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Men account for at least 10% of the cases of anorexia and bulimia. Gay men are 

overrepresented among these cases, accounting for as much as 30% of men with a diagnosable 

eating disorder. Objectification theory is a promising theoretical framework that has been used to 

understand eating disorder symptomatology in women. This perspective posits that sexual 

objectification experiences lead women to self-objectify and self-objectification in turn is an 

important precursor to eating disorder-related attitudes and behaviors. There is evidence that 

men, especially gay men, are becoming increasingly sexually objectified. Based on an 

integration of research on objectification theory and research on eating disorder symptomatology 

among gay men, the present study examined links among sexual objectification experiences, 

internalization of cultural standards of attractiveness standards, teasing/harassment for childhood 

gender nonconformity, internalized homophobia, self-objectification, body shame and eating 

disorder symptomatology with a sample of 231 gay men. These links were examined through a 

path analysis of the theory-based model. The results indicated that the objectification theory 

framework was applicable for gay men, and that the additional roles of teasing/harassment for 

childhood gender nonconformity and internalized homophobia are important to consider for this 
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population. Limitations of the study, potential implications of the findings, and directions for 

future research are also discussed.  
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CHAPTER 1 
INTRODUCTION 

Eating disorders have been perceived as women’s disorders (Crosscope-Happel, 

Hutchins, Getz, & Hayes, 2000). Nevertheless, men account for at least 10% of the cases of 

anorexia and bulimia (Andersen, 1992). This percentage translates into nearly 1 million men 

diagnosed with eating disorders each year and could actually reflect an underestimate because 

eating disorders are often overlooked or misdiagnosed in men (Crosscope-Happel, Hutchins, 

Getz, & Hayes, 2000). For example, even the DSM-IV-TR shows bias in diagnostic criteria for 

anorexia nervosa in that amenorrhea is listed as a criterion but no parallel symptom is listed for 

men, despite evidence that supports parallel physiological changes in men. More specifically, a 

decrease in the amount of testosterone has been observed to occur with eating disorders among 

men (Crosscope-Happel, Hutchins, Getz, & Hayes, 2000) and a decrease in sperm production 

has been observed among men weighing 25% less than their healthy body weight (Frisch, 1988).  

Extant data suggest that eating disorders and related symptomatology may be more 

prevalent among gay men than among heterosexual men. For example, several studies have 

demonstrated that incidence of body dissatisfaction, concern with weight, and disordered eating 

are much higher for gay men than for heterosexual men (Bramon-Bosch, Troop, & Treasure, 

2000; Brand, Rothblum, & Solomon, 1992; Carlat, Camargo, & Herzog, 1997; Epel, Spanakos, 

Kasl-Godley, & Brownell, 1996; French, Story, Remafedi, Resnick, & Blum, 1996; Williamson 

& Hartley, 1998). In fact, gay men are overrepresented among men with eating disorders; gay 

men make up an estimated 3 to 5 % of the U.S. population (Andersen, 1999) but make up 

approximately 30% of eating disorder cases among men (Crosscope-Happel, Hutchins, Getz, & 

Hayes, 2000). Furthermore, a study by Russell and Keel (2002) identified gay orientation as a 

specific risk factor for eating disorder symptomatology among men. More specifically, sexual 
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orientation accounted for significant variance in body dissatisfaction and symptoms of bulimia 

and anorexia, above and beyond the variance accounted for by depression symptomatology and 

level of self-esteem. This finding suggests that beyond the role of overall mental health, 

something unique about the experience of being gay might contribute to the higher rates of 

eating disorder symptomatology among men.  

There has been much speculation about the reasons for the higher rates of eating 

pathology among gay men than among heterosexual men (Heffernan, 1994; Klingenspor, 2002; 

Lakkis, Ricciardelli, & Williams, 1999; Siever, 1994). Some scholars have suggested that the 

importance placed on gay men’s attractiveness in gay culture may be one explanation for this 

difference (Siever, 1994; Silberstein, Mishkind, Striegel-Moore, Timko, & Rodin, 1989). For 

example, a study by Siever (1994) found that compared to heterosexual men, gay men placed 

more importance on physical appearance in evaluations of themselves and potential partners. 

Gay men also were found to have a thinner ideal body type for themselves and their partners than 

the body types preferred by heterosexual men (Brand, Rothblum, & Solomon, 1991). These 

ideals are reflected in the following excerpt from The Gay & Lesbian Review a popular 

lesbian/gay periodical, “To find the perfect man, I must become the perfect man. Being 

boyfriend material, in short, means having a nice body, which one needs as a kind of dowry to be 

considered marriageable.” (DiCarlo, 2001, p. 14). In addition, gay men’s scores on measures of 

body dissatisfaction and eating pathology were more similar to that of heterosexual women than 

that of heterosexual men (Siever, 1994). Emphasis on physical appearance and attractiveness as a 

source of body dissatisfaction and eating pathology for gay men parallels theoretical 

conceptualizations that point to sociocultural pressures as a source of body dissatisfaction and 

eating pathology for women. Thus, extant literature on sociocultural correlates of women’s 
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eating disorder symptomatology can serve as important groundwork for advancing understanding 

of eating disorder symptomatology among gay men. 

Objectification theory, developed by Fredrickson and Roberts (1997), represents an 

important advancement in understanding eating disorder symptomatology among women. The 

objectification theory framework suggests that through experiences of cultural sexual 

objectification, women in western society come to view their bodies as objects. Fredrickson and 

Roberts defined sexual objectification as “the experience of being treated as a body (or collection 

of body parts) valued predominantly for its use to (or consumption by) others” (p.174). Sexual 

objectification experiences can include experiences such as viewing sexualized media images, 

being called a derogatory name based on one’s gender, having inappropriate comments made 

about one’s body, and being the target of offensive, sexualized gestures. These experiences 

reduce an individual to her or his body, body parts, or body functions, especially sexual 

functions. Fredrickson and Roberts (1997) posited that as a result of sexual objectification 

experiences, the individual may adopt an observer’s perspective upon her or his own body 

(Frederickson & Roberts, 1997). This taking on an observer’s perspective upon one’s own body 

is referred to as self-objectification and is manifested as habitual body monitoring. Self-

objectification or habitual body surveillance has been linked consistently to eating disorder-

related attitudes, behaviors, and symptomatology (Frederickson, Roberts, Noll, Quinn, and 

Twenge, 1998; Morry & Staska, 2001; Muehlenkamp & Saris-Baglama, 2002; Roberts & 

Gettman, 2004). Self-objectification can be devastating when individuals evaluate themselves 

against an internalized cultural ideal and feel that they do not measure up to that ideal. This 

perceived discrepancy is often experienced as body shame. Body shame has been found to 
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mediate the relation between self-objectification and eating disorder symptomatology (Noll & 

Frederickson, 1988; Moradi, Dirks, & Matteson, 2005; Tiggeman & Lynch, 2001).  

 Although objectification theory focuses specifically on women’s experiences of sexual 

objectification as a precursor to eating disorder-related attitudes, behaviors, and symptoms, there 

is evidence that men are becoming increasingly sexually objectified in our society (Rohlinger, 

2002). In fact, Fredrickson and Roberts (1997) acknowledged that men also may experience 

sexual objectification and that men’s unique experiences should be examined. Such attention is 

particularly important in light of evidence that instead of reducing sexually objectifying 

portrayals of women in the media, there has been an increase in sexually objectifying portrayals 

of men in the media. More specifically, Rohlinger (2002) analyzed media images over a period 

of 10 years (1987-1997), and found evidence suggesting that men increasingly are being 

portrayed in sexually objectified ways. The focus of the study by Rohlinger (2002) was on the 

erotic male which the researchers defined as “being placed on display either by himself or with 

other models,” being “positioned in a sexual manner, most often posed or ‘caught’ in a personal 

movement.”  In addition, “he rarely smiles,” the body is emphasized therefore the “setting is 

typically plain, blurred, or otherwise unclear,” and “his eyes are often focused on something 

other than the surrounding models or audience” (p. 67). All of this serves to keep the focus on 

the body (Rohlinger, 2002). Furthermore, sexualized and objectifying media images of men are 

thought to be specifically targeting gay men, by capitalizing on the dual marketing approach 

(Clark, 1995; Rohlinger, 2002; Sender, 1999). The dual marketing approach is a technique 

employed by advertisers to target gay/lesbian consumers without offending the straight audience 

(Clark, 1995; Sender, 1999). The guidelines set forth for this technique are to “avoid explicit 

references to heterosexuality by depicting only one individual or same-sexed individuals within 
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the representation frame. In addition, these models bear the signifiers of sexual ambiguity, or 

androgynous style. But ‘gayness’ remains in the eye of the beholder” (Clark, 1995, p.144). Thus, 

the dual marketing approach is used to subtly target gay audiences. In an article of The Gay and 

Lesbian Review, John DiCarlo (2001) expressed his concern regarding this issue. DiCarlo 

describes his reaction after viewing an Abercrombie & Fitch catalogue; “All the clothes seem 

like an afterthought, as do the women placed in the margins.”  He also comments that the slim 

but muscular body style represented in the catalogue is “especially appealing to gay men” and 

that he himself works hard to achieve this “ideal” (p. 14).   

 In addition to the deleterious potential impact of experiences of sexual objectification 

suggested by objectification theory, research on eating disorder symptomatology among gay men 

points to experiences of teasing/harassment for childhood gender nonconformity as another type 

of objectification that is correlated with eating disorder-related attitudes and behaviors for this 

population. For example, Beren (1997) found that early negative attention, defined as childhood 

teasing for gender nonconformity (e.g., being teased for liking girl toys or not being athletic or 

masculine enough, being called a sissy, faggot, or crybaby), was related positively to internalized 

homophobia (i.e., the internalization of society’s negative stereotypes about lesbian/gay persons). 

Higher levels of internalized homophobia, in turn, were related to higher levels of eating disorder 

symptomatology (Beren, 1997). This pattern points to the importance of considering the role of 

childhood teasing in eating pathology for gay men. One possible explanation for the role of 

gender-nonconformity-based teasing and harassment in eating disorder symptoms of gay men is 

that such teasing and harassment might promote increased awareness, monitoring, and attempts 

to control one’s body, appearance, and behaviors (i.e., self-objectification) in order to avoid 

further teasing, negative attention, harassment, and potential violence. Therefore, for gay men, 



       

 16

experiences of teasing/harassment for childhood gender nonconformity might be linked with 

eating disorder attitudes and behaviors much in the same manner that women’s sexual 

objectification experiences are posited to function in the objectification theory framework; 

through their role in promoting self-objectification and habitual body monitoring.  

Thus, objectification theory presents a promising groundwork for understanding eating 

disorder symptomatology among gay men by providing a theoretical framework for integrating 

the potential roles of experiences of (a) sexual objectification and (b) stigmatization and 

teasing/harassment for childhood gender nonconformity. Despite its promise and accumulating 

empirical support in research with women, (Frederickson et al., 1998; Morry & Staska, 2001; 

Muehlenkamp & Saris-Baglama, 2002; Noll & Frederickson, 1998, Roberts & Gettman, 2004; 

Tiggeman & Lynch, 2001), however, objectification theory has not been tested with gay men. 

Thus, the present study examined the applicability of objectification theory to understanding 

eating disorder symptomatology among gay men. In addition, based on research on gay men’s 

eating disorder sypmptomatology (Beren, 1997) the present study examined the possible roles of 

teasing/harassment for childhood gender nonconformity and internalized homophobia in its 

examination of the objectification theory framework with gay men. 
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CHAPTER 2 
REVIEW OF THE LITERATURE 

This chapter provides an integrative review of the literature that informs the present 

study. The chapter is divided into four parts. First, a review of the literature on disordered eating 

and body image disturbance in gay men is provided. Second, extant literature on objectification 

theory is described. Third, gay men’s experiences of sexual objectification and stigmatization of 

gender-nonconformity are discussed. Finally, the proposed conceptual model and hypotheses of 

the present study are presented.  

Disordered Eating and Body Image Disturbance in Gay Men 

 Extant data suggest that rates of body dissatisfaction and eating disorder symptomatology 

are higher among gay men than among heterosexual men. In addition, gay men seem to be more 

similar to heterosexual women than to heterosexual men in terms of body dissatisfaction and 

eating disorder-symptomatology. For example, Silberstein, Mishkind, Striegel-Moore, Timko, 

and Rodin (1989) surveyed 71 gay men and 71 heterosexual men and found that, compared to 

heterosexual men, gay men’s responses revealed (a) greater discrepancies between their 

perceived and ideal body images, (b) less satisfaction with their bodies, (c) greater frequency of 

exercising, and (d) greater likelihood of using exercise as a way to improve attractiveness rather 

than as a way to improve health. These findings suggest that gay men show a higher rate of body 

dissatisfaction than do heterosexual men. 

 A similar study by Brand, Rothblum & Solomon (1991) examined the roles of both 

gender and sexual orientation in eating disordered and related attitudes and behaviors. More 

specifically, these authors compared 124 lesbian women, 13 gay men, 39 heterosexual men, and 

133 heterosexual women on restrained eating practices and body dissatisfaction. These authors 

found a significant gender by sexual orientation interaction effect for weight preoccupation, 
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suggesting that heterosexual women and gay men were more preoccupied with their weight than 

were lesbian women and heterosexual men, F (1,303) = 3.27, p < .07. Brand et al.’s (1991) 

results must be interpreted cautiously, however, because the sample sizes for gay men and 

heterosexual men were quite small. In addition, there was a significant difference in age between 

groups F (1,305) = 5.41, p < .01, with the mean age for the gay and lesbian participants at about 

34 years, and the mean age for heterosexual women and men at about 19 years. Thus, the extent 

to which gender by sexual orientation effects could have reflected gender by age interactions is 

unclear.  

A later study by Siever (1994) addressed one of the limitations of Brand et al.’s (1991) 

study by having larger samples of lesbian women and gay men. More specifically, Seiver (1994) 

examined levels of disordered eating and body dissatisfaction in a sample of 250 participants that 

included lesbian women (n = 53), gay men (n = 59), heterosexual men (n = 63) and heterosexual 

women (n = 62). A MANOVA, with two different measures of disordered eating as dependent 

variables, revealed that gay men scored similarly to both groups of women but differently from 

heterosexual men on one eating disorder dependent variable, and similarly to heterosexual 

women and heterosexual men, but differently from lesbian women on the other eating disorder 

dependent variable. More specifically, gay men, heterosexual women and lesbian women scored 

significantly higher than heterosexual men on eating disorder symptomatology, as measured by 

the Eating Attitudes Test-26, F (1,249) = 9.99, p < .0001. In addition, gay men, heterosexual 

women, and heterosexual men scored significantly higher than lesbian women on restrained 

eating, as measured by the oral control subscale of the Eating Attitudes Test-26, F (1,249) = 

5.70, p < .001. Furthermore, on the oral control subscale of the EAT-26, gay men scored the 

highest among the groups. Although this difference did not reach significance in all group 
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comparisons, gay men did score significantly higher than heterosexual men and lesbian women. 

The pattern of findings in this study suggests that gay men’s level of eating disorder 

symptomatology is similar to levels of eating disorder symptomatology among heterosexual 

women but higher than that among heterosexual men.  

In addition to these findings regarding level of eating disorder symptomatology, Siever 

examined proportions of each group that scored at clinically significant levels of eating 

pathology and found that much higher percentages of gay men and heterosexual women scored 

in the clinically significant range of eating disorder symptomatology (on the EAT) than did 

lesbian women and heterosexual men. More specifically, 9 of the 59 gay men (16.7%), and 8 of 

the 62 (13.8%) heterosexual women in the sample scored in the clinically significant range, 

whereas only 2 of the 53 (4.2%) lesbian women, and 2 of the 63 (3.4%) heterosexual men scored 

in this range. Although Siever did not report whether these differences in percentages were 

statistically significant, he highlighted them as “striking.”  

Finally, Siever (1994) found that gay men scored significantly higher on body 

dissatisfaction, as measured by current-ideal discrepancy scores for Body Size Drawings, than 

did all other groups. Gay men also scored significantly lower on body esteem, as measured by 

the Body Esteem Scale, than did lesbian women and heterosexual men. Taken together, the 

pattern of findings from Siever’s study suggests that gay men demonstrated rates of overall 

eating disorder symptomatology and body dissatisfaction that were as high as that among 

heterosexual women and in most cases higher than heterosexual men and lesbian women.  

 Another study, conducted by Strong, Williamson, Netemeyer, and Geer (2000), also 

found that rates of clinically significant eating disorder symptoms, level of eating disorder 

symptomatology, and body size concerns for gay men were similar to those for heterosexual and 
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lesbian women but different from rates for heterosexual men. These authors surveyed 95 

heterosexual men, 103 gay men, 112 heterosexual women, and 82 lesbian women. Clinically 

significant eating disorder symptoms were determined by scores greater than 19 on the EAT-26. 

Using these guidelines, 1 heterosexual man (1%), 10 gay men (9.7%), 14 heterosexual women 

(13.1%), and 7 lesbian women (9.1%) scored in the clinical range; with heterosexual men having 

significantly lower rates of clinically significant symptoms than the other three groups (p < .05). 

Heterosexual women scored higher than all other groups on body shape dissatisfaction, as 

measured by the Body Shape Questionnaire. Gay men and lesbian women scored higher on body 

shape dissatisfaction than did heterosexual men.  

 Williamson and Hartley (1998) replicated findings that gay men in the United States 

experience greater body dissatisfaction than heterosexual men, with a sample of 91 British men 

aged 15-25. Their sample consisted of 47 heterosexual men and 41 gay men. Gay men scored 

higher than heterosexual men on eating disturbance, as measured by an overall score of the 

Eating Attitudes Test-26, t(87) = 3.79, p < .001. Gay men also scored higher than heterosexual 

men on each of the three subscales of the Eating Attitudes Test-26 (i.e., oral control, bulimia, and 

food preoccupation subscales). They also favored a slimmer ideal body size, as assessed by a set 

of nine body-line drawings, and were more dissatisfied with their bodies, as measured by the 

Body Satisfaction Scale, t(87) = 2.80, p < .01. In addition these authors found a strong 

correlation between global self-esteem, body dissatisfaction, and eating disturbance.  

Even when actual body size is taken into consideration, gay and heterosexual men differ 

in valuation of their bodies. For example, Beren, Hayden, Wilfley, and Grilo (1996) compared 

58 gay men, 58 heterosexual men, 69 lesbian women, and 72 heterosexual women on indicators 

of body dissatisfaction. In this sample, there were no significant differences between groups on 
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their perceived level of discrepancy between their current and ideal body size, as measured by 

discrepancy scores on the Body Size Drawings. Nevertheless, compared to heterosexual men, 

gay men and both groups of women were more discontent with their current body size, as 

measured by the Body Shape Questionnaire, F (3,88) = 11.52, p < .0001, and the body 

dissatisfaction subscale of the Eating Disorders Inventory , F (3,88) = 9.28, p < .0001. Thus, 

although the groups did not differ on the amount of discrepancy that they perceived between 

their current and ideal body size, gay men and both groups of women reported more 

dissatisfaction with their current body size. As discussed previously, however, results of Beren et 

al.’s (1996) study should be interpreted with caution since there was a significant difference in 

age between groups; with a mean age of approximately 18 for heterosexual women and men, 

compared to mean ages of approximately 30 and 35 for gay men and lesbian women, 

respectively.   

 Overall these studies highlight that rates of body dissatisfaction and eating disorder 

symptoms are higher for gay men than for heterosexual men. These studies also show that gay 

men are similar to heterosexual women with regard to how they view their bodies, and on 

measures of eating pathology. 

 There has been much speculation about the reasons for the higher rates of body 

dissatisfaction and eating pathology among gay men (Heffernan, 1994; Strong, Singh, & 

Randall, 2000; Lakkis, Ricciardelli, & Williams, 1999; Siever, 1994). In her review of the 

literature on binge eating and bulimia among gay men, Heffernan (1994) highlighted that earlier 

investigations often pointed to a disturbance in psychosexual development as an explanation for 

gay men’s higher rates of eating disorders compared to heterosexual men. However the findings 

of these earlier studies tended to be interpreted as evidence of the pathology of homosexuality. 
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Also, many of these studies were based on clinical samples of men diagnosed with an eating 

disorder. In light of the perception of eating disorders as women’s disorders, however, men may 

be hesitant to seek treatment. Therefore men who have been diagnosed with an eating disorder 

may represent the most severe cases. In addition, comorbidity of mental disorders can be a 

confounding issue when recruiting participants from hospital settings. These issues may have 

contributed to the pathological view of homosexuality that emerged from early studies of gay 

men with eating disorders. On the other hand, Heffernan pointed out that the studies based on 

nonclinical samples highlighted sociocultural factors, such as an emphasis on physical 

appearance, as potential explanations for the greater prevalence of eating disorder 

symptomatology among gay men. Thus, theoretical frameworks that outline sociocultural 

correlates of eating disorders among men might serve as a useful starting point for understanding 

sociocultural correlates of eating disorder symptomatology in gay men.   

Objectification Theory 

Objectification theory, developed by Fredrickson and Roberts (1997), has been used to 

integrate sociocultural and psychological understanding of eating disorder symptomatology 

among women. Objectification theory suggests that through experiences of cultural sexual 

objectification, women in western society come to view their bodies as objects. Fredrickson and 

Roberts defined sexual objectification as “the experience of being treated as a body (or collection 

of body parts) valued predominantly for its use to (or consumption by) others” (p.174). Sexual 

objectification experiences can include experiences such as viewing sexualized media images, 

being called a derogatory name based on one’s gender, having inappropriate comments made 

about one’s body, and being the target of offensive, sexualized gestures. These experiences 

reduce an individual to her or his body, body parts, or body functions, especially sexual 

functions. Fredrickson and Roberts (1997) posited that as a result of sexual objectification 
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experiences, the individual may adopt an observer’s perspective upon her or his own body 

(Frederickson & Roberts, 1997). This taking on an observer’s perspective upon one’s own body 

is referred to as self-objectification and is manifested as habitual body monitoring. Self-

objectification or habitual body surveillance has been linked consistently to eating disorder-

related attitudes, behaviors, and symptomatology (Frederickson, Roberts, Noll, Quinn, and 

Twenge, 1998; Morry & Staska, 2001; Muehlenkamp & Saris-Baglama, 2002 & Roberts & 

Gettman, 2004). Self-objectification can be devastating when individuals evaluate themselves 

against an internalized cultural ideal and feel that they do not measure up to that ideal. This 

perceived discrepancy is often experienced as body shame. Body shame has been found to 

mediate the relation between self-objectification and eating disorder symptomatology (Noll & 

Frederickson, 1988; Moradi, Dirks, & Matteson, 2005; & Tiggeman & Lynch, 2001).  

A growing body of empirical research has supported the major premises of objectification 

theory as applied to eating disorder-related attitudes and behaviors among women. Much of this 

research has focused on and supported the critical proposed relations among self-objectification, 

body shame, and eating disorder symptomatology. For example, Frederickson, Roberts, Noll, 

Quinn, and Twenge (1998) experimentally manipulated level of self-objectification by randomly 

assigning participants to wear either a swimsuit (high self-objectification) or a sweater (low self-

objectification) in front of a full length mirror. Fredrickson et al. compared level of body shame 

and eating behaviors between the two groups. A multiple regression analysis revealed that 

women in the swimsuit condition reported more body shame than those in the sweater condition. 

In order to measure the behavioral consequences of self-objectification, the women were also 

asked to participate in a “taste test” of cookies and a chocolate drink. Women who reported more 

body shame were more likely to show restrained eating (i.e., ate less than one cookie) than 
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women who reported less body shame. In a second experiment the authors used a separate 

sample of 40 men and 42 women, to determine if men were affected in the same way as women 

by self-objectification. Both men and women experienced self-conscious emotions while 

wearing the swimsuit; however women were more likely to feel “disgust” or “anger” while men 

were more likely to feel “shy” or “silly.”  Therefore, the swimsuit condition produced body 

shame for women only. However, it remains unclear if a state of self-objectification cannot be 

achieved with men, or if it is merely not achieved in the same way as it is for women, and 

therefore not induced in this experiment. Furthermore, only heterosexual men were included in 

this study. Thus, the generalizeability of these findings with heterosexual women and men to gay 

men is not clear.  

A later study by Roberts and Gettman (2004) demonstrated that simply being exposed to 

sexually objectifying words is enough to induce self-objectification and its correlates for women. 

A sample of 70 men and 90 women, with a mean age of 19 years, were primed with either 

sexually objectifying words (e.g., slender, desirable) or words related to body competence (e.g., 

vitality, coordinated), and then completed a survey designed to assess body shame and 

appearance-related anxiety. Women who were in the sexual objectification condition 

experienced more body shame than women in the body competence condition, however men’s 

scores did not differ significantly by condition, F(2,154) =  4.73, p < .01. Similarly, women’s 

level of appearance anxiety was significantly higher in the appearance condition than in the body 

competence condition, while men’s anxiety scores did not differ with condition, F (2,154) = 

3.89, p< .05. An overall main effect for gender was also observed, with women experiencing 

more appearance anxiety than men, F (1,154) = 14.09, p < .0005. These results indicate that even 

a subtle reminder of sexual objectification can induce a state of self-objectification for women. 
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This study did not assess sexual orientation of participants. Therefore the generalizability of 

findings to gay men is not clear.  

While the previously described studies link self-objectification with body shame, Noll 

and Fredrickson (1998) examined the objectification theory proposition that body shame would 

mediate the relation between self-objectification and disordered eating. They tested this 

hypothesis with two independent samples of 93 and 111 undergraduate women. Using guidelines 

set forth by Barron and Kenny (1986), Noll and Fredrickson (1998) demonstrated that body 

shame mediated the relation between self-objectification and eating disorder symptomatology. In 

the first sample their model accounted for 35% of the variance in bulimic symptoms (p < .01), 

and 27% of the variance in anorexic symptoms (p < .01).  The second sample replicated findings 

from the first sample, with body shame again mediating the relation between self-objectification 

and disordered eating symptomatology, and the model accounting for 51% of the variance in 

bulimic symptoms (p < .01), and 30% of the variance in anorexic symptoms (p < .01). The 

findings of this study highlight the importance of considering the mediating role of body shame 

in understanding how sociocultural factors may be linked to disordered eating symptomatology.   

In order to further explore the role of sociocultural factors in the development of eating 

disorder symptomatology, Moradi, Dirks, and Matteson (2005) tested an expanded 

objectification theory framework with 222 undergraduate women with a mean age of 

approximately 20 years, the majority of whom identified as heterosexual (91%). These authors 

examined the role of sexual objectification experiences in the objectification theory framework 

and tested the mediating roles of self-objectification, body shame, and internalization of 

sociocultural beauty standards. Using path analysis, the authors found, after controlling for body 

mass index, that reported sexual objectification experiences were related positively to 
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internalization of cultural beauty standards, r (222) = .25, p < .05. Internalization of beauty 

standards, in turn, were related positively to body surveillance (indicator of self-objectification), 

β (222) = .50, p < .05, body shame, β (222) = .24, p < .05, and eating disorder symptomatology, 

β (222) = .34, p < .05. In addition, internalization partially mediated the link of sexual 

objectification to body surveillance, and fully mediated the link of body shame to eating disorder 

symptomatology, and body shame mediated the links of both internalization and body 

surveillance to eating disorder symptomatology. Overall, the model accounted for 50% of the 

variance in eating disorder symptomatology. These findings are consistent with the notion that 

sexual objectification experiences may be translated into eating pathology by promoting self-

objectification, body shame, and internalization of cultural beauty standards. 

This body of research supports the tenets of objectification theory. At this point, however, 

we can not be sure if and how objectification theory applies to gay men because it has not been 

studied in this population. Nevertheless, evidence that gay men might be exposed to experiences 

that parallel women’s sexual objectification experiences points to the possibility that the 

framework of objectification theory can be used to understand the roles of sexual objectification 

experiences, self-objectification and body shame in eating disorder symptomatology of gay men.  

Gay Men’s Experiences of Sociocultural Pressures 

 Gay men’s experiences of sociocultural pressures for attractiveness and thinness may be 

shaped by several factors. Some authors have posited that both heterosexual and gay men prefer 

partners that are attractive (Brand, Rothblum, & Solomon, 1992; French, Story, Remafedi, 

Resnick, & Blum, 1996; Siever, 1994; Silberstein, Mishkind, Striegel-Moore, Timko, & Rodin, 

1989; Williamson, 1999).  This preference may translate into an emphasis on appearance for gay 

men as they may experience pressure to be thin and attractive in order to attract a man, while 

heterosexual men may not feel as much pressure in this regard as their goal is to attract women. 
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Second, recent media images of men seem to be much more sexually objectifying than in the 

past. This trend reinforces cultural expectations of attractiveness, and serves to focus attention on 

the body. Finally, gay men may experience teasing, harassment, and societal stigmatization for 

gender nonconforming behaviors. These experiences may contribute to gay men’s body image 

disturbance. Research related to each of these factors is described next.  

Sexual Objectification of Gay Men 

Silberstein, Mishkind, Striegel-Moore, Timko, and Rodin (1989) tested the hypothesis 

that gay men are at increased risk for disordered eating due to an emphasis on physical 

appearance in gay culture. This emphasis may be highlighted in gay culture as a result of the 

emphasis that men (both heterosexual and gay) place on attractiveness of their partners (Brand, 

Rothblum, & Solomon, 1992; French, Story, Remafedi, Resnick, & Blum, 1996; Siever, 1994; 

Silberstein, Mishkind, Striegel-Moore, Timko, & Rodin, 1989; Williamson, 1999). For example, 

Silberstein et al., asked 71 gay men and 71 heterosexual men to rate 13 different roles (including 

general appearance, physical activity, and physical health) on how important they felt each role 

was to them. Other roles that were included but not analyzed were “myself as a leader” and 

“myself as a social person.” They found that gay men rated physical appearance as more 

important than did heterosexual men to their sense of self, while heterosexual men rated the role 

of physical activity as more important to their sense of self. The finding of the greater 

importance of appearance to gay men than to heterosexual men suggests that dissatisfaction with 

physical appearance may be particularly damaging to gay men’s sense of self.  

 A similar study by Brand, Rothblum & Solomon (1991) examined the influence of both 

gender and sexual orientation on body dissatisfaction. These authors compared 124 lesbian 

women, 13 gay men, 39 heterosexual men and 133 heterosexual women on body dissatisfaction. 

Compared to women (of both sexual orientations), men (of both sexual orientations) reported 
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that they would be less attracted to a potential partner who they considered to be overweight, F 

(1,302) = 5.41, p < .05. This finding again highlights the importance men (both heterosexual and 

gay) place on thinness when considering potential partners. As mentioned previously, Brand et 

al.’s (1991) results must be interpreted cautiously, because the sample sizes for gay men and 

heterosexual men were quite small. In addition, there was a significant difference in age between 

groups F (1,305) = 5.41, p < .01, with the mean age for the gay and lesbian participants at about 

34 years, and the mean age for heterosexual women and men at about 19 years. Thus, the extent 

to which gender by sexual orientation effects could have reflected gender by age interactions is 

unclear.  

 Gay men have also been found to have similar concerns to that of heterosexual women 

about physical attractiveness and media influences on body image. For example, Strong, 

Williamson, Netemeyer, and Geer (2000) surveyed 95 heterosexual men, 103 gay men, 112 

heterosexual women, and 82 lesbian women. These authors found that gay men and heterosexual 

women scored higher than heterosexual men and lesbian women on concern for physical 

appearance, and the perceived influence of the media in promoting thinness as the ideal body 

size, as measured by the Psychosocial Risk Factors Questionnaire. 

 The importance of attractiveness for gay men was further examined by Epel, Spanakos, 

Kasl Godley, and Brownell (1995) using a random sample of 500 personal advertisements from 

publications with a wide variety of target audiences. At least 50 advertisements placed by men 

and 50 advertisements placed by women were collected for each target group represented (in 

terms of race, sexual orientation, SES, and age). To determine the importance that each group 

placed on body shape, any mention of actual weight or height, or any adjectives describing body 

shape or size was counted as a body shape descriptor (BSD), and computed as a percentage of 
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overall words in the advertisement. Epel et al. found that 42 % of gay men and 36% of 

heterosexual men requested at least one BSD in their ads compared to 27% of heterosexual 

women and 18% of lesbian women. Gay men’s ads reflected a significantly higher percentage of 

BSDs in self-descriptions (86% of gay men’s advertisements mentioned at least one BSD in 

describing the solicitor) compared to lesbian women’s ads (46% of lesbian women’s 

advertisements mentioned at least one BSD in describing the solicitor), X² = 14.1, p < .001. 

There was no significant difference in the percentage of BSDs used in self-descriptions between 

the advertisements placed by heterosexual men (65%) and heterosexual women (56%), X² = 3.4, 

p < .06. In addition, 70 % of the advertisements placed by gay men, compared to only 29% of the 

advertisements placed by heterosexual men, 13.5% of the advertisements placed by heterosexual 

women, and 10% of the advertisements placed by lesbian women, reported the solicitor’s weight. 

These findings provide additional evidence suggesting the importance that gay men may place 

on attractiveness and thinness and also the pressure that they might experience in this regard. An 

important strength of this study is that it did not relying on self report measures and therefore 

avoided the potential bias of participants responding in a socially desirable manner.  

 There is also broader evidence that men are becoming increasingly sexually objectified in 

our society (Rohlinger, 2002). In fact, in outlining objectification theory, Fredrikson and Roberts 

(1997) acknowledged that men also may experience sexual objectification and that men’s unique 

experiences should be examined. Such attention is particularly important in light of evidence that 

instead of reducing sexually objectifying portrayals of women in the media, there has been an 

increase in sexually objectifying portrayals of men in the media. Indeed, Rohlinger (2002) 

analyzed media images over a period of 10 years (1987-1997), and found evidence suggesting 

that men are being portrayed in increasingly objectified ways. More specifically, Rohlinger 
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reviewed depictions of men in four popular men’s magazines (i.e., Sports Illustrated, Men’s 

Health, Popular Mechanics, GQ, and Business Week) and identified the following nine 

categories: the hero, the outdoorsman, the urban man, the family man, the breadwinner, the 

working man, the consumer, the quiescent man, and the erotic male. Overwhelmingly, the most 

common male depiction was the erotic male, accounting for 36.9% of all images in the sample. 

Rohlinger defined the erotic male as “being placed on display either by himself or with other 

models,” being “positioned in a sexual manner, most often posed or ‘caught’ in a personal 

movement.”  In addition, “he rarely smiles,” the body is emphasized therefore the “setting is 

typically plain, blurred, or otherwise unclear,” and “his eyes are often focused on something 

other than the surrounding models or audience” (p. 67). Depicting the model in this manner is 

effective in keeping the focus on his body (Rohlinger, 2002).  

Given the erotic male’s prominence in depictions of men, Rohlinger further explored 

depictions of the erotic male and examined “touch” and “gaze” behavior of the models. She 

found that the erotic male was depicted similarly to the ways in which women have been 

traditionally depicted in terms of touch and gaze. More specifically, Goffman (1979) described 

feminine touch as a passive self-touch that serves to keep the focus on the model’s body, and 

masculine touch as an active touch (e.g., manipulating an object) that serves to maintain the 

focus on the object or product, rather than the on the model’s body.  Women and men can both 

be depicted as engaging in either feminine touch or masculine touch, but women are most 

typically depicted to engage in feminine touch and men are most typically depicted to engage in 

masculine touch. Like depictions of touch, depictions of gaze (i.e., where the model is looking) 

tend to differ by gender as well. A “mental drift” is a gaze in which the model does not make 

direct eye contact with the audience but instead focuses on something off in the distance or the 
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head and/or face may be obscured or missing altogether. Again, this keeps the focus on the body. 

Women are typically depicted in a mental drift. By contrast, men in advertisements are typically 

depicted looking directly at the audience, or at another model in the advertisement. In the study 

by Rohlinger (2002) the erotic male model was depicted as women typically are depicted in 

advertisements, most often shown engaging in “feminine” touch, engaging in a “mental drift,” or 

with the head and/or face obscured or missing.  

In addition, the perceived sexual orientation of the models in the study by Rohlinger 

(2002) were coded as heterosexual, homosexual, ambiguous, or unknown. Approximately 76% 

of the erotic male models were of ambiguous or unknown sexual orientation. The ambiguity of 

the sexual orientation of the erotic male may not be accidental. Many of these sexualized media 

images might be targeting gay men specifically by capitalizing on the dual marketing approach. 

The dual marketing approach is a technique that allows advertisers to speak to gay/lesbian 

consumers without offending the straight audience (Clark, 1995; Sender, 1999). The guidelines 

set forth for this technique are to “avoid explicit references to heterosexuality by depicting only 

one individual or same-sexed individuals within the representation frame. In addition, these 

models bear the signifiers of sexual ambiguity, or androgynous style. But ‘gayness’ remains in 

the eye of the beholder” (Clark, 1995, p.144). Thus, the dual marketing approach is used to 

subtly target gay audiences. In an article of The Gay and Lesbian Review, John DiCarlo (2001) 

expressed his concern regarding this issue. DiCarlo described his reaction after viewing an 

Abercrombie & Fitch catalogue; “All the clothes seem like an afterthought, as do the women 

placed in the margins.” He also comments that the slim but muscular body style represented in 

the catalogue is “especially appealing to gay men” and that he himself works hard to achieve this 

“ideal.” 
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The study by Rohlinger provides evidence that the sexual objectification of men is an 

important area to pursue in understanding body image issues and disordered eating among gay 

men. In addition, the many articles that focus on body image in popular gay periodicals also 

point to the significance of this issue (DiCarlo, 2001; Kahn, 2004; Schneider, 2001; Shernoff, 

2001).  Collin Kahn, in an issue of the popular gay periodical, The Advocate, summarizes this 

point by saying, “Young gay men are expected to always be tanned, smell good, wear the latest 

and greatest clothing, and of course, be in wonderful shape….each season’s clothes have become 

more “muscle fit”…. I always hear gay men say, ‘Wow look at how those jeans fit that guy. I bet 

he works out all the time’” (p. 25). Such pressures for gay men might parallel the sexual 

objectification experiences that Fredrickson and Roberts (1997) highlight as a precursor to eating 

disorder-related attitudes, behaviors, and symptoms for women. 

Experiences of Teasing/Harassment for Childhood Gender Nonconformity 

In addition to experiences of sexual objectification, gay men may also experience 

teasing/harassment related to gender nonconformity that could lead to increased rates of eating 

disturbance. For example, Strong, Singh, and Randall (2000) surveyed 181 men (129 gay men 

and 52 heterosexual men) ranging in ages from 18 to 58. These authors were interested in the 

relation between respondents’ recollection of their own childhood gender nonconformity and 

current body dissatisfaction. A MANOVA revealed that gay men reported more childhood 

gender nonconforming behaviors than heterosexual men, F (1,177) = 13.16, p < .05. Gay men 

also reported more body dissatisfaction than heterosexual men, F (1,177) = 9.85, p < .05. A 

regression analysis indicated that recalled childhood gender nonconformity was a significant 

predictor of body dissatisfaction for gay men and heterosexual men (p < .001). This study only 

assessed respondents’ recollection of their own childhood gender nonconformity, and did not 

address teasing and harassment by others related to that gender nonconformity. Teasing and 
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harassment may be an important aspect to consider because of the stigmatizing nature of such 

experiences.  

 Other researchers have explored the role of teasing and harassment related to weight and 

appearance (Beren, Hayden, Wilfey, and Grilo, 1996). In their study with 58 gay men, 58 

heterosexual men, 69 lesbian women, and 72 heterosexual women, Beren, Hayden, Wilfley, and 

Grilo (1996) found that gay men  scored higher on measures of psychosocial distress, reported 

more childhood teasing about general appearance, and reported more weight-specific teasing 

than did all other groups, F (6,238) = 3.40, p < .01. As mentioned previously, the results of 

Beren et al.’s (1996) study should be interpreted with caution since there was a significant 

difference in age between groups; with a mean age of approximately 18 for heterosexual women 

and men, compared to mean ages of approximately 30 and 35 for gay men and lesbian women, 

respectively.   

A later study by Beren (1997) examined stigmatization experiences such as shame, 

internalized homophobia, and childhood teasing/harrassment for gender nonconformity as 

correlates of eating disorder symptomatology among gay men. Beren (1997) defined shame as 

“the painful negative affect that results from internalizing others’ scorn.” Internalized 

homophobia is the internalization of society’s negative stereotypes about lesbian, gay, and 

bisexual persons, and childhood teasing for gender nonconformity was defined by Beren (1997) 

as “negative reactions from family and peers.” Using Structural Equation Modeling, Beren tested 

two different models with gay men (a general model and a model specific to gay men’s 

experiences) and one model (the general model only) with heterosexual men. The general model 

included early negative attention as measured by childhood teasing related to appearance and 

gender nonconformity, shame, self-worth, and eating disorder symptomatology, but did not take 
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into consideration those experiences that are posited to be unique to gay men, such as 

internalized homophobia and feelings of acceptance/rejection regarding coming out. This general 

model explained 58% of the variance in eating disorder symptoms for this sample of 94 gay men. 

Shame and early negative attention, as assessed by childhood teasing about appearance, and 

criticism and teasing specific to gender nonconforming behaviors, were unique correlates of 

eating pathology in this model. Furthermore, the relation between early negative attention and 

eating pathology was mediated by shame. This general model was also tested with 94 

heterosexual men. The model explained only 35% of the variation in eating pathology for 

heterosexual men. As in the model with gay men, in the model with heterosexual men early 

negative attention was related directly to eating pathology and shame; however for heterosexual 

men shame did not mediate this relationship. In fact, while the total effect of shame on eating 

pathology was only .04 for heterosexual men, the total effect of shame on eating pathology was 

.49 for gay men. The second model, which was tested only with gay men, added acceptance from 

parents, siblings, and friends during the coming out process and internalized homophobia as 

predictors. This model accounted for 59% of the variation in eating pathology for gay men. 

While this model added only 1% to the overall explained variance in eating disorder 

symptomatology, the addition of internalized homophobia increased the variance explained in 

shame from 16% to 54%. Furthermore, internalized homophobia mediated the relation between 

early negative attention and shame.   

Thus, in Beren’s (1997) study, for both heterosexual and gay men, early negative 

attention for gender nonconformity was related to eating pathology.  Shame mediated this link 

for gay men, but not for heterosexual men. Also, for gay men internalized homophobia increased 

the variance explained in shame and mediated the link of early negative attention to shame. 
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These findings highlight the importance of attending to experiences of teasing and harassment 

for gender-nonconformity shame, and internalized homophobia in understanding eating disorder-

related attitudes, behaviors, and symptoms among gay men.  

One possible explanation for the role of gender-nonconformity-based teasing and 

harassment in eating disorder symptoms of gay men is that such teasing and harassment might 

promote increased awareness, monitoring, and attempts to control one’s body, appearance, and 

behaviors (i.e., self-objectification) in order to avoid further teasing, negative attention, 

harassment, and potential violence. Therefore, for gay men, experiences of teasing/harassment 

for childhood gender nonconformity might be linked with eating disorder attitudes and behaviors 

much in the same manner that women’s sexual objectification experiences are posited to function 

in the objectification theory framework; through their role in promoting self-objectification and 

habitual body monitoring.  

 Taken together, these studies indicate that gay men recall more gender nonconforming 

behaviors. Experiences of teasing and harassment for gender nonconformity, along with the 

internalization of society’s negative stereotypes about gay men, each may contribute to gay 

men’s body image disturbance and disordered eating and therefore should be included in 

examining the objectification theory framework with gay men. 

Purpose of Study 

Objectification theory has been examined in samples of mostly heterosexual college 

women and men (Frederickson et al., 1998; Morry & Staska, 2001; Muehlenkamp & Saris-

Baglama, 2002; Noll & Frederickson, 1998, Roberts & Gettman, 2004; Tiggeman & Lynch, 

2001). This extant literature has supported the tenets of objectification theory with women, but 

objectification theory has not been tested with gay men 
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 Thus, the present study aims to examine the applicability of objectification theory to 

understanding eating disorder symptomatology among gay men. In addition, based on research 

on gay men’s eating disorder symptomatology (Beren, 1997), the present study will examine the 

possible roles of stigmatization for gender nonconformity and internalized homophobia in its 

examination of the objectification theory framework with gay men. The model tested in the 

current study is presented in Figure 2�1 and will examine the following hypotheses: 

1. Consistent with objectification theory, it is hypothesized that reported sexual 
objectification experiences will be related positively to internalization of 
cultural standards of attractiveness, self-objectification, body shame, and 
disordered eating. Support for this hypothesis is a prerequisite to hypotheses 2 
and 3.  

 
2. Consistent with objectification theory, body shame will mediate the link 

between self-objectification and disordered eating.  
 

3. Consistent with prior research (Moradi, Dirks, & Matteson, 2005), 
internalization of cultural standards of attractiveness will mediate the links of 
sexual objectification experiences to self-objectification, body shame, and 
disordered eating.  

 
4. Consistent with prior research (Moradi, Dirks, & Matteson, 2005), self-

objectification will mediate the link between objectification experiences and 
body shame.   

 
5. The direct and indirect links of internalized homophobia and 

teasing/harassment for childhood gender nonconformity to other variables in 
the model will be explored based on Beren’s findings that (a) 
teasing/harassment for childhood gender nonconformity was related to 
internalized homophobia, (b) that internalized homophobia mediated the link of 
teasing/harassment for childhood gender nonconformity to shame, and (c) 
internalized homophobia was related indirectly to disordered eating symptoms 
through shame.  

 
 

 In order to provide a more stringent test of the hypotheses, Body Mass Index (BMI) will 

be entered as a covariate in the model. This is in keeping with previous research that has 

considered BMI to be a possible confounding variable when examining eating disorders (Beren, 
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1997; Beren, Hayden, Wilfey, & Grilo, 1996; Frederikson et al, 1998; Morry & Staska, 2001; 

Noll & Frederickson, 1998).  
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Figure 2 – 1. Hypothesized path model.  
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CHAPTER 3 
METHODS 

Participants 

A total of 264 individuals chose to participate in the current online study.  Of these, 13 

duplicate submissions were identified and discarded. In addition, 27 participants were excluded 

from the analyses because of incorrect responses to 2 or more of the 10 validity check items 

(n=11), or due to considerable amounts of missing data (n=18). Finally, two participants were 

excluded because they self-identified as women and therefore did not meet the inclusion criteria. 

Four men who self-identified as mostly (but not exclusively) heterosexual and two men who did 

not report their sexual orientation were included in the analyses because their responses to 

questions assessing physical and emotional attraction to men and sexual behavior indicated that 

they were attracted to men and had engaged in sex with men. Thus, the final sample included 

231 individuals between the ages of 17 and 70 (M = 32.73; Mdn = 27.0; SD = 13.82) who self-

identified as either men (97.4%; n = 226) or transgender (2.2%; n = 5), and exclusively gay 

(65.9%; n = 153), mostly gay (19.8%; n = 46), bisexual (11.6%; n = 27), or mostly heterosexual 

(1.7%; n = 4).   

Regarding the racial/ethnic background of the sample, 77% identified as 

White/Caucasian, 5% as Hispanic/Latino, 4% as Asian American/Pacific Islander, 1% as African 

American, and 11% as multi-racial or other. Participants were from a wide range of geographic 

locations with 78% reporting that they were currently living in the United States (n = 183) and 

19% (n = 43) reporting that they were currently living in other countries. Four participants did 

not report their current location. Of the 183 participants who reported currently living in the 

United States, 31% were located in the South (n = 56), 29% in the West (n = 53), 23% in the 

Midwest (n = 42), and 17% in the Northeast (n =32). These regional categories represent 
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divisions used by the U.S. Census Bureau. With regard to the 43 participants who reported living 

in countries other than the United States, 40% reported residing in Canada (n = 17), 26% in the 

United Kingdom (n = 11), 14% in India (n = 6), and 17% living in a variety of other countries 

(e.g., Australia, Iraq, Indonesia) with 2 participants or less residing in any one of these countries 

(n = 8). These international participants correctly responded to the validity check items, 

indicating that they were able to read and understand the instructions and survey questions. 

Procedure 

 Participants were recruited through personal contacts and advertising in LGBT internet 

listserves and groups. Advertisements were sent to listserves used for general information 

exchange because such listserves target broad audiences of LGBT persons (rather than subgroups 

with specific political, dating, or religious interests). The study was also advertised through 

Yahoo, Google, AOL, Livejournal, and My Space groups. Flyers advertising the study were also 

posted in local community establishments. In addition, listerserves, internet groups, and 

organizations targeting racial/ethnic minority gay and bisexual men were targeted in an attempt 

to obtain a racially and ethnically diverse sample. Data was collected using an online survey. 

This was to help assure anonymity, since participants were not required to come into the 

laboratory and meet with the researchers. This method of data collection is likely to result in 

better representation of individuals who are less “out” about their sexual orientation than data 

collection strategies that require lesbian and gay persons to “come out” to researchers in person 

(Epstein & Klinkenberg, 2002).  

The study advertisements directed participants to an online survey through the 

advertisement methods mentioned previously. Upon connecting to the survey website, the 

informed consent was displayed which described the purpose of the study and confidentiality of 

responses, and provided contact information of the researcher to participants. Participants then 
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clicked a link stating “Start the survey” which served as an indication that they were voluntarily 

agreeing to participate. The survey instruments were counterbalanced in order to reduce order 

effects. Embedded into each of the measures in the survey was a validity item. These items 

directed participants to respond in a particular manner.  For example, an item may ask 

participants to select the option for “strongly agree.” The purpose of these items was to identify 

random responding, and to ensure that participants were reading and understanding the 

questions. Following the completion of the survey, all participants received a thank you and 

debriefing message that included website links to national eating disorder support networks. 

Participants were again given the researcher’s contact information so that any additional 

questions or concerns could be addressed.  

Measures 

Cultural sexual objectification. Reports of sexual objectification experiences were 

assessed using a measure comprised of 8 items from the Objectification Experiences 

Questionnaire (OEQ; Burnett, 1995), 5 items from the sexual objectification subscale (SOS; 

Swim, Cohen, & Hyers, 1998), and 3 items from the Cultural Sexual Objectification Scale 

(CSOS; Hill, 2002). Because these measures were originally designed for women, the language 

was modified so that it was applicable to gay men. The modified items were reviewed by five 

consultants who identified as gay men. Based on their feedback the wording of the items was 

further modified to increase applicability and consistency across measures, and one additional 

item was created. 

 The OEQ is an 18-item measure that assesses the frequency of sexually objectifying 

experiences and was selected particularly because its items and language were applicable to 

respondents of both genders and of all sexual orientations. OEQ scores have demonstrated 

convergent validity, as evidenced by high correlations with measures of mild sexual harassment, 
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and discriminant validity, as evidenced by low correlations with measures of more severe forms 

of sexual harassment. The reported alpha for OEQ scores in a sample of 253 female 

undergraduate women was .70 (Burnett, 1995).  

The 8 OEQ items were supplemented with 5 items gathered from the sexual 

objectification subscale (SOS). There is a great deal of item overlap between the OEQ and the 

SOS, therefore only those items which reflected distinct experiences of sexual objectification 

from those assessed by OEQ were chosen. The SOS is a 7-item measure that assesses reported 

sexual objectification experiences. SOS scores have demonstrated construct validity in that 

women reported more objectification experiences than men (Swim, Hyers, Cohen, & Ferguson, 

2001). With regard to the reliability of the SOS, Moradi, Dirks, and Matteson (2005) reported an 

alpha of .87 with a sample of women.  

In order to obtain a more thorough assessment of sexual objectification experiences, 3 

additional items were added from the Cultural Sexual Objectification Scale (CSOS). The CSOS 

is a 40-item measure developed by Hill (2002) which combined 28 items borrowed from several 

existing measures along with 12 items created specifically for her study. The items used in the 

current study were from the 12 items created by Hill, one of these was chosen because it assessed 

whether/how often participants felt they were being evaluated by others, a seemingly important 

aspect of sexual objectification. The other two items were selected because they assessed 

whether/how often participants witnessed other men being objectified. These aspects of 

objectification were not tapped by any of the other measures reviewed. Hill reported an alpha of 

.96 for scores on the CSOS (2002).   

Participants rated the combined set of items according to how often they had experienced 

each event in the past year (1=Never to 6=Almost all of the time, more than 70% of the time). 



       

43 

This format was used by Hill (2002). The alpha obtained with the current sample for the 

combined set of items was .91. Sample items include “Have you ever felt that a date was more 

interested in your body or gaining access to it, than you as a person?” and “Has your romantic 

partner ever “checked out” another man in your presence?”   

Internalization of cultural standards of attractiveness. The 8-item Internalization 

subscale of the Sociocultural Attitudes Towards Appearance Questionnaire (SATAQ; Heinberg, 

Thompson, & Strormer, 1995) was used to measure the degree to which cultural standards are 

accepted and internalized (e.g., “I believe that clothes look better on muscular/fit models” and 

“Men who appear in TV shows and movies project the type of appearance that I see as my 

goal”). Each statement is rated on a 5 point Likert-type scale (1 = completely disagree to 5 = 

completely agree). This scale was developed with women, but has been used successfully with 

men by replacing the word “thin” with “muscular/fit” for all relevant items (Morry & Staska, 

2001). Cashel, Cunningham, Landeros, Cokley, and Muhammad (2003) obtained an alpha of .79 

for internalization scores in a sample of 138 men. The alpha obtained with the current sample 

was .89. Convergent validity of SATAQ internalization scores is supported by positive 

correlations with scores on the internalization subscale of the Eating Disorders Inventory, r = 

.28-.35 (Garner, 1991), and a positive correlation with body image preoccupation (Morry & 

Staska, 2001).   

Teasing/harassment for childhood gender nonconformity. A 30-item measure 

modeled after The Mother-Father-Peer Scale (MFP; Epstein, 1991) and developed by Beren 

(1997) to assess the degree to which an individual perceived being criticized, rejected, and teased 

as a child for gender nonconforming attitudes and behaviors, was used to measure 

teasing/harassment for childhood gender nonconformity. Sample items include “When I was a 
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child, my mother criticized or teased me for being too sensitive” and “When I was a child, other 

children would sometimes call me a “faggot.” Items are rated on a 5 point Likert-type scale (1 = 

strongly disagree to 5 = strongly agree). Beren (1997) reported an alpha of .75 for scores on this 

scale with a sample of 195 undergraduate men. With the present sample, one item was omitted in 

the final analysis because it seemed to measure reinforcement of gender nonconformity rather 

than teasing/harassment for childhood gender nonconformity, thus this item did not fit 

conceptually with the others. This was reflected by low item-total correlation for this item in the 

reliability analysis. Omission of this item increased the alpha from .92 to .94 in the current 

sample. Scores obtained on this measure have demonstrated adequate construct validity, with 

scores correlated positively with shame and internalized homophobia, and correlated negatively 

with acceptance from others during the coming out process (Beren, 1997).  

Internalized homophobia. The 9-item Internalized Homophobia Scale (IHP; Herek, 

Cogan, Gillis, & Glunt, 1998) measures the degree to which individuals have internalized 

society’s negative views about homosexuality. Sample items include “I have tried to stop being 

attracted to men in general” and “I feel that being gay is a personal shortcoming for me.” Each 

item is rated on a 5 point Likert-type scale (1 = disagree strongly to 5 = agree strongly). 

Cronbach’s alpha for IHP items was .83 with a community sample of gay men (Herek, Cogan, 

Gillis, & Glunt, 1998). The alpha obtained with the current sample was .88. In terms of validity, 

IHP scores were correlated positively with depressive symptomatology, and negatively 

correlated with self-esteem (Herek, Cogan, Gillis, & Glunt, 1998). 

Self-objectification. The Body Surveillance subscale of McKinley and Hyde’s (1996) 

Objectified Body Consciousness Scale is an 8-item measure of how much an individual thinks of 

his or her body in terms of how it looks, versus how it feels.  Participants are asked to rate the 
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degree to which they agree with statements such as “I rarely think about how I look,” (reverse 

coded) and “I think it is more important that my clothes are comfortable than whether they look 

good on me” (reverse coded). Each statement is rated on a 7 point Likert-type scale (1 = strongly 

disagree to 7 = strongly agree) with a NA (not applicable) option for items that do not apply. 

Higher scores indicate greater self-objectification as manifested by body surveillance. Body 

surveillance scores have shown adequate validity, as scores were positively correlated with body 

shame, and negatively correlated with body esteem (McKinley, 1998). Reported alpha was .79 

when used with a sample of undergraduate men (McKinley and Hyde, 1998), and .88 when used 

with a mixed gender sample (Tiggemann & Kuring, 2004). For the current sample of gay men, 

the alpha obtained was .89. 

Body shame. The Body Shame subscale of McKinley and Hyde’s (1996) Objectified 

Body Consciousness Scale is an 8-item measure of the degree to which an individual feels like a 

failure for not achieving the cultural ideal body standard. Participants are asked to rate the degree 

to which they agree with statements such as “I feel like I must be a bad person when I don’t look 

as good as I could,” and “When I’m not the size I think I should be, I feel ashamed.” Each 

statement is rated on a 7 point Likert-type scale (1 = strongly disagree to 7 = strongly agree) with 

a NA (not applicable) option for items that do not apply. Higher scores reflect greater body 

shame. Body shame scores have shown adequate validity, as scores were positively correlated 

with body surveillance, and negatively correlated with body esteem (McKinley, 1998). Reported 

alphas were .73 when used with a sample of undergraduate men (McKinley and Hyde, 1998), 

and .81 when used with a mixed gender sample (Tiggemann & Kuring, 2004). For the current 

sample of gay men, the alpha obtained was .89. 
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Eating disorder symptomatology. The Eating Attitudes Test–26 (EAT-26; Garner, 

Olmsted, Bohr, & Garfinkel, 1982) is a 26-item instrument measuring disordered eating attitudes 

on a 6-point Likert-type scale (1 = always to 6 = never). The EAT-26 is recommended for use 

with nonclinical samples (Siever, 1994). Sample items for this measure are “Cut my food into 

small pieces” and “Have the impulse to vomit after meals.”  Following Siever’s (1994) 

suggestion scores are based on averaging continuous responses as this method is more 

appropriate for use with nonclinical samples, and reduces the possibility of skewed scores 

(Siever, 1994). EAT-26 scores have been found to be correlated with scores on other measures of 

disordered eating (Kashubeck-West & Mintz, 2001). Reported alphas for scores on the EAT-26 

range from .79 to .94 (Moradi, Dirks, & Matteson, (2005); Morry & Staska,2001; Russel & Keel, 

2002; Siever, 1994; Williamson & Hartley, 1998). The alpha for the current sample was .90. 

EAT scores have demonstrated construct validity by differentiating between individuals with a 

diagnosable eating disorder and nonclinical controls (Garner & Garfinkel, 1979). 

Demographics. Sexual orientation was measured on a Kinsey-type scale ranging from 1 

(exclusively gay) to 5 (exclusively heterosexual). Participants were also asked to report 

demographic information such as their age, race/ethnicity, educational level, and socio-economic 

status. In addition, participants were asked for their height and weight and Body Mass Index 

scores were computed using the formula recommended by the Centers for Disease Control and 

Prevention (http://www.cdc.gov/nccdphp/dnpa/bmi/bmi-adult-formula.htm). 

 
 
 
 

http://www.cdc.gov/nccdphp/dnpa/bmi/bmi-adult-formula.htm
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CHAPTER 4 
RESULTS 

Descriptive Statistics 

 The mean Body Mass Index for the present sample was 27.01 (SD = 7.46). This mean 

BMI is comparable with population data collected in 2002 by the Centers for Disease Control, 

and reported by the U.S. Food & Drug Administration (FDA). The FDA reported that the 

average American adult has a BMI of 28 http://www.fda.gov/fdac/departs/2005/105_note.html). 

The Levels of sexual objectification experiences, internalization of cultural standards of 

attractiveness, self-objectification, body shame, internalized homophobia, teasing for gender 

nonconformity, and disordered eating symptoms for the current sample were generally close to 

the mid range of possible scores for each measure (see Table 4�1). 

 To test for order effects across the two orders of the survey, a MANOVA was conducted 

with survey order as the independent variable and the variables of interest (i.e., BMI, sexual 

objectification experiences, internalization of cultural standards of attractiveness, self-

objectification, body shame, teasing/harassment for childhood gender nonconformity, 

internalized homophobia, and eating disorder symptoms) as the dependent variables. No overall 

effect was found for survey order, F [1, 230] = 1.10, p = .36. 

Hypothesis 1 

 Partial correlations, controlling for BMI, were computed to test the relations among 

variables of interest and evaluate whether pre-conditions for mediation were met (see Table 

4�1). Consistent with Hypothesis 1, after controlling for BMI, reported experiences of sexual 

objectification were correlated positively with internalization of cultural standards of 

attractiveness (r = .25, p < .001), self-objectification (r = .33, p < .001), body shame (r =  .29, p 

< .001), and eating disorder symptoms (r = .25 , p < .001).  

http://www.fda.gov/fdac/departs/2005/105_note.html
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Hypotheses 2, 3, 4: Mediations Based on the Objectification Theory Framework 

 To test the mediations proposed in Hypotheses 2, 3, and 4, Baron and Kenny’s (1986) 

procedures were followed. According to these authors, for a variable to be considered as 

mediator, significant relations must exist between (a) the predictor and the mediator, (b) the 

mediator and the criterion, and (c) the predictor and criterion. These preconditions were satisfied 

for Hypotheses 2, 3, and 4 (see Table 4�1 for partial-correlations). That is for Hypothesis 2, 

self-objectification (predictor) was correlated significantly with body shame (potential 

moderator), which in turn was correlated significantly with eating disorder symptoms (criterion).  

In addition, self-objectification (predictor) was correlated significantly with eating disorder 

symptoms (criterion). With regard to hypothesis 3, reported experiences of sexual objectification 

(predictor) were correlated significantly with internalization (potential mediator), which in turn 

was correlated significantly with self-objectification, body shame, and eating disorder symptoms 

(criterion variables). In addition, reported sexual objectification experiences (predictor) were 

correlated significantly with self-objectification, body shame, and eating disorder symptoms 

(criterion variables). For hypothesis 4, reported experiences of sexual objectification (predictor) 

were correlated significantly with self-objectification (potential mediator), which in turn was 

correlated significantly with body shame (criterion). In addition, self-objectification (predictor) 

was correlated significantly with body shame (criterion).  

 According to Baron and Kenny (1986), if these conditions are satisfied, a variable acts as 

a mediator to the extent that it accounts for the relationship between the predictor and criterion 

variable(s). In order to test the significance of mediations, Amos 6.0 (Arbuckle, 2003) was used 

to conduct a path analysis of the specified model in which direct and indirect paths were 

estimated (see model presented in Figure 2�1). BMI was entered as a covariate in the model by 
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estimating links between it and all variables with which it was significantly correlated. As such, 

links from BMI to internalization of cultural standards of attractiveness, self-objectification, and 

body shame were estimated. Given that the model was near fully saturated, the Goodness of Fit 

Index (GFI), Incremental Fit Index (IFI), Comparative Fit Index (CFI), and the Normed Fit Index 

(NFI) were all 1.0. The overall model accounted for 47% of the variance in internalized 

homophobia, 11% of the variance in internalization of cultural standards of attractiveness, 44% 

of the variance in self-objectification, 53% of the variance in body shame, and 39% of the 

variance in disordered eating symptoms. As indicated in Figure 4�2, most of the standardized 

path coefficients were significant, indicating significant unique direct links. Significant unique 

direct links did not emerge however, from teasing/harassment for childhood gender 

nonconformity to internalized homophobia and disordered eating symptoms; from sexual 

objectification experiences to body shame and disordered eating symptoms; from internalized 

homophobia to self-objectification and disordered eating symptoms; from internalization of 

cultural standards of attractiveness to disordered eating symptoms.  

 To test the significance of mediations through internalization of cultural standards of 

attractiveness, self-objectification, and body shame (the proposed mediators in hypotheses 2, 3, 

and 4), appropriate standardized path coefficients were multiplied to compute indirect effects, a 

procedure recommended by Cohen and Cohen (1983). Next, Sobel’s formula (Baron & Kenny, 

1986; Frazier, Tix, & Baron, 2004) was used to determine whether or not the indirect effects 

were significantly different from zero. Hypothesis 2 proposed that body shame would mediate 

the link of self-objectification with disordered eating symptoms. Consistent with this hypothesis, 

through body shame, self-objectification had a significant indirect link of .12 (.32 x .39; z = 3.79, 

p < .001) with disordered eating symptoms. Thus, body shame mediated the link between self-
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objectification and disordered eating symptoms. In addition there was a significant direct link 

from self-objectification to disordered eating.  

Hypothesis 3 proposed that internalization of cultural standards of attractiveness would 

mediate the links of sexual objectification experiences to self-objectification, body shame, and 

eating disorder symptoms. Consistent with this hypothesis, through internalization of cultural 

standards of attractiveness, reported experiences of sexual objectification had a significant 

indirect link of .11 (.21 x .53; z = 3.09, p < .01) to self-objectification and there was an 

additional significant direct link from sexual objectification experiences to self-objectification. 

Also consistent with this hypothesis, through internalization of cultural standards of 

attractiveness, reported experiences of sexual objectification had a significant indirect link of .07 

(.21 x .34; z = 2.83, p < .01) to body shame; the additional direct link of sexual objectification 

experiences to body shame was not significant. Inconsistent with Hypothesis 3, the indirect link 

of sexual objectification experiences to disordered eating symptoms through internalization was 

not significant, .01 (.21 x .04; z = 0.58, p = .56). Thus, internalization of cultural standards of 

attractiveness mediated the link of sexual objectification experiences to self-objectification and 

body shame, but not to disordered eating symptoms.  

 Hypothesis 4 proposed that self-objectification would mediate the links of sexual 

objectification experiences with body shame. Consistent with this hypothesis, through self-

objectification, sexual objectification experiences had a significant indirect link of .05 (.16 x .32; 

z = 2.64, p <.01) to body shame. Thus, self-objectification mediated the link between sexual 

objectification experiences to body shame. The additional direct link of sexual objectification 

experiences to body shame was not significant.  
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 In addition to testing the previous hypotheses, the significant direct link of internalization 

of cultural standards of attractiveness to body shame and disordered eating symptoms, allowed 

self-objectification and body shame to be explored as possible mediators of the links of 

internalization of cultural standards of attractiveness to body shame and disordered eating 

symptoms. Significant indirect links of .13 from internalization of cultural standards of 

attractiveness to disordered eating symptoms, through self-objectification (.53 x .25; z = 2.34, p 

< .05), and .13 through body shame (.34 x .39; z = 3.94, p < .001) were found. Thus, both self-

objectification and body shame mediated the link between internalization of cultural standards of 

attractiveness to eating. The additional direct link of internalization to disordered eating 

symptoms was not significant. 

 Additionally, the significant direct link of internalization of cultural standards to self-

objectification, the direct link of self-objectification to body shame and eating disorder 

symptoms, and the direct link of sexual objectification experiences to self-objectification, 

allowed self-objectification to be explored as a mediator of the links of internalization of cultural 

standards to shame, and sexual objectification to disordered eating symptoms. Through self-

objectification, internalization of cultural standards of attractiveness had a significant indirect 

link of .17 (.53 x .32; z = 2.78, p <.01) to body shame, and sexual objectification experiences to 

eating disorder symptoms .04 (.16 x .25; z = 2.25, p < .05). Thus self-objectification also 

mediated the links of internalization of cultural standards of attractiveness to body shame, and 

sexual objectification to disordered eating symptoms. The additional direct link of internalization 

of cultural standards of attractiveness to body shame was significant, while the direct link of 

sexual objectification to disordered eating symptoms was not significant.  
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Hypothesis 5: Direct and Indirect Links of Internalized Homophobia and 
Teasing/Harassment for Childhood Gender Nonconformity 

Hypothesis 5 proposed to explore direct and indirect links of internalized homophobia 

and teasing/harassment for childhood gender nonconformity. After controlling for BMI, partial 

correlations indicated that teasing/harassment for childhood gender nonconformity was 

correlated positively with sexual objectification experiences, internalization of cultural standards 

of attractiveness, self-objectification, body shame, and disordered eating symptoms. Inconsistent 

with Beren’s (1996) findings however, teasing/harassment was not significantly correlated with 

internalized homophobia (r = .13, p = .06). Internalized homophobia was correlated positively 

with sexual objectification experiences, internalization of cultural standards of attractiveness, 

self-objectification, body shame, and disordered eating symptoms. 

The path model allowed examination of unique direct and indirect relations of 

internalized homophobia and teasing/harassment for childhood gender nonconformity with other 

variables in the model. The path model indicated that there was a direct link of 

teasing/harassment for childhood gender nonconformity to internalization of cultural standards of 

attractiveness, self-objectification and body shame. In addition, there was a direct link of 

internalized homophobia to body shame.  

Consistent with Beren’s (1996) findings there was a significant indirect link of 

internalized homophobia to disordered eating symptoms, through body shame .07 (.18 x .39; z = 

3.62, p < .001). The additional direct link of internalized homophobia to eating disorder 

symptoms was not significant.  

Furthermore, through internalization of cultural standards of attractiveness there were 

indirect links of .08 (.15 x .53; z = 2.23, p < .05) and .05 (.15 x .34; z = 2.13, p < .05) from 

teasing/harassment for childhood gender nonconformity to self-objectification and to body 
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shame respectively. Additional direct links of teasing/harassment for childhood gender 

nonconformity to self-objectification and body shame were significant. Thus, internalization of 

cultural standards of attractiveness mediated these links. 

Similarly, through self-objectification there were significant indirect links of .05 (.16 x 

32; z = 2.67, p < .01) and .04 (.16 x 25; z = 2.28, p < .05) from teasing/harassment for childhood 

gender nonconformity to body shame and disordered eating symptoms respectively. In addition 

to these indirect links, the direct link of teasing/harassment for gender-nonconformity to body 

shame was significant, and the direct link of teasing/harassment for gender-nonconformity to 

disordered eating symptoms was not significant. Additionally, a significant indirect link of .05 

from teasing/harassment for childhood gender nonconformity to disordered eating symptoms 

(.13 x .39; z = 2.45, p < .01), through body shame was found; therefore along with the mediating 

role of self-objectification, body shame also mediated this link.  

Finally, the indirect link of .03 from sexual objectification experiences to body shame, 

through internalized homophobia was found to be significant (.18 x .18; z = 2.15, p < .05). In 

addition the direct link of sexual objectification to body shame was not significant. Thus, 

internalized homophobia mediated this link.   

Next, the fit of the specified model was compared to that of an alternative trimmed model 

that eliminated the non-significant direct paths from (a) teasing/harassment to gender 

nonconformity to internalized homophobia and disordered eating symptoms, (b) sexual 

objectification experiences to self-objectification, body shame and disordered eating (c) 

internalized homophobia to self-objectification and disordered eating symptoms, and (d) 

internalization of cultural standards of attractiveness to disordered eating symptoms. The Chi 

Square statistic was not statistically significant and the fit index values for this model were all 
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above acceptable cut offs (GFI = 1.0; IFI = 1.0; CFI = 1.0; NFI = .99) and similar to those for the 

original model. The amount of variance accounted for in each of the criterion variables and the 

magnitude of the significant paths in the trimmed model were similar to those in the original 

model (see Figure 5�3). Specifically, the variance accounted for in internalized homophobia 

dropped from 47% to 39%, the variance accounted for in internalization of cultural standards of 

attractiveness dropped from 11% to 10%, the variance accounted for in self-objectification 

dropped from 44% to 43%, the variance accounted for in body shame was identical (53%), and 

the variance accounted for in disordered eating symptoms dropped from 39% to 38%. Thus, the 

trimmed model appears to be equally appropriate in explaining the relations among the variables 

of interest. 

 
 
 
 
 
 
 
 
 



       

 

 Table 4 – 1. Summary statistics and partial correlations among variables of interest with body mass index controlled 
 
 

 

Variables 1 2 3 4 5 6 Possible 
Range 

Sample 
Range 

M SD ∝ 

1. Cultural objectification 
     experiences 

      1-6 1.12-4.65 2.28 .74 .91 

2. Teasing/harassment .25**      1-5 1.19-4.81 2.62 .75 .94 

3 Internalization of cultural 
   standards of attractiveness 

.25** .20*     1-5 1-5 3.31 .99 .89 

4. Internalized homophobia .21** .13 .35**    1-5 1-5 1.69 .81 .88 

5. Self-objectification .33** .31** .60** .25**   1-7 1-7 4.37 1.46 .89 

6. Body shame .29** .33** .62** .40** .62**  1-7 1-7 3.48 1.56 .89 

7. Eating disorder symptoms .25** .26** .44** .21* .52** .62** 1-6 1.08-4.62 2.35 .70 .90 

Note:  *p < .01. **p <.001. Higher scores indicate higher levels of the construct assessed 
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Figure 4 – 2.  Full model depicting relationships among variables of interest
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CHAPTER 5 
DISCUSSION 

The present study addressed important gaps in the literatures on objectification theory 

and eating disorders among gay men, by examining objectification theory and its tenets with a 

sample of gay men and integrating the posited roles of harassment for gender nonconformity and 

internalized homophobia within this framework. As such, the findings of this study have 

important implications for future research and practice. 

 First, results of the present study suggest that the tenets of objectification theory, which 

have been supported with both heterosexual women and lesbian women (Fredrickson & Roberts, 

1997; Fredrickson, Roberts, Noll, Quinn, & Twenge, 1998; Kozee & Tylka, 2006; Moradi, 

Dirks, & Matteson, 2005; Morry & Staska, 2001; Noll & Fredrickson, 1988; Roberts & Gettman, 

2004; Tiggemann & Kuring, 2004; Tiggemann & Lynch, 2001), are also supported with gay 

men. Specifically, the present results indicated that the links of sexual objectification experiences 

to self-objectification and body shame were mediated by internalization of cultural standards of 

attractiveness. In addition, the links of internalization of cultural standards of attractiveness to 

body shame and disordered eating symptoms, and sexual objectification experiences to body 

shame and disordered eating symptoms, were mediated by self-objectification. Together these 

findings are consistent with prior research (Graham, 2006; Moradi, Dirks, & Matteson, 2005; 

Morry & Staska, 2001) and suggest that experiences of sexual objectification might translate into 

self-objectification and body shame, through internalization of cultural standards of 

attractiveness, and that self-objectification might be an important way in which experiences of 

sexual objectification and internalization of cultural standards of attractiveness are translated into 

body shame and disordered eating symptoms. Interestingly, internalization of cultural standards 

did not mediate the link of sexual objectification experiences to disordered eating symptoms in 
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the present sample. This finding is inconsistent with prior research examining objectification 

theory with women (Graham, 2006; Moradi et al., 2005). One possible explanation might be that 

sexual objectification experiences were not perceived or interpreted as “objectifying.” This 

perception and interpretation of events may affect how one experiences the related correlates of 

objectification theory.  

Additional important patterns of relations were found for the links of teasing/harassment 

for childhood gender nonconformity to self-objectification, body shame, and disordered eating 

symptoms. Specifically, internalization of cultural standards was found to mediate the links of 

teasing/harassment for childhood gender nonconformity with self-objectification and body 

shame. Additionally, self-objectification mediated the links of teasing/harassment for childhood 

gender nonconformity to body shame and disordered eating symptoms. Interestingly the relations 

involving teasing/harassment for childhood gender nonconformity paralleled relations involving 

sexual objectification experiences. Thus, teasing/harassment for childhood gender nonconformity 

may be conceptualized as another type of objectification that promotes increased awareness, 

monitoring, and attempts to control one’s body, appearance, and behaviors (i.e., self-

objectification) in order to avoid further teasing, negative attention, harassment, and potential 

violence. This conceptualization is supported by the current findings that teasing/harassment for 

childhood gender nonconformity seems to function in the objectification theory framework in a 

similar manner to how sexual objectification experiences function, through their role in 

promoting self-objectification.   

 Previous studies have also identified body shame as a mediator in the link of self-

objectification to disordered eating symptoms (Graham, 2006; Moradi et al., 2005; Noll & 

Fredrickson, 1998). The current study replicated this finding, and in addition found that body 
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shame acted as mediator in the link of internalization of cultural standards of attractiveness to 

disordered eating symptoms, as well as in the links of internalized homophobia and 

teasing/harassment for childhood gender nonconformity to disordered eating symptoms. 

Consistent with prior research and conceptualizations, these findings suggest that body shame 

might be promoted through habitual body monitoring, and feeling as if one does not measure up 

to the cultural standards of attractiveness. Specifically relevant for gay men, however, these 

findings also suggest that body shame may be promoted through experiencing 

teasing/harassment for gender nonconformity and feelings of internalized homophobia. The links 

of harassment for gender nonconformity and internalized homophobia with body shame have 

been posited to be related to not feeling masculine enough. As Beren (1997) points out, 

masculine traits are often associated with the body. For example, masculinity is in part evaluated 

based on muscularity and how the body performs (e.g., sports abilities). Gay men, who are more 

likely than heterosexual men to experience teasing/harassment for childhood gender 

nonconformity as children, may experience higher levels of body shame due to feeling less 

masculine. (Beren,1996). In a parallel manner, internalized homophobia may promote body 

shame as well. There is evidence that gay men (Laner & Laner, 1979) and young boys (Martin, 

1990) who are judged to be less masculine are more disliked than those who more closely fit the 

masculine stereotype. A more recent study by Wilkinson (2004) also suggests that gay men who 

are less masculine may experience more stigma due to greater gender nonconformity. As a result 

of this stigma, greater levels of internalized homophobia may be experienced and manifested as 

body shame due to feelings of not measuring up to the masculine ideal, which is related to body 

shame.  In addition, internalized homophobia was found to act as a mediator in the link of sexual 
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objectification experiences to body shame. Thus, sexual objectification experiences may be 

related to greater internalized homophobia which in turn is linked with greater body shame. 

Limitations and Directions for Future Research 

Limitations of the current study include the self-report nature of the measures being used. 

Responses may be influenced by perception, or inaccurate memory recall. Self-reports of 

objectification experiences might be particularly vulnerable to the influence of perception. For 

example, in assessing objectification experiences in the current study, an open response option 

was provided for respondents to list other objectification experiences that were not directly asked 

about. Several participants expressed the opinion that they did not perceive these experiences as 

“objectifying” and in fact dressed or behaved in a way that would invite this type of response 

from other men. In addition, some expressed that they had not experienced instances of sexual 

objectification, but would like to have experienced them. This perception of objectification 

experiences serving as an affirmation of desirability may affect how one experiences the related 

correlates of objectification theory. Given the finding that internalization of cultural standards 

did not mediate the link of sexual objectification experiences to disordered eating symptoms, 

future research that explores the effects of either perceiving or not perceiving an experience as 

sexually objectifying, is needed to understand this inconsistency with previous research on 

objectification theory (Graham, 2006; Moradi, Dirks, & Matteson, 2005). In addition, future 

research is needed to develop instruments that accurately assess gay men’s unique experiences of 

sexual objectification, and how these experiences are perceived and interpreted. 

Given that we know very little about gay men’s experiences regarding eating disorder 

symptomatology, self-reported perceptions and cross-sectional research is a necessary first step 

to begin to provide the basis for other methods of data collection and experimental and 

longitudinal research. The findings of the current cross-sectional study advance our knowledge 
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and understanding of disordered eating as experienced by gay men, by extending the literature on 

objectification theory, and illustrating that this framework is useful in understanding the 

experiences of gay men. The current findings also inform future research on eating disorders 

among gay men. Specifically, the findings of the current study demonstrate that in addition to 

body shame, experiences of sexual objectification, habitual body monitoring (i.e., self-

objectification) and internalization of cultural standards of attractiveness, are important to 

understanding the development of disordered eating in this population. In addition, the findings 

of the current study highlight that experiences of stigmatization for gender nonconformity and 

internalized homophobia are important variables to consider in future research on eating 

disorders in this population. However, additional experimental and longitudinal research is 

needed to directly test the causal and directional relations suggested by the current and previous 

findings of studies evaluating the objectification theory framework.  

 Another limitation of the study is the mode of data collection. By using the internet to 

collect data, persons who did not have access to a computer and internet were excluded. In 

addition online surveys may be especially vulnerable to random responding.  The current study 

utilized validity check items in order to ensure that participants were not randomly responding, 

and that they were in fact reading and understanding the questions. While these factors are a 

concern, using an online survey offers some important advantages at this point in the 

development of research on eating disorder symptomatology among gay men. One important 

benefit of online survey methodology with gay men is that it helps to promote anonymity, since 

participants were not required to come into the laboratory and “come out” to the researchers. As 

such, this method of data collection is likely to result in a better representation of individuals 

who are less “out” about their sexual orientation (Epstein & Klinkenberg, 2002), In addition, 
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online data collection may increase the generalizeability of the findings since participants were 

from a broader range of backgrounds than would be found in a traditional undergraduate sample. 

One last concern with regard to online data collection is that there is no way to know if all 

participants met the inclusion criteria specified in the invitation to participate. However, this 

concern is not unique to online data collection. In fact, inclusion criteria are not always visually 

evident (e.g., gay identification), and researchers must trust that participants are being forthright 

with regard to their eligibility for participation.  

 An additional potential limitation is that while participants were diverse in terms of age 

and geographic location, the sample was largely White/Caucasian, and most reported at least a 

college degree. This limits the generalizeability of the findings to those of a similar racial/ethnic 

background and socioeconomic status. Future studies are needed to assess the applicability of 

objectification theory and its tenets with more diverse populations of gay men. 

A critical direction for future research is to explore variables that may act as protective 

factors for gay men. Prior research has suggested that gay men are at an increased risk for 

developing eating disorders (Bramon-Bosch, Troop, & Treasure, 2000; Brand, Rothblum, & 

Solomon, 1992; Carlat, Camargo, & Herzog, 1997; Epel, Spanakos, Kasl-Godley, & Brownell, 

1996; French, Story, Remafedi, Resnick, & Blum, 1996; Williamson & Hartley, 1998). 

Furthermore, Russell and Keel (2002) identified gay orientation as a specific risk factor for 

eating disorder symptomatology among gay men. The findings of the current study have further 

elucidated some of the variables that may play a role in this increased risk, but future research is 

needed to investigate potential protective factors, such as intrapersonal variables that prevent 

negative cultural messages from becoming internalized. 
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Implications for Practice 

 The findings of the current study not only inform future directions for research, but are 

also able to inform clinical interventions aimed at reducing attitudes and behaviors related to 

disordered eating symptomatology among gay men. The finding that objectification theory and 

its tenets are applicable to this population can inform intervention strategies that directly address 

the relations of these variables to disordered eating symptoms. More specifically, the current 

study suggests that sexual objectification experiences are important to understanding disordered 

eating among gay men. Interventions aiming to decrease media and interpersonal sexual 

objectification of men in general and gay men in particular, are important avenues for 

prevention. Furthermore, for clinicians working with gay men, it is important to assess and 

attend to gay men’s experiences of sexual objectification and harassment for gender 

nonconformity. The current study suggests that internalization of cultural standards of 

attractiveness, internalized homophobia, and self-objectification are ways in which these 

experiences might be translated into disordered eating symptomatology. Thus paying attention in 

therapy to how these experiences are perceived and interpreted is important for designing 

appropriate interventions that can successfully decrease or prevent internalization and self-

objectification. For example, therapists may work with their clients to identify experiences that 

are sexually objectifying so that they may combat internalization and become more aware of 

habitual body monitoring.  

Additionally, the current study suggests that reducing body shame is important for 

prevention and intervention of eating disorder symptoms among gay men. Exploring in therapy, 

feelings of internalized homophobia and how those feelings might promote self-objectification 

and shame regarding one’s body may be one way in which shame can be reduced. Specifically, it 

may be beneficial for clinicians to help clients recognize internalized feelings of homophobia 
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and explore how and when those feelings are experienced. In addition, clinicians may help their 

clients to become more aware of when they are monitoring their bodily movements. Exploring a 

client’s motivations for habitual body monitoring may decrease body shame and promote greater 

acceptance of one’s body.  

Summary 

 The findings of the current study support the utility of objectification theory and its 

tenants for understanding disordered eating among gay men. The findings also suggest that it is 

important to consider the additional roles of teasing/harassment for childhood gender 

nonconformity and internalized homophobia in disordered eating for this population. Future 

studies examining objectification theory can expand on the current findings by exploring the 

longitudinal links and causal relationships among the variables in the model. Finally, the findings 

can inform prevention and intervention strategies.  
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APPENDIX A 
OBJECTIFICATION EXPERIENCES QUESTIONNAIRE 

Please use the following scale to indicate how often during the past year you have experienced 
each of the events below.  

1 =  Never 
2 =  Once in a while (less than 10% of the time) 
3 =  Sometimes (10-25% of the time) 
4 =  A lot (26-49% of the time) 
5 =  Most of the time (50-75% of the time) 
6  = Almost all of the time (more than 70% of the time.  

1. Had someone refer to me with a demeaning or degrading label specific 
to gay men (e.g., faggot, queer, homo)? 

1      2      3      4      5    6 

2. Had sexual comments made about parts of my body or clothing.  1      2      3      4      5    6 
3. Someone stared at my body while talking to me.  1      2      3      4      5    6 
4. Heard someone make comments about sexual behavior I might do or 

things they would want to do with me.  
1      2      3      4      5    6 

5. Had my romantic partner (current or former) “check out” other men in 
my presence, in a way that was offensive or hurtful to me.  

1      2      3      4      5    6 

6. Someone made offensive or unwanted, sexualized gestures toward me 
(e. g., pantomime of masturbation or intercourse). 

1      2      3      4      5    6 

7. Felt that a date was more interested in my body (and gaining access to 
it) than in me as a person.  

1      2      3      4      5    6 

8. Someone did or said something that made me feel threatened sexually. 1      2      3      4      5    6 
9.  Experienced unwanted staring or ogling at myself or parts of my body 

when the person knew or should have known I was not interested or it 
was inappropriate for the situation or our relationship. 

1      2      3      4      5    6 

10. Experienced unwanted flirting when the person knew or should have 
known that I was not interested or it was inappropriate for the situation 
or our relationship. 

1      2      3      4      5    6 

11. Had someone inappropriately grab or touch me to express sexual 
interest. 

1      2      3      4      5    6 

12. Had people shout sexual comments, whistle, or make catcalls at me.  1      2      3      4      5    6 
13. Been “checked out” or “cruised” (i.e., had my body stared at in an 

intrusive way) by a person in public.  
1      2      3      4      5    6 

14. Had my appearance/body commented on in a way that I felt was 
inappropriate. 

1      2      3      4      5    6 

15. Heard someone make sexual comments about another man’s body or 
men’s bodies in general (either positively or negatively) 

1      2      3      4      5    6 

16. Heard someone make evaluative or judging comments about my weight 
or body shape.  

1      2      3      4      5    6 

17. Heard someone make evaluative or judging comments about another 
man’s weight/body shape or men’s weight/body shape in general 

1      2      3      4      5    6 

18. Please describe any other times that you felt as if you were being treated 
as a sexual object.  
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APPENDIX B 
THE SOCIOCULTURAL ATTITUDES TOWARD APPEARANCE INTERNALIZATION 

SUBSCALE (SATAQ) 

Please read each of the following items and select the number that best reflects your agreement 
with the statement. 
 
 1 = completely disagree 
 2 = somewhat disagree 
 3 = neither agree nor disagree 
 4 = somewhat agree 
 5 = completely agree 
 
1. Men who appear in TV shows and movies project the type of 

appearance that I see as my goal.  
1      2      3      4      5 

2. I believe that clothes look better on fit/lean men. 1      2      3      4      5 
3. Music videos that show fit/lean men make me wish that I were 

fit. 
1      2      3      4      5 

4. I do not wish to look like the men in the magazines.  1      2      3      4      5 
5. I tend to compare my body to people in magazines and on TV.  1      2      3      4      5 
6. Photographs of fit/lean men make me wish that I were fit.  1      2      3      4      5 
7. I wish I looked like an underwear model.  1      2      3      4      5 
8. I often read magazines like GQ, Men’s Fitness, and Men’s 

Health and compare my appearance to the models.  
1      2      3      4      5 
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APPENDIX C 
THE MOTHER – FATHER - PEER SCALE  

Please indicate the extent to which the following statements describe your childhood/teenage 
relationship with the people indicated by using the following scale.  FOR EACH STATEMENT: 
 1 = Strongly Disagree 
 2 = Somewhat Disagree 
 3 = Uncertain 
 4 = Somewhat Agree 

5 = Strongly Agree 
 

WHEN I WAS A CHILD, MY MOTHER (or mother substitute): 
1. Criticized or teased me because I was more interested in arts than sports 1      2      3      4      5    
2. Took pride in my masculinity. 1      2      3      4      5    
3. Took pride in my feminine traits. 1      2      3      4      5    
4. Would call me sissy.  1      2      3      4      5    
5. Would often tease or criticize me for not being athletic. 1      2      3      4      5    
6. Would say I was not masculine enough.  1      2      3      4      5    
7. Would often tease or criticize me for being too feminine. 1      2      3      4      5    
8. Would criticize or make fun of me for liking “girl toys.” 1      2      3      4      5    
9. Would sometimes call me “faggot.” 1      2      3      4      5    
10. Liked me because I was sensitive and smart 1      2      3      4      5    
WHEN I WAS A CHILD, MY FATHER (or father substitute): 
1. Criticized or teased me because I was more interested in arts than sports 1      2      3      4      5    
2. Took pride in my masculinity. 1      2      3      4      5    
3. Took pride in my feminine traits. 1      2      3      4      5    
4. Would call me sissy.  1      2      3      4      5    
5. Would often tease or criticize me for not being athletic. 1      2      3      4      5    
6. Would say I was not masculine enough.  1      2      3      4      5    
7. Would often tease or criticize me for being too feminine. 1      2      3      4      5    
8. Would criticize or make fun of me for liking “girl toys.” 1     2      3      4      5    
9. Would sometimes call me “faggot.” 1      2      3      4      5    
10. Liked me because I was sensitive and smart 1      2      3      4      5    
WHEN I WAS A CHILD, OTHER CHILDREN: 
1.   
2. Would often tease or criticize me for not being athletic. 1      2      3      4      5    
3. Criticized or teased me because I was more interested in arts than sports. 1      2      3      4      5    
4. Criticized or teased me for being too sensitive. 1      2      3      4      5    
5. Would often call me a crybaby. 1      2      3      4      5    
6. Would call me a sissy. 1      2      3      4      5    
7. Would call on me last (or close to last) to be on their sports team in gym. 1      2      3      4      5   
8. Would say I was not masculine enough. 1      2      3      4      5    
9. Would criticize or make fun of me for liking “girl toys.” 1      2      3      4      5    
10. Would sometimes call me a “faggot.” 1      2      3      4      5    
11. Made me feel popular. 1      2      3      4      5    
12. Liked me because I was athletic. 1      2      3      4      5    
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APPENDIX D 
BODY SURVEILLANCE SUBSCALE OF THE OBJECTIFIED BODY CONSCIOUSNESS 

SCALE (OBC) 

Please read each of the following items and select the number that best reflects your agreement 
with the statement. Circle NA only if the statement does not apply to you. Do not circle NA if 
you don't agree with the statement. For example if the statement says "When I am happy, I feel 
like singing" and you don't feel like singing when you are happy, then you would circle one of 
the disagree choices. You would only circle NA if you were never happy. 
 
 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Neither Disagree nor Agree 

5 = Slightly Agree 
6 = Moderately Agree 
7 = Strongly Agree  
NA = Item does not apply 
 

1. I rarely think about how I look.  1     2     3     4     5     6    7    NA 
2. I think it is more important that my clothes are 

comfortable than whether they look good on me.  
1     2     3     4     5     6    7    NA      

3. I think more about how my body feels than how 
my body looks.  

1     2     3     4     5     6    7    NA      

4. I rarely compare how I look with how other people 
look.  

1    2     3     4     5     6    7    NA      

5. During the day, I think about how I look many 
times.  

1     2     3     4     5     6    7    NA    

6. I often worry about whether the clothes I am 
wearing make me look good.  

1     2     3     4     5     6    7    NA      

7. I rarely worry about how I look to other people.  1     2     3     4     5     6    7    NA      
8. I am more concerned with what my body can do 

than how it looks.  
1     2     3     4     5     6    7    NA      
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APPENDIX E 
BODY SHAME SUBSCALE OF THE OBJECTIFIED BODY CONSCIOUSNESS SCALE 

(OBC) 

Please read each of the following items and select the number that best reflects your agreement 
with the statement. Circle NA only if the statement does not apply to you. Do not circle NA if 
you don't agree with the statement. For example if the statement says "When I am happy, I feel 
like singing" and you don't feel like singing when you are happy, then you would circle one of 
the disagree choices. You would only circle NA if you were never happy. 
 
 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Neither Disagree nor Agree 

5 = Slightly Agree 
6 = Moderately Agree 
7 = Strongly Agree 
NA  = Item does not apply 
 

1. When I can’t control my weight, I feel like 
something must be wrong with me.  

1     2     3     4     5     6    7     NA   

2. I feel ashamed of myself when I haven’t made the 
effort to look my best.  

1     2     3     4     5     6    7     NA   

3. I feel like I must be a bad person when I don’t look 
as good as I could.  

1     2     3     4     5     6    7     NA   

4. I would be ashamed for people to know what I 
really weigh.  

1     2     3     4     5     6    7     NA   

5. Even when I can’t control my weight, I think I’m 
an okay person.  

1     2     3     4     5     6    7     NA   

6. I never worry that something is wrong with me 
when I am not exercising as much as I should.  

1     2     3     4     5     6    7     NA   

7. When I’m not exercising enough, I question 
whether I am a good enough person. 

1     2     3     4     5     6    7     NA   

8. When I’m not the size I think I should be, I feel 
ashamed.  

1     2     3     4     5     6    7    NA    
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APPENDIX F 
THE EATING ATTITUDES TEST – 26 (EAT-26) 

For each of the following questions, please select the response that best describes you. 
  
 1 = Never 
 2 = Rarely 
 3 = Sometimes 
 4 = Often 

5 = Usually 
6 = Always 

 
1. Am terrified about being overweight.  1      2      3      4      5     6 
2. Avoid eating when I am hungry.  1      2      3      4      5     6 
3. Find myself preoccupied with food. 1      2      3      4      5     6 
4. Have gone on eating binges where I feel that I may not be 

able to stop.  
1      2      3      4      5     6 

5. Cut my food into small pieces. 1      2      3      4      5     6 
6. Aware of the calorie content of foods that I eat.  1      2      3      4      5     6 
7. Particularly avoid food with a high carbohydrate content 

(i.e., bread, rice, potatoes, etc.) 
1      2      3      4      5     6 

8. Feel that others would prefer if I ate more.  1      2      3      4      5     6 
9. Vomit after I have eaten.  1      2      3      4      5     6 
10. Feel extremely guilty after eating.  1      2      3      4      5     6 
11. Am preoccupied with a desire to be thinner.  1      2      3      4      5     6 
12. Think about burning up calories when I exercise.  1      2      3      4      5     6 
13. Other people think that I am too thin.  1      2      3      4      5     6 
14. Am preoccupied with the thought of having fat on my body. 1      2      3      4      5     6 
15. Take longer than others to eat my meals.  1      2      3      4      5     6 
16. Avoid foods with sugar in them.  1      2      3      4      5     6 
17. Eat diet foods.  1      2      3      4      5     6 
18. Feel that food controls my life.  1      2      3      4      5     6 
19. Display self-control around food.  1      2      3      4      5     6 
20. Feel that others pressure me to eat.  1      2      3      4      5     6 
21. Give too much time and thought to food.  1      2      3      4      5     6 
22. Feel uncomfortable after eating sweets.  1      2      3      4      5     6 
23. Engage in dieting behavior.  1      2      3      4      5     6 
24. Like my stomach to be empty.  1      2      3      4      5     6 
25. Enjoy trying new rich foods.  1      2      3      4      5     6 
26. Have the impulse to vomit after meals.  1      2      3      4      5     6 
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APPENDIX G 
INTERNALIZED HOMOPHOBIA SCALE (IHP) 

Please indicate the extent to which you agree or disagree with the following statements using the 
scale below.  

1 = Strongly Disagree 
2 = Somewhat Disagree 
3 = Uncertain 
4 = Somewhat Agree 
5 = Strongly Agree 

 

1. I have tried to stop being attracted to men in general. 1      2      3      4      5   
2. If someone offered me the chance to be completely heterosexual, 

I would accept the chance. 
1      2      3      4      5   

3. I wish I were not gay. 1      2      3      4     5   
4. I feel that being gay is a personal shortcoming for me. 1      2      3      4      5   
5. I would like to get professional help in order to change my sexual 

orientation from gay to straight. 
1      2      3      4      5   

6. I have tried to become more sexually attracted to women. 1      2      3      4      5   
7. I often feel it best to avoid personal or social involvement with 

other gay men. 
1      2      3      4      5   

8. I feel alienated from myself because of being gay. 1      2      3      4      5   
9.  I wish that I could develop more erotic feelings about women. 1      2      3      4      5   
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APPENDIX H 
DEMOGRAPHIC QUESTIONNAIRE 

Please tell us a little about yourself. This information will be used only to describe the sample as 
a group. 
 
1. Age: _______ 

 
2. Gender:             ___Man            ___Woman            ___Transgender 

 
 
3. Your current relationship status (please select the best descriptor): 
 
       ___Single        ___ Partnered       ___ Dating, long term         ___Dating, casual 

 
 
4. Completed Education (please select one): 

___Less than High School  
___Some High School 
___High School Graduate  
___Some College 
___College Degree (e.g. B.A., B.S.)  
___Professional Degree (e.g., MBA, MS, Ph.D,    M.D.) 

 
5. Current Employment status (please select the one best descriptor): 
       ___Employed Full Time        ___Employed Part Time        ___ Not employed 

 
 
6. Yearly household income (income of those on whom you rely financially): 

___Below $10,000      ___$60,001 to $70,000    
___$10,001 to $20,000    ___$70,001 to $80,000 
___$20,001 to $30,000    ___$80,001 to $90,000  
___$30,001 to $40,000    ___$90,001 to $100,000 
___$40,001 to $50,000    ___$100,001 to $110,000
___ $50,001 to $60,000   ___Above $110,001 
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7. Your current social class (please select the one best descriptor): 

___lower class   
___working class  
___middle class  
___upper middle class  
___upper class  

                   
8. Race/ethnicity (Please check one) 

 ___African American/Black 
 ___Asian American/Pacific Islander 
 ___American Indian/Native American 
 ___Hispanic/Latino/a – White 
 ___Hispanic/Latino/a – Black 
 ___White/Caucasian 
 ___Multi-racial, please specify: ____________________ 
 ___Other, please specify: _________________________ 
 
 

 
9. Current height:  _____feet  ______inches 
 

 
10. Current weight in pounds  ________ 

 

 
11. Your sexual orientation (please check the one best descriptor): 
       ___Exclusively gay 
       ___Mostly gay 
       ___Bisexual 
       ___Mostly Heterosexual 
       ___Exclusively Heterosexual  
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12. How much are you physically attracted to men? 
  low   moderate   high 
  1 2 3 4 5 
13. How much are you physically attracted to women? 
  low   moderate   high 
  1 2 3 4 5 
14.  How much are you emotionally attracted to men? 
  low   moderate   high 
  1 2 3 4 5 
15.  How much are you emotionally attracted to women? 
  low   moderate    high 
  1 2 3 4 5 

 

16. Sexual behavior: Have you had sex with men, women, or both genders? 

___ Never had sex 

___ Men only 

___ Men mostly 

___ Both genders equally 

___ Women mostly 

___ Women only 

 

 
17. How connected are you to the gay community? Please select one.  

___ Very slightly or not at all 

___ A little 

___ Moderately 

___ Quite a bit 

___  Extremely 
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18. Are you involved in a sport, profession, or other activity which requires weight maintenance? 
(e.g. professional dancer, wrestling, etc.)  

___Yes ___No  

 If yes, please describe ___________________________________ 
 
 
19. Finally, we would like to obtain information regarding the geographic location of our sample. 
This information will remain confidential and will only be used to describe the sample as a 
group. Please fill in the city, state, and country in which you currently reside down below: 
 
City:  _____________________________  

 
State:   ____________________________ 

 
Country:   _________________________ 
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