

Americans, due to a heightened need for distinction. Past research reveals that 

perceptions and attitudes regarding body image vary across cultural groups (Akan & 

Grilo, 1995; Abrams & Stormer, 2002). Understanding the differences in perception and 

how they occur is essential to combating current health disparities that exist between 

ethnic and socioeconomic groups. Body image plays a major role in an individual’s 

concept of personal health. For example, self-schemas, cognitive representations of the 

physical self, influence what we attend to, how we eat, how we feel about our bodies, and 

numerous other health behaviors (Markus, Hamill, & Sentis, 1987).  In the present study, 

we will examine whether the need for distinction may influence American Indians’ 

perceptions of body size such that they will rate American Indian bodies, including their 

own, as larger and thus consistent with unhealthy behaviors, and rate European American 

bodies as smaller and thus consistent with healthy behaviors. Specifically, we will 

investigate how associating unhealthy and healthy behaviors as American Indian 

influences perceptions of ideal body sizes and personal body size.  

Given that unhealthy behaviors are more likely to be seen as in-group defining for 

American Indians (Oyserman et al., 2007) we hypothesize that overall,  American Indians 

will perceive the ideal body size of American Indians to be larger than the ideal body size 

of European Americans. Moreover, consistent with the idea American Indians who 

highly endorse unhealthy behaviors as in-group defining view health promotion as out-

group defining (Oyserman et al., 2007), we anticipate American Indians high in the belief 

that American Indians engage in unhealthy behaviors, in order to reflect distinctiveness 

from European American ideals of health, will rate their own body size larger, the ideal 
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American Indian body size larger, and the ideal European American body size smaller, 

than will those American Indians low in  this belief.  Lastly, we predict American Indians 

high in the belief that American Indians engage in healthy behaviors will rate their own 

body size and the ideal American Indian body size as smaller than those low in this 

belief, but ratings of the ideal European American body size will not differ significantly 

between groups, and will not reflect a need for distinctiveness. This is consistent with 

findings from Oyserman et al. (2007) that show American Indians with low endorsement 

of unhealthy behaviors as in-group defining show an increase in the perceived efficacy of 

health promotion when contrasted with European Americans. 

Method 

Participants 

 Forty American Indian undergraduate students from Stanford University 

participated in the study. The sample included twenty males with an average age of 20.35 

years (SD = 2.23) and twenty females with an average age of 20.5 years (SD = 1.15). 

Participants were recruited from various cultural centers on campus and group listservs.  

Procedure 

Participants were asked to participate in a study about their attitudes regarding 

health. Participants completed surveys, which included our dependent measures and 

demographic questions (i.e., age, gender), and then they were compensated in the amount 

of $5. Participation took approximately 15 minutes.  

Measures   

American Indian behaviors scale. Using a scale from 1 to 5 (with 1 being not at 

all American Indian and 5 being very American Indian ), participants rated the extent to 
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which they believed that unhealthy behaviors (7 items) and healthy behaviors (5 items) 

were part of being American Indian.  Some unhealthy behaviors included, “eating large 

portions,” “eating fried or greasy food,” and “being overweight”. Some healthy behaviors 

included, “going to the gym,” “running out doors,” and “lifting weights”. The unhealthy 

behaviors scale (α = 0.86) and the healthy behaviors scale (α = 0.63) were both 

sufficiently reliable.  

Body Image. A body image silhouette scale (Stunkard, Sorensen, & Shulsinger, 

1983) was used to assess perceptions of body image. Using a scale from 1 to 9 (with 1 

being the smallest body size and 9 being the largest body size), participants selected the 

body image silhouette that most represented their own bodies and the body image 

silhouette that represented the ideal European American and American Indian bodies. A 

male body image scale did not exist, so we adapted the female scale for the male body 

image (see Appendix). 

Results 

 We first examined American Indian’s general perceptions of American Indian and 

European American ideal body weights. Using a paired samples t-test, we found that 

American Indian participants rated the ideal American Indian body image significantly 

larger (M = 4.29, SD = .199) than the ideal European American body image (M = 2.75, 

SD = .189), t(39) =-5.51, p = .00 (see Figure 1). 

In order to analyze how the endorsement of unhealthy behaviors influences the 

perception of body size, we used a one-way ANOVA to compare the ratings of personal 

body size and ideal body sizes between participants who highly endorsed unhealthy 

behaviors as being American Indian and those who did not. Participants high in the belief 
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that American Indians engage in unhealthy behaviors tended to rate their own body 

image (M = 5.25, SD =1.20) as larger than those low in this belief (M = 4.60, SD =1.10), 

F = 3.18, p <.08 (see Figure 2). In addition, participants high in the belief that American 

Indians engage in unhealthy behaviors rated the ideal American Indian body size (M = 

4.75, SD =1.333) significantly larger than those low in this belief (M = 3.82, SD =1.017), 

F = 6.09, p = .018 (see Figure 3). Participants high in the belief that American Indians 

engage in unhealthy behaviors rated the ideal European American Indian body size (M = 

2.30, SD =1.174) significantly smaller than those low in this belief (M = 3.20, SD 

=1.056), F = 6.49, p = .015 (see Figure 4). 

 We also analyzed how the endorsement of healthy behaviors influences the 

perception of personal body size and ideal body sizes. We performed a one-way ANOVA 

to compare the ratings of body size between participants who highly endorsed healthy 

behaviors as being American Indian and those who did not. Participants high in the belief 

that American Indians engage in healthy behaviors rated their own body image (M = 

4.60, SD =.754) as smaller than those low in this belief (M = 5.25, SD =1.446), F = 3.18, 

p < .08 (see Figure 5). In addition, participants high in the belief that American Indians 

engage in healthy behaviors rated the ideal American Indian body size (M = 3.92, SD 

=1.340) significantly smaller than those low in this belief (M = 4.65, SD =1.089) F = 

3.52,  p < .07 (see Figure 6). There was no significant difference in the ratings of the 

ideal European American Indian body size between those high in the belief that 

American Indians engage in healthy behaviors (M = 2.90, SD =1.021)  and those low in 

this belief (M = 2.60, SD =1.353), F < 1, n.s (see Figure 7). 

Discussion 
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The present research examined American Indian perceptions of body size and 

how these perceptions are influenced by associations of healthy and unhealthy behaviors 

with in-group identity. In general, we found that American Indians perceive the ideal 

body image of American Indians as larger than that of European Americans. American 

Indians who highly identify unhealthy behaviors as American Indian view the European 

American body as smaller, the American Indian body as larger, and their own bodies as 

larger. American Indians who highly identify healthy behaviors as American Indian view 

the American Indian body as smaller and their own bodies as smaller. However, there is 

no difference in the perception of the ideal European American body. 

These findings demonstrate that American Indians perceive American Indian 

body image and European American body images differently, and that this difference in 

perception corresponds with their beliefs about in-group behavior. Consistent with social 

identity theories (Brewer, 1991; Oysermann et al., 2007), the present study revealed that 

high endorsement of unhealthy behaviors is indicative of a larger perception of the 

American Indian body image and a smaller European American body image, 

demonstrating the need for these individuals to distinguish themselves from the out-

group. Moreover, in terms of healthy behaviors as American Indian, no significant 

difference was found in the perceptions of the ideal European American body image 

between American Indians high or low in the belief that healthy behaviors are American 

Indian, which is also consistent with previous studies (Oysermann et al., 2007), in that 

those who highly identify healthy behaviors as in-group defining do not experience a 

need to separate themselves from the out-group.  
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These findings suggest that inclusion, or exclusion, of health-related behaviors 

into one’s social identity are reflected in the individual’s conception of body image. 

Although racial-ethnic identity was made salient for all participants, those who highly 

endorsed unhealthy behaviors rated the body images significantly different that those 

who endorsed healthy behaviors. In accordance with optimal distinctiveness, American 

Indians who highly endorsed unhealthy behaviors might be experiencing an 

uncomfortable degree of individuation, and the polarizing ratings of the American Indian 

and European American body images are a reaction to the need for selective group 

membership. American Indians who highly endorse healthy behaviors might not 

experience this as acutely and therefore are more moderate in their ratings of the images. 

Future research is needed to uncover the exact mechanism underlying the relationship 

between in-group identifying behavior and perception formation. 

The present study provided further evidence that social identities and health 

behaviors are inextricably linked. Furthermore, it demonstrated that when certain 

behaviors become ingrained in the group identity, it can affect the perceptions of the 

individual. These perceptions of body image could have significant implications for well-

being. For example, possessing an unfavorable perception of one’s body has been linked 

to various negative health outcomes amongst adolescent American Indians, including 

depression and anxiety (Newman, Sontag, & Salvato, 2006). In addition, a pervasive 

belief that to be American Indians is to engage in unhealthy behaviors, and consequently 

be over-weight, undermines any effort at health promotion within the community.  An 

attempt to promote healthy activities not associated with being American Indian might 

only further polarize the population. Specifically, highly identified ethnic minorities are 
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more likely to view health promotion behaviors as part of the out-group (i.e., white, 

middle-class groups) and to view unhealthy behaviors as part of the in-group (Oyserman 

et al., 2007). These views correspond with higher levels of health fatalism, which refers 

to the persistent belief in the inevitability of negative health outcomes (e.g., the belief that 

health outcomes are genetic, so health promotion behaviors are not useful) (Oyserman et 

al., 2007). Previous research on health fatalism demonstrates that priming inclusion into 

broader society can reduce health fatalism among ethnic minorities (Oyserman, Fryberg, 

Yoder, & Swaney, 2003). However, research has yet to explore if priming inclusion has 

the same effect on an individual, regardless of the extent to which he or she incorporates 

unhealthy behaviors into in-group identity. That is to say, one may characterize healthy 

behaviors as out-group without identifying unhealthy behaviors as in-group. The 

distinction between these individuals and those who identify unhealthy behaviors with 

the in-group may help determine the effectiveness of priming inclusion to reduce health 

fatalism, which could lead to better strategies to encourage health promotion among high-

risk groups. In future studies, we would like to further explore the nature of identity and 

behavior, with a particular focus on making healthy behaviors more accessible to 

American Indians. 
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Figure 1 
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Figure 2 
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Figure 4 
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Figure 5 
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Figure 6 
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Figure 7 
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Appendix 

 
Body Image Scale used for Average Body Image and Ideal Body Image Sections 
 
Female Participants: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Male Participant



 

 


