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EXECUTIVE SUMMARY: FOOD INSECURITY-RELATED STIGMA IN THE UNITED STATES 	

 	

INTRODUCTION  
This	scoping	review	analyzed	99	peer-reviewed	articles	published	between	January	2004	and	

June	2024	to	characterize	individual-	and	structural-level	stigma	associated	with	government	food	

assistance	programs	(SNAP,	WIC)	and	emergency	food	programs	(food	banks,	pantries,	cupboards,	

soup	kitchens)	in	the	United	States.		

METHOD AND ANALYSIS  
The	researchers	conducted	a	comprehensive	search	of	Live	databases	(PubMed,	PsychINFO,	

Web	of	Science,	CINAHL,	Sociological	Abstracts)	for	studies	related	to	food	insecurity,	food	assistance	

programs,	and	stigma.	The	initial	search	identiLied	5,966	articles,	with	83	included	after	screening.	A	

subsequent	snowball	search	identiLied	16	more	articles,	resulting	in	99	total	included	studies.		

Data	was	extracted	using	a	structured	template	and	analyzed	using	descriptive	statistics	and	

thematic	 analysis.	 The	 Stigma	 and	 Food	 Inequity	 Framework	 guided	 the	 classiLication	 of	 stigma	

manifestations	at	individual	and	structural	levels.		

Most	 studies	 used	 qualitative	 designs	 (62.6%),	 with	 the	 remaining	 using	mixed	methods	

(23.2%),	quantitative	designs	(10.1%),	or	systematic	reviews	(4%).	The	research	covered	49	states,	

with	 California,	 New	 York,	 Florida,	 North	 Carolina,	 and	 Texas	 being	 most	 represented.	 College	

students	 (21.2%)	 and	 WIC	 participants	 (16.2%)	 were	 the	 most	 frequently	 studied	 populations.	

Notably,	96%	of	articles	were	published	 in	 the	 last	decade,	 indicating	growing	recognition	of	 this	

issue.		

		
KEY FINDINGS  

INDIVIDUAL-LEVEL STIGMA (57.4% OF IDENTIFIED INSTANCES): 	



Center for Research in Education and Social Policy/Page 4 of 6 	

 	
Anticipated	 stigma	 (29.8%)	 was	 the	 most	 frequently	 reported	 manifestation,	 with	

participants	 expressing	 embarrassment	 about	 disclosing	 food	 insecurity	 or	 accessing	

assistance.	Many	reported	avoiding	food	assistance	despite	need,	not	wanting	to	be	seen	using	

beneLits,	or	taking	measures	to	conceal	their	participation:	"Sometimes	when	I'm	there,	I	don't	

like	my	neighbors	or	people	to	see	me.	[...]	I	will	put	on	a	face	mask	or	[...]	I	will	pull	my	hair	back	

and	put	my	hoodie	on.	[...]	If	a	representative	from	every	family	in	the	town	went	to	the	pantry,	I	

[would]	still	probably	be	a	little	embarrassed.	[...]”		

		

Enacted	 stigma	 (16.9%)	 emerged	 as	 the	 second	 most	 common	 manifestation,	 with	

participants	 experiencing	 rude	 or	 disrespectful	 treatment	 from	 grocery	 store	 cashiers,	

program	staff,	 and	other	 customers	 through	verbal	 judgments,	derogatory	 comments,	 and	

negative	 body	 language:	 "Even	 goin'	 to	 the	 checkout,	…	 it's	 just	 like,	 you	 almost	 DREAD	 it	

because	it	was	like	you	do	take	a	long	time	and	people	get	behind	you,	you're	like	"Oh	man!"	And	

then	like,	even	the	cashiers,	like,	you	know,	they	just	kind	of	like	judge	you	…	sometimes	it	was	

just	embarrassing,	and	I	even	had	some	cashiers	visually	say	like,	‘Oh	my	God!’"		

		

Internalized	stigma	(7.1%)	manifested	as	feelings	of	shame	and	failure,	particularly	among	

parents	who	felt	unable	to	provide	for	their	families:	"It's	extremely	painful…like	I	 failed	to	

overcome	my	life	challenges	to	the	point	where	I	can't	even	provide	myself	with	food.	And	that's	

a	really	painful	thing	to	admit	to	myself	and	other	people.	[…]	You	keep	beating	yourself	up	and	

it’s	just	hard	to	function.	I	try	not	to	focus	on	it	every	minute	of	every	waking	hour.	But	every	

time	I	show	up	at	a	food	bank,	I’m	forced	to	think	about	it."		
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Perceiver	(stigmatizer)	manifestations	were	less	commonly	reported,	including	stereotyping	

(2.1%),	prejudice	(0.9%),	and	discrimination	(0.6%).	These	included	stereotypes	of	clients	

related	to	substance	use,	system	abuse,	poor	work	ethic,	or	making	poor	life	decisions.		

		

STRUCTURAL-LEVEL STIGMA (7.5%): 	
Manifested	 through	 program	 administrative	 processes	 like	 Lingerprinting	 requirements,	

burdensome	 paperwork,	 long	 lines,	 surveillance	 of	 clients,	 and	 poor	 quality	 of	 food	

distributed	at	emergency	sites:	"Living	in	states	with	applicant	Lingerprinting	requirements	

reduces	SNAP	participation	by	about	2.9	percentage	points."	Immigration	concerns,	driven	by	

misinformation	about	public	charge	rules,	also	created	barriers	to	accessing	assistance.		

OTHER STIGMA MANIFESTATIONS: 	
 	

Perceived	 stigma	 (15.8%)	 included	 general	 societal	 and	 community	 stigma	 around	 food	

assistance,	 negative	 media	 narratives	 portraying	 recipients	 as	 undeserving	 or	 lazy,	 and	

cultural	norms	in	certain	communities	that	view	reliance	on	assistance	as	shameful.		

Cognitive	dissonance	(8.1%)	occurred	when	individuals	struggled	to	reconcile	their	need	for	

assistance	with	 their	 self-image	or	previously	held	 stereotypes	 about	 those	who	use	 such	

programs.	Factors	like	pride,	stubbornness,	and	ego	contributed	to	avoiding	assistance.		

Intersectional	stigma	(11.1%)	highlighted	how	food	insecurity	stigma	intersects	with	other	

stigmatized	 identities	 related	 to	 race/ethnicity,	 immigration	 status,	 age,	 gender,	 substance	

use,	and	homelessness.	Historically	marginalized	communities	avoided	food	assistance	due	

to	 prior	 racist	 experiences,	 fear	 of	 perpetuating	 stereotypes,	 or	 cultural	 shame	 around	

dependence.		
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RECOMMENDATIONS AND IMPLICATIONS 	

 	
The	 Lindings	 underscore	 the	 importance	 of	 addressing	 food	 insecurity-related	 stigma	 to	

enhance	program	effectiveness:		

		

Measurement	development:	Create	standardized	tools	to	evaluate	stigma's	impact	on	program	

participation	and	health	outcomes		

		

Training	and	education:	Design	programs	for	food	assistance	staff	to	reduce	enacted	stigma	

and	provide	communication	strategies	to	address	stereotypes		

Structural	changes:	Revise	documentation	requirements,	 improve	food	quality	and	cultural	

appropriateness,	hire	staff	reLlective	of	communities	served,	and	develop	a	stigma	mitigation	

checklist		

		

Media	and	outreach:	Implement	campaigns	to	reduce	societal	stigma,	with	targeted	messaging	

in	multiple	languages	and	inclusive	imagery		

The	 researchers	 note	 that	 despite	 the	 extensive	 evidence	 of	 stigma's	 impact	 on	 program	

participation,	 there	 is	 a	 signiLicant	 gap	 in	 quantitative	 research	 and	 standardized	

measurement	 tools.	 They	 emphasize	 that	 "addressing	 intersecting	 stigmas	 related	 to	 food	

insecurity,	immigration,	and	race	is	critical	as	these	issues	gain	national	attention,"	particularly	

as	structural	and	systemic	factors	contribute	to	distrust	and	health	inequity.		

 	


